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Centre name: 

 
Tender Loving Care Centre (TLC) 

 
Centre ID: 

 
184 

Centre address: 

 
Northwood Park, Santry 
 
Dublin 9 

 
Telephone number:  

 
01-8628080 

 
Email address: 

 
info@tlccentre.ie  

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
TLC Centre Ltd 

 
Person authorised to act on 
behalf of the provider: 

 
 
Dr Liam Lacey

 
Person in chage: 

 
Eleanor McGunnigle

 
Date of inspection: 

 
28 and 29 May 2013 

 
Time inspection took place: 

 
Day 1 Start: 09:10 hrs    Completion:18:50 hrs 
Day 2 Start: 09:30 hrs    Completion:16:20 hrs 

 
Lead inspector: 

 
Nuala Rafferty  

 
Support inspector(s): 

 
Sonia McCague 

 
Type of inspection  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 121 in house and 3 at home or in acute services.
 
Number of vacancies on the 
date of inspection: 

 
 
4 

 

   
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 and took place over two days 
Inspectors met with residents, relatives, and staff members, observed practices and 
reviewed documentation such as care plans, medical records, accident logs and 
policies and procedures.  
 
During the previous registration inspection on 15 February 2011 and follow-up 
inspection on 7 September 2011, the provider/person in charge was non-compliant in 
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6 outcomes (15 actions). The inspector found that all of these matters had been 
satisfactorily addressed. 
 
The person in charge, assistant director of nursing and the director of clinical 
services were on site during the course of the inspection. They together with the 
staff facilitated the inspection process by providing documents and having a good 
knowledge of residents’ care and conditions.  
 
The visit to the centre coincided with a warm and sunny day and many residents 
were observed to take the opportunity to go outside and sit in the enclosed 
courtyard to the rear of the centre and those who wished to do so were brought out 
to the front seating area to chat or enjoy a cigarette. Residents were dressed 
appropriately for the weather in bright loose comfortable clothes which were clean 
and pressed.  
 
However, improvements were found to be required in some areas and the Action 
Plan at the end of the report identifies those 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.  
 
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 1  
There is a written statement of purpose that accurately describes the service provided 
in the centre. The services and facilities outlined in the Statement of Purpose, and the 
manner in which care is provided, reflect the diverse needs of residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
 
Action(s) required from previous inspection:   
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
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Since the last inspection the statement of purpose was revised further to a change of 
the person in charge and a copy of the statement of purpose dated February 2013 
was provided and reviewed. It was noted the document required further revision to 
include the conditions of registration and to clarify some aspects of the service 
provision in order to ensure the service meets the diverse care needs of residents 
and complies with all aspects of the regulations. Clarifications were required in the 
following areas; type of nursing care to be provided; numbers of residents the centre 
will accommodate; revision of the admissions process to reflect practice in respect of 
the admission processes for residents under the remit of the Psychiatry of Old Age 
Community Team and residents who avail of respite in the centre. 
 
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. 
 
 
Inspection findings 
 
The person in charge is a qualified nurse and has experience of caring for older 
people. She has been in her current full time post since August 2010. She had good 
knowledge of the legislation and the Standards and facilitated the inspection process 
by providing relevant documentation and making information available. Throughout 
the inspection, she was seen to be competent and committed to the delivery of good 
quality care to residents.  The inspector observed that she was knowledgeable about 
individual residents’ likes, dislikes and preferences and demonstrated a commitment 
to person-centred care.  
 
Outcome 4 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained 
in a manner so as to ensure completeness, accuracy and ease of retrieval. The 
designated centre is adequately insured against accidents or injury to residents, staff 
and visitors. The designated centre has all of the written operational policies as 
required by Schedule 5 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). 
 
References:   
Regulations 21-25: The records to be kept in a designated centre 
Regulation 26: Insurance Cover  
Regulation 27: Operating Policies and Procedures  
Standard 1: Information 
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Standard 29: Management Systems 
Standard 32: Register and Residents’ Records 
 
Inspection findings: 
*Where “Improvements required” is indicated, full details of actions required are in the 
Action Plan at the end of the report.   
 
Residents’ Guide  
 
Substantial compliance                                  Improvements required*       
Not reviewed on this inspection  
 
Records in relation to residents (Schedule 3)  
 
Substantial compliance                                  Improvements required*                 
 
The reliability of information contained in care documentation was found to be 
questionable as recording of care was not always contemporaneous, timely or 
complete in respect of some care interventions. For example; on one unit up to six 
residents required to have their nutritional intake monitored, the intake was not 
documented at the time of actual ingestion but was documented for every resident at 
the same time generally in the mid afternoon. In some instances on review of the 
monitoring charts few entries were noted to have been documented and for some 
there were no entries. Similarly the documentation of re positioning residents who 
required same was found to be made by the same person for some residents over a 
period of three days.  All records relating to documentation of care were not located 
together and some recent records were time consuming to locate and unable to be 
reviewed. 
 
General Records (Schedule 4) 
 
Substantial compliance                                  Improvements required*      
Not reviewed on this inspection  
               
Operating Policies and Procedures (Schedule 5) 
 
Substantial compliance                                 Improvements required*        
 
A review of policies to ensure centre-specificity and implementation was required 
further to the previous inspection. This action was found to be completed; all policies 
were found to have been revised in January2013 and were specific to the centre. 
However, evidence that all of the policies were fully implemented in practice was not 
found, specifically in relation to the nutritional policies and management of elopement. 
This is discussed further under outcomes 7 and 11.  
              
Directory of Residents 
 
Substantial compliance                                  Improvements required*                 
Not reviewed on this inspection.  
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Staffing Records 
 
Substantial compliance                                  Improvements required*                 
 
Medical Records 
 
Substantial compliance                                  Improvements required*                 
 
Insurance Cover 
 
Substantial compliance                                  Improvements required*                 
Not reviewed on this inspection.  
 
 
Outcome 5 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designated centre and the arrangements in place for the management of the 
designated centre during his/her absence.  
 
References:   
Regulation 37: Notification of periods when the Person in Charge is absent from a 
Designated Centre 
Regulation 38: Notification of the procedures and arrangements for periods when the 
person in charge is absent from a Designated Centre 
Standard 27: Operational Management 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
The provider was aware of the responsibility to notify the Authority of the absence of 
the person in charge. Management personnel had identified a potential gap in the 
arrangements for management in the potential absence of the person in charge and 
the Chief Inspector had recently been notified of a change to the designated person. 
 
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 
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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. 
 
 
Inspection findings 
 
The centre was found to be safe and secure. The entrance and exit doors were 
secure yet accessible to residents. A closed circuit television system monitors 
corridors and all access and exit points. 
 
Training on identifying and responding to elder abuse was provided to staff and a 
policy and procedure to guide staff in reporting and dealing with allegations was 
available. 
 
In conversation with some members of staff it was found they were aware of their 
responsibilities in relation to reporting allegations or suspected instances of abuse 
and were knowledgeable of the signs of potential abuse.  
 
The measures in place regarding residents’ finances were reviewed further to a direct 
request by a director of the centre on the day of inspection. They requested a review 
of the system to ensure they were meeting best practice.  
 
There were two systems in place. A current account separate to the business 
transactions for the centre with a different name and account number was in place 
to manage the finances of a small number of people, not all of whom reside in 
Tender Loving Care but do reside in other centres managed by the same provider. 
This account is managed by the financial controller for the group of centres owned 
and managed by the provider and access was limited to the senior financial 
accountant and the provider. 
 
The inspector established that the management of the account was secure and 
confidential. However, the monitoring processes in place to ensure full protection for 
residents could not be determined. In order to assist the provider assess the system 
in place, information was given verbally to the accounts administrator and 
subsequently to the person in charge in Tender Loving Care to look at the guidelines 
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available from the Health Service Executive website on management  of patients 
private property and to contact the Health Service Executive link person. 
 
A second internal system in place to assist residents manage their finances and pay 
for small regular expenses such as hairdressing, chiropody or toiletries was viewed 
and found to be transparent with good documentation of all transactions, 
lodgements and withdrawals with billing and receipt checks in place. 
 
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:  
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
There was evidence that aspects of the health and safety policy were being 
implemented.  
 
The centre was free of clutter and all corridors, communal areas, fire exits and 
escape routes were clear and where necessary clearly signed. Aides such as grab 
rails and safe flooring to assist resident’s safe mobility and movement in the centre 
were also available. 
 
The environment was noted to be clean and there were measures in place to control 
and prevent infection. Staff had received training in infection control and could 
explain the procedures in place to control infection. A member of the housekeeping 
staff was able to describe the cleaning systems in place and how these worked in 
practice.  
 
Precautions against the risk of fire, including the provision of suitable fire equipment 
were found. Arrangements were in place for the maintenance of the fire alarm 
system and equipment within this centre.  
 
Smoke detectors were located in all bedroom and general purpose areas. Emergency 
lighting and fire exit signage was provided throughout the building. Inspectors 
reviewed service records which showed that fire equipment, the fire alarm system, 
and emergency lighting were regularly serviced. Fire escape routes were 
unobstructed. Fire alert action notices and building layout plans showing evacuation 
routes were displayed throughout the centre. The centre was appropriately zoned 
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with fire doors at regular intervals along the corridors. These fire doors were fitted 
with automatic door holders which were linked to the fire alarm system so that 
holders released the door in the event of the fire alarm activating thereby 
automatically closing the door. The doors were also fitted with smoke seals to 
prevent and/or reduce the spread of smoke within the centre. 
 
Risk management policies and procedures were in place and reasonable measures to 
prevent accidents to any person in the designated centre and in the grounds of the 
designated centre were found.  The emergency plan and the management of 
resident elopement procedures required revision as they were not reflective of 
practice in the centre and were not sufficiently specific to guide practice. 
 
Inspectors reviewed the risk management processes in place to manage risks 
associated with unexplained absence of residents. Evidence that staff were aware of 
the policies and procedures in place was found but the level of understanding and 
interpretation of these policies and procedures varied between staff in relation to 
their role, particularly in the organisation, communication and expected extent of 
their involvement in a search. It was also noted that a review of the resources 
available to staff in the event of a search being required to be undertaken at night or 
in inclement weather up to and including a list of staff available to supplement care 
numbers at short notice is needed. 
 
As part of the risk management processes in place to ensure residents at risk of 
absconsion were safe, the centre have available a number of safety alert transmitters 
which can be worn by residents in the form of an anklet. These transmit a high/loud 
noise when exiting the building. However it was noted that a system to ensure these 
were maintained in good working order was not established. 
 
A review of practice in relation to the management and prevention of falls was 
identified by the centre physiotherapist, who in conjunction with the person in charge 
has established a falls management programme with prevention and review 
processes linked to the recently reformed health and safety committee. 
 
The physiotherapist was also raising awareness on the benefits of regular activity for 
residents particularly in relation to movement and balance. He had commenced a 
‘walk and talk’ programme where residents identified as benefitting from same 
received regular short accompanied walks each day. The programme had only 
recently commenced and when embedded, the process would be reviewed. 
 
Both of these practice developments had already been found to reduce the number 
and severity of falls throughout the centre. 
 
Systems were in place for the identification, recording, investigation and learning 
from serious or untoward incidents or adverse events involving residents.  
A review of the processes in place to identify and manage risks associated with 
residents who smoke was required. It was found that although residents were 
actively discouraged from smoking in the centre and a no smoking policy was in 
place, a small number of residents remained non compliant and had been found to 
continue to smoke in their bedrooms which places other residents and staff at risk. 
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All access and egress doors to each floor within the centre and also clinical rooms 
cleaner rooms, sluice and store rooms were all found to have the same code and for 
those without code access, all keys were found to be on the same key ring which 
posed a risk for access to areas which should be limited to medical or nursing staff 
only.  
 
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:  
 
The action(s) required from the previous inspection were satisfactorily implemented.  
Practices relating to transcribing and administration of crushed medication via 
percutaneous endoscopic gastrostomy tubes were not found to be in line with the 
revised policies of the centre and in line with guidelines for medication management 
for nurses and midwives.(2007) 
 
Staff were not familiar with policies for ordering, storing and administering medication. 
 
 
Inspection findings 
 
Written operational policies relating to the ordering, prescribing, storing and 
administration of medicines to residents were in place. 
 
Overall, the inspector found evidence of safe medication management practices. 
Nursing staff were knowledgeable about medication and administration practices. 
Inspectors found that each resident’s medication was reviewed regularly by the 
medical team. 
 
The medication trolley was stored securely in the treatment room. Inspectors 
observed a staff nurse during a medication round and observed safe practice in line 
with An Bord Altranais agus Cnáimhseachais na hÉireann guidance to nurses and 
midwives. 
 
On review of the systems in place it was found that a timely process for checking 
medication received from pharmacy was not in place and the medication policy, 
although it refers to the need for checking and recording medication deliveries was 
not sufficiently specific to guide staff on the monitoring of stock in terms of for 
example returning medication processes. 
 
The policies were updated to give more specific guidance to staff prior to the end of 
the inspection. 
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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:  
 
No actions were required from the previous inspection. 
 
 
Inspection findings 
 
Quarterly notifications had been submitted to the Authority as required and within 
the appropriate timeframe. The person in charge demonstrated an understanding of 
her responsibilities to maintain records of all incidents occurring in the centre. She 
was aware that she was legally obliged to notify the Chief Inspector of incidents such 
as serious injury to a resident or an outbreak of infection. Inspectors reviewed 
notifications received by the Authority prior to the inspection and having reviewed 
documentation on inspection were satisfied that notifications were being submitted 
appropriately. Inspectors noted that an improved level of detail contained in some of 
the notifications required to be improved in order for the Authority to be assured that 
appropriate risk management processes are in place on foot of incidents which occur 
and that actions taken can be followed up on inspection. This includes detailing the 
floor on which the incident occurred is indicated and time, place follow up actions 
taken or proposed are included. 
 
Theme: Effective care and support 
The fundamental principle of effective care and support is that it consistently delivers 
the best achievable outcomes for people using a service within the context of that 
service and resources available to it. This is achieved by using best available national 
and international evidence and ongoing evaluation of service-user outcomes to 
determine the effectiveness of the design and delivery of care and support. How this 
care and support is designed and delivered should meet service users’ assessed needs 
in a timely manner, while balancing the needs of other service users. 
 
Outcome 10 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
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Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
The quality and safety of some aspects of care was monitored and reviewed on an 
ongoing basis by the person in charge. A system for reviewing some care practices 
was established, areas such as care planning, pressure area care and medication 
management however the audits carried out were not identifying key areas for 
improvement in all cases. For example, the care plans audit reflected an assessment 
of the completeness of the care plans, use of risk assessment tools and frequency of 
review but did not include the effectiveness of the care interventions contained in the 
plans or the documentation of the delivery of care. 
 
Although there was some analysis of the information gathered, there was no report 
available on learning outcomes or recommendations to improve care practices as 
required by the Regulations.  
 
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:  
 
No actions were required from the previous inspection. 
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Inspection findings- review 
 
Access to allied health professionals, primary care services and general practitioner 
(GP) services were found to be available and where required accessible for advice, 
review and treatment for residents in the centre. 
 
The arrangements to meet residents’ assessed needs were set out in individual care 
plans. Each resident had a care plan completed. A variety of assessment tools were 
used to evaluate residents’ progress and to assess levels of risk for deterioration, for 
example vulnerability to falls, dependency levels, nutritional risk assessment, 
pressure related skin damage risk assessment and moving and handling 
assessments. 
 
The inspector reviewed nursing documentation in relation to a sample number of 
residents. These were discussed with the nursing staff on duty. Although staff could 
clearly describe the care delivered to residents the care plans did not reflect practice, 
adequately guide care or reflect policies in place. For example, the nutritional policy 
guides staff on accurate recording of residents intake where monitoring is required. 
The policy refers to the use of portion sizing to determine amount of intake. The 
policy also guides staff in using nutritional assessment tools to determine risk of 
malnutrition and the care plans to highlight frequency of weigh and/or intake 
monitoring. However, in samples of documentation reviewed it was noted this policy 
was not reflected in practice. 
 
Efforts to focus on more person-centred care elements were noted,  but aspects of 
documentation which in totality provide an overview of the resident’s condition and 
the care interventions required and delivered to ensure safe, sufficient and high 
quality care were not linked or sufficiently specific to make an informed 
determination of the quality of care delivered. For example, the recording of care 
interventions as previously stated under outcome 4, also care plans in place to 
manage identified hygiene needs did not include reference to the frequency of 
showers or baths preferred or required by the resident. Care plans were not linked to 
ensure consistency of care for example, care plans to manage incontinence were not 
linked to those in place to manage hygiene, skin care or other identified needs. 
 
Furthermore, nurses’ daily progress evaluations were not detailed and did not state 
the exact care given. There was no linkage made between the nurses’ daily 
narrative/progress evaluation and the residents’ care plan. 
 
Outcome 12 
The location, design and layout of the centre is suitable for its stated purpose and 
meets residents’ individual and collective needs in a comfortable and homely way. 
There is appropriate equipment for use by residents or staff which is maintained in 
good working order. 
 
References: 
Regulation 19: Premises 
Standard 25: Physical Environment  
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Action(s) required from previous inspection:  
 
Some of the actions required from the previous inspection were satisfactorily 
implemented. Outstanding actions include: 

 a separate stainless steel double drainer sink was not available in the basement 
laundry, which was small, and the floor was not properly sealed to allow for 
cleaning, and was a potential infection control risk 

 appropriate signage identifying the designated function of all rooms was not in 
place 

 use of pictorial signage or colour cueing for residents with visual or cognitive 
impairment was not evident.  

 
 
Inspection findings 
 
The centre was spacious and bright with adequate natural lighting throughout. There 
were views of the gardens and woodlands and lake from the bedrooms and 
communal sitting rooms. The building was well-maintained both inside and outside. 
Improvements in maintenance response were noted further to the last inspection.  
  
There was adequate equipment and assistive devices to meet residents’ needs, 
including alternating pressure relieving mattresses, pressure relieving cushions, 
walkers, wheelchairs and hoists. Inspectors saw residents using specialist seating 
and mobility aids to maintain their independence. Inspectors saw that all equipment 
including beds, specialised mattresses, hoists and whirlpool baths were serviced 
regularly. The service records were up-to-date and equipment was noted to be well 
maintained and clean.  
 
The environment was clutter free; fire doors were not obstructed and could be 
accessed freely in the event of an emergency. 
 
Some progress has been made in relation to aspects of the actions required further 
to the registration and follow up inspection. The following areas were addressed: 

 separate cleaner’s room for the kitchen in place 
 lockable storage facilities in each residents room, a large stock of lockers with 

lockable facility were onsite awaiting full distribution 
 hand-washing facilities for staff on the third floor and the size of nursing 

station improved 
 housekeeping in clinical rooms was improved and they were no longer used 

for storage of equipment. 
 
However other aspects remain outstanding such as: 
 

 a full review of the laundry was found to be required as the facilities, 
equipment and space was noted to be very limited to provide the level of 
service required for 128 residents in terms of both bedding linen and personal 
laundry. The review should include; space to provide for segregation and 
zoning for clean and soiled laundry; stainless steel double drainer sink 
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separate to wash-hand basin for staff; repair or replacement of existing 
shelving which was noted to be chipped and torn in places; provision of 
suitable and sufficient racking sorting and improved storage facilities; flooring 
was uneven and not sealed to prevent/limit spread of infection; Limited space 
available for pressing/ironing clean laundry with only one trouser/sheet press 
and one iron and ironing board 

 appropriate signage identifying the designated function of all rooms although 
improved, was not complete for all rooms specifically; all cleaners room, sluice 
rooms; dirty laundry store rooms; renovated bedrooms (previously 
apartments) on third floor. In discussion with the person in charge 
improvements in relation to signage and consideration of the use of 
appropriate colour cueing and other visual aids for residents was raised 

 a review of cleaning store rooms throughout the centre is required to ensure 
they all include required equipment such as; wash-hand basin, separate sluice 
sink; chemical storage facility; soap and/or hand disinfectant and towel 
dispensers; sealed flooring; ventilation to the external air 

 all store rooms whether dirty laundry or cleaners stores or general stores 
require to have flooring assessed and where required sealed flooring provided 

 it was noted that some of the bedroom doors and/or doorframes on third floor 
required to be repaired or replaced where gaps are visible between the frames 
and top or sides of the doors. This poses a potential fire hazard where in 
event of fire, smoke seals in place would be rendered ineffective. Those doors 
noted included R306, R307, R308. As discussed with the maintenance officer 
prior to the end of inspection a full review of all doors is to be undertaken and 
clarification received that all doors are linked to the fire alarm system 

 review the storage provision for laundry and cleaning trolleys on the third floor 
 review of the layout of bedrooms where residents’ beds are not accessible by 

staff on both sides is required to ensure the spatial aspects and layout of the 
bedrooms fully meet resident’s needs and the provision of safe care. 

 
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.  
 
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 
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recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision  
 
Action(s) required from previous inspection:  
 
The action(s) required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
The inspector found that at the time of this inspection, the levels and skill mix of 
staff were sufficient to meet the needs of residents. Inspectors checked the staff rota 
and found that it was maintained with all staff that work in the centre rostered and 
identified. Annual leave and other planned/unplanned staff absences were covered 
from within the existing staffing complement.  
 
On review of rosters provided, inspectors discussed the cover of a late or ‘twilight’ 
shift covering the hours 16:30 hrs to 22:30 hrs each evening with the person in 
charge. This shift appears on the ground floor roster but the person is deployed 
throughout the centre at different specific times to assist teams on all floors. The 
person in charge confirmed she was experiencing problems filling the shift with staff 
reluctant to provide cover where absences occurred. Inspectors were told a 
recruitment process was underway to fill the post on an ongoing basis with the 
intention to have two people appointed for full cover. The person in charge also 
pointed out that the post was introduced two years previously to meet a higher level 
of dependency than currently exists and that she intends to assess alternative ways 
of utilising the staffing resource. 
 
Staffing deployment strategies involved teams of staff on each floor consisting of 
nurses, and care staff allocated to a specific number of residents on a daily basis. 
Activities personnel were also allocated to each floor, with two people working on 
opposite days to deliver activities over a seven day period. 
    
Inspectors observed residents engaging in activities in communal areas either in 
sitting rooms or designated activities rooms during the course of the visit.  
 
The inspector observed staff and residents interactions and found that staff were 
respectful patient and attentive to residents needs. 
 
In conversation with residents, inspectors were told they felt safe in the centre staff 
were respectful of their choices and very good to them.  Activities highlighted as 
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being enjoyable were painting, music and pottery. Outings were available although 
some residents expressed the view that these were restricted due to travel or 
accessibility to some places. 
 
Training for all staff in areas of practice which require mandatory training such as fire 
safety, moving and handling and prevention of elder abuse were found to be 
delivered, further training was noted to be provided in areas of clinical practice such 
as pressure ulcer and wound management care, cardio pulmonary resuscitation 
conflict resolution and falls prevention. 
 
Training to ensure staff were updated to deliver care reflective of best practice in 
relation to psychiatry of old age and behaviour management strategies to meet the 
current profile of residents with complex needs was not provided and was discussed 
with the person in charge and director of clinical services who acknowledged this was 
required to assure residents full needs were met and to assure their general welfare 
and protection. Prior to the end of the inspection inspectors were informed that a 
training plan specific to the residents’ current profile was being developed and would 
include the aforementioned psychiatry and behavioural areas and also dementia 
care. 
 
A sample of staff records were reviewed to assess compliance with the action 
outlined and it was found that the required Schedule 2 documentation was available. 
The records were noted to be well organised and information was readily accessible.  
 
Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the person in 
charge, assistant director of nursing, director of clinical services and maintenance 
officer 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 Name: 

 
Tender Loving Care  

 
Centre ID:  

 
0182 

 
Date of inspection: 

 
28 and 29 May 2013 

 
Date of response: 

 
3 July 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 1: Statement of purpose and quality management 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The statement of purpose required further revision to include the conditions of 
registration and to clarify; type of nursing care to be provided; numbers of residents 
the centre will accommodate; revision of the admissions process to reflect practice in 
respect of the admission processes for residents under the remit of the Psychiatry of 
Old Age Community Team and residents who avail of respite in the centre. 
 
Action required:  
 
Compile a statement of purpose that consists of all matters listed in Schedule 1 of the 
Regulations. 
 
Compile a statement of purpose that describes the facilities and services which are 
provided for residents. 
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 

   
Health Information and Quality Authority 
Regulation Directorate 
 
 
Action Plan 
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Action required:  
 
Keep the statement of purpose under review. 
 
Notify the Chief Inspector in writing before changes are made to the statement of 
purpose which affect the purpose and function of the centre. 
 
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 Statement of Purpose has been amended to include: 
Conditions of Registration and to clarify: 
 

 the number of residents that can and will be 
accommodated 

 the type of Registered Nurses employed and care provided 
 the admission criteria for Psychiatry of Old Age and 

Respite admissions 
 this was forwarded to the Chief Inspector on 5 June 2013 

 
 
We will review the statement of purpose on a regular basis and 
notify the Chief Inspector in advance of writing any changes      
that affect the purpose and function of the centre. 
 

 
 
Immediate  
 
 
 
Completed 
5 June 2013 
 
 
 
 
 
Ongoing review 

 
Outcome 4: Records and documentation to be kept at a designated centre 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The reliability of information contained in care documentation was found to be 
questionable as recording of care was not always contemporaneous, timely or 
complete in respect of some care interventions. All records relating to documentation 
of care were not located together and some recent records were time consuming to 
locate and unable to be reviewed. 
 
Evidence that all policies were fully implemented in practice was not found, 
specifically in relation to the nutritional policies and management of elopement. 
 
Action required:  
 
Maintain the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) of the Regulations in a manner so to ensure 
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completeness, accuracy and ease of retrieval. 
 
Action required:  
 
Keep the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) of the Regulations up-to-date and in good order and in 
a safe and secure place.  
 
Action required:  
 
Make the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) of the Regulations available to the resident to whom the 
records refer and made available at all times for inspection and monitoring purposes 
under the Act. 
 
Action required:  
 
Put in place all of the written and operational policies listed in Schedule 5 and ensure 
their implementation. 
 
Reference:    

Health Act, 2007 
Regulation 22: Maintenance of Records 
Regulation 27: Operating Policies and Procedures 
Standard 32: Register and Residents’ Records 
Standard 29: Management Systems 
 

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

Timescale: 
 

Provider’s response: 
 
A comprehensive education programme has been commenced for 
staff in relation to records management and storage of records 
(schedule 3) and ( schedule 4) 
 
A process was commenced on 1 July 2013 of a complete review 
of all the  existing  schedule 5 policies .This will include a 
comprehensive education and training programme with particular 
emphasis on Nutrition and Resident Elopement 
 
We have a strong commitment to provide a high quality of care 
and are fully aware of the importance of monitoring outcomes in 
nutritional care; we are in the process of developing an audit tool 
to monitor the effectiveness of our delivery of care in this area. 
 
The Resident Elopement policy will include a route cause analysis 
tool and the learning outcomes will be discussed with staff in 
order to inform their practice in this area.

 
 
Commenced 
Immediately and 
ongoing 
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Theme: Safe care and support  
 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The emergency plan and management of resident elopement required revision as 
they were not reflective of practice in the centre and were not sufficiently specific to 
guide practice. 
 
Staff knowledge of their roles and responsibilities in relation to the risks associated 
with unexplained absence of residents was not consistent particularly in the 
organisation, communication and extent of their involvement in a search.  
 
Improvements to the resources available to staff in the event of a search being 
required to be undertaken at night or in inclement weather up to and including a list 
of staff available to supplement care numbers at short notice were found to be 
required. 
 
A system to ensure safety alert transmitters ere maintained in good working order 
and had not expired was not established. 
 
Risk assessments to identify and manage risks associated with residents who smoke 
were not in place for all residents known to smoke. 
 
Key and code access to areas which should be limited to medical or nursing staff only 
required to be reviewed.  
 
Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
Ensure that the risk management policy covers, but is not limited to, the identification 
and assessment of risks throughout the designated centre and the precautions in 
place to control the risks identified.   
 
 Ensure that the risk management policy covers the precautions in place to control 
the following specified risks: the unexplained absence of a resident; assault; 
accidental injury to residents or staff; aggression and violence; and self-harm.  
 
Ensure that the risk management policy covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward 
incidents or adverse events involving residents. 
 
Put in place an emergency plan for responding to emergencies. 
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Action required:  
 
Make staff members aware, commensurate with their role, of the provisions of the 
Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 as amended, the statement of purpose 
and any policies and procedures dealing with the general welfare and protection of 
residents. 
 
Reference:  

Health Act, 2007 
Regulation 31: Risk Management Procedures 
Standard 26: Health and Safety  
Standard 29: Management Systems 
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: 
 
A full review of the existing  Risk Management Policy  was 
commenced on the 1 July 2013 
 
The Risk Management Policy review will include a full review of 
the existing policies in place : 
Emergency Plan Policy 
Elopement Policy 
Accidental injury to residents and staff 
Aggression and Violence  
Self Harm 
 
This will include precautions in place to control risks identified. 
 
A comprehensive education programme will be rolled out to staff 
in relation to Risk Management Policies and Procedures 
A route cause analysis tool will be implemented to inform 
practice. 
 
A system has been implemented for the checking of safety 
transmitters. This was implemented immediately following 
inspection. 
 
Individual risk assessments have been implemented for all 
residents who are at risk from smoking. This was completed 
immediately following inspection. 

 
 
Commenced 
Immediately 
 
Completion by 31 
July 2013 
 
Elopement Policy 
Complete 
 
 
 
 
 
Immediate 
Complete 1 July 
2013 
 
 
Ongoing 
 
 
 
Immediate 
Complete 1 July 
2013 
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Theme: Effective care and support 
 
Outcome 10: Reviewing and improving the quality and safety of care  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The audit system for reviewing care practices did not identify key areas for 
improvement in all cases. Although there was some analysis of the information 
gathered, there was no report available on learning outcomes or recommendations to 
improve care practices as required by the Regulations.  
 
Action required:  
 
Establish and maintain a system for reviewing the quality and safety of care provided 
to, and the quality of life of, residents in the designated centre at appropriate 
intervals. 
 
 Establish and maintain a system for improving the quality of care provided at, and 
the quality of life of residents in, the designated centre. 
 
Action required:  
 
Make a report in respect of any review conducted by the registered provider for the 
purposes of Regulation 35(1), and make a copy of the report available to residents 
and, if requested, to the Chief Inspector. 
 
Consult with residents and their representatives in relation to the system for 
reviewing and improving the quality and safety of care, and the quality of life of 
residents. 
 
Reference:  

Health Act, 2007 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement 
 

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

Timescale: 
 

Provider’s response: 
 
There will be an analysis conducted of all existing care plan 
audits and a report formulated on a 6 monthly basis .This report 
will be made available to residents and will be discussed with 
staff in relation to learning outcomes and actions. Education of 
staff is progressive to learn and implement in practice. 
 
An analysis will be conducted of all existing resident satisfaction 
surveys and a report formulated on a 6 monthly basis. The report 
will be made available to residents and discussed with staff in 
relation to learning outcomes and actions. 

 
 
30 December 
2013 
ongoing 
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Outcome 11: Health and social care needs 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Residents the care plans did not reflect practice, adequately guide care or reflect 
policies in place were not linked or sufficiently specific to make an informed 
determination of the quality of care delivered. 
 
Nurses’ daily progress evaluations were not detailed or linked to the care plans. 
  
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Make each resident’s care plan available to each resident. 
 
Keep each resident’s care plan under formal review as required by the resident’s 
changing needs or circumstances, and no less frequent than at three-monthly 
intervals. 
 
Revise each resident’s care plan, after consultation with him/her. 
 
Notify each resident of any review of his/her care plan. 
 
Reference:   

Health Act, 2007 
Regulation: 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: 
 
In TLC Santry all residents have a comprehensive care plan in 
place. These care plans are developed to meet the individual 
assessed needs of each resident and are developed and agreed 
with the resident/family. The resident can have access to their 
care plan at any time. Each care plan is reviewed at three 
monthly intervals or earlier if any changes occur. The review will 
be conducted with the resident/ family and they will be given 
prior notice of the planned review date. Upon completion the 
plan of care will be signed by both parties. 
 
It is recognised that staff require further training in this area 

 
 
Training  
commenced and 
will be completed 
30 October 2013 
ongoing 
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therefore: 
Education and Training updates for our Registered Nurses and 
Health care assistants are being commenced. 
 
This will include Care Plan training for all Registered nurses. Care 
plans will be audited by the CNM’S/ ADON’S on a regular basis, 
and a comprehensive review will be carried out by the Director of 
Clinical Services. The information will be analysed and the 
formation of 6 monthly reports indicating trends, learning 
outcomes and actions will be implemented. All staff nurses and 
CNM’S will receive further training in Communication, Supervision 
and Delegation.  
 
Training has been arranged for both Registered Nurses and 
Health care assistants in Nutritional Monitoring and Recording. 
 
Training will be provided to Care Assistants in recording and 
reporting and communication. 
 
 
Outcome 12: Safe and suitable premises 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
A management plan is required to ensure the premises meet the full 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. 
Address in full all of the issues identified in the body of this report under outcome 12. 
 
Action required:  
 
Ensure the physical design and layout of the premises meets the needs of each 
resident, having regard to the number and needs of the residents. 
 
Ensure the premises are of sound construction and kept in a good state of repair 
externally and internally. 
 
Keep all parts of the designated centre clean and suitably decorated. 
 
Maintain the equipment for use by residents or people who work at the designated 
centre in good working order. 
 
Provide adequate private and communal accommodation for residents. 
 
Ensure the size and layout of rooms occupied or used by residents are suitable for 
their needs. 
 
Provide adequate sitting, recreational and dining space separate to the residents’ 
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private accommodation. 
 
Provide necessary sluicing facilities. 
 
Provide suitable storage facilities for the use of each resident. 
 
Make suitable adaptations, and provide such support, equipment and facilities, as 
may be required. 
 
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: 
 
We would like to acknowledge the inspectors comments with 
regards to the building being well maintained inside and out and 
the improvements noted by the inspector since their previous  
inspection, ( 7th September 2011 ). We are committed to 
ensuring that the environment in TLC meets the needs of our 
residents and since the inspection have commenced immediately 
a  full review of : 
The Laundry 
Cleaning Stores 
Dirty linen Rooms 
Sluice area on the third floor 
Signage thorough the building 
 
The laundry has been fully reviewed with the washing machines 
and dryers being moved back to provide adequate space for 
segregation of clean and dirty laundry. All storage units have 
been renewed .The floor has been fully tiled This has been 
completed on 1 July 2013.  
 
A plan is in place to install a double drainer sink. 
 
There is a plan in place to install hand-washing sinks in all 
cleaning stores. 
 
Hand gels are in place and hand-wash and paper towels will be 
installed in conjunction with the hand-washing sink. 
 
All floors have been tiled in the dirty linen rooms and completed 
1 July 2013. 
 

 
 
Complete 1 July 
2013 
 
 
 
 
 
 
 
 
 
 
 
Complete 1 July 
2013 
 
 
 
 
01 October 2013 
 
 
 
 
Complete 1 July 
2013 
 
3 months 1 
October 2013 
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There is a plan in place to re-organise the storage areas on the 
third floor to allow for a separate sluice area and dirty linen area. 
 
 
 
 
The signage has been audited throughout the building and 
appropriate signage will be ordered. 
 
The bedroom doors were checked and repaired immediately 
during the inspection and a full review of all doors conducted. 
This will be monitored on an ongoing basis by our maintenance 
team. 
 
All beds in TLC are movable to allow for access on either side The 
decision to have beds against the wall is individually assessed for 
each resident dependent on their care needs, individual choice 
and  other safety considerations. In the event of an emergency, 
beds can be moved easily to allow for access from both sides and 
staff are trained in manual handling procedures. This will be 
incorporated into  the resident's  manual handling assessment 
and care plan. 
 

Commenced and 
expected 
completion 3 
months 1 October 
2013 
 
 
 
 
Complete 1 June 
2013 ongoing 
 
 
 
Immediate and 
ongoing 

 
Theme: Person-centred care and support                                                              
 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Staff training did not reflect the diverse range of residents care needs. A staff training 
programme specific to meet all the needs of the current residents profile was not 
developed.  
 
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: 
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Provider’s response: 
 
We recognise the need to provide training for our staff that 
meets the diversity of our residents needs. In particular we 
recognise the need for training that meets the needs of our 
residents with dementia.  
 
Staff completed training in Current Trends in the Management 
and treatment of Dementia as well as Management of Violence 
and aggression in 2012. Staff have attended  2 day workshops 
with Dementia Training Ireland and have been attending 
Dementia programmes with St James's Hospital in 2011 and 
2012.We have Registered Nurses in TLC who have completed a 5 
day course in Leadership in Dementia. 
 
A Programme for training in this area for 2013 has been compiled
 
Training will include: 
Linking with St James's Hospital dementia  development unit 
A programme of  Professional Management of Aggression and 
Violence  
Linking with Dr Wrigley and Psychiatry of Old Age team to 
provide training specific to the delivery of care for their residents. 
 
We are linking with Psychiatry of Old Age to deliver a seminar in 
Dementia Care. 
 
An Assistant Director of Nursing will be trained in Dementia Care 
to Facilitate in house training and drive forward best practice. 
 

 
 
Commenced 
Immediately and 
ongoing 
 

 
 
 
 
 
 
 
 
 
 
 


