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Centre name: 

 
Cottage Nursing Home 

 
Centre ID: 

 
0217 

Centre address: 

 
70 Irishtown 
 
Clonmel 
 
Co Tipperary 

 
Telephone number:  

 
052-6122605 

 
Email address: 

 
mikelovell_51@yahoo.ie 

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
Cottage Nursing Home Ltd 

 
Person authorised to act on 
behalf of the provider: 

 
 
Siobain Lovell 

 
Person in charge: 

 
Siobain Lovell 

 
Date of inspection: 

 
21 March 2013 and 22 March 2013  

 
Time inspection took place: 

 
Day 1 - Start: 10:30hrs   Completion: 20:30hrs 
Day 2 - Start: 09:40hrs   Completion: 18:45hrs 

 
Lead inspector: 

 
Mary Moore 

 
Type of inspection  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 23 
 
Number of vacancies on the 
date of inspection: 2 
 

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

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

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

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

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

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

 arising from a number of events including information affecting the safety or 
wellbeing 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 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. 
 
This inspection report sets out the findings of a monitoring inspection, in which 10 of 
the 18 outcomes were inspected against. The purpose of the inspection was: 
 

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

 
The table below sets out the outcomes that were inspected against on this 
inspection.   
 
Outcome 1: Statement of Purpose   
Outcome 2: Contract for the Provision of Services 
Outcome 3: Suitable Person in Charge 
Outcome 4: Records and documentation to be kept at a designated centres  
Outcome 5: Absence of the person in charge  
Outcome 6: Safeguarding and Safety 
Outcome 7: Health and Safety and Risk Management 
Outcome 8: Medication Management 
Outcome 9: Notification of Incidents 
Outcome 10: Reviewing and improving the quality and safety of care 
Outcome 11: Health and Social Care Needs 
Outcome 12: Safe and Suitable Premises 
Outcome 13: Complaints procedures                 
Outcome 14: End of Life Care 
Outcome 15: Food and Nutrition 
Outcome 16: Residents’ Rights, Dignity and Consultation   
Outcome 17: Residents’ clothing and personal property and possessions 
Outcome 18: Suitable Staffing 
 
This monitoring inspection was unannounced, took place over two days and was the 
fourth inspection of the centre by the Authority. The first inspection was a scheduled 
announced inspection on 23 September 2009. On that occasion, while improvement 
was required, the inspectors were satisfied that the nursing, medical and other 
healthcare needs of residents were catered for to a good standard. 
 
The second inspection was an announced registration inspection that took place over 
two days on 19 October 2010 and 20 October 2010. Inspectors found evidence of 
substantial improvements made since the first inspection, and while further areas 
requiring improvement were identified, inspectors were satisfied that the 
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provider/person in charge was committed to complying with the regulations and the 
standards. The fact that the premises was not purpose-built and the site was 
compact presented some difficulties. 
 
The third inspection on 25 June 2012 and 26 June 2012 was unannounced. 
Inspectors were satisfied that the nursing, medical and other healthcare 
requirements of the residents were met to a good standard. However, despite 
evidence to support willingness and capacity, the overall inspection findings were not 
satisfactory. The provider’s failure to address two actions from the last inspection, 
and the significant risks identified by the inspectors resulted in the issuing of an 
immediate action plan with completion timeframes set by the Authority to the 
registered provider. This immediate action plan addressed two linked regulatory 
failures: 
 

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

 failure to identify and provide adequate and appropriate storage. 
 
A total of 13 actions outlining the regulatory failures and required improvements 
were issued to the provider including the immediate improvements required.  
 
The purpose of this fourth inspection was to monitor ongoing compliance with 
regulations and standards including the implementation by the provider of the action 
plan that emanated from the last inspection.  As part of the monitoring inspection, 
inspectors met with residents, relatives, and staff members. Inspectors observed 
practices and reviewed documentation such as care plans, medical records, accident 
logs, policies and procedures, the fire register and staff files.  
 
Overall and on balance the inspection findings were satisfactory. There was evidence 
that the provider had taken constructive action in response to the immediate action 
plan and the action plan as a whole. The inspector was satisfied that 20 of 27 actions 
followed up were substantially implemented by the provider. The inspector was again 
satisfied that the medical, nursing and other healthcare requirements of the residents 
were met to a good standard. However, despite the willingness, capacity, work 
completed by the provider/person in charge and the improvements evident, there 
were ongoing deficits as systems were not structured, monitored or reflected on so 
as to evaluate their effectiveness in achieving the desired outcomes. The provider 
was again advised to reflect on the governance of the centre to ensure that it was 
organised, structured and facilitated compliance with the Health Act 2007, the 
regulations and standards and all other relevant legislation. The provider was issued 
with an action plan of 26 required improvements. These are outlined in the action 
plan at the end of this report and included: 
 

 fire safety precautions and procedures 
 staff recruitment procedures 
 medication management 
 complaints management procedures. 
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Section 41(1)(c) of the Health Act 2007  
Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older People 
in Ireland.   
 
Theme: Leadership, Governance 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 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 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Residents records reviewed contained a contract for the provision of services. 
However, it was not clear from a sample reviewed if the contract had been agreed 
within one month of the resident’s admission to the centre as they were not dated 
when signed. The contract did not detail the charges for services provided to the 
resident but not included in the basic fee paid.   
 
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  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
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Inspection findings 
 
The person in charge was suitably qualified and experienced. She was a registered 
general nurse with extensive experience in nursing older people. Staff spoken with 
confirmed that she was present in the centre on average five days each week. The 
inspector saw that she was actively involved in the supervision and delivery of care 
and services to the residents and was known to both residents and family members. 
Certificates of education and training seen indicated that the person in charge 
engaged in ongoing professional development and had recently completed clinical 
education including infection control, nutrition and dysphagia, the management of 
nutrition via gastrostomy, falls management, dementia care and the train the trainer 
programme on the use of physical restraint. 
 
The person in charge had a good understanding of her regulatory responsibilities and 
to enhance her knowledge she had in 2012 completed a workshop on “enhancing 
and managing the inspection process”. 
 
As both the person in charge and the nominated registered provider she had 
authority, responsibility and accountability for the service. 
 
Theme: Safe care and support  
Safe care and support recognises that the safety of service users is paramount. A 
service focused on safe care and support is continually looking for ways to be more 
reliable and to improve the quality and safety of the service it delivers.  
 
In a safe service, a focus on quality and safety improvement becomes part of a 
service-wide culture and is embedded in the service’s daily practices and processes 
rather than being viewed or undertaken as a separate activity. 
 
To achieve a culture of quality and safety everyone in the service has a responsibility 
to identify and manage risk and use evidence-based decision-making to maximise the 
safety outcomes for service users. 
 
Outcome 6 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
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Inspection findings 
 
All staff spoken with said that there had been no incident of alleged, suspected or 
reported abuse in the centre.  
 
Documentation reviewed and staff spoken with indicated that measures were in 
place to safeguard residents. The inspector saw that protection policies and 
procedures were discussed with staff on three occasions in February 2013. Staff 
training records reviewed indicated that all staff had attended education on 
protection issues in March 2013 provided by an external facilitator. Staff spoken with 
confirmed their attendance and demonstrated an adequate understanding of the 
subject and their reporting responsibilities; all staff were adamant that the person in 
charge would act in a proactive manner in response to any concerns raised by them. 
 
However, the policy on the prevention, detection and response to abuse required 
review and expansion as it dealt only with situations where the alleged perpetrator 
was a staff member. The policy did not provide guidance to staff on scenarios where 
the alleged perpetrator may be another resident, a family member or a member of 
management to whom staff normally would report their concerns. 
 
There was a policy in place for the management of residents’ accounts and personal 
property. The inspector saw that a personal secure storage place was available to 
each resident if they choose to avail of same.  
 
However, complete financial records that were easily retrievable were not kept in the 
designated centre in respect of each resident. Records were made available for 
inspection and the inspector saw that a record of charges to each resident, money 
received or deposited on behalf of the resident, monies used and the purpose for 
which the money was used was maintained. However, three receipt books were in 
place from which no receipt was available for the most recent monies lodged on 
behalf of a resident. Only the charge but not the purpose for which monies were 
charged to one resident was identified on an invoice seen by the inspector.  
 
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  
 
 
Action(s) required from previous inspection: 
  
The action(s) required from the previous inspection were substantially implemented.  
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Outstanding actions under this outcome 
 
Devise, implement and review at appropriate intervals personal emergency evacuation 
plans for all residents. 
 
Ensure, by means of fire drills and fire practices at suitable intervals, that the staff and, 
as far as is reasonably practicable, residents, are aware of the procedure to be 
followed in the case of fire, including the procedure for saving life. 
 
 
Inspection findings 
 
There was evidence that the provider had acted proactively in response to the 
immediate action plan issued following the last inspection; however, ongoing deficits 
were identified in fire safety procedures. 
 
The provider said and there was supporting documentation and evidence of 
structural works completed, to confirm that an external fire safety consultant was 
contracted to advise on fire safety precautions and procedures and prepare a fire 
strategy.  
 
Fire detection and fire fighting equipment was appropriately maintained at suitable 
intervals. Fire fighting equipment was marked as serviced in February 2013 and a 
certificate was also in place to this effect. A commissioning certificate for the fire 
detection system dated March 2012 was in place as were certificates of quarterly 
inspection and testing in the intervening period. The emergency lighting was tested 
and serviced in January 2013. The inspector saw and staff spoken with said that 
assistive devices for the evacuation of dependent residents (ski-sheets) were in 
place; a record reviewed indicated that their availability was checked nightly by staff. 
Zoned diagrammatic fire notices were displayed as were fire action notices. 
 
However, the inspector found that all staff spoken with did not demonstrate 
proficient knowledge of actions to be taken in the event of fire particularly in relation 
to the phased evacuation of residents and the availability of safe areas and 
compartments. The inspector saw that while a fire drill was coordinated on a weekly 
basis and an excel sheet indicated that 37 drills had been completed since the last 
inspection, the record indicated that eleven of the 35 staff listed had attended no fire 
drill. The staff training matrix had no recorded date for attendance at structured fire 
training for six staff currently employed. 
 
There was a lack of clarity as to the procedures required to support and safely 
manage the dismantling of door self-closures on residents bedroom doors. On the 
first day of inspection the inspector saw that one fire door was held open by tying it 
to an adjacent hand-rail; staff said that the electro-magnetic releasing device was 
faulty. 
   
The displayed fire action notices were not specific and did not give clear guidance as 
to what and where constituted the “nearest area of rescue assistance”.  
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The provider had implemented personal emergency evacuation plans (PEEP’s) for 
each resident and staff were aware that these were in place and their location. 
However, the inspector saw that the plans had not been reviewed since December 
2012, only 19 of the 22 in place referred to residents currently living in the centre 
and there was no plan in place for four residents two of whom were physically 
dependent.  
 
All staff had recently attended education of infection prevention and control. The 
centre was visibly clean and the provider was in the process of replacing residual 
carpets with floor covering that was impermeable and conducive to effective 
cleaning. Clinical staff had ready access to personal protective equipment such as 
aprons and gloves. The external clinical risk waste bin was locked and road transport 
documents confirming the removal of waste were available for inspection.  However, 
there was no personal protective equipment in the laundry; staff confirmed this. The 
sluice rooms where clinical risk waste was stored internally were unlocked at 
intervals throughout the inspection. The sharps box was not signed and dated as to 
when it was assembled and put in place.  
 
The inspector saw that staff had available to them contemporary evidence-based 
equipment to assist them in moving techniques in resident care (manual handling). 
The staff matrix indicated that staff training was within mandatory requirements. 
Manual handling plans were in place for each resident prepared by the 
physiotherapist; the plans reviewed identified the specific equipment and the number 
of staff required for a variety of manual handling tasks. Lifting equipment was 
serviced in November 2012. However, there was evidence to support that all staff did 
not at all times adhere to the manual handling plan putting both themselves and the 
resident at risk. For example, staff spoken with said that no resident on the first floor 
required a full body hoist; this was not in line with the manual handling plans 
reviewed; other staff described unsafe and outdated techniques including underarm 
and full body lifts. The inspector also saw that a resident with a manual handling 
plan that specified that two staff were required for all transfers fell while being 
transferred in December 2012; only one and not two staff as required was 
completing the transfer. Staff spoken with said that two staff did not always attend 
to the resident’s transfers thereby placing the resident at ongoing risk of accident 
and injury. 
 
This finding was also linked to the review of and the learning from accidents and 
incidents. The inspector saw that for 20 accidents/incidents to residents recorded 
since June 2012, some (13) but not all demonstrated evidence of review and follow-
up. A falls audit of all reported falls between January and June 2012 had been 
completed. There was evidence of the implementation of actions identified as 
required to prevent reoccurrence such as physiotherapist assessment, the provision 
of hip-protectors, low-low beds and impact reducing floor mats. However, the 
learning gained was not always evident as in the manual handling incident above. 
Likewise where a resident had become unwell secondary to hypoxia, the potential to 
prevent a reoccurrence by the proactive monitoring of his oxygen levels had not 
been identified and incorporated into his plan of care.        
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The Authority had on two separate occasions received information in relation to 
inadequate heating in the centre. In response the provider had indicated that 
remedial works would be undertaken and there was evidence of work completed. 
However, the inspector noted that the level of heating supplied to different parts of 
the building and residents’ bedrooms was inconsistent. The radiators did not heat in 
five bedrooms randomly selected, portable electric heaters were in place in two 
bedrooms and one resident spoken with said that the radiator was never on. Another 
resident said that he turned the radiator on and off as sometimes it was too warm in 
the bedroom. However, subjectively the environment was not cold and communal 
and bedroom temperatures were objectively measured by the inspector and found to 
be on average two degrees above the minimum temperatures recommended by the 
National Quality Standards for Residential Care Settings for Older People in Ireland.  
 
The health and safety statement was compiled by an external consultant in May 
2012 but was centre-specific. It outlined responsibilities and general safety 
statements on a broad range of issues. The statement was supported by a risk 
register in which the inspector saw a broad range of centre-specific hazard 
identifications, risk assessments and the identification of controls. Risk assessments 
were also in place for the risks specified in Article 31 of the Health Act 2007 (Care 
and Welfare of Residents in Designated Centres for Older People) Regulations 2009 
(as amended). The inspector saw that the risk assessments were currently being 
reviewed and updated. There was evidence of the implementation of controls. For 
example the inspector saw that window restrictors were in place and while some 
challenges still presented, suitable alternative arrangements had been made to 
provide safe storage. Individual lockers for the storage of personal items were 
supplied by staff.  The provider had also in February 2013 arranged for the external 
consultant to audit the sufficiency of risk assessment and management procedures. 
This had identified some further risks and action to be taken by the provider.  
 
Controls were in place for the management of tobacco consumption by residents. 
The smoking room was mechanically and externally ventilated, fire fighting 
equipment and a fire retardant apron were in place and residents smoked supervised 
by staff.  A sign in sheet and fire safety checklist were in place to be completed by 
staff each time the smoking room was utilised; the inspector saw that staff adhered 
to policy and practice. 
 
The call bell system was now addressable as requested and staff confirmed that this 
assisted them greatly in responding to residents in a timely manner. 
 
The kitchen was adequately equipped visibly clean and organised. Facilities were 
inspected by the relevant environmental health officer (EHO) and their reports were 
available for inspection. 
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Outcome 8 
Each resident is protected by the designated centres’ policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
At the time of inspection the centre was in the process of introducing a new system 
of medication management; there was evidence that seven nursing staff including 
the person in charge had attended training on its introduction.  
 
The management of controlled drugs was in line with legislative requirements and 
regulatory body guidance. The controlled drugs register and the stock balance were 
checked by the inspector with a member of the nursing staff and both were correct.  
All of the prescription records seen by the inspector were current and were signed as 
reviewed by the relevant GP in January and February 2013. Medication administered 
in an altered format, crushed was authorised and signed for.   
 
A secure medication specific fridge was in place. Appropriate items only were stored 
in it and the temperature was monitored daily.  
 
Practice was guided by the policy reviewed in July 2012. However, there was no 
policy or procedure in place for the prescribing, administration and review of PRN pro 
re nata medications (medication that is not scheduled or required on a regular basis). 
Elements of the policy were not implemented in practice. 
 
For example nursing staff confirmed that the medication prescription record was 
electronically transcribed by them. However, this was not indicated on the record and 
the signature of the transcribing nurse was not present. The policy on transcription 
stated that transcription was to be avoided where possible; the policy did not include 
a risk management counter-checking procedure. 
 
Medication administration was recorded on a medication administration record 
supplied by the pharmacy. Based on a sample of nine records reviewed however, the 
inspector noted three errors between the prescription and the administration record 
in relation to the dosage and frequency of prescribed medications. Nursing staff did 
not appear to be aware of the error and had completed the administration record 
that was not an accurate reflection of the dosage prescribed for the resident.  
 
The medication administration records indicated that medication prescribed on a PRN 
basis was administered to a resident on a regular and consistent basis with no 
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evidence to support a review of its effectiveness or the requirement to alter the 
prescription to a regular and scheduled prescription.  
 
Records were maintained of unused and unwanted medication returned to the 
pharmacy. However, although the facility was there the returns were not checked, 
signed, countersigned or dated.  
 
There was evidence to support that nursing staff though cognisant of the risk 
involved were not at all times administering medication from the dosing system 
supplied by the pharmacist.     
 
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 
 
Action(s) required from previous inspection:  
 
The action(s) required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
The inspector reviewed the log of accidents and incidents from 30 June 2012 to the 
date of inspection and there was no evidence to indicate that the person in charge 
had not fulfilled her notification requirements to the Authority. Each individual record 
satisfied the requirements of Schedule 3. 
 
The review of accidents and incidents is discussed in Outcome 7: Health and Safety.  
 
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. 
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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  
 
Action(s) required from previous inspection:  
 
The action(s) required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
While some deficits were identified in the process of care planning overall the 
inspector was again satisfied that the care provided to residents by staff in 
collaboration with the relevant general practitioners (GP’s) was good. Based on her 
observations and documentation reviewed the inspector saw that nursing staff were 
attuned to each residents needs, monitored and assessed them and sought medical 
review as appropriate. Six GPs attended the centre and there was evidence of timely 
and equitable medical review and treatment following admission to the centre and on 
an ongoing basis. This was monitored by staff and records reviewed indicated that 
medical reviews were current and appropriate to the residents’ needs. There was 
evidence of referral to other health care services as required by each resident such 
as speech and language therapy, occupational therapy, chiropody, optical review, 
psychiatry of old age and the acute hospital services for assessment, review and 
treatment. An in-house physiotherapy service was provided twice weekly and the 
inspector saw records of gait and balance assessments, records of passive and active 
strengthening exercises.  
 
Nursing staff monitored residents’ vital signs and weight monthly or more frequently 
if required. Weights reviewed were relatively stable but there was documentary 
evidence of dietetic referral and treatment where any concern was identified.  
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A restraint register was maintained and indicated that eight of the 23 residents had 
bedrails applied. An evidence-based risk balancing assessment tool had been 
implemented and a sample reviewed indicated that bedrail usage was appropriately 
implemented and monitored. There was evidence of the implementation of 
alternatives such as low-low-beds and impact reducing floor mats.  
 
There was evidence of the implementation of behaviour mapping tools to assist staff 
in understanding and managing behaviours of a challenging nature.  
 
The reported incidence of wounds was low, one, and the inspector saw clearly and 
consistently completed evidence-based wound management documentation including 
anatomical charts, wound assessment and wound progress notes. 
 
Computerised care plans supported by a suite of evidence-based assessments were 
in place for each resident. Care plans were reviewed and updated monthly or in line 
with the resident’s changing needs. Documentation was in place confirming that the 
care plan was discussed with the resident or their family member as appropriate. 
Some care plans seen accurately reflected the residents’ needs and care 
requirements however, some inconsistency and deviation was noted that had the 
potential to negatively impact of the suitability and quality of care delivered to the 
resident. For example the inspector saw that: 
 

 not all residents assessed as at high risk of pressure sore development had a 
wound prevention care plan 

 nursing plans of care and swallow care plans were not congruent as to the 
consistency of fluids and foods required for the resident’s safety. However, 
care staff spoken with described the correct consistencies 

 one resident had a care plan for fluid restriction. However, soft and hard 
copy fluid intake charts seen, recorded the type but did not accurately record 
the amount of fluid taken; records were not totalled and in any event would 
not be accurate 

 there was no plan in place for meaningful health promoting monitoring of 
oxygen saturation levels for residents requiring oxygen therapy though staff 
did have a pulse oximeter available to them.      

 
There was evidence of the receipt of relevant information from discharging/treating 
facilities such as the acute hospital, however, while nursing staff confirmed that a 
nursing transfer letter was provided on the transfer or discharge of a resident the 
information provided was not retained in the resident’s record.   
 
Theme: Person-centred care and support 
Person-centred care and support has service users at the centre of all that the service 
does. It does this by advocating for the needs of service users, protecting their rights, 
respecting their values, preferences and diversity and actively involving them in the 
provision of care. Person-centred care and support promotes kindness, consideration 
and respect for service users’ dignity, privacy and autonomy.  
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Outcome 13 
The complaints of each resident, his/her family, advocate or representative, and 
visitors are listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
 
Action(s) required from previous inspection:  
 
Provide written operational policies and procedures relating to the making, handling 
and investigation of complaints from any person about any aspects of service, care and 
treatment provided in, or on behalf of a designated centre. Complaints policy and 
procedure is standardised and consistent. 
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
 
Inspection findings 
 
While there was evidence to support that the provider had taken action to address 
the inconsistency and lack of clarity evidenced at the last inspection these failings 
were not satisfactorily addressed. 
 
There was one complaints policy in place dated 29 August 2012. However, the 
procedure displayed did not reflect this policy, did not reflect regulatory requirements 
or the providers responsibility to ensure that there was a nominated person in the 
centre to deal with all complaints. The displayed procedure: 
 

 did not identify the nominated complaints person 
 did not demonstrate an understanding of an independent appeals process. 

Complainants were advised to contact the independent appeals officer if they 
had serious concerns about the centre. Complainants were advised to contact 
the Authority if they were dissatisfied with the outcome of a complaint made. 

  
The complaints policy did not identify the person specified in Article 39(10) to ensure 
that all complaints were appropriately responded to and adequate records 
maintained.  
  
Staff spoken with confirmed that all complaints were logged electronically. The 
inspector reviewed the complaints log and saw that two complaints were recorded 
since August 2012. Records outlined the nature of the compliant, details of action 
taken, lessons learnt and evidence of complainant satisfaction.  However, a 
complaint made by a family member was seen to be recorded in the accident and 
incident log. 
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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 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The inspector saw that good, sound end-of-life care was provided by staff in close 
collaboration with personnel from the South Tipperary hospice home care team.  
There was evidence that end-of-life care was planned for with explicit end-of-life 
discussions seen in residents’ records for those who were willing and capable of 
having such discussions. Documentation was in place to support decisions to attempt 
or not attempt resuscitation. Where a decision was made not to attempt 
resuscitation a clear clinical rationale was outlined, the discussion and those 
participating in the discussion were recorded and the record was signed, dated and 
timed. The inspector saw that many residents had requested active intervention and 
attempts to save life. 
 
However, despite this good practice the inspector saw and staff confirmed that end-
of-life discussions and practice did not include ascertaining and facilitating the 
residents preference to place of death including the option of a single room, or,  
ascertaining the preference and wishes of the other occupant where end-of-life care 
was facilitated in shared accommodation.     
 
Theme: Workforce 
The workforce providing a health and social care and support service consists of all the 
people who work in, for, or with the service provider and they are all integral to the 
delivery of a high quality, person-centred and safe service. Service providers must be 
able to assure the public, service users and their workforce that everyone working in 
the service is contributing to a high quality safe service. 
 
Outcome 18 
There are appropriate staff numbers and skill mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
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Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision  
 
Action(s) required from previous inspection:  
Outstanding actions under this outcome 
 
Put in place recruitment procedures to ensure no staff member is employed unless the 
person is fit to work at the designated centre and full and satisfactory information and 
documents specified in Schedule 2 have been obtained in respect of each person. 
 
Put in place recruitment procedures to ensure the authenticity of the staff references 
referred to in Schedule 2. 
 
 
Inspection findings 
 
Only one of the three actions issued at the last inspection was implemented. 
 
Based on a sample of four staff files reviewed the inspector found only one was 
complete and satisfied the requirements of Article 18 and Schedule 2 of the Health 
Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended); the content of the remaining files was inconsistent. 
Missing items between the three files included proof of the person’s identity, 
evidence of Garda Síochána vetting, evidence of physical and mental fitness for the 
purpose of working in the centre, and a full employment history (curriculum vitae). 
The provider was utilising a centre-specific reference template but many references 
reviewed were of a testimonial format and there was no evidence to support 
verification of their authenticity. One staff file did not contain a reference from the 
person’s most recent employer. 
 
The inspector reviewed a file pertaining to a person providing services to residents in 
the centre. There was evidence that the person had been adequately vetted 
appropriate to their role, however, it had not been updated to include evidence of 
their current registration with their regulatory body. There was no evidence of a 
written agreement setting out roles and responsibilities between the individual and 
the centre. 
 
Eight staff nurses including the person in charge were employed but evidence of 
current registration with their regulatory body was in place only for six.   
 
A staff roster was maintained; it was clearly presented and information was readily 
retrieved from it. Based on the staffing levels reviewed, ordinarily the skill mix and 
staff numbers were adequate to meet the needs of the residents and other factors 
such as the size and layout of the building. There was a staffing deficit on the day of 
inspection and the inspector noted that staff were busy between 18:00hrs and 
20:00hrs. Staff spoken with reassured the inspector that this was unusual and any 
staffing deficit due to unexpected absence was always replaced by the provider.  
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A staff training matrix was in place that outlined the training completed by each staff 
member. From this and completion certificates contained in staff files the inspector 
saw that the provider was committed to the ongoing development of staff. Education 
and training recently completed included mandatory training such as manual 
handling; attendance at elder abuse, dementia and challenging behaviours, nutrition 
and hydration, infection control, medication management, gastrostomy tube 
reinsertion and administering intramuscular injections was also facilitated. Ten of 
fifteen care staff employed were listed as having completed Further Education and 
Training Awards Council (FETAC) Level 5. Catering staff had completed food hygiene 
and Hazard Analysis and Critical Controls Point (HACCP) training in 2010 and 2012. 
Basic life support and AED (Automated external defibrillator) training was planned. A 
deficit was identified in staff attendance at fire safety training and this has been 
discussed in Outcome 7; Health and Safety. 
 
The provider/person in charge and the KSM were actively involved in the delivery 
and supervision of care on a daily basis; there was also evidence of formal systems 
of supervision; the inspector saw in a sample of staff files completed staff appraisals 
for both care staff and nursing staff.  
 
The inspector saw and staff spoken with confirmed that they completed induction 
training prior to commencing duty. 
 
The inspector saw that staff were known to both residents and their family members. 
Some of the latter were seen to call to the centre to express their gratitude and best 
wishes to a member of the nursing staff who was leaving to take up another 
position.  
 

 
Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the 
provider/person in charge, and the KSM to report on the inspectors’ findings, which 
highlighted both good practice and where improvements were needed.  
 
Acknowledgements 
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Inspector of Social Services 
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Chronology of previous HIQA inspections 

Date of previous inspection: Type of inspection: 
 

 
23 September 2009 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
19 October 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
 
25 June 2012 and 26 June 2012 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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Provider’s response to inspection report ∗ 
 

 
Centre Name: 

 
Cottage Nursing Home 

 
Centre ID:  

 
0217 

 
Date of inspection: 

 
21 March 2013 and 22 March 2013 

 
Date of response: 

 
16 April 2013 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of 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. 
 
Theme: Governance, Leadership and Management 
 
Outcome 2: Contract for the provision of services  
The provider  is failing to comply with a regulatory requirement in the 
following respect:  
 
It was not clear if the contract had been agreed within one month of the resident’s 
admission to the centre as they were not dated when signed.  
 
The contract did not detail the charges for services provided to the resident but not 
included in the basic fee paid.   
 
Action required:  
 
Ensure the contract evidences that the contract was agreed with each resident within 
one month of admission to the designated centre.  

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

   
Health Information and Quality Authority 
Regulation Directorate 
 
 
Action Plan 
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Action required:  
 
Ensure each resident’s contract clearly states; the overall fee to be paid; monies paid 
to the provider on behalf of the resident such as state support schemes; the fee to 
be paid by the resident or their representative following the deduction of such 
monies; services routinely provided to the resident that are excluded from the overall 
fee, the individual cost of such services where it is known and as agreed with a third 
party provider.  
 
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: 
 
A new contract is now in place which shall be issued to the 
resident within the first month of admission, it will include details 
of services provided including charges 
 

 
 
16 April 2013 

  
Theme: Safe care and support  
 
Outcome 6: Safeguarding and safety 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The policy on the prevention, detection and response to abuse required review and 
expansion. 
 
Complete financial records that were easily retrievable were not kept in the 
designated centre in respect of each resident. 
 
Action required:  
 
In line with these inspection findings review, amend and put in place a centre-specific 
policy on and procedures for the prevention, detection and response to abuse. 
 
Action required:  
 
Ensure the records listed in Schedule 4 are maintained in a manner so as to ensure 
completeness, transparency, accuracy and ease of retrieval. Financial records shall 
contain all of the documentary requirements as listed in Schedule 4 of the Health Act 
2007 (Care and Welfare of Residents in Designated Centres for Older People) 
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Regulations 2009 (as amended) including written acknowledgement of the receipt 
and return of monies and the exact purpose for which the money was used.  
 
Reference:    

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 

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

Timescale: 
 

Provider’s response: 
 
Elder abuse policy to be reviewed and expanded.  
 
Currently in the process of changing over to epic care for 
managing all financial matters 
 

 
 
16 July 2013 

 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Training records indicated that eleven of the 35 staff listed had attended no fire drill. 
The staff training matrix had no recorded date for attendance at structured fire 
training for six staff currently employed. 
 
The inspector saw that one fire door was held open by tying it to an adjacent hand-
rail. 
 
The displayed evacuation notices lacked clarity; there was no evacuation plan in 
place for four residents two of whom were physically dependent.  
  
There was no personal protective equipment in the laundry; the sluice rooms where 
clinical risk waste was stored internally were unlocked; the sharps box was not 
signed and dated as to when it was assembled and put in place.  
 
All staff did not at all times adhere to the manual handling plan putting both 
themselves and the resident at risk. 
 
The review of and learning from accidents and incidents was not consistent or 
sufficient to prevent a reoccurrence. 
 
Action required:  
 
Ensure, by means of attendance at training, fire drills and fire practices at suitable 
intervals that all staff are aware of the procedure to be followed in the case of fire, 
including the procedure for saving life. 
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Action required:  
 
Display the procedures to be followed in the event of fire in a prominent place in the 
designated centre. The procedure is centre-specific and gives clear guidance to staff 
and any other persons. 
 
Action required:  
 
Devise, implement and review at appropriate intervals personal emergency 
evacuation plans for all residents. 
 
Action required:  
 
Make adequate arrangements for containing fires; the maintenance of all fire 
equipment; reviewing fire precautions at suitable intervals. 
 
Action required:  
 
Ensure that all staff have access to and adhere to a manual handling plan for each 
resident; the plan clearly outlines all procedures and equipment to be used for the 
residents and staff safety. The plan is updated in line with the residents changing 
needs. Staff adherence to safe practice is monitored, breaches identified and 
rectified. 
 
Action required:  
 
Ensure safe systems of work consistent with best practice in infection prevention and 
control are at all times implemented in order to reduce the risk of and prevent cross-
contamination.  
 
Action required:  
 
Ensure that risk management practice covers the arrangements for the identification, 
recording, investigation and learning from serious or untoward incidents or adverse 
events involving residents. The review is timely, adequately evaluates the 
effectiveness of the design and delivery of care and supports, clearly identifies areas 
requiring improvement and where necessary a corrective action plan is developed 
and implemented.    
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Reference:  
Health Act, 2007 
Regulation 31: Risk Management Procedures  
Regulation 32: Fire precautions and Records 
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: 
 
Fire drill's are carried out on monthly basis now and I will monitor 
the staff attendance and know the correct procedure for saving 
life. Fire training will be carried out by an external fire safety 
consultant on 18 and 25 of April 2013 
 
Centre specific fire procedures being re evaluated and when 
completed will be displayed in a prominent place. 
 
All PEEP's have been reviewed and updated and will be reviewed 
3 monthly or more often as required 
 
All fire equipment is maintained and inspected regularly 
 
Residents' manual handing requirement is now and will be done 
monthly by the physiotherapist or as changes occur with 
residents 
 
Laundry room shall be provided with appropriate PPE; Sluice 
areas are kept locked at all times and staff informed of this 
practice 
 
Suitable measures shall be put in place to prevent further 
accidents by means of further evaluation and learning 
 
 

 
 
16 April 2013 
 
 
 
 
16 May 2013 
 
 
10 April 2013 
 
 
16 April 2013 
 
16 April 2013 
 
 
 
16 May 2013 
 
 
 
16 April 2013 
 
 

 
Outcome 8: Medication management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was no policy or procedure in place for the prescribing, administration and 
review of PRN (pro re nata) medications. 
 
Transcribing practice was not in line with local policy or regulatory body guidance. 
 
Medication prescribed on a PRN basis was administered to the resident on a regular 
and consistent basis. 
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There was evidence to support that nursing staff though cognisant of the risk 
involved were not at all times administering medication from the dosing system 
supplied by the pharmacist.     
 
Undetected errors were noted between the prescription and the administration record 
in relation to the dosage and frequency of prescribed medications. 
 
Medication disposal/returns records were not signed countersigned or dated. 
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies in 
accordance with current regulations, guidelines and legislation relating to the 
ordering, prescribing, storing and administration of medicines to residents including 
PRN medications and ensure that staff are familiar with such policies and procedures. 
 
Action required:  
 
Put in place suitable arrangements and appropriate procedures for the handling and 
disposal of unused or out of date medicines and ensure staff are familiar with such 
procedures and policies. 
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies in 
accordance with current regulations, guidelines and legislation relating to the 
transcribing of medication prescription records.  
 
Action required:  
 
Maintain, in a safe and accessible place, a accurate 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 each resident benefits from their medication and does not suffer 
unnecessarily from inappropriate or inadequate review, administration and 
consumption of medication. 
 
Action required:  
 
Ensure that all nursing staff at all times adhere to procedures for the safe 
administration of medications to residents in accordance with legislation and 
professional regulatory requirements or guidance. 
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Reference: 
Health Act, 2007 
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines  
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: 
 
A written operational policy will be made on prescribing, ordering 
and PRN medication 
 
We shall maintain a medication return book and which will be 
signed and countersigned on return of any medication 
 
We shall review our policy on transciption of medications to 
include the pharmacist to issue kardexes going forward from May 
2013 
 
Medications management systems will be reviewed 
 
Residents medication reviews continue 3 monthly by GP to 
ensure the resident benefits from the medication  
 
More in house training of nurses re medication management and 
they will be monitored for safe administration    
 

 
 
16 July 2013 
 
 
16 April 2013 
 
 
16 July 2013 
 
 
 
16 May 2013 
 
Ongoing 
 
 
Ongoing 

 
Theme: Effective care and support 
 
Outcome 11: Health and social care needs 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Some inconsistency and deviation was noted in the process of care planning that had 
the potential to negatively impact of the suitability and quality of care delivered to 
the resident.  
 
While nursing staff confirmed that a nursing transfer letter was provided on the 
transfer or discharge of a resident the information provided was not retained in the 
resident’s record.   
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Action required:  
 
The person in charge will ensure that the care plan is an accurate reflection of the 
assessment of, planning for, the implementation of and evaluation of the residents’ 
needs. The care plan clearly sets out the action to be taken by staff for each resident 
in a manner that is person-centred, evidenced based and accurately reflects the 
assessment findings thereby ensuring the provision of suitable, sufficient, quality care 
to the resident. 
 
Action required:  
 
Provide all relevant information about each resident who is temporarily absent from 
the designated centre for treatment at another designated centre, hospital or other 
place, to the receiving designated centre, hospital or other place. Maintain a record of 
the information provided. 
 
Reference:   

Health Act, 2007 
Regulation 8: Assessment and Care Plan  
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
 

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

Timescale: 
 

Provider’s response: 
 
All residents care plans will be reviewed again and they will be 
more person centered.  
 
All resident transfer notes will be saved on epic care. 

 
 
16 June 2013 
 
 
16 April 2013 
 

 
Theme: Person-centred care and support                                                              
 
Outcome 13: Complaints procedures 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was ongoing inconsistency and a lack of clarity in complaints management 
policy and procedure.  
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Action required:  
 
Provide legislatively compliant written operational policies and procedures relating to 
the making, handling and investigation of complaints from any person about any 
aspects of the service, care and treatment provided in, or on behalf of a designated 
centre. Ensure that policy and procedure clarifies for the complainant each staff 
members role and responsibilities in the management of complaints.  
 
Action required:  
 
Ensure that the complaints procedure is prominently displayed and clearly outlines 
how and to whom to make a complaint and how to access and utilise the 
independent appeals process if they are unhappy with the outcome of a complaint.  
 
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: 
 
A new operational complaints policy shall be made which will 
clearly indicate who to report the complaints to and the staff 
responsibility on management of complaints. 
 
A reviewed complaints procedure will be displayed in a prominent 
area in the Cottage indicating clearly how and whom to make a 
complaint and independent appeals process. 
 
An independent person shall be nominated to respond to all 
complaints and records shall be maintained   
 

 
 
16 May 2013 
 
 
 
16 May 2013 
 
 
 
16 May 2013 
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Outcome 14: End of life care 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
End-of-life discussions and practice did not include ascertaining and facilitating the 
resident’s preference to place of death including the option of a single room. 
 
Action required:  
 
Identify and facilitate each resident’s choice as to the place of death, including the 
option of a single room. 
 
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: 
 
End of life policy shall be reviewed and every effort will be made 
to facilitate resident and family in private room if possible 
 

 
 
16 July 2013 

 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Staff files were not complete. 
 
Testimonial references had not been verified. 
 
There was no service agreement in place for persons providing services to residents. 
 
Evidence of current registration was not in place for two staff nurses employed. 
 
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. 
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Action required:  
 
Put in place recruitment procedures to ensure the authenticity of the staff references 
referred to in Schedule 2. 
 
Action required:  
 
Maintain, in a safe and accessible place, details of the qualifications and a copy of the 
certificate of current registration of each member of the nursing staff employed. 
 
Action required:  
 
Set out the roles and responsibilities of persons providing services to residents in the 
designated centre in a written agreement between the designated centre and the 
individual. Ensure such persons are vetted appropriate to their role and level of 
involvement in the designated centre. 
 
Reference:  

Health Act, 2007 
Regulation 18: Recruitment  
Regulation 24: Staffing Records 
Regulation 34: Volunteers 
Standard 22: Recruitment  
Standard 23: Staffing Levels and Qualifications 

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

Timescale: 
 

Provider’s response: 
 
A procedure will be put in place for recruitment of staff providing 
services in the nursing home 
 
Recruitment procedures have been re-evaluated and reference 
forms, going forward will be sent to referees prior to 
commencement of work 
 
Current registration copies will be kept in the nurses file and 
checked regularly to ensure they are up to date 
 
All staff will be provided with their job description and will be 
vetted for their given role 
 

 
 
16 April 2013 
 
 
16 April 2013 
 
 
 
16 May 2013 
 
 
16 May 2013 
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Any comments the provider may wish to make1: 
 
 
Provider’s response: 
 
No comments 
 
Provider’s name: Siobain Lovell 
Date: 18 April 2013 
 
 

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


