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About inspection   
 

The purpose of inspection is to gather evidence on which to make judgements about 
the fitness of the registered provider and to report on the quality of the service. This 
is to ensure that providers are complying with the requirements and conditions of 
their registration and meet the standards; that they have systems in place to both 
safeguard the welfare of service users and to provide information and evidence of 
good and poor practice.  
 
In assessing the overall quality of the service provided, inspectors examine how well 
the provider has met the requirements of the Health Act 2007, the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) Regulations 
2009 (as amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland under 18 outcome statements. The outcomes set out 
what is expected in designated centres.  
 
Outcome 1 
There is a written statement of purpose that accurately describes the service that is 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.  
Outcome 2 
The quality of care and experience of the residents are monitored and developed on an 
ongoing basis. 
Outcome 3 
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 
Outcome 4 
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. 
Outcome 5 
The health and safety of residents, visitors and staff is promoted and protected.  
Outcome 6 
Each resident is protected by the designated centre’s policies and procedures for medication 
management. 
Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-based 
nursing care and appropriate medical and allied healthcare. 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.  
Outcome 8 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
Outcome 9 
Each resident is provided with food and drink at times and in quantities adequate for his/her 
needs. Food is properly prepared, cooked and served, and is wholesome and nutritious. 
Assistance is offered to residents in a discreet and sensitive manner.  
Outcome 10 
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. 
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Outcome 11 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. He/she is 
facilitated to communicate and enabled to exercise choice and control over his/her life and to 
maximise his/her independence. 
 Outcome 12 
Adequate space is provided for residents’ personal possessions. Residents can appropriately 
use and store their own clothes. There are arrangements in place for regular laundering of 
linen and clothing, and the safe return of clothes to residents.  
Outcome 13 
The designated centre is managed by a suitably qualified and experienced nurse with 
authority, accountability and responsibility for the provision of the service. 
Outcome 14 
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.  
Outcome 15 
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. 
Outcome 16 
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). 
Outcome 17 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 
Outcome 18 
The Chief Inspector is notified of the proposed absence of the person in charge from the 
designed centre and the arrangements in place for the management of the designated 
centre during his/her absence.  
 
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 
 
The inspection report is available to residents, relatives, providers and members of 
the public, and is published on www.hiqa.ie in keeping with the Authority’s values of 
openness and transparency.  
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About the centre 
 

Description of services and premises 
 

Craddock House Nursing Home is a purpose built, two-storey centre with 77 
residential care places for dependent people over 18 years of age. The centre 
provides residential care as well as short-term respite and convalescent care. At the 
time of inspection all residents were over 55 years of age and many residents had a 
diagnosis of dementia. There was one resident receiving convalescent care at the 
time of inspection.  
 
The facility is designed around a central courtyard garden area. The entrance is 
through a porch into a spacious bright reception area which is nicely furnished. The 
nurses’ station is located behind the reception desk, with an administration office 
located on the left hand side of the main entrance. To the rear of the reception area 
there is a bright conservatory room which looks out onto the courtyard garden. This 
room has comfortable seating and a television.  
 
There are wide corridors leading to the left and the right of the entrance hall. The 
corridor to the right leads to a homely and nicely furnished communal area known as 
the country kitchen. This room is spacious and bright and can be subdivided into two 
separate recreational rooms. Some residents dine in the country kitchen and they 
spend time there together during the day participating in activities. It has tea making 
facilities for residents and relatives. The second part of this room has a fire place and 
comfortable seating arranged in small clusters to encourage group interaction. The 
hair dressing salon, smoking room and an assisted bathroom are also located in this 
area of the building.  
 
The corridor to the left of the reception leads to the main kitchen and the laundry 
room. A large dining room is adjacent to the kitchen and a second conservatory 
room is across from the dining room. 
  
The special care unit is on the ground floor to the rear of the building and it is used 
by residents who require high levels of supervision including some residents with 
dementia. It has a smaller domestic type communal room, known as “the pink 
room”. This room is divided into areas for sitting and dining. It has CCTV and direct 
line phone access to the nurses’ station. Sleeping accommodation on this floor is for 
five people provided in three single rooms and one twin room with en suite shower 
facilities. The sitting room opens onto a small paved secure patio area. The non-
denominational oratory is located close by.  
 
The remaining bedroom accommodation on the ground floor comprises of ten single 
rooms with wash hand basins and 46 single rooms with en suite shower facilities. 
Four twin bedrooms also have en suite shower facilities.  
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There are four wheelchair accessible bathrooms, two with showers and two with 
baths one of which is an assisted bath. There are also two wheelchair-assisted toilets 
on the ground floor. Bathrooms and toilets are close to the 10 bedrooms without en 
suite facilities, the day rooms and the dining room. There is a treatment room, two 
sluice rooms, and five store rooms. There is also a secure external storage area. 
 
The first floor dormer area has two stairwells and a lift access from the ground floor. 
The first floor has four single rooms and a larger bedroom which accommodates four 
residents. All the upstairs bedrooms have en suite toilet and shower facilities. The 
staff rest room and changing facilities, an administration office and a visitors’ toilet 
are also on the first floor. 
 
The central courtyard garden is landscaped and well maintained with patio furniture, 
a vegetable patch, gazebos and a water feature.  
 
There is ample parking at the front of the building. 
 

Location 

 
Craddock House Nursing Home is situated on the outskirts of Naas in Co Kildare. It is 
located in a residential area close to Naas General Hospital, the church, schools and 
shops. 

 
 
Date centre was first established:  

 
1 September 1999 

 
Date of registration: 

 
2 September 2011 

 
Number of registered places:  

 
77 

 
Number of residents on the date of inspection:  

 
75 + 2 in hospital 

 
Dependency level of current residents 
as provided by the centre: 

Max High Medium Low 

 
Number of residents 

 
13 

 
36 

 
24 

 
2 

 
Male 
( ) 

Female 
( ) 

 
Gender of residents 

 
 

 
 

 
 
 
 
 
 
 

Page 5 of 34 



Management structure 
 
Karl and Brid Gallagher are the owners of the business and Karl Gallagher is the 
representative of the Provider. His wife, Brid Gallagher is the Person in Charge and 
she reports to the Provider. Nurses report to the Assistant Director of Nursing 
(ADON) who in turn reports to the Person in Charge. The care assistants report to 
the nurse on duty. The Catering Manager, activities, laundry and cleaning staff report 
to the Person in Charge. Administration and maintenance staff report to the Provider.  

 
 

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* 5 16 4 7 2 3** 

 
* The senior staff nurse in charge was deputising for the person in charge and was 
supernumery to the roster 
 
** The ADON came on duty to assist the inspection process. The activity 
coordinator and the maintenance person were also present. 
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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 was the third inspection of Craddock House Nursing Home by the Health 
Information and Quality Authority (the Authority) Social Services Inspectorate. 
Previous to this, the centre was inspected on 20 August 2010 and a registration 
inspection was carried out on 29 and 30 March 2011. The registration inspection 
identified that improvements were required in relation to medication management, 
care planning, management of wounds and the implementation of some of the 
centre’s policies. Reports for these inspections can be accessed at www.hiqa.ie. 
 
This report sets out the findings of an unannounced inspection. This inspection took 
place over two days. As part of the 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.  
 
Evidence of good practice was found in many areas of the service. The building was 
suitable for its stated purpose and was furnished and maintained to a high standard 
with a variety of communal spaces available to residents.  
 
The provider had put measures in place to safeguard the residents, staff and visitors 
from risks. Staffing levels were adequate to meet the needs of residents. While the 
majority of information required was available on staff files, some further information 
had yet to be gathered. The person in charge had systems in place to monitor the 
quality and safety of the service and a system of monthly audits was in place.  
 
Residents had good access to general practitioners (GPs) and other allied health 
professionals.  
 
Overall inspectors found that staff were committed to providing a high standard of 
care and the needs of residents were being met however, improvements were 
required in the assessment and care planning process. Inspectors also identified a 
number of improvements which were required in the area of medication 
management.  
 
The Residents’ Guide and the complaints policy were not in line with legal 
requirements and required some further development.  
 
These issues are discussed in the body of the report and are included in the Action 
Plan at the end of the report.  
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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.  
 
1. Statement of purpose and quality management 
 

Outcome 1 
There is a written statement of purpose that accurately describes the service that is 
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 
 

 
Inspection findings 
Inspectors read the statement of purpose which set out the facilities provided and 
the intended aims, objectives and ethos of the centre. 
 
The statement of purpose had been drafted in line with the requirements of the 
Regulations. However, it did not outline that 24 hour nursing care was provided.. 

 
Outcome 2 
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  
 

 
Inspection findings 
Overall, inspectors found that there were systems in place to audit and monitor the 
quality of care provided to residents. Inspectors saw that the centre had developed 
systems to audit falls, medication management and to monitor the weights of all 
residents on a monthly basis. A “Weekly Quality Monitoring and Data” record was 
also being used by the person in charge to gather and monitor information on health 
needs such as residents with infections, pressure ulcers and residents using 
psychotropic medications. This information was compiled by a staff nurse at the end 
of each week and was then reviewed and signed off by the person in charge. There 
was evidence that this process had been used to improve the service. For example, 
inspectors saw that information was collected on the number of residents prescribed 
psychotropic medications. The staff nurse in charge described how this information 
had been used to reduce the overall use of these medications within the centre. The 
data collected also allowed the person in charge to easily identify any increase or 
changes in the number of infections.   

Page 8 of 34 



Information was also gathered on individual incidents, accidents and complaints 
which were all individually managed and reviewed. However, there was no formal 
system in place to review these issues comprehensively in order to identify trends 
and improve practice.  

 
Outcome 3 
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 
 

 
Inspection findings 
The complaints process was generally in line with the requirements of the 
Regulations but some improvements were required. 
 
Following the last inspection the provider was required to update the complaints 
policy to include an independent appeals process. Inspectors were shown the 
updated version of the policy which included this information and saw that this 
version was also included in the statement of purpose.  
 
The complaints procedure was displayed in a prominent location in the centre as 
required by the Regulations. It explained the complaints process. However, 
inspectors found that this copy was not the most recently updated version and did 
not contain details of the independent appeals process.  
 
Inspectors reviewed the complaints folder and found the complaints were recorded in 
detail, identified the complainant, the issue and the action taken. However, these 
records did not record the satisfaction of the complainant with the outcome of the 
action taken.  
 
2. Safeguarding and safety 
 

Outcome 4 
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 
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Inspection findings 
Inspectors reviewed the centres policy on the prevention, detection and response to 
elder abuse and found that it gave guidance to staff on the types of abuse, the 
procedures for reporting alleged abuse and the procedures to follow when 
investigating an allegation of elder abuse.  
 
Inspectors found that measures were in place to protect residents from being 
harmed or abused. One staff member had attended a ‘Train the Trainer’ course for 
the prevention, detection and response to elder abuse. This staff member was 
responsible for providing training to staff within the centre and records showed that 
training took place in April 2012. Inspectors saw that in accordance with the centre’s 
own policy on protection, staff were required to undergo training every two years. 
The records showed that a small number of staff had not competed this training 
within the two years. However inspectors saw that planned elder abuse training was 
due to take place on the day after the inspection. Most of the staff spoken to were 
aware of the types of elder abuse and their responsibilities in reporting suspected 
elder abuse to the person in charge. However, inspectors found that one staff 
member did not demonstrate the appropriate knowledge or understanding of the 
correct response and procedures to follow if an allegation of abuse was made. 
Inspectors found that a lack of understanding of this matter could put vulnerable 
residents at risk.  
 
All residents spoken to said that they felt safe and secure in the centre. 
 
There was an informative policy on the management of residents’ finances and 
property, which clearly outlined the arrangements for the safekeeping of residents’ 
valuables. Inspectors reviewed the arrangements in place to manage residents’ 
finances and saw that all transactions were recorded and signed by two witnesses. A 
locked safe was also available for the storage of residents’ valuables and a record of 
these items was also maintained and signed by two witnesses. Some residents were 
taking care of their own money and the staff nurse in charge stated that all of these 
residents had been provided with locked storage. 

 
Outcome 5 
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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Inspection findings 
The provider had systems in place to protect the health and safety of residents, staff 
and visitors but some of these systems required improvement. 
 
Inspectors reviewed the emergency plan and found that while it provided a lot of 
detailed information it did not adequately guide staff on all the procedures to follow 
in the event of an emergency. Inspectors saw that there were written agreements 
with three other centres to provide emergency accommodation in the event of a 
serious incident. However, the plan did not detail how residents would be 
transported in such an eventuality.  
 
There was a health and safety statement in place and an informative risk 
management policy which provided clear guidance to staff on the identification and 
management of risk, including clinical risk, within the centre. However, the risk 
management policy did not identify all the risks specified in the Regulations such as 
self harm, aggression and violence and assault.  
 
Inspectors saw that staff were carrying out and documenting general health and 
safety checks on a daily basis. The issues identified were notified to the maintenance 
person by means of a communication book which was maintained at reception. This 
book was overseen and signed off by the person in charge.  
 
Inspectors were told that six residents smoked. Inspectors reviewed the care plans 
for two of these residents and found that a risk assessment of their ability to safely 
smoke independently or with assistance had not been carried out. Inspectors were 
shown documentation which the person in charge had recently prepared in order to 
start this risk assessment process for all residents who smoke.  
 
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. Inspectors were shown a daily, signed record of 
checks on fire exits, door releases and the alarm panel. The maintenance person 
stated that that systems were in place to carry out in-house safety checks on the fire 
alarm system and the emergency lighting system on a two weekly basis. The staff 
nurse in charge also confirmed that these checks were carried out however they 
were not recorded.  
 
The training records confirmed that the majority of staff had attended training on fire 
prevention and response. There was a training matrix in place to ensure that staff 
attended annual fire safety training and biannual fire evacuation drills. Inspectors 
noted from the training records that five members of staff had not attended training 
in fire safety since 2010. Inspectors spoke to a number of staff members in relation 
to fire safety and found that they were able to describe the correct procedure to 
follow in the event of the fire alarm going off.  
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Inspectors reviewed a report which was issued by Kildare County Fire Service, dated 
9 November 2011, following a routine inspection. This report required the provider to 
fit all bedroom doors with self closing devices as a fire prevention measure. The 
maintenance person informed inspectors that there was a plan in place to trial these 
devices on 16 doors. Work had been completed on installing the cabling, however 
the devices had not yet been fitted.  
 
Inspectors noted that infection control practices were adequate. There were 
arrangements in place for the segregation and disposal of waste including clinical 
waste. Nursing staff and care assistants were observed following correct hand 
hygiene and using gloves, hand gels and aprons appropriately.  
 
The sluicing facilities were maintained in a clean and satisfactory condition. Wall 
mounted dispensers containing hand sanitising gel were located at the entrance door 
and throughout the building.  
 
The provider and person in charge had put in place adequate controls to monitor all 
visitors to the building. A visitors’ book was maintained and completed daily.  
 
The person in charge had identified two residents who were at risk of wandering out 
of the building through the front door. The front door to the premises was provided 
with a coded locking system to protect these residents. Inspectors were also shown 
that one of these residents had been identified as being at a higher risk and had 
been provided with an alarmed bracelet which alerted staff if the resident exited 
through the front door.  

 
Outcome 6 
Each resident is protected by the designated centre’s policies and procedures for 
medication management. 
 
References: 
Regulation 33: Ordering, Prescribing, Storing and Administration of Medicines 
Standard 14: Medication Management 
 

 
Inspection findings 
While some of the processes in place for the management of medication were safe, 
secure and in accordance with current guidelines and legislation, some areas of 
medication management were not satisfactory to safeguard residents. 
 
There were comprehensive medication management policies in place which provided 
clear guidance to staff in areas such as general principles of medication 
administration, self administration, storage and crushing of medications, refusal and 
withholding of medications and medication errors.  
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Inspectors reviewed the prescription sheet for a number of residents and found that 
each resident’s medications were not reviewed on a planned regular basis by the GP. 
Inspectors also noted that, while the GP signed for medications prescribed 
collectively at the bottom of each prescription sheet, each prescribed medication was 
not individually signed by the GP. In addition medications which were discontinued 
were not consistently signed off by the GP. 
 
Inspectors accompanied a nurse at the start of a medication round and discussed 
medication management practices. The nurse demonstrated competence and 
knowledge when outlining the procedures and practices for medication management 
and administration. The nurse had a lockable medication trolley and this was locked 
when unattended. There were colour photos of residents on the administration 
charts and the nurse recorded and signed each medication administered.  
 
Inspectors noted that the process for prescribing medications to be crushed did not 
meet An Bord Altranais guidelines. Staff stated that they sometimes crushed 
medications for one resident however there was no signature to indicate that this 
had been prescribed by the GP.  
 
Inspectors saw that there was a policy and procedure in place to manage medication 
errors. Inspectors reviewed the details of a medication error. Inspectors were 
satisfied with the response and management of this error. The error was investigated 
and prompt corrective action was taken. Monitoring procedures were implemented 
following the incident. All medication errors were maintained in a central folder and 
they were reviewed by the person in charge. Minutes of staff meetings indicated that 
medication errors were discussed routinely.  
 
There were some good examples of practice in relation to medication management. 
Inspectors saw that in addition to the monthly medication audits, which were carried 
out by the nursing staff on all residents’ files, the pharmacist was also conducting a 
monthly audit of medication management procedures in the centre. An action plan 
was put in place to address the audit findings. Inspectors also noted that the 
pharmacist carried out individual medication reviews for some residents. Staff said 
that where issues were identified they were brought to the attention of the GP.  
 
Medications that required special control measures (MDAs) were carefully managed 
and kept in a locked medicinal press within in a locked cupboard in keeping with the 
Misuse of Drugs (Safe Custody) Regulations, 1984. Nurses kept a register of 
controlled drugs. Two nurses signed and dated the register and the stock balance 
was checked and signed by two nurses at the time of administration and the change 
of each shift. Inspectors checked the stock balances for two controlled medications 
and found them to be accurately accounted for.  
 
There was a secure, locked medication fridge. A written record of daily temperature 
checks was being maintained. 
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3. Health and social care needs 
 

Outcome 7 
Each resident’s wellbeing and welfare is maintained by a high standard of evidence-
based nursing care and appropriate medical and allied healthcare. 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  
 

 
Inspection findings 
Residents had good access to medical and allied health professionals. Inspectors 
reviewed a sample of residents’ medical notes. There was a system in place for 
residents to be reviewed every three months by their GP and there was documentary 
evidence to support this. The staff nurse in charge explained that the GPs visited 
regularly and there was also an out-of-hours medical service available. There was 
also documentary evidence of residents being referred to other services. Reviews by 
occupational therapy (OT), optician, dental, chiropody, speech and language therapy 
(SALT) and dietician were included in the residents’ files. The physiotherapist visited 
the centre once every week.  
 
There was a comprehensive system in place to record the care given to each resident 
on a daily basis. This consisted of a daily chart which was completed by the care 
assistants and reviewed and signed off by the supervising nurse. This system was 
supplemented by a daily nursing record which was used to record details of the 
resident’s condition and nursing observations. 
 
Staff spoken to were very knowledgeable about the residents in their care. 
Inspectors found that they could describe how residents should be cared for and in 
general, the nursing and medical notes showed that the needs of resident’s were 
met. Inspectors saw that nursing assessments were carried out for residents at the 
time of admission. Inspectors also saw that in most cases additional risk assessments 
were carried out including falls, risk of developing pressure ulcers and nutrition. 
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However, care plans were not always developed in response to these assessments 
and inspectors had concerns regarding the standard of assessment and care 
planning. Care plans were often not meaningful or detailed enough to guide the care 
of residents in a consistent manner. For example, one resident’s care plan had two 
conflicting assessments of skin integrity carried out on the same date. A different 
tool was used in each case. One assessment indicated the resident was at a low risk 
of developing pressure ulcers while the other indicated a high risk. As a result no 
care plan had been developed to prevent and manage pressure ulcers for this 
resident. Another resident was not reassessed following return from hospital after 
which time there was a significant change in the condition of the resident. As a result 
there was an absence of meaningful instructions in the care plan.  
 
The management of wounds was an area where some improvements were required. 
There was a small number of residents with pressure ulcers. Inspectors found that 
there was a wound management policy in place and there was evidence of residents 
being reviewed by specialists in wound care when necessary. However, in the case of 
a resident who had a leg ulcer, inspectors found that while care was being 
administered in line with the recommendations of the tissue viability nurse, no care 
plan had been developed to guide staff and ensure consistent care in this area. A 
“Wound Management Chart” was not accurately completed to include a description 
of the presentation and size of the wound. Therefore the progress of the wound 
could not be monitored or tracked. The previous inspection also highlighted that 
improvements were required for the management of pressure ulcers. 
 
A small number of residents had behaviours that challenge. Inspectors found that 
there was an informative policy in place to guide the care of these residents. 
However, this policy was not being implemented. In the case of a resident who had 
behaviour that challenged there was no care plan in place to comprehensively guide 
staff on how to care for this resident. While staff could describe the techniques they 
would use to calm this resident, there was no chart in place to monitor and record 
the triggers for these behaviours. Therefore there was no meaningful care plan in 
place to describe the interventions to be used to manage the behaviour and inform 
future preventive measures. 
 
Inspectors found that residents’ weights were recorded each month and the nursing 
staff monitored any changes in weight loss. Records showed that residents were 
being prescribed supplements where necessary and residents were being reviewed 
by a dietician and SALT when required. Inspectors saw that nutritional risk 
assessments were generally used to identify residents at risk of poor nutrition. 
However, inspectors noticed that in the case of two residents these nutritional 
assessments had not been carried out.  
 
Inspectors saw that the person in charge had reviewed the restraint policy in 
November 2011. However, the policy was not updated in accordance with recent 
national guidance on restraint. For example, the policy did not identify the use of 
recliner chairs as possible restraint. Inspectors noted that a number of residents 
were using bedrails and found that assessments were taking place in order to 
determine their suitability for the resident. There was also a weekly review to check 
if the continued use of bedrails was suitable. Inspectors saw that there was evidence 
that alternatives were being considered such as crash mats and low level beds. 
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There was a system in place to check all residents who used bedrails at 15 minute 
intervals and these checks were documented. 
 
A small number of residents were seated in specialised recliner chairs and the files 
showed that these residents had been reviewed by the OT. However, these residents 
had not been assessed in order to determine if the use of these chairs constituted 
restraint for these residents. There was also no record of the need for regular 
mobilisation of these residents.  
 
Inspectors observed many residents participating in meaningful activities appropriate 
to their interests and preferences. Three activity coordinators were employed in the 
centre to provide a comprehensive and varied schedule of things to do seven days 
per week. Inspectors noted that social assessments were undertaken with residents. 
The weekly schedule of activities was prominently displayed and included bingo, 
music, art, flower arranging and baking. Many residents had an interest in horse 
racing and the lead activity coordinator told inspectors that she often placed a bet for 
residents when they requested this. Inspectors saw that staff members encouraged 
residents to go to the day rooms and participate in activities. Residents said that they 
were happy with the schedule of activities and that they enjoyed the outings in 
particular, the exercise classes and the singing in the dayroom. A number of 
residents remarked that they enjoyed the garden party which took place on the 
Sunday previous and other residents said that they enjoyed the outings, which 
included a recent trip to see a play.  

 
Outcome 8 
Each resident receives care at the end of his/her life which meets his/her physical, 
emotional, social and spiritual needs and respects his/her dignity and autonomy.  
 
References: 
Regulation 14: End of Life Care 
Standard 16: End of Life Care 
 

 
Inspection findings 
There was a comprehensive and informative policy on end-of-life care which was 
centre specific.  
 
At the time of inspection no resident was receiving end-of-life care. Training in end 
of-life-care had been provided to some staff in 2012 and the nurse in charge stated 
that the centre had very strong links with the local hospice team. She also stated 
that residents at this stage of life had regular access to a priest or other religious 
ministers as required.  
 
The staff nurse in charge described a new project which the person in charge had 
recently put in place in order to consult with residents regarding their end-of-life care 
if they so wished. Family members were also invited to participate in the process. It 
was stated that some residents welcomed this opportunity and found it very 
beneficial.  
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Outcome 9 
Each resident is provided with food and drink at times and in quantities adequate for 
his/her needs. Food is properly prepared, cooked and served, and is wholesome and 
nutritious. Assistance is offered to residents in a discreet and sensitive manner.  
 
References: 
Regulation 20: Food and Nutrition 
Standard 19: Meals and Mealtimes 
 

 
Inspection findings 
Inspectors were satisfied that residents received a nutritious and varied diet and 
mealtimes were unhurried, social occasions that provided opportunities for residents 
to interact with each other and staff. Inspectors spent time in the dining rooms 
during lunch and found that there was a pleasant atmosphere and food was hot and 
well presented. Residents had two choices of main course and of dessert. Residents’ 
choice regarding seating arrangements was accommodated. Staff assisted those 
residents requiring help in a discrete and respectful manner. 
 
Inspectors visited the kitchen and spoke to the chef. The kitchen was very well 
equipped and there were ample stores of fresh and frozen food. The chef was very 
knowledgeable regarding residents’ likes, dislikes and special dietary needs. The chef 
knew that residents well and records were maintained in the kitchen on residents’ 
food requirements. Inspectors saw that some residents required modified 
consistency diets and these residents had the same choice as other residents. These 
meals were well presented in individual portions.  
 
Inspectors noted that residents were offered a variety of snacks and drinks 
throughout the day and residents confirmed that they could request food or drink at 
any time.  

 
4. Respecting and involving residents 
 

Outcome 10 
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 
 

 
Inspection findings 
Inspectors reviewed the contracts in place for two residents and found that they had 
been agreed and signed. The contracts clearly set out the services which residents 
could expect to receive and the charges for additional services were also included. 
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Outcome 11 
Residents are consulted with and participate in the organisation of the centre. Each 
resident’s privacy and dignity is respected, including receiving visitors in private. 
He/she is facilitated to communicate and enabled to exercise choice and control over 
his/her life and to maximise his/her independence.  
 
References: 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 11: Communication  
Regulation 12: Visits 
Standard 2: Consultation and Participation 
Standard 4: Privacy and Dignity 
Standard 5: Civil, Political, Religious Rights 
Standard 17: Autonomy and Independence 
Standard 18: Routines and Expectations 
Standard 20: Social Contacts 
 

 
Inspection findings 
Inspectors found that residents’ privacy and dignity was respected by staff. 
Inspectors observed staff knocking on the doors of occupied rooms and waiting for 
permission to enter, screening curtains were in place at beds in shared rooms and 
bedroom doors were closed when personal care was being delivered. Inspectors 
observed staff interacting with residents in a courteous manner and addressing them 
by their preferred names. Inspectors observed good interactions between staff and 
residents who chatted with each other in a comfortable way.  
 
Residents religious and civil rights were supported. There was an oratory in the 
centre which residents and relatives could use for prayer and reflection. Mass takes 
place here on a daily basis and staff stated that residents and ministers from other 
faiths also routinely used this facility.  
 
Residents who wished to vote in elections were supported. The local polling station 
was close to the centre and staff stated that the person in charge arranged lifts to 
the polling station for residents who wanted to vote. 
 
There was an active residents’ forum within the centre and this was chaired by the 
lead activity coordinator who also acted as an advocate for the residents. Inspectors 
reviewed the minutes of the residents’ forum which met monthly and saw that 
changes were made to the activities schedule on foot of recommendations from this 
group. Three independent advocates also visited the centre on a weekly basis. The 
staff nurse in charge confirmed that the advocates visited all residents including 
those who were cognitively impaired. There was also a suggestions box where 
residents and relatives could give feedback anonymous or otherwise if they wished.  
 
Inspectors saw that residents had access to a range of information. News papers 
were available in the common rooms and some residents had the newspaper 
delivered directly to their rooms each morning. All bedrooms were provided with a 
telephone and a television.  
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Residents’ independence was promoted by staff. Inspectors saw staff members 
assisting residents to walk to the dining room at a leisurely pace. Residents were 
encouraged to eat their meals independently and were given plenty time to enjoy 
their food. Inspectors found that residents had flexibility in their daily routines and 
residents said they could decide when to get up and go to bed and whether to 
participate in activities available to them.  
 
There was an open visiting policy and contact with family members was encouraged. 
The country kitchen provided a relaxed environment where residents and relatives 
could make tea and coffee and socialise in a homely environment. The second 
conservatory area opposite the dining room provided an area where residents could 
receive visitors in private if they wished to do so.  

 
Outcome 12 
Adequate space is provided for residents’ personal possessions. Residents can 
appropriately use and store their own clothes. There are arrangements in place for 
regular laundering of linen and clothing, and the safe return of clothes to residents.  
 
References: 
Regulation 7: Residents’ Personal Property and Possessions 
Regulation 13: Clothing 
Standard 4: Privacy and Dignity 
Standard 17: Autonomy and Independence 
 

 
Inspection findings 
Inspectors visited a number of bedrooms and found that many residents chose to 
personalise their rooms through the provision of pictures, photographs and furniture 
from their own homes. There was adequate personal storage space in the bedrooms 
which inspectors visited and locked personal storage was provided where the 
resident requested this.  
 
Inspectors visited the laundry and noted that there was adequate space to segregate 
clean and soiled clothes. Clothing items were clearly marked with the name of the 
resident. Inspectors spoke to staff in the laundry and found that they were 
knowledgeable about the systems in place to segregate laundry and prevent the 
spread of infection.  
 
Inspectors asked residents if they were satisfied with the way in which their clothes 
were cared for and all responded that they were happy with the service. 
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5. Suitable staffing 
 

Outcome 13 
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 
 

 
Inspection findings 
The person in charge was on leave at the time of inspection. Inspectors found that 
the arrangements for person in charge met the requirements in the Regulations. The 
post was full time and filled by a registered nurse who had the required experience 
in the area of nursing of older people and a post graduate diploma in gerontology 
nursing. Inspectors noted that a number of residents spoke very highly of her and 
stated that she was routinely available to them in the centre. Adequate deputising 
arrangements were in place. 

 
Outcome 14 
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 
 

 
Inspection findings 
Inspectors found that staffing levels and skill mix in the centre were sufficient to 
meet needs of the residents. The staff nurse in charge told inspectors that staffing 
levels were based on the assessed needs of residents, using an evidence based tool. 
She confirmed that she was free to schedule additional staff on the roster based on 
her own clinical judgement. 
 
Inspectors reviewed the policy on the recruitment, selection and vetting of staff and 
a number of staff files. The policy was in line with the Regulations. Inspectors noted 
that there was a very low turnover of staff and many members had worked in the 
centre for a number of years. All staff spoken to said that they enjoyed working in 
the centre and that they felt supported in their roles. 
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Inspectors reviewed a sample of staff files and found that three did not contain the 
required documentation indicating physical and mental fitness for the purposes of 
their work. This was an issue which was also raised at the previous inspection. Two 
of these files also did not contain evidence of three written references and 
photographic identification was also absent in the case of one of these files. Staff 
were supported through the use of staff appraisals which were maintained on their 
files.   
 
Inspectors requested information with regard to the professional registration status 
of all nursing staff and found that all had up-to-date registration with An Bord 
Altranais for 2012.  
 
Staff records showed that staff had attended a broad range of training. For example, 
in 2012 this included continence promotion, manual handling, wound care, palliative 
care, infection control and the management of PEG feeding (a system of providing 
nutrition by means of a tube, inserted via the nasal passage or directly into the 
abdomen for those with difficulty swallowing). 
 
The person in charge organised regular staff meetings which were well attended. 
Separate staff meetings took place for both nursing and care assistant staff. 
Inspectors read the minutes of these meetings and found that there was a culture of 
open communication. There was evidence that the meetings were used to promote 
learning and discuss issues such as infection control, care of residents with dementia 
and health and safety issues. There was a system in place to ensure that all staff 
read the staff minutes.  

 
6. Safe and suitable premises 
 

Outcome 15 
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 
 

 
Inspection findings 
The previous inspection of this centre found that the building was spacious, homely 
and decorated to a high standard. On this inspection, it was observed that the 
building continued to be maintained to a high standard. A high standard of hygiene 
was maintained and recorded, daily checks were completed for all bedrooms and 
communal areas. The building was suitably and comfortably furnished.  
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There was ample communal space and these rooms provided for the range of 
interests and activities preferred by residents. For example, inspectors saw that the 
large country kitchen was divided into two rooms during the afternoon to provide 
residents with a choice of participating in a flower arranging activity or music. Other 
residents were observed watching horse racing on the television in the conservatory 
at this time. The communal living/dining room in the special care unit also provided 
an environment which was homely, safe and tranquil. A second smaller conservatory 
provided a further communal space where residents could meet visitors in private if 
they wished. 
 
Inspectors observed that the residents had direct access to a safe and secure 
courtyard garden which was maintained to a very high standard. This garden had 
safe paving which was well maintained. Seating was provided in this area and some 
of this was shaded. The garden also contained a water feature and a well tended 
vegetable patch. Staff stated that many residents enjoyed looking after this area of 
the garden. 
 
There were records to show that assistive equipment such as hoists, baths and 
pressure relieving mattresses had been serviced regularly. There were also records 
to show that the lift had been routinely serviced.  
 
There was good space for storage in the centre and it was noted that assistive 
equipment such as hoists were appropriately stored. However, inspectors saw that 
there was a number of wheel chairs and walking frames stored outside the country 
kitchen. Inspectors noted that this could hinder the movement of residents in the 
hallway outside this area. Minutes of a recent staff meeting also indicated that this 
matter had previously been identified as a problem.  
 
All rooms were provided with a call bell to enable residents to summon assistance 
when they required. The maintenance person confirmed that he carried out regular 
checks on this system. However, inspectors noted that the call bell alarm which rang 
out in the reception area and in the corridors outside residents’ bedrooms was very 
loud and produced a high pitched tone which some residents could find distressing.  
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7. Records and documentation to kept at a designated centre 
 

Outcome 16 
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: 
Part 6: 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 
The person in charge had developed a comprehensive range of operational policies 
and procedures to include all those specified in Schedule 5 of the Regulations. A 
sample of the policies viewed by inspectors was found to be informative and centre 
specific. A number of policies, including use of restraint and managing behaviours 
that challenge had been reviewed and updated by the person in charge in November 
2011. However the restraint policy was found not to fully incorporate the new 
national guidance on restraint and this was more fully discussed under outcome 
seven.  
 
The centre also had a policy on the management and retention of residents’ records. 
This policy did not provide for the retention of residents’ records for a period of 
seven years after the resident ceased to reside at the centre. However, the 
administrator stated that, in practice, all records were retained for this period. 
Inspectors were concerned that the system of storing residents’ care files behind the 
reception desk at the entrance to the centre and in the country kitchen day room 
was not a secure system. These locations were not always supervised and as the 
shelving for the files was open, unauthorised access could take place.  
  
The person in charge and the provider had developed a Residents’ Guide. This guide 
was informative but it did not contain all the information required by the Regulations, 
such as, a standard form of the contract for the provision of services and a summary 
of the complaints procedure. The Residents’ Guide was also highlighted in the 
previous report as area for improvement.  
 
Inspectors examined the directory of residents and found that it was maintained up 
to date and contained the information prescribed by the Regulations.  
 

Page 23 of 34 



The provider had an up to date insurance policy which was dated 12 June 2012 and 
provided satisfactory insurance cover for the service and residents’ individual 
belongings.  
 

Outcome 17 
A record of all incidents occurring in the designated centre is maintained and, where 
required, notified to the Chief Inspector. 

 
References:  
Regulation 36: Notification of Incidents  
Standard 29: Management Systems 
Standard 30: Quality Assurance and Continuous Improvement 
Standard 32: Register and Residents’ Records 
 
 
Inspection findings 
Inspectors reviewed the accidents and incident records. Details of each 
accident/incident, observation and treatment, and the follow up action taken were 
appropriately recorded. Inspectors saw that the resident’s GP and next of kin were 
routinely notified if an incident occurred.  
 
Staff spoken to were knowledgeable with regard to the legal requirement to notify 
the Chief Inspector of those incidents and accidents prescribed in the Regulations. 
However, during the course of inspection, staff stated that one resident had 
developed a grade three pressure ulcer. The details of this incident had not been 
supplied to the Chief Inspector in accordance with the requirements of the 
Regulations.  

 
Outcome 18 
The Chief Inspector is notified of the proposed absence of the person in charge from 
the designed centre and the arrangements in place for the management of the 
designated centre during his/her absence.  

 
References: 
Regulation 37: Notification of periods when the Person in Charge is absent from a 
Designated Centre 
Regulation 38: Notification of the procedures and arrangements for periods when the 
person in charge is absent from a Designated Centre 
Standard 27: Operational Management 
 

 
Inspection findings 
The provider was aware of the requirement to notify the Chief Inspector if the 
person in charge was to be absent for an extended period. 
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Closing the visit  
 

At the close of the inspection visit a feedback meeting was held with the staff nurse 
in charge, the ADON, and the administrator to report on the inspectors’ findings, 
which highlighted both good practice and where improvements were needed.  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 

 
 

Provider’s response to inspection report∗ 
 

 
Centre: 

 
Craddock House Nursing Home  

 
Centre ID: 

 
0027 

 
Date of inspection: 

 
20 and 21 June 2012  

 
Date of response: 

 
25 July 2012 

 
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. 
 
Outcome 2: Reviewing and improving the quality and safety of care  

1. 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. 
 
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 

 
 

                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Although we are continuously monitoring and improving the quality 
of care given to residents we will put a formal system in place to 
reflect this. 
 

 
 
November 2012 
 

 
Outcome 3: Complaints procedures 

2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The complaints procedure displayed did not detail the independent appeals process.  
 
Action required:  
 
Ensure the complaints procedure contains an independent appeals process, the 
operation of which is included in the designated centre’s policies and procedures.  
 
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: 
 
Our complaints policy contains an independent appeals process 
which has now been put in reception as our displayed copy. 
 

 
 
Already done 
 

 
Outcome 5: Health and safety and risk management  

3. The provider  is failing to comply with a regulatory requirement in the 
following respect:  
 
The emergency plan was not detailed enough to guide staff in the event of an 
emergency.  
 
The risk management policy did not identify controls in place for all the risks specified 
in the Regulations. 
 
Not all staff had received fire safety training.  
 
Risk assessments were not carried out in relation to residents smoking in the centre.  
 
Assistive equipment was stored in the hallways.  
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Action required:  
 
Put in place an emergency plan for responding to emergencies. 
 
Action Required: 
 
Ensure that the risk management policy covers the precautions in place to control the 
following specified risks: the unexplained absence of a resident; assault; accidental 
injury to residents or staff; aggression and violence; and self-harm.  
 
Action Required: 
 
Ensure, by means of fire drills and fire practices at suitable intervals, that the staff 
and, as far as is reasonably practicable, residents, are aware of the procedure to be 
followed in the case of fire, including the procedure for saving life. 
 
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: 
 

Provider’s response: 
 
We will review our emergency plan and update same.  
 
All smokers have been risk assessed since the inspection. 
 
Although 121 staff received fire training in the 32 fire drills and 9 
evacuation drills to date in 2011, the five outstanding in June 2012 
did receive training in December 2011 but we plan to have them 
on the next evacuation drill. All reasonable measures will be taken 
to prevent accidents.  
 
It was communicated to all staff via the communication book and 
at the eight staff meetings held since the inspection re the risks 
associated with equipment stored ad hoc in the hallways. 
 

 
 
Nov 2012 
 
Already done 
 
 
 
 
 
 
 
Already done 
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Outcome 6: Medication management 
4. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Each prescribed medication was not individually signed by the GP. 
 
Crushed medications were not prescribed by the GP.  
 
Medications which were discontinued were not signed by the GP.  
 
Action required:  
 
Put in place appropriate and suitable practices and written operational policies 
relating to the ordering, prescribing, storing and administration of medicines to 
residents and ensure that staff are familiar with such policies and procedures. 
 
Reference: 
                  Health Act, 2007 
                  Regulation 33: Ordering, Prescribing, Storing and Administration of  
                  Medicines 
                  Standard 14: Medication Management  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Our policies relating to ordering, prescribing, storing and crushing 
of medications will be reviewed and updated and staff will be made 
aware of these.  
 
There is ongoing difficulties getting GP's to sign individual 
prescribed medications but we will endeavour to achieve this 
standard at all times. 
 
The crushing of meds has been ordered by the GP for the resident 
who had her prescribed meds crushed on the day of the 
inspection. 
 

 
 
December 2012 
 
 
 
Have informed 
GP's of this 
requirement 
 
Already done 
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Outcome 7: Health and social care needs 
5. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Assessments and plans of care did not identify and address the needs of some 
residents in order to guide care. 
 
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: 
 

Provider’s response: 
 
We introduced new care plans in the months leading up to the 
inspection. Our plan was and will be to improve on these, to make 
them more individualised, more personal, meaningful and more 
detailed. 
 

 
 
Ongoing. 
Already 
commenced 
 

 
Outcome 7: Health and social care needs 

6. The person in charge is failing to comply with a regulatory requirement 
in the following respect:  
 
Appropriate monitoring procedures were not in place for residents with wounds.  
 
The management of restraint required improving.  
 
Action required:  
 
Provide a high standard of evidence-based nursing practice.  
 
Reference: 
                 Health Act, 2007 
                 Regulation 6: General Welfare and Protection 
                 Standard 13: Healthcare 
                 Regulation 8: Assessment and Care Plan 
                 Standard 10: Assessment 
                 Standard 11: The Resident’s Care Plan 

Page 30 of 34 



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

Timescale: 
 

Provider’s response: 
 
Wound management chart for resident highlighted during 
inspection has been put in place 
 
Our wound management charts will be reviewed. We have a draft 
for a new improved version which we will finalise and implement.  
 
We have done a lot of work with our aim at making Craddock 
House a restraint free environment and will continue to strive 
towards that goal looking for alternatives to restraint at all times. 
Our management and documentation of same will be reviewed and 
improved upon. 
 

 
 
Already done 
 
 
Already 
commenced 
 
Already done 
and ongoing 
 

 
Outcome 14: Staffing 

7. The provider  is failing to comply with a regulatory requirement in the 
following respect:  
 
Some staff files did not contain all the information required in Schedule 2 of the 
Regulations. 
 
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. 
 
Reference: 
                  Health Act, 2007 
                  Regulation 18: Recruitment 
                  Standards 22: Recruitment  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Have informed all relevant staff at recent staff meetings of 
shortcomings in their file. Previous inspectors had said that staff 
who commenced work prior to 2009 didn't require all documents, 
therefore only commenced work on this since recent inspection. 
Will have current staff files completed. 
 

 
 
Commenced 
 
Ongoing 
 
December 2012 
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Outcome 16: Records and documentation to be kept at a designated centre 
8. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The Residents’ Guide was not in line with the requirements of the Regulations.  
 
The residents’ care plans were not stored securely.  
 
Action required:  
 
Produce a Residents’ Guide which includes a summary of the statement of purpose; 
the terms and conditions in respect of accommodation to be provided for residents; a 
standard form of contract for the provision of services and facilities to residents; the 
most recent inspection report; a summary of the complaints procedure provided for in 
Regulation 39; and the address and telephone number of the Chief Inspector. 
 
Action required:  
 
Keep the records listed under Schedule 3 (records in relation to residents) and 
Schedule 4 (general records) up-to-date and in good order and in a safe and secure 
place.  
 
Reference: 
                 Health Act, 2007 
                 Regulation 21: Provision of Information to Residents 
                 Standard 1: Information  
                 Regulation 22: Maintenance of Records 
                 Standard 32: Register and Residents’ Records 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
The Residents’ Guide will be reviewed and updated to include 
documents and information specified above. A new door will be put 
in place where the care plans are stored. 
 

 
 
October 2012 
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Outcome 17: Notification of incidents 
9. The person in charge  is failing to comply with a regulatory requirement 
in the following respect:  
 
The person in charge failed to notify the Chief Inspector of a resident who had 
developed a pressure ulcer, as required by the Regulations. 
 
Action required:  
 
Give notice to the Chief Inspector without delay of the occurrence in the designated 
centre of any serious injury to a resident. 
 
Reference: 
                 Health Act, 2007 
                 Regulation 36: Notification of Incidents 
                 Standard 29: Management Systems 

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

Timescale: 
 

Provider’s response: 
 
As this pressure ulcer developed while the resident was in hospital 
we inadvertently omitted to inform the Chief Inspector of same, 
but will ensure that we do so for all future incidents as per the 
Regulations. 
 

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

The level of noise produced by the call bell system was likely to 
cause a disturbance to residents. 
 
Ensure the noise level does not cause disturbance or noise nuisance 
to residents. 
 

Standard 25: 
Physical 
Environment 
 
 
 
 Provider’s response:    

 
We will discuss this with the electrician to see if the tone of the bells 
can be reduced, if at all possible. 
 

 
 

 
Any comments the provider may wish to make: 
 
 
Provider’s response:   
 
We found the inspection helpful in pointing out areas in which we excel in and areas 
that we need to improve on. We will endeavour to continuously strive to maintain 
and improve our high standards of care and quality of living for all the residents at 
Craddock House Nursing Home on an ongoing basis. 
 
Provider’s name: Karl Gallagher 
Date: 25 July 2012 
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