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About 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 under the following topics:  
 

1. Governance and leadership: how well the centre is organised. 

2. The quality of the service. 

3. How well the healthcare needs of residents are met.  

4. Premises and equipment: appropriateness and adequacy.  

5. Communication: information provided to residents, relatives and staff.  

6. Staffing: the recruitment, supervision and competence of staff.  

 
This report summarises the findings of the inspection under some or all of these 
topics, highlighting areas of good practice as well as areas where improvements 
were required as follows:  
 
Evidence of good practice – this means that an acceptable standard was reached 
and the provider demonstrated a culture of review and improvement and aimed to 
drive forward best practice. 
 
Some improvements required – this means that practice was generally 
satisfactory but there were areas that need attention. 
 
Significant improvements required – this means that unacceptable practice was 
found.  
 
The report also identifies minor issues, where applicable, to which the provider 
should give consideration to enhance the quality of the service. 
 
Registration inspections are one element of a process to assess whether 
providers are fit and legally permitted to provide a service. The registration of a 
designated centre is for three years. After that the provider must make an 
application for registration renewal at least six months before the expiration date of 
the current registration. New providers must make an application for first time 
registration 6 months prior to the time the provider wishes to commence. 
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In controlling entry to service provision, the Chief Inspector of Social Services is 
fulfilling an important regulatory duty under section 40 of the Health Act 2007. Part 
of this duty is a statutory discretion to refuse registration if the Chief Inspector is not 
satisfied about a provider’s fitness to provide services, or the fitness of any other 
person involved in the management of a centre.  
 
The registration inspection is one element for the Chief Inspector to consider in 
making a proposal to the provider in respect of registration. Other elements of the 
process designed to assess the provider’s fitness include the information provided in 
the application to register, the Fit Person self-assessment and the Fit Person 
interviews. Together these elements are used to assess the provider’s understanding 
of, and capacity to, comply with the requirements of the regulations and the 
Standards. Following assessment of these elements, a recommendation will be made 
to the Chief Inspector and the formal legal process for registration will proceed. As a 
result, this report does not outline a final decision in respect of registration. 
  
The report is available to residents, relatives, providers of services and members of 
the public, and is published on our website www.hiqa.ie. 
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About the centre 
 

Description of services and premises 

 
This centre closed on 19 August 2011 following cancellation of the centre’s 
registration by the Authority. 
 
Woodside House Nursing Home is registered to care for 20 residents and is primarily 
concerned with the provision of long-term care; some respite and convalescent care 
may be provided but is infrequent and dependent on bed availability. There were 19 
residents living in the centre at the time of this inspection; 11 of the residents were 
greater than 80 years of age and two of the residents were less than 65 years of 
age. 
 
The centre is not purpose-built, it was originally a domestic dwelling and has 
operated as a care facility for older adults since 1992 and was extended with this 
function in mind in the mid to late 1990’s. It is a leased premises and has been 
leased by the current registered provider since 2007. All resident accommodation is 
provided on the ground floor, there is an attic-type first floor used for storage and to 
accommodate staff facilities. The premises is compact and laid out in two parallel 
linked blocks. The front block consists of the original dwelling and the main entrance 
leads to the reception hallway/lobby off which there is the stairwell to the first floor. 
To the left is the main dayroom/communal area off which there is a second “quiet” 
dayroom, both of these are domestic in character. Two bedrooms are accessed from 
this inner dayroom; there is a doorway leading to a small lobby area containing one 
twin-bedded room and one single bedroom. Neither of these rooms are en suite; 
however, there is a separate toilet and wash-hand basin provided. From this lobby a 
doorway also leads in to the main kitchen and ancillary area. This doorway had been 
sealed off on environmental health grounds but was recently reopened on the advice 
of a fire safety consultant to provide an extra fire escape. 
 
Returning to the main hallway to the right five single bedrooms are provided none of 
which are en suite. There is a bathroom with non-assisted bath, toilet and wash-
hand basin provided for residents’ use, a staff toilet and a designated smoking room 
for residents facilitated in a conservatory type structure.  
 
The main hallway continues as a narrow corridor from which the main kitchen is 
accessed, and it then leads into the main dining room. The dining room is the link 
structure between the original building and the later build. From the dining room 
residents have access to a small secure garden with table and chairs. Walking 
through the dining room there is a corridor containing the sluice room, and to the 
right are located two twin-bedded rooms and one single bedroom none of which are 
en suite, and a separate assisted toilet with wash-hand basin. To the left is the 
nurses’ station, two twin-bedded rooms and three single bedrooms none of which 
have en suite facilities. There is a separate assisted toilet with wash-hand basin, a 
bathroom with non-assisted bath and assisted shower, and a linen press also located 
on this corridor. All of the bedrooms are without en suite but there is a wash-hand 
basin in each room.  
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Outside, the centre shares an entrance with an adjoining private dwelling but there is 
a second entrance into the grounds of the premise themselves. There is a large 
grassed area with mature trees and shrubbery to the front of the building. Limited 
but adequate care parking is also available to the front of the building.                 
 

Location 

 
Woodside House Nursing Home is located in a rural setting approximately one mile 
from the village of Killusty, four miles from Fethard town and ten miles from Clonmel. 
 

Date centre was first established: 1992 
 

Number of residents on the date of 
inspection 

19 

Number of vacancies on the date of 
inspection 

1 

 
Dependency level of 
current residents  

Max High Medium Low 

Number of residents 0 6 4 9 
 

 
Management structure 
 
Irene O’Connell is the Registered Provider and the Person in Charge; she is 
supported in her role by a recently appointed deputy and a manager. A team of 
nurses, carers and catering staff attend to the health and care needs of residents on 
a daily basis. All 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 1 2 1 0 0 1* 

 
* Manager  
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Summary of findings from this inspection 
 
This was the third inspection of Woodside House Nursing Home by the Health 
Information and Quality Authority. The centre was first inspected by the Authority on 
23 September 2009. This first inspection was a scheduled announced inspection and 
overall inspectors found that significant improvements were required in relation to 
fire safety, health and safety, risk assessments, medication management practices, 
the quality of care plans and person-centred care. Inspectors also identified that 
some improvements were required in medical review, policies, staff training and 
development, residents’ access to the grounds and meaningful activities. The second 
inspection on 9 April 2010 was a follow up visit and overall inspectors found that 
progress made since the first inspection was unsatisfactory and actions required had 
not been satisfactorily addressed. Inspectors also had to forward a letter to the 
provider to elicit a satisfactory action plan in response to the inspection findings.  
 
This third inspection was an announced registration inspection and took place over 
two days, 23 November 2010 and 24 November 2010. The provider/person in charge 
had applied for registration under the Health Act 2007 and the Health Act 2007 
(Registration of Designated Centres for Older People) Regulations 2009 As part of 
the registration process, the provider/person in charge has to satisfy the Chief 
Inspector of Social Services that she is fit to provide the service and that the service 
will comply with the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). 
 
Inspectors met with residents, the provider/person in charge, key senior managers, a 
staff nurse, care staff, catering staff and household staff. Relatives declined an 
invitation to speak with the inspectors. Records were examined during the inspection 
including care plans, medical records, accident and incident records, complaints, fire 
safety records, staff records including training records, policies and procedures. The 
registered provider/person in charge had completed the fit person entry programme 
in conjunction with one of the key senior managers and in consultation with other 
staff and this was reviewed by inspectors along with all other documentation 
submitted to the Authority. A fit person interview was carried out with the 
provider/person in charge. She demonstrated adequate knowledge and 
understanding of the regulations and standards, and was aware of her 
responsibilities under the legislation. Separate interviews were conducted with both 
nominated key senior managers. 
 
Inspectors observed that staff were kind and caring to residents and were well 
intentioned, and residents spoke well of staff. However, given that this was the third 
inspection by the Authority, and the registered provider’s understanding of her 
regulatory obligations, inspectors found marginal but unsatisfactory improvement on 
previous inspection findings with continuing poor practice. Given that this was a 
registration inspection, further areas requiring improvement were identified. 
Inspectors found an apparent willingness to comply but the inspection findings 
reflected a service that lacked vision and a clear future direction. There was an 
absence of strong clinical leadership and there was no evident culture of ongoing 
review, continuous improvement and an understanding of what was a quality service. 
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Care was kind but basic and reflected a task orientated approach that lacked a sound 
contemporary evidence base and an understanding of what it was to be truly person 
centred. There was no evidence that residents were active participants in their own 
care or in the organisation of the centre and services provided to them. The premises 
was leased by the provider who did not have complete autonomy over all aspects of 
environmental maintenance and inspectors found that many of the fittings, furniture 
and equipment were in poor condition and poorly maintained.  
 
A significant number of required improvements were again identified in order to 
comply with the requirements of the Health Act 2007 (Care and Welfare of Residents 
in Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care Settings for Older People in Ireland. 
These are dealt with in detail in the Action Plan at the end of this report. 
 
These improvements included: 

 governance structures 
 medication management 
 timely medical review and follow up 
 nursing documentation 
 wound prevention and management 
 nutritional support 
 access to specialist health services 
 recruitment practices 
 staff education and training 
 elder abuse training 
 maintenance of the environment. 
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Comments by residents and relatives 
 
Prior to this inspection, questionnaires were posted by the Authority for completion 
by residents and relatives on a voluntary basis. Eight completed questionnaires were 
returned, four from residents and four from relatives. Inspectors met and engaged 
with many residents throughout the inspection and interviewed four in private.  
Relatives visiting the centre during the inspection declined to speak with the 
inspectors when invited to do so by both the inspectors and staff members.  
 
Residents said that they were content with their life in the centre. Residents’ 
comments confirmed that they felt safe and cared for and they attributed this to the 
presence and kindness of staff who were described as being very good. Residents 
also managed their own personal safety by acknowledging and functioning within 
their abilities, as one resident told the inspector, “I take my time”. Residents 
confirmed that they had choice and flexibility in their daily routine, one resident told 
the inspectors that he did not get up until 10:00hrs while another choose to get up 
at 07:00hrs. They told the inspectors that they spent their day watching television, 
smoking in the conservatory, playing cards or passed the day away sleeping while 
waiting and looking forward to their next visit from family. One resident said he 
looked forward to chatting with the voluntary group that visited on Mondays. 
 
Staff were known to residents as was the person in charge. No resident spoken to 
had ever made a complaint but indicated that they would talk to a staff member if 
they had a concern or worry. One resident; however, said he wouldn’t like to “upset” 
or “go against” anyone by complaining because the staff were all “really good”. 
Residents felt there were adequate staff to look after their needs, their call bell was 
always available to them and promptly responded to. While residents enjoyed their 
meals and told the inspectors that the “grub was good” there was a mixed response 
in relation to the choice and variety of food offered. Some residents stated that 
personal dietary preferences were accommodated while another stated that he just 
ate whatever he was given and that a menu with choice was not normally available 
to them. 
 
When asked if there was anything that they would like to see changed, one resident 
said that he would like to see improved outdoor signage as it would be of assistance 
to visitors. 
 
Very little supplementary information was supplied on the questionnaires returned by 
relatives and replies were predominately of a tick-box nature. Comments did 
demonstrate that the centre in some cases had been recommended by a healthcare 
professional and all but one relative had undertaken a pre-admission visit. They 
indicated a flexible and welcoming visiting policy and were kept informed of health 
and other care needs or developments by staff either by phone or in person when 
visiting. Comments demonstrated that staff were approachable, kind and respectful 
and the person in charge was accessible. Relatives’ comments in general indicated 
satisfaction with the care and services received by their family member but one said 
that residents would benefit from more structured activities.          
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Overall findings 
 
 
1. Governance: how well the centre is organised 
 
 
Outcome: The centre is well organised and managed and complies with the 
requirements of the Health Act 2007, the regulations and standards. 
 
Good governance involves the effective and efficient deployment of 
resources in accordance with the stated purpose and function of the 
centre. Governance includes setting clear direction for the service, a 
commitment to continual improvement and having a system in place to 
effectively assess and manage risk. 
 
Evidence of good practice 
 
Irene O’Connell is the registered provider and the person in charge. She is an 
experienced manager in that she has managed the centre since 2005 as the person 
in charge and has acted as both the registered provider and the person in charge 
since 2007. Prior to this she worked as a staff nurse for 14 years in another 
residential care setting for older people. She demonstrated during her fit person 
interview adequate knowledge and understanding of the Health Act 2007 and the 
Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) 2009 (as amended). She had in conjunction with other members of staff 
identified a number of proposed service changes/initiatives in her fit person entry 
programme self assessment. 
 
Written confirmation from a competent person dated 11 May 2010 was available 
stating that all the requirements of the statutory fire authority had been complied 
with. The insurance certificate was reviewed by the inspectors and was found to 
meet regulatory requirements. The Fire Officer from South Tipperary County Council 
had visited the premises on 26 October 2010 but, at the time of inspection, the 
person in charge reported that she awaited his findings. 
 
A new directory of residents was in place and it was maintained in an accurate 
manner. 
 
Monies for comforts and sundry items were held and securely stored on behalf of 
nine residents. Records of monies lodged, withdrawn and the purpose for which the 
money was required were maintained and signed by two staff members and the 
responsible family member where appropriate. 
 
Some improvements required  
 
The most significant improvement found was in the area of fire safety but there were 
still required improvements outstanding. New fire doors with self-closures were in 
place to each bedroom, fire exits were unobstructed and clearly illuminated. Training 
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records demonstrated that in 2010, 16 staff had attended training provided by a 
competent person on the use of fire-fighting equipment and safe evacuation in the 
event of fire, and training had been provided annually retrospectively. A certificate 
was available stating that all fire fighting equipment had been serviced to the 
required standard in April 2010. Fire detection systems and emergency lighting were 
serviced and remediable actions logged annually.  
 
However, the most recent service certificates available to the inspector were July 
2009 for the fire alarm and September 2009 for the emergency lighting. The provider 
told the inspector that recent works had been completed but certificates verifying the 
work had been sent to the owner of the premises, as he was liable for the costs 
incurred. The designated fire escape from the smoking room was manually locked, a 
key was available in a break glass unit but safety would be enhanced by automatic 
electronic release in the event of fire, a fire blanket should be placed in the room. 
The external ramp leading from one designated fire escape was unfinished, did not 
meet with level ground and lead out onto a very rough stoned area that required 
remedial work to accommodate the safe evacuation of dependent residents.  
 
No records were available and the provider confirmed for the inspectors that apart 
from quarterly and annual tests and services by competent persons of fire detection 
and fire fighting systems, no routine checks of fire escape routes, fire fighting 
equipment or the fire alarm were undertaken and recorded by staff. The centre-
specific fire safety management policy clearly stated that weekly audits as outlined 
were to be completed weekly. A fire evacuation plan and notices were now in place 
as requested by the Authority but, they were generic in nature and did not 
specifically identify for staff and residents precise centre-specific plans and 
procedures such as personal emergency evacuation plans for residents.  
 
An external consultant was contracted to provide a health and safety statement. This 
comprehensive document detailed duties, responsibilities and arrangements for safe 
working. The statement was supported by a recently implemented fire safety 
management policy, a risk management policy and an emergency plan. Risk 
assessments and detailed emergencies were comprehensive but collectively the 
documentation was not sufficient in that: 

 despite having been signed as reviewed by 17 staff some staff were not aware 
of the new health and safety statement; risk assessments were included that 
were of no relevance to the centre but this had not been noted by any staff 

 the nominated first aider confirmed for inspectors that she did not have 
current accredited basic life support or first aid training 

 collectively risk assessments did not address all of the specified but not 
exhaustive risks identified in the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) 

 there was no evidence of ongoing risk assessment conducted by staff.  
 
A statement of purpose was now available. This was a centre-specific, user-friendly 
document. It was compiled to comply with the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended); 
however, some details were missing including details of the professional registration, 
qualifications and experience of the registered provider/person in charge, the 
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maximum number of residents who will be accommodated and the total whole time 
equivalent (WTE) with management and nursing complements given by grade. 
 
A newly implemented complaints procedure was prominently displayed in the main 
hall and dining room. However, it did not contain clear details as to the operation of 
the independent appeals procedure or details of the person as identified in 
Regulation 39 (10) of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended). One 
complaint was logged in October 2009 and the record did not demonstrate evidence 
of review and discussion to identify learning and prevent a reoccurrence, or an 
evaluation of complainant satisfaction.  
     
Contracts of care were in place for each resident other than the most recently 
admitted resident who had been admitted five days prior to the inspection. Contracts 
while they outlined the fees applicable and the services to be provided to the 
resident were outdated and were not relevant to recent changes to financial 
reimbursement schemes or the current legislative and regulatory context of 
residential care. 
 
Copies of the National Quality Standards for Residential Care Settings for Older 
People in Ireland and the Health Act 2007 were available to staff but there was no 
copy of the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) 2009 (as amended) evidenced by inspectors. Staff spoken to were 
aware of the standards and demonstrated knowledge of them commensurate with 
their role and responsibilities. 
 
Significant improvements required  
  
Collectively, governance structures were poor. There was a registered general nurse 
on duty at all times but there was no definitive sustainable arrangement in place to 
ensure that this person was also the designated person in charge with overall clinical 
and organisational responsibility for all staff, residents and services. 
 
The person in charge does not work full time; this was evidenced from a review of 
staffing rosters and subsequently confirmed by the person in charge. A review of 26 
weeks worked indicated that she had worked full time (36 hours) for 10 weeks, 20 
hours per week for a further 10 weeks and only 12 hours per week for five weeks. 
Staff spoken to did attest to the availability and accessibility of the person in charge 
when she was not on duty but the clinical and operational imperative, and the 
legislative requirement for the person in charge to work full time was re-iterated by 
the inspectors. 
 
A new organisational structure was recently introduced and there was evidence that 
this was not discussed or explored fully with staff. Two existing staff members, one a 
staff nurse, the other a care assistant were appointed to key senior manager roles. 
All staff understood the requirement for a registered general nurse to be on duty at 
all times but staff, following this restructuring were unclear on roles, reporting 
relationships and the direction and supervision of staff. Post restructuring, no key 
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senior manager was directly responsible for the supervision of all staff; the potential 
implications of this were discussed at length with the registered provider.  
 
The arrangements for replacement of the person in charge on a routine or 
unexpected basis were unsatisfactory. A clinical key senior manager had been 
identified and on interview was knowledgeable, competent and aware of the 
responsibilities of this role. The key senior manager and the person in charge both 
agreed that the current desired personal working arrangements of this key senior 
manager made her unavailable at times to act as deputy and did not facilitate 
sufficient and appropriate replacement of and support to the person in charge. 
 
The premises is not owned by the provider and is on lease until February 2013. 
Inspectors were satisfied and the provider agreed that this had resulted in poor 
investment and maintenance of the premises. This was explored during interview 
with the provider by inspectors. The provider told inspectors that she did not have 
under the terms of the lease complete autonomy for the maintenance and upkeep of 
the building. She was willing to finance the maintenance of and improvements to the 
building as required but the owner had to be consulted on all changes, was directly 
responsible for all structural repairs and external maintenance, and had supervised 
access to the premises on a quarterly basis. Required fire-upgrading works, though 
the responsibility of the provider had been coordinated and paid for by the owner. 
There was no planned maintenance programme in place.     
 
A record of accidents and incidents from 2008 to date was reviewed; two incidents 
were logged for 2008, five in 2009 and one resident reported a fall in 2010. 
Documentation of each incident was sufficient but the inspectors were not satisfied 
that the incidence of accidents and incidents as recorded was proportionate to the 
dependency levels, cognitive status and levels of mobility observed. On further 
discussion, staff reported two separate incidents one where a resident had struck 
another and an accident where a resident had sustained a skin-tear; there was no 
record of these incidents.  
 
The provider/person in charge confirmed for inspectors that there was no system or 
plans for the introduction of a system for reviewing on an ongoing basis the quality 
and safety of care and services provided to residents, staff and visitors.  
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2.      Quality of the service 
 
 
Outcome: Residents receive a good standard of service, appropriate 
treatment and are treated with courtesy and respect. 
 
A quality service is one where residents are protected from harm or abuse, 
where practice is person-centred, where rights are protected, where 
residents are enabled to play an active part in the centre and where 
management, staff and residents work together towards continuous 
improvement. 
 
Evidence of good practice 
 
The provider/person in charge and all staff were observed and heard to be respectful 
when speaking of and interacting with residents; this was confirmed in residents and 
relatives’ comments. Bedrooms and bathroom doors were observed to be closed 
while staff attended to the care needs of residents; staff were observed to knock and 
wait before entering resident’s bedrooms. 
 
All of the residents confirmed for the inspector that they had access to regular 
religious services in line with their religious beliefs.  
 
Inspectors were satisfied with the variety and quality of food stocks observed and as 
evidenced in food delivery records, and the appearance and quality of meals 
provided was good. Dining tables were attractively and invitingly set and meals were 
individually plated from the main kitchen that was directly adjacent to the dining 
room. Catering staff maintained a list of residents’ birthdays and told the inspector 
that a birthday cake was provided to mark each birthday. 
 
Personal laundry services were provided and residents were satisfied that their 
clothing was appropriately cared for. Items of clothing were seen to be discreetly 
marked with the resident’s name and wardrobes were tidy. 
 
Some improvements required  
 
Some residents were observed to have “bibs” in place for their meals but these were 
in place long before meals commenced and in some cases a towel rather than a bib 
was used. While adequate staff supervision and assistance was available, some staff 
remained standing while assisting residents with their meals. Both practices were not 
conducive to promoting the dignity and a positive sense of self for residents and 
require reflection and review.  
 
Inspectors were not satisfied that residents’ views and choices informed the menu 
and meals that they received. Some residents told inspectors that individual dietary 
preferences and choices were facilitated while other residents did not. There was no 
formal evidence of residents’ likes, dislikes or preferences or that they had influenced 
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the daily menu; there was evidence that the menu observed which offered an explicit 
choice was very recently introduced. A menu offering choice was in place for lunch 
on both days of inspection and inspectors saw that residents were offered a choice at 
both lunch and supper but, residents told inspectors that they had not seen the 
menu before. A different menu was displayed in the main kitchen and in the nurses’ 
station that offered a daily choice but not a choice at each meal and staff spoken to 
confirmed that this menu was in place for some time and had been devised and 
implemented by the provider. Staff could not offer a rationale as to why there were 
two differing menus in place. Catering staff spoken to demonstrated commitment, 
ability and willingness to improve and provide a quality catering service to residents. 
 
Residents had no facility to lock their bedroom doors and staff clearly articulated to 
the inspectors that this had never been considered by them due to fears for resident 
safety in the event of fire. At least two residents with a cognitive impairment were 
observed to exhibit wandering type behaviour and another resident complained to 
the inspectors that one of these residents went into her room and sat on her bed. 
The provision of locks that allow for facilities to be accessed by staff in defined 
circumstances and meet fire safety regulations should be explored and risk assessed. 
 
While residents told inspectors that they had choice and flexibility in their daily 
routine, records demonstrated a task orientated approach to resident care. Staff 
maintained a “shower book”, a review of which demonstrated that residents were 
routinely showered once a week on a prescribed day. A collective record of each 
resident’s pattern of bowel elimination was also maintained. The privacy and dignity 
of each resident would be enhanced by an individualised record maintained in each 
resident’s plan of care and supported by a validated elimination assessment tool 
rather than subjective opinion. 
 
Significant improvements required  
  
One of the key senior managers told the inspector that she had undertaken the 
Health Service Executive (HSE)“Train the Trainer” programme and facilitated 
education and training in the prevention and detection of elder abuse with all staff. 
Some staff spoken to confirmed they had watched the HSE educational resource 
DVD. However, one staff member employed for some time told the inspector that 
she had not watched it yet, and other staff did not articulate sufficient learning or 
clearly demonstrate that they understood the importance of their own role in the 
protection of residents. There were no elder abuse training records for staff available 
to inspectors.  
 
Previous inspections had highlighted the lack of meaningful engagement and 
occupation for residents and the findings of this inspection concurred with previous 
findings and demonstrated little significant improvement. While inspectors observed 
that residents now had care plans for recreational and social activity, planned 
interventions were basic, lacked a person-centred focus and demonstrated poor 
knowledge of the resident’s life story, demography and biographical details. For 
example, the only planned intervention for one resident was family visits while the 
planned interventions for other residents were not evidenced in practice. Again, 
residents were observed to spend prolonged periods with little to occupy them, 
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stimulate them or engage them in a way that was meaningful and psychosocially 
beneficial to them. A documented activities programme was in place but it lacked 
substance and was dependent on care staff facilitating activities such as board 
games and card playing which they were observed to do, but they also had to cease 
activities to attend to the care needs of residents. On the first afternoon of inspection 
10 residents seated in the communal area, were asked by inspectors if they had any 
planned activity for the afternoon, they did not know of any; however, “resident 
chatting” was identified on the activity schedule. One resident told the inspector that 
she just “sits and sleeps” while another said that she found the days very long and 
looked forward to her daughter calling to take her for a walk. Staff confirmed for 
inspectors that younger, well and independently mobile residents were never taken 
for walks outside by staff although they agreed that there was no apparent reason 
why this could not be done. A record of activities undertaken with residents had been 
maintained up to July 2010; when reviewed by inspectors it demonstrated that 
activities had only taken place three afternoons a week and included mass. The only 
evidence of links with the local community was a group that visited on a Monday 
afternoon; residents told the inspectors of their enjoyment of this visit. The person in 
charge reported that the exercise programme “Fit for Life” was due to commence on 
25 October 2010 and while welcome, its commencement was outstanding from the 
implementation of the actions of the last inspection in April 2010. 
 
There was no formal mechanism in place or evidence to substantiate that the 
residents were consulted or informed as to the organisation of the centre, that their 
views were sought either collectively or individually and used to influence and 
improve upon the delivery of services. The provider/person in charge told inspectors 
that they had tried to establish a residents’ committee but residents had not 
demonstrated any great interest; less formal and individualised communication and 
consultation had not been considered.    
 
Inspectors were not satisfied that the practice and documentation of restraint was in 
line with best practice and regulatory requirements. Inspectors observed and staff 
confirmed that bedrails were in use for approximately 25% of all residents, A review 
of residents’ records demonstrated that while a restraint assessment was in place 
they were not signed by residents, staff or responsible family members as 
appropriate. In one case nursing staff had documented that bedrails were applied at 
the request of the family as opposed to a clear and justifiable clinical rationale.  
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3. Healthcare needs 
 
 
Outcome: Residents’ healthcare needs are met. 
 
Healthcare is integral to meeting individual’s needs. It requires that 
residents’ health, personal and social care needs are assessed and 
reviewed on an ongoing basis, within a care planning process, that is 
person centred. Emphasis is firmly placed on health promotion, 
independence and meaningful activity. 
 
Evidence of good practice 
 
Inspectors observed that prompt medical review and treatment in response to illness 
was facilitated. There was a responsive out-of-hours medical service available. There 
was evidence of referral to the acute hospital services for assessment, diagnosis and 
treatment. Residents had ongoing access to chiropody services and there was 
evidence of current optical review in line with assessed needs. Influenza vaccination 
for residents for the current season had been facilitated and residents’ weights and 
vital signs were recorded monthly. The provider had recently sourced an in house 
physiotherapy service for residents. One-to-one assessments and focus groups were 
provided once a week on a Friday by a currently registered physiotherapist. Records 
reviewed demonstrated comprehensive baseline assessment of gait, posture, 
balance, strength and mobility. A daily nursing record was maintained for each 
resident. 
 
Residents were now observed to have access to a plentiful supply and variety of 
fluids both at mealtimes and throughout the day. Staff were observed to provide 
more dependent residents with fluids at regular intervals.    
 
Some improvements required  
 
Inspectors saw that staff maintained records of fluid intake and output for some 
residents. Some records; however, did not have a cumulative total and therefore 
could not have been constructively utilised as intended to monitor and evaluate the 
residents intake of fluids and implement appropriate interventions where necessary.  
 
A review of medical records demonstrated that the medical review of some residents 
was still not current or comprehensive. One resident’s medical record demonstrated 
that while they had been medically reviewed in October 2010 the review prior to that 
was in March 2010. Nursing staff and medical personnel were both documenting in 
the medical record making it difficult to establish the frequency and consistency of 
medical review by the relevant general practitioner (GP). Another record reviewed 
demonstrated that while the resident had been appropriately referred to the acute 
hospital service for investigation and diagnosis there was no formal discharge 
information on file outlining details of investigations made, diagnosis and treatment 
recommendations. In the absence of such information it was not possible for staff to 
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plan and inspectors to evaluate the appropriateness of care and treatment delivered 
to the resident.  
 
Significant improvements required  
 
While the inspectors found some evidence of improvements made in medication 
management, these were superseded by evidence of continuing poor and unsafe 
practice in the prescribing, administration and storage of medications including 
scheduled controlled drugs. A comprehensive evidence based medication policy was 
now in place, a medication trolley had been provided and observed to be stored and 
secured correctly, and residents’ medication prescription records had been reviewed 
and signed by their GP on a three-monthly basis. All of these positive interventions; 
however, were compromised by continuing non-adherence to policy and regulatory 
guidelines in practice as follows: 
 
The person in charge reported that there were no scheduled controlled drugs in use 
and therefore there were no current required records. However, inspectors noted a 
resident with a prescription for Butrans 5mg patches, a schedule two controlled drug. 
No member of the nursing staff including the person in charge was aware of its 
status and consequently the management of the drug was not in line with legislative 
and regulatory requirements. 
  
Nursing staff transcribed prescription records and their practice was not in line with 
local policy or regulatory requirements. Transcribed records were not signed or dated 
by the transcribers or co-signed by a witness and this was compounded by the fact 
that the original medical prescriber prescribed the medication in its generic format 
and nursing staff altered this to its trade name when transcribing. This is unsafe 
practice and outside of the nurses’ medication management scope of practice. 
   
Medication was administered to one resident in an altered format, crushed, where it 
had not been clearly prescribed to do so by the GP as required by legislation, nursing 
staff were observed to dispose of a wasted medication in a very unsafe manner. 
 
A resident with a pro-re-nata (PRN) prescription (medication that is not scheduled or 
required on a regular basis), had this medication administered daily on a regular and 
consistent basis. In line with best practice and local policy, any PRN medication that 
is required on a regular basis requires GP review of the resident and their medication 
to establish its appropriateness and efficacy.   
 
Each resident had an integrated record of medical review and treatment and his or 
her nursing plan of care. Each care plan commenced with a basic comprehensive 
assessment augmented by a suite of validated assessment tools for dependency, 
cognitive status, risk of falls, risk of pressure sore development and manual handling 
risk. Inspectors reviewed seven care plans and found:  

 not all care plans and assessment tools had been re-evaluated on a three-
monthly basis or more frequently as required  

 one resident did not have her falls risk or pressure sore risk re-evaluated  
since July 2010 and this was not in line with her previous assessments and 
actual presentation and needs 
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 identified interventions such as hip protectors were not implemented in 
practice 

 there was no evidence of and staff confirmed for inspectors that residents and 
their responsible family member where appropriate were not involved in the 
care planning process; this had previously been requested by the Authority  

 manual handling plans though evidenced were not completed 
 the daily flow sheet (a daily numeric record of care delivered) was 

inappropriately used and completed on a three-monthly basis.    
 
Wound prevention and management was poor and there was evidence that practice 
was not informed by a strong evidence base. Two pressure sore risk assessment 
tools were observed in practice. One resident assessed as high risk of pressure sore 
development had both of these tools unnecessarily in place yet neither had been re 
evaluated since July 2010. Despite the assessment finding the resident had not been 
provided with any pressure relieving equipment as a preventative intervention. The 
provision of and use of such equipment in general was very poor. One resident had a 
pressure-relieving mattress in-situ but inspectors observed that it was turned off and 
deflated when the bed was unoccupied on both days of inspection. Staff spoken to 
told the inspector that the mattress was switched on when the resident was put back 
into the bed; staff were not aware that this significantly compromised the therapeutic 
benefit of the equipment to the resident. Another resident with a longstanding 
pressure sore had been supplied with a pressure relieving mattress insufficient and 
inappropriate to her assessed needs as documented. The wound assessment chart of 
one resident had been discontinued despite the fact that a dressing to the wound 
was still required and applied. When asked to identify to the inspector how wound 
measurements were attained, nursing staff indicated the wooden ruler kept on the 
office desk and a measuring tape stored in a drawer.  
 
The management of residents demonstrating evidence of compromised nutritional 
intake was insufficient and inconsistent, not in line with best practice and the centre 
specific policy on nutrition. Nutritional practice was not supported by the advice and 
recommendations of the appropriate health care professionals such as speech and 
language therapy and dietetic services. Nursing staff had decided to crush the 
medication of one resident and alter the consistency of fluids offered with a 
thickening agent, this resident and two other residents were also offered a diet of a 
modified consistency. Decision making was not informed by an assessment 
undertaken by the appropriate healthcare professional with the required knowledge 
and competency. There was no evidence of current referral to speech and language 
therapy and no formal swallow care plans despite the fact that one resident was 
formally assessed as at risk of aspiration in 2006.  
 
There was no formal process of communication between catering and nursing staff 
of individual and specific dietary requirements and catering staff had received no 
training on the preparation of modified consistency diets. One resident with 
documented weight loss was provided with a nutritional supplement but did not have 
a current prescription for it and there was no evidence that referral to a dietician as 
medically recommended had actually taken place; nursing staff confirmed this. The 
Malnutrition Universal Screening Tool (MUST) was not implemented in practice as 
recommended by local policy.      
 

Page 18 of 55 



 
 
4. Premises and equipment: appropriateness and adequacy 
 
 
Outcome: The residential care setting provides premises and equipment 
that are safe, secure and suitable. 
 
A good physical environment is one that enhances the quality of life for 
residents and is a pleasant place to live. It meets residents’ individual and 
collective needs in a comfortable and homely way, and is accessible, safe, 
clean and well-maintained. Equipment is provided in response to the 
assessed needs of each of the residents and maintained appropriately. 
 
Evidence of good practice 
 
All internal and external areas of the premise were inspected. The premises was 
visibly clean, cleaning schedules were in place and currently completed, and 
household staff were observed to attend to environmental cleaning on both days of 
inspection. Household staff were employed for a minimum of five hours every day. 
Hand-sanitisers were strategically located throughout.  
 
Adequate communal space for the number of residents accommodated was provided 
and residents had access to separate dining facilities. Adequate toilet and bathroom 
facilities were in place to meet the number and assessed needs of residents and 
these were conveniently located to bedrooms, communal and dining areas. The 
premises provided safe and sufficient circulation areas for residents. Residents’ 
bedrooms were personalised with personal possessions such as photographs, 
ornaments and religious items. Separate storage space was provided for each 
resident in shared rooms and the provider was in the process of providing lockable 
storage space for residents, four had been provided at the time of inspection. 
 
The kitchen was adequately equipped, organised and clean and monitored by the 
relevant Environmental Health Officer (EHO). The inspector saw the most recent 
inspection report and no major infringements were noted. The Hazard Analysis and 
Critical Control Points (HACCP) food safety management system was in place and 
kitchen staff were trained in its implementation.   
 
Consignment notes for the three-monthly removal of clinical waste by a licensed 
person were available. 
 
Some improvements required  
  
A ramp to the main entrance had been provided but a residual step up remained and 
necessitated a manual handling manoeuvre with wheelchairs etc. and was therefore 
a potential risk and not universally accessible. The magnetic locking system on the 
main front door was difficult to secure properly due to a fault, someone not familiar 
with this may inadvertently fail to secure the door creating a risk to resident safety. 
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The stairwell to the first floor is unguarded and should be discreetly secured to 
ensure that ambulant residents do not have access to upstairs. 
 
Inadequate storage was available for equipment, wheelchairs were stored in the 
main hall, the hoist and mobility aids were stored in the bathroom. 
 
The external clinical waste bins were unlocked and one was inappropriately full of 
waste other than clinical waste. 
 
While a secure outdoor area for residents had now been provided with seating, table 
and parasol and more independent residents confirmed for the inspectors that they 
had access to this area, it was not safely accessible or usable by more dependent 
residents or those requiring the assistance of mobility aids due to the lack of a level 
solid surface where the ramp ended.  
 
Bed screens in shared bedrooms did not completely enclose each bed space but, 
simply divided one occupant from another and not from any other person that may 
enter or walk about the bedroom.     
 
Significant improvements required  
 
Service records were available for equipment including beds, wheelchairs and the 
hoist for assisting in moving techniques in resident care; these had all been serviced 
in September 2010. In general; however, the standard and condition of furnishing 
and equipment observed including that directly required for resident care was poor 
and not therapeutically appropriate to the residents’ assessed needs. Frail older 
residents, with the exception of one, had not been provided with therapeutic seating 
despite the fact that much of their life was now spent in a chair. They were provided 
with universal seating of a domestic type not appropriate to individual seating and 
posture requirements, the covering on some was torn and damaged, on others was 
permeable and not suitable to effective cleaning, infection prevention and control. No 
fire retardant certificates for furniture and furnishings were available. Chairs were 
without wheels and this resulted in extra manual handling for residents and staff, an 
action that was distinctly uncomfortable for one resident as observed by inspectors; 
chairs did not facilitate the integration of all residents into the main dining room, 
again because chairs were not moveable. There was a definitive absence of pressure 
relieving seating and equipment observed and residents were seated on pillows and 
domestic type cushions. These were of no therapeutic benefit to residents and were 
not in line with infection control best practice. The frames of the shower chair, some 
beds and bed-tables were corroded, rusted, and not conducive to resident safety and 
dignity, effective cleaning and infection prevention.     
 
Laundry systems and work practices were not in line with local policy, best practice 
or national guidelines on infection prevention and control. There was no stock of 
personal protective equipment in the laundry. Linen bins facilitated the segregation 
of soiled or potentially infected linen. However, alginate or water soluble bags were 
not available to staff for soiled or infected linen; staff confirmed that they manually 
sluiced soiled linen. The industrial washing machine was out of order and was used 
to store stocks of washing powder. Laundry duties were the responsibility of all care 
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assistants but not all staff had received education on the safe handling of used and 
soiled linen or general infection prevention and control. The laundry was not 
equipped with suitable and sufficient worktops and racking for sorting, drying and 
storing laundry. 
 
Carpet was in place in main circulation areas and in the majority of bedrooms; 
although visibly clean the atmosphere in some bedrooms was malodorous, 
oppressive and offensive. This was not helped by the fact that despite the convenient 
location of toilets, commodes were observed in nine of the fifteen bedrooms. The 
necessity for this practice requires review and all carpeting requires replacement with 
impermeable non-slip flooring that is safe and facilitates effective cleaning including 
spillages of blood and other body fluids. 
 
The sluice room was clean and tidy; however, it was used to store the clinical waste 
bin and was unlocked on both days of the inspection. Given the resident profile 
observed by the inspectors, this posed an unnecessary hazard to residents. There 
was no bed pan washer available but, the provider gave the inspector documentation 
confirming that she was in the process of purchasing one. 
 
Minor issues to be addressed  
 
There was no separate designated room for residents to have clinical examinations, 
consultations or therapies if required. 
 
There were no additional toilet facilities that are wheelchair accessible identified for 
visitors’ use. 
 
The current quiet room/visitors room is multi-purpose and was observed to be used 
at all times by residents and staff and is also a thoroughfare to bedrooms posing 
challenges to ensuring privacy for relatives and other visitors.  
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5. Communication: information provided to residents, relatives 

and staff  
 
 
Outcome: Information is relevant, clear and up to date for residents. 
 
Information is accessible, accurate, and appropriate to residents’ and staff 
needs. Feedback is actively sought from residents and relatives and this 
informs future planning and service provision. Information is recorded and 
maintained in accordance with legal requirements and best practice and is 
communicated to staff on a need to know basis to ensure residents’ 
privacy is respected.   
 
Evidence of good practice 
 
Residents had ready access to televisions and radios, and a plentiful supply and 
variety of newspapers were available and residents were seen to enjoy them. 
Residents and relatives comments confirmed that all staff were approachable and 
accessible. Relatives’ comments demonstrated that they were always contacted 
either by phone or in person whenever staff had a concern about their family 
member’s health or general well being. 
 
A visitor’s book was in place and strategically located in the main hall, entries were 
current. Information of relevance to residents and relatives was displayed in the 
main hallway including posters announcing the inspection by the Authority, fire 
action notices, information on hairdressing, chiropody, religious services and the 
forthcoming Christmas party.  
 
Staff files reviewed demonstrated that staff had agreed to and signed a 
confidentiality agreement in relation to their work and resident information. No 
personal information pertaining to residents was observed to be inappropriately 
displayed. 
 
The most recently admitted resident was observed by inspectors to receive frequent 
phone calls from friends and relatives and these were facilitated by staff who gave 
the resident the hands free telephone to use in the privacy of her own room. A call-
bell system was in place and residents reported that staff always responded to call-
bells quickly. The inspector rang a bell in a resident’s room and it was responded to 
promptly. 
 
Some improvements required  
 
The Residents’ Guide was now in place, it was centre specific and clearly presented; 
however, it did not contain all of the required information. Omitted from the 
Residents’ Guide were details of the most recent inspection report, the address and 
telephone number of the Chief Inspector and the terms and conditions in respect of 
accommodation to be provided to the resident. Copies of the Residents’ Guide were 
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available to residents, four residents told inspectors that they were given it very 
recently, it had not been discussed with them and they were not quite sure what it 
was for or what they were to do with it.  
 
There was an absence of signage such as pictorial signage, whiteboards and reality 
orientation cues. 
 
While records of deceased and discharged residents had been retained as legally and 
legislatively required, they were stored in a drawer with the current staff files. The 
drawer was locked but it was untidy with no distinct segregation of records.  
 
Significant improvements required  
 
Staff in general were observed to be kind, caring, patient and respectful to residents 
on a one-to-one basis but, in general there was a marked absence of interaction 
between staff and residents. Mealtimes were exceptionally quiet with little social 
engagement or meaningful conversations despite the fact that staff were attentive to 
residents needs. There were prolonged periods of silence observed in both 
communal rooms where the only form of communication was the television and 
residents sat either sleeping or disengaged.  
 
Some staff were observed to enter the communal areas, observe and supervise but 
not communicate with residents, care activities such as the administration of 
medication were not viewed as opportunities to engage and interact with residents. 
Inspectors; however, found that residents welcomed diversion, company and 
conversation and demonstrated an interest in the work of the inspectors.    
 
Inspectors found that the provider had made a determined effort to provide policies 
and procedures as prescribed by the Health Act 2007 (Care and Welfare of Residents 
in Designated Centres for Older People) Regulations 2009 (as amended). While 
achieving compliance in so far as that the full range of policies were in place, practice 
did not reflect policy. Staff told inspectors that they were aware of the introduction of 
the new policies and procedures but, they were not involved in their implementation 
and they had not had time to read them all; there was no implementation strategy 
identified or planned.  
 
The lack of implementation was compounded by the fact that a suite of old policies 
had not been removed and was still stored with the new policies so that to the 
observer including the inspectors it appeared that many policies were duplicated and 
it was unclear what policy was actually applicable in practice. Inspectors were not 
satisfied that policies had been reviewed and informed by the appropriate clinical 
staff to evaluate and establish their appropriateness to the services provided. There 
was no evidence of a planned education and training programme to ensure that staff 
had the required skills and competencies to implement the policies in practice.  
 
Verbal handover between nursing staff took place at each change of shift. The 
inspectors were present for one such handover that discreetly took place in the 
nurses’ station and information on each individual resident’s holistic care was 
exchanged. Care assistants; however, told inspectors that information was given to 
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them in an unstructured and inconsistent manner and sometimes they read patient 
care information themselves so as to elicit the required information. This was also a 
finding from the first inspection. All staff directly involved in the provision of resident 
care must have available to them all the necessary information to enable them to 
deliver care that is safe and appropriate.  
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6. Staff: the recruitment, supervision and competence of staff 
 
 
Outcome: Staff are competent and recruited in sufficient numbers to meet 
residents’ needs. 
 
Staff numbers and skill-mix are determined by the size and complexity of 
the service and there should be sufficient competent staff on duty, both 
day and night, to meet the needs of residents. Robust recruitment and 
selection procedures ensure the appointment of suitably qualified and 
experienced staff. Staff are supported in their work by ongoing training 
and supervision. 
 
Evidence of good practice 
 
Inspectors were satisfied that the number and skill mix of staff were sufficient to 
meet the number of residents accommodated and their assessed dependency levels. 
A staff roster was in place and a review of staff rosters demonstrated that staffing 
levels were consitent. Staff described to inspectors appropriate mechanisms for the 
delegation and supervision of duties and tasks on a daily basis. 
 
Two care staff had been facilitated by the registered provider/person in charge to 
undertake the Further Education and Training Awards Council (FETAC) Level 5 and 
staff spoken to confirmed that they had undertaken all required eight modules. 
Certificates of successful completion were not yet available for inspection. 
 
Evidence of current registration (2010) with their regulatory body was available for 
all nursing staff employed. 
 
Staff spoken to enjoyed their work and liked working in the centre. 
 
Some improvements required  
  
Staff and the person in charge confirmed that there was no staff appraisal system in 
place. The person in charge told the inspector that she understood the purpose and 
benefit of staff appraisal but she had no definite plan to introduce one.  
 
Significant improvements required  
 
As requested since the last inspection, the provider had put in place a written policy 
and procedure for the recruitment of staff in line with best practice; however, there 
was evidence that the policy was not implemented in practice. The recruitment of 
one recent staff member was reviewed and employment was offered and undertaken 
without evidence of a full employment history, proof of Garda Síochána vetting, three 
written references or evidence of verification of information given to the provider by 
the staff member. One of the key senior managers confirmed to the inspectors that 
the employee had received only four hours induction before assuming responsibility 

Page 25 of 55 



for the centre and the residents; other staff spoken to confirmed for the inspectors 
that they had received very little or no induction on commencement of employment. 
 
The inspectors reviewed five staff files and while effort had been made since the last 
inspection to source the required information, staff files were incomplete on this third 
inspection. Missing items included full employment history and proof of Garda 
Síochána Vetting.  
 
There was no planned staff training and development programme. Records of 
education and training undertaken by staff were held in individual staff files. 
Fourteen staff were employed at the time of inspection and the inspectors reviewed 
ten staff files. Nine staff had received manual handling training, catering staff had 
accredited food safety training, two staff had infection control training, and two staff 
had completed one module to Further Education and Training Awards Council 
(FETAC) Level 5. There was a dearth of education and training specific to the needs 
of residents as observed and assessed and specific to the findings of this and 
previous inspections such as wound management, medication management, infection 
control, nutrition, person centred care and caring for persons with dementia.  
 
Staff facilities for changing while provided were very poor. These were 
accommodated in the attic-type first floor and consisted of a room with no apparent 
heating, no seating and no lockers for personal belongings; there was a table and 
two open shelves where staff stored their outdoor clothing and personal belongings. 
Staff facilities in line with infection control guidance were not available. This resulted 
in household staff using the facilities for catering staff to shower and change before 
undertaking kitchen assistant duties. This undermines the purpose and objective of 
segregated catering facilities in the cycle of safe food management.    
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Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the provider 
and one key senior manager to report on the inspectors’ findings, which highlighted 
both good practice and where improvements were needed.  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
 
Action Plan 

 
 
Provider’s response to inspection report* 
 

 
Centre: 

 
Woodside House Nursing Home 

 
Centre ID: 

 
0306 

 
Date of inspection: 

 
23 November 2010 and 24 November 2010 

 
Date of response: 

 
24 January 2011 

 
Requirements 
 
These requirements set out what the registered provider must do to meet the Health 
Act 2007, the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009 (as amended) and the National Quality Standards 
for Residential Care Settings for Older People in Ireland. 
 
1. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The person in charge does not work full time. 
 
Existing governance arrangements allow for a nurse on duty at all times but not in 
charge of the designated centre. 
 
The organisational structure was unclear. 
 
Action required:  
 
Ensure that the post of person in charge of the designated centre is full time and that 
the person in charge is a nurse with a minimum of three years experience in the area of 
geriatric nursing within the previous six years. 
 
 
 

                                                 
* The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Action required:  
 
Ensure that there is an appropriately qualified registered nurse on duty and in charge of 
the designated centre at all times and a record thereof maintained.  
 
Action required:  
 
Put in place in consultation with all staff a clearly defined management structure that 
identifies the lines of accountability and authority, specific roles and responsibilities and 
that supports and promotes the delivery of quality care services. 
 
Reference:  

Health Act 2007 
                   Regulation 15: Person in Charge 
                   Regulation 16: Staffing 
                   Standard 27: Operational Management  
                   Standard 29: Management Systems 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The person in charge now works 36 to 45 hours per week. 
 
There is a registered nurse on duty and in charge of the centre at 
all times. 
 
All employees report to the person in charge. When the person in 
charge is not on duty the deputy nurse in charge will take over. 
Where both the person in charge and the deputy nurse in charge 
have worked their maximum hours, on the odd day the manager 
will be on duty with a registered nurse, but the manager cannot 
take over the role of the nurse and clinical matters and all staff are 
aware of this. 
 

 
 
Completed 

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Staff were not recruited in line with best practice recruitment procedures and regulatory 
requirements. 
 
Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless the 
person is fit to work at the designated centre and full and satisfactory information and 
documents specified in Schedule 2 have been obtained in respect of each person. 
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Action required:  
 
Put in place recruitment procedures to ensure the authenticity of the staff references 
referred to in Schedule 2. 
 
Action required:  
 
Provide full and satisfactory information in relation to all staff in respect of the matters 
listed in Schedule 2 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 18: Recruitment 
                   Standards 22: Recruitment  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All new staff members will be recruited in line with best practice and 
information attained as outlined in Schedule 2. 
 
Recruitment procedures are in place. 
 
All members of staff missing information from their files have been 
asked to produce it as soon as possible. 
 

 
 
Completed 
 
 
Completed 
 
18 February 2011   

 
3. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
The statement of purpose and function did not contain all the information required as 
outlined in the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009 (as amended). 
 
Action required:  
 
Compile a statement of purpose that consists of all matters listed in Article 5 and 
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 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The statement of purpose has been adjusted in respect of Article 5 
and Schedule 1 of the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 
(as amended). 
 

 
 
Completed 

 
4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
  
Some risk assessments were not specific to the centre. 
  
Collectively, risk management policy, health and safety documentation and the 
emergency plan did not address all of the risks as set out in the legislation.  
 
Action required:  
 
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.   
 
Action required:  
 
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.  
 
Action required:  
 
Ensure that a record is maintained of all accidents affecting the resident and any other 
incident which is detrimental to the health or welfare of the incident. 
 
Action required:  
 
Ensure that the risk management policy and procedure covers the arrangements for the 
identification, recording, investigation and learning from serious or untoward incidents or 
adverse events involving residents. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
Risk assessments are being discussed with staff members. They will 
be fully printed and shown to staff for any feed back. 
 
All accidents, incidents and near misses are now documented in the 
accident book. 
 

 
 
18 February 2011 
 
 
Completed 

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
Wound prevention and management was not guided in practice by evidenced-based 
nursing care. 
 
All residents assessed as being at high risk of developing pressure sores had not been 
provided with the appropriate pressure-relieving equipment. 
 
Where pressure relieving equipment had been provided, it was inappropriately used. 
 
Action required:  
 
The person in charge will implement a wound prevention and management policy that is 
evidence-based and adheres to best practice guidelines.  
 
Action required:  
 
The person in charge will ensure that all staff receive training in, are familiar with, and 
implement this policy and procedure so that a high standard of evidence-based nursing 
practice is delivered to the resident. 
 
Action required:  
 
Provide residents with such support, equipment and facilities as may be required by 
them to maintain their welfare and wellbeing having regard to their dependency and  
needs as set out in their care plan. 
 
Action required:  
 
Provide training for all staff on the appropriate use of therapeutic equipment and 
implement a system to audit the correct use of such equipment. 
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Reference:   
Health Act 2007 

                   Regulation 25: Medical Records 
                   Regulation 8: Assessment and Care Plan 
                   Regulation 6: General Welfare and Protection 
                   Regulation 19: Premises 
                   Standard 11: The Resident’s Care Plan 
                   Standard 29: Management Systems 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Best practice guidelines in wound prevention and management is 
now. 
 
We are waiting on dates from an external education facilitator to do 
the wound management course, no date set yet, waiting on reply. 
 
We are enquiring about another air mattress and plan on getting 
new chairs in the sitting room that will be of therapeutic benefit to 
residents. 
 
All staff will be trained on the use of therapeutic equipment. 
 

 
 
Completed 
 
 
15 April 2011 
 
 
April 2011 
 
 
 
28 February 2011 

 
6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Nursing staff did not adhere to An Bord Altranais guidelines, legislative and regulatory 
requirements on the prescription, administration and storage of medications including 
scheduled controlled drugs.  
 
Medication management practice was not in line with the centre’s own medication 
management policy. 
 
Action required:  
 
Ensure by providing education and any other means that all medication practices and 
procedures are compliant with current legislation and An Bord Altranais guidelines. 
 
Action required:  
 
Ensure that staff are familiar with and adhere to policies and procedures in relation to 
the handling and disposal of unused or out of date medicines. 
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Reference:   
Health Act 2007 
Regulation 25: Medical Records 
Regulation 33: Ordering, Prescribing, Storing and Administration of  
Medicines   

                   Standard 14: Medication Management                                
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We are also waiting for dates on medication management and no 
details are available yet. 
 
Staff are familiar with the policies and procedures regarding the 
handling and the disposal of unused or out of date medicines. 
 

 
 
15 April 2011 
 
 
Completed. 

 
7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Restraint practice and recording of the use of restraint was not in line with best practice, 
national guidelines and regulatory requirements. 
 
Action required:  
 
The provider will review the policy and practice of restraint and aim towards a restraint-
free environment for all residents. If restraint is used it is as a last resort. Policy and 
practice shall adhere to best practice guidelines.  
 
Action required:  
 
Accurate documentation shall be maintained of assessment, consent, the nature of the 
restraint, review, removal of the restraint, and opportunity for motion and exercise and 
all other matters as prescribed so as to comply with best practice, policy and regulatory 
requirements in relation to restraint.  
 
Action required:  
 
Provide residents and their representatives with the information required to make an 
informed decision about any proposed medical intervention or treatment. Written 
consent reflects this discussion and is specific to the proposed intervention, treatment or 
care giving. 
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Reference:   
Health Act 2007 

                   Regulation 6: General Welfare and Protection 
                   Regulation 10: Residents’ Rights, Dignity and Consultation 
                   Regulation 25: Medical Records 
                   Standard 3: Consent 
                   Standard 21: Responding to Behaviour that is Challenging 
                   Standard 29: Management Systems 
                   Standard 24: Training and Supervision  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The policy and practice of restraint has been reviewed. 
 
All residents with restraints are being reviewed and practice will be 
adjusted and documented accordingly. 
 
All information will be provided to residents and relatives to make 
an informed decision about restraint and this shall be documented. 
 

 
 
Completed. 
 
10 February 2011 
 
 
10 February 2011 

 
8. The person in charge has failed to comply with a regulatory requirement in 
the following respect: 
 
Care plans were not re-evaluated on a three-monthly basis or sooner where the 
resident’s condition and previous assessment indicated that it should have been.  
 
Care plans did not accurately reflect the care implemented in practice. 
 
Action required:  
 
The person in charge shall ensure that the care plan is accurately completed in line with 
professional standards and best practice, accurately reflects the assessment findings and 
sets out in detail the action to be taken by staff. 
 
Action required:  
 
Ensure that the care plan is formally re-evaluated by staff in consultation with the 
resident and/or his/her representative and updated as indicated by the resident’s 
changing needs and circumstances and no less frequently than at three-monthly 
intervals.  
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Reference:   
Health Act 2007 

                   Regulation 8: Assessment and Care Plan 
                   Regulation 25: Medical Records 
                   Standard 4: Privacy and Dignity 
                   Standard 11: The Resident’s Care Plan  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Care plans are all in the process of being updated and will be 
reviewed every three months or sooner as necessary. 
 
Care plans are being discussed with residents and will be updated in 
line with their changing needs. 
 

 
 
31 May 2011 
 
 
31 May 2011 

 
9. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The provider did not have complete autonomy for the maintenance and upkeep of the 
designated centre. 
 
Action required:  
 
Ensure that the premises is kept in a good state of repair externally and internally and 
suitable for the purpose of achieving the aims and objectives of the centre as set out in 
the statement of purpose.  
 
Reference:   

Health Act 2007 
                   Regulation 19: Premises 
                   Standard 25: Physical Environment  
                   Standard 27: Operational Management 
                   Standard 29: Management Systems 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We are meeting with the owner of the premises on the 25 January 
2011 to show him the report and what is being requested by the 
Authority. We will inform the Authority of the outcome of the 
meeting. If the landlord agrees to do the works requested we hope 
to have them completed by the end of April or sooner. 
 

 
 
30 April 2011 
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10. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The complaints policy and procedure was not fully compliant with regulation 39. 
 
There was no evidence of review and learning from complaints. 
 
Action required:  
 
Have a person available, independent to the person nominated in regulation 39(5), to 
ensure that all complaints are appropriately responded to and that the person 
nominated under regulation 39(5) maintains the records specified under regulation 
39(7).  
 
Action required:  
 
Ensure the complaints procedure contains an appropriate independent appeals process, 
the operation of which is included in the designated centre’s policies and procedures.  
 
Action required:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint, whether or not the complainant was satisfied and any learning and measures 
identified for improvement to prevent reoccurrence. 
 
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: 
 
There is now an independent person nominated to ensure all 
complaints are responded to. 
 
There is now an independent appeals process in place for 
complaints. This has been documented in the policy and updated. 
 
A new record of complaints is now in place detailing the 
investigation, the outcome and the action taken to prevent any 
reoccurrences. By reviewing the complaints we will learn from them 
to provide the highest standard of care. 
 

 
 
Completed 
 
 
Completed 
 
 
Completed 
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11. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The required fire records were not maintained in the centre. 
 
There were no records available of routine checks of fire-fighting equipment, fire exit 
signs and fire escape routes. 
 
Arrangements for the safe evacuation of the centre were inadequate. 
 
Action required:  
 
Ensure that all escape routes facilitate safe evacuation in the event of fire and put in 
place a centre-specific evacuation plan so that all staff and in so far as is reasonably 
practicable, residents, are aware of the procedure to be followed in the event of fire. 
The evacuation plan should include a personal emergency evacuation plan for residents. 
 
Action required:  
 
Maintain, in a safe and accessible place, a record of all fire practices that take place in 
the designated centre.  
 
Action required:  
  
Maintain, in a safe and accessible place, a record of all fire alarm tests carried out at the 
designated centre together with the result of any such test and the action taken to 
remedy defects.  
 
Action required:  
 
Make adequate arrangements for reviewing fire precautions including checking and 
testing all fire equipment and means of escape at suitable and appropriate intervals. 
 
Reference:   

Health Act 2007 
                   Regulation 32: Fire Precautions and Records 
                   Standard 26: Health and Safety  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Escape routes and safe evacuation procedures are nearly completed 
for each area and each resident. Evacuation sheets will be provided 
for those who are immobile. 
 
Monthly fire drills are now in place and ongoing. 
 

 
 
18 February 2011 
 
 
 
Completed 
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The engineer has been contacted several times since December 
about paperwork relating to the testing of the fire alarms and 
emergency lighting as the owner of the premises got his own 
electrician to do the new works. If we do not receive the paperwork 
we will contact our own electrician to check these systems and to 
remedy any defects. 
 
Weekly checks for fire equipment and means of escape have been 
in place since the end of December. 
 

31 March 2011 
 
 
 
 
 
 
Completed 

 
12. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no system for reviewing on an ongoing basis the quality and safety of care 
and services provided to residents, staff and visitors.  
 
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. 
Improvements are clearly demonstrated and corrective action plans implemented. 
 
Action required:  
 
Consult with residents and their representatives in relation to the system for reviewing 
and improving the quality and safety of care, and the quality of life of residents. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
A reviewing system is in the process of being put in place but is not 
fully completed yet. 
 
We are going to provide suggestion boxes and consult with 
residents and relatives in relation to improving the quality and 
safety of care. 
 

 
 
31 March 2011 
 
 
31 March 2011 
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13. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There were no elder abuse training records available to inspectors.  
 
Action required:  
 
Make all necessary arrangements, by training staff and by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm or 
abuse. Maintain records of all such measures and make them available for inspection. 
 
Reference:   

Health Act 2007 
                   Regulation 6: General Welfare and Protection 
                   Standard 8: Protection 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We hope to have all staff trained in elder abuse and to be finished 
by mid-February. 
 

 
 
14 February 2011 

 
14. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was a lack of structured, person-centred, meaningful engagement and occupation 
for residents. 
 
Action required:  
  
Provide all residents with opportunity to participate in meaningful and purposeful activity 
and occupation both inside and outside the centre that suit their individual needs, 
preferences and capacity. 
 
Action required:  
 
The programme of activity is informed by each resident’s previous routines, hobbies and 
interests, and their social and cultural background; it is reviewed with the residents on a 
regular basis and there is clear evidence of this.  
 
Action required:  
 
The programme of activities is clearly displayed for residents in a suitable format. 
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Reference:   
                 Health Act 2007 
                 Regulation 10: Residents’ Rights, Dignity and Consultation 
                 Regulation 6: General Welfare and Protection 
                 Standard 2: Consultation and Participation  
                 Standard 4: Privacy and Dignity  
                 Standard 5: Civil, Political and Religious Rights  
                 Standard 17: Autonomy and Independence  
                 Standard 18: Routines and Expectations  
                 Standard 20: Social Contacts  
              
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We are trying out new activities with residents such as the Nintendo 
Wii, sensory stimulation, poetry, gardening and many more. We will 
get feedback from the residents about the activities and design an 
activity programme to benefit all. When we have this done we will 
display the activities programme for the residents to see. 
 

 
 
28 February 2011 

 
15. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Medical review and treatment was not current and comprehensive for all residents. 
 
Action required:  
 
The registered provider shall ensure that all appropriate healthcare is facilitated and that 
each resident is supported on an individual basis to achieve and enjoy the best possible 
healthcare.   
 
Action required:  
 
The registered provider shall ensure that appropriate medical care by a medical 
practitioner of the residents’ choice or acceptable to the resident is provided in line with 
the residents’ assessed needs and no less frequently than three-monthly intervals. 
 
Action required:  
 
The registered provider shall ensure that a medical record with details of investigations 
made, diagnoses and treatment given, signed and dated by the medical practitioner is 
maintained for each resident. 
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Action required:  
 
Medical records are maintained so as to ensure completeness, accuracy and ease of 
retrieval. 
 
Reference:   

Health Act 2007 
                   Regulation 6: General Welfare and Protection  
                   Regulation 9: Health Care 
                   Regulation 25: Medical Records 
                   Regulation 22: Maintenance of Records 
                   Standard 13: Healthcare 
                   Standard 29: Management Systems  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Residents requiring other services such as speech and language 
therapy, occupational therapy and dieticians will be assessed. 
 
Residents needs will be assessed every three months or earlier 
where needs change. 
 
Documentation detailing investigations made, diagnosis and 
treatment given, is now in all resident’s medical records to be 
signed by their GP. 
 
Medical records are being reviewed and will be adjusted 
accordingly. 
 

 
 
10 February 2011 
 
 
28 February 2011 
 
 
Completed 
 
 
 
30 May 2011 

 
16. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
The management of residents demonstrating evidence of compromised nutritional intake 
was insufficient and inconsistent, unsafe and not in line with best practice. 
 
Action required: 
 
Implement comprehensive evidence based policy and guidelines for the management, 
monitoring and documentation of residents’ nutritional and fluid intake. 
 
Action required:  
 
Where a resident requires speech and language review, dietician/nutritional services or 
any other services that may be required, access to such service is facilitated and records 
of all referrals and follow-up appointments are maintained. 
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Action required:  
 
Special therapeutic diets are provided when advised by healthcare and dietetic staff and 
formally communicated to all members of the team. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
Policies on documentation of residents' nutritional status and intake 
is now in place. 
 
A dietician has been contacted for residents; we are awaiting 
appointments for them. 
 
Therapeutic diets for residents will be communicated to all staff and 
information on each resident will be kept in the kitchen for the cook. 
 

 
 
Completed 
 
 
28 February 2011 
 
 
Completed 
 

 
17. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The quantity and quality of equipment and assistive devices provided to residents was 
inadequate and insufficient to meet their assessed needs and be of therapeutic benefit 
to them. 
 
Action required:  
 
Ensure that suitable adaptations are made and such support, equipment and facilities as 
may be required are provided for residents. Specialist medical devices and equipment 
are made available to both residents and staff. 
 
Reference:   

Health Act 2007 
                   Regulation 19: Premises 
                   Standard 25: Physical Environment 
                   Standard 28: Purpose and Function 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Old furniture that is not assistive to residents will be removed and 
replaced by new equipment that is of benefit to both resident and 
staff. Letters are being sent to GPs for certain residents to refer 
them to an occupational therapist to be assessed for more effective 
seating. 
 

 
 
30 June 2011 

 
18. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Procedures consistent with current national guidelines on infection prevention and 
control systems were not available to and/or used by staff on a daily basis. These 
included the necessary sluicing facilities, laundry systems and the safe handling and 
disposal of healthcare risk waste. 
 
Action required:  
 
Provide at least one bedpan washer. 
 
Action required:  
 
Ensure that policies and procedures consistent with current national guidelines on 
infection prevention and control systems are used by staff on a daily basis. These 
include the safe handling of soiled and infected linen and disposal of healthcare risk 
waste. 
 
Action required:  
 
Ensure that all staff receive all the required equipment, education and training and 
regular updates (at least annually) on the risks of infection that are commensurate with 
their work activities, responsibilities and their role in preventing and managing infection. 
 
Reference:   

Health Act 2007 
                   Regulation 19: Premises 
                   Regulation 31: Risk Management Procedures 
                   Standard 29: Management Systems 
                   Standard 26: Health and Safety 
                   Standard 25: Physical Environment 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The bedpan washer is on the premises but it has not been plumbed 
in yet until we meet with the landlord 25 January 2011 in line with 
the terms and conditions of the lease, to discuss with him the 
requirements of the Authority. 
 
Infection control procedures are in place and implemented by staff. 
 
We are also awaiting dates from an external consultant for a 
training programme which will include infection control for all staff. 
 

 
 
31 March 2011 
 
 
 
 
Completed 
 
15 April 2011 

 
19. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The premises, furnishing and fittings were not maintained in a condition suitable to 
achieving the aims and objectives of the statement of purpose and promoting the safety 
and well being of the residents.  
 
Action required:  
 
Put in place a programme of routine maintenance and renewal of the fabric and 
decoration of the premises, implement it and maintain records of works requested and 
completed. 
 
Action required:  
 
Put in place suitable adaptations to ensure that the centre is accessible to all residents 
and visitors including those using wheelchairs or other mobility aids. 
 
Action required:  
 
Ensure that locking mechanisms on all external doors are in good working order. 
 
Action required:  
 
Restrict access to the main stairwell and the sluice room. 
 
Action required:  
 
Provide adequate appropriate storage space to ensure that equipment and assistive 
devices are stored in a discreet and safe manner. 
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Action required:  
 
Ensure that all furnishing and equipment provided to residents by the provider is in 
accordance with the comfort, safety, dignity and assessed needs of the residents. All 
furnishing and equipment provided is in good condition, meets current fire safety and 
infection control guidelines and is maintained in good working order. 
 
Action required:  
 
Remove carpets and provide floor covering that is impermeable, washable, anti-slip and 
easily cleaned including the management of blood and body fluid spillages. 
 
Action required:  
 
Provide suitable and sufficient worktops and racking for sorting, drying and storing 
laundry and ensure that all laundry equipment is in proper working order. 
 
Action required:  
 
Ensure that the secure outdoor area is accessible to all residents, including residents 
with mobility impairments and those using wheelchairs. 
 
Reference:   

Health Act 2007 
                   Regulation 19: Premises 
                   Standard 25: Physical Environment 
                   Standard 28: Purpose and Function  
                   Standard 26: Health and Safety 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A maintenance programme will be put in place and records 
maintained. 
 
Adaptations to make the centre accessible for residents and visitors 
including wheelchair users will be put in place. 
 
All locking mechanisms are working properly apart from the front 
door which needs to be held until the magnetic lock clicks. We will 
be adding a device which will hold the door closed but does not lock 
it. 
 
We will be restricting access to the stairwell, as it is structural the 
landlord has to do this job as outlined in the lease. 
 
The sluice room will get a keypad lock where staff only have the 

 
 
28 February 2011 
 
 
31 March 2011 
 
 
31 March 2011 
 
 
 
 
31 March 2011 
 
 
31 March 2011 
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code to prevent residents accessing the room. 
 
We are looking into seeing where we can put the wheelchairs and 
hoist. 
 
All furnishings and equipment are being checked and where new 
equipment needs to be purchased we will do so. 
 
We have a company who have measured the flooring and given a 
quote to put down non-slip flooring with approved certificates given 
when the job is finished. A date for the laying of the flooring has not 
been finalised until we meet with the landlord and discuss all the 
necessary works. 
 
In regards to a treatment room and a visitors' room in the five year 
plan we would be willing to go down to 18 residents to provide the 
space required. 
 

 
 
2014 
 
 
11 March 2011 
 
 
31 March 2011  

 
20. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
There was a deficit of education for staff on clinical and person-centred areas of service 
delivery relevant to the current resident profile such as dementia, continence promotion, 
nutrition, restraint, wound prevention and management, medication management and 
audit (this list is not exhaustive).  
 
Action required:  
 
A review of the skills and competencies of all staff should be undertaken by the person 
in charge to establish their training requirements and suitable arrangements put in place 
to meet their identified training needs.  
 
Action required:  
 
The person in charge shall ensure that staff have access to and undertake education 
that provides them with the necessary skills and competencies to meet the assessed 
care needs of the residents in accordance with contemporary evidence-based nursing 
practice. 
 
Reference:   

Health Act 2007 
                   Regulation 6: General Welfare and Protection 
                   Regulation 17: Training and Staff Development 
                   Standard 24: Training and Supervision  
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Training will be given to all staff to provide them with the skills and 
competencies to meet the needs of the residents. An external 
facilitator will give us dates for infection control, nutrition, wound 
management, medication management, manual handling, FETAC 
Level 5 healthcare support with all eight modules and many more. 
The facilitator will assist us with a training programme so that all 
staff can attend all courses. 
 

 
 
15 April 2011 

 
21. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Meals and work practices at mealtimes were not person-centred. 
 
Action required:  
 
Provide a menu daily that offers an explicit choice of meal at each mealtime. The menu 
is displayed in a suitable format and appropriate location so that the resident and/or 
their representative know what is available at each mealtime. The menu is influenced by 
residents’ dietary preferences, likes and dislikes and there is clear evidence of this. 
 
Action required:  
 
Provide appropriate assistance to residents who, due to infirmity or other causes, require 
assistance with eating and drinking. Assistance is offered discreetly, sensitively and 
according to each individual resident’s assessed needs. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
We are trying out new draft menus with different meals as 
requested by residents. After a trial run we will be able to establish 
a choice of menu for each day based on the likes and dislikes of the 
residents. 
 

 
 
28 February 2011 
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22. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Care practices were task orientated and the operational management of the centre was 
not conducive to promoting the rights, privacy and individuality of each resident. 
 
There was no evidence that residents were consulted with or informed as to the 
organisation of the centre. 
 
Action required:  
 
Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private. 
 
Action required:  
 
Provide bed-screens in shared rooms that fully enclose the bed space and each occupant 
from all other parties who may enter the room. 
 
Action required:  
 
Provide each resident with the freedom to exercise choice over their care and routines to 
the extent that such freedom does not infringe on the rights of other residents.  
 
Action required:  
 
Put in place arrangements to facilitate individually and/or collectively consultation with 
and the participation of the residents in the organisation of the designated centre. 
 
Reference:   

Health Act 2007 
                   Regulation 10: Residents’ Rights, Dignity and Consultation 
                   Standard 2: Consultation and Participation  
                   Standard 4: Privacy and Dignity  
                   Standard 5: Civil, Political and Religious Rights  
                   Standard 17: Autonomy and Independence  
                   Standard 18: Routines and Expectations  
                   
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Any residents wishing to undertake personal activities in private 
usually go to their bedrooms. Where there are double rooms we are 
going to provide privacy by installing cubicle curtains. 
 
We have a company coming out on the morning of the 25 January 
2011 to measure up and give us a price on replacement bed screens 

 
 
31 August 2011 
 
 
 
31 August 2011 
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with fire-retardant fabric; certificates will be provided when the job 
is finished. 
 
Consultation with residents is ongoing in relation to their care and 
routines and will be documented in their care plans. 
 
Residents have been consulted with regards to the organisation of 
the centre. This area will always be ongoing as we appreciate the 
residents' feedback on any ideas they may have. 
 

 
 
 
31 May 2011 
 
 
31 March 2011 
 

 
23. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
 Policies and procedures were not implemented in practice. 
 
Action required:  
 
The person in charge will ensure that all staff receive training in, are familiar with and 
implement all polices and procedures within the designated centre to guide and inform a 
high standard of evidence-based nursing practice. There is clear evidence in this regard. 
 
Reference:   

Health Act 2007 
Regulation 6: General Welfare and Protection 

                   Regulation 17: Training and Staff Development 
                   Standard 29: Management Systems                    
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We are going through all of the policies and procedures one by one 
to ensure that all staff understand them and implement them in 
practice. 
 

 
 
28 February 2011 

 
24. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was a deficit of meaningful and spontaneous social engagement between staff 
and residents. 
 
Staff engagement with residents did not actively promote opportunities for self-
expression. 
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Action required:  
 
Put in place practices that facilitate and encourage each resident to communicate. 
 
Action required:  
 
Ensure that all staff have the skills and knowledge to allow them to communicate 
effectively with all residents including those with communication difficulties and a 
cognitive impairment. 
 
Action required:  
 
Put in place systems to ensure that all staff directly involved in the provision of resident 
care have available to them all necessary information to enable them to deliver care that 
is safe and appropriate.  
 
Action required:  
 
Put in place appropriate signage and other communication and reality orientation aids 
for residents to assist mobility and orientation. 
 
Reference:   

Health Act 2007 
                   Regulation 11: Communication  
                   Standard 1: Information 
                   Standard 17: Autonomy and Independence  
                   Standard 4: Privacy and Dignity  
                   Standard 20: Social Contacts  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Practices will be put in place for staff to communicate with residents 
more effectively. Information will also be provided to enable staff to 
deliver care that is safe and appropriate. Signage and orientation 
aids will be placed around the building to assist residents with 
mobility and orientation. 
 

 
 
28 February 2011 

 
25. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Contracts of care were not current. 
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Action required:  
 
Review the current contracts of care and provide each resident with a contract that is 
relevant to recent changes to financial reimbursement schemes and the current 
legislative and regulatory context of residential care. 
 
Reference:   

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

Timescale: 
 

Provider’s response: 
 
Contracts of care are being updated and discussed with the 
residents. 
 

 
 
28 February 2011 

 
26. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Staff had knowledge of and copies of the residential care standards but not the Health 
Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 (as amended).  
 
Action required:  
 
Make a copy of the Health Act 2007 and the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as amended) 
available to all staff in the designated centre. 
 
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 17: Training and Staff Development 
                   Standard 24: Training and Supervision 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Copies are now in place in the office and staff have been made 
aware of their provisions. 
 

 
 
Completed 

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

Health Act 2007 
                   Regulation 21: Provision of Information to Residents 
                   Standard 1: Information  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
A draft Residents' Guide has been circulated to be reviewed by the 
residents so that we can get feedback on any information they 
would like to see in the guide. 
 

 
 
15 January 2011 
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Recommendations 
 
 
These recommendations are taken from the best practice described in the 
National Quality Standards for Residential Care Settings for Older People in 
Ireland and the registered provider should consider them as a way of improving 
the service. 
 
Standard Best practice recommendations 
 
Standard 24:  
Training and 
Supervision 
 

 
Develop a staff appraisal policy and train key staff in its implementation. 
Each staff member is informed of his/her progress and strengths and 
has an opportunity to develop his/her capabilities and strengths. 
 

 
Standard 25: 
Physical 
Environment  
 
 
 
 
 

 
Provide a separate dedicated room with facilities in place to 
accommodate the services of allied health professionals, clinical 
examinations and therapies.  
 
Provide additional toilet facilities that are wheelchair accessible and 
identified for use by visitors. 
 
The current quiet room/visitors room is multi-purpose and was observed 
to be used by residents throughout the day posing challenges to 
ensuring privacy for relatives and other visitors. Consideration should be 
given to the provision of a suitable private space in which residents can 
meet visitors.  
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Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
We would like to thank the two inspectors over the two day inspection for being courteous 
and polite at all times to residents and staff. We appreciate the recommendations relayed 
to us, and we hope to meet the Authority requirements, so that we can provide a high 
standard of quality care for our residents. 
 
 
 
Provider’s name: Irene O'Connell 
 
Date: 24 January 2011 
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