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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated centres for older people 

 
 

 
Centre name: 

 
St. Mary’s Home 

 
Centre ID: 

 
0103 
 
Pembroke Park Centre address: 

  
Ballsbridge, Dublin 4 

 
Telephone number: 

 
01 6683550 

 
Fax number: 

 
01 6683425 

 
Email address: 

 
stmarysnurse@eircom.net 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
St Mary’s Home Pembroke Park Association  
on behalf of the Community of St John the 
Evangelist 

 
Person in charge: 

 
Anne Kavanagh 

 
Date of inspection: 

 
23 March 2012 

 
Time inspection took place: 

 
Start: 07:55 hrs           Completion: 15:00 hrs 

 
Lead inspector: 

 
Linda Moore 

 
Support inspector: 

 
N/A 

Type of inspection:  Announced                          Unannounced 

Purpose of this inspection 
visit: 

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

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

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

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

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

Description of services and premises 

 
St Mary’s Home is a three-storey building which was originally a school and later 
established as a residential care home for female members of the Church of Ireland 
and subsequently registered as a nursing home. The centre has accommodation for 
31 residents but only utilises 30 places. There were 29 in residence on the day of 
inspection. All residents were female over 65 years with general care needs and 
many residents had dementia. 
 
Accommodation for residents is provided on three floors, with stairs and lift access to 
the upper floors. The main entrance at the front of the building opens into a long 
hallway. Accommodation on the ground floor off the hallway is the main sitting room, 
a sun-room, kitchen, waiting room, dining room, laundry, three administrative offices 
and one staff toilet. There are two sluice rooms, one on the first and second floor. 
One of these had a bed pan washer.  
 
There are no en suite facilities or wheelchair accessible toilets in the centre. Bedroom 
accommodation on the ground floor consists of four single bedrooms with wash- 
hand-basins, and two separate toilets.  
 
On the first floor, bedroom accommodation consists of ten single bedrooms and two 
twin bedrooms; all bedrooms have a wash-hand-basin. There is a bathroom with an 
assisted bath with four separate toilets on the first floor. The staff changing room 
with a toilet is on the adjoining half landing.  
 
On the second floor there are 13 single bedrooms with wash-hand-basins, one 
bathroom with a toilet, sink and bath for independent residents and one separate 
toilet and one bathroom with an assisted bath. There is also a stand alone shower 
for independent residents. On the adjoining landing there are two toilets and an 
additional bathroom. There are no assisted toilets or showers in the centre.  
 
Residents have access from the ground floor to an attractive secure garden which is 
close to Herbert Park. There is on street parking with limited parking available on 
site.  
 

Location 

 
St Mary’s Home is located on the south side of Dublin city, on its own grounds close 
to Herbert Park. It is within a few minutes walk from the bus stops and local shops in 
Donnybrook.  
 

 
Date centre was first established: 

 
1994 

 
Number of residents on the date of inspection: 

 
29 
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Number of vacancies on the date of inspection: 

 
2 

Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
7 

 
15 

 
4 

 
3 

 
 

Management structure 
 
The providers are St. Mary’s Home Pembroke Park Association on behalf of the 
community of St John the Evangelist. The person nominated to act on behalf of the 
provider is Ms Hilary Prentice, who is a member of the board of trustees.  The Person 
in Charge, Anne Kavanagh and the Administrative Manager Ciara Bevan both report 
to Ms Prentice. Nursing staff, including the senior nurse and healthcare assistants, 
report to the Person in Charge. Non-clinical staff report to the Administrative 
Manager. 
 
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 3 5 4* 1 1 1** 

 
* Includes multitask attendants 
** Maintenance personnel 
 

Background  
 
This was the fifth inspection carried out by the Authority. St Mary’s was first 
inspected on 07 December 2010. The registration inspection carried out on 14 and 
15 September 2011 found that healthcare needs were met but significant areas for 
improvement were identified in the governance of the centre.  The person in charge 
worked as a nurse and was not fulfilling her governance, operational management 
and administration duties. Risk was poorly managed, and there were deficits in fire 
safety and recruitment practices. The Authority was notified on the 16 January 2012 
that the person nominated to represent the provider had resigned from the board of 
trustees and Ms Hilary Prentice was identified as her replacement. Follow up 
inspections was carried out on the 25 January 2012 and the 23 February 2012. There 
was a lack of evidence that governance arrangements had improved.  Inspectors 
found that the provider had engaged the services of an external consultant to assist 
the person in charge and administrative manager in the development of a clinical 
governance framework and address the actions in the previous inspection report.  
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Summary of findings from this inspection  
 
 
This was an unannounced inspection and the third inspection of this centre by the 
Health Information and Quality Authority’s (the Authority) Social Services 
Inspectorate (SSI) in 2012. The inspection was planned to follow up from the 
required actions from the previous inspection in February 2012.  
 
The inspector met with residents and staff members during the inspection. She also 
observed practices and reviewed documentation such as care plans, medical records, 
policies and procedures and staff records.  
 
The inspector found the healthcare needs of residents were met and residents were 
satisfied with the service they received. The inspector found that the provider 
continued to engage the services of an external consultant to assist the person in 
charge and administrative manager in the development of a clinical governance 
framework and this had been implemented since the previous inspection. The 
inspector found that a significant amount of training had taken place for staff and 
there was a clearer understanding by staff of risk management. The provider was 
actively in the process of addressing all actions in the previous inspection report.  
 
One month had elapsed since the previous inspection, two actions were fully 
completed and four actions had been progressed and the agreed timeframe for 
completion for four of the actions had not expired, while one action had not been 
addressed. The outstanding actions related to the provision of adequate bathrooms 
and toilets but there were plans to engage the services of an architect on the 27 
March 2012.  
 
Improvements required to comply with the requirements of the Regulations and the 
Standards are discussed throughout the body of the report. These issues are 
included in the action plan at the end of this report. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Page 5 of 15 



 
 
Findings 
 
Protection of Vulnerable Adults  
Since the previous inspection, the protection of vulnerable adult’s policy was further 
revised and was centre-specific. This had been rolled out to almost all staff members 
and they had signed that they read the policy. Since the previous inspection 
additional training sessions on the protection of vulnerable adults was provided to all 
staff. An external consultant had supported the provider to develop a questionnaire 
to evaluate the knowledge of staff following elder abuse training. This was completed 
by staff and reviewed by the inspector. All staff spoken to were knowledgeable of the 
steps to be taken to respond to an allegation of abuse. The staff nurse who 
deputised in the absence of the person in charge had also recently attended the 
training and was sufficiently knowledgeable of how to complete an investigation if 
this was required. Residents spoken to confirmed that they felt safe in the centre. 
They primarily attributed this to the staff being available to them at all times. 
 
Staff Training in Fire Prevention  
Since the previous inspection, staff had undertaken training in fire prevention and 
management on 06 March 2012. All staff spoken to were familiar with the procedures 
to be followed in the event of fire. Refresher fire training was planned for staff for 
the 26 March 2012. Fire drills were completed monthly, while this is good practice, it 
would be further enhanced if the record of these were more comprehensive and 
include such things as who was included in the drill and the time it took to complete 
the drill. Since the inspection, the provider had developed an induction programme 
to include formal systems to ensure that all new staff were familiar with fire safety 
procedures.  
 
The provider had updated the evacuation plan to include the arrangements for 
appropriate alternative accommodation for all residents. The evacuation plan was 
displayed on each floor in the centre. Staff who spoke with the inspector knew the 
arrangements for an emergency evacuation and there was documentary evidence 
that staff have read and understood the policy.  
 
Staff Training 
Extensive in house training was provided to staff since the previous inspection, this 
included patient moving and handling and basic life support. Infection control 
training was taking place on the day of the inspection. The other training provided to 
staff is detailed in the report.  
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Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
 
This action was addressed. The medication management policy was revised since the 
previous inspection and was in the process of being rolled out to staff. The inspector 
read the records which showed that a number of staff had read the policy. The 
medication management policy stated that controlled medication would be 
administered and signed by two nurses. This did not reflect the practice if a resident 
required a controlled medication on night-duty when there is only one nurse on-duty. 
This was identified by the nurses and the person in charge said it was being 
addressed.  
 
All staff nurses had attended training in medication management since the previous 
inspection. The inspector observed the medication round and noted that the practice 
had improved since the previous inspection. Staff who spoke to the inspector 
explained the process to record and learn from medication errors. They said that the 
provider was purchasing a red apron so that the nurse who would wear this would 
not be interrupted. This was being introduced with a view to reducing the risk of 
error. The inspector noted that while medication was prescribed as requiring to be 
crushed, each individual medication was not prescribed that way.  
 
2. Action required from previous inspection:  
 
Put in place the plans to develop a comprehensive written risk management policy 
and implement this throughout the designated centre.  
 
 
This action was being progressed and there was significant progress in the 
assessment and management of clinical and non clinical risk since the previous 
inspection.  
 
Since the previous inspection the provider engaged the services of an external 
organisation to support the development of a risk management and clinical 
governance framework. The risk management committee was revised since the 
previous inspection and was reformed as the clinical governance committee. This 
committee consisted of the person in charge, administrative manager, two staff 
nurses, one care assistant, the maintenance personnel and the house keeper. The 
minutes of the meeting on the 20 March 2012 were viewed by the inspector. The 
agenda items included incidents, audits, complaints, education, medication errors 
and non clinical issues such as maintenance. There was a clinical governance policy 
which guided how this committee operated. Since the previous inspection, the 
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person in charge collected key clinical quality indicators which were reviewed, 
trended and analysed by the clinical governance committee.  
This committee reported to the management team. The minutes of the management 
meeting attended by the provider on the 07 March 2012 were read by the inspector 
and included areas such as the minutes of the clinical governance committee 
meeting, staffing, residents needs and the finances of the service. The staff meetings 
held monthly were used to update staff on the clinical and non clinical risks and the 
control measures in place.  
 
The person in charge explained that training was planned for staff on risk 
management on the 26 March 2012. She also said that a consultant who was 
delivering the training was planning to assist the person in charge with the 
development of a risk register. The provider identified the 27 March as the deadline 
for the development and roll out of a risk management policy. A draft policy was 
read by the inspector which met the Regulations. The person in charge said there 
were plans to roll this policy out to staff following the risk management training.  
 
Since the previous inspection, a safety statement was developed with the support of 
an external company. This was centre specific, included risk assessment and control 
measures to manage the non clinical risks. A designated staff member was appointed 
to undertake weekly environmental health and safety checks and was appointed as 
one of the safety officers. The inspector read the report of the weekly walk abouts 
which were comprehensive. The person in charge said that health and safety training 
was planned for her and the safety officer for June 2012. The Health and Safety 
Authority visited the centre recently and the inspector read the report. The actions 
identified were being addressed.  
 
The inspector met the maintenance personnel who described the maintenance plan 
to address the deficits identified by the Environmental Health Officer in the recent 
report.  
 
3. Action required from previous inspection:  

 
Roll out plans to ensure that resident’s needs are set out in an individual care plan 
developed and agreed with the resident. 
 
 
There was significant progress in this area and work was ongoing to develop the 
residents care plans to reflect their current assessed needs. Since the inspection, 
staff had attended training on care planning by an external consultant on the 27 and 
28 February and 14 March 2012. A planned programme for reviewing and updating 
care plans was being developed with a timeframe for completion 13 April 2012. 
 
Since the previous inspection, care plans were updated to include all religious 
denomination and these identified how resident’s spiritual needs would be met. 
However, residents who required bedrails did not all have a care plan in place. While 
all residents at risk of falls had a falls assessment and care plan, a review of one 
resident’s file showed that there had been no post falls assessment completed 
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following a recent fall and therefore there had been no analysis to determine the root 
cause and measures to assist in preventing a recurrence.  
A review of care plans of two residents at risk of wandering did not have 
comprehensive care plans to detail the supervision arrangements.  
 
At the previous inspection, one of the newly recruited nurses was not entirely 
proficient in the use of the computerised care planning system. Since the inspection, 
this staff member had undertaken two further weeks induction and when interviewed 
by the inspector on this inspection, was now proficient in the use of the system. 
There was a formal induction programme now in place to deem new staff members 
competent in the computerised system and care planning.  
 
4. Action required from previous inspection:  

 
Update the policies and procedures relating to the recruitment, selection and vetting 
of staff in line with regulatory requirements. 
 
 
This action had commenced and there was progress since the previous inspection.  
The inspector reviewed the recently developed policies and procedures for 
recruitment and selection. While this was good, it did not include the need for staff 
to submit medical declarations in line with the requirements of the Regulations. A 
process was now in place where by the administrative manager verified references. 
These were viewed by the inspector.  
A number of the staff files still did not meet the requirements of Schedule 2 of the 
Regulations. The timeframe for completion of this action was 31 March 2012 and was 
being progressed.  
 
5. Action required from previous inspection: 

  
Provide sufficient numbers of toilets, and wash-basins, baths and showers fitted with 
a hot and cold water supply, at appropriate places in the premises. 
 
 
This action was not addressed. However, the administrative manager said that the 
management team had engaged the services of an architect to review the premises 
and bring it in line with the requirements of the Regulations.  
 
There was a three-bedded room on the first floor that did not meet the requirements 
of the Standards. This bedroom was now being used as a two-bedded room. There 
was a lack of assisted toilets and showers provided to meet the needs of the 
residents. The action plan submitted to the Authority following the previous 
inspection to address this deficit was not sufficient and the inspector requested that 
a detailed plan be submitted to the Authority on Tuesday 27 March 2012.  
 
6. Action required from previous inspection:  
 
Roll out plans to update all of the written and operational policies listed in Schedule 5 
of the Regulations. 
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This action was commenced and was being satisfactorily progressed.  
 
Since the previous inspection, the medication management policy, protection of 
vulnerable adult’s policy, emergency policy and clinical governance policies had been 
reviewed and amended and the inspectors saw evidence that the provider had 
developed a system to ensure that staff had read and understood the policies. There 
was documentary evidence that training had been provided to support the roll out of 
policies. The provider identified a timeframe of 30 April 2012 for the development of 
all policies in line with schedule 5 of the Regulations and the inspector found 
evidence that this was being progressed.  
 
7. Action required from previous inspection:  

 
Provide to the Chief Inspector, together with the application for registration or 
renewal of registration, written confirmation from a competent person that all the 
requirements of the statutory fire authority have been complied with. 
 
 
This action was addressed. At the previous inspection, the inspector was concerned 
as to the measures in place to ensure the safety of residents in the event of a fire. 
The provider placed three additional staff on night-duty to mitigate these risks. A 
weekly update on the progress of the fire safety work and staffing was submitted to 
the Authority and was satisfactory. Written confirmation from a competent person 
that all the requirements of the statutory fire authority have been complied with was 
submitted to the Authority on the 07 March 2012. During this inspection, the 
inspector noted that the emergency lighting was replaced and work was ongoing to 
replace fire doors.  
 
 
 
Report compiled by: 
 
Linda Moore 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
26 March 2012  
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Chronology of previous HIQA inspections 
Date of previous inspection: Type of inspection: 

 
 7 December 2010 
 

 Registration 
 Scheduled - Monitoring 
 Follow-up inspection 

 
 Announced 
 Unannounced  

 14 and 15 September 2011  Registration 
 Scheduled - Monitoring 
 Follow-up inspection 

 
 Announced 
 Unannounced  

25 January 2012  Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

23 February 2012  Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 

 
 

Provider’s response to inspection report  
 

 
Centre: 

 
St. Mary's Home 

 
Centre ID: 

 
0103 

 
Date of inspection: 

 
23 March 2012 

 
Date of response: 

 
23 April 2012 

 
Requirements 
 
These requirements set out what the registered provider must do to meet the Health 
Act, 2007, the Health Act 2007 (Care and Welfare of Residents in Designated Centres 
for Older People) Regulations 2009 (as amended) and the National Quality Standards 
for Residential Care Settings for Older People in Ireland. 
 

1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 

The risk management policy was in draft and had not been rolled out to staff.  
 
Action required:  
 

Implement the risk management policy throughout the designated centre.  
 
Reference: 

Health Act, 2007 
Regulation 31: Risk Management Procedures 
Standard 26: Health and Safety  
Standard 29: Management Systems  

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

Timescale: 
 

 
                                                 
 The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Provider’s response: 
 
A Health and Safety Statement and Health and Safety Risk 
Management Policy specific to St Mary's Home has been compiled 
with the assistance of an external consultant. 
 
This has been reviewed and updated by management and has 
been provided to staff to read.  
 
Risk Management is now implemented through the Clinical 
Governance Committee, which meets monthly, and reports to the 
Management Team.  All departments are represented on this 
committee.   
 

 
 
Complete  
 
 
 
Complete  
31 March 2012 
 
Complete  
On-Going 
 

 
2. The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 

Residents’ assessed needs were not consistently set out in an individual care plan.  
 
Action required: 
 

Implement plans to ensure that residents’ needs are set out in an individual care plan 
developed and agreed with the resident. 
 
Reference: 
                 Health Act, 2007 
                 Regulation 8: Assessment and Care Plan 
                 Standard 10: Assessment 
                 Standard 11: The Resident’s Care Plan 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Nursing staff are implementing the comprehensive "needs" care 
plan for each resident.  Discussion with the resident and/or family 
members, together with multi-disciplinary team involvement, is an 
extensive process and is taking time to complete. 
 

 
 
30 April 2012 
 

 
3. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The operational recruitment policy was not in line with the Regulations. 
  
Staff files still did not contain all of the documents as specified in Schedule 2 of the 
Regulations.  
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Action required:  
 
Update the policies and procedures relating to the recruitment, selection and vetting of 
staff in line with regulatory requirements. 
 
Action required:  
 
Obtain all documents for all staff as specified in Schedule 2 of the Regulations.  
 
Reference:    
                  Health Act, 2007 
                  Regulation 18: Recruitment 
                  Regulation 34: Volunteers 
                  Standards 22: Recruitment  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The policy on staff recruitment, selection and vetting is now in place 
and is in line with the regulatory requirements.  
 
Outstanding documentation for existing staff is being collected. 
 

 
 
Complete 
 
 
31 May 2012 
 

 
4. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There were no assisted toilets or showers provided to meet the needs of the residents. 
 
Action required:  
 

Provide sufficient numbers of toilets, and wash-basins, baths and showers fitted with a 
hot and cold water supply, at appropriate places in the premises. 
 
Submit a plan to the Authority as to how the premises will meet the Requirements of 
the Regulations and residents needs.  
 
Reference: 
                 Health Act, 2007 
                 Regulation 19: Premises 
                 Standard 25: Physical Environment 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The total number of assisted toilets, baths and showers has been 

 
 
27/03/2012 
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reviewed and plans for the required work have been submitted to 
the Authority.  
 
The provision of an assisted toilet on each of the three floors of the 
home will be complete by end-November this year.  We will also 
provide an assisted shower on the second floor within this 
timeframe. 
 

 
 
 
30/11/2012 
 
 

 
5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 

Work had commenced to revise policies but was not yet completed. 
 
Action required:  
 

Continue to review all of the written and operational policies listed in Schedule 5 of the 
Regulations. 
 
Reference: 
                 Health Act, 2007 
                 Regulation 27: Operating Policies and Procedures 
                 Standard 29: Management Systems 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All policies listed in Schedule 5 of the Regulations have now been 
re-written and are centre-specific.  All policies are signed and 
dated.  These policies will be reviewed at least every two years. 
 

 
 
Complete 
 

 
 

 
Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
      
Provider’s name:   St Mary's Home Pembroke Park Association 
Date:   23 April 2012 
 
 
 
 
 
 


