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About the designated centre 

The following information has been submitted by the registered provider and 
describes the service they provide. 

The centre is purpose built, designed and laid out to meet the needs of residents 
with higher physical needs. Accommodation is provided for 11 residents ten of whom 
live in the centre on a continuing basis; one room is allocated to the provision of 
respite or convalescence care. The centre is located on its own spacious site on the 
outskirts of the busy local town; a foot path was provided some years ago further to 
intervention by residents. 
The provider aims to provide care and support to residents with higher physical and 
medical needs therefore the staff team is comprised of nursing staff and care 
assistants; a 24 hour nursing presence is maintained. The objective is to support 
residents to live their life in this centre if this is their wish and end of life care is 
supported.    

The following information outlines some additional data on this centre. 

Current registration end 
date: 

27/01/2019 

Number of residents on the 
date of inspection: 

10 
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How we inspect 

To prepare for this inspection the inspector or inspectors reviewed all information 
about this centre. This included any previous inspection findings, registration 
information, information submitted by the provider or person in charge and other 
unsolicited information since the last inspection.  

As part of our inspection, where possible, we: 

 speak with residents and the people who visit them to find out their
experience of the service,

 talk with staff and management to find out how they plan, deliver and monitor
the care and support  services that are provided to people who live in the
centre,

 observe practice and daily life to see if it reflects what people tell us,
 review documents to see if appropriate records are kept and that they reflect

practice and what people tell us.

In order to summarise our inspection findings and to describe how well a service is 
doing, we group and report on the regulations under two dimensions of: 

1. Capacity and capability of the service:

This section describes the leadership and management of the centre and how 
effective it is in ensuring that a good quality and safe service is being provided. It 
outlines how people who work in the centre are recruited and trained and whether 
there are appropriate systems and processes in place to underpin the safe delivery 
and oversight of the service.  

2. Quality and safety of the service:

This section describes the care and support people receive and if it was of a good 
quality and ensured people were safe. It includes information about the care and 
supports available for people and the environment in which they live.  

A full list of all regulations and the dimension they are reported under can be seen in 
Appendix 1. 
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This inspection was carried out during the following times: 

Date Times of 
Inspection 

Inspector Role 

27 August 2018 09:15hrs to 
19:00hrs 

Mary Moore Lead 

28 August 2018 09:15hrs to 
16:00hrs 

Mary Moore Lead 
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Views of people who use the service 

Over the two days of inspection the inspector engaged with all of the ten residents 
as staff and residents went about their daily routines. This engagement was led by 
residents’ needs and choices; some needed a little time to get used to the presence 
of the inspector. Other residents in the context of their needs could not verbally 
express their views of the centre; their general demeanour was one of comfort in 
the centre and in the presence of staff. Other residents could clearly articulate their 
views and understood the role of the inspector. Residents spoke of how they liked to 
spend their time particularly at events outside of the centre such as their 
involvement in the local day service, trips to the restaurant in a local tourist amenity 
and going to the cinema. Residents said that they were content and it was a good 
house. 

The inspector also met with one relative who was visiting the centre and 
questionnaires provided by HIQA had been completed by residents with staff 
assistance or on their behalf by their family representative. The feedback was 
overwhelmingly positive in relation to the staff and the commitment, kindness, care 
and support that they provided to residents. However in response to the questions 
asked some respondents did identify changes that they would like to see to make 
life even better; these included more community based activities and social outings 
and the scheduling of mealtimes. These would concur with the inspection findings 
and the provider's own audit findings and are discussed further in the body of the 
report. 

Capacity and capability 

There was a clear management structure committed to the provision of safe, quality 
care, support and services to residents. The provider recognised what was done well 
in the centre but also where improvement was required. However, this knowledge 
and awareness did not always bring about improvement in a timely manner.   

The management structure was clear and consisted of the person in charge, the 
assistant directors of services and the director of services. There were informal and 
formal structures for communication and engagement; there was clarity on roles, 
responsibilities and individual accountability for the service. 

While recently appointed to the organisation and to the centre the person in charge 
facilitated the inspection with ease and had a clear understanding of the areas that 
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required improvement so as to make a good centre better. The provider had 
reviewed the working arrangements of the person in charge and had allocated 
additional supernumerary hours to the person in charge who now spent half her 
working week providing direct care and the other half on administration and 
management duties. This change was very recent however and while positive, the 
overall impact on effective governance was not yet ascertained. 

The provider was actively self identifying areas for improvement but was not always 
acting on this information. The provider was complying with the requirement of the 
regulations to conduct an annual review of the quality and safety of the service and 
to undertake a six monthly unannounced visit to the centre. The annual review 
incorporated feedback from residents and representatives and the report was 
available in the centre. Collectively these reviews captured good practice but also 
where improvement was required. Repeat findings from the reviews had a quality 
dimension and included the inadequate frequency of residents' meetings, the ritual 
nature of some routines such as meal-times, meal planning and social outings, and 
the requirement to review the organisation of work and routines so as to maximise 
the potential for social and community engagement for residents. The collection of 
data and the issuing of relevant action plans had not however brought about the 
required change and improvement.  

The provider ensured that staffing arrangements were responsive to residents' 
changing needs. Staffing levels and skill-mix were suited to the number and needs 
of the residents. Nursing care was provided on a 24 hour basis. The provider kept 
staffing levels under review and an additional staff resource had been made 
available at peak morning and evening activity times and some weekends when 
respite care was supported. The person in charge had since her appointment 
convened regular meaningful staff meetings and was in the process of complying 
with the provider’s policy on staff supervisions. 

Generally previous HIQA inspections have found evidence of good recruitment 
practice on behalf of the provider. However, on this occasion it was found that there 
were inadequate procedures for ensuring that all persons working in the service but 
not directly employed by the provider were adequately vetted including providing 
evidence of a Garda vetting disclosure. The provider did take immediate action to 
address this. 

There was documentary evidence that each nurse employed was currently 
registered to practice with their regulatory body. 

The provider did have arrangements for providing staff with mandatory and required 
training including fire safety, safeguarding and the management of actual and 
potential aggression (MAPA). However, the review of training records indicated that 
there were gaps in staff attendance at refresher training in all mandatory areas. This 
had recently been highlighted to the training department by the person in charge.   

The provider had accessible procedures for the receipt and management of 
complaints; there was a low-reported incidence of complaints and this would equate 
with feedback received from residents and their representatives. The inspector 
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reviewed the complaint log and saw that staff supported the complainant to 
progress their complaint; a record was maintained of the actions taken, the outcome 
and complainant satisfaction. Matters complained of were not however satisfactorily 
resolved. As this was a general matter of relevance to all residents it is discussed 
again in the next section of the report. 

Regulation 14: Persons in charge 

The person in charge worked full-time and had the qualifications, skills and 
experience necessary to manage the designated centre. The person in charge 
facilitated the inspection with ease and while relatively recently appointed had good 
knowledge of the residents and their needs and of the general operation and 
administration of the designated centre. 

Judgment: Compliant 

Regulation 15: Staffing 

Staffing levels, staffing arrangements and skill-mix were appropriate to the assessed 
needs of the residents and the stated purpose of the centre. Residents received 
continuity of care and supports from a team of regular staff. A planned and actual 
staff rota was maintained. 

Judgment: Compliant 

Regulation 16: Training and staff development 

There were confirmed gaps in staff attendance at required refresher training. 

Judgment: Substantially compliant 

Regulation 21: Records 
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The inspector found that the records listed in part 6 of the Health Act 2007 (Care 
and Support of Residents in Designated Centres for Persons (Children and Adults) 
with Disabilities Regulations 2013 were in place.  The records requested by the 
inspector were retrieved with ease; the required information was readily retrieved 
from the records; the records were well maintained. 

  
  
 
Judgment: Compliant 

 
Regulation 23: Governance and management 

 

 

 
The provider had comprehensive systems of review that highlighted good practice 
and also areas where improvement was required. However, the findings of reviews 
did not bring about the change required to improve the quality of the service. 
  
 
Judgment: Substantially compliant 

 
Regulation 3: Statement of purpose 

 

 

 
The provider maintained and made available in the centre a current statement of 
purpose; the record contained all of the required information and was an accurate 
reflection of the centre. 
  
 
Judgment: Compliant 

 
Regulation 30: Volunteers 

 

 

 
There were inadequate procedures for ensuring that all persons working in the 
service were adequately vetted including providing evidence of a Garda vetting 
disclosure. 
  
 
Judgment: Not compliant 

 
Regulation 31: Notification of incidents 

 

 

 
Based on the records seen in the designated centre there were effective 
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arrangements for ensuring that the prescribed notifications were submitted to HIQA. 

  
  
 
Judgment: Compliant 

 
Regulation 34: Complaints procedure 

 

 

 
The provider had policy and procedures on the receipt, recording, investigation, 
learning from and review of complaints. Residents and representatives said that they 
would have no hesitation in approaching either staff or management if they had a 
complaint. A complete record of complaints received was maintained including the 
actions taken and in progress and whether complainants were satisfied or not. 
Complaints management was the subject of review by the provider. 
  
 
Judgment: Compliant 

 
Quality and safety 

 

 

 
 
Overall the inspector found that residents were in receipt of a safe quality service. 
Areas for improvement were identified, sometimes to assure the good practice 
found. The centre was person centred but needed to be more individualised 
particularly in relation to the social dimension of the service. There was a 
requirement for the resident’s voice, their suggestions, requests and choices to 
inform the changes necessary. 

Measures to protect residents from harm and abuse included training for staff, 
policies and procedures and ready access to the designated safeguarding officer. 
The person in charge worked some shifts as a front line staff and this supported 
ready access to residents and the direct supervision of staff and their practice. The 
needs of residents were generally compatible. 

Resident safety was further promoted by risk management and fire safety systems. 
The person in charge maintained a register of centre specific and resident specific 
risk assessments. Clinical risks such as risk of falls or risk of choking were further 
supported by clinical assessment tools and specific plans of support. While there was 
some requirement to review one specific risk and its control, the ingestion of non-
edible items; staff were aware of and managed the risk. There were adequate 
systems for reviewing incidents and accidents; additional actions taken at times 
included referral to physiotherapy and occupational therapy so as to further promote 
resident safety. 

At intervals behaviours did present that posed a risk to the resident themselves or 
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others including staff. There were support plans that set out the behaviours, their 
meaning and their management; plans were devised with input from the 
psychologist.  However, based on the records seen some plans required review and 
updating as recommendations were not progressed, specifically interventions 
recommended to support emotional and psychological well-being such as 
relationship building or pet therapy. 

There was a good understanding of what restrictive practice was and staff did 
consider risk, resident choices, resident independence and resident safety.  
However, a full review was required to ensure that all restrictive practice was 
necessary, was the least restrictive possible and for the shortest duration possible. 
There was evidence of good practice, for example a resident was supported to move 
safely from their bed or chair to the floor in line with their wishes where others may 
have considered restraint necessary; one bedrail was used at times as opposed to 
two. However, conversely there was evidence of an intervention ( the use of a lap-
belt) that may have become a routine rather than implemented as necessary. 
Collectively when one considered all of the residents and their needs there was a 
substantive body of interventions that could be described as restrictive though there 
was a rationale for their use, resident safety; these included lap-belts, bed-rails, 
audio monitors and one physical hold to facilitate a clinical intervention. Review of 
restrictive practice had at times become centre-based rather than referral and 
oversight by the restrictive practice committee. 

In line with the stated purpose of the centre nursing care was provided on a 24 hour 
basis. Based on staff spoken with, records seen, the practice observed and 
residents’ general presentation the inspector was satisfied that the standard of 
nursing assessment and care was high and evidence based.  There was a 
requirement to ensure that residents’ fluid and dietary needs were consistently met 
to ensure that they maintained a healthy weight and that they could eat and drink 
safely. There was evidence of recent speech and language assessments that 
informed dietary practice on a daily basis and monitoring tools such as daily food 
and fluid intake charts. The practice seen was as recommended.   

End of life care was supported in the centre. There was evidence of good practice; 
discussion and decisions made in relation to levels of clinical intervention and 
resuscitation that were based on clinical rationale and empathetic, open discussion. 
Staff were in the process of developing advanced care plans that captured residents’ 
choices, wishes and preferences as well as clinical decisions. 

When medical advice and review was required this was based on nursing opinion. 
However, over the course of this inspection concerns were raised and records seen 
supported dissatisfaction and concern that appropriate healthcare for each resident 
having regard for each residents individual requirements and needs was challenging 
for staff to facilitate. The provider was aware of this, it was the unresolved matter 
from complaints received; efforts to resolve the matter were ongoing at the time of 
this inspection but it was not resolved.  

The inspector reviewed medicines management systems and found practice that 
promoted resident safety. There were systems for identifying and reviewing 
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medicines related errors with no concerning pattern noted.  

The centre can accurately be described as a nursing model of support; consideration 
was given to the social dimension of support. However there was a requirement to 
achieve a better balance between the nursing and social dimensions of care and to 
ensure that the change needed was based on individual resident needs and choices. 

A programme of activation was delivered in the centre itself that was suited to some 
residents needs, however a greater balance was required between what was 
provided in the centre and what was accessed in the wider community. There was a 
requirement to ensure that opportunities for occupation and recreation were based 
on individual resident choices, preferences and needs be that greater community 
visibility and inclusion or the delivery of a dementia specific therapeutic programme 
of activity. While residents presented and were described as content they clearly 
wanted to do more and would welcome the opportunity to do more; change was 
required to ensure that each resident lived as fulfilling and meaningful a life as 
possible while able. For example when residents spoke to the inspector they spoke 
of their enjoyment of these events such as eating out, sporting events, visits to their 
place of origin and trips to the cinema but while these were facilitated they were not 
a regular occurrence. This was also an area identified as one that could be improved 
in the questionnaires received by HIQA and in the provider reviews referenced in the 
first section of this report. 

This finding was linked to resident’s personal plans in particular their person centred 
plans, their personal goals and objectives. The goals identified were generally 
meaningful and of deep personal significance to residents such as maintaining 
relationships, visits to their place of origin or attending sporting events. However, 
while most often achieved they were very much stand alone single events rather 
that forming a regular part of residents normal routines in support of their ongoing 
emotional and psychological wellbeing. 

The inspector observed familiar but respectful interactions between residents and 
staff and staff spoken with had a clear commitment to residents, their safety and 
well-being. Residents had access to an independent advocate, could vote as the 
returning officer attended the centre and the practice observed and described 
respected their privacy and dignity. However, in addition to the social dimension of 
support as discussed above it was not sufficiently evidenced how resident’s views 
and choices informed the general operation and routines of the centre. The 
frequency of residents meetings was too infrequent to be meaningful; there were 
minutes of two such meetings in 2017; there was no meeting between October 
2017 and April 2018; three meetings had been held to date in 2018; this was also a 
finding of the two provider reviews completed in 2018. From the records seen 
residents clearly engaged with these meetings and contributed their views and 
opinions; residents requested regular meetings, a review of mealtimes to suit their 
individual routines and regular access to community based activities.        
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Regulation 13: General welfare and development 

 

 

 
A greater balance was required between the nursing  and social dimensions of 
support, between the activation provided in the centre and what was accessed in 
the wider community. There was a requirement to ensure that opportunities for 
occupation and recreation were based on individual resident choices, preferences 
and needs be that greater community visibility and inclusion or the delivery of a 
dementia specific therapeutic programme of activity 
  
 
Judgment: Substantially compliant 

 
Regulation 17: Premises 

 

 

 
The premises was purpose built, met residents individual and collective needs and 
regulatory requirements in terms of accessibility, space, facilities, personal space, 
general maintenance and presentation. 

Residents were seen to be provided with the equipment necessary for their comfort 
and care. 

  
  
 
Judgment: Compliant 

 
Regulation 18: Food and nutrition 

 

 

 
Residents were provided with a varied and nutritious diet that they were seen to 
enjoy. Resident independence was supported by the provision of adaptive utensils 
and aids. Assistance was provided in a discreet and respectful manner. Practice was 
informed by and reflected recommendations from other health professionals such as 
speech and language therapy. The scheduling of mealtimes did require review; this 
is addressed in Regulation 9. 

  
  
 
Judgment: Compliant 

 
Regulation 26: Risk management procedures 
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Risk management policies and procedures and risk assessments were in place for 
dealing with situations where resident and/or staff safety may have been 
compromised. 
  
 
Judgment: Compliant 

 
Regulation 27: Protection against infection 

 

 

 
A review was required of the design and layout of the sluice and laundry facility as it 
did not support the clear segregation of clean and possibly contaminated items in 
line with infection prevention and control guidance; clean linen, soiled linen, 
transportation of waste were all managed through the same room. 
  
 
Judgment: Substantially compliant 

 
Regulation 28: Fire precautions 

 

 

 
The provider ensured that there were effective fire safety management systems in 
place including arrangements for the safe evacuation of residents. The inspector 
saw certificates attesting to the inspection and testing of fire fighting equipment, 
emergency lighting and the fire detection systems at the required intervals and most 
recently in August 2018. Staff completed in-house checks and undertook regular 
simulated evacuation drills with residents; records of these drills indicated that the 
provider did have adequate arrangements for evacuating residents; these 
arrangements were set out in individual personal emergency evacuation plans 
(PEEPS). Staff were familiar with the layout of the building and the provision of 
interim safe lobbies that could be used in the event of fire.   

  
  
 
Judgment: Compliant 

 
Regulation 29: Medicines and pharmaceutical services 

 

 

 
The provider had medication management policies and procedures in place that 
complied with legislative and regulatory requirements. Staff adhered to the 
procedures for the safe administration of medication; medication was administered 
as prescribed. Records were kept to account for the management of medicines 
including their administration and disposal. 
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Judgment: Compliant 

 
Regulation 5: Individual assessment and personal plan 

 

 

 
Resident’s personal goals were on the whole meaningful  and most often achieved. 
They were however very much stand alone single events rather that forming a 
regular part of residents normal routines and this required review.  
  
 
Judgment: Substantially compliant 

 
Regulation 6: Health care 

 

 

 
There was dissatisfaction and concern that appropriate healthcare for each resident 
having regard for each residents individual requirements and needs was challenging 
for staff to facilitate. 
  
 
Judgment: Substantially compliant 

 
Regulation 7: Positive behavioural support 

 

 

 
Positive behaviour support plans required review and updating as recommendations 
were not always progressed, specifically interventions recommended to support 
emotional and psychological well-being. 

A full review was required of all restrictive practices to ensure that each intervention 
was required, was the least restrictive possible and for the shortest duration 
possible. 

  
  
 
Judgment: Substantially compliant 

 
Regulation 8: Protection 

 

 

 
There are policies and supporting procedures for ensuring that residents were 
protected from all forms of abuse. There was evidence that the provider responded 
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appropriately when any concerns were raised. 
  
 
Judgment: Compliant 

 
Regulation 9: Residents' rights 

 

 

 
It was not sufficiently evidenced how resident’s views and choices informed the 
general operation and routines of the centre. The frequency of residents meetings 
was too infrequent to be meaningful 
  
 
Judgment: Substantially compliant 
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Appendix 1 - Full list of regulations considered under each dimension 
 
 Regulation Title Judgment 

Capacity and capability  
Regulation 14: Persons in charge Compliant 
Regulation 15: Staffing Compliant 
Regulation 16: Training and staff development Substantially 

compliant 
Regulation 21: Records Compliant 
Regulation 23: Governance and management Substantially 

compliant 
Regulation 3: Statement of purpose Compliant 
Regulation 30: Volunteers Not compliant 
Regulation 31: Notification of incidents Compliant 
Regulation 34: Complaints procedure Compliant 
Quality and safety  
Regulation 13: General welfare and development Substantially 

compliant 
Regulation 17: Premises Compliant 
Regulation 18: Food and nutrition Compliant 
Regulation 26: Risk management procedures Compliant 
Regulation 27: Protection against infection Substantially 

compliant 
Regulation 28: Fire precautions Compliant 
Regulation 29: Medicines and pharmaceutical services Compliant 
Regulation 5: Individual assessment and personal plan Substantially 

compliant 
Regulation 6: Health care Substantially 

compliant 
Regulation 7: Positive behavioural support Substantially 

compliant 
Regulation 8: Protection Compliant 
Regulation 9: Residents' rights Substantially 

compliant 
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Compliance Plan for Glebe Lodge OSV-0001966 

Inspection ID: MON-0021631 

Date of inspection: 27/08/2018 and 28/08/2018 

Introduction and instruction  
This document sets out the regulations where it has been assessed that the provider 
or person in charge are not compliant with the Health Act 2007 (Care and Support of 
Residents in Designated Centres for Persons (Children And Adults) With Disabilities) 
Regulations 2013, Health Act 2007 (Registration of Designated Centres for Persons 
(Children and Adults with Disabilities) Regulations 2013 and the National Standards 
for Residential Services for Children and Adults with Disabilities. 

This document is divided into two sections: 

Section 1 is the compliance plan. It outlines which regulations the provider or person 
in charge must take action on to comply. In this section the provider or person in 
charge must consider the overall regulation when responding and not just the 
individual non compliances as listed section 2. 

Section 2 is the list of all regulations where it has been assessed the provider or 
person in charge is not compliant. Each regulation is risk assessed as to the impact 
of the non-compliance on the safety, health and welfare of residents using the 
service. 

A finding of: 

 Substantially compliant - A judgment of substantially compliant means that
the provider or person in charge has generally met the requirements of the
regulation but some action is required to be fully compliant. This finding will
have a risk rating of yellow which is low risk.

 Not compliant - A judgment of not compliant means the provider or person
in charge has not complied with a regulation and considerable action is
required to come into compliance. Continued non-compliance or where the
non-compliance poses a significant risk to the safety, health and welfare of
residents using the service will be risk rated red (high risk) and the inspector
have identified the date by which the provider must comply. Where the non-
compliance does not pose a risk to the safety, health and welfare of residents
using the service it is risk rated orange (moderate risk) and the provider must
take action within a reasonable timeframe to come into compliance.
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Section 1 

The provider and or the person in charge is required to set out what action they 
have taken or intend to take to comply with the regulation  in order to bring the 
centre back into compliance. The plan should be SMART in nature. Specific to that 
regulation, Measurable so that they can monitor progress, Achievable and Realistic, 
and Time bound. The response must consider the details and risk rating of each 
regulation set out in section 2 when making the response. It is the provider’s 
responsibility to ensure they implement the actions within the timeframe.  

Compliance plan provider’s response: 

 Regulation Heading Judgment 

Regulation 16: Training and staff 
development 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 16: Training and 
staff development: 
Training dates have been confirmed for fire training on the 01/11/2018 and manual 
handling on 19/11/2018 
Online Safeguarding training will be completed in November 2018 
Training needs will be identified and a training plan for 2019 will be developed by end of 
December 2018 
Discussion at staff meeting in November on the Health Act 2007 and the 2013 
regulations and a Copy of the Act is available to all staff in center 

Regulation 23: Governance and 
management 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 23: Governance and 
management: 
The registered provider will carry out an unannounced visit within the next 6 weeks  
The person in charge will commence the Annual review of the quality and safety of care 
by end of November 2018 
The registered provider carried out SWOC analysis with all staff and manager on the 
04/10/2018 and on the 08/10/2018. Supports to bring about change were identified and 
an action plan will be developed and disseminated to improve the quality of the service 

Regulation 30: Volunteers Not Compliant 

Outline how you are going to come into compliance with Regulation 30: Volunteers: 
The registered provider will ensure that a robust service level agreement with other 
agencies who represent persons working in the service but not employed by the provider 
will be in place by 31/1/2019 
The registered provider will ensure that all persons will have a job description and 
receive supervision and support from the Person in Charge and scheme supervisor 
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Regulation 13: General welfare and 
development 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 13: General welfare 
and development: 
The registered provider has reviewed the transport available in the center and has 
sought a more appropriate vehicle to aid the socialization of residents.   
The person in charge has requested an OT referral for two residents to assess their 
suitability for a mobility scooter/powered wheelchair.  This would facilitate their 
independence and enable more regular access to the local town.  Referral sent 28/9/18 
Dementia specific training on activity focused care to be provided to all staff by the 
psychology department prior to 31/1/2019  
Discuss the Irish national dementia strategy at next staff meeting and ensure this 
strategy is reflected in individuals care plans prior to 30/11/2018.   
The registered provider will develop an audit to assess care plans prior to 31/1/19.  
When the audit tool is available the PIC will audit all care plans prior to 31/3/2019. 
The PIC will  review the of risk of PICA for one resident prior to the 31/11/2018 
The person in charge will review all psychological reports and ensure identified 
recommendations are put in place by end of 30/12/2018 
Referrals, where required, will be submitted to the psychology department to address 
changing needs by 30/12/2018  
The person in charge will ensure advance care plans will be commenced for all residents, 
to record their choices, wishes and preferences in the event they experienced ill health 
prior to 31/1/2019 
 
Regulation 27: Protection against 
infection 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 27: Protection 
against infection: 
The Person in charge will develop a plan for the management of waste including 
arrangements for safe handling to ensure waste is not brought through the laundry area 
by end of 30/11/2018.  
Standard operating procedures to be developed by person in charge to ensure all soiled 
linen is placed in sealed alginate bags in a laundry bin with lid in the bathroom or 
bedroom areas before transfer to laundry by end of 30/11/2018 
A designated clean and dirty area will be identified and signage put in place by 
30/11/2018 
The door leading to the kitchen area will be locked commenced 23/10/18.  
The registered provider will ensure risk management is effective to prevent infections 
and that it is reviewed and monitored.  
 
Regulation 5: Individual assessment 
and personal plan 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 5: Individual 
assessment and personal plan: 
The person in charge will review personal plans using the PCP audit tool by end of 
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30/11/2018  
The person in charge will facilitate service users to review their PCP goals as per their 
individual choices by end of 30/11/2018 
Goal setting to be included in team meetings twice a year 
The person in charge has included the facilitation of PCP goals in daily shift plan to 
ensure that they occur regularly as part of normal daily life for the person commenced 
on the 8/10/18  
 
Regulation 6: Health care 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 6: Health care: 
The person in charge has met with the relevant stakeholders to clarify arrangements for 
the service they will provide for the residents. Clear guidelines have been developed and 
KPFA is awaiting the confirmation of an agreeable level of service that will meet the 
needs of the residents. A verbal agreement is in place. The signed documentation will be 
in place by the end of 30/11/2018 
 
 
Regulation 7: Positive behavioural 
support 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 7: Positive 
behavioral support: 
The person in charge will review all psychological reports and ensure identified 
recommendations are put in place by end of 30/11/2018 
Referrals, where required, will be submitted to the psychology department to address 
changing needs by 30/11/2018  
The registered provider will ensure the policy on restrictive practice is reviewed and a 
process developed to ensure that all restrictive practices are reviewed at least annually 
by the committee by 31/12/2018 
The registered provider will develop/adapt an assessment tool for the use of bed rails by 
31/12/ 2018 
 
Regulation 9: Residents' rights 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 9: Residents' rights: 
The person in charge has developed a daily shift plan to ensure residents views and 
choices influenced the routines in the center.  The shift plan was commenced on the 
8/10/2018 
The shift plan ensures there is better meal planning in place with an emphasis on 
ensuring there is a sufficient interval between meals.  The shift plan was commenced on 
the 8/10/2018   
Regular service user meeting are now in place to ensure residents are consulted and 
participate in the organization of the center. Commenced 3/9/2018  
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Section 2: 

Regulations to be complied with 

The provider or person in charge must consider the details and risk rating of the 
following regulations when completing the compliance plan in section 1. Where a 
regulation has been risk rated red (high risk) the inspector has set out the date by 
which the provider or person in charge must comply. Where a regulation has been 
risk rated yellow (low risk) or orange (moderate risk) the provider must include a 
date (DD Month YY) of when they will be compliant.  

The registered provider or person in charge has failed to comply with the following 
regulation(s). 

 Regulation Regulatory 
requirement 

Judgment Risk 
rating 

Date to be 
complied with 

Regulation 
13(2)(b) 

The registered 
provider shall 
provide the 
following for 
residents; 
opportunities to 
participate in 
activities in 
accordance with 
their interests, 
capacities and 
developmental 
needs. 

Substantially 
Compliant 

Yellow 31/1/19 

Regulation 
16(1)(a) 

The person in 
charge shall 
ensure that staff 
have access to 
appropriate 
training, including 
refresher training, 
as part of a 
continuous 
professional 
development 
programme. 

Substantially 
Compliant 

Yellow 31/12/18 

Regulation 
23(2)(a) 

The registered 
provider, or a 
person nominated 
by the registered 
provider, shall 
carry out an 
unannounced visit 

Substantially 
Compliant 

Yellow 31/12/18 
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to the designated 
centre at least 
once every six 
months or more 
frequently as 
determined by the 
chief inspector and 
shall prepare a 
written report on 
the safety and 
quality of care and 
support provided 
in the centre and 
put a plan in place 
to address any 
concerns regarding 
the standard of 
care and support. 

Regulation 27 The registered 
provider shall 
ensure that 
residents who may 
be at risk of a 
healthcare 
associated 
infection are 
protected by 
adopting 
procedures 
consistent with the 
standards for the 
prevention and 
control of 
healthcare 
associated 
infections 
published by the 
Authority. 

Substantially 
Compliant 

Yellow  30/11/18 

Regulation 30(c) The person in 
charge shall 
ensure that 
volunteers with the 
designated centre 
provide a vetting 
disclosure in 
accordance with 
the National 
Vetting Bureau 
(Children and 

Not Compliant Orange  31/1/19 
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Vulnerable 
Persons) Act 2012 
(No. 47 of 2012). 

Regulation 
05(6)(c) 

The person in 
charge shall 
ensure that the 
personal plan is 
the subject of a 
review, carried out 
annually or more 
frequently if there 
is a change in 
needs or 
circumstances, 
which review shall 
assess the 
effectiveness of 
the plan. 

Substantially 
Compliant 

Yellow  30/11/18 

Regulation 06(1) The registered 
provider shall 
provide 
appropriate health 
care for each 
resident, having 
regard to that 
resident’s personal 
plan. 

Substantially 
Compliant 

Yellow  30/11/18 

Regulation 07(3) The registered 
provider shall 
ensure that where 
required, 
therapeutic 
interventions are 
implemented with 
the informed 
consent of each 
resident, or his or 
her representative, 
and are reviewed 
as part of the 
personal planning 
process. 

Substantially 
Compliant 

Yellow  30/11/18 

Regulation 
07(5)(c) 

The person in 
charge shall 
ensure that, where 
a resident’s 
behaviour 
necessitates 
intervention under 

Substantially 
Compliant 

Yellow  31/12/18 
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this Regulation the 
least restrictive 
procedure, for the 
shortest duration 
necessary, is used. 

Regulation 
09(2)(e) 

The registered 
provider shall 
ensure that each 
resident, in 
accordance with 
his or her wishes, 
age and the nature 
of his or her 
disability is 
consulted and 
participates in the 
organisation of the 
designated centre. 

Substantially 
Compliant 

Yellow  3/9/18 
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