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Report of an inspection of a 
Designated Centre for Disabilities 
(Adults) 
 
Name of designated 
centre: 

Wolseley Lodge 

Name of provider: The Cheshire Foundation in 
Ireland 

Address of centre: Carlow  
 
 
 

Type of inspection: Announced 
Date of inspection: 31 July 2018 
Centre ID: OSV-0005342 
Fieldwork ID: MON-0021984 
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About the designated centre 

 

The following information has been submitted by the registered provider and 
describes the service they provide. 
 
Wolseley Lodge is a dwelling for four people, male or female, over the age of 
18years, who receive a service from Cheshire Ireland. This building consists of an 
eight bedroomed home (bedrooms occupied by residents are en-suite). Three people 
reside downstairs and there is a vacancy upstairs. The upstairs bedroom is accessed 
by a stair lift. There is a large open plan kitchen/dining/lounge area which has 
double doors linking the patio area and garden. 
This service is located on the outskirts of the nearest town. The centre provides a 
service to people with physical disabilities, and is staffed both day and night. The 
centre is a detached two storey dwelling, which is laid out and equipped to support 
residents with physical disabilities, including wheelchair users. 
 
 
The following information outlines some additional data on this centre. 
 

 
 
 

Current registration end 
date: 

13/02/2019 

Number of residents on the 
date of inspection: 

3 



 
Page 3 of 13 

 

 
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 

31 July 2018 10:30hrs to 
18:30hrs 

Julie Pryce Lead 
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Views of people who use the service 

 

 

 
 
The inspector spent time with three residents, all of whom appeared to be 
comfortable and content in their home. Two of the residents spoke with the 
inspector, and were very positive about the care they received in the centre, about 
the accommodation especially their rooms and in particular about members of staff. 
They told the inspector that they had no complaints or suggestions for 
improvement, and that they would know who to direct any complaints to.  

The inspector reviewed questionnaires completed by residents and their 
representatives, and spoke to family members. There was a high level of satisfaction 
expressed. 

  
 

 
Capacity and capability 

 

 

 
 
The centre was generally well governed and managed. There were systems in place 
to ensure that the centre was regularly monitored. There was a clearly defined 
management structure in place with clear lines of accountability. The person in 
charge was a regular presence in the centre, and was supported by a co-
ordinator who was full time in the centre.  Monitoring systems were in place to 
ensure that residents had a good quality of life in the centre. 

There was an appropriately skilled, experienced and qualified person in charge in 
position at the time of the inspection. The person in charge demonstrated a detailed 
knowledge of the needs of residents, and had clear oversight of the care and 
support in the centre.  

A suite of audits was in place and had been regularly undertaken. The person in 
charge ensured that the effectiveness of audits was monitored, and that there was 
effective management of any identified actions from the audit process. Six monthly 
unannounced visits had been conducted on behalf of the provider, and an annual 
review had been compiled. A series of regular meetings were held including staff 
meetings and clinical meetings. Actions from all of these processes were monitored 
and all those reviewed by the inspector had been completed.  

The person in charge had implemented and audit log whereby all required actions 
from the audit processes were recorded, including due dates. The person 
responsible for each action recorded when they were complete, and the system 
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highlighted any outstanding actions. 

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 for the most part, in that the numbers of staff and the skills 
mix ensured that the needs of residents were met, with the exception of the night 
time arrangements, where it was not demonstrated that the lone staff member 
could evacuate residents in a timely manner in the event of an emergency.  

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 them. There were appropriate recruitment 
practices, and regular structured supervision of staff was in place. This helped to 
ensure that staff were competent and accountable for the quality of their work. 

The provider had structures in place to listen to feedback from residents. There was 
an appropriate complaints procedure in place, and residents and families were 
aware of who they should approach if they had a complaint. A complaints log was 
maintained which included a record of any actions taken following a complaint, and 
the satisfaction of the complainant. There were no current complaints under 
management, however two complaints which had been documented last year had 
been resolved to the satisfaction of the complainant. 

  
 

 
Regulation 14: Persons in charge 

 

 

 
The person in charge was appropriately skilled, experienced and qualified, and 
showed leadership and practice development skills. 

  
  
 
Judgment: Compliant 

 
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 
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Regulation 16: Training and staff development 

 

 

 
Staff were in receipt of all mandatory training, and additional training had been 
provided in accordance with the specific needs of residents. 

  
  
 
Judgment: Compliant 

 
Regulation 19: Directory of residents 

 

 

 
The directory of residents included all the required information. 

  
  
 
Judgment: Compliant 

 
Regulation 22: Insurance 

 

 

 
There was adequate insurance. 
  
 
Judgment: Compliant 

 
Regulation 23: Governance and management 

 

 

 
There was a clearly defined management structure in place with clear lines of 
accountability, and an appropriate person in charge. 
  
 
Judgment: Compliant 

 
Regulation 3: Statement of purpose 

 

 

 
The statement of purpose included all the required information. 
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Judgment: Compliant 

 
Regulation 31: Notification of incidents 

 

 

 
All the required notifications had been submitted to HIQA. 

  
  
 
Judgment: Compliant 

 
Regulation 34: Complaints procedure 

 

 

 
There was a clear complaints procedure, and both residents and their families knew 
who they would approach if they had a complaint 
  
 
Judgment: Compliant 

 
Quality and safety 

 

 

 
 
Overall the provider had put arrangements in place to ensure that residents had 
support in leading a meaningful life and having access to healthcare, and were 
supported to make choices. However the inspector was not assured that all practices 
in relation to medication management and evacuation in the event of an emergency 
were adequate to ensure the safety of residents.  

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 included goals 
for residents in accordance with their abilities and preferences, and it was clear that 
steps were taken towards achieving these goals. This goal setting had led to 
increased community accessibility for some residents, and involvement in preferred 
activities for others. 

Residents had complex healthcare needs, and these were well managed and 
monitored. There were detailed healthcare plans in place, and practice was 
observed to be in accordance with these plans. Where risks had been identified as 
being associated with healthcare needs, risk assessments were in place. Staff were 
knowledgeable about the healthcare needs of residents, and the interventions 
required. However, not all residents had access to the appropriate members of the 
multi-disciplinary team, for example, a resident with diabetes did not have access to 
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a dietician. 

There were safe practices in relation to the ordering and storage of medications, 
and controlled medications were safely managed. All staff had been trained in the 
safe administration of medications, and practice observed by the inspector was of a 
good standard. However there was a significantly high number of medication errors, 
including both omissions and the administration of incorrect dosages.  The current 
strategies implemented with individual staff members following a medication error 
were not successful in reducing the overall number of errors.  

Satisfactory arrangements were in place to manage risk and keep residents safe 
from harm.There was a risk register in place in which all identified risks were 
recorded and risk rated. Detailed risk assessments were also in place, both 
environmental and individual risk assessments. Each identified individual risk 
assessment had an associated risk management plan. 

There was appropriate fire safety equipment throughout the centre, including 
extinguishers, fire blankets, emergency lighting and self closing fire doors 
throughout. The person in charge had identified the need to improve fire safety 
practices, and a plan was in place to modify the environment to assist with timely 
evacuation in the event of an emergency. However, the time frame for these 
modifications was over three months. There was no evidence meanwhile that 
residents could be evacuated in a timely manner in the event of an emergency at 
night by the one staff member, even with the assistance of a ‘roving’ staff member 
who would be called in an emergency. This ,matter requried further review. 

Communication with residents was clearly a priority in the designated centre. Each 
resident had a clear communication plan in place, staff were aware of the guidance 
in these plans, and communication observed by the inspector was in compliance 
with these plans. It was clear that there was a comfortable and respectful 
relationship between staff and residents.  

The rights of residents were supported, and no rights restrictions were identified. 
Residents had access to an advocate if required, and were supported to vote if they 
so wished. Residents views were a priority in the centre, for example, one of the 
residents was a member of the health and safety committee, and residents were 
represented on interview panels for the recruitment of new staff. This showed that 
residents were listened to and involved in the operation of the centre in a 
meaningful way. 

  
 

 
Regulation 10: Communication 

 

 

 
There were clear communication plans for each resident, and practice observed by 
the inspector was in accordance with these plans. 
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Judgment: Compliant 

 
Regulation 11: Visits 

 

 

 
Visits were welcomed and facilitated. 
  
 
Judgment: Compliant 

 
Regulation 17: Premises 

 

 

 
Premises were adequately laid out and equipped to meet the needs of residents. 

  
  
 
Judgment: Compliant 

 
Regulation 18: Food and nutrition 

 

 

 
There was adequate food and nutrition in accordance with the needs and 
preferences of residents. 

  
  
 
Judgment: Compliant 

 
Regulation 20: Information for residents 

 

 

 
Information was available to residents including a residents’ guide, a complaints 
procedure and safety information. 

  
  
 
Judgment: Compliant 
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Regulation 26: Risk management procedures 

 

 

 
There was a risk register in place including risk ratings, and a detailed risk 
assessment for each risk identified. 

  
  
 
Judgment: Compliant 

 
Regulation 27: Protection against infection 

 

 

 
Appropriate infection control practices were in place. 
  
 
Judgment: Compliant 

 
Regulation 28: Fire precautions 

 

 

 
There was appropriate fire equipment including fire doors throughout the centre. 
However, it was not demonstrated that residents could be safely evacuated in the 
event of an emergency at night. 

  
  
 
Judgment: Not compliant 

 
Regulation 29: Medicines and pharmaceutical services 

 

 

 
While there were some systems and practices in place in relation to medication 
management, there was a significantly high number of medication errors, including 
missed doses and incorrect doses. 

  
  
 
Judgment: Not compliant 

 
Regulation 5: Individual assessment and personal plan 
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There was a personal plan in place for each resident in sufficient detail as to guide 
practice. The plans had been regularly reviewed with the involvement of the 
residents and their families. 

  
  
 
Judgment: Compliant 

 
Regulation 6: Health care 

 

 

 
There was a high standard of healthcare of the most part, but not all residents had 
access to the appropriate members of the multi-disciplinary team. 

  
  
 
Judgment: Substantially compliant 

 
Regulation 8: Protection 

 

 

 
Appropriate systems were in place in relation to the safeguarding of residents 
  
 
Judgment: Compliant 

 
Regulation 9: Residents' rights 

 

 

 
Residents rights were upheld, and no rights restrictions were identified. 

  
  
 
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 Compliant 
Regulation 19: Directory of residents Compliant 
Regulation 22: Insurance Compliant 
Regulation 23: Governance and management Compliant 
Regulation 3: Statement of purpose Compliant 
Regulation 31: Notification of incidents Compliant 
Regulation 34: Complaints procedure Compliant 
Quality and safety  
Regulation 10: Communication Compliant 
Regulation 11: Visits Compliant 
Regulation 17: Premises Compliant 
Regulation 18: Food and nutrition Compliant 
Regulation 20: Information for residents Compliant 
Regulation 26: Risk management procedures Compliant 
Regulation 27: Protection against infection Compliant 
Regulation 28: Fire precautions Not compliant 
Regulation 29: Medicines and pharmaceutical services Not compliant 
Regulation 5: Individual assessment and personal plan Compliant 
Regulation 6: Health care Substantially 

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



 
Page 1 of 5 

 

Compliance Plan for Wolseley Lodge OSV-
0005342  
 
Inspection ID: MON-0021984 
 
Date of inspection: 31/07/2018    
 
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 28: Fire precautions 
 

Not Compliant 

Outline how you are going to come into compliance with Regulation 28: Fire precautions: 
• Adaptation works to facilitate safe evacuation from the home commenced 

3/9/18 and are due for completion 14/10/18. 
• All residents were supported to move to alternative accommodation on 

15/8/18 and once all works are completed in the home will be supported to 
return to their home by 30/11/18. 

 
Regulation 29: Medicines and 
pharmaceutical services 
 

Not Compliant 

Outline how you are going to come into compliance with Regulation 29: Medicines and 
pharmaceutical services: 

• Meetings have taken place with staff on 30/8/18, 4/9/18, 10/9/18 to reinforce 
the importance of safe medication practices. 

• Training will be completed on the new pharmacy system for all staff by 
30/11/18. 

• Daily work allocation lists are being reviewed to ensure that staff persons 
responsible for administration of medication with each individual are identified. 

• Nurses in service will complete medication audit training by 30/9/18. 
• A robust medicines error tracker has been implemented which will identify 

persons and action taken to manage staff errors. 
• As of 21/8/18 supervision of staff following a medication error within 2 weeks 

of the error taking place has commenced. 
• Commencing 30/8/18 monthly medication audits are conducted by nursing 

staff and findings and actions required are discussed at the monthly leader 
meeting of PIC, Nurses, Coordinators, and Senior Care Workers.  

• By 30/9/18 CNM2 and Regional Clinical Partner will review all medication 
errors, their management, and trends, and thereafter will do so during the 
monthly Clinical Site Visit. 

• CNM2 has liaised with local GPs and pharmacy supplier to discuss the issue of 
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illegible prescriptions and has agreed with pharmacy a system through which 
illegible prescriptions will be managed. 

• Head of Clinical Services will carry out a review of medication management 
practices in the service by 7/11/18. 
 

 
Regulation 6: Health care 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 6: Health care: 
 

• Service has engaged with GP regarding accessing diabetic/dietician services in 
light of new diagnosis of diabetes for one individual. 

• Service is engaging with dietician in relation to setting up appointment for this 
individual by 30/11/18. 

• PIC has referred/highlighted to the Disability Manager regarding requirement 
for multi-disciplinary support.  
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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 
28(3)(d) 

The registered 
provider shall 
make adequate 
arrangements for 
evacuating, where 
necessary in the 
event of fire, all 
persons in the 
designated centre 
and bringing them 
to safe locations. 

Not Compliant Orange  30/11/18 

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  30/11/18 
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to no other 
resident. 

Regulation 
06(2)(d) 

The person in 
charge shall 
ensure that when 
a resident requires 
services provided 
by allied health 
professionals, 
access to such 
services is 
provided by the 
registered provider 
or by arrangement 
with the Executive. 

Substantially 
Compliant 

Yellow  30/11/18 
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