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Association Company Limited By 
Guarantee 

Address of centre: Waterford  
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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 provider of the service describes Meadowview as an adult residential service 
which aims to offer a homely environment to four adults with supports tailored to 
meet their specific needs. It aims to offer high-quality, evidence-based care in line 
with a person’s assessed needs and wishes, with a focus on involving family and 
relevant professionals and therapists. 
 
Meadowview is a large house split into two levels and comprising two apartments, 
one which accommodates three residents, and one which is individual to one 
resident. There is a fully enclosed private rear garden. Each resident has a single, 
en-suite bedroom. 
 
The Statement of Purpose developed by the provider states that residents are 
supported to attend day services and appointments, and are encouraged to engage 
actively in their community. 
 
 
The following information outlines some additional data on this centre. 
 

 
 
 
  

Number of residents on the 

date of inspection: 

4 
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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 

04 October 2018 10:00hrs to 
19:30hrs 

Julie Pryce Lead 
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Views of people who use the service 

 

 

 

 

On the day of inspection the inspector spent time with the four residents and with 
some family members. Residents told the inspector they were very happy in their 
home, and could not think of any improvements they would like. Some residents 
showed the inspector their rooms, which were decorated to their preferences, and 
were personalised with their belongings. 

Each resident told the inspector they were involved in different activities during the 
day, how they planned to spend their day, and their friends and hobbies. 

Family members were very positive about the service offered to their relatives, and 
said that they had more activities and hobbies than before living in the centre. They 
were aware of the management structure of the service, and of the person they 
would go to if they had any complaints. They told the inspector about the input of 
various healthcare professionals who had helped their relatives gain some 
independence. 

The service used various methods to ensure that the voices of residents were heard. 
There were regular residents' meetings where various issues were discussed 
and residents were involved in decisions that affected their daily lives. Residents' 
input into their own personal plans was clear from the documentation reviewed and 
from their discussion with the inspector. 

 
 

Capacity and capability 

 

 

 

 

There was a clearly defined management structure in place with clear lines of 
accountability, and staff, residents and their families were aware of this structure. 
The person identified to represent the provider is the director of services and a 
member of the board of management. The service was supported by an HR 
function, accountancy and a quality team. The person in charge was a regular 
presence in the centre, and had a detailed knowledge of the service and the support 
needs of residents. 

There were systems in place to ensure that the centre was regularly monitored and 
to ensure that residents had a good quality of life. 

A suite of audits were in place and had been regularly undertaken. Audits included 
medicines management, finances and record keeping. Required actions identified in 
these audits had led to improvements in service delivery for resident, for example 
detailed care plans around the use of p.r.n. (as required) medicines had been 
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developed following a medication audit. 

Six monthly unannounced visits had been conducted by the quality team on behalf 
of the provider, and an annual review had been compiled. Again required actions 
identified during these processes were monitored, and had led to improvements for 
example in fire safety for residents by the introduction of deep sleep fire drills. 

The centre was adequately resourced to provide the required care and support in 
accordance with the needs of residents. There were appropriate staffing 
arrangements in place in that the numbers of staff and the skills mix ensured that 
the needs of residents were met. 

Staff had received mandatory training, and training in specific areas pertinent to the 
needs of residents. Staff were able to demonstrate knowledge of these needs and 
the management and support of needs identified. There were appropriate 
recruitment practices, and regular structured supervision of staff in 
place. Consistency of staff was particularly important due to the support needs of 
residents, and arrangements were in place to ensure that only staff who were 
familiar to residents worked in the centre. Staff training was up to date for the most 
part, with the exception of training in the safe administration of medication. The 
centre’s policy required an annual update to include a competency assessment, but 
this was not in place. 

Staff spoken with were knowledgeable in relation to the support needs of residents, 
and any interventions required, for example in the management of anxiety for 
residents. They were able to describe the guidance in behaviour support plans for 
each individual. The inspector observed caring and appropriate interactions between 
staff and residents. 

All required notifications had been submitted to HIQA within the required time 
frame, and there was clear evidence of appropriate follow up to any notified 
incidents. 

There was a clear complaints procedure in place which was available in an 
accessible version for residents. Both residents and families knew how to make a 
complaint and who to approach, and families said they were happy with the 
outcome of any issues they had raised. A complaints log was maintained, 

  

 
 

Regulation 14: Persons in charge 

 

 

 
The person in charge was appropriately skilled, experienced and qualified, and 
showed leadership and oversight. 

  
 

Judgment: Compliant 
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Regulation 15: Staffing 

 

 

 
There were sufficient staff to meet the needs of residents, and consistency of care 
and continuity of staff was maintained. 

  
 

Judgment: Compliant 

 

Regulation 16: Training and staff development 

 

 

 
Staff were in receipt of all mandatory training however, the centre's medication 
policy required staff to receive refresher training in medication management 
annually, to include a competency assessment on each occasion. This had not taken 
place. 

  
 

Judgment: Substantially compliant 

 

Regulation 23: Governance and management 

 

 

 
There was a clear management structure in place and robust systems to monitor the 
quality of care delivered to residents. 

  
 

Judgment: Compliant 

 

Regulation 24: Admissions and contract for the provision of services 

 

 

 
Admissions were managed in accordance with the needs of all residents.  

  
 

Judgment: Compliant 

 

Regulation 3: Statement of purpose 

 

 

 
The statement of purpose contained all the information required by the regulations, 
and accurately described the service provided. 
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Judgment: Compliant 
 

Regulation 31: Notification of incidents 

 

 

 
All necessary notifications had been submitted to HIQA within the required 
timeframes. 

  
 

Judgment: Compliant 
 

Regulation 34: Complaints procedure 

 

 

 
There was a clear complaints procedure in place, and residents and families were 
aware of it.   

  
 

Judgment: Compliant 

 

Quality and safety 

 

 

 

 

Overall the provider had put arrangements in place to ensure that residents had 
support in leading a meaningful life, in realising their rights and in making choices. 

Each resident had a personal plan in place and they had been involved in the 
development of these plans which were regularly reviewed. The plans emphasized 
maximizing independence for residents in a safe way. Residents had been supported 
by members of the multi-disciplinary team to gain independence in the use of public 
transport for example. 

There were sections in these plans relating to mental health and to positive 
behaviour support. These plans included clear guidance in relation to both proactive 
interventions and reactive strategies. They had been devised by the multi-
disciplinary team in conjunction with staff members and had been reviewed twice in 
the previous six months. 

Assessments of needs on which the personal plans were based included an 
assessment of activities and daily living, and residents had various occupations 
during the day, including various jobs in the community for some residents, and a 
one-to-one day service for others.   

Plans included goals for residents, and those recently achieved included accessing a 
computer course for one resident, and securing volunteer work for another. Personal 
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plans were reviewed regularly, and residents were included n the development and 
the reviews of the plans. Some residents wrote sections of their plans themselves. 

There were safe practices in relation to the ordering and storage of medications for 
the most part, although improvements were required in the development of 
kardexes. The current practice was that a staff member transcribed prescriptions 
onto kardexes from which medications were administered. However, there was no 
second check as would be in accordance with best practice, and the centre’s policy 
did not allow for this practice. This posed a risk of error in the transcribing and 
incorrect medication being administered to residents.  

A self medication assessment had been conducted with each resident, and residents 
were taking various levels of responsibility for their own medication. There were 
robust systems in place in relation to stock control, and stock checked by the 
inspector was correct. ‘As required’ medications were well managed, and detailed 
protocols were in place for each medication, including maximum doses 

There was a risk register in place in which all identified risks were recorded and risk 
rated. Detailed risk assessments were in place in relation to the local centre and 
environment, and there was an individual risk management plan in place for each 
resident. All risks followed up by the inspector had a risk assessment and 
management plan in place, for example lone working, and the risk associated with 
particular behaviours of concern. Overall oversight of risk was undertaken by the 
quality and corporate governance officer. 

There was appropriate fire safety equipment throughout the centre, including 
extinguishers, fire blankets, emergency lighting and self closing fire doors 
throughout. There was annual fire safety certificate available, and regular 
maintenance and checks were undertaken. An emergency egress questionnaire had 
been completed by each resident, and there was a personal evacuation plan in place 
of each. Residents were able to tell the inspector what they would do in the event of 
an emergency. 

The rights of residents were supported, and no rights restrictions were identified. 
There was a human rights enhancement committee in place to oversee the 
upholding of residents’ rights. Residents choices were elicited both individually and 
at regular residents meetings. There was a clear emphasis on the rights of the 
residents above others. Residents who wished to vote were supported to do so. 

There were systems in pace to ensure the safeguarding of residents. All required 
notifications had been submitted to HIQA as required. Staff had all received training 
in the protection of vulnerable adults, and could demonstrate clear knowledge of 
this, including their role in safeguarding. Residents also could describe what they 
would do if they felt unsafe. 

There were robust systems in place to ensure that residents’ money was safely 
managed. Where staff supported residents to manage their money, each transaction 
was recorded with two signatures and receipts were maintained. Balances were 
checked weekly, and an audit was conducted every six months. Balances checked by 
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the inspector were correct. 

  

 
 

Regulation 17: Premises 

 

 

 
The design and layout to the premises was appropriate to meet the needs of the 
residents 

  
 

Judgment: Compliant 

 

Regulation 26: Risk management procedures 

 

 

 
Appropriate processes were in place to assess and mitigate all identified risks. 

  
 

Judgment: Compliant 

 

Regulation 28: Fire precautions 

 

 

 
Adequate precautions had been taken against the risk of fire. 

  

  
 

Judgment: Compliant 
 

Regulation 29: Medicines and pharmaceutical services 

 

 

 
For the most part structures and procedures were in place to ensure the safe 
management of medications, however there was a practice of staff transcribing 
prescriptions without a second check, and in the absence of guidance in the 
medication management policy. 

  
 

Judgment: Not compliant 
 

Regulation 5: Individual assessment and personal plan 
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Each resident had a personal plan in place based on an assessment of needs. Plans 
had been reviewed regularly and residents had been involved in their development. 

  
 

Judgment: Compliant 

 

Regulation 7: Positive behavioural support 

 

 

 
Positive behaviour support was available to residents, and was effective in 
minimising the incidents of behaviours of concern. 

  
 

Judgment: Compliant 
 

Regulation 8: Protection 

 

 

 
Appropriate systems were in place in relation to safeguarding of residents. 

  
 

Judgment: Compliant 
 

Regulation 9: Residents' rights 

 

 

 
The rights of residents were upheld, and the privacy and dignity of residents was 
respected. 

  
 

Judgment: 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 23: Governance and management Compliant 

Regulation 24: Admissions and contract for the provision of 
services 

Compliant 

Regulation 3: Statement of purpose Compliant 

Regulation 31: Notification of incidents Compliant 

Regulation 34: Complaints procedure Compliant 

Quality and safety  

Regulation 17: Premises Compliant 

Regulation 26: Risk management procedures Compliant 

Regulation 28: Fire precautions Compliant 

Regulation 29: Medicines and pharmaceutical services Not compliant 

Regulation 5: Individual assessment and personal plan Compliant 

Regulation 7: Positive behavioural support Compliant 

Regulation 8: Protection Compliant 

Regulation 9: Residents' rights Compliant 
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Compliance Plan for Meadowview OSV-0005283
  
 
Inspection ID: MON-0021973 

 
Date of inspection: 04/10/2018    
 
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: 
SOP Sd-05 Service User’s Medication will be updated and issued to staff by 30th 
November 2018. The update in section 14.0 states ’14.2    A refresher training course will 
be completed by a competent trainer on a biennial basis which includes an assessment of 
their knowledge/skills.’ 
This training will be included in the training matrix from 1st January 2019. 
 
 
 
 
 
 

Regulation 29: Medicines and 
pharmaceutical services 
 

Not Compliant 

Outline how you are going to come into compliance with Regulation 29: Medicines and 
pharmaceutical services: 
SOP Sd-05 Service User’s Medication will be updated and issued to staff by 30th 
November 2018. The updated document will include the following: 
16.0    Transcribing Prescription Kardexes 
 
16.1     No WIDA staff should transcribe prescription kardexes. 
16.2     Where there is any issue arising with a kardex which needs rewritten or where 
there is an error, the staff should contact the GP who should amend the kardex as 
required. 
16.3     If for any reason a GP is not available to resolve the identified issues then the 
Person in Charge should be contacted for advice. 
Prior to the updated document being issued, any current kardexes which were 
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transcribed by staff will be replaced with kardexes written by the service users GP. This 
will be completed by the 30th November 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 
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 
 

01/01/2019 

Regulation 
29(4)(b) 

The person in 
charge shall 
ensure that the 
designated centre 
has appropriate 
and suitable 
practices relating 
to the ordering, 
receipt, 
prescribing, 
storing, disposal 
and administration 
of medicines to 
ensure that 
medicine which is 
prescribed is 
administered as 
prescribed to the 
resident for whom 
it is prescribed and 

Not Compliant Orange 
 

30/11/2018 
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to no other 
resident. 

 
 


