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Centre name: 

 
The Croft Nursing Home  

 
Centre ID: 

 
0028

Centre address: 

 
2 Goldenbridge Walk
 
Inchicore
 
Dublin 8 

 
Telephone number:  

 
01-4542374 

 
Email address: 

 
01-4732804 

 
Type of centre: 

 
 Private      Voluntary          Public

 
Registered provider: 

 
Silver Stream Health Care Group Ltd. 

 
Person authorised to act on 
behalf of the provider: 

 
 
Joseph Kenny 

 
Person in charge: 

 
Blathnaid Harte 

 
Date of inspection: 

 
25 July 2012  

 
Time inspection took place: 

 
Start: 09:15 hrs        Completion: 16:40 hrs 

 
Lead inspector: 

 
Gary Kiernan

 
Support inspector: 

 
Aileen Keane 

 
Type of inspection  

 
 announced              unannounced   

 
Date of last inspection:  

 
6 September 2011  

 
 
 

   
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated Centres under Health Act 2007 
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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 
 

Location of centre and description of services and premises 
 

Croft Nursing Home is a single-storey detached building which was opened in 1986 
as a residential centre and provides 39 long term care places. There were 39 
residents in the centre at time of inspection and 86% of residents had a dementia 
related condition. All residents were over 58 years. 
 
The premises consist of a lounge, a dining room, a conservatory and a smoking 
room. There are ten single bedrooms, six of which have en suite shower and toilet 
facilities, 11 twin bedrooms and two further bedrooms catering for three and four 
residents respectively. The four bedded room has a small en suite toilet and there 
are four additional communal toilets, two of which are wheelchair accessible. There 
is one bathroom with an assisted bath and two assisted shower rooms. An assisted 
toilet is provided in one of the shower rooms. Staff facilities include a dining room 
and two separate toilets for catering and clinical staff. 
 
The secure, enclosed garden at the rear of the building is accessed through the 
conservatory and the corridor in the “new wing”. It has grassy areas, safe walkways, 
garden furniture, flower beds and a raised herb garden. There is sufficient parking to 
the side of the centre.  

 
The centre is situated close to the canal in Inchicore, and within five minutes drive of 
Dublin city centre. There is a Luas stop close by.  

 
 
Date centre was first established: 

 
1986

 
Date of registration: 

   
5 December 2012  

 
Number of registered places: 

 
39

 
Number of residents on the date of inspection:  

 
39 

 
Dependency level of current residents 
as provided by the centre: 

Max High Medium Low 

 
Number of residents 

 
17 

 
7 

 
11 

 
4 

 
Gender of residents 

Male 
( ) 

Female 
( ) 
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Management structure 
 
The Provider is Croft Nursing Home Ltd., which belongs to the Silverstream 
Healthcare Group. The Chief Executive Officer, Joe Kenny is the nominated person 
on behalf of the Provider. The Operations Manager is Gary Downey who has overall 
responsibility for the operation of the centre.  Blathnaid Hart is the Person in Charge 
with responsibility for the day to day running of the centre, supervision and 
monitoring of staff and delivery of care to residents. The Person in Charge is 
supported by an Assistant Director of Nursing (ADON) who has direct responsibility 
for supervising the work of nurses. Care assistants and activity staff are directly 
supervised by nursing staff.  The Person in Charge oversees the ancillary staff and 
maintenance officer. 
 

Staff 
designation 

Person 
in 

Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 

laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on duty 
on day of 
inspection 
 

1 2 7 2 2 1 1* 

 
*The maintenance person. 
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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 The Croft Nursing Home by the Health Information 
and Quality Authority (the Authority) Social Services Inspectorate. Previous to this, 
the centre was inspected on 16 October 2010 and a registration inspection was 
carried out on 6 September 2011. The registration inspection identified a good level 
of compliance with the Regulations. Some improvements were also required in 
relation to health and safety, the premises and staff files. 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 one day. 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.  
 
Inspectors found that there continued to be a good level of compliance with the 
Regulations and standards. The majority of residents had dementia and the provider 
and person in charge had made particular efforts to meet their communication needs 
and to create an environment where residents could be content. There was an 
emphasis on the promotion of residents’ well being which was achieved through 
offering residents choice in their daily routine, the promotion of independence, 
meaningful engagement and access to health practitioners. Pet therapy was also well 
provided for in the centre, and the centre’s own dog, which lived with a member of 
staff, visited the centre during working hours from Monday to Friday.  
 
The person in charge had systems in place to monitor the quality and safety of care 
provided to residents. Audits were routinely carried out and a survey of relatives’ 
views was carried out biannually.   
 
The health care needs of residents were met. Residents had access to medical care 
and to a range of specialist and allied health services. There was a good standard of 
assessment and care planning which was routinely updated and this resulted in 
instructions to staff which were detailed and person centred. The management of 
restraint required improvement.  
 
Inspectors observed a risk issue and some issues for improvement in the area of 
medication management. The person in charge took swift action to address the area 
of risk and ensure that all residents were protected on the day of inspection. 
Improvements were required with regard to the crushing of medications and the 
locking away of all medications.  
 
Other areas for improvement included supervision of residents in the smoking room, 
the provision of screening for privacy in one of the multi-occupancy rooms and the 
maintenance of recruitment documentation on staff files. 
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The premises continued to be maintained in good condition. The provision of staff 
changing facilities had not been addressed following the last inspection. However, 
the person in charge had documentary evidence to show that work was in progress 
to deal with this deficit.  
 

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. 
 
Inspectors found that the statement of purpose had been drafted in line with the 
requirements of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2009 (as amended). 
 

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 
Inspectors found that there were formal systems in place to audit and monitor the 
quality and safety of care provided to residents. Inspectors saw that the centre had 
developed systems to routinely audit care plans, medication management, mattress 
settings and the implementation of policies and procedures. These audits were 
carried out by the person in charge and inspectors saw that results were used to 
bring about change. For example the person in charge described how following the 
most recent care plan audit she had identified a need for additional staffing during 
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certain times of the day. Inspectors were shown evidence, including emails and 
updated rosters, which confirmed that these hours had been provided. 
 
The person in charge also completed documented monthly audits of the care given 
to residents. These audits covered residents’ weights, accidents and incidents, 
complaints and all falls. Inspectors saw that the results of these reviews were 
included in a monthly report which allowed the person in charge to identify trends 
monitor areas of risk such as residents who fell frequently or were at risk of poor 
nutrition.    
 
The quality of life of residents was monitored through the use of the “Ill being and 
Well Being” chart which was included in the care plans and which was updated on a 
monthly basis. This record aimed to measure and identify trends in the mood and 
well being of residents. This information was used to inform interventions which 
helped the resident to feel more content, such as a favourite treat, a walk at a 
particular time of day or favourite music. Staff members stated that they found this 
tool particularly useful for residents who had communication difficulties and could not 
easily express their needs.  
 
The person in charge also carried out a survey of relatives biannually in order to 
continually improve the service. This was in the form of a written questionnaire 
which was posted to relatives. The person in charge stated that the results of the 
most recent survey, in December 2011, had been used to improve the recording and 
documentation process for all verbal complaints which were made. Inspectors also 
saw the person in charge interacting with relatives and residents during the 
inspection and informally monitoring welfare issues during the day of inspection.  

 
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. 
 
The complaints procedure was displayed in a prominent location in the centre as 
required by the Regulations. It explained how a complaint could be made and the 
procedure to be followed. However, inspectors found that the policy identified the  
Health Service Executive as a contact in the event of appeals. The policy also failed 
to identify an independent person, other than the complaints officer, to oversee all 
complaints within the centre.  
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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 as per the requirements of the Regulations.  
 
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 
 

 
Inspection findings 
Inspectors found that measures were in place to protect residents from being 
harmed or abused. 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 responding to an allegation of elder abuse.  
 
The person in charge had attended a “Train the Trainer” course for the prevention, 
detection and response to elder abuse. She was responsible for providing training to 
staff within the centre and she had a system in place to ensure all staff were trained. 
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 completed this training in accordance with this timeframe. 
However, the person in charge had a plan in place to address this and inspectors 
saw that planned elder abuse training was due to take place on 1 August 2012.  
 
All residents spoken to were aware of the types of elder abuse and their 
responsibilities in reporting suspected elder abuse to the person in charge. 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. The administrator was responsible for managing the finances of some 
residents. Inspectors reviewed the arrangements in place to manage small amounts 
of “pocket money” for some residents and saw that a system was in place to record 
and witness all transactions. This system was overseen by the person in charge. The 
centre managed all finances for two residents. These finances were managed 
through a computerised online accounting and payroll system which the provider also 
used for staff wages. Inspectors saw that the administrator and person in charge 
oversaw the residents’ transactions were witnessed and there were independent 
systems, including external audit, to monitor the system.  
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A record of all residents’ individual clothing and valuables was maintained on the 
care plan files. However, inspectors noted that some of these records were not being 
kept up to date. The person in charge stated that she planned to ensure that these 
records were routinely updated when the care plans were reviewed.  

 
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 
 

 
Inspection findings 
The provider had systems in place to protect the health and safety of residents, staff 
and visitors, however some improvements were required. 
 
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. Inspectors saw that the 
risk management policy identified risks specified in the Regulations such as residents 
absconding. 
 
Inspectors saw that there were systems in place to identify and control risks. 
Inspectors saw that the maintenance person carried out documented health and 
safety checks on a weekly basis. These included a check on call bells, lighting and 
hot water temperatures. Inspectors saw that a health and safety audit was carried 
out by an external consultant in July 2011. The person in charge stated that there 
were plans in place to repeat this in 2012. 
 
The person in charge held documented risk management meetings which were used 
to discuss the findings of the audits and reviews described under outcome two, 
including falls, accidents and incidents and residents who were losing weight. These 
meetings were also used to discuss health and safety issues. Inspectors saw how this 
process had been used to improve the safe use of hoists and slings. The person in 
charge stated that following the most recent risk management meeting the 
instructions for the correct hoist and sling for each resident were displayed, in a 
discrete location, in the resident’s bedroom. Inspectors noted that these instructions 
were in place in the bedrooms which were visited.  
  
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 a number of other nursing homes 
and a hotel had been identified which could provide emergency accommodation in 
the event of a serious incident. However, the plan did not adequately detail how 
residents would be transported in such an eventuality.  
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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 been carried out. Inspectors visited the 
smoking room and noted that one resident liked to spend a lot of time in this room. 
Inspectors questioned staff about supervision arrangements and found that while 
staff were aware of the need to monitor this room there was no formal process in 
place to ensure that residents were consistently supervised in this area.  
 
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. The maintenance person also carried out in-house 
fire safety checks on the fire exits, fire alarm system and the emergency lighting 
system. 
 
The training records confirmed that the majority of staff had attended training on fire 
prevention and response. Inspectors were shown records which documented that 34 
staff had attended fire safety training in February 2012.  There was a training matrix 
in place to ensure that staff attended annual fire safety training. Inspectors noted 
from the training records that two members did not have up to date fire safety 
training , however, the person in charge was aware of this and had plans ensure that 
these staff members attended training in August 2012.  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.  
 
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. A bed 
pan washer was provided. 
 
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 one resident who was 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 all residents. The gates to the garden were 
also secured by means of a coded locking system.  
 
The person in charge was aware of the need to ensure that all staff had training in 
manual handling. Inspectors saw that the majority of staff had up to date manual 
handling training and the most recent training in this area was carried out in May 
2012. The person in charge had identified five people who did not have up to date 
training and stated that there was a plan in place to attend to this.  
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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, inspectors identified 
a risk to residents in the area of medication management. 
 
Inspectors reviewed the prescription sheet for a number of residents and were 
concerned that in the case of two residents, the prescription sheet had not been 
signed by the general practitioner (GP). This matter was brought to the attention of 
the person in charge who took immediate steps to address the matter and to ensure 
that residents had received the correct medications and were not adversely affected. 
The prescription sheets were reviewed and signed by the GP before the inspection 
was concluded. The person in charge immediately initiated a “Serious Incident 
Review” in accordance with the centre’s own policies and also conducted a check of 
all other residents’ prescription sheets to ensure no others were affected. The 
outcome of this review was forwarded to the Authority within two days of the 
inspection. The person in charge also updated the centre’s policy on “Visits by the 
GP” in response to this incident and copy of this was also forwarded to the Authority.  
Inspectors were satisfied that the matter had been robustly investigated, the cause 
had been identified and that steps had been taken to prevent future reoccurrence.  
 
Inspectors found that there was a system in place to ensure resident’s medications 
were reviewed on a planned regular basis by the GP. Prescription sheets, other than 
those referred to above, were updated at least every three months.   
 
Inspectors observed and discussed medication management practices. The nurse 
spoken to demonstrated knowledge when outlining the procedures and practices for 
medication management and administration. There were colour photos of residents 
on the administration charts and the nurse recorded and signed each medication 
administered. The nurse had a lockable medication trolley and this was locked when 
unattended. However, inspectors noted that in the nurses station the medication 
fridge was left unlocked and some medications, including laxatives and nutritional 
supplements were not stored securely. Inspectors noted that the door to the nurses 
station was left open and residents could access this area. 
 
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 some residents however the signature of the GP was not consistently 
recorded to show that crushing had been prescribed.  
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Inspectors saw that there was a policy and procedure in place to manage medication 
errors. Inspectors saw that no new medication errors, other than that described 
above, had been recorded since the last inspection. Inspectors saw that blank 
medication error forms were available in the medication administration folder. Staff 
spoken with were aware of their responsibility to record and inform the person in 
charge of all errors. 
 
There were some good examples of practice in relation to medication management. 
Inspectors saw that in addition to the biannual medication audits, which were carried 
out by the person in charge, the pharmacist was also conducting a monthly audit of 
medication management procedures in the centre. The most recent audit by the 
pharmacist, carried out in June 2012, had noted the need to record the date on all 
bulk items when opened. The person in charge showed inspectors a form which she 
had designed and implemented in response to this finding, to ensure that no “out of 
date” medications were in use 
 
There was a medication management policy 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 medication errors. 
However, inspectors noted that the policy on PRN or “as required” medications did 
not provide sufficient detail to guide staff.  
 
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. Administration of these medications at night was signed off by member 
of the nursing staff and a care assistant. Inspectors checked the stock balances for 
two controlled medications and found them to be accurately accounted for.  
 
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 
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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 
The last inspection noted that there was an emphasis placed on health and well 
being through the promotion of healthy diet, exercise, the promotion of 
independence, access to health practitioners and meaningful engagement. Inspectors 
found that this continued to be the case on this inspection.  
 
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 at least 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. 
 
Staff spoken with 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. The care plans were found to be descriptive, person-centred and were informed 
by evidence based assessments which were routinely reviewed and used to update 
the plans of care. Inspectors saw that comprehensive nursing assessments were 
carried out for residents at the time of admission. Inspectors also saw that additional 
risk assessments were carried out including falls, risk of developing pressure ulcers, 
continence and nutrition.  
 
There was evidence that residents and relatives were involved in the development of 
care plans and this had helped to make the plans more person centred.  Inspectors 
were shown where families had been invited to a six monthly comprehensive review 
of the residents care plan. However, the person in charge said that the majority of 
families did not opt to participate in this and preferred to do this informally when 
they visited the centre.  
 
Inspectors reviewed the procedures in place for responding to behaviours that 
challenge. Inspectors found that this area was well managed. The person in charge 
and the operations manager were in the process of completing a diploma course in 
dementia care and there was evidence that this knowledge had been disseminated 
within the centre and used to improve the service. Staff explained how they treated 
all behaviours that challenge as a sign that residents were attempting to express an 
unmet need. The “Ill being and Well being” assessment charts, described under 
outcome two, were used to ascertain what these needs might be and the care plans 
were then updated to inform staff how to address these needs. For example, staff 
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identified that a resident who had a cognitive impairment became agitated because 
he no longer was able to carry his own money. In response to this the person in 
charge provided the resident with currency which was similar to legal tender in order 
to improve the resident’s sense of contentment. The staff nurses used the daily 
nursing notes to record residents’ behaviour and mood and this was used to further 
indentify interventions which were suited to the resident such as a favourite packet 
of crisps or helping in the garden.  
 
The person in charge stated that one resident had a chronic leg ulcer. Inspectors 
reviewed the care plan for this resident and found that the matter was well 
managed. A care plan had been developed for the wound and there was a wound 
management chart in place which was appropriately completed. The resident had 
access to specialists in tissue viability and care was given in accordance with 
recommendations.  
 
The area of falls was proactively managed. Inspectors saw that residents’ risk of falls 
was assessed and care plans were developed where the resident was found to be at 
high risk. The falls risk assessment was updated monthly and after any fall.  A falls 
diary was also maintained. Inspectors noted that the interventions to prevent further 
falls such as low-low beds, hip-protectors and supervision, were routinely reviewed 
and were also reviewed after each fall. There was documented evidence that the 
person in charge was attempting to balance the need to promote independence and 
freedom while at the same time implementing interventions to protect the resident. 
Inspectors noted that staff knew how to take neurological observations and also 
could describe when this should be carried out. However, inspectors noted that in 
the case of a number of un-witnessed falls, which could have involved head impact, 
neurological observations had not been carried out.  
 
The use of bedrails was an area which required some improvements. The centre’s 
policy on restraint had not been updated to incorporate new national guidance on 
restraint. Inspectors were shown a new policy which was in draft format but which 
had not yet been implemented. Inspectors saw that residents who used bedrails did 
have an initial risk assessment carried out but this assessment did not address the 
risks associated with the use of bedrails. The use of alternatives was not considered 
in line with national guidance and there was no care plan to guide the care and 
supervision of residents while the bedrails were in use.   
 
Inspectors observed many residents participating in meaningful activities appropriate 
to their interests and preferences. The person in charge was committed to ensuring 
that meaningful interaction with residents was the responsibility of all staff members. 
The person in charge said that she preferred the residents to choose the activities 
which they preferred each day rather than drawing up a rigid schedule of activities 
each month.  Inspectors saw that social assessments formed part of the care plans 
and these had been used to identify how residents liked to spend the day. Staff were 
seen offering residents a choice of things to do on many occasions during the 
inspection such a music or television, going for a walk or going out into the garden 
and choices of board games. Efforts were made to provide activities which were 
dementia specific such as “Sonas” which is a therapeutic communication technique 
which is aimed at individuals with dementia and impaired communication. Other 
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innovative, evidence-based techniques were being trialled. For example, the person 
in charge had asked each staff member to bring something from their homes which 
residents might find interesting or stimulating. Inspectors saw that the staff had 
brought a range of items including, hand bags, items of decorative clothing and a 
fish tank. The person in charge was in the process of risk assessing each item before 
incorporating them into activities such as rummage box activities for the residents.  
 
Pet therapy was provided for the residents. The centre had a dog called “Bootsy” 
who “worked” in the centre from 09:00 hrs to 17:00 hrs, five days per week. The 
dog had been introduced to the centre with the help of a charity which specialises in 
pet therapy. The person in charge had researched the matter extensively and had 
developed a comprehensive policy to guide pet therapy in a safe manner within the 
centre. International best practice guidelines as well as guidelines available in Ireland 
had been used to inform the policy.  Inspectors noticed that residents interacted very 
well with the dog and staff commented that residents with advanced dementia and 
impaired communication derived particular benefits from this therapy.  
  

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 and the person 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.  

 
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 
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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 however 
staff and residents confirmed that all requests for a particular meal were facilitated. 
Residents’ choice regarding seating arrangements was accommodated and inspectors 
saw that some residents preferred to eat in the lounge and staff assisted them to do 
this. Staff assisted those residents requiring help in a discrete and respectful manner. 
 
Inspectors visited the kitchen and spoke to the chef. The kitchen was 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, including soup at mid morning. 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 clearly outlined 
in an appendix to the contract. 

 
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 
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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 
For the most part inspectors found that residents’ privacy and dignity was respected, 
however, some improvements were required in this area. Inspectors observed staff 
knocking on the doors of some occupied rooms and waiting for permission to enter. 
However, many bedroom doors were propped open and inspectors noted that this 
was not the wishes of all residents. Screening curtains were in place at beds in most 
shared rooms, however screening was not adequate to provide privacy in the bed 
room which contained four beds. 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. Mass was celebrated each 
Sunday in the centre. Staff stated that residents and ministers from other faiths also 
visited the centre as requested.  
 
There was no formal residents’ forum within the centre. However an independent 
advocate visited the centre on a weekly basis in order to canvass the views of 
residents. Staff, spoken to, confirmed that the advocate 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. 
In addition to the person in charge facilitated a monthly dementia support group 
which was for relatives of the residents. Minutes of this meeting were not recorded.  
 
Residents’ independence was promoted by staff. Inspectors saw staff members 
assisting residents to walk 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. 
Residents commented that family could come and visit whenever they liked. The 
conservatory area provided an area where residents could spend time with visitors in 
private if they wished to do so.   
 
All residents had access to television and many had a television in their room.  
Residents and staff spoke of the recent barbeque which was held in June 2012. 
Photographs of this social occasion were displayed in a number of locations in the 
centre and one resident commented how enjoyable it was. The person in charge also 
described the monthly fish supper night which was very popular with residents and 
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relatives. Inspectors noted that there were pictures of this night in the centre’s 
newsletter.  

 
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 in a discrete location. 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. 

 
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 
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. 
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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 person 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 and as described under outcome two, inspectors saw where 
this had taken place. 
 
Inspectors reviewed the policy on the recruitment, selection and vetting of staff and 
a number of staff files. Inspectors noted that many members of staff had worked in 
the centre for a number of years. Staff spoken to said that they enjoyed working in 
the centre and that they felt supported in their roles. 
 
Inspectors reviewed a sample of staff files and found a number of deficiencies. One 
staff member did not have any proof of identity, copy of birth certificate or Garda 
Síochána vetting in accordance with Schedule 2 of the Regulations. The person in 
charge produced evidence that Garda Síochána vetting had been applied for in this 
case. In the case of one of the nursing staff, inspectors found that the file did not 
contain copy of the birth certificate, documentary evidence of the relevant 
qualifications or evidence of physical and mental fitness. Inspectors noted that a 
number of staff files did not contain the required documentation indicating physical 
and mental fitness for the purposes of their work. This matter was also raised at the 
previous inspection and inspectors noted that the process of gathering this 
information was ongoing in accordance with the timeframe agreed at the last 
inspection.  Staff were supported in their roles through the use of annual staff 
appraisals which were maintained in a central folder.    
 
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.  
 



 

Page 21 of 32 

Staff records showed that staff development was promoted through training. As 
outlined under outcome seven the person in charge and the operations manager 
were in the process of completing a diploma course in dementia care. One other staff 
member in the centre had already completed this training. Another member of the 
nursing staff had completed a course in the “Sonas” therapeutic, communications 
technique described in outcome seven. Inspectors saw that in addition to mandatory 
training in fire safety, elder abuse and manual handling the person in charge had 
also organised for infection control training to take place in August 2012. The person 
in charge was also responsible for the training of staff on the centre’s policies and 
procedures and inspectors saw where she had conducted a “missing resident” drill 
with a number of staff in October 2011.  
 
The person in charge said that she held regular meetings with the staff but minutes 
were not taken. Staff spoken to confirmed that these meetings took place and stated 
that these meetings provided opportunities for learning and to discuss issues such as 
infection control, care of residents with dementia and health and safety issues.  
 
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 
Inspectors found that the building provided accommodation for residents’ which was 
homely, clean and well maintained. A full time maintenance person was employed 
within the centre. While some improvements to the building, required at the last 
inspection, had been completed, such as the provision of a new assisted toilet, the 
provider was still in the process of providing a changing area for staff members. The 
provider had indicated to the Authority, that an independent, free-standing structure 
would be provided by May 2012. However, inspectors were shown evidence that this 
process had been delayed due to problems accessing the rear of the building. 
Inspectors were satisfied that, an appropriate structure had been sourced and there 
were plans were ongoing to address this matter.  
 
The building was suitably and comfortably furnished. Residents sat in the lounge and 
the conservatory area and inspectors saw that some residents also liked to sit in the 
spacious dining room. The secure garden was maintained to a very high standard 
and residents were seen accessing this area independently and using the garden 
furniture which was provided.  
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Inspectors visited the two multi-occupancy rooms. The last inspection found that the 
layout and design of the four bedded room did not entirely meet the needs of the 
residents for personal space. On this inspection it was noted that this room had been 
reconfigured to provide additional space to residents. However, adequate screening 
to provide privacy, had not been provided as discussed under outcome 11. The 
person in charge stated that residents were assessed, having regard to their 
suitability for sharing a room, before allocating a bed in this room. The person in 
charge and the operations manager were aware of the need to ensure that no more 
than two persons share a bedroom by the year 2015. 
 
The last inspection found that the screening in the three bedded room was 
inadequate. Inspectors noted that this matter had been attended to and new 
curtains were provided. Inspectors also noted that additional handrails in the 
corridors had been provided in response to the last inspection.  
 
There was appropriate assistive equipment such as hoists, pressure relieving 
mattresses, specialised beds and wheelchairs. There were records to show that this 
assistive equipment had been serviced regularly. There was adequate space for 
storage in the centre and it was noted that assistive equipment such as hoists were 
appropriately stored. 

 
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 centre 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. 
As discussed the policy on the use of restraint had not been updated in accordance 
with national guidelines. The policy on managing behaviours that challenge was not 
centre specific and had not been updated to reflect practice within the centre. 
Inspectors also observed that a number of polices, such as that on end of life care 
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and nutritional intake had not been updated in accordance with the centre’s own 
review schedule.  
 
The person in charge and the provider had developed an informative resident’s 
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. 
 
Inspectors examined the directory of residents and found that it was maintained up 
to date and contained the information prescribed by the Regulations.  
 
The provider had an up to date insurance policy which was dated 11 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 observed that this area was compliant with the Regulations. 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. 

 
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 
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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. 
 

Closing the visit  
 

At the close of the inspection visit a feedback meeting was held with the person in 
charge and the operations manager to report on the inspectors’ findings, which 
highlighted both good practice and where improvements were needed.  
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Provider’s response to inspection report∗ 
 

 
Centre: 

 
The Croft Nursing Home  

 
Centre ID: 

 
0028 

 
Date of inspection: 

 
25 July 2012 

 
Date of response: 

 
24 of August 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 3: Complaints procedures 

1. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
The complaints procedure did not include details of an independent person, other 
than the nominated complaints officer, to oversee all complaints within the centre. 
 
A record was not kept of whether the complainant was satisfied with the outcome of 
a complaint investigation.  
 
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).  
 

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

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 
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Action required:  
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied. 
 
 
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: 
 
The Croft Nursing home complaints policy has been amended. It 
now clearly identifies the independent person nominated in 
regulation 39(5), to oversee all complaints within the centre. 
 
The nursing home will maintain a log of all complaints detailing : 

 the source and nature of the complaint 
 the investigation process 
 findings 
 conclusions 
 actions , where required 
 outcomes, whether the resident was satisfied or not. 
  

 
 
completed 

 
Outcome 5: Health and safety and risk management  

2. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Formal procedures were not in place to ensure that residents in the smoking room 
were consistently supervised. 
 
The emergency plan did not contain all the necessary details.  
 
Action required:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
 
Action required:  
 
Put in place an emergency plan for responding to emergencies. 
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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: 
 
The nurses/care assistants’ allocation sheet has been changed to 
ensure greater supervision levels of residents in the smoking 
lounge. 
 
A full review of the emergency plan has commenced, on 
completion the emergency plan will clearly define each staff 
member’s role in the event of an emergency. 
 
It will also advise staff as to the mode of transport recommended 
for each resident should they need to be moved to an alternative 
place of safety.       
 

 
 
Completed 
 
 
 
 
 
 
 
7 September 
2012 

 
Outcome 6: Medication management 

3. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Medications which required crushing were not accompanied by a prescribing signature 
from the GP 
 
All medications were not securely stored. 
 
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: 
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Provider’s response: 
 
We will implement appropriate and suitable practices specific to 
The Croft Nursing Home. 
 
The policy will incorporate medication management, commencing 
with protocols in relation to admission, prescribing, ordering, 
delivery, storage, disposal, monitoring, documentation and 
medication review. 
 
Management of procedures for administration, withholding 
medication, covert medication and crushing of medication is also in 
place. 
 
Protocols will be developed in relation to transcribing. Protocols will 
be developed in relation to verbal, faxed & electronic prescriptions 
(An Bord Altranais, 2003,2007) 
 
The documentation will be kept on the nurses trolley at all times 
for ease of access.  
 

 
 
19 September 
22012 

 
Outcome 7: Health and social care needs 

4. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Neurological observations were not consistently taken after all falls which could have 
involved an impact to the head. 
 
The management of restraint was not satisfactory.  
 
Action required: 
 
Provide a high standard of evidence-based nursing practice. 
 
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 will develop a policy for staff to advise then of all medical 
observations, documentation and procedures to be complete in the 

 
 
4 of October 
2012 
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event of a fall. 
 
The policy will instruct nursing staff to complete the appropriate 
neurological form post fall. 
 
The centres new policy on restraint will be reviewed to ensure that 
it incorporates best practice as defined in the new national 
standards. 
 
It will in turn be implemented. 
 
 
Outcome 11: Residents’ rights, dignity and consultation 

5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Adequate screening was not provided in the four bedded room. 
 
Bedroom doors were propped open.  
 
Action required:  
 
Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private. 
 
Reference: 
                 Health Act, 2007 
                 Regulation 10: Residents’ Rights, Dignity and Consultation 
                 Standard 4: Privacy and Dignity 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
We will reconfigure the screening in the four bedded room to 
ensure that it provides total privacy to each resident occupying the 
room. The practice of propping doors open will cease and will only 
happen at the request of the resident.  
 

 
 
21 September 
2012 

 
Outcome 14: Suitable staffing 

6. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Staff files did not contain the prescribed documentation including proof of 
identification, copy of birth certificate and evidence of qualifications. 
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Action required:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
the person is fit to work at the designated centre and full and satisfactory information 
and documents specified in Schedule 2 have been obtained in respect of each person. 
 
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: 
 
The policy regarding recruitment and issuing of contracts, 
associated documentation and setting up of personnel files has 
been changed. 
 
All contracts are now issued from a centalised HR person along 
with the required forms. No new staff are put on the payroll until 
we have received the documentation specified in schedule 2 of the 
regulations. 
 
A written policy is in place, relating to the recruitment, selection 
and Garda Shoshanna vetting of new employees. 
  

 
 
Completed 

 
 
Outcome 15: Safe and suitable premises 

7. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
Changing facilities were not provided for staff. 
 
Action required:  
 
Provide suitable changing and storage facilities for staff. 
 
Reference: 
                   Health Act, 2007 
                   Regulation 19: Premises 

Standard 25: Physical Environment 
 

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

Timescale: 
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Provider’s response: 
 
New changing and storage facilities will be provided for staff as 
agreed with the inspectors on the day of inspection.  
 

 
 
31 October 
2012 

 
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:  
 
Some of the centre’s operating polices had not been updated at the appropriate 
intervals. The centre’s policy on restraint and behaviours that challenge were not 
centre specific. The centre’s policy on medication management did not guide staff on 
the use of PRN “as required” medications. 
 
The resident’s guide did not contain all the information prescribed in the Regulations.  
 
Action required:  
 
Review all the written operational policies and procedures of the designated centre on 
the recommendation of the Chief Inspector and at least every three years.  
 
Action required:  
 
Produce a resident’s guide which includes a summary of the statement of purpose; 
the terms and conditions in respect of accommodation to be provided for residents; a 
standard form of contract for the provision of services and facilities to residents; the 
most recent inspection report; a summary of the complaints procedure provided for in 
Regulation 39; and the address and telephone number of the Chief Inspector. 
 
Reference: 
                 Health Act, 2007 
                 Regulation 27: Operating Policies and Procedures 
                 Regulation 21: Provision of Information to Residents 
                 Standard 29: Management Systems 

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

Timescale: 
 

Provider’s response: 
 
All written operational policies are currently under review within 
the centre, prioritising medication management and restraint. 
 
We will amend the residents guide to reflect the statement of 
purpose, terms and conditions in respect to accommodation, 
contract of care, the most recent inspection report, complaints 
procedure & the address and telephone number of the Chief 
Inspector.  
 

 
 
4 October 2012 
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Any comments the provider may wish to make: 
 
 
Provider’s response:   
 
 
The Inspection process was conducted in very professional manner, while not 
impacting on the day to day activities within the home. 
 
I would like to take this opportunity to thank the inspectors, for the courtesy & 
respect shown to both residents and staff alike throughout the day. 
 
 
 
 
Provider’s name: Mr. Joseph Kenny 
Date: 24 August 2012. 
 
 


