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Centre name: 

 
Woodlands Nursing Home 

 
Centre ID: 

 
0304 
 
Bishopswood 
 
Dundrum 

 
Centre address: 
 

 
Co Tipperary 

 
Telephone number: 

 
062-71335 

 
Fax number: 

 
062-71882 

 
Email address: 

 
info@wnh.ie 

 
Type of centre: 

 
 Private             Voluntary         Public

 
Registered providers: 

 
Woodlands Nursing Home (Dundrum) Ltd 

 
Person in charge: 

 
Sinead Carberry 

 
Date of inspection: 

 
23 April 2012 and 9 May 2012 

Time inspection took place: Start Day 1: 10:00hrs  Completion: 18:00hrs    
Start Day 2: 10:15hrs  Completion: 18:30hrs  

 
Lead inspector: 

 
Mary Moore 

 
Support inspector: 

 
John Greaney 

Type of inspection:  Announced                          Unannounced 

Purpose of this inspection 
visit: 

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

 

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

required of the provider have been taken 
 following a notification to the Health Information and Quality Authority’s Social 

Services Inspectorate of a change in circumstance for example, that a provider 
has appointed a new person in charge 

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

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

Description of services and premises 

 
Woodlands Nursing Home has been extended and renovated at intervals, most 
recently in 2011 and is ostensibly a purpose-built centre that has been in operation 
since 1976; the original core structure dates from 1906. The centre is owned and 
managed by the Fitzgerald family operating as Woodlands Nursing Home (Dundrum) 
Limited. The centre was registered by the Authority in April 2011. A maximum of 43 
residents can be accommodated. Long-term, respite, convalescence and palliative 
care is provided. 
 
At the time of inspection there were 43 residents living in the centre including one 
resident temporarily in an acute hospital. Seven of the residents were less than 65 
years of age. 
 
All of the accommodation and facilities for residents are on the ground floor; the 
building is primarily a single-storey building with some first floor accommodation that 
has now been converted into staff facilities. The entrance is wheelchair accessible 
and leads to a welcoming entrance area with separate visitors’ room and designated 
visitors’ toilet, and a second large bright reception area and the nurses’ station. From 
this reception area facilities for residents are provided off four main corridors. 
Residents are accommodated in 13 single bedrooms, three of which are newly 
refurbished and are en suite with toilet, wash-hand basin and assisted shower; 13 
twin bedrooms, one of which is en suite with toilet, wash-hand basin and shower, 
and one four-bedded room. All bedrooms are equipped with wash-hand basins. 
There are a further ten assisted toilets and five bathroom/showers, four of which are 
assisted, for residents’ use. 
 
Communal accommodation consists of two dining rooms, one large main sitting 
room, a smaller quiet sitting room/television room and a private conservatory type 
seating area. There are two enclosed courtyards with attractive planting, tables, and 
chairs, and a large very attractive and well maintained secure garden area, all for 
resident use. The large sitting room is the main hub of resident activity and provides 
wheelchair access to the garden. The premises are well maintained and in good 
decorative order; newly refurbished private and communal resident accommodation 
had been completed to an attractive and comfortable standard. 
 
There is ample car parking to the front and side of the building. 
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Location 

 
Woodlands Nursing Home is situated in Bishopswood, a rural location a little over 
one mile from the village of Dundrum, Co Tipperary. Amenities such as a shop, post 
office, garden centre and hotel are all available in the village. 
 

 
Date centre was first established: 

 
1976 

 
Number of residents on the date of inspection: 

 
42 

 
Number of vacancies on the date of inspection: 

 
1 resident in hospital 

 
Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
0 

 
18 

 
13 

 
12 

 
Management structure 
 
Woodlands Nursing home is a family owned and managed centre. The nominated 
Registered Provider is Paddy Fitzgerald and the Person in Charge is Sinead Carberry, 
both of whom are directors of Woodlands Nursing Home (Dundrum) Ltd. Sinead 
Carberry is supported in her role by the Key Senior Manager staff nurse Ann Holmes. 
A team of nursing staff, care assistants and household staff provide for the needs of 
the residents on a daily basis. All staff report to both the Person in Charge or the 
Registered Provider.  
 
Staff 
designation 

Person 
in 
Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on 
duty on day 
of 
inspection 

1 2 5 3 3 0 2* 

 
* The nominated registered provider and the activities coordinator 
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Background  
 
This was the second inspection of Woodlands Nursing Home by the Authority. The 
first inspection was an announced two day registration inspection that took place on 
27 July 2010 and 28 July 2010. On that occasion the inspectors were satisfied that 
both the provider and the person in charge demonstrated a good knowledge and 
understanding of the regulations and standards, and were aware of their 
responsibilities under the legislation. They demonstrated a commitment to the 
service and continuous review and improvement; they were both involved in the day-
to-day management of the centre 
 
Inspectors found that the premises and adjoining grounds, fittings, and equipment 
were very clean, well maintained, and in good decorative order. There had been 
recent significant investment in fire safety upgrading works. There was evidence of a 
culture of ongoing review and audit aimed at improving the quality of service 
received by residents. 
 
Inspectors were satisfied that residents were in receipt of a good quality service. 
Staff demonstrated a good knowledge of the residents’ needs, preferences, likes and 
dislikes and had made practical efforts to capture this information to improve 
services. Residents and relatives reported a high level of satisfaction with the centre. 
 
Despite the substantial evidence of good practice, a number of improvements were 
required to comply with the requirements of the Health Act, 2007 (Care and Welfare 
of Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
and the National Quality Standards for Residential Care Settings for Older People in 
Ireland. These required actions are dealt with in detail in the Action Plan at the end 
of the registration report.  
 
These improvements included: 
 the prevention and management of wounds 
 best practice in the use of restraint 
 policy informing “do not attempt resuscitation” orders 
 notification required to be sent to the Chief Inspector 
 ongoing professional development for staff in line with residents’ assessed 

needs 
 receiving and managing complaints 
 the implementation of policies in practice 
 medication management. 

 
The purpose of this second inspection was to follow up on the progress made by the 
provider and the person in charge in implementing these required improvements as 
set out in the 22 actions and five best practice recommendations that emanated from 
the registration inspection. The inspection findings in relation to the provider’s 
implementation of the Action Plan are reported on in the section of the report titled 
“Actions reviewed on inspection”. Where additional areas of regulatory compliance 
were addressed by the inspectors this aspect of the inspection is reported on in the 
section titled “Issues covered on inspection”.   
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Summary of findings from this inspection  
 
 
There was evidence of improvement; however, overall the inspection findings did not 
support satisfactory implementation of the required improvements as outlined in the 
Action Plan. Of the 22 actions and four recommendations reviewed by the inspectors 
nine actions were satisfactorily implemented, four were substantially implemented 
but further action was required and nine actions were not met. The inspection 
findings resulted in the formulation of a further Action Plan where 16 required 
improvements/actions were detailed for the registered provider and the person in 
charge; 13 of these actions were reissued from the original registration inspection. 
The inspectors found that significant improvements were required in two core areas 
fundamental to the quality and safety of care provided to residents: medication 
management practices and access to equitable and timely medical review and care.  
 
The required improvements are discussed in detail in the action plan at the end of 
this report and included: 
 medication management practices 
 access to equitable and timely medical review and care 
 end of life care including the management of unexpected deaths 
 falls prevention and management 
 the submission of notifications to the Chief Inspector 
 the process of care planning 
 the implementation of polices in practice 
 CCTV usage 
 adequate arrangements to ensure consultation with and the participation of 

the residents in the organisation of the centre.  
 
Improvements that were noted were satisfactory and indicated the providers’ 
commitment and ability to meet regulatory and best practice requirements. 
Substantial progress had been made in wound prevention and management, the use 
of restraint and staff training. Newly refurbished private and communal resident 
accommodation had been completed to an attractive and comfortable standard. 
There was evidence of a culture of ongoing review and audit aimed at improving the 
quality of service received by residents and where this had been applied the 
beneficial results were evidenced in practice by the inspectors. 
 
The deficits found by inspectors indicated that review and audit was not consistently 
applied across fundamental areas of care and practice with consequent negative 
findings. This was compounded by the fact that the provider and the person in 
charge had failed to fully exercise their professional and regulatory responsibilities, 
and therefore, did not support and ensure safe and effective care at all times for all 
residents in collaboration with other health care professionals. This was particularly 
evident in relation to addressing access to appropriate and adequate healthcare, 
medication management that was in line with legislative requirements, the 
management of individual choices in relation to resident smoking, the promotion of a 
formal advocacy service and commitment to the residents’ committee. Given the 
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many findings of good practice in relation to the quality of the service provided to 
the residents at the time of the registration inspection, three best practice 
recommendations as opposed to actions were made for the provider to give 
consideration to and so enhance and develop the existing good practice. However, 
no recommendation was met. The inspectors were not satisfied that a clear and 
justifiable rationale was available to explain these findings and the failure to exercise 
legislative duties and responsibilities. 
 
The nominated registered provider and the person in charge articulated their 
commitment and willingness to implement all the required improvements. 
 
 
Issues covered on inspection 
 

 
1. Residents’ Rights, Dignity and Consultation 
 
A closed-circuit television (CCTV) camera system was used; a policy governing and 
justifying its use for security purposes was in place. Cameras were logically in place 
to monitor the exits and the corridors in order to enhance the security of the 
residents.  
 
However, the CCTV system also monitored the communal/dining/recreational rooms. 
The use of CCTV to constantly monitor areas where residents and visitors would 
have a reasonable expectation of privacy such as communal or dining rooms may 
involve a breach of the Data Protection Act. The provider could not demonstrate that 
a pattern of security breaches had occurred in the area prior to the installation of the 
system that would warrant constant electronic surveillance. There was no evidence 
of the placement of clear signage in prominent positions where the cameras were 
located advising residents, relatives and others that CCTV was in use. The National 
Quality Standards for Residential Care Settings for Older People in Ireland refer to 
the use of CCTV under Standard 25 which states that “where closed circuit television 
cameras are used, they do not intrude on the privacy of the resident”. The inspectors 
were not satisfied that the privacy and dignity of residents and visitors was not 
significantly compromised with the use of CCTV within the day rooms/dining rooms.  
 
A review of policy and practice in relation to the use of the CCTV is required so that 
the provider is satisfied that he is not in breach of: 
 the responsibilities of the provider under the Data Protection legislation 
 the responsibilities of the provider under the Health Act 2007 (Care and 

Welfare of Residents in Designated Centres for Older People) Regulations 
2009 (as amended) Regulation 10(c), Residents’ Rights, Dignity and 
Consultation.  
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2. The prevention and management of falls 
 
There was evidence to support an awareness of the significance of falls and the 
requirement for the proactive management of falls to enhance resident safety and 
clinical and quality of life outcomes for residents. The inspectors saw that residents 
had weekly access to a physiotherapy service, and restraint practice was guided by 
current nationally agreed guidelines for the use of restraint in residential care 
settings. There was evidence to support that its implementation and use was 
reviewed in line with the occurrence of falls specifically in relation to the safe and 
appropriate use of bedrails as a falls prevention strategy. The person in charge had 
completed in September 2011, an analysis of all falls that had occurred in the centre 
in the previous 12 months. 
 
However, the inspector found that despite this evidence of good practice, practice 
did not at all times support a high standard of evidence-based nursing practice or 
ensure enhanced clinical and safety outcomes for residents such as: 

 the centre-specific falls management policy was not implemented in 
practice 

 the falls risk assessment tool was not re-evaluated in line with the 
residents’ falls history and as outlined in policy 

 the falls risk assessment tool was incorrectly completed for one resident 
with a significant history of falls and consequently it computed an incorrect 
low risk score 

 falls prevention care plans while in place, were generic and not reflective of 
the resident and their peculiar falls risk factors 

 identified falls prevention interventions as outlined in policy and nursing 
care plans such as hip protectors, movement alarm devices and monitoring 
of postural hypotension were not evidenced in practice  

 falls prevention interventions as identified by the falls audit in 2010 such as 
staff training in falls prevention and the implementation of “non-slip mats” 
in bedrooms were not implemented 

 the annual frequency of the falls audit was not sufficient to address the risk 
management requirements and falls management  of individual residents to 
ensure their ongoing safety and wellbeing.   
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Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Notify the Chief Inspector in writing within three working days of the occurrence of 
incidents as required. 
 
 
This action was partially implemented. While the person in charge had submitted 
notifications, the occurrence of serious injury to residents had not been submitted as 
required within three working days. The Authority had not been notified of the death 
and the circumstances of the death of a resident under the age of 70. 
 
2. Action required from previous inspection:  
 
The person in charge will implement a wound-prevention and management policy 
that is evidencebased and adheres to best practice guidelines. 
 
The person in charge will ensure that all staff receive training in, are familiar with 
and implement this policy and procedure. 
 
Provide comprehensive wound-care documentation to ensure a high standard of 
evidence-based nursing practice. 
 
Provide residents with such support, equipment and facilities as may be required by 
them to maintain their welfare and well-being having regard to their dependency and 
needs as set out in their care plan. 
 
 
This action was met. Training records indicated that the person in charge, the key 
senior manager and a staff nurse had attended accredited wound prevention and 
management education in May 2011. There was evidence of the transfer of learning 
into practice. Staff spoken with were knowledgeable as to the number and status of 
current wounds and the residents’ care requirements. The inspector saw that 
adequate pressure relieving equipment was available and provided where a resident 
had been objectively assessed as at risk of wound development. The inspector also 
saw that improved documentation was in place including evidence-based 
assessment; wound assessment charts supported by photographic evidence, wound 
care plans and wound progress records. Wound prevention and management care 
and practice were the subject of ongoing audit by the person in charge.  
 
However, while the person in charge told inspectors that practice was guided by 
current nationally agreed wound prevention and treatment guidelines, the inspector 
saw that other wound prevention policies not referenced to those guidelines were 
also in place. These were seen by the inspector to have been signed as reviewed by 
the person in charge in October 2011 and signed as read by staff. This duplication 
and lack of clarity on policies that guided practice was also found in other areas of 
care and is dealt with in the action specific to policies and procedures.                  
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3. Action required from previous inspection:  
 
The provider and the person in charge are to review the policy and practice of 
restraint and aim towards a restraint-free environment for all residents. If restraint is 
to be used, it should be as a last resort. Policy and practice shall adhere to best 
practice guidelines.  
 
Documentation shall be maintained of assessment, consent, the nature of the 
restraint, review, removal of the restraint, and opportunity for motion and exercise 
and all other matters as prescribed so as to comply with best practice, policy and 
regulatory requirements in relation to restraint.  
 
Provide residents and their representatives with the information required to make an 
informed decision about any proposed medical intervention or treatment. 
                                 
 
This action was met. The person in charge told the inspector, staff training records 
indicated, and staff spoken with confirmed their attendance at best practice 
education and training on the use of restraint. While improvements were ongoing 
staff articulated increased awareness and improved practice in relation to restraint. 
There was evidence of assessment, discussion and seeking consent where 
appropriate, and the ongoing monitoring of practice. The person in charge was seen 
by the inspector to source alternative enhanced seating for residents who were cared 
for in basic reclining type Buxton chairs due to their dependency and lack of mobility. 
Staff spoken with told the inspector that lap belts were no longer used as a falls 
prevention strategy. A restraint register was maintained and the inspector saw that 
16 residents had bedrails applied while in bed and their use was reviewed on a 
quarterly basis by staff. Based on these reviews staff had identified other required 
improvements such as further staff training and enhanced resident and family 
involvement. 
 
While the inspector was satisfied with the progress evidenced, further improvements 
were required. The inspector noted and staff agreed that there was an anomaly in 
the risk assessment for bedrails that was in use that resulted in an inaccurate 
assessment of risk; the person in charge committed to address this and implement 
an alternative assessment. The inspector also noted a further duplication of policies 
in practice.       
 
4. Action required from previous inspection:  
 
Ensure all medication practices and procedures are compliant with current legislation 
and An Bord Altranais Guidelines. 
 
Ensure that staff are familiar with and adhere to policies and procedures in relation 
to the handling and disposal of unused or out-of-date medicines. 
 
Ensure that records of all drugs and medicines prescribed are signed and dated by a 
medical practitioner. 
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This action was not met. The inspectors found evidence of poor medication 
management practices that were not in line with legislative requirements, local policy 
or regulatory body guidelines for nurses. The deficits found by inspectors indicated 
that nursing staff including the person in charge did not understood and did not fully 
exercise their role and responsibilities in medication management, and therefore, did 
not support and ensure safe and effective medication management practices in 
collaboration with other health care professionals.  
 
The inspectors saw and nursing staff confirmed that: 

 the transcription of medication prescription sheets by nursing staff was 
routine and not in line with the centre-specific policy 

 one transcribed record was unsigned by either the transcribing nurse or 
the prescribing general practitioner (GP) 

 nursing staff transcribed medication in the absence of an original 
prescription and told the inspector that the information on the transcribed 
medication record was probably obtained from the medication blister pack 
that accompanied the resident on admission 

 transcribed medication records were in use without having been checked, 
signed and dated by the relevant GP 

 telephone orders for medication were accepted and in use for 
unacceptable timeframes without having been documented, signed and 
dated by the relevant GP or supported by a faxed prescription 

 original prescriptions and copies of medication orders and prescriptions 
given to the pharmacist so as to facilitate the supply of medication were 
not in place for all medications prescribed, dispensed and supplied to the 
centre 

 photographic identification was not available on six prescription records 
 nursing staff confirmed that four residents were receiving their medication 

in a crushed format . This was not prescribed by the relevant GP on the 
residents’ medication prescription record.   

 
5. Action required from previous inspection:  
 
Decisions regarding resuscitation must be underpinned by policy based on the best 
available evidence and key ethical and legal principles. Devise and implement such a 
policy. 
 
Where the individual resident lacks capacity to make a decision, any previous 
expressed wishes, their best interest and clinical status must also be taken into 
account and this is reflected in nursing and medical documentation. 
 
All discussions and any anticipatory decisions should be documented, signed and 
dated on the patients’ record and effectively communicated to the team.  
 
The residents’ palliative care needs are assessed, documented and regularly 
reviewed.  
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This action was not met. While the centre-specific policy on end-of-life care stated 
that each resident’s end-of-life wishes were to be established and documented 
inspectors found that there was a lack of clarity on policy and practice in relation to 
end-of-life care including the management of sudden/unanticipated deaths. Nursing 
staff spoken with including the person in charge told the inspector that the centre 
had a policy of no active resuscitation; the explicit end-of-life policy did not address 
or give instruction as to preserving life in the event of sudden collapse/death. Staff 
spoken with agreed that a policy of no active intervention was not appropriate for all 
residents and all deaths, and would present a dilemma for them in the event of 
sudden collapse or death. Staff training records did not demonstrate that staff were 
equipped with the required skills and competencies to provide basic life support. The 
inspectors also found that there was a lack of clarity in relation to what constituted 
“comfort care” and there was no explicit documentation indicating that residents 
palliative care needs were discussed, agreed and regularly reviewed.  Significant 
reflection, discussion and clarity of policy is required to ensure that each resident 
regardless of the context of care, is provided with suitable and sufficient end-of-life 
care that is appropriate to their needs, clinical status, best interests, expressed 
wishes and choices. 
 
6. Action required from previous inspection:  
 
The person in charge shall ensure that the care plan reflects the assessment findings 
and sets out in detail the action to be taken by staff, preferably in one integrated 
record. 
 
The care plan is formally re-evaluated by staff in consultation with the resident 
and/or his/her representative and updated as indicated by the residents’ changing 
needs and circumstances and no less frequently than at three-monthly intervals.  
 
Arrangements are put in place to ensure that the residents’ privacy and dignity are 
respected at all times with particular regard to discretion of staff at verbal handover 
when staff are exchanging information on the residents’ medical condition or 
treatment needs.  
 
The person in charge shall make arrangements for the sharing of adequate and 
appropriate information by the team in relation to each resident on a daily basis to 
ensure that suitable and sufficient care is provided. The daily nursing record should 
form the basis of these arrangements. 
 
 
This action was partially implemented. Nursing staff spoken with told the inspector 
that each resident’s daily nursing record was now used to ensure a comprehensive 
handover of their care needs and requirements once daily at change of shift. The 
inspectors were not present for verbal handover. 
 
However, inspectors found the care plans to be very generic and not reflective of the 
resident, their specific needs and care requirements. The inspector reviewed a 
sample of care plans for residents with specific problems such as falls, a requirement 
for nutritional monitoring and modified diet. While the inspector saw that care plans 
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for these problems were in place identified nursing interventions had been 
generically selected and applied from the available prompts in the care planning 
system regardless of their specificity to the resident, the identified problem or their 
availability in practice. All care plans reviewed demonstrated three-monthly re-
evaluation but did not demonstrate their re-evaluation in line with the residents’ 
changing needs and circumstances. These findings are explored further in relation to 
the prevention and management of falls and nutrition.  
 
7. Action required from previous inspection:  
 
Revise the complaints procedure so that it shall include an independent appeals 
process the operation of which is included in the complaints policy and procedure. 
 
Ensure that a record is maintained of all matters relating to the management of 
complaints and that such records are in addition to and distinct from the residents’ 
individual care plan. 
 
The person in charge will ensure that complaints and comments are explored with 
staff for feedback and future learning. Measures required for improvement are put in 
place and there is clear evidence of this. 
 
 
This action was not met. The complaints policy and procedure had been revised and 
did include an independent appeals process. However, while policy and procedure 
advised complainants to speak to any member of staff, staff spoken with by the 
inspector were not familiar with the complaints policy and procedure, their 
requirement as outlined in policy to record all complaints received, and they 
confirmed that they did not have access to the complaints recording component of 
the computerised care planning system. The inspector saw that one complaint was 
recorded in the previous 18 months.  
 
8. Action required from previous inspection:  
 
The person in charge will ensure that policies are implemented in practice so as to 
guide and inform a high standard of evidence-based nursing practice. 
 
 
This action was not met. Policies and practice reviewed by inspectors were not 
congruent; while policies were centre-specific and referenced to best practice 
literature and relevant legislation, they were not implemented in practice. Therefore 
such policies did not ensure that a high standard of evidence-based nursing practice 
was at all times delivered. Inspectors also saw that at times more than one policy to 
guide care and practice was in place. This had not been rectified by the person in 
charge, though most policies were signed as reviewed by her in late 2011. Significant 
deficits between policy and practice were noted by inspectors in relation to the 
assessment and initiation of care for newly admitted residents, medication 
management, the prevention and management of falls, the management of resident 
smoking and the use of CCTV.   
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9. Action required from previous inspection:  
 
Provide full and satisfactory information in relation to all staff in respect of the 
matters listed in the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). 
 
 
This action was not met. A sample of staff files reviewed by the inspector did not 
contain full and satisfactory information in respect of the matters set out in Schedule 
2. Missing documentation included full employment history, photographic evidence of 
identity, three written references and evidence of mental and physical fitness. Before 
the conclusion of the inspection there was evidence to support that the provider had 
taken action to address some of the deficiencies identified.  
 
The inspector also reviewed the recruitment policies and procedures and found that 
they were not in line with the regulatory requirement for three written references; 
the policy specified two. 
    

10. Action required from previous inspection 
 
Provide elder abuse training to all staff to enable staff to provide care in accordance 
with contemporary evidence-based practice. 
 
 
This action was met. Training records reviewed by the inspector had been signed by 
39 staff as having attended education on the prevention and management of elder 
abuse facilitated by the provider and delivered by an external facilitator in November 
2011. 
 

11. Action required from previous inspection 
 
A review of the skills and competencies of all staff should be undertaken by the 
person in charge to establish their training requirements and suitable arrangements 
put in place to meet their identified training needs.  
 
The person in charge shall ensure that staff have access to and undertake education 
that provides them with the necessary skills and competencies to meet the assessed 
care needs of the residents in accordance with contemporary evidence-based nursing 
practice. 
 
The person in charge ensures that minimum mandatory training requirements for all 
staff are met and updated on an ongoing basis. 
 
All newly recruited staff and those in post less than one year should be facilitated in 
line with best practice to commence training to FETAC Level 5 or equivalent.  
 
 
This action was met. Improvements were noted. The inspector saw that training 
records were now maintained for each staff member, and the content reflected a 
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broader focus on issues of direct relevance to the needs and care requirements of 
the residents. Records reviewed indicated that staff had attended education and 
training on the use of restraint, wound prevention and management, performing 
venepuncture, the use of nutritional supplements, communication and person-
centred care and the promotion of continence. The activities coordinator had 
completed training on physical activities for older persons. Training records indicated 
that mandatory training requirements such as fire safety and manual handling were 
within legislative requirements. The person in charge facilitated the latter and had 
accordingly completed a Further Education and Training Awards Council (FETAC) 
Level 6 manual handling instructor and assessor course in April 2011. 
 
Staff training and development however is dynamic and the findings of this 
inspection would indicate further education and training requirements specifically in 
relation to end-of-life care, medication management, the provision of 
modified/therapeutic diets and the prevention and management of falls.    
 

12. Action required from previous inspection 
 
Where a resident requires physiotherapy, occupational therapy, dietician/nutritional 
services or any other services that may be required, access to such service is 
facilitated and records of all referrals and follow up appointments are maintained. 
 
Where medical treatment is recommended and the resident refuses treatment and 
that refusal is respected, refusal is clearly documented and brought to the attention 
of the appropriate medical prescriber. 
 
 
This action and action 13 are reported on jointly in accordance with the provider’s 
responsibility as outlined in Article 9 to ensure that all appropriate healthcare is 
facilitated. 
 

13. Action required from previous inspection 
 
The resident is referred to healthcare services including specialist services and allied 
health professionals; access to such service is facilitated, and records of all referrals 
and follow-up appointments are maintained. 
 
Special therapeutic diets are provided when advised by healthcare and dietetic staff 
and formally communicated to all members of the team. 
 
 
Actions 12 and 13 were not met. There was evidence of improvement but  inspectors 
were not satisfied that each resident’s access to all appropriate healthcare was 
facilitated in an equitable and timely manner so that each resident was supported to 
achieve and maintain the best possible health; significant deficits were noted by 
inspectors in relation to residents’ access to medical care. 
 
Improvements were noted. A physiotherapist had been sourced and staff confirmed 
that they attended the centre weekly and reviewed residents on an individual and 
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group basis. The inspector reviewed documentation where a residents refusal to 
attend further treatment and rehabilitation intervention was clearly documented and 
brought to the attention of the relevant consultant. There was also evidence of 
recent improvements in the monitoring of residents nutritional status. The person in 
charge had completed a comprehensive audit on each resident’s nutritional status 19 
April 2012 from which it was established that 20 percent of residents respectively 
were either underweight or obese. Remedial interventions in care and practice were 
identified such as dietetic review, monitoring of weights and the prescription of 
nutritional supplements. At the time of the inspection the person in charge told the 
inspectors that a dietician had been contacted and reviews sought. Some staff had 
attended training in June 2011 on the use of nutritional supplements and fluids of a 
modified consistency.  
 
However, these improvements while welcome and beneficial to the residents were 
very recent and the inspectors were satisfied that there were ongoing deficits and 
consequent risks in the management of the care requirements of residents requiring 
nutritional support or diets of a modified consistency.  
 
The inspectors found that: 

 staff spoken with were inconsistent in their replies in relation to residents 
requiring modified diets and fluids 

 while catering staff had documentation on residents dietary preferences and 
requirements these were not an accurate reflection of the current residents, 
were generally dated January 2011 and any amendments were undated 

 information provided verbally to the inspectors and documentation reviewed 
in relation to specific dietary requirements did not accurately reflect 
instructions given in swallow care plans following speech and language 
assessments. For example catering staff did not have records of two 
residents seen by inspectors to have swallow care plans and specific 
requirements; one resident with a current swallow care plan for thickened 
fluids was reported by staff to be in receipt of fluids of a normal 
consistency. 

 
Of significant concern to the inspectors were the deficits found in the facilitation of 
equitable and timely medical review and treatment for all residents; the inspectors 
were not satisfied that each resident had access to timely and adequate medical 
review and treatment and this finding was linked to some of the deficits noted in 
medication management practices. The inspectors while reviewing nursing care 
plans, supplementary medical notes and medication prescription records noted that 
residents were not medically reviewed within an acceptable timeframe following their 
admission to the centre; a sample reviewed demonstrated that periods from three to 
fifteen weeks had passed without medical review. This was confirmed by nursing 
staff. Inspectors also noted that in this time period residents’ needs had changed and 
deteriorated and while assessed and responded to by nursing staff who sought 
medical opinion, there was an overreliance and facilitation of telephone consultations 
and prescribing of medications without an actual medical review of the resident so as 
to establish their needs and health status to ensure an adequate and appropriate 
response, diagnosis and that all appropriate healthcare was provided.  
 



 

Page 17 of 38 

The centre-specific policy on resident introduction, assessment and care initiation 
stated that following admission of the resident, the residents’ GP would attend the 
centre, review the resident and prescribe all medications and that this shall be no 
longer than 24 hours. 
  

14. Action required from previous inspection 
 
Only the most recently revised and applicable version of the health and safety 
statement should be available to staff, residents and visitors.  
 
Individual resident assessments need to be completed with due regard to policy, duty 
of care to all residents, relevant health and safety legislation, actions taken and 
control measures in place so as to ensure a safe and healthy environment for all.  
 
 
This action was partially implemented. The inspector saw that there was one specific 
health and safety statement in place; completed risk assessments were 
comprehensive and also specific to the centre. 
 
However, the inspectors were not satisfied that all reasonable measures had been 
taken and appropriate controls were in place to prevent accidental injury to 
residents, staff and others as a result of resident smoking. There were 
inconsistencies in policy and practice. Both the health and safety statement and the 
centre-specific policy on resident smoking stated that smoking was permitted in 
designated areas and any resident who smoked outside of the designated area was 
“in violation” of the policy, yet staff spoken with confirmed that two residents 
continued to smoke in their own bedrooms. While the inspector saw that risk 
assessments for the residents had been completed the identified controls were not 
sufficient and did not demonstrate to the inspector how they would effectively 
reduce the risk of fire and injury posed. Collectively while a designated smoking 
room was provided, it was unsupervised, difficult to observe as the window blind was 
closed, did not contain fire fighting equipment and was used as a storage area for 
large quantities of flammable materials such as paper based activities materials. 
 

15. Action required from previous inspection 
 
Provide the necessary sluicing facilities. 
 
 
This action was not met. The bedpan washer was not installed. The provider during 
the course of this inspection showed the inspector documentary evidence of the 
purchase of a bedpan washer and gave a commitment to its installation pending 
delivery timeframes. 
  

16. Action required from previous inspection 
 
Provide each resident or their representative with a contract of care detailing the 
services to be provided to the residents and the fees to be charged. 
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This action was partially implemented. The inspector saw that there were 17 
contracts for the provision of services unsigned as agreed between the provider and 
the resident. The provider told the inspector that difficulties were encountered where 
residents lacked capacity to sign and an appropriate representative was not 
available. While services not included in the basic fee were itemised, the fee to be 
charged for such services was not.  
 

17. Action required from previous inspection 
 
Provide and maintain a directory of residents in an electronic or manual form that 
contains all of the required information. 
 
 
This action was met. An electronic directory of residents was in place and a sample 
of entries reviewed by the inspector contained all of the information specified in 
Schedule 3. 
  

18. Action required from previous inspection 
 
Update the written statement of purpose to include all of the information as listed in 
Schedule 1 of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). 
 
 
This action was met. An updated statement of purpose was submitted to the 
Authority. 
 

19. Action required from previous inspection 
 
Update the written Residents’ Guide to accurately reflect the Health Act 2007 (Care 
and Welfare of Residents in Designated Centres for Older People) Regulations 2009 
(as amended). 
 
 
This action was not met. Although reported to be updated the Residents’ Guide did 
not contain a standard form of contract for the provision of services, the terms and 
conditions in respect of accommodation to be provided and the summary of the 
complaints procedure did not contain details of the independent appeals process. 
 

20. Action required from previous inspection 
 
Provide appropriate, safe and accessible storage facilities for equipment. 
 
 
This action was met. Apart for the findings in relation to the designated smoking 
room and the storage of cleaning equipment, in general the inspectors did not 
observe equipment to be stored in an unsafe or indiscreet manner. 
  



 

Page 19 of 38 

21. Action required from previous inspection 
 
Provide changing, shower, toilet and storage facilities for staff in accordance with 
legislation and best practice for infection control and prevention. 
 
 
This action was met. The inspector saw that staff had been provided with spacious 
facilities including sanitary facilities. 
 

22. Action required from previous inspection 
 
Conduct a review of night-time staffing levels in line with the assessed needs of the 
residents. Conduct a review of the rota for cleaning staff and the allocation of tasks to 
night staff so as to ensure that all resources are used effectively, and in a manner 
that at all times prioritises and meets the needs of the residents in a timely and 
appropriate manner.    
 
Ensure that the staffing numbers and skill mix of staff are at all times appropriate to 
the assessed needs of the residents and the size and layout of the building. This is 
subject to regular and ongoing review. 
 
 
This action was met. Staff spoken with confirmed that a carers-shift from 18:00hrs to 
22:00hrs was in place in response to the deficits identified at the time of the last 
inspection. The inspectors were satisfied with the numbers and skill-mix of staff 
observed and staff spoken with confirmed their satisfaction. Nursing staff were seen 
by the inspectors to be visible and actively involved in the supervision and delivery of 
care. 
 
  Standard Best practice recommendations 
 
 
Standard 25: 
Physical 
Environment  
 

 
Provide secure facilities (a lockable storage space) for the safe-
keeping of money and valuables by the resident. 
 
Provide a separate cleaning room for cleaning/household staff that is 
separate to the sluice room. 
 
Provide a separate dedicated room with facilities in place to 
accommodate the services of allied health professionals, clinical 
examinations and therapies.  
 
Review the existing arrangements and provide where possible 
separate sitting, dining and recreational space. 
 

 
The inspector saw that secure personal storage space was available to residents if 
required. 
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There was no separate cleaning room and staff spoken with confirmed that the sluice 
room was also used to store cleaning/environmental hygiene equipment.  
 
There was no separate designated room for residents to have clinical examinations, 
consultations or therapies if required. 
 
 
Standard 3: 
Consent  

 
Facilitate the resident to access an advocate/advocacy services when 
making decisions relating to consent to treatment or care, if 
necessary, and in accordance with his/her wishes. 
 

 
This recommendation was not met. This and the following two recommendations 
pertained to the quality of the service; the degree to which practice was person-
centred, where residents’ rights were respected and furthered, and where residents 
were enabled to play an active part in the centre. Given the many findings of good 
practice at the time of the registration inspection, these recommendations were 
made for the provider to give consideration to and so enhance and develop the 
existing good practice; however, no recommendation was met. Again, given the 
profile of the residents, their diversity of needs and clinical diagnosis, the provider 
should give meaningful consideration to the provision of an advocacy service. 
  
 
Standard 2: 
Consultation 
and 
Participation 

 
Ensure that issues raised at the residents’ committee are 
acknowledged, recorded and responded to. Clearly demonstrate the 
actions taken in response to the issues raised. Clearly demonstrate 
how the residents’ feedback informs reviews and future planning. 
 

 
This recommendation was not implemented. At the time of the registration 
inspection in July 2010, the residents’ committee was an active forum for 
consultation with both residents and relatives who had been invited to attend as 
resident representatives. At the time of this second inspection there was little 
evidence of the arrangements in place to facilitate consultation with and the 
participation of the residents in the organisation of the service, or that matters raised 
by the residents were acknowledged, recorded, responded to and action was taken 
in response to the issues raised to bring about improvement on all matters affecting 
the resident.    
  
Minutes reviewed by the inspector indicated that a meeting of the committee had 
been held in February 2012, this was the only meeting convened since January 2011.  
  
 
Standard 11: 
The Resident’s 
Care Plan 

 
Continue and complete the “Residents Discussions” to ensure that all 
aspects of the resident’s health, personal, social and end-of-life 
needs, wishes and preferences are clearly discussed, agreed and 
drawn up with the involvement of the resident and their 
representative. 
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This recommendation was not met. At the time of the registration inspection, the 
work completed by the person in charge on the residents’ discussions was 
informative, meaningful and demonstrated commitment to a service that was truly 
person-centred. However, while the provider told the inspector that further 
discussions had been undertaken in 2011, those reviewed by the inspector were all 
dated 2010. 
 
 
 
Report compiled by: 
 
Mary Moore 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
15 May 2012  
 

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

 
 
27 July 2010 and 28 July 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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Provider’s response to inspection report  
 

 
Centre: 

 
Woodlands Nursing Home 

 
Centre ID: 

 
0304 

 
Date of inspection: 

 
24 April 2012 and 9 May 2012 

 
Date of response: 

 
5 June 2012 

 
Requirements 
 
These requirements set out what the registered provider must do to meet the Health 
Act, 2007, the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009 (as amended) and the National Quality Standards 
for Residential Care Settings for Older People in Ireland. 
 
1. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Inspectors found evidence of poor medication management practices that were not 
in line with legislative requirements, local policy or regulatory body guidelines for 
nurses. 
 
Action required:  
 
The provider will put in place suitable arrangements and appropriate procedures, 
practices and written policies in accordance with current regulations, guidelines and 
legislation for the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with and at all times implement such 
policies and procedures. 
 

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

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 



 

Page 23 of 38 

 
Action required:  
 
Maintain, in a safe and accessible place, a record of each drug and medicine 
administered in respect of each resident, giving the date of the prescription, dosage, 
name of the drug or medicine, method of administration, signed and dated by a 
medical  practitioner and the nurse administering the drugs and medicines in 
accordance with any relevant professional guidelines.  
 
Action required:  
 
Ensure that each member of the nursing staff has the required knowledge and 
competencies to allow them to undertake medication management in line with their 
regulatory body guidance and all other relevant legislation. 
  
Reference:  

Health Act, 2007 
Regulation 25: Medical Records 
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines 
Standard 13: Healthcare  
Standard 14: Medication Management   
Standard 15: Medication Monitoring and Review  

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

Timescale: 
 

Provider’s response: 
 
We have reviewed and updated our policies in line with current 
regulations, guidelines and legislation on medication 
management. We have amended our procedures and practices 
and informed all staff of these changes. 
 
All prescription records have been renewed and updated correctly 
by the medical practitioners. 
 
Two nursing staff members who have not completed medication 
management training will do so in the next three months. One 
staff member is on leave at the moment and will be told to have 
the course completed in this time frame also. 
 
In general, Woodlands will ensure by means of continuous audit 
that medication management systems and practices will continue 
to meet standards required. 
 

 
 
Completed 
 
 
 
 
Completed 
 
 
5 September 
2012 
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2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Significant deficits were noted by the inspectors in relation to each resident’s access 
to equitable and timely medical care. 
 
Action required:  
 
Facilitate all appropriate health care, and support each resident on an individual basis 
to achieve and enjoy the best possible health. 
 
Action required:  
 
Maintain, in a safe and accessible place, a record of the medical, nursing and where 
appropriate, psychiatric condition in respect of each resident at the time of 
admission. 
 
Action required:  
 
Maintain, in a safe and accessible place, a medical record in respect of each resident 
with details of investigations made, diagnoses and treatment given, and a record of 
all drugs and medicines prescribed, signed and dated by a medical practitioner.  
 
Reference:  

Health Act, 2007 
Regulation 9: Health Care  
Regulation 25: Medical Records 
Standard 10: Assessment  
Standard 13: Healthcare  
Standard 14: Medication Management   
Standard 15: Medication Monitoring and Review 

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

Timescale: 
 

Provider’s response: 
 
Woodlands has consulted with all local GPs who have agreed to 
support us in providing the best possible healthcare for our 
residents and in the documenting of same in the residents’ 
records. Since the last Authority inspection, all residents have 
been reviewed with reviews recorded.  
 
We will ensure that this practice continues through three-monthly 
auditing. 
 

 
 
Completed 
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3. The person in charge  has failed to comply with a regulatory 
requirement in the following respect:  
 
Care plans were very generic and not reflective of the resident, their specific needs 
and care requirements. 
 
Planned nursing/care interventions were not specific to the resident, the identified 
problem and were not evidenced in practice. 
 
Action required:  
 
The person in charge shall ensure that the care plan is specific to the resident and 
reflects the assessment findings and sets out in detail the action to be taken by staff 
to ensure that suitable and sufficient care is planned, implemented and evaluated. 
 
Action required:  
 
The person in charge shall ensure that the  care plan is formally re-evaluated by staff 
in consultation with the resident and/or his/her representative and updated as 
indicated by the resident’s changing needs and circumstances and no less frequently 
than at three-monthly intervals.  
 
Reference:  

Health Act, 2007 
Regulation 8: Assessment and Care Plan 
Standard 3: Consent  
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 17: Autonomy and Independence 

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

Timescale: 
 

Provider’s response: 
 
All care plans have been rewritten to reflect the residents’ specific 
needs and assessment findings. The nursing actions are resident 
specific and used to guide care. 
 
All care plans will be re-evaluated every three months, or with 
any change in residents’ needs. 
 

 
 
Completed 
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4. The person in charge  has failed to comply with a regulatory 
requirement in the following respect: 
 
There was a lack of clarity in policy and practice in relation to end-of-life care 
including the management of sudden/unanticipated deaths. 
 
Action required:  
 
Devise and implement written operational polices and protocols for end-of-life care 
based on the best available evidence and key ethical and legal principles.  
 
Action required:  
 
All discussions and any anticipatory end-of-life decisions must be documented, 
signed and dated on the patient’s record and effectively communicated to all staff.  
 
Action required:  
 
The person in charge will ensure that each resident receives care at the end of 
his/her life which meets his/her individual physical, emotional, social and spiritual 
needs and respects his/her dignity and autonomy.   
 
Action required:  
 
The person in charge shall ensure that when it is correct and proper to make every 
attempt to preserve life that staff have available to them the required knowledge, 
skills, competencies and equipment to effectively intervene.  
 
Reference:  

Health Act, 2007 
Regulation 14: End of Life Care 
Standard 16: End of Life Care  

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

Timescale: 
 

Provider’s response: 
 
Woodlands has changed its end-of-life policy to reflect more 
accurately the needs of our residents, including access to 
cardiopulmonary resuscitation (CPR) as dictated by the wishes of 
our residents. 
 
All nursing staff will be trained in CPR.  
 
All residents/representatives will be approached in a discreet and 
dignified manner to discuss their end-of-life wishes. This will be 
documented and communicated to all staff. 

 
 
Completed 
 
 
 
 
5 September 
2012 
5 September 
2012 
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5. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
There were ongoing deficits and consequent risks in the management of the care 
requirements of residents requiring nutritional support or diets of a modified 
consistency. 
 
Action required:  
 
The person in charge shall ensure that each resident is provided with food and drink 
in a quantity and format that takes into account any special dietary requirements and 
is consistent with each resident’s individual needs and all relevant assessments and 
care plans. 
 
Action required:  
  
The person in charge shall ensure that each staff member has the required 
information, knowledge and skills to allow them to appropriately meet the specific 
dietary requirements of each resident. 
   
Action required:  
  
Special therapeutic diets are provided when advised by healthcare and dietetic staff, 
are formally communicated to all staff, reviewed as required and there is a clear 
clinical rationale provided for any non-conformance.  
 
Reference:  

Health Act, 2007 
                   Regulation 9 : Health Care 
                   Regulation 20: Food and Nutrition 
                   Standard 13: Healthcare  
                   Standard 19: Meals and Mealtimes  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All catering staff have received training in providing a modified 
diet by an external facilitator on 14 May 2012 
 
The policies on nutrition and modified diets will be reviewed to 
ensure clarity and proper communication amongst all staff. 
 
A weekly meeting between the DON and catering staff has been 
scheduled to ensure effective communication of all diets. 
 

 
 
Done 
 
 
5 September 
2012 
 
Immediate 
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6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Falls prevention and management practice did not at all times support a high 
standard of evidence-based nursing practice or ensure enhanced clinical and safety 
outcomes for residents. 
 
Action required:  
 
Ensure that each resident at risk of falling or who falls is appropriately and 
adequately assessed; effective intervention measures are identified and implemented 
to reduce the likelihood of future falls and injuries. The appropriateness and 
effectiveness of interventions is reviewed at appropriate intervals. 
 
Reference:  

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Regulation 31: Risk Management Procedures 
Standard 13: Healthcare 
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: 
 
A review of our falls management policy and practice has taken 
place with resulting changes to policy and the implementation of 
resident specific care plans to improve resident safety. 
 
Following resident assessment, fall alarms linking to our nurse 
call system have been purchased. 
 

 
 
Completed 
 
 
 
Completed 
 

 
7. The person in charge  has failed to comply with a regulatory 
requirement in the following respect: 
 
All notifications had not been submitted and within the required timeframes. 
 
Action required:  
 
Confirm in writing to the Chief Inspector the occurrence in the designated centre of 
any incident in accordance with Regulation 36 within three working days of the 
occurrence of the incident. 
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Action required:  
 
Give notice to the Chief Inspector without delay of the occurrence of the death of 
any resident under the age of 70 including the circumstances of the resident’s death. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
The person in charge will ensure that all notifications will be 
submitted in the required time frame. 
 
We are reviewing our incident reporting policy to ensure that all 
incidents are reported to the DON or acting DON, who will in turn 
report to the Authority. 
 

 
 
 
 
 
5 September 
2012 
 

 
8. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
All reasonable measures had not been taken and appropriate controls were not in 
place to prevent accidental injury to residents, staff and others as a result of resident 
smoking. 
 
Action required:  
 
Where residents are facilitated to smoke, the provider shall ensure that appropriate 
and effective controls are in place and all reasonable measures have been taken to 
prevent injury to residents, staff and any other person in the designated centre. 
 
Reference:  

Health Act, 2007 
Regulation 31: Risk Management Procedures 
Standard 26: Health and Safety  
Standard 29: Management Systems  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Woodlands’ smoking policy has been changed to allow residents 
to smoke in their rooms, only after a risk assessment has been 
carried out. Only residents who score low in this assessment will 
be allowed to smoke in their rooms. 
 
A new risk assessment tool is now being used which allows us to 
document control measures. 
 
Smoking will be prohibited elsewhere in the building except for 
the designated smoking areas. The smoking room has been tidied 
and a fire extinguisher and fire blanket provided. 
 

 
 
Completed 
 
 
 
 
Completed 
 
 
Completed 
 

 
9. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Staff spoken with were not familiar with the complaints policy and procedure or their 
requirement as outlined in policy to record all complaints received. 
 
Action required:  
 
Ensure that all staff are familiar with the complaints policy and procedure and 
maintain a record of all complaints they receive, detailing the investigation and 
outcome of the complaint and whether or not the resident was satisfied. 
 
Action required:  
 
Make a person available, independent to the person nominated in Regulation 39(5), 
to ensure that all complaints are appropriately responded to and that the person 
nominated under Regulation 39(5) maintains the records specified under Regulation 
39(7).  
 
Reference:  

Health Act, 2007 
Regulation 39: Complaints Procedures 
Standard 6: Complaints  

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

Timescale: 
 

Provider’s response: 
 
Woodlands will review our complaints’ policy and procedure to 

 
 
5 September 
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ensure that all complaints are dealt with accordingly and 
documented. All staff will be informed of these changes. 
 
Included in the policy will be that the registered provider will 
ensure that the person in charge maintains the correct records. 
An audit will be set up to ensure this. 
 

2012 
 
 
5 September 
2012 
 

 
10. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
While policies were centre specific and referenced to best practice literature and 
relevant legislation they were not implemented in practice, and therefore, did not 
ensure that a high standard of evidence-based nursing practice was at all times 
delivered. 
 
Action required:  
 
The person in charge will review all the written operational policies and procedures 
of the designated centre on the recommendation of the Chief Inspector as outlined in 
this inspection report and at least every three years.  
 
Action required:  
 
The person in charge will ensure that specific areas of care are guided by one 
evidence-based policy and that staff are familiar with and implement this policy. 
 
Reference:  

Health Act, 2007 
Regulation 27: Operating Policies and Procedures 
Standard 29: Management Systems 

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

Timescale: 
 

Provider’s response: 
 
Woodlands has a policy review programme set up to ensure 
continuous improvement. Following the last Authority inspection, 
this programme will be reviewed to ensure that policies requiring 
immediate attention will be highlighted. 
 
Monthly staff meetings have been set up, part of which will be 
the highlighting of any changes in policies or procedures.  
 
As policies are being reviewed, they will be amalgamated to 
ensure that specific areas of care are guided by one policy rather 
than across various policies as this leads to confusion. 
 

 
 
5 September 
2012 
 
 
 
5 September 
2012 
 
5 June 2013 
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11. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Staff files reviewed did not contain full and satisfactory information as specified in 
Schedule 2. 
 
The recruitment policy was not congruent with regulatory requirements. 
 
Action required:  
 
Put in place legislatively compliant 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. 
 
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: 
 
A full audit of all staff files has taken place outlining the 
deficiencies. Any documentation missing has been requested. 
 
New forms have been developed. Medical declarations and 
employment history to be completed by all staff. 
 
Staff recruitment policies have been amended to comply with the 
Health Act, 2007.  
 

 
 
Completed 
 
 
5 September 
2012 
 

 
12. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Sluicing facilities were not adequate and were not in line with infection prevention 
and control best practice. 
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Action required:  
 
Provide staff with the appropriate sluicing equipment, and a bedpan washer to 
prevent risk of harm to themselves and others. 
 
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: 
 
A bedpan washer has been purchased. 
 

 
 
Completed 
 

 
13. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Seventeen contracts for the provision of services to residents were unsigned as 
agreed between the provider and the resident. 
 
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 including services provided outside of the basic fee, and the fees to be 
charged for such services. 
 
Reference:  

Health Act, 2007 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All residents’ contracts have been signed with the exception of six 
contracts which have been posted to their representatives. We 
are currently waiting on a reply. 
 

 
 
Completed 
 

 
14. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was little evidence of the arrangements in place to facilitate consultation with 
and the participation of the residents in the organisation of the service. 
 
CCTV was in use in communal/dining areas, and it was difficult to justify its use in 
these locations. 
 
Action required:  
 
Put in place adequate arrangements to facilitate residents’ consultation and 
participation in the organisation of the designated centre. Ensure that issues raised 
by the residents are acknowledged, responded to and recorded, including the actions 
taken in response to issues raised.  
 
Action required:  
 
Facilitate the resident to access in accordance with his or her wishes, an 
advocate/advocacy service. 
 
Action required:  
 
Ensure that all aspects of the residents’ health, personal, social and end-of-life 
needs, wishes and preferences are clearly discussed, agreed and drawn up with the 
involvement of the resident and/or their representative as appropriate. 
 
Action required:  
 
Review the current locations of CCTV cameras and provide residents with privacy to 
the extent that each resident is able to undertake personal activities in private. 
  
Action required:  
 
Ensure that the policy governing the use of the CCTV clearly reflects a thorough 
understanding of the responsibilities of the provider under the Data Protection 
legislation. The policy must clearly outline the justification for and the means for 
obtaining consent from residents where it is used in areas where it may intrude upon 
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and compromise the privacy of the resident.   
 
Action required:  
 
Where CCTV is used, this will be clearly sign posted where each camera is located. 
 
Reference:  

Health Act, 2007 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Standard 2: Consultation and Participation  
Standard 4: Privacy and Dignity  
Standard 5: Civil, Political and Religious Rights  

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

Timescale: 
 

Provider’s response: 
 
A programme of monthly residents’ meetings has been arranged. 
 
As discussed with the Authority inspectors, we have been in 
communication with the national advocacy service who have no 
service in our area at present. We have spoken to all our 
residents' representatives none of which are willing to take on the 
role. At present our activities’ co-ordinator acts as a 
representative. We realise that this is not ideal and we are 
pursuing new avenues to try and put an advocate in place. 
 
In regard to residents discussions, it was stated in your report 
that the last resident discussion was dated 2010. However, upon 
inspection of the file there is evidence of discussions with three 
residents up to November 2011. In order to ensure continuation 
of good practice we propose to set up a timetable of residents’ 
discussions to ensure all residents are met with. 
 
The CCTV in the communal areas has been disconnected and the 
policy on security has been amended. Signage regarding CCTV 
has been erected. 
 

 
 
Completed. 
 
Ongoing 
 
 
 
 
 
 
 
5 September 
2012 
 
 
 
 
 
Completed 
 
 

 
15. The provider  has failed to comply with a regulatory requirement in the 
following respect: 
 
The Residents’ Guide did not comply with regulatory requirements. 
  
Action required:  
 
Produce a Residents’ Guide which includes a summary of the statement of purpose, 
the terms and conditions in respect of accommodation to be provided for residents, a 
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standard form of contract for the provision of services and facilities to residents, the 
most recent inspection report, a summary of the complaints procedure provided for 
in Regulation 39, and the address and telephone number of the Chief Inspector. 
 
Action required:  
 
Supply a copy of the Residents’ Guide to each resident. 
 
Reference:  

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

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

Timescale: 
 

Provider’s response: 
 
The Residents’ Guide has been reviewed and we have sent a 
copy (excluding copy of inspection report) to the Authority. 
 

 
 
Completed 
 

 
16. The provider  has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no separate cleaning room, and staff spoken with confirmed that the 
sluice room was also used to store cleaning/environmental hygiene equipment.  
 
Action required:  
 
Provide a separate cleaning room for cleaning/household staff that is separate to the 
sluice room in order to prevent cross-contamination of equipment and ensure best 
practice in infection prevention and control. 
 
Action required:  
 
Provide a separate dedicated room with facilities in place to accommodate the 
services of allied health professionals, clinical examinations and therapies.  
 
Reference:  

Health Act, 2007 
Regulation 19: Premises 
Standard 25: Physical Environment 
Standard 26: Health and Safety  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Plans are in place to build a treatment and cleaners’ room. This is 
the next project planned for Woodlands. The time-scale will be 
governed by budget constraints; however we hope to begin this 
year. 
 

 
 
5 June 2013 
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
No response received. 
 
 
 
 
Provider’s name: Paddy Fitzgerald 
Date:  5 June 2012 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


