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Centre name: 

 
Padre Pio Nursing Home 

 
Centre ID: 

 
0267 
 
Holycross 
 
Thurles 

 
Centre address: 
 

 
Co Tipperary 

 
Telephone number: 

 
0504-43110 

 
Fax number: 

 
0504-43131 

 
Email address: 

 
bmcnh@eircom.net 

 
Type of centre: 

 
 Private        Voluntary         Public 

 
Registered providers: 

 
BMC Nursing Home Ltd 

 
Person in charge: 

 
Lucie McCormack 

 
Date of inspection: 

 
30 August 2012 

 
Time inspection took place: 

 
Start: 10:45hrs             Completion: 20:15hrs 

 
Lead inspector: 

 
Mary Moore 

 
Support inspector: 

 
Catherine O’Keeffe 

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 

 

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



 

Page 2 of 20 

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 

 
Padre Pio Nursing Home is a family owned and operated centre providing long-term, 
convalescent, respite and palliative care. The centre was originally built and operated 
as a bed and breakfast. It has been used as a designated centre for older people 
since 1989 and was acquired by its present owners, BMC Nursing Home Limited, in 
2001. The original building is a two-storey building; a single-storey extension was 
added in 1990 and a further single-storey extension was completed in early 2011. 
Eight new single en suite bedrooms were added at that time bringing the overall 
capacity to 49 residents. The centre was registered by the Authority on 11 May 2011. 
 
At the time of inspection there were 48 residents (including one resident in hospital) 
living in the centre all of whom were in receipt of long-term care. Thirty one of the 
residents were greater than 80 years of age. 
 
There are 40 bedrooms in total and accommodation for residents is provided on both 
the ground and first floors. Eighteen residents are accommodated on the first floor. 
The first floor is accessed by means of a stairs and stairs chair-lift. Accommodation 
on this floor comprises six single bedrooms and six twin-bedded rooms. Two 
bathrooms each comprising a toilet, wash-hand basin and bath, and a further single 
toilet are provided for residents. Also accommodated on the first floor is an office 
shared by the person in charge and administration staff, a staff toilet, sluice room 
and storage.  
 
Thirty one residents can be accommodated on the ground floor in 25 single 
bedrooms, ten of which offer en suite facilities, and three twin-bedded rooms. There 
are three assisted bathrooms with bath/assisted shower, toilet and wash-hand basins 
and three further toilets for residents’ use provided on the ground floor.  
 
Communal accommodation for residents’ use is all on the ground floor and consists 
of one large and one smaller day room, one large and one smaller dining room. The 
entrance to the building has wheelchair access. This entrance leads to the main 
reception area, a stairway to the first floor and the nurses’ station which has a clear 
view of the main entrance and reception area. The main dayroom, dining room, the 
ground floor bedroom wing and the new extension are to the right of the main 
reception area. The ground floor also accommodates the kitchen and ancillary areas.   
Residents have access to secure, well maintained and attractively landscaped 
outdoor areas to the rear of the building. The layout, furnishing and décor is homely, 
comfortable, well maintained and in good decorative order throughout. 
 
Limited car parking is available to the front of the building. 
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Location 

 
Padre Pio Nursing Home is situated on the outskirts of the historic village of Holycross, 
Co Tipperary. Amenities such as a church, shop, post office, restaurant and pub are 
available in the village. 

 
 
Date centre was first established: 

 
1989 

 
Number of residents on the date of inspection: 

 
48 (including one resident in 
hospital) 

 
Number of vacancies on the date of inspection:

 
1 

 
Dependency level of 

current residents Max High Medium Low 

 
Number of residents 

 
15 

 
20 

 
9 

 
4 

 
Male 
() 

Female 
()  

Gender of residents  
22 

 
26 

 
Management structure 
 

Padre Pio Nursing Home is owned by BMC Nursing Home Ltd. Lucie McCormack is a 
director of this company and is both the nominated Registered Provider and the 
Person in Charge. Lucie McCormack is supported in her role by a Clinical Nurse 
Manager, Bernadette Heston who, as the Key Senior Manager (KSM), deputises for the 
Person in Charge in her absence. A team of nursing staff and care assistants look after 
the daily needs of the residents. There is a housekeeping supervisor who manages the 
cleaning and laundry staff, a catering supervisor who manages the catering staff, an 
administrator and an activities coordinator. All staff report to Lucie McCormack.   

 
Staff 
designation Person 

in 
Charge 

Nurses Care 
staff

Catering 
staff 

Cleaning 
and 

laundry 
staff 

Admin 
staff 

Other
staff 

Number of 
staff on 
duty on day 
of 
inspection 

1 2 8 2 2 1 1* 

 
* activities coordinator 
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Background  
 

This inspection was the third inspection of Padre Pio Nursing Home by the Authority 
and was a one day unannounced follow-up inspection.  
 
The centre was first inspected by the Authority on 12 July 2010 and 13 July 2010. 
That inspection was a scheduled announced registration inspection and the 
inspectors found that overall the residents were in receipt of a good standard of care 
that was well managed by a provider/person in charge who was committed to 
regulatory compliance and continuous improvement. The premises was clean, 
comfortable, well maintained and in the process of being extended. However, a 
number of improvements were identified and an immediate action plan was sent to 
the registered provider/person in charge. The immediate improvements required 
were: 
 

 wound care prevention and management 
 restraint practice 
 notification required to be sent to the Chief Inspector 
 medication management. 

 
The provider/person in charge responded positively to the action plan within the 
agreed timeframes. 
 
A follow-up inspection was undertaken on 13 January 2011. The purpose of that 
second inspection was to follow up on the provider’s implementation of the action 
plan and to inspect the newly constructed extension that had been completed in 
December 2010. Overall the inspectors were satisfied that the provider and staff had 
made significant improvements and had satisfactorily addressed the actions in the 
Action Plan. Outstanding issues were the transcription of medication prescription 
records and the implementation in practice of policies and procedures by staff. 
Inspectors were satisfied that the new extension had been completed and fitted to a 
good standard and in line with regulatory requirements; some issues required 
remedial action. The provider was issued with six actions outlining the required 
improvements. 
 
These inspection reports, full details of the required improvements and the provider’s 
response to the action plans can be found at www.hiqa.ie.  
 
 
Summary of findings from this inspection  
 

 
This inspection was a one day unannounced inspection. On arrival inspectors found 
the centre organised and adequately staffed, the physical environment was visibly 
clean, adequately heated, lighted and ventilated and maintained to a high standard. 
Residents appeared well cared for, were relaxed with the inspectors and spoke 
knowingly and positively with inspectors in relation to the inspection process. 
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The purpose of this inspection was to follow up on the provider’s implementation of 
the last action plan but also to establish the provider’s current level of compliance 
with 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. 
For this purpose inspectors reviewed the follow-up actions but also ongoing 
compliance with key regulations and standards. Findings in relation to establishing 
the extent to which the provider had implemented the actions are reported on in the 
section of the report titled “Actions reviewed on inspection”. Findings in relation to 
further areas of regulatory compliance inspected are reported on in the section of the 
report titled “Issues covered on inspection”.  
 
Overall the inspection findings were positive and indicated that the service was 
robustly managed by a nominated registered provider/person in charge committed to 
the provision of safe quality services to residents. There was evidence of an 
established culture of review and quality assurance and staff training and 
development needs were continuously invested in, thereby facilitating the provision 
of care in line with contemporary evidence-based standards. Of the six actions 
followed up on by inspectors five had been satisfactorily implemented; of the further 
key regulatory areas inspected the level of compliance achieved was good.  
Improvements were identified to enhance the many findings of good practice and 
these were outlined to the provider in five actions. These were: 
  

 aspects of medication management policy and practice 
 the completeness of staff files 
 the completeness and accuracy of residents’ records 
 policies and procedures supported by current best practice 
 the adequacy of the current system of care planning to ensure suitable and 

sufficient care. 
 
The required improvements are outlined in detail in the Action Plan at the end of this 
report. 
 
 
Issues covered on inspection 
 

 
1. Recruitment, Staff Training, Staffing and the Person in Charge 
 
There was evidence to support good staff recruitment, staff training and 
development practices; however, two staff files reviewed did not contain all of the 
documentation specified in Schedule 2 of the the Health Act 2007 (Care and Welfare 
of Residents in Designated Centres for Older People) Regulations 2009 (as 
amended). One file did not have photographic identification; the other contained only 
two references. In general, however, the standard of vetting was high with evidence 
of both Garda Síochána vetting and police clearance for other jurisdictions; all 
references reviewed had been sought directly by the provider.   
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Each staff member had a contract of employment and records reviewed indicated 
that staff were formally inducted and had their skills, competencies and overall 
performance honestly and transparently appraised during an agreed probationary 
period.  
 
Ten staff nurses were employed and evidence of their current registration with their 
regulatory body, An Bord Altranais was in place. 
 
Training records and certificates of successful completion reviewed indicated that the 
provider remained committed to ongoing staff training and development. To date, in 
2012, staff had attended mandatory training such as manual handling, fire safety 
and food safety refresher training, and education and training on medication 
management, the administration of subcutaneous fluids, venepuncture, dysphagia 
and nutrition, wound management, palliative care for carers, infection control, and 
workshops on dementia and person-centred care and communication. Further 
planned training included care skills training, palliative care for nurses, a three-day 
care of the older person course and further updates on wound management and 
subcutaneous fluids. The person in charge told the inspector and training certificates 
supported that education was delivered by recognised external facilitators and 
centres of education. 
 
A monthly planned staff roster was in place. Based on their observations, and rosters 
reviewed, inspectors were satisfied that the numbers and skill mix of staff were 
appropriate to the number and assessed needs of the residents and the layout of the 
building; staffing levels were as agreed with the Authority in relation to the extension 
of the service in 2011. Nursing staff were seen to be directly involved in the delivery 
and supervision of care to residents. The person in charge continued to work full-
time, was present in the centre Monday to Friday, and was observed to be actively 
involved and fully conversant in the governance, operational and clinical 
management of the service.            
 
2. The Management of Complaints 
 
Based on documentation reviewed inspectors were satisfied that the provider was 
open to, receptive of and robustly managed any complaints received in relation to 
any aspect of the care and services provided to residents. A complaints register was 
maintained and inspectors reviewed the four most recently logged complaints. The 
nature of the complaint was comprehensively recorded as were all actions taken in 
investigating the complaint. There was evidence to support that timely feedback was 
provided to complainants and that their level of satisfaction with the management 
and resolution of the complaint was established. Feedback to staff to inform learning 
and to establish and agree any improvements required was clearly documented as 
were any actions taken by the provider to prevent a reoccurrence.      
 
3. Consultation with and the Participation of Residents in the organisation 
of the centre.  
 
The provider continued to facilitate a residents’ committee that convened quarterly. 
Minutes reviewed demonstrated that residents openly discussed issues impacting on 
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their quality of life in the centre such as the noise from banging doors, the 
requirement to synchronise activities so that they did not impact on choice, and the 
disruption that was at times caused by a high level of visitor activity. There was 
evidence that issues raised and requests made by residents were followed up and 
acted on. The inspector saw that bird feeders and a raised vegetable garden had 
been provided and that visitors to the centre were encouraged to use the lobby area 
of the new extension. Staff spoken with confirmed that the smaller day room was 
now used for the delivery of exercise programmes to resolve some of the issues 
raised. Residents enjoyed social outings to local attractions and sporting events. The 
minutes reviewed also indicated that the person in charge met with residents to 
discuss any proposed changes to routines. 
 
Inspectors reviewed feedback given to the provider following the recent delivery of a 
dementia care workshop. The feedback was positive and indicated that staff were 
supportive and respectful of more dependent and cognitively impaired residents and 
were described by the facilitator as having “a real attachment to the residents”. Staff 
interactions with residents as observed by inspectors were positive.   
 
4. Fire Precautions and Records 
 
There was evidence to support proactive fire safety practices and procedures. A well-
maintained fire register was in place. Records reviewed confirmed that fire detection 
and fighting equipment were tested and serviced by competent persons as per 
legislative requirements. Staff training in fire prevention and management had been 
provided in June 2012 and August 2012 and training certificates reviewed by the 
inspector stated that staff had been trained to fire warden status. The emergency 
lighting was inspected monthly, the fire detection system was tested weekly and fire 
doors were inspected daily. The inspector saw that fire escape routes and final exits 
were clear of obstructions, final fastenings were all key-pad release and exits were 
clearly indicated. The provider was seen to have invested further in the provision of 
floor level automatic release fire door guards. Diagrammatic fire evacuation plans 
were prominently displayed in each wing of the building.   
 
Personal evacuation plans were in place for each resident and those requiring the 
use of assistive devices were discreetly indicated by means of a colour sticker; the 
inspector saw that the assistive devices were in place and staff spoken with were 
aware of the significance and purpose of the sticker. The person in charge confirmed 
that practical evacuation exercises were completed, timed and recorded weekly. To 
enhance the many findings of good practice the provider at verbal feedback was 
requested to review the logistics of the practical evacuation exercises to ensure that 
they included all locations within the building including the first floor.  
 
5. Review of the Quality and Safety of Care and Quality of Life 
 
There was evidence to support an established culture of ongoing review and quality 
improvement. This was evidenced in the overall positive inspection findings, in 
documentation reviewed in relation to consultation with residents and the 
management of complaints and in the input of the safety and nutritional committees. 
Cumulatively these evidenced that the expected standard of care and services to 
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residents was clearly reiterated and reinforced by the person in charge. The person 
in charge continued to collate data on the incidence of resident-related issues such 
as physical restraint use, pressure sores, use of psychotropic medication, weight loss, 
residents on bed-rest, falls and significant events. Records reviewed indicated that 
the data was comprehensively reviewed bi-monthly by the person in charge and 
other key members of the nursing staff and the findings utilised for the purposes of 
ongoing quality monitoring and continuous improvement. There was evidence that in 
response to any findings of concern appropriate action was taken such as medication 
review, dietetic referral or referral to occupational therapy services to enhance 
clinical, safety and quality of life outcomes for residents.  
 
6. Nutrition 
 
This inspection was unannounced. Dining areas were inviting and attractively set in 
preparation for lunch. A menu with choice was clearly displayed and was also placed 
on each table. Based on their observations inspectors were satisfied that residents 
were in receipt of a varied and nutritious diet that was prepared and served to a high 
standard; residents were observed to look forward to their meals and expressed 
enjoyment of them. Where assistance was required inspectors saw that this was 
given sensitively and discreetly. An in-house nutritional committee convened 
quarterly and as part of its work the person in charge had sought an independent 
nutritional review of the menu in April 2012. The inspector saw that 
recommendations for less fried foods and more oily fish had been made to enhance 
the nutritional content of the meals. Catering staff spoken with were knowledgeable 
of residents’ specific requirements, confirmed the inclusion of fish in the menu 
midweek and were in the process of oven-cooking foods that would previously have 
been deep fried in line with the recommendations of the audit. Catering staff 
confirmed that they had access to a variety of fresh produce delivered each Friday 
and invited the inspector to review the food delivery records; the inspector saw a 
supply of oranges, bananas, strawberries, potatoes and carrots.   
 
Residents’ weights were monitored, the incidence of weight loss and weight regained 
was monitored by the person in charge and residents were referred as appropriate to 
speech and language therapists and dieticians. Residents had access to a variety of 
fluids and the administration of subcutaneous fluids to residents with diminished fluid 
intake was facilitated by nursing staff thereby avoiding the requirement to transfer 
residents to the acute sector solely for the purpose of replenishing fluids. 
 
Catering staff had formal records of swallow care plans, dietary requirements and 
residents’ likes and dislikes. However, significant inconsistencies were noted between 
these records though they had been recently updated (July 2012). Based on other 
records reviewed including current swallow care plans, their observations, catering 
staff and care staff spoken with, inspectors were satisfied that the actual care 
delivered to residents with compromised nutrition was as specifically prescribed in 
swallow care plans and dietetic referrals in relation to the consistency of diet and 
fluids and the administration of nutritional supplements. However, the documentary 
inconsistencies and the systems for reviewing and updating these records requires 
review to eliminate the significant risk to resident safety and wellbeing should staff 
refer to and implement the incorrect guidance.      
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7. Health and Social Care Needs 
 
Inspectors reviewed a sample of care plans and medical records of residents who 
presented with specific care requirements such as residents at risk of falls or wound 
development, those with specific nutritional requirements and those requiring the 
application of a physical restraint. Based on the records reviewed inspectors were 
satisfied that residents had access to timely and equitable medical review and 
treatment. Inspectors saw records of referral and access to other services as 
appropriate to the residents’ holistic requirements such as chiropody, occupational 
therapy, speech and language therapy and psychiatry of old age. Residents were 
also referred to the acute hospital services in response to illness or injury or as an 
adjunct to the management of chronic illness; there was evidence of the 
comprehensive exchange of information between the centre and the admitting 
facility.   
  
A physiotherapist attended the centre each Wednesday from 13:30hrs to 18:00hrs; 
individual and group sessions were facilitated. Each resident was assessed on 
admission and reviewed and treated thereafter as per their chronic or acute 
requirements; comprehensive records of review and treatment were maintained. The 
incidence of recorded falls was not of concern to inspectors and in addition to 
physiotherapy there was evidence of the implementation of evidence-based falls, 
prevention strategies including sensor movement alarm devices, non-slip mats on 
chairs and low-low beds.   
  
A restraint register was maintained and monitored the use of bedrails and lap-
belts/positioning devices. The use of restraint had been audited in February 2011 
and November 2011. the findings of which had resulted in the implementation of an 
objective risk assessment tool in practice to support clinical judgement. The inspector 
saw that lap belts/positioning devices were implemented following multi-disciplinary 
intervention including input from the physiotherapist and occupational therapist as to 
the best seating/posture securing solution for the resident. There was evidence of 
the exploration of alternatives and a review of outcomes for each resident such as 
medication review and the implementation of alternative devices in line with each 
resident’s specific needs and response to the device. Documentation reviewed 
indicated that there was discussion and agreement prior to the implementation of 
either bedrails or lap-belts.  Restraint monitoring and release charts were maintained 
by staff, however, the inspector saw that the completion of these at night-time was 
not completed on the hour as requested but one cumulative entry was made 
encompassing the timeframe from 22:00hrs to 07:00hrs. The person in charge at 
verbal feedback was requested to address this to ensure that each record was an 
accurate and accountable documentary account of the hourly observation of each 
resident’s safety and welfare.  
 
The nursing plans of care satisfied many core best practice requirements. A key 
nurse system of review was in place, there was evidence to support that the care 
plan was discussed with the resident or relative as appropriate and each care plan 
was supported by a suite of validated risk assessments that were updated monthly or 
in line with a new event such as a fall. However, care plans did not accurately reflect 
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the resident, the comprehensive knowledge that staff had of the resident or the care 
interventions required and delivered to ensure that each resident was in receipt of 
suitable and sufficient care. This resulted primarily from the generic nature of the 
care plans. In contrast, in the analysis of data collated in the risk register, each 
resident, their specific identified problems and the nursing actions taken to manage 
those problems to improve upon the health and welfare of the resident were 
presented in an individualised and succinct manner as specific to each resident 
including any non-compliance with care interventions such as “reluctant to lie on 
side”. This individualised element was not evident in the nursing plans of care. For 
example the preventative action identified as required by the person in charge to 
reduce the risk of further falls for one resident was that the resident be supported on 
her left side while mobilising; this was not, however, reflected as specifically in her 
falls prevention plan.  
 
Likewise, while nursing staff monitored residents’ weights and took action as 
appropriate the weight loss was not at all times specifically or appropriately 
integrated into the nutritional care plan. A review of the risk register indicated that 
on average each week there were two to three residents requiring wound 
management care in the centre; this would concur with notifications submitted to the 
Authority. At the time of this inspection two residents had recently resolved wounds 
and one resident had an active wound care management regime. There was 
evidence of a suite of wound care documentation including wound assessment 
charts, wound treatment records and dated supporting photographs. However, 
where a resident had developed significant pressure wounds the wound prevention 
care plan was again generic in format and did not outline actions to be taken in 
relation to specific interventions such as compression/surgical stockings including 
their removal at night or the fact that they were no longer to be applied due to their 
negative impact on the resident’s skin integrity. Also while the prevention of pressure 
was integral to the plan of care there was no strategy outlined as to how this was 
facilitated for vulnerable pressure points such as heels when the resident was up and 
seated for prolonged periods of time as observed by inspectors. In the absence of 
reference to and the integration of such core care requirements into the care plans 
there was a definitive risk that the care plan did not ensure the delivery of suitable 
and sufficient care in line with each residents’ peculiar care requirements.  
 
Inspectors saw, and the person in charge confirmed, that there was a system of 
policy review in place. However, the centre-specific policies on the use of physical 
restraint and the prevention and management of wounds were not referenced to and 
had not been updated in line with any recommendations made by more recent 
nationally agreed best practice guidelines.  
      
A staff member was allocated to the provision of meaningful and therapeutic 
activities to residents and worked 36 or 42 hours per week in this role including 
alternate weekends. The inspector saw that Sonas therapy (a therapeutic 
communication activity that focuses on sensory stimulation in the belief that the 
senses are the gateways to communication, and is delivered through individual and 
group activity), hand massage, music, doll therapy, reading aloud of the daily 
newspapers and gentle balloon exercises were undertaken with more dependent 
residents. A large group of residents participated in a lively game of bingo with one 
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resident acting as master of ceremonies and residents were seen to assist each other 
to participate meaningfully.  Residents’ social links to the wider community were 
facilitated by visiting groups and social outings.  
 
Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Put in place appropriate and suitable practices relating to the transcribing of 
medicines to residents and ensure that staff are familiar with such policies and 
procedures. 
 
 
This action was partially met. Nursing staff confirmed that they continued to 
transcribe medication prescription records and while records reviewed were signed 
and dated by the transcribing and checking nurse as recommended in regulatory 
body guidelines, the practice of routine transcription was not in line with the centre-
specific medication management policy. Best practice and regulatory body guidelines 
state that the responsibility for documenting the medication order is with the medical 
practitioner and this is what was reflected in local policy. Medication management 
policy was not seen to include the centre-specific procedure for the prescribing, 
administration and review of PRN (pro re nata) medications; medication that is not 
scheduled or required on a regular basis. 
 
While medication management systems were audited by the person in charge one 
prescription for a controlled drug was noted by inspectors to have been altered but 
not rewritten when the prescribed treatment regime had been changed. The altered 
prescription was unsafe and was illegible to both inspectors and one staff nurse 
spoken with.  
   
2. Action required from previous inspection:  
 
Provide further training for staff or any other measures that ensure that all staff are 
aware of their responsibilities and obligations in detecting, responding and reporting 
abuse. All staff have received such training by June 2011.   
 
Ensure that staff implement all policies and procedures within the residential care 
setting. 
 
 
This action was met. Training records reviewed for 2012 indicated that education for 
staff on the prevention, detection and management of alleged or suspected abuse 
was delivered in February, May and July 2012. Staff spoken with confirmed their 
attendance at staff training and articulated a good understanding and knowledge of 
their reporting responsibilities and reporting relationships.   
 
3. Action required from previous inspection:  
 
Conduct a risk assessment of the environment to include the identified risks of the 
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freestanding wardrobes and recessed water feature. Take all reasonable measures to 
prevent accidents to any person in the designated centre and in the grounds of the 
designated centre. 
 
 
This action was met. Inspectors saw that free standing wardrobes were securely 
affixed to walls; the provider had not progressed plans for a recessed water feature 
and had instead provided an attractively landscaped area. Overall the inspectors 
found that the premises and external grounds were well maintained and free from 
any significant hazards. A safety committee was in place and met quarterly. Minutes 
reviewed indicated that there was a culture of risk management and ongoing 
monitoring of the physical environment and work practices to identify any potential 
risks such as trailing cables, soiled floor surfaces and the security of medications    
and any actions required to control those risks. 
  
4. Action required from previous inspection:  
 
Provide to the Chief Inspector written confirmation from a competent person that all 
the requirements of the statutory fire authority have been complied with. 
 
Ensure that adequate arrangements are in place for the evacuation in the event of 
fire, of all persons in the designated centre and safe placement of residents. 
 
Ensure that ramps in place at exits provide a safe and suitable gradient and comply 
with the relevant design criteria and specifications required for access and egress by 
persons with a mobility impairment or wheelchair users.  
 
 
This action was met. Written confirmation from a competent person that all the 
requirements of the statutory fire authority have been complied with was submitted 
to the Chief Inspector on 18 February 2011. Written confirmation from a competent 
person was made available to the Authority on 7 February 2011 confirming that the 
premises had been developed in line with the requirements of the relevant building 
regulations and planning permissions but immediate alterations would be made to 
the access/egress ramps to ensure compliance with building regulations in relation to 
persons with disabilities. The inspector saw that these alterations had been made 
and robust safety/handrails had also been fitted at each exit.  
 
5. Action required from previous inspection:  
 
Provide a sufficient number of toilets that are in close proximity to bedrooms, 
appropriately and easily accessible to residents on the first floor. 
 
Ensure that the maximum number of residents accommodated on the first floor in 
the designated centre does not exceed the number of toilets available to meet their 
needs. 
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This action was met. The first floor accommodated 18 residents; the en suite triple 
bedroom had been reconfigured into one single bedroom and one twin bedroom, 
neither of which was en suite. The previous en suite sanitary facilities had been 
converted into a further single toilet to provide first floor residents with adequate and 
easily accessible toilet facilities bringing the number of available toilets on the first 
floor within the criteria laid down by the National Quality Standards for Residential 
Care Settings for Older People in Ireland. 
    
6. Action required from previous inspection:  
 
Ensure that arrangements are in place to ensure that the resident’s privacy, dignity 
and modesty are protected at all times. 
 
Provide suitable adequate private space for each resident so that they retain control 
over their own personal possessions. 
 
 
This action was met. Inspectors saw that, as outlined in the provider’s response to 
the action plan, the area between the centre and the adjoining property had been 
landscaped with hedging and specimen trees that with maturity would enhance the 
privacy between both properties. 
 
As the original core structure was not purpose built, the design of some shared 
bedrooms limits the layout of fittings and furnishings that can be accommodated in 
the rooms. New more spacious wardrobes had been provided in shared rooms that, 
while one unit, were effectively two connected storage units to allow for segregated 
personal storage space for each resident. Each wardrobe space was seen to have a 
specific resident allocation.     
 
 
Report compiled by: 
 
Mary Moore 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
4 September 2012  
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Chronology of previous HIQA inspections 
Date of previous inspection: Type of inspection: 

 
 
12 July 2010 and 13 July 2010 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
13 January 2011 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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Provider’s response to inspection report  
 

 
Centre: 

 
Padre Pio Nursing Home 

 
Centre ID: 

 
0267 

 
Date of inspection: 

 
30 August 2012 

 
Date of response: 

 
10 September 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 has failed to comply with a regulatory requirement in the 
following respect: 
 
Two staff files reviewed did not contain all of the documentation specified in 
Schedule 2 of the the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). 
 
Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
full and satisfactory information and documents specified in Schedule 2 have been 
obtained in respect of each person. 
 
Reference:  

Health Act, 2007 
Regulation 18: Recruitment 

                   Standards 22: Recruitment  

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

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 
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Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The reference missing from the staff file has been requested and 
submitted. The photograph missing from the staff file has been 
obtained.  
 

 
 
Completed 10 
September 2012 
 

 
2. The provider  has failed to comply with a regulatory requirement in the 
following respect: 
 
All medication management practices reviewed were not in line with regulatory body 
and legislative requirements.  
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies in 
accordance with current regulations, guidelines and legislation for the ordering, 
prescribing, transcribing, storing and administration of all medicines including PRN 
medications to residents and ensure that staff are familiar with such policies and 
procedures. 
 
Action required:  
 
Ensure that there is a clearly legible record of each drug and medicine administered 
in respect of each resident, giving the date of the prescription, dosage, name of the 
drug or medicine, method of administration, signed and dated by a medical 
practitioner and the nurse administering the drugs and medicines in accordance with 
any relevant professional guidelines.  
 
Reference:  

Health Act, 2007 
Regulation 25: Medical Records  
Regulation 33: Ordering, Prescribing, Storing and Administration of 
Medicines  
Standard 13: Healthcare  
Standard 14: Medication Management    
Standard 15: Medication Monitoring and Review  

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

Timescale: 
 

Provider’s response: 
 
1. Medication Management policy updated to include PRN 
medications. Policy on transcription updated.  
 

 
 
Completed 10 
September 2012 
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2. The aforementioned controlled drug prescription has since 
been re-written by the GP. 
 

 

 
3. The person in charge  has failed to comply with a regulatory 
requirement in the following respect:  
 
Significant inconsistencies were noted between formal records of swallow care plans, 
dietary requirements and residents’ likes and dislikes.  
 
Action required:  
 
Ensure that staff have available to them at all times the correct information, accurate 
and complete records to allow them to safely and adequately meet the needs of 
residents with specific dietary requirements. 
 
Reference:  

Health Act, 2007 
Regulation 20: Food and Nutrition 
Regulation 22: Maintenance of Records 
Standard 19: Meals and Mealtimes   
Standard 32: Register and Residents’ Records 

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

Timescale: 
 

Provider’s response: 
 
Dietary requirements, resident's likes/dislikes and swallow care 
plan to be reviewed monthly and in the event of changes in 
resident's clinical condition. Documentation has been amended 
since inspection to ensure accurate reflection of swallow care 
plan recommendations.  
 

 
 
Completed 10 
September 2012 
 

 
4. The provider  has failed to comply with a regulatory requirement in the 
following respect: 
 
Policies on the use of physical restraint and the prevention and management of 
wounds were not referenced to and had not been updated in line with any 
recommendations made by more recent nationally agreed best practice guidelines. 
 
Action required:  
 
Review the written operational policies and procedures of the designated centre on 
the recommendation of the Chief Inspector, in line with any nationally agreed best 
practice guidelines and any legislative charges or developments and at least every 
three years.  
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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: 
 
Policies on physical restraint and wound management and 
prevention to be updated in line with nationally agreed best 
practice guidelines. 
 

 
 
30 September 
2012 
 

 
5. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
Care plans did not accurately reflect the resident, the comprehensive knowledge that 
staff had of the resident or the care interventions required and delivered to ensure 
that each resident was in receipt of suitable and sufficient care. 
 
Action required:  
 
Ensure that the care plan is an accurate reflection of the resident and their care 
requirements based on the ongoing assessment of the residents needs. The care 
plan sets out in detail the actions to be taken by staff and where appropriate, action 
not to be taken, to ensure that each residents health, personal and social care needs 
are met. 
 
Reference:  

Health Act, 2007 
Regulation 8: Assessment and Care Plan 

                   Regulation 6: General Welfare and Protection 
                   Standard 13: Healthcare 
                   Standard 10: Assessment 

Standard 11: The Resident’s Care Plan 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All residents' care plans will be reviewed and amended where 
necessary to ensure that person-centred interventions are clearly 
evident.  
 
All nurses are scheduled to attend external training in clinical 
documentation and care-planning. 

 
 
30 November  
2012 
 
 
30 November 
2012 
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
The provider on behalf of the residents, relatives and staff of Padre Pio Nursing 
Home wish to thank the inspectors for the courteous and professional manner in 
which their visit was conducted.  
 
We shall continue to work proactively with the inspection team to meet and, where 
possible, to exceed the required standards. 
 
Provider’s name: Lucie McCormack  
 
Date: 10 September 2012 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


