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About the designated centre 

 

The following information has been submitted by the registered provider and 
describes the service they provide. 
 
Venegas Porch respite services offers respite to adults with an intellectual disability in 
a busy area of a city. It is part of a large complex and is on the bottom floor of a 
three storey building. The centre consists of seven bedrooms, a communal lounge 
area, a communal dining room with an old style “diner” theme, a communal kitchen, 
a laundry room, two bathrooms and two staff office areas. For the most part, the 
bedrooms are single occupancy, however there is the capacity for two of the 
bedrooms to accommodate a second person in the case of an emergency respite 
admission. The residents are supported  24/7 by a staff team that is comprised of 
nursing staff, social care workers and healthcare assistants. There are community 
based facilities and services available for the residents which include Speech and 
language therapy, occupational therapy, physiotherapy, psychology, and psychiatry. 
All residents availing of the respite service also attend the day services in the 
organisation. 
 
 
The following information outlines some additional data on this centre. 
 

 
 
 
  

Number of residents on the 
date of inspection: 

6 
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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 

26 September 2018 09:30hrs to 
14:00hrs 

Sinead Whitely Lead 
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Views of people who use the service 

 

 

 
 
The inspector had the opportunity to meet and speak with six residents on the day 
of inspection. Some of these residents communicated verbally and others used non-
verbal methods to communicate. Overall, the residents appeared happy and 
satisfied with the service being provided.  

The inspector reviewed three questionnaires received from residents, some of which 
were completed with the assistance of staff. In general, these questionnaires 
delivered positive feedback around the care being provided. Positive, meaningful 
and friendly interactions were observed between residents and staff throughout the 
inspection. 

A social care worker facilitated a “speak up” meeting with residents which 
was carried out weekly with the different residents that avail of the respite service. 
This was an opportunity for residents to communicate their thoughts and provide 
input and feedback regarding the care being delivered during their stay. There were 
no complaints voiced during this session when residents were asked. Interactive 
technology equipment and non-verbal methods of communication were utilised by 
staff to facilitate this session. 

One resident was celebrating their birthday on the second day of inspection and 
staff were supporting them to celebrate this in an individualised and respectful 
manner. 
 

 
Capacity and capability 

 

 

 
 
Overall the registered provider, people participating in management and person in 
charge were endeavouring to ensure the designated centre was resourced 
sufficiently for the effective delivery of care and support to the residents availing of 
respite. 

The management structure was clearly defined with clear lines of reporting, 
authority and accountability. There was good oversight of the service and 
supervision of staff by the person in charge to ensure the service provided was safe, 
consistent and effective. An annual review of the service was completed by a person 
participating in management (PPIM) and outlined the quality, care and support in 
the designated centre. This was used to drive improvements in the centre. Staff 
spoken to were aware of the management structure and were familiar with who to 
raise concerns with. Performance management was completed on a regular basis for 
all staff members by the person in charge and people participating in management. 
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There was a full time person in charge in place who was suitably qualified, skilled 
and experienced for the role and was engaged in the governance and operational 
management of the centre on a consistent basis. This person was a registered nurse 
for intellectual disability (RNID) and met the criteria of Regulation 14, with adequate 
experience in a management supervisory role and an appropriate qualification in 
management. All Schedule 2 documents were in place and up-to-date for the person 
in charge. 

There was a robust pre-admission process in place for residents availing of the 
respite service. The pre-admission process was carried out prior to admission to 
respite, a staff member checked with a family member regarding any changes in the 
resident’s condition, needs or medication. These changes were then recorded for all 
staff and further arrangements were put in place for the resident if needed. 
There was a service committee that processed applications for new admissions to 
the respite centre. There was a written contract in place for all resident for the 
provision of services that was signed by either the resident or their representative. 
This accurately reflected the service being provided when availing of respite care. 

In general, there was a team of regular dedicated staff working with the residents. 
There was an appropriate number of staff rostered to meet the needs of the 
residents and nursing care was provided when required, However, the registered 
provider was not ensuring continuity of care and support in circumstances where 
staff were employed on a less than full time basis. The planned staff rota was not 
appropriately maintained to reflect the staff on duty when agency staff were 
rostered to work. The induction document utilised by the person in charge or the 
most senior staff member on duty to orientate new staff members to the ward, did 
not include an introduction to the residents. A section of the induction process 
included a checklist of the staff members qualifications. However, the person in 
charge or most senior member of staff on duty completing this induction form, did 
not have access to Schedule 2 documents to clarify if the staff member was meeting 
the criteria on this checklist. The registered provider was not ensuring that the 
qualification and skill mix of staff was appropriate to the assessed needs of the 
residents availing of respite. It was communicated with the inspector that on two 
occasions, agency staff were rostered to work and were sent home by the person in 
charge when arriving on duty as their skill mix did not appropriately meet the needs 
of the residents. 

There was a complaints log in place with a record of any complaints. Any complaints 
made by residents or their advocates were addressed in a serious and timely 
manner by the person in charge or persons participating in management. There was 
a designated person to raise concerns with and the complaints process was clear to 
residents and their representatives. There was a ''speak-up'' session held weekly by 
social care workers, which provided residents with an opportunity to come forward 
with any feedback or opinions they wanted to share with staff or the residents they 
were living with. Assistive technology was utilised during this session and there were 
opportunities for residents to communicate their thoughts through verbal and non 
verbal means of communication and to voice any complaints they had regarding the 
service provided. 
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A statement of purpose was in place that accurately described the service that 
was delivered in the designated centre. The person in charge and people 
participating in management recognised this as a document that needed to be 
regularly revised and updated to reflect any changes in the service provided. A copy 
of this was available to the residents or their representatives if requested. 

All Schedule 5 documents were in place and guided staff practice. A copy of these 
were available to staff and residents but some of these had not been reviewed or 
updated within the required three year interval. The inspector acknowledges there 
was a service wide plan to update all service policies and procedures. 

  

  
 

 
Regulation 14: Persons in charge 

 

 

 
There was a full time post of person in charge in place who was suitably qualified, 
skilled and experienced and engaged in the governance and operational 
management of the centre on a consistent basis. 
  
 
Judgment: Compliant 

 
Regulation 15: Staffing 

 

 

 
The registered provider was not ensuring continuity of care and support particularly 
in circumstances where staff were employed on a less than full time basis. The 
planned staff rota was not appropriately maintained to reflect the staff on duty 
when agency staff were rostered to work. The registered provider was not ensuring 
that the qualification and skill mix of staff was appropriate to the assessed needs of 
the residents availing of respite. 
  
 
Judgment: Not compliant 

 
Regulation 23: Governance and management 

 

 

 
The management structure was clearly defined with clear lines of reporting and 
accountability. There was good oversight of the service and supervision of staff by 
the person in charge to ensure the service provided was safe, consistent and 
effective. 
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Judgment: Compliant 

 
Regulation 24: Admissions and contract for the provision of services 

 

 

 
There was a robust pre-admission process in place for residents availing of the 
service.. The pre-admission process was carried out prior to admission to 
respite.There was a written contract in place for all resident for the provision of 
services. 
  
 
Judgment: Compliant 

 
Regulation 3: Statement of purpose 

 

 

 
A statement of purpose was in place that accurately described the service being 
delivered in the designated centre. This was revised and updated as required. A 
copy of this was available to the residents or their representatives if requested. 
  
 
Judgment: Compliant 

 
Regulation 34: Complaints procedure 

 

 

 
There was a complaints log in place with a record of any complaints. Any complaints 
made by residents or their advocates were addressed in a serious and timely 
manner. 
  
 
Judgment: Compliant 

 
Regulation 4: Written policies and procedures 

 

 

 
All Schedule 5 documents were in place and a copy of these were available to staff 
and residents but some of these had not been reviewed or updated within the 
required three year interval. The inspector acknowledges there was a service wide 
plan to update all service policies and procedures. 
  
 
Judgment: Substantially compliant 
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Quality and safety 

 

 

 
 
Overall the registered provider were endeavouring to provide a safe service at a 
high standard. There was a robust management structure in place with clear lines of 
accountability. Actions from the last inspection had been adequately addressed. 

The person in charge had ensured that a comprehensive assessment and personal 
plan was in place for each resident. These plans outlined the specific care needs for 
each resident and guided practice for staff. There were social goals in place that 
were set out by key workers, in conjunction with residents, and were reviewed on a 
regular basis. Staff were working with residents on a regular basis to achieve these 
goals. The person in charge was ensuring the personal plans and assessments were 
subject to regular reviews and were updated accordingly. This was included as part 
of one to one supervisions carried out by the person in charge with staff members. 

Appropriate healthcare was made available for each resident having regard to that 
resident’s personal plan. Residents had sufficient access to allied healthcare 
services, these services included speech and language therapy, social worker, dental 
services, occupational therapy, physiotherapy, psychology, psychiatry, chiropody 
and community health nurse. Residents had access to a general practitioner of their 
choice. Referrals were made for these services by staff as appropriate. There was an 
adequate level of nursing staff, social care workers and healthcare assistants in 
place to meet the assessed healthcare needs of the residents. The statement of 
purpose was consistent with this care being provided. 

Staff when spoken to, had the up to date knowledge and skills to respond to 
behaviours that were challenging and knew how to support residents to manage 
their behaviours. Positive behavioural support plans were in place for residents 
where appropriate and were guiding staff practice. Support plans were subject to 
review on a regular basis with the relevant healthcare professionals. Access to allied 
healthcare professionals including psychology and psychiatry was provided by the 
service. Restrictive practices were used in accordance with national policy and 
evidence based practice and were subject to regular review. Alternative 
therapeutic measures were considered and utilised before the use of a restrictive 
practice. All staff had up to date training for the safeguarding and protection of 
vulnerable adults and the management of actual and potential aggression (MAPA). 
Staff when spoken with, were familiar with safeguarding, de-escalation and 
intervention techniques. 

The registered provider had ensured that the premises of the designated centre was 
of sound construction. There were seven separate bedrooms. These were single 
occupancy for the most part, but two of these had the capacity for a second person 
for emergency respite admissions. Some of the facilities were observed to be in 
need of repair, for example chipped paintwork on the walls in bedrooms and 
chipped surfaces around sinks in bedrooms was observed. The inspector 
acknowledges that this was recognised by management and there was a plan in 



 
Page 10 of 20 

 

place to address these issues, however these plans were not time bound. 

The registered provider had ensured that effective fire safety management systems 
were in place. Suitable fire equipment was provided and serviced when required on 
a regular basis. Adequate means of escape and emergency lighting was in place. 
Staff training was up to date. Training needs analysis was carried out on a regular 
basis to ensure that refresher training for fire safety was not outstanding. Regular 
simulated day and night time fire drills were completed and regular staff checks 
were carried out on emergency exits and routes. 

There were appropriate systems in place for hazard identification and assessment of 
these hazards. There was a risk register that detailed any of the hazards identified. 
Assessment of risks were individualised to residents where appropriate. 
Arrangements were in place to ensure risk control measures were relative to any 
risks identified or observed in the designated centre. There was a risk management 
policy in place that guided staff practice. There was a vehicle used to transport 
residents that was suitably road worthy and insured. 

Practice relating to the receipt, and administration of medicines was appropriate and 
in line with best practice. There was a robust checking system in place for changes 
in medication for residents coming and going to the respite service. All staff 
administering medication were appropriately trained. All medications were stored 
securely in a locked press in a specific medication room. The key for this press was 
always kept by a staff member. Refrigeration was provided for medication where 
required and regular staff checks were completed to check the temperature of 
this. Medication prescriptions were reviewed on a six monthly basis with the 
residents' general practitioner. All loose medications observed on the day of 
inspection were in date. There were appropriate arrangements in place for the 
storage and disposal of out of date or unused medication. 

For the most part, the registered provider to ensure the designated centre was 
operated in a manner that respected the age, gender and disability of each 
resident. However, there was one resident living in this the designated centre on a 
longterm basis. This service was not suitable for the purpose of meeting the 
individuals personal and social care needs of this resident on a longterm basis. A 
second resident was availing of respite services five days a week, every week and 
going home at weekends. The designated centre was not allowing the individuals 
freedom of choice and control in their daily lives. With different residents availing of 
the respite service on a regular basis, and regular use of agency staff, the 
individuals had no consistency or choice with regards to whom they shared their 
home with daily. The provider outlined that there was a service plan in place to 
secure alternative accommodation for both of these residents at the soonest 
possible date, however this plan was not yet time bound.    

  
 

 
Regulation 17: Premises 
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Some of the facilities were observed to be in need of repair for example, chipped 
paintwork on the walls in bedrooms and chipped surfaces around sinks in bedrooms. 
The provider had a plan in place to address these issues, however these plans were 
not time bound. 
  
 
Judgment: Substantially compliant 

 
Regulation 26: Risk management procedures 

 

 

 
Arrangements were in place to ensure risk control measures were relative to any 
risks identified or observed in the designated centre. There was a risk register in 
place that had identified any risks. There was a vehicle used to transport residents 
that was suitably road worthy and insured 
  
 
Judgment: Compliant 

 
Regulation 28: Fire precautions 

 

 

 
Suitable fire equipment was provided and serviced when required. Adequate means 
of escape and emergency lighting was in place. Staff training was up to date. 
Regular simulated fire drills were completed and regular staff checks were carried 
out on emergency exits. 
  
 
Judgment: Compliant 

 
Regulation 29: Medicines and pharmaceutical services 

 

 

 
Practice relating to the receipt, storage, refrigeration, disposal and administration of 
medicines was appropriate and in line with best practice. 
  
 
Judgment: Compliant 

 
Regulation 5: Individual assessment and personal plan 

 

 

 
The person in charge had ensured that a comprehensive assessment and personal 
plan was in place for each resident. These plans outlined the care needs for 
residents and guided practice for staff. There were social goals in place that were 
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set out by key workers in conjunction with residents and were reviewed on a regular 
basis. 
  
 
Judgment: Compliant 

 
Regulation 6: Health care 

 

 

 
Appropriate healthcare was made available for each resident having regard to that 
resident’s personal plan. Residents had sufficient access to allied healthcare services 
and referrals were made by staff when required. There was an adequate level of 
nursing staff in place. 
  
 
Judgment: Compliant 

 
Regulation 7: Positive behavioural support 

 

 

 
Positive behavioural support plans were in place for residents where appropriate and 
were guiding staff practice. Support plans were subject to review on a regular basis 
with the relevant healthcare professionals. 
  
 
Judgment: Compliant 

 
Regulation 9: Residents' rights 

 

 

 
For the most part, the registered provider and people participating in 
management were endeavouring to ensure the designated centre was operated in a 
manner that respected the age, gender and disability of each resident. However, in 
relation to the two individuals living there long term, the designated centre was not 
allowing the individuals freedom of choice and control in their daily lives. 
  
 
Judgment: Not 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 Not compliant 
Regulation 23: Governance and management Compliant 
Regulation 24: Admissions and contract for the provision of 
services 

Compliant 

Regulation 3: Statement of purpose Compliant 
Regulation 34: Complaints procedure Compliant 
Regulation 4: Written policies and procedures Substantially 

compliant 
Quality and safety  
Regulation 17: Premises Substantially 

compliant 
Regulation 26: Risk management procedures Compliant 
Regulation 28: Fire precautions Compliant 
Regulation 29: Medicines and pharmaceutical services Compliant 
Regulation 5: Individual assessment and personal plan Compliant 
Regulation 6: Health care Compliant 
Regulation 7: Positive behavioural support Compliant 
Regulation 9: Residents' rights Not compliant 
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Compliance Plan for Liffey 2 OSV-0002977  
 
Inspection ID: MON-0022103 
 
Date of inspection: 27/09/2018    
 
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.  

 
 
 
 



 
Page 15 of 20 

 

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 15: Staffing 
 

Not Compliant 

Outline how you are going to come into compliance with Regulation 15: Staffing: 
15 (1) There are currently no vacancies in the Designated Centre. The staff team 
consists of Staff Nurses, Social Care Workers and Health Care Assistants. All staff are 
qualified in their roles and the staff skills mix is appropriate to the support needs of each 
individual availing of respite in the DC. Each respite users support needs are closely 
considered when compiling the respite allocations whilst the compatibility matrix is also 
referred to and taken into consideration. 
 
15 (3) The Designated Centre has a full staff team. If permanent staff are on leave, the 
person in charge will continue to employ regular and familiar relief and agency staff 
members when there is a vacancy due to leave. This Designated Centre has two 
managers who work opposite each other to provide a robust governance structure 
throughout each week. If an unfamiliar less than full-time staff member is employed in 
the DC to fill a vacancy, there is a manager on site to provide oversight and supervision 
of all staff to ensure that all respite users receive continuity of care and support. 
The registered provider appropriately assesses the qualifications, skills and experience 
that is required by a staff if they have a vacant shift to cover.  They issue these 
requirements to an external agency that is procured through their funder to provide a 
person to fulfil the shift.  There is a contract in place stating that the external agencies 
will provide the staff with the requirement set out by the provider to fulfil the duties 
required. The registered provider meets with the external agencies regularly to ensure 
that all parts of the contract are being adhered to. 
 
15 (4) The person in charge will ensure that the actual rota will reflect the staff team on 
duty on a given day, including permanent, relief and agency staff. 
The staff to respite user ratio is considered when compiling the respite list whereby each 
individuals assessed support needs are taken into account. The compatibility matrix is 
always referenced when compiling the respite lists along with individualised risk 
assessments. 
 
15 (5) 



 
Page 16 of 20 

 

As per the SJOG arrangement with agency providers- The Support Services Manager will 
continue to obtain all compliance documents required from the Schedule 2 files, 
pertaining to agency staff. This information will be made available for the Person in 
Charge to access in a secure manner. 
 
 
 
 
 
 
Regulation 4: Written policies and 
procedures 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 4: Written policies 
and procedures: 
The organisational policies and procedures are reviewed centrally for all services through 
the Department of Quality and Safety.  They have completed a schedule to address the 
out of date policies and are working towards reviewing and updating them at present.  
The department have also a new system in place to identify when policies are due to 
review and will put review groups in place to ensure that policies are reviewed in line 
with required timeframes. 
 
 
 
 
 
 
Regulation 17: Premises 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 17: Premises: 
17 (1)(b) There is a maintenance log in place and active in the designated centre. All 
maintenance issues are logged and forwarded to the maintenance department for work 
to complete. The PIC oversees this and highlights and prioritises the works to be done. 
 
Funding for the updating and refurbishment of two bedrooms in the DC has been 
approved. To date the contractor has been on site and assessed the work to be 
completed and is to forward a costing and timeframe for this work to commence. 
 
 
 
 
 
 
Regulation 9: Residents' rights 
 

Not Compliant 

Outline how you are going to come into compliance with Regulation 9: Residents' rights: 
9 (2) (b) Weekly ‘Speak up’ meeting are scheduled for the respite users in the 
Designated Centre allowing all respite users the opportunity to voice and air their 
concerns, wishes and preferences. 
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All respite users have their own individualised personal plan which outlines their specific 
health and social care needs. Each plan is reviewed and updated by the individual’s 
keyworker in consultation with the respite users and their guardians. 
 
In relation to the individual residing in the Designated Centre on a full time basis, a 
suitable permanent home is actively being sought for. SJOG have been actively working 
in collaboration with a number of housing agencies to identify a suitable and forever 
home setting for the person currently residing in the designated centre.  The HSE have 
also been involved and have been asked for support in order to fully meet the residents 
changing needs, the management team await their response. 
 
The HSE are aware of the individual who resides in the designated centre four nights a 
week. The provider continues to raise this individual’s case at monthly HSE meetings in 
an attempt to come to a resolution and establish a permanent and suitable home setting 
for this person. 
 
The Person in Charge has arranged an independent advocate for the individual who 
resides in the designated centre on a permanent basis. 
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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 15(1) The registered 
provider shall 
ensure that the 
number, 
qualifications and 
skill mix of staff is 
appropriate to the 
number and 
assessed needs of 
the residents, the 
statement of 
purpose and the 
size and layout of 
the designated 
centre. 

Not Compliant Orange 
 

20/11/2018 

Regulation 15(3) The registered 
provider shall 
ensure that 
residents receive 
continuity of care 
and support, 
particularly in 
circumstances 
where staff are 
employed on a less 
than full-time 
basis. 

Not Compliant Orange 
 

20/11/2018 

Regulation 15(4) The person in 
charge shall 
ensure that there 
is a planned and 
actual staff rota, 

Substantially 
Compliant 

Yellow 
 

20/11/2018 
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showing staff on 
duty during the 
day and night and 
that it is properly 
maintained. 

Regulation 15(5) The person in 
charge shall 
ensure that he or 
she has obtained 
in respect of all 
staff the 
information and 
documents 
specified in 
Schedule 2. 

Not Compliant Orange 
 

01/03/2019 

Regulation 
17(1)(b) 

The registered 
provider shall 
ensure the 
premises of the 
designated centre 
are of sound 
construction and 
kept in a good 
state of repair 
externally and 
internally. 

Substantially 
Compliant 

Yellow 
 

01/03/2019 

Regulation 04(3) The registered 
provider shall 
review the policies 
and procedures 
referred to in 
paragraph (1) as 
often as the chief 
inspector may 
require but in any 
event at intervals 
not exceeding 3 
years and, where 
necessary, review 
and update them 
in accordance with 
best practice. 

Substantially 
Compliant 

Yellow 
 

30/04/2019 

Regulation 
09(2)(b) 

The registered 
provider shall 
ensure that each 
resident, in 
accordance with 
his or her wishes, 
age and the nature 

Not Compliant Orange 
 

01/07/2019 
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of his or her 
disability has the 
freedom to 
exercise choice 
and control in his 
or her daily life. 

 
 


