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Centre name: 

 
Bushy Park Nursing Home  

 
Centre ID: 

 
0410 
 
Bushy Park 
 
Borrisokane 

Centre address: 

 
Co. Tipperary 

 
Telephone number: 

 
067-27442 

 
Fax number: 

 
067-27965 

 
Email address: 

 
bushy_park@eircom.net  

 
Type of centre: 

 
Private      Voluntary              Public 

 
Registered providers: 

 
Bushy Park Nursing Home Ltd 

 
Person in charge: 

 
Catherine Treacy 

 
Date of inspection: 

 
25 April 2012 

 
Time inspection took place: 

 
Start: 09:00 hrs       Completion: 19:50 hrs 

 
Lead inspector: 

 
Mary McCann 

 
Support inspector: 

 
N/A 

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 
 Regulatory Monitoring Visit Report 

 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Regulatory Monitoring Visit 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 on specific matters arising from a previous inspection to ensure 
that the action required of the provider has been taken 

 following a change in circumstances; for example, following a notification to 
the Health Information and Quality Authority’s Social Services Inspectorate 
that a provider has appointed a new person in charge 

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

 for centres that have not previously been inspected within a specific 
timeframe, a one-day regulatory monitoring visit may be carried out to focus 
on key regulatory requirements. 

 
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 

 
Bushy Park Nursing Home is registered by the Health Information and Quality 
Authority (the Authority) to provide 38 residential places for dependent persons. 
Currently the provider has limited the intake to 36 as all residents are to be 
accommodated in twin or single rooms. There were 25 residents on the day of 
inspection, 23 of which were long stay and two respite residents. One long stay 
resident was in the acute general hospital at the time of inspection. 
 
Residential services are provided on the ground floor of the building. There are 23 
bedrooms, comprising of 10 single rooms and 13 twin rooms.  Eighteen of the 
rooms have en suite toilet, shower and wash-hand basin. Two of the rooms share 
an en suite toilet, shower and wash-hand basin, two rooms have an en suite toilet 
and wash-hand basin and one room has a wash-hand basin only. The upstairs 
consists of an administration office, a staff changing room and store rooms. The 
upstairs is accessible by stairs only.  
 
The entrance leads to a hallway which has two bedrooms and the staff office. The 
corridor to the right leads to the kitchen, dining room and staff toilets. The day 
room can be accessed through the dining room or the corridor. It has a variety of 
seating and two tables which are used for activities. The room is brightly 
decorated with wall hangings and the art work of residents. There is a relaxation 
area in the corner of this room. The sitting room is spacious and homely. It has a 
large screen television, a fire place, plants and a variety of wall hangings. Across 
the corridor lies a disability accessible toilet with wash-hand basin and a visitors’ 
toilet with wash-hand basin. There are two single bedrooms on this corridor.  
 
The remaining bedrooms are on the corridor to the left of the entrance. This 
corridor also has a number of storage areas, the sluice room, the laundry room 
and a linen cupboard. There is also a treatment room and a small oratory.  
 
The grounds of the centre are well maintained. Adequate parking is available to 
the front of the building. 

 
Location 

 
Bushy Park Nursing Home is located in a residential area, a short distance from the 
centre of Borrisokane, Co. Tipperary. 
 

 
Date centre was first established: 

 
1988 

 
Number of residents on the date of inspection: 

 
25 (1 was in hospital) 

 
Number of vacancies on the date of inspection: 

 
11 
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Dependency level of 
current residents  

Max High Medium Low 

Number of residents 0 
 

15 
 

5 
 

      5 

 
Management structure 

 
The Provider is Bushy Park Nursing Home Limited. The designated contact person is 
the Managing Director, Vincent Kinsella. His son, also named Vincent Kinsella, is a 
Director of the company and is involved in the day-to-day operation of the centre. 
The Person in Charge is Catherine Treacy and she reports to the Managing Director. 
The staff nurses, care assistants, chef, kitchen staff and household staff report to 
the Person in Charge. 

 
Staff 
designation 

Person 
in 

Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 

laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on duty 
on day of 
inspection 
 

1 2 in am 
1 in pm 

3 in am 
*2 in pm 

1 chef 
and 1 

kitchen 
assistant 

2 0 **2 

 
* two carers were available until midnight, from midnight to 08:00 hrs there are two 
staff on duty 
**provider and maintenance worker 
 

Background 
 

 
This was the fourth inspection carried out by the Authority. The first inspection was a 
registration inspection in March 2010 and the centre was found to be non compliant 
with a significant number of the Regulations. The second and third inspections 
completed in September and November 2010 were follow-up inspections to examine 
the progress on the action plan from the initial inspection. The reports from these 
inspections are available on the Authority’s website - www.hiqa.ie. 
 
The main findings from these inspections indicated that several improvements were 
required in care planning, policy development, review of medication practices, staff 
files, staff training, opportunities for meaningful engagement for residents and 
implementing a system for reviewing and learning from incidents to ensure the 
provision of safe quality care for residents. 
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Summary of findings from this inspection 
 

 
This report set out the findings of an unannounced regulatory monitoring inspection, 
which took place on the 25 April 2012. This inspection was scheduled to examine the 
progress made on the action plan from the follow up inspection in November 2010 
and to monitor 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. 
The centre is registered by the Authority. 
 
The inspector met with residents, a relative, the provider, PIC, staff members and the 
pharmacist during the inspection. The inspector observed practices and reviewed 
documentation such as care plans, assessment records, medical records, fire safety 
records, operational policies and procedures, health and safety documentation, staff 
files, accident and incident records, audit documentation and the complaints log. The 
inspector undertook a general inspection of the nursing home environment. 
 
There was evidence of good practice in relation to staff training and review of falls and 
night sedation. An emergency plan was available to guide staff in responding to 
untoward incidents. 
 
The inspector found that of the 10 actions from the last inspection in November 2010, 
seven were completed and three were partially completed, despite the fact that the 
provider’s response indicated that they were all completed. The time frame for 
implementation had expired.  
 
Mandatory training in fire safety and manual handling for all staff was up to date. 
Seating assessments had been carried out on all residents who required specialist 
seating and the services of an occupational therapist was available to the centre on 
an as required basis, the management of restraint had been reviewed and a policy on 
behaviours that challenge to guide staff had been developed. Improvements were 
also noted in staff documentation and keeping the directory of residents up to date. 
 
However, the inspector found that improvements were required in some areas. These 
include: 

 medication procedures and  practices 
 care documentation 
 provision of  a safe accessible outdoor space 
 the smoking area 
 procedures for the review of the provision of quality and safety of care and 

quality of life for residents. 
 
There was also a need to review some policies and procedure documents in line with 
current national guidelines to ensure that they provided adequate information to guide 
and inform staff in safe practice. 
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The Action Plan at the end of the report identifies the areas where improvements must 
be made to comply with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centre’s for Older People) Regulations 2009 (as amended) and the National 
Quality Standards for Residential Care Settings for Older People in Ireland.  

 
Comments by residents and relatives 

 
While some residents were unable to express their views due to the complexity of their 
cognitive impairment, residents consulted expressed high levels of satisfaction in regard 
to the quality of care, facilities and services provided in the centre.  They responded to 
questions from the inspector with statements such as “The staff are great, I could not 
get better”, “I am happy here”. 
 
They described caring staff that were attentive and responsive and described how the 
PIC and the provider were in the centre on a regular basis and were approachable and 
helpful. They said meals provided were of a good standard and said they particularly 
enjoyed the home baking.  
 
The inspector spoke with one relative. He stated he visited the centre regularly and 
described good communication with staff about their loved one. He was complimentary 
of the care provided and the staff team. 
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Governance 
  
 
Article 5: Statement of Purpose 

 
A comprehensive statement of purpose was available which set out the services and 
facilities provided in the designated. However it required revision to meet all the 
requirements of Schedule 1 of the (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended) as, for example, it failed to 
detail the experience of the provider and the person in charge and required further 
detail in describing the type of specialist nursing care provided. 
 
Article 15: Person in Charge 

 
Catherine Treacy, the person in charge (known in the centre as matron) was 
appointed in October 2010 and holds a full-time post. She is a qualified nurse and 
has sufficient experience working in older peoples’ services, including management 
roles, to meet the mandatory regulatory requirements of the post of person in 
charge. A registered nurse deputises for her in her absence. She was on duty on the 
day of the inspection and demonstrated good organisational and delegation skills. 
The inspector found that the person in charge was very knowledgeable about 
residents’ needs and their backgrounds. She was observed engaging well with 
residents throughout the day of inspection.  
 
Throughout 2011 she had completed courses in occupational first aid, dementia 
training, challenging behaviour, stress management, nutritional management and all 
her mandatory training was up to date. The person in charge told the inspector that 
there was a good management structure in place to support her. The provider visits 
the centre daily and chats with staff and residents and often has his lunch with 
residents.  
 
The PIC had completed an audit of falls in the centre. She had linked this to the 
frequency of falls for residents. She informed the inspector that she had had the 
medication reviewed of all residents and had continued to monitor falls and found 
that the decrease in medication resulted in decreased falls for some residents.  
 
While the PIC had completed a falls audit this was the only audit that was made 
available to the inspector. The PIC and the general practitioner (GP) had completed a 
night sedation review which resulted in decreased sedation prescribed for residents. 
Auditing of other areas such as medication practices, complaints, accident and 
incidents had not occurred. Consequently, it was not possible for the provider or PIC 
to identify trends and use information analysed from these audits to improve the 
quality of the service and the quality of life of residents. There was an action in the 
previous action plan with regard to this area. The provider had responded that audits 
in many areas would be in place by the 30 May 2011. 
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Article 16: Staffing 

 
The inspector viewed the staff rota and found that it was legible. All staff who 
worked in the centre were on the roster. A registered nurse was on duty at all times. 
Currently the centre employs 27 staff.  
 
From the records available it was difficult to illicit what staff had attended mandatory 
training in manual handling.  Records for fire safety training were available. This was 
an area that the PIC stated she wished to organise.  The PIC and the provider’s son, 
Vincent Kinsella junior, who was a trainer in fire safety and manual handling 
informed the inspector that all staff had up to date training in fire safety and manual 
handling and adult protection. However, the inspector could not verify this due to the 
poor organisation of staff records. Staff spoken with confirmed they had received 
traing in these and other areas. 
 
The person in charge informed inspectors that if for any reason staff are unavailable 
to work, part time staff are organised to work extra shifts. This ensures that 
residents are familiar with the staff and the management have knowledge of staff 
competences. Allocation of tasks was completed on a daily basis and a record 
maintained. A staff handover occurred at the commencement of the morning shift, 
and at commencement of the night shift. 
 
There was evidence that staff had access to education and training. An induction 
programme was in place on commencement of employment. A review of staff 
training records indicated that since the last inspection staff had attended training in 
dementia care (14 Staff), challenging behaviour (17 staff), stress management (18 
staff), nutritional management (18 staff), continence care (2 staff) and Health and 
safety for managers (1 staff). There were plans for staff to attend training on 
palliative care on the 5 May 2012. All staff spoken with confirmed that they had 
attended traing on challenging behaviour and dementia training. This was 
highlighted as an area for improvement at the previous inspection. 
 
The inspector found evidence that the person in charge was monitoring the 
performance of staff through the use of staff appraisals on a yearly basis. She 
explained that this was used to identify areas for improvement and further 
development of staff. This was an improvement since the last inspection. The person 
in charge informed the inspector that she and/or the provider were on-call out of 
hours. This was not indicated on the off-duty.  
 
Although the PIC had confirmed  by phone to the Authority on the 5 April 2011 that 
all staff files complied with current legislation, the inspector found on reviewing a 
random selection of staff files that all of the required documentation required by the 
Regulations to demonstrate that staff are fit to work in the centre had not been 
obtained.  One file did not have a full employment history or verification of Garda 
Síochána vetting. Additionally not all other files had a medical signed declaration 
that the staff member was physically and mentally fit for the purposes of the work 
which they are to perform.  
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The PIC assured the inspector that she regularly monitored the dependency level of 
residents and would roster additional staff if the residents’ dependency levels 
increased or there was an increase in resident numbers. Domestic, catering and 
laundry staff levels were also found to be satisfactory. Discussion with staff 
revealed that enjoyed working in the centre and were complimentary in regard to 
the management and the on-going training afforded to them. Staff and residents 
agreed that there were adequate staff on duty. 
 
The inspector carried out interviews with staff members and found that they were 
knowledgeable of the residents’ individual needs, fire procedures and the procedures 
for reporting alleged elder abuse. The inspector saw them responding to residents’ 
needs in a respectful manner.  
 

 Article 23: Directory of Residents  

A directory of residents was available in the centre. Information required by the 
legislation was recorded, for example, personal details of residents, next of kin, GP, 
the dates of admission, discharge or transfer outside the centre. This was reviewed 
by the inspector and found to be up to date and complied with current legislation.  
 
Article 31: Risk Management procedures 

 
The inspector found that the provider had taken some precautions to promote the 
safety of residents. A safety statement which had been reviewed in 2011 was 
available which provided guidance on responding to a range of clinical and non-
clinical risks. The risk management processes were being developed and there were 
some areas for improvement.  
 
The risk management policy did not comply with current legislation. It failed to 
adequately guide and inform staff of measures to take in response to a variety of risk 
situations, for example, assault of residents in the centre, accidental injury to 
residents or staff, aggression, violence and arrangements for the identification, 
recording, investigation and learning from serious or untoward incidents or adverse 
events involving residents. 
  
The risk management procedures failed to provide for the identification and 
assessment of risks associated with residents smoking. At the time of inspection two 
residents smoked in the centre. The inspector found that risk assessments w with 
regard to smoking in the centre had not been completed on these residents and 
there were no care plans developed to identify the interventions in place to control 
any risks identified. 
 
 A risk assessment in relation to the location of the use of the open plan smoking 
area was not available. Vincent Kinsella Junior had completed a course on ‘Health 
and Safety for Managers’ and was the nominated safety representative for the 
centre. He stated this was an area he was going to develop further.  
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All of the mandatory policies were available. There was evidence available that staff 
had read these policies. The inspector reviewed the emergency plan and found that 
it was sufficient to guide staff in the event of an emergency. Staff spoken with were 
aware of the emergency plan. There was a missing person policy in place which 
included clear procedures to guide staff should a resident be reported missing. 
Photographic identification was available for each resident in their care records.  
 
The inspector found hot water was dispersed at a safe temperature.  
 
The inspector examined accidents and incidents records. They included factual 
details of the accident/incident, date and time event occurred, name and contact 
details of any witnesses, whether medical treatment was required and name of the 
person who was in charge. If medical treatment was administered, this was recorded 
by the attending doctor in the medical file. In particular it was noted that a 
substantial amount of incidents related to falls which were un-witnessed. No audit of 
accident and incident records was available. Where falls were un-witnessed there 
was no evidence of assessing whether the resident might have incurred a head 
injury. The person in charge informed the inspector that neurological observations 
were recorded post a fall to monitor residents, to ensure that a head injury had not 
been sustained and that consciousness had not been affected, however, no evidence 
of the occurrence of this was made available to the inspector on inspection. The 
incident form stated that the fall was reported to the GP in some instances but the 
form did not have a follow up section as to whether the GP had seen the resident. To 
confirm this, you had to track this through to the daily progress notes or the medical 
notes.  
 
Article 39: Complaints Procedures 

 
While a complaints policy which complied with the regulations was available and 
displayed prominently on entry, there was no record of all complaints maintained, as 
required by the regulations. Residents said they would feel able to raise any concerns 
with the PIC or the provider. The complaints policy had been reviewed since the last 
inspection and complied with current legislation.  
 
Inspectors reviewed the complaints log and found that it was blank. The PIC 
informed inspectors that they had received no serious complaints to date and 
resolved all complaints swiftly; consequently they did not record those complaints. 
The provider and PIC told the inspector that he often spoke with the residents to 
ensure they were happy in the centre. He stated if anyone raised anything negative 
he would try and resolve it straight away. 
 
Residents confirmed to the inspector that they had no complaints at the current time 
and that if there was anything they could talk to any of the staff. The PIC stated that 
she would commence recording all complaints.  
 
Article 36: Notification of Incidents 

 
The inspector spoke with the PIC with regard to submission of notifications to the 
Authority.  
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The PIC had not ensured that an accurate written report which reflected any 
accident at the centre was provided to the Chief Inspector at the end of each 
quarter.  
 
Prior to attending the centre the inspector reviewed all notifications submitted by the 
centre. The quarterly report had been submitted but stated ‘nil to report’ on all 
occasions to date. The inspector reviewed the incidents/accidents folder at the centre 
and noted that some of these accidents should have been reported to the Authority. 
The person in charge was not sufficiently aware of her legal responsibility to notify 
the Authority of specific occurrences in the centre and stated that she was of the 
view that only a recurring pattern of theft or reported burglary, any fire, or loss of 
power, heating or water and any incident where evacuation of the designated centre 
took place had to be reported hence her reply of ‘nil to report’ in the quarterly 
notifications. 
  
 
Resident Care 
 
 
Article 9: Health Care 

 
Care planning was an area that had been identified as requiring improvement in 
previous inspections. The inspector reviewed the care planning process and found 
that improvements had been made but further improvements were required. All 
residents had individual care planning folders. They contained validated assessment 
tools covering such areas as falls risks, continence management, manual handling 
and pressure sore risk assessments. The inspector reviewed a number of residents’ 
folders and found that care plans had been developed for some identified clinical 
risks. Since the last inspection, additional person-centred information to reflect the 
residents’ personalities, likes, dislikes and lifestyles had been included in the care 
plans. The PIC was in the process of developing new care planning documentation.  
 
However, the information in the care plan interventions did not reflect the delivery of 
care that staff discussed with the inspector and that the inspector observed. Many of 
the care plans were not person centred; some had not been reviewed in the last 
three months and did not reflect the findings of the assessments. Consequently they 
failed to provide adequate guidance for staff in the delivery of safe quality care.  
 
The inspector discussed with the PIC the needs of the current residents. The PIC 
confirmed that they had one resident who was displaying behaviour that challenged. 
A behaviour monitoring log was in place and there was a care plan to address the 
resident’s individual needs which demonstrated that that the staff team had 
discussed the plan of care with the resident. However, it was noted by the inspector 
that while a management plan was in place, this plan was not consistently 
implemented by staff. Some of the care plans for responding to an episode of 
uncharacteristic behaviour included a ‘time out approach’, while others documented a 
‘positive behaviour integrative approach’ for the same type of behaviour. This was 
not in line with the centre’s policy on behaviour management. 
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Some of the care plans were not specific to the residents’ assessed needs and did 
not give clear guidance on the interventions required to manage these needs. At the 
time of this inspection, the person in charge informed the inspector that there was 
one resident with pressure ulcers on his heel. Records of the wound care and 
treatment were included in the progress notes but there was no up to date separate 
care plan for wound care. This is not in line with contemporary evidenced based 
practice. One of the staff nurses had training in wound care. The staff described the 
care they were administering to this resident which was not reflected in the care 
plan. 
 
Assessment and documentation of pain management and of residents’ response to 
analgesia did not comply with best practices. Pain assessment charts were not being 
completed to ensure effective monitored pain relief. 
 
The daily progress notes had a medical focus and did not provide a good picture of 
how the residents spent their day. For example many entries stated “fluids 
encouraged, no complaints voiced”. 
 
There was no documented evidence that residents and/or relatives were involved in 
the development or review of their care plans. However the relative interviewed by 
the inspector told the inspector that he was aware of the care provided to his wife 
and that all changes in her relative’s health and progress were discussed with him. 

 
There was an action in relation to the lack of a meaningful activity programme in the 
Action Plan from the previous inspection. A programme of activities had been 
developed which included baking, music, crafts and a movie afternoon. Dementia 
specific activities such as sensory activities, hand massage and the use of discovery 
aprons were available. The PIC had developed social assessments for all residents, 
staff had identified the leisure preferences of residents and these were recorded in 
the care files. The inspector found on this occasion that residents with a cognitive 
impairment were encouraged to take part in activities, or where this was not 
possible; their attention was regularly enhanced by staff’s interaction. This included 
enhanced interaction and communication. There was no designated activity staff but 
care staff were effective in engaging residents in activities. The PIC stated that they 
had farming videos that the men enjoyed. On the day of inspection in the afternoon 
the inspector observed that two gentlemen enjoyed a glass of Guinness. One of the 
men told the inspector that he “got this every day and he liked it”.  
 
Residents did not have timely access to all allied health professionals. In the previous 
action plan there was an action in relation to access to occupational therapy services. 
This matter has been resolved. The PIC sated there was access to other peripatetic 
services such as physiotherapy, dietician, chiropody and speech and language 
therapy (SALT) services.  
  
An action in the previous report related to providing a high standard of evidenced 
based practice in this area. The provider had stated that he had addressed this 
action and the timescale for completion was the 28 February 2011.The inspector 
reviewed the behaviour management policy which the PIC informed the inspector 
incorporated restraint management and found that it does not reflect national 
guidelines and does not provide adequate guidance to staff as to best practice. 
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Restraints in use included bed rails. Risk assessments and consent forms were 
available for residents who were subject to restraint measures. Assessments were 
insufficient as they do not give adequate consideration of the risks associated with 
the use of the restraint measure. There was no evidence in any of the case notes 
reviewed to indicate that discussion in relation to the restraint measure had taken 
place with the resident or their representative. There was no evidence of the use of 
less restrictive options or on-going review of the restraint measures.  
 
The centre used bedrails that were independently attached to some of the beds. A 
comprehensive risk assessment for the use of bedrails had been submitted to the 
Authority in April 2011 in response to a request from the Authority for an update 
with regard to the response to their action plan. However, the inspector reviewed the 
information that had been submitted and on this inspection found that this form was 
not being completed accurately. The form included questions about the safe 
positioning of bedrails but these were blank on completed forms. The inspector 
discussed the safe use of bedrails with the safety representative and the PIC at the 
centre. While the safety representative was aware of the extra precautionary 
measures with regard to safety that are necessary with these type of bed rails, an 
audit of safe positioning of bedrails had not been completed. This is required 
regularly with these types of bedrails to ensure safe dimensional limit requirements 
to protect the safety and welfare of residents.  
 
The provider and PIC stated that the training on challenging behaviour included 
restraint management training, 17 staff had attended this training.  As evidenced 
above this area requires further review as current restraint practices were not in line 
with the national guidelines on the use of restraint.  
 
The inspector saw that the health needs of residents were assessed and from the 
medical files reviewed there was evidence available that residents had access to GP 
services. While there was not consistent evidence on all files that the resident had a 
medication review every three months, the PIC informed the inspector that the 
pharmacist, GP and PIC met three monthly to review residents’ medication. 
 
There were no residents receiving end of life care on the day of inspection. The 
inspector discussed end of life care planning with the staff and checked the 
documentation in this area. The inspector found that there was no completed end of 
life care plans. The PIC informed the inspector that there was good links with 
palliative care services. 
 
Article 33: Ordering, Prescribing, Storing and Administration of Medicines 

 
Aspects of medication management required improvement as evidenced from 
findings on this inspection detailed below. There was an action on the previous 
inspection with regard to the development of a medication transcribing policy. A 
policy on transcribing medication had been forwarded to the Authority in April 2011. 
 
The PIC had developed a new system in relation to medication administration record 
keeping. In order to minimise the risk of errors she had developed a combined 
prescription and medication administration record sheet. The inspector found that 
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the practice adapted was that nurses were transcribing medication into the 
medication prescription/administration record.  Each medication was being 
individually signed by two nurses; however they were not following their policy with 
regard to obtaining the doctor’s signature within 48 hrs as detailed in the policy. Only 
two of the records were signed by the GP on the day of inspection. The PIC 
contacted the GP when this was brought to her attention and arranged for the GP to 
sign the outstanding medication charts immediately. 
 
The PIC did not have adequate processes in place for reviewing medication 
management. The inspector noted that one resident was prescribed a laxative for 
regular administration. However, on observing the medication round the inspector 
noted that the nurses asked the resident if she wished to take this medication , the 
resident declined to take the medication on this occasion, consequently the 
medication is being administered on a “when required basis”.  
 
Not all nurses had undertaken medication management traing and competency 
assessments had not been completed by the PIC in relation to medication 
management. The policy on transcribing stated that “the practice of transcribing 
must be subject to audit” however, there was no evidence available that the PIC 
undertakes audits of medication on a regular basis. 
 
The inspector accompanied a nurse during the medication round and observed 
practice in administration. The practice was administration from the original 
containers. The staff nurse on the medication round was knowledgeable of the 
medications being administered. There was an action in the previous action plan with 
regard to the insufficiency of the medication trolley. Even though a new medication 
trolley had been obtained since the last inspection, there was insufficient storage 
space for all residents’ medicines in the medicine trolley. A random selection of 
medicines was examined by the inspector who found that while each resident had 
their own supply of medicines, each resident was not administered medicines from 
their own supply. On occasions where the same medicines were prescribed for a few 
residents, the nurses dispensed the medicines from one supply.This practice does 
not comply with An Bord Altranais guidelines.  
 
The pharmacist attended the centre regularly. The inspector spoke with the 
pharmacist as she at the premises. She informed the inspector that she checks stock, 
returns any that are not required, checks for appropriate storage of medication in the 
fridge and checks controlled drugs. She informed the inspector that medicines were 
being stored safely and securely. The inspector did not check the controlled drugs 
register as this had just been completed by the pharmacist and the PIC informed the 
inspector that controlled drugs were being stored in controlled drug cabinets that 
conform to statutory requirements. Medications that required special control 
measures were kept in a double locked cupboard cabinet. A register was maintained 
and these medications were counted by two nurses and recorded on each occasion 
at the change of each shift which was in keeping with the Misuse of Drugs (Safe 
Custody) Regulations, 1984. 
 
The PIC informed the inspector that the temperature ranges of the medicine 
refrigerator was being monitored and recorded on a daily basis. A record of this was 
viewed by the inspector. 
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Article 6: General Welfare and Protection 

 
Inspectors were provided with a copy of the centre’s prevention, detection and 
response to elder abuse policy. The policy was accessible to all staff. There was 
evidence that all staff had attended training on elder abuse detection and prevention.  
Staff working in the centre on the day of inspection were able to tell the inspector 
about the procedures to be followed in the event of an alleged incident of elder 
abuse. The PIC had knowledge of the local dedicated elder abuse officer. 
 
The centre was secure. There was a visitors’ sign-in book located at the entrance to 
the centre. This allowed the staff to monitor the movement of persons in and out of 
the building to ensure the safety and security of residents.  
 
The inspector observed that the PIC was familiar to the residents and as she met 
them, she enquired about their well-being and if they had any concerns or 
complaints. Residents confirmed to the inspector that they were well cared for and 
had no concerns at the current time. The relative spoken with by the inspector stated 
that if he had any concerns he would approach the ‘matron’.  
 
The inspector was informed that there were no allegations of abuse under 
investigation at the time of inspection.  
 
Article 20: Food and Nutrition 

 
The inspector found that the person in charge was not responding to issues that 
arose following the regular weighing of residents. Documentary evidence to 
demonstrate that residents’ weights were recorded weekly was made available to the 
inspector. The person in charge stated that she monitored significant changes in 
weight. However, on reviewing the weights of residents the inspector was concerned 
that the documentary evidence showed that one resident had lost 5 kg in two weeks 
and one resident had lost 7.2 kgs in 11 days. There was no response in the care 
documentation to these findings. The residents were re-weighed on the day of 
inspection and it became apparent that the staff member had recorded the wrong 
weight for these residents and on in one case there were two different weights 
recorded. One resident had lost weight 0.1Kgs and the other residents’ weight had 
remained stable. The inspector was concerned that this error was not addressed in 
any way by the person in charge until reviewed by the inspector.   
  
There was evidence available on some files reviewed that  nutritional risk 
assessments were used to identify residents at risk of malnutrition and a plan was 
documented to address any nutritional deficits for residents.  
 
The inspector met with the chef. She was knowledgeable regarding residents’ likes, 
dislikes and special dietary needs. She told the inspector that when a resident was 
admitted to the centre, a nurse initially told her about any specific dietary 
requirement. A record of this information was maintained in the kitchen. She stated 
that she observed whether the residents ate the food and if they did not she 
personally checked with them as to the reason why. She told the inspector that 
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resident’s meals were fortified and residents were also being prescribed supplements 
where necessary.  
 
The inspector observed the serving of lunch. The meal was well presented in 
pleasant surroundings with staff in attendance to provide appropriate support and 
assistance to residents. The inspector was satisfied that residents received a 
nutritious and varied diet. Residents confirmed that they enjoyed the food. The 
inspector noted that meals were hot and well presented. The kitchen was open 24hrs 
per day and snacks were freely available. 
 
The inspector saw residents being offered drinks throughout the day. Residents told 
the inspector that they could have tea or coffee and snacks any time they asked for 
them.  
 
 
Environment 
 
 
Article 19: Premises 

 
The smoking area provided for residents was not suitable and failed to protect all 
residents. Adequate arrangements had not been put in place to ensure that the 
smoke did not impact on other residents. The designated smoking area was situated 
in an open plan area off the corridor to the left of the entrance area.  A fire exit leads 
off this area. While there was no odour of smoke observed by the inspector on the 
day of inspection, the fact that the area was open plan meant that when residents 
did smoke in this area the smoke was not contained and posed a risk to other 
residents. An action was raised with regard to this matter following the inspection in 
March 2010. 
 
The shower and bath facilities for residents were inadequate. A resident in one 
bedroom had to use the shower facilities in other bedrooms if he/she wished to have 
a shower. At the time of the registration inspection in March 2010 this was raised in 
the action plan. The provider responded in August 2010 by stating that as soon as 
this room became vacant this room would be converted into a visitor’s room. This 
room had been vacated but a new resident had since been accommodated in this 
room. 
 
There was a patio area to the back of the building. The inspector was informed that 
when the weather was fine, tables and chairs were available in this area. However, 
the inspector noted that this was not safe for use by residents as residents could 
access the front of the building which was in close proximity to a road. 
 
There were no separate toilet facilities provided for catering and care staff.  There 
were no separate changing facilities provided and catering staff shared facilities with 
other staff.  
 
There was no designated visitor’s room for residents to meet with visitors in private.  
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The centre was clean and odour free. The grounds were well kept. Handrails were 
available on both sides of the corridor to assist residents with maintaining 
independence. The corridors were clear and unobstructed. Residents’ rooms were 
personalised.  A separate laundry room was available which provided adequate space 
to separate clean and dirty laundry. No residents voiced any concern in relation to 
the care of their clothes.  
 
The inspector found there was suitable and sufficient equipment such as hoists, 
pressure relieving mattresses and mobility aids available to meet residents’ needs. 
There was a service contract in place which covered breakdown and repair for all 
beds, air mattresses and other equipment used by residents. The inspector reviewed 
the records of servicing of equipment. Equipment was serviced in March 2012. Hoists 
were serviced bi-annually. A comprehensive maintenance programme was in place 
and the provider’s son worked as a maintenance person in the centre. Maintenance 
issues were well managed and inspectors were informed that tasks indentified were 
carried out in a timely manner.  
 
Cleaning staff informed the inspector that they had received training in infection 
control. The inspector observed good infection control practices on the day of 
inspection. 
 
The provider had taken measures to ensure that residents felt safe. A call bell system 
was in place. Residents told inspectors that staff usually responded to call bells 
swiftly. Closed Circuit Television (CCTV) cameras had been installed at entrances as a 
security measure and entry was restricted. 
 
Article 32: Fire Precautions and Records 

 
The designated smoking area was in an open annex off the corridor leading to a fire 
escape. There were four armchairs and two small tables for ash trays in this area 
which could impede access to the fire exit in an emergency. No risk assessment of 
this area was made available to the inspector. The provider was of the view that the 
risk of residents smoking in their bedrooms was greater that the risks this 
arrangement posed as there was greater opportunity for close supervision in this 
area. The inspector read records which showed that daily inspections of fire exits 
were carried out. 
 
Procedures for fire detection and prevention were in place. Smoke detectors were 
located in all bedrooms and general purpose areas. The fire register was found to be 
organised. Emergency lighting and evacuation signage was provided throughout the 
building. All residents who were immobile had ski evacuation sheets to assist with 
evacuation. Inspectors reviewed service records which showed that the fire alarm 
system, emergency lighting and fire equipment were monitored regularly.  
The inspector read the training records which confirmed that all staff had attended 
training on ‘fire prevention and response and evacuation’. Fire drills to reinforce the 
theoretical training provided to staff to ensure they are confident of the procedure to 
be followed in the case of a fire were carried out. Staff informed the inspector that 
they had completed two fire drills so far this year and they found them very 
beneficial and that they felt more confident that they would be able to safely 
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evacuate. Directional maps to the nearest exit in the event of a fire were not posted 
prominently at strategic points throughout the building.  
 
The provider had engaged the services of an external contractor to review all of the 
fire safety arrangements in the centre. A safety checklist was made available to the 
inspector which had been completed on the 13 March 2012. No issue in relation to 
fire safety was raised in this document. 
 
Closing the visit 
 
At the close of the inspection visit a feedback meeting was held with the provider, his 
son who works full-time in the centre and the person in charge, staff to report on the 
inspectors’ findings, which highlighted both good practice and where improvements 
were needed.  
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Provider’s response to inspection report∗ 
 

 
Centre: 

 
Bushy Park Nursing Home 

 
Centre ID: 

 
0410 

 
Date of inspection: 

 
25 April 2012 

 
Date of response: 

 
03 July 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 person in charge  is failing to comply with a regulatory requirement 
in the following respect:  
 
The inspector noted that there was one resident with grade two pressure sore and 
this had not been notified to the Chief Inspector. 
 
The PIC had not ensured that an accurate written report which reflected any accident 
at the centre was provided to the Chief Inspector at the end of each quarter. 
 
Action required:  
 
Give notice to the Chief Inspector without delay of the occurrence in the designated 
centre of any serious injury to a resident. 
 
Provide a written report to the Chief Inspector at the end of each quarter of the 
occurrence in the designated centre of any accident. 
 
 
 
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 

Action Plan 
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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: 
 

Providers response:  
 
The PIC is now aware of her reporting responsibilities as 
documented under Regulation 36 and all relevant documents have 
been submitted. 
 

 
01 July 2012 
 

 
2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The risk management policy did not comply with current legislation. It failed to 
adequately guide and inform staff of measures to take in response to a variety of risk 
situations, for example, assault of residents in the centre, accidental injury to 
residents or staff, aggression, violence and arrangements for the identification, 
recording, investigation and learning from serious or untoward incidents or adverse 
events involving residents. 
  
The risk management policy did not cover the identification and assessment of risks 
associated with the risks posed by the location of the smoking room. 
  
Action required:  
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre. 
 
Action required:  
Devise a risk management policy covers, but is not limited to, the identification and 
assessment of risks throughout the designated centre and the precautions in place to 
control the risks identified (this must include the smoking area). 
 
Reference: 

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

Timescale: 
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Provider’s response: 
 
The PIC will ensure that these policies are reviewed and updated 
accordingly in order to comply with the Health Information and 
Quality Authority’s Standards. 
 

 
 
31 July 2012 
 

 
3.The  provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Medication was not administered in line with An Bord Altranais guidelines. 
 
There was inconsistent documentation available to support that residents medication 
was being reviewed three monthly as required by current legislation. 
 
The medication management policy was not being implemented. 
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
Reference:  
                         Health Act, 2007 
                         Regulation 25: Medical Records 
                         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: 
 
The PIC has ensured that all staff have completed on line 
medication management and that they are aware of An Bord 
Altranais guidelines for same since the time of Inspection. The 
PIC has reviewed the medication management policy and has 
introduced a system whereby monthly scripts are signed by the 
GP and transcribing is only carried out in an emergency by two 
nurses and signed within 48hrs by the GP. Storage of medications 
will also be reviewed. 
 

 
 
01 September 
2012 
 

 
4. The person in charge has failed to comply with a regulatory requirement 
in the following respect:  
 
The care plans were not consistently person-centred. 
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Residents or relatives were not formally involved in the development or the review of 
the care plans. 
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Action required: 
  
Revise each resident’s care plan, after consultation with him/her. 
 
Action required: 
  
Notify each resident or their representative of any review of his/her care plan. 
 
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: 
 
As the PIC informed the inspector, they are currently devising 
new paperwork in order to involve the resident and their 
representative regarding their care. This however will take time 
as each resident’s entire assessments and care plans will have to 
be reviewed with them and their representative individually. 
Notice has been given to relatives/representatives to attend a 
meeting with the named nurse looking after their relative in 
order to get their input into the assessment, care planning and 
evaluation of care provided. 
  

 
 
01 December 
2012 

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The provider had not ensured the provision of a high standard of evidence based 
nursing care in the areas of pain management, wound care, behaviour that challenges, 
restraint management and the management of weight loss. 
 
Action required:  
 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
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wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs. 
 
Action required:  
 
Provide a high standard of evidence-based nursing practice. 
 
Reference:  

Health Act, 2007 
Regulation 6: General Welfare and Protection 
Standard 13: Healthcare 
Standard 18: Routines and Expectations 

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

Timescale: 
 

Provider’s response 
 
Since the inspection, the PIC has put in place a pain assessment 
chart which is to be used with residents in particular those on as 
required analgesia. A staff meeting has since been held 
informing staff of the importance of assessment tools and the 
implementation of these tools in order to provide the best 
possible care for residents. Staff have also been asked to ensure 
that wound management charts are updated and accurately 
completed. A new policy has been devised with the management 
of wounds as per best practice guidelines of wound 
management which includes the use of visual aids to determine 
the effectiveness of treatment being provided. A new wound 
care management Link nurse has been appointed and she will be 
attending further study days relating to this area. The next 
appointed date for wound care management is scheduled for 18 
October 2012. 
 
An external nutrition company attached to the centre and this is 
where our dieticians are based. Even though nutrition training 
has been carried out they have agreed to attend the centre and 
provide further training around nutrition and management of 
weight-loss on the 17 of July 2012. In the interim the process of 
recording weight has been changed so far as in weight is to be 
charted by the staff nurse within each residents file, a gain or 
loss of weight is to be recorded and the immediate action which 
has been taken to manage this change in weight. Must scores 
are updated weekly and referrals to dieticians and the individual 
action plan of each referral is clearly evident for all staff. The 
weighing machine has since been serviced. 
 
A trainer has been organised to attend the centre on the 12 and 
13 of August to carry out further training in Behaviour that 
Challenges and Restraint management.  

 
 
20 October 2012 
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6.The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Staff did not demonstrate sufficient knowledge to allow them provide a high standard 
of contemporary evidence based nursing care in restraint management, behaviour 
management and the management of weight loss.  
 
Action required: 
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice. 
 
Reference:   

Health Act, 2007 
                   Regulation 17: Training and Staff Development  
                   Standard 24: Training and Supervision 
                      
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
As stated in the previous Action 
 
Nutrition training and management of weight loss training has 
been organised for the 17 of July 2012. Challenging behaviour 
and restraint management training has been organised for the 12 
and 13 of September. 
 

 
 
 
14 September 
2012 
 

 
7. The person in charge and provider are  failing to comply with a regulatory 
requirement in the following respect:  
 
End of life care plans were not completed. 
 
Action required:  
 
Put in place written operational policies and protocols for end of life care. 
 
Action required: 
  
Provide appropriate care and comfort to each resident approaching end of life to 
address his/her physical, emotional, psychological and spiritual needs. 
 
Reference:  
                  Health Act, 2007 

Regulation 14: End of Life Care 
Standard 16: End of Life Care  
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The centre currently works from the Liverpool Care Pathway 
programme for end of life care which was devised in the UK. A 
policy for end of life is in place and the new paperwork which is 
being introduced will incorporate end of life care plans in 
accordance with the residents and relatives wishes and needs. 
Palliative care intensive eight week course has been organised 
for the Link nurse to attend the dates of which are 26 
September to 23 November 2012. Staff attended palliative care 
study day prior to inspection. 
  

 
 
30 November 2012 

 
8. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no record of complaints maintained at the centre. 
  
Action required:  
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
Inform complainants promptly of the outcome of their complaints and details of the 
appeals process. 
 
Record all complaints and the results of any investigations into the matters 
complained about.  Ensure these records are in addition to and distinct from a 
resident’s individual care plan. 
 
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: 
 
The PIC will ensure a complaints log is maintained no matter how 
minor the complaints may be. 
 

 
 
01 July 2012 
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9. The provider is failing to comply with a regulatory requirement in the 
following respect: 
 
The Statement of purpose did not consist of all matters listed in Schedule 1 of the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended).  
 
Action required: 
 
Review the Statement of purpose to ensure it consists of all matters listed in Schedule 
1 of the Health Act 2007 (Care and Welfare of Residents in Designated Centres for 
Older People) Regulations 2009 (as amended). 
 
Reference: 

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

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

Timescale: 
 

Provider’s response: 
 
The PIC will review this and update it accordingly. 

 
 
31 August 2012 
 

 
10. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The provider had not established and maintained a system for reviewing the quality 
and safety of care provided to, and the quality of life of, residents in the centre so as 
to ensure continuous improvement in the quality of care provided at, and the quality 
of life of residents in the centre. 
 
Action required:  
 
Establish and maintain a system for reviewing and improving the quality and safety of 
care provided to, and the quality of life of residents at appropriate intervals. 
 
Reference:   

Health Act, 2007 
                   Regulation 35: Review of Quality and Safety of Care and Quality of Life 
                   Standard 30: Quality Assurance and Continuous Improvement 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Since the inspection a staff nurse meeting was held at which audits 

 
 
01 January 



Page 27 of 29 

were discussed. Staff were informed of the importance of audits and 
the reason why audits are good practice. A new system has been 
devised whereby every three months one staff nurse will carry out 
an audit independently of an area which is relevant to the centre 
which they feel standards would be improved following audit.  
 
Running alongside this there will be an audit group lead by the PIC 
which will meet initially and decide on a wider audit involving all 
members of staff which can be carried out in order establish trends 
and patterns of care provided in order to improve further the service 
being provided. This group will meet every month in order to work 
on this audit and discuss the outcome and the change in the care 
provided if any. Some of the areas which are to be audited are: 

 medication practices 
 accidents/incidents 
 complaints 
 continence 
 wound management 
 nutrition 

 

2013 

 
11. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The written and operational policies available to staff and those listed in schedule 5 
were not all centre-specific and did not contain information to inform evidenced based 
practice in the centre.  
 
Action required:  
 
Put in place all of the written and operational policies relevant to the centre. 
 
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: 
 
Since the inspection the complaints policy has been changed in 
order for it to be centre specific. The person in charge intends to 
go through all policies and ensure that they are centre specific in 
accordance with the Authority’s Standards 
 

 
 
01 December 
2012 
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12. The provider and person in charge is failing to comply with a regulatory 
requirement in the following respect:  
 
All required documentation in relation to recruitment of staff employed in the centre 
was not available for inspection. 
 
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. 
 
Put in place recruitment procedures to ensure that no staff members are employed in 
the designated centre unless they are physically and mentally fit for the purposes of 
the work which they are to perform. 
 
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: 
 
Now that the PIC is aware of this new legislation all staff files will be 
updated and new recruits will include a fitness to practice cert signed 
by their GP 
 

 
 
31 December 
2012 

 
13. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The physical environment did not comply with the Standards. For example: 
 

 there was no secure safe accessible outdoor area 
 separate toilet facilities were provided for catering and care staff, there were no 

separate changing facilities provided and catering staff shared facilities with 
other staff 

 one resident did not have access to a shower facility.  
 
Action required:  
 
Ensure the physical design and layout of the premises complies with the national 
quality standards 
 
Action required:  
 
Provide suitable premises for the purpose of achieving the aims and objectives set out 
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in the statement of purpose, and ensure the location of the premises is appropriate to 
the needs of residents. 
 
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: 
 
The back patio has been enclosed immediately following inspection 
Staff changing rooms are currently being worked on. 
 
The resident that is in the room with no en suite facility shall be 
moved as soon as is reasonably practical and this room will then be 
turned into a relative’s room. 
 

 
 
01 January 2013 
 
 

 
 
 
 
 
Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
None supplied 
 
 
 
 
 
Provider’s name: Vincent Kinsella 
Date: 03 July 2012 
 
 
 


