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Centre name: 

 
Craddock House Nursing Home 

 
Centre ID: 

 
00027 

Centre address: 

 
Craddockstown Road 
 
Naas 
 
County Kildare  

 
Telephone number:  

 
0027 

 
Email address: 

 
craddockhouse@eircom.net 

 
Type of centre: 

  
 Private       Voluntary       Public 

 
Registered provider: 

 
Werlay Limited  

 
Person authorised to act on 
behalf of the provider: 

 
 
Karl Gallagher  

 
Person in charge: 

 
Brid Gallagher  

 
Date of inspection: 

 
17 December 2012   

 
Time inspection took place: 

 
Start:  09:30 hrs          Completion: 18:30 hrs  

 
Lead inspector: 

 
Gary Kiernan  

 
Support inspector(s): 

 
Angela Ring  

 
Type of inspection  

  
 announced               unannounced           

 
Number of residents on the 
date of inspection: 

 
 
75 

 
Number of vacancies on the 
date of inspection: 

 
 
2 

   
Health Information and Quality Authority 
Regulation Directorate 
 
Compliance Monitoring Inspection Report
Designated Centres under Health Act 
2007 
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About monitoring of compliance  
 
The purpose of regulation in relation to designated centres is to safeguard vulnerable 
people of any age who are receiving residential care services. Regulation provides 
assurance to the public that people living in a designated centre are receiving a 
service that meets the requirements of quality standards which are underpinned by 
Regulations. This process also seeks to ensure that the health, wellbeing and quality 
of life of people in residential care is promoted and protected. Regulation also has an 
important role in driving continuous improvement so that residents have better, safer 
lives. 
 
The Health Information and Quality Authority has, among its functions under law, 
responsibility to regulate the quality of service provided in designated centres for 
children, dependent people and people with disabilities.  
 
Regulation has two aspects: 
 

 Registration: under section 46(1) of the Health Act 2007 any person carrying 
on the business of a designated centre can only do so if the centre is 
registered under this Act and the person is its registered provider.  

 Monitoring of compliance: the purpose of monitoring is to gather evidence on 
which to make judgments about the ongoing fitness of the registered 
provider and the provider’s compliance with the requirements and conditions 
of their registration. 

 
Monitoring inspections take place to assess continuing compliance with the 
Regulations and Standards. They can be announced or unannounced, at any time of 
day or night, and take place: 
 

 to monitor compliance with regulations and standards 
 following a change in circumstances; for example, following a notification to 

the Health Information and Quality Authority’s Regulation Directorate that a 
provider has appointed a new person in charge 

 arising from a number of events including information affecting the safety or 
wellbeing of residents. 

 
The findings of all monitoring inspections are set out under a maximum of 18 
outcome statements. The outcomes inspected against are dependent on the purpose 
of the inspection. Where a monitoring inspection is to inform a decision to register or 
to renew the registration of a designated centre, all 18 outcomes are inspected.  
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Summary of compliance with Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This inspection report sets out the findings of a monitoring inspection, in which 12 of 
the 18 outcomes were inspected against. The purpose of the inspection was: 
 

 to inform a registration decision 
 to inform a registration renewal decision 
 to monitor ongoing compliance with Regulations and Standards  
 following an application to vary registration conditions 
 following a notification of a significant incident or event  
 following a notification of a change in person in charge 
 following information received in relation to a concern/complaint  

 
The table below sets out the outcomes that were inspected against on this 
inspection.  
 
Outcome 1: Statement of Purpose   
Outcome 2: Contract for the Provision of Services 
Outcome 3: Suitable Person in Charge 
Outcome 4: Records and documentation to be kept at a designated centres  
Outcome 5: Absence of the person in charge  
Outcome 6: Safeguarding and Safety 
Outcome 7: Health and Safety and Risk Management 
Outcome 8: Medication Management 
Outcome 9: Notification of Incidents 
Outcome 10: Reviewing and improving the quality and safety of care 
Outcome 11: Health and Social Care Needs 
Outcome 12: Safe and Suitable Premises 
Outcome 13: Complaints procedures                 
Outcome 14: End of Life Care 
Outcome 15: Food and Nutrition 
Outcome 16: Residents’ Rights, Dignity and Consultation   
Outcome 17: Residents’ clothing and personal property and possessions 
Outcome 18: Suitable Staffing 
 
This registration inspection was announced and took place over one day. The 
Provider had changed from Karl and Brid Gallagher Partnership to Werlay Limited 
and a new application for registration was submitted in accordance with Section 48 
of the Health Act 2007. As part of the monitoring inspection, inspectors met with 
residents, relatives, and staff members. Inspectors observed practices and reviewed 
documentation such as care plans, medical records, accident logs, policies and 
procedures and staff files. 
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While areas for improvement were identified, overall inspectors found that there was 
evidence of ongoing development of the service and on-going compliance 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. 
 
The healthcare needs of residents were met and residents had good access to 
general practitioner (GP) services and to a range of other allied health professionals. 
Good levels of staffing and a broad range of staff training supported the delivery of 
care to residents. Residents had frequent opportunities to participate in interesting 
and varied activities which were meaningful to them.  
 
The provider and person in charge had prioritised the safety of residents. Fire 
procedures were robust and there were procedures in place to protect residents from 
all forms of abuse. A comprehensive emergency plan had been developed.  
 
Improvements were required to ensure that the smoking policy was fully 
implemented. Other areas for improvement related to the management of restraint 
and the documentation for residents with behaviours that challenged. Improvements 
were also required in relation to the documentation on staff files and these issues are 
further discussed in the body of the report and in the action plan at the end of the 
report. 
 
During the inspection fit person interviews were held with both the provider and the 
person in charge. Both provider and person in charge demonstrated knowledge of 
the Regulations and Standards and of their statutory duties. Both demonstrated a 
commitment to providing a high standard of care to the residents. 
 
Section 41(1)(c) of the Health Act 2007  
Compliance with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and 
the National Quality Standards for Residential Care Settings for Older People 
in Ireland.  
 
Theme: Governance, Leadership and Management 
Effective governance, leadership and management, in keeping with the size and 
complexity of the service, are fundamental prerequisites for the sustainable delivery of 
safe, effective person-centred care and support. 
 
Outcome 1  
There is a written statement of purpose that accurately describes the service provided 
in the centre. The services and facilities outlined in the Statement of Purpose, and the 
manner in which care is provided, reflect the diverse needs of residents.  
 
References: 
Regulation 5: Statement of Purpose 
Standard 28: Purpose and Function 
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Action(s) required from previous inspection:  
 
The action required from the previous inspection was satisfactorily implemented.  
 
 
Inspection findings 
 
Inspectors read the statement of purpose and found that it complied with the 
requirements of the Regulations and accurately described the services provided in 
the centre. It had been updated since the last inspection to include details of the 
type of nursing care provided. It had also been amended following the change to 
provider.  
 
Outcome 2 
Each resident has an agreed written contract which includes details of the services to 
be provided for that resident and the fees to be charged. 
 
References: 
Regulation 28: Contract for the Provision of Services 
Standard 1: Information 
Standard 7: Contract/Statement of Terms and Conditions 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Inspectors read a sample of completed contracts and saw that they had been agreed 
and signed by the resident within the legislative timeframe following admission. The 
contracts were detailed and described the services to be provided and the fees to be 
charged. 
 
Outcome 3 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
 
References: 
Regulation 15: Person in Charge 
Standard 27: Operational Management  
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
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Inspection findings 
 
Brid Gallagher is the person in charge. She is a registered nurse with the required 
experience in caring for older people and worked full time in the centre. 
 
As part of this inspection a fit person interview was conducted during which she 
demonstrated a very thorough knowledge of the Regulations and her statutory 
responsibilities. She was knowledgeable with regard to those incidents which must 
be notified to the Health Information and Quality Authority (the Authority). The 
person in charge held a certificate in gerontology and had maintained her continued 
professional development. For example, inspectors saw that she had recently 
completed a five day course in dementia care.  
 
She was very well known to staff and residents, who spoke highly of her. During the 
course of the inspection she demonstrated very good clinical knowledge and was 
very aware of the needs of residents. Throughout the inspection process the person 
in charge demonstrated a commitment to delivering good quality care to residents 
and to continuously improving the service provided. All documentation requested by 
inspectors was readily available.  
 
 She was supported in her role by an assistant director of nursing who deputised for 
her in her absence.  
 
Outcome 4 
The records listed in Part 6 of the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) are maintained in a 
manner so as to ensure completeness, accuracy and ease of retrieval. The designated 
centre is adequately insured against accidents or injury to residents, staff and visitors. 
The designated centre has all of the written operational policies as required by Schedule 
5 of the Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended). 
 
References:   
Regulations 21-25: The records to be kept in a designated centre 
Regulation 26: Insurance Cover  
Regulation 27: Operating Policies and Procedures  
Standard 1: Information 
Standard 29: Management Systems 
Standard 32: Register and Residents’ Records 
 
Inspection findings: 
*Where “Improvements required” is indicated, full details of actions required are in the 
Action Plan at the end of the report.  
 
Residents’ Guide  
 
Substantial compliance                                  Improvements required*       
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Records in relation to residents (Schedule 3)  
 
Substantial compliance                                 Improvements required*       
                
Following the last inspection the provider had been required to provide more secure 
storage arrangements for the residents’ care plans which were openly stored in the main 
sitting area. The provider had indicated that this work would be completed by October 
2012. However, this timeframe had been exceeded and the action was still not 
completed.  
 
General Records (Schedule 4) 
 
Substantial compliance                                  Improvements required*                    
 
Operating Policies and Procedures (Schedule 5) 
 
Substantial compliance                                 Improvements required*         
 
Directory of Residents 
 
Substantial compliance                                  Improvements required*                    
 
Staffing Records 
 
Substantial compliance                                  Improvements required*                    
 
Some improvements were required in relation to the recruitment documentation and this 
is discussed under Outcome 18. 
 
Medical Records 
 
Substantial compliance                                  Improvements required*                    
 
Insurance Cover 
 
Substantial compliance                                  Improvements required*                   
 
Theme: Safe care and support  
Safe care and support recognises that the safety of service users is paramount. A 
service focused on safe care and support is continually looking for ways to be more 
reliable and to improve the quality and safety of the service it delivers.  
 
In a safe service, a focus on quality and safety improvement becomes part of a 
service-wide culture and is embedded in the service’s daily practices and processes 
rather than being viewed or undertaken as a separate activity. 
 
To achieve a culture of quality and safety everyone in the service has a responsibility 
to identify and manage risk and use evidence-based decision-making to maximise the 
safety outcomes for service users. 
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Outcome 6 
Measures to protect residents being harmed or suffering abuse are in place and 
appropriate action is taken in response to allegations, disclosures or suspected abuse. 
 
References: 
Regulation 6: General Welfare and Protection 
Standard 8: Protection 
Standard 9: The Resident’s Finances 
 
Action(s) required from previous inspection:  
 
No actions were required from the previous inspection. 
  
 
Inspection findings 
 
Measures were in place to protect residents from being harmed or abused.  
 
A policy was available which gave guidance to staff on the assessment, reporting and 
investigation of any allegation of abuse. The provider, person in charge and all staff 
spoken to displayed sufficient knowledge of the different forms of elder abuse and all 
were clear on reporting procedures should they receive an allegation of  abuse. The 
person in charge was able to describe in detail the appropriate procedures to take in 
the event of an allegation of abuse. All residents spoken to said that they felt safe 
and secure in the centre. The training records showed that the majority of staff had 
received training on identifying and responding to elder abuse. The person in charge 
had identified a small number of staff who did not have up-to-date training in this 
area. The inspectors saw that training was scheduled to accommodate these staff 
members early in the New Year.  
 
Inspectors reviewed the systems in place for safe guarding residents’ money. There 
was a robust policy in place to guide on the management of residents’ finances. The 
majority of residents managed their own finances. The centre was responsible for 
safekeeping money and valuables for a small number of residents. A locked, safe 
was provided for this purpose and it was accessible to the provider, person in charge 
and the administrator only. There was a clear documented system for recording the 
receipt of all money and valuable and monitoring all transactions. All transactions 
were independently witnessed with two signatures. The inspectors checked the 
recorded balances for a number of residents and found that they were in order.  
 
Outcome 7 
The health and safety of residents, visitors and staff is promoted and protected.  
 
References: 
Regulation 30: Health and Safety 
Regulation 31: Risk Management Procedures 
Regulation 32: Fire Precautions and Records 
Standard 26: Health and Safety 
Standard 29: Management Systems  
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Action(s) required from previous inspection:  
 
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.  
 
 
Inspection findings 
 
Inspectors were concerned about a possible risk to residents as the risk management 
policy did not meet the requirements of the Regulations and further work was 
required to the procedures to follow for residents who smoked. 
 
A risk management policy was in place and described the procedures in place for the 
identification and management of risk. It had been updated since the last inspection 
to cover the unanticipated absence of a resident from the centre. However, the risk 
management policy did not address all the risks specified in the Regulations such as 
self harm and the arrangements for the identification, recording, investigation and 
learning from serious incidents. 
 
The risk management policy incorporated a detailed policy on smoking. Inspectors 
saw that since the last inspection risk assessments had been carried out for the small 
number of residents who smoked. As a result of these assessments steps had been 
taken to reduce the risk associated with this practice, such as the provision of metal 
bins and fire retardant blankets. However, inspectors noticed that care plans had not 
been developed in response to these assessments in line with the centre’s policy. As 
a result there was an absence of detail to guide the care of each individual resident 
who smoked.  
 
Inspectors saw that a safety statement had been developed and the person in 
charge stated that she regularly updated the safety statement in response to hazards 
indentified.  
 
The provider and person in charge had prioritised the safety of residents regarding 
clinical risks and fire safety. Procedures were in place to manage clinical risks. The 
person in charge was closely monitoring issues such as falls, nutrition and pressure 
ulcers on a weekly basis and these are more fully discussed under Outcome 11. 
Inspectors reviewed the minutes of nursing and care staff meetings and saw that 
clinical risks were regularly discussed at these meetings which were held on a 
frequent basis. 
 
As part of the application for registration the provider had submitted a certificate, 
dated November 2012, from a competent person declaring that all statutory 
requirements in relation to fire safety were in place. The inspectors reviewed the fire 
records which showed that all fire equipment had been regularly serviced. The fire 
extinguishers were serviced annually and quarterly servicing of the fire alarms and 
emergency lighting system was also carried out by external fire safety consultants. 
There was also a documented, in-house, daily check of all escape routes. The 
training records showed that staff had attended mandatory training on fire 
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prevention and response. There was a training matrix in place to ensure that staff 
attended annual fire safety training. Inspectors spoke to a number of staff members 
in relation to fire safety and found that all were able to describe the correct 
procedure to follow in the event of the fire alarm going off. 
 
During the previous inspection it was noted that the fire officer had advised the 
provider to install automatic self closing devices on bedroom doors as an added 
protective measure. The provider stated that these devices had been trialled on a 
number of doors. He also described the plans he had in place to introduce them to 
all bedroom doors on a phased basis in consultation with the fire authority.  
 
An emergency plan was in place which identified what to do in the event of fire, 
flood, loss of power or heat and any other possible emergency. Alternative 
accommodation for residents was available if evacuation was necessary. 
 
The person in charge was aware of the need to ensure that all staff had training in 
moving and handling. The assistant director of nursing was qualified to provide in-
house training in this area and the records showed that all staff had attended this. 
Inspectors noted that residents’ moving and handling requirements were risk 
assessed. Nursing and care staff had access to a moving and handling instruction 
chart for each resident which was maintained on the care files and in the residents’ 
bedrooms.  
 
Outcome 8 
Each resident is protected by the designated centres’ policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 
Action(s) required from previous inspection:  
 
The action(s) required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
Inspectors found that policies and processes were in place for the safe management 
of medication. 
 
Inspectors reviewed the prescription sheets for a number of residents and found 
each medication was accompanied by a signature from the prescribing general 
practitioner (GP). There was a system in place to ensure resident’s medications were 
reviewed on a three-monthly basis. Medications which were required to be crushed 
were signed off by the GP. In-house weekly medication reviews were carried out by 
the nursing staff in order to check each prescription record and medication 
administration record. The pharmacist was also carrying out monthly medication 
audits and was involved in medications reviews. Inspectors read the most recent 
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medication management audit and noted that no non-conformances had been 
indentified on that occasion.  
 
Inspectors observed and discussed medication management practices with some of 
the nursing staff. The nurses spoken to demonstrated knowledge when outlining the 
procedures and practices for medication management and administration. The 
nurses recorded and signed each medication administered. Records showed that 
nursing staff received regular training in medication management. 
 
Medications that required strict control measures (MDAs) were carefully managed 
and kept in a secure cabinet in keeping with the Misuse of Drugs (Safe Custody) 
Regulations, 1984. Nurses kept a register of MDAs. The stock balance was checked 
and signed by two nurses at the time of administration and change of each shift. The 
inspectors checked the balances and found them to be correct.  
 
A locked medication fridge was provided and inspectors saw that temperatures were 
monitored and recorded. The records showed that the temperature of this fridge was 
maintained within appropriate limits. 
 
A comprehensive policy was in place which guided staff on all aspects of medication 
management. The policy also guided practice in relation to self medication. No 
resident was availing of this at the time of inspection.  
 
Theme: Effective care and support 
The fundamental principle of effective care and support is that it consistently delivers 
the best achievable outcomes for people using a service within the context of that 
service and resources available to it. This is achieved by using best available national 
and international evidence and ongoing evaluation of service-user outcomes to 
determine the effectiveness of the design and delivery of care and support. How this 
care and support is designed and delivered should meet service users’ assessed needs 
in a timely manner, while balancing the needs of other service users. 
 
Outcome 10 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
 
References: 
Regulation 35: Review of Quality and Safety of Care and Quality of Life 
Standard 30: Quality Assurance and Continuous Improvement  
 
Action(s) required from previous inspection:  
 
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. 
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Inspection findings 
 
The person in charge had systems in place monitor the quality of care in the centre. 
However, improvements were needed in order to make this process more effective.  
 
Inspectors noted that the person in charge was doing some of this work but there no 
formalised system in place. For example, the person in charge was auditing a 
number of care plans each week. The findings on each care plan were conveyed to 
the individual nurse responsible for the care plan. However, there was no system in 
place to convey the learning from this activity at a wider level, to identify broader 
trends and to bring about learning as a result.  
 
Inspectors saw that the person in charge was gathering a lot of clinical data each 
week in relation to such areas as pressure ulcers, weight loss, infections and 
vaccination status. This information was reviewed at the weekly management 
meetings and inspectors saw that it was used to ensure positive changes were made 
for individual residents for example, reductions in the use of psychotropic 
medications. However, there was no meaningful analysis of this information in order 
to identify possible trends or areas where improvements could be made at the centre 
level. Following the last inspection the provider had agreed to address this matter by 
November 2012. While inspectors noted that efforts had been made to commence 
this work it had not been completed.  
 
There was evidence of review in relation to accidents and incidents. An analysis of all 
accidents and incidents was carried out each month. A report was generated in order 
to identify trends and convey findings.  
 
Outcome 11 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied health care. Each resident has 
opportunities to participate in meaningful activities, appropriate to his or her interests 
and preferences. The arrangements to meet each resident’s assessed needs are set out 
in an individual care plan, that reflect his/her needs, interests and capacities, are 
drawn up with the involvement of the resident and reflect his/her changing needs and 
circumstances.  
 
References: 
Regulation 6: General Welfare and Protection 
Regulation 8: Assessment and Care Plan 
Regulation 9: Health Care 
Regulation 29: Temporary Absence and Discharge of Residents 
Standard 3: Consent 
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 12: Health Promotion 
Standard 13: Healthcare 
Standard 15: Medication Monitoring and Review 
Standard 17: Autonomy and Independence 
Standard 21: Responding to Behaviour that is Challenging  
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Action(s) required from previous inspection:  
 
Set out each resident’s needs in an individual care plan developed and agreed with the 
resident. 
 
Provide a high standard of evidence-based nursing practice.  
 
 
Inspection findings 
 
Inspectors saw that residents’ healthcare needs were met to a high standard and 
that each resident had opportunities to participate in meaningful activities, 
appropriate to his or her interests and preferences. However, some ongoing 
improvements were required in the area of restraint and the management of 
behaviours that challenge.  
 
Inspectors found that while progress had been made with regard to the use of 
restraint, further improvements were required. Inspectors noted that, while there 
continued to be a high usage of bedrails, efforts were being made to reduce this and 
the overall all usage of bedrails had decreased since the last inspection. No other 
forms of restraint were in use. The centres policy on restraint was based on national 
policy and guidelines. However, it was not being used to consistently guide practice. 
Risk assessments for the use of restraint were carried out and reviewed but they did 
not demonstrate that the use of alternatives had been fully addressed. Care plans 
had not been developed to guide the care of residents who used restraint. 
 
Improvements had been made in the area of behaviours that challenged since the 
last inspection. However, further improvements were required. The inspectors found 
that there were a small number of residents with behaviours that challenged on the 
day of inspection. There was a policy on managing behaviour that challenged which 
provided guidance to staff. The records showed that staff had received training in 
this area and staff were very knowledgeable about caring for these residents. 
However, the care plans were not person-centred and did not identify all the triggers 
and effective interventions, which were known to staff, in order to guide consistent 
care in this area. Behaviour monitoring charts were not consistently completed in 
accordance with the policy.  
 
There was evidence of good practice in the area of falls management. Falls 
assessments were in place for all residents and were regularly reviewed. Inspectors 
saw that following a fall, residents had a post fall assessment undertaken and the 
care plan was updated. Inspectors read the care plans of residents who had fallen 
and observed that they were detailed and person centred. Inspectors saw that 
residents at a high risk of falls had been provided with a range of interventions to 
reduce this risk of injury and these included low beds, crash mats and bed and chair 
alarms were appropriate.  
 
Residents had good access to GP services and out-of-hours cover was also readily 
available. The physiotherapist visited the centre each week and carried out an 
assessment with all new admissions to the centre. Residents also had access to a 
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range of other services on referral including speech and language therapy (SALT), 
dietetic services and occupational therapist (OT). Chiropody, dental and optical 
services were also provided. Inspectors reviewed residents’ records and found that 
residents had been referred to these services and results of appointments were 
written up in the residents’ notes.  
 
Inspectors read a care plan of a resident who had a wound and noted that there 
were adequate records of assessment and appropriate plans in place to manage the 
wound. Records showed that the wound was being managed in accordance with the 
plan. In addition, inspectors saw where additional advice and support was provided 
from outside services. Training had also been provided to staff in this area.  
 
The area of nutrition was well managed. Residents were routinely assessed for their 
risk of poor nutrition. Residents identified at a high risk had appropriate care plans in 
place and were weighed weekly. Residents had access to the dietician and 
supplements were prescribed where indicated. The person in charge was closely 
monitoring the nutritional status of all residents who were at risk of poor nutrition.  
 
Inspectors reviewed the care plans for a number of residents and saw that a pre 
admission assessment had been undertaken. On admission, a comprehensive nursing 
assessment and additional risk assessments were carried out for residents. Three-
monthly reviews were carried out on time and the care plans were updated as 
appropriate. There was good evidence of resident or relative involvement in the 
development of these plans.  
 
Residents were seen enjoying various activities during the inspection. Three activity 
coordinators were employed and they were assisted by other staff members. 
Activities included live music, singing, exercise classes, arts and crafts and Sonas (a 
therapeutic technique for residents with communication difficulties). Social 
assessments were carried out with all residents and care plans for social interaction 
had been drawn up. Residents who were confused or who had dementia related 
conditions were encouraged to participate in the activities. A planned schedule of 
activities was displayed and residents stated how much they enjoyed many of them. 
Many residents stated how much they enjoyed the Christmas party which had been 
held the day previous to the inspection. A range of on-to-one activities were provided 
for residents who did not wish to participate in the group setting.  
 
Outcome 12 
The location, design and layout of the centre is suitable for its stated purpose and 
meets residents’ individual and collective needs in a comfortable and homely way. 
There is appropriate equipment for use by residents or staff which is maintained in 
good working order. 
 
References: 
Regulation 19: Premises 
Standard 25: Physical Environment  
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Action(s) required from previous inspection:  
 
The action(s) required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
The centre was well maintained both internally and externally and it was noted that a 
full time maintenance person was employed. The centre was warm and inviting and 
great effort had been made to decorate for the festive season. This included the 
provision of a large nativity display in the entrance hall.  
 
Inspectors noted that the storage of equipment, such as wheelchairs and hoists, 
which had been identified as an issue at the last inspection, was satisfactorily 
addressed.  
 
Inspectors visited a number of bedrooms and found them to be clean, bright and 
nicely furnished. Residents were encouraged to personalise their rooms through the 
provision of photos, paintings and pieces of furniture from their own homes. A 
functioning call bell system was in place and inspectors noted that it was promptly 
answered. Call bells were noted to be within easy reach of all residents who were 
sitting in their rooms or who were in bed. Since the last inspection the pitch and tone 
of the call bell had been reduced in order to prevent any disturbance to residents.  
 
The majority of bedrooms were located on the ground floor. However, a lift was 
provided to the four bedrooms located on the first floor directly above the nurses’ 
station. Inspectors observed that this lift was regularly serviced. 
  
The premises were nicely decorated. The communal areas, which included a large 
dining room, three sitting rooms and the two conservatory areas had a variety of 
comfortable furnishings and were domestic in nature. Tea and coffee making 
facilities were provided for the main sitting area where relatives and residents could 
avail of this. Appropriate assistive equipment was provided to meet residents’ needs 
such as hoists, seating, specialised beds and mattresses. Inspectors viewed the 
servicing records and maintenance records for equipment and found they were up to 
date.  
 
A high standard of cleanliness and hygiene was maintained in the centre. Cleaning 
staff were observed working in an unobtrusive manner which did not disturb 
residents. Inspectors spoke to two cleaning staff and found that they had training in 
infection control and were knowledgeable in this area. Three sluice rooms were 
available and inspectors noted that they were maintained in a clean condition. An 
automated bed pan washer was provided. Separate staff changing and storage 
facilities were available. Inspectors visited the laundry and found that it was clean 
and well organised with systems in place to ensure the separation of clean and soiled 
clothes. 
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Inspectors visited the kitchen and found that it was maintained in a clean and 
hygienic condition. Ample supplies of fresh and frozen food were provided and the 
catering staff had a detailed knowledge of residents’ dietary needs and likes and 
dislikes.  
 
There was a secure, accessible landscaped courtyard with raised flower beds and a 
variety of seating areas where residents could sit during fine weather. Residents 
confirmed that they enjoyed using the garden on fine days. A pleasant landscaped 
garden was provided to the rear of the centre.  
 
Theme: Person-centred care and support 
Person-centred care and support has service users at the centre of all that the service 
does. It does this by advocating for the needs of service users, protecting their rights, 
respecting their values, preferences and diversity and actively involving them in the 
provision of care. Person-centred care and support promotes kindness, consideration 
and respect for service users’ dignity, privacy and autonomy.  
 
Outcome 13 
The complaints of each resident, his/her family, advocate or representative, and 
visitors are listened to and acted upon and there is an effective appeals procedure. 
  
References: 
Regulation 39: Complaints Procedures 
Standard 6: Complaints 
 
Action(s) required from previous inspection:  
 
The action(s) required from the previous inspection were satisfactorily implemented.  
 
 
Inspection findings 
 
The complaints policy identified the complaints officer and an appeals process and 
the procedure to follow was displayed in a prominent position in the lobby. It 
contained the name and contact number of the complaints officer and also of the 
person to whom an appeal could be made in the event that a complainant was 
unhappy with the initial response to matters raised. The person in charge was 
identified as the complaints officer and appeals were to be directed to an 
independent person outside the centre. However, the policy did not clearly identify 
an independent person to oversee all complaints.  
 
The complaints log was read and inspectors found evidence of good complaints 
management. Complaint details were well documented and inspectors saw that 
action was taken in response to issues raised. The recording of the satisfaction level 
of the complainant with the outcome of the complaint investigation was identified as 
an issue at the last inspection. Inspectors found this matter had been addressed in 
accordance with the requirements of the Regulations.  
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Theme: Workforce 
The workforce providing a health and social care and support service consists of all the 
people who work in, for, or with the service provider and they are all integral to the 
delivery of a high quality, person-centred and safe service. Service providers must be 
able to assure the public, service users and their workforce that everyone working in 
the service is contributing to a high quality safe service. 
 
Outcome 18 
There are appropriate staff numbers and skill mix to meet the assessed needs of 
residents, and to the size and layout of the designated centre. Staff have up-to-date 
mandatory training and access to education and training to meet the needs of 
residents. All staff and volunteers are supervised on an appropriate basis, and 
recruited, selected and vetted in accordance with best recruitment practice.  
 
References: 
Regulation 16: Staffing 
Regulation 17: Training and Staff Development 
Regulation 18: Recruitment 
Regulation 34: Volunteers 
Standard 22: Recruitment 
Standard 23: Staffing Levels and Qualifications 
Standard 24: Training and Supervision  
 
Action(s) required from previous inspection:  
 
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. 
 
 
Inspection findings 
 
Although there was evidence of good recruitment practices, further improvement 
was required regarding some staff files in order to meet the requirements of the 
Regulations.  
 
There was a comprehensive written operational staff recruitment policy in place. A 
sample of staff files was reviewed. Inspectors noted that a written reference from 
the previous employer was absent for two recent recruits. A medical declaration and 
proof of identity were absent in the case of another staff member. The inspectors 
requested the an Bord Altranais agus Cnáimhseachais na hÉireann (Nursing and 
Midwifery Board of Ireland) registration numbers for all nursing staff and found that 
all were in place. 
 
The provider had ensured a good level of staffing and skill mix in order to meet the 
needs of the residents. On the day of inspection 16 health care assistants and six 
nursing staff were providing care to 75 residents. Inspectors reviewed the rosters 
and saw that this was usual practice. Two nurses supervised the delivery of care 



 

Page 18 of 27 

 

during the night shift. The person in charge and provider who were also present in 
the centre on a full time basis were supernumery to the roster. 
 
Formal induction arrangements for newly employed staff were in place. The 
inspectors saw that induction packs were in place for all new staff and records were 
signed off when the new staff member demonstrated sufficient competencies in 
areas such as fire safety, care planning, and knowledge of policies and procedures. 
Each new recruit was assigned a mentor.  
 
There was a strong emphasis on continued professional development and inspectors 
saw that staff were encouraged and facilitated to attend a variety of courses. The 
nursing staff were each required to take the lead on a particular clinical area and 
training was provided to support this. The records showed that an extensive range of 
training had been provided since the last inspection and this included wound care, 
end of life care, pain management, care planning, dementia, restraint, infection 
control and falls. The inspectors spoke to a many staff members who stated how 
much they appreciated the support and training which the provider and person in 
charge gave them.  
 
Most care assistants had Further Education and Training Awards Council (FETAC) 
Level 5 training. The person in charge stated that all the remaining care assistants 
had been offered the opportunity to attend this training. Staff were knowledgeable 
about residents and inspectors saw them responding to residents’ needs in an 
informed and respectful way.  
 
A number of volunteers were visiting the centre on a weekly basis providing a variety 
of services which included advocacy and pet therapy. Residents stated that they 
appreciated these services. Inspectors noted that a Garda Síochána vetting was in 
place for these volunteers. However, a written agreement setting out their roles and 
responsibilities had not been developed.  
 
Closing the visit  
 
At the close of the inspection visit a feedback meeting was held with the provider, 
the person in charge, and the nurse manager to report on the inspectors’ findings, 
which highlighted both good practice and where improvements were needed.  
 
Acknowledgements 
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Provider’s response to inspection report ∗ 
 

 
Centre Name: 

 
Craddock House Nursing Home  

 
Centre ID:  

 
0027 

 
Date of inspection: 

 
17 December 2012  

 
Date of response: 

 
7 January 2013 

 
Requirements 
 
These requirements set out the actions that must be taken to meet 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. 
 
Theme: Governance, Leadership and Management 
 
Outcome 4: Records and documentation to be kept at a designated centre 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Residents’ care plans were not stored in a secure place. 
 
Action required:  
 
Keep the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) of the Regulations up-to-date and in good order and in 
a safe and secure place.  
 
Reference:    

Health Act, 2007 
Regulation 22: Maintenance of Records 
Standard 32: Register and Residents’ Records 
 

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

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

Timescale: 
 

Provider’s response: 
 
This has been reviewed since previous inspection and extra 
security locks had been put in place to prevent access to area 
where care plans are stored. However, we will review same again 
and ensure more secure storage. 
 

 
 
28/02/2013 

 
Theme: Safe care and support  
 
Outcome 7: Health and safety and risk management  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The centre’s policy in relation to smoking was not fully implemented. 
 
The risk management policy did not address all the risks specified in the Regulations. 
 
Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
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: 
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of 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: 
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Provider’s response: 
 
We will ensure to put in place a comprehensive written Risk 
Management Policy as soon as possible. 
 
Outcome 7: The Health & Safety of residents, visitors & staff is 
promoted and protected. 
 
Since our inspection we have reviewed our smoking room and 
have implemented it using the following procedures: 

 an individualised smoking assessment will be carried out 
on all residents in the nursing home and continuously 
monitored due to changes in resident’s condition 

 ideally all residents will visit the smoking room to have a 
cigarette 

 for those residents who are known to smoke in their room 
the following control measures have been put in place 

 extra fire aprons (one per person) have been ordered and 
these will be placed in the rooms of residents who smoke 
and staff will routinely encourage residents to use same 

 extra fire blankets have been ordered and these will be 
placed on the wall outside each residents room that smoke

 for all residents who have cognitive impairment they are 
not allowed to have a lighter or matches on their person 

 if a resident with cognitive impairment requests a cigarette 
a staff member will light the cigarette and remain in the 
room with the resident until completion of their cigarette 

 families of the above residents have been contacted and 
advised that the resident is not to be given matches or 
lighters for safety reasons 

 all staff have been fully informed of procedures with 
regard to residents who smoke, this is verbalised at 
handover report and written in communication books 

 all residents who smoke will have an individualised care 
plan which will be reviewed at least three-monthly or as 
required. 

 

 
 
31/01/2013 

 
Theme: Effective care and support 
 
Outcome 10: Reviewing and improving the quality and safety of care  
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was no formal system in place to ensure that the quality of care given to 
residents was monitored, developed and improved on an ongoing basis.  
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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. 
 
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: 
 
We will establish and maintain a system for reviewing the quality 
and safety of care provided to the quality of life of residents in 
the Nursing Home at appropriate intervals. 
 
Outcome 10: Reviewing and Improving the Quality and Safety of 
Care. 
 
On a daily basis each week we are going to continue auditing 
different systems which are in place in the nursing home e.g. 
care plans, medications, weights, housekeeping etc. 
 
We will cover a broad spectrum to ensure we capture all the 
nursing home, e.g. audit on care plans. 
 
We will audit different care plans each week until all care plans 
have been audited. 
 
We then plan to provide written documented feedback routinely 
after completion of our audits to the relevant individuals from 
different departments i.e. nurses, care assistants, housekeeping 
etc of our findings. 
 
We plan to re-audit any areas where we identified issues to 
ensure that the individual staff member has learned from the 
above and hence the quality of care can be improved. 
 
Any areas where there appears to be recurrent issues on carrying 
out audits and re auditing will be discussed at the three-monthly 
staff meetings and recorded in the minutes of these meetings. 
 
We will try to identify how we can prevent re-occurrence and 
improve standards. 
 

 
 
Commenced 
Ongoing 
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These recurrent issues will also be documented in our staff 
communication book. 
 
The person in charge and Assistant Director of Nursing will 
continue to gather clinical data from daily and weekly reports. 
We plan to analyse this information on a four-monthly basis with 
regard to data collected. 
 
Our findings will then be discussed at the Clinical Governance 
Committee meetings which we hope to commence by April 2013. 
 
At these meetings we will get a multi-disciplinary team approach 
to all relevant issues with a plan to improve quality and safety of 
care. 
 
Any current issues of concern which may arise from daily/weekly 
reports will be dealt with at weekly management meetings and 
documented accordingly. 
 
All relevant issues with regard to Health and Safety will be 
discussed at Health and Safety meetings on a monthly basis or 
sooner if required. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
30th April 2013 

 
Outcome 11: Health and social care needs 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
Improvements were required in the management of restraint.  
 
Action required:  
 
Provide a high standard of evidence-based nursing practice in relation to the use of 
restraint. 
 
Reference:   

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

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

Timescale: 
 

Provider’s response: 
 
We have already two nurses in place who are going to lead in the 
area of management of restraint. They are in the process of 
implementing a new policy and other documents which will be 

 
 
Commenced 
Ongoing 
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relevant to area of restraint and providing education for all staff. 
 
Outcome 11: Management of Restraint. 
 
Our policy on restraint has recently been reviewed by two of our 
nurses who have been identified as the nursing home specialists 
in the area of restraint. They are presently implementing a new 
restraint policy based on National Policy and Guidelines as they 
felt our current policy is too vague. Both nurses have recently 
attended training sessions in the area of restraint. 
 
These nurses are also devising a new Risk Assessment form 
which will cover all areas of restraint. This risk assessment form 
will require the nurses to identify what alternative measures were 
tried and the reason they were unsuccessful prior to the need for 
using restraint. Both nurses are also planning on carrying out 
training sessions in the area of restraint for all staff over the next 
few months. 
 
Care plan on Restraint has been implemented and will be in place 
in each individual’s care plan which requires same and will guide 
staff on the care of each individual resident who uses a restraint. 
 

 
 
 
 
31/01/2013 
 
 
 
 
 
 
31/01/2013 
 
 
 
 
 
 
 
28/02/2013 
 

 
Outcome 11: Health and social care needs 
The person in charge is failing to comply with a regulatory requirement in 
the following respect:  
 
The documentation and care planning in relation to residents who had behaviour that 
challenged did not address all the identified needs of some residents. 
 
Action required:  
 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Reference:   

 Health Act, 2007 
Regulation 8: Assessment and Care Plan 
Standard 3: Consent  
Standard 10: Assessment 
Standard 11: The Resident’s Care Plan 
Standard 17: Autonomy and Independence 
 

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

Timescale: 
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Provider’s response: 
 
Already have documentation and care planning in respect of 
above residents. However, we will review documentation and will 
continuously strive to improve same, ensuring they meet 
individual care needs of residents. 
 
Outcome 11:  Behaviours that Challenge. 
 
Providers Response: 
 
For each resident who has a behaviour that challenges we are 
presently reviewing his/her care plan. We will ensure that his/her 
care plans are individualised and more specific to their individual 
identified needs. We will document all identified known triggers 
and all interventions which we have found to be effective in 
dealing with their behaviours. These care plans will then be 
reviewed on at least a three-monthly basis or earlier if required. 
 
For the residents who require a behaviour monitoring chart, this 
resident’s primary nurse must review the resident’s chart and 
ensure that it is being consistently completed on a routine basis. 
 
If there have been any incidents of behaviour that have not been 
documented the primary nurse will bring it to the attention of 
either the Director of Nursing or Assistant Director of Nursing and 
we will discuss this with the nurse who was on duty on the day 
that the behaviour had occurred, we will be ensuring they are 
fully aware of our policy to prevent re-occurrence. 
 

 
 
Ongoing 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
28/02/2013 

 
Theme: Person-centred care and support                                                              
 
Outcome 13: Complaints procedures 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The complaints policy did not identify an independent person to oversee all 
complaints within the centre.  
 
Action required:  
 
Make 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).  
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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: 
 
We have put an independent person in place to oversee 
complaints and we will review Complaints Policy to make 
appropriate amendments. 
 

 
 
31/01/2013 

 
Theme: Workforce 
 
Outcome 18: Suitable staffing 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Some staff files did not contain all the information required under Schedule 2 of the 
Regulations. 
 
A written agreement was not in place for all volunteers.  
 
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 of the Regulations have been obtained in 
respect of each person. 
 
Action required:  
 
Set out the roles and responsibilities of volunteers working in the designated centre 
in a written agreement between the designated centre and the individual. 
 
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: 
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Provider’s response: 
 
Recruitment procedures are already in place. However, in future 
circumstances we will ensure that we adopt a more robust 
system in carrying out these procedures. 
 
Roles and responsibilities of volunteers have already been put in 
place.  
 
Outcome 18: Suitable Staffing 
 
Providers Response: 
 
All staff who are presently employed in Craddock House Nursing 
Home and who have not supplied all relevant required 
information for their individual file to comply with Schedule 2 
have been advised that all outstanding documentation must be in 
place by 31/01/2013. 
 
In the case of future employees to the nursing home we will 
ensure that we are more thorough in following our recruitment 
procedures which are outlined in our recruitment procedures 
which are outlined in our recruitment policy. 
 
Roles and Responsibilities of volunteers have been put in place. 
 

 
 
Ongoing 
 
 
 
 
 
 
 
 
 
 
31/01/2013 

 

 
Any comments the provider may wish to make1: 
 
 
Provider’s response: 
 
None received.  
 
 
Provider’s name: Karl Gallagher 
Date: 7 January 2013 

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


