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(Adults) 
 
Name of designated 
centre: 

White Lodge 

Name of provider: RehabCare 
Address of centre: Kerry  

 
 
 

Type of inspection: Unannounced 
Date of inspection: 10 April 2018 
Centre ID: OSV-0005591 
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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 had produced as required by the regulations a record called the 
statement of purpose; that record describes the centre and the service provided. A 
full-time residential service is provided to four male residents with moderate to high 
support needs. The provider aims to provide each resident with a safe environment 
that is home and where they are valued and respected. Person centred planning 
aims to promote residents goals and aspirations and encourage and support 
residents to achieve their potential and develop new relationships and skills through 
integration with the local community. A staff team of social care staff support 
residents on a 24 hour basis; ordinarily there is a minimum of two staff on duty at all 
times. The centre is located in a rural but populated area and is a short commute 
from all of the amenities offered in the busy local town; transport is provided. The 
premises is a detached single storey house on its own spacious site. 
 
 
The following information outlines some additional data on this centre. 
 

 
 
 

Current registration end 
date: 

17/05/2020 

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 

10 April 2018 09:30hrs to 
17:30hrs 

Mary Moore Lead 
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Views of people who use the service 

 

 

 
 
During the inspection residents went about their planned and chosen routines. All of 
the four residents were present and engaged with the inspector verbally, through 
gesture and facial expression, and by their general demeanour. 

Residents welcomed the inspector into their home and invited the inspector to view 
their rooms and personal items such as photographs. Residents identified with pride 
items that they had requested and that staff had supported them in obtaining such 
as new shelving and a bathroom light. Residents spoke of the importance of their 
day service, family relationships, upcoming social events and the staff that were to 
support them to attend. Residents said that they also liked to relax and enjoyed 
listening to the radio; they said they had the time and the personal space to do this. 

The inspector noted that staff were greeted by residents with genuine warmth and 
by name. There was a relaxed and easy atmosphere as staff and residents engaged 
in routines throughout the day such as the grocery shop, baking, trips to the barber, 
the post-office and to the day service to collect their peers; many of these activities 
were spontaneous. Residents said they were content and happy or smiled broadly 
when asked. 

  

  
 

 
Capacity and capability 

 

 

 
 
The inspector concluded that the centre was effectively governed, adequately 
resourced  and that the provider had systems for the consistent monitoring of the 
quality and safety of the care, support and services provided to residents. 
Governance also ensured that a high level of compliance with the regulations and 
the standards was achieved.   

There was a clear management structure consisting of the team leader, the person 
in charge and the integrated services manager. The provider had appointed suitable 
persons to fulfil these roles; there was clarity on roles, responsibilities and reporting 
relationships. The person in charge had responsibility for two designated centres 
and divided her working week between the two centres. At all times during the 
inspection the stated objective of management was the achievement of positive 
outcomes for the residents in a safe and supportive environment. 
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Staffing levels were based on and were appropriate to the assessed needs of the 
residents. The staffing levels supported differing resident’s choices and preferences, 
for example if residents wished to remain in the house while others wished to 
engage in a community based activity. There was an established team of regular 
staff with little reliance on relief staff; this arrangement ensured that residents 
received consistent support from staff known to them and who were familiar with 
their needs. 

The inspector saw that staff responded to and engaged with residents in a timely, 
meaningful and respectful manner. There was a formal system of staff supervision 
but daily supervision and guidance was facilitated by the presence of the team 
leader in the centre. Regular staff meetings were convened that afforded staff the 
opportunity to raise any queries or concerns that they had as to the operation of the 
centre and the service provided to residents. 

Staff were facilitated with training that developed and maintained their skills and 
competencies; the training programme reflected mandatory requirements, residents 
needs and individual roles and responsibilities. However, the records provided for 
review indicated that three staff employed required manual handling training.  

There was an identified shift-leader who assumed responsibility for the centre when 
the person in charge and the team leader were not present. There was an explicit 
rota to this effect and staff spoken with confirmed this arrangement.  

The provider had arrangements in place for the completion of the required provider 
reviews; the inspector reviewed the report of the unannounced visit undertaken in 
November 2017. The visit incorporated feedback from residents and staff and 
acknowledged the good practice evidenced; the action plan detailed the 
improvement required, who was responsible and the timeframe for completion. 
Predominantly the actions were of a documentary nature rather than actual deficits 
in the quality and safety of the service and this would concur with the findings of 
this HIQA (Health Information and Quality Authority) inspection. The person in 
charge and the team leader had progressed the required actions. 

There were additional systems of review such as the contemporaneous and 
quarterly review of accidents and incidents. Staff were seen to maintain detailed 
records of these events; each event was reviewed by the person in charge and 
where necessary so as to improve quality and or safety a corrective action plan was 
implemented; for example in response to medicines errors. 

The complaints procedure was prominently displayed and the review of the 
complaints log by the inspector demonstrated that residents could and did raise any 
issue that they believed impacted on the quality of the service provided to them. 
There was evidence of the action taken in response, action taken to ensure that 
there was improvement and that there would not be a reoccurrence (such as 
discussion at the staff meetings): a record was maintained of complainant 
satisfaction. For example an issue had arisen where a resident’s preferred name had 
been incorrectly communicated to staff; at the start of the inspection staff advised 
the inspector as to how residents wished to be addressed. 
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In summary the inspector was satisfied that the centre was managed and operated 
to achieve the objectives as described in the statement of purpose. 

  

  
 

 
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 had sound knowledge of the residents and 
their needs, of regulatory requirements and her responsibilities. 
  
 
Judgment: Compliant 

 
Regulation 15: Staffing 

 

 

 
Staffing levels and arrangements were appropriate to the assessed needs of the 
residents. Residents received continuity of care and supports. 
  
 
Judgment: Compliant 

 
Regulation 16: Training and staff development 

 

 

 
Overall there was good staff attendance at mandatory and required training. 
However, three staff employed required manual handling training. 
  
 
Judgment: Substantially compliant 

 
Regulation 23: Governance and management 

 

 

 
The centre was effectively governed and resourced so as to ensure and assure the 
effective delivery of safe, quality supports and services to residents. The provider 
utilized the findings of reviews to inform and improve the quality of the service. 
  
 
Judgment: Compliant 
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Regulation 3: Statement of purpose 

 

 

 
The inspector reviewed the centre's statement of purpose (dated January 2018) and 
found that it contained the information as outlined in Schedule 1 of the regulations. 
There was also evidence of review of this document 
  
 
Judgment: Compliant 

 
Regulation 31: Notification of incidents 

 

 

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

  
  
 
Judgment: Compliant 

 
Regulation 34: Complaints procedure 

 

 

 
How to make a complaint was prominently displayed; a log of complaints received 
was maintained. The inspector saw that complainants were listened to; a record was 
maintained of both the actions taken to resolve the complaint and of complainant 
satisfaction 
  
 
Judgment: Compliant 

 
Quality and safety 

 

 

 
 
Overall the inspector found that the elements described above; that is, the 
governance arrangements, the use of data, staffing and ensuring that staff had the 
required skills and competencies, ensured and assured the quality and safety of the 
service and compliance with the regulations and standards. 

This particular group of residents had in 2017 transitioned to this centre from a 
congregated setting and an institutional, medical model of care. The inspector found 
that residents had been supported to cope with and benefit positively from this 
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significant life transition. The inspector found that the care, supports and services 
provided in the designated centre was focused on residents and their needs and 
preferences. 

The inspector saw that residents were relaxed, confident and assured in their 
environment and in their interactions with staff. There was ease and fluidity to 
routines with resident preferences seen to influence the decisions made; for 
example the inspector saw that resident’s needs and choices informed mealtimes. 
Staff utilized tools such as social stories, pictorial cues and a tablet to enhance 
communication and to support effective decision making with residents. Staff 
worked with resident’s needs and choices rather than imposing routines. Given the 
independence and ability that residents had demonstrated the behaviour specialist 
had recently facilitated “active support” training for staff so as to further promote 
the independence and autonomy that residents had embraced. The inspector saw 
how residents had adapted and developed skills as they participated in tasks not 
previously available to them such as choosing their meals, participating in the 
grocery shop and in meal preparation, baking, choosing when they wished to 
shower, having ready access to and managing their own personal belongings. 

From observing this practice and from the records seen it was clear that each 
resident’s well-being and personal development was core to the supports delivered. 
Residents had good opportunity to engage in meaningful activities and appropriate 
and constructive community engagement. Residents enjoyed going to the cinema, 
bowling, eating out and just getting out and about to do normal things like going to 
the post-office. One resident spoke of his enjoyment of going to the beach to walk 
on the sand. One resident had expressed a wish to return to swimming and this was 
currently being explored by staff. Residents had developed good personal and social 
relationships with the residents of a nearby designated centre who had also 
transitioned from the same congregated setting. 

Staff described how good relationships and increased family contact had developed 
between the centre and residents families; there was no restriction on visits. A 
house warming party had been held that families and neighbours had attended; 
home leave was facilitated or staff supported residents to visit family; families called 
to the house often unannounced if they just happened to be passing. 

However while it was evident that the provider and staff were committed to 
residents ongoing development, this was not robustly reflected in the records 
maintained. 

The inspector saw that the completed assessment of residents needs was 
comprehensive; the support plan based on the assessment findings captured the 
individuality of each resident. Staff spoken with had sound knowledge of each 
resident and their personal plan. The plan was central to daily planning, staff 
engagement and interactions with the resident. 

However, the inspector was of the view that staff should utilise their acquired 
knowledge of residents to review the existing support plans as some elements of the 
plan were informed by historical information. In addition where monitoring tools 
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were used by staff to track care delivered it was unclear what their purpose was. 
This review was recommended at verbal feedback of the inspection findings.  

There were at times some behaviours exhibited that challenged but these were 
minimal and approached and managed in a therapeutic manner by staff; advice and 
support was provided by the behaviour therapist and integrated into the daily 
routines and activities, for example the sensory room, reflexology and massage and 
education on social skills and personal boundaries. Staff described how each 
resident had needs that were individual to them, but collectively the four residents 
were very compatible and were very protective of each other. 

Residents enjoyed an environment with minimal restrictions. The inspector saw that 
electronic key-pads on final exits had been phased out and removed as staff 
increased their knowledge of residents. Safe practice was supported by the 
appropriate risk assessments. 

There was no evidence of a risk to residents of harm or injury from abuse. The 
provider had protective measures that included policies and procedures, good 
governance, suitable staff, supervision and staff training. 

Residents were supported to enjoy good health. The inspector found that 
residents' health care needs were recognised by staff and responded to in a timely 
and appropriate manner. Each resident had access to a general practitioner (GP) 
and were supported to access allied health professionals. These included general 
and nursing advice and care, physiotherapy, chiropody, podiatry, optical review, 
dental care, behaviour specialist and members of the mental health team. The 
inspector found that staff followed the plan of support, for example where blood-
profiling at specific intervals was required. 

Staff were aware of and sought to promote healthy eating programmes for 
residents. The inspector saw that a good variety of fresh foods were purchased, 
meals were prepared each day by staff with input from residents; residents were 
seen to enjoy and reported enjoying their meals and snacks. 

The provider had systems for promoting the safety of medicines management 
practice. Staff had attended training; medicines were supplied on a weekly basis by 
a community based pharmacist who called to the house and so was known to the 
residents. While residents did not take responsibility for their own medicines this 
decision was based on an assessment and staff were open to reviewing this again as 
residents continued to gain independence. Staff maintained a record of each 
medicine administered. Residents’ medical needs and prescribed medicines were 
seen to be the subject of review. 

There had been a pattern of medicines related errors in 2017. The inspector found 
that these had been reported and investigated and corrective action plans had 
impacted positively on their occurrence.       

Each resident was provided with their own bedroom; one resident had a self-
contained annexed apartment but choose to integrate with the other residents. 
However, the annex provided when required a sensory room in which to relax and 
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manage sensory stimuli. Residents had a key to their bedroom but choose to leave 
them unlocked; staff said that residents had respect for each other’s personal space 
and property. Residents took great pride in showing the inspector their rooms.  

Overall the house was very well presented and maintained and met residents needs 
individually and collectively. However, the inspector noted that external works to the 
rear of the house had not been completed; there was evidence that the provider 
was progressing the completion of these works and that the matter was complex. 
However, the work had not progressed in a timely manner and the area was not 
safe for use by residents. It was noted that a resident had voiced a desire to have 
access to this private and peaceful area in June 2017. 

The safety of the service was enhanced by good fire safety and infection prevention 
and control practice. Fire safety measures; that is, the emergency lighting, fire 
detection system and fire-fighting equipment were maintained to the specified 
standard; certificates seen evidenced this. Staff had taken additional measures 
including seeking advice from the behavior therapist to ensure that residents could 
be safely evacuated. Staff had tested the adequacy of the recommendations and 
staff spoken with were conversant with them. 

Evidence based advice had been sought so as to protect residents and staff from 
infection; the inspector saw that the recommendations that issued were 
implemented, for example the provision of disposable hand towels and segregated 
laundry practices.  

        

  

  
 

 
Regulation 11: Visits 

 

 

 
Residents were supported to develop and maintain friendships and relationships. 
Residents received visitors in line with their choices and preferences.  
  
 
Judgment: Compliant 

 
Regulation 13: General welfare and development 

 

 

 
Residents had good opportunity to engage in meaningful activities and appropriate 
and constructive community engagement. These opportunities were led by 
individual resident choices, wishes, interests and abilities. 
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Judgment: Compliant 

 
Regulation 17: Premises 

 

 

 
External works to the rear of the building had not been completed in a timely 
manner; consequently the area was not safe to be used by residents as they 
desired. 
  
 
Judgment: Substantially compliant 

 
Regulation 18: Food and nutrition 

 

 

 
The inspector found that staff had a strong awareness and sought to promote 
healthy eating. Residents choose their own meals and were supported to participate 
in the buying, preparation and cooking of their meals and snacks 
  
 
Judgment: Compliant 

 
Regulation 27: Protection against infection 

 

 

 
The provider had implemented evidence based measures to protect residents at risk 
of healthcare associated infections. The inspector found the centre to be visibly 
clean and organized while retaining a strong feeling of home. 
  
 
Judgment: 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. 
  
 
Judgment: Compliant 
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Regulation 29: Medicines and pharmaceutical services 

 

 

 
There was evidence of systems that supported good medicines management. All 
staff had completed medicines management; medicines were supplied by a local 
community based pharmacist. Corrective actions in response to medicines errors had 
improved the safety of practice, 
  
 
Judgment: Compliant 

 
Regulation 5: Individual assessment and personal plan 

 

 

 
It was evident that residents enjoyed quality of life and had ready opportunity for 
meaningful engagement, community integration and building and maintaining 
relationships. However, this was not robustly reflected in the personal plan 
particularly in relation to demonstrating how and who identified personal goals and 
objectives.     
  
 
Judgment: Substantially compliant 

 
Regulation 6: Health care 

 

 

 
The provider had adequate arrangements in place to ensure that each resident was 
provided with the appropriate healthcare 
  
 
Judgment: Compliant 

 
Regulation 7: Positive behavioural support 

 

 

 
Staff demonstrated a positive, therapeutic approach to understanding and managing 
behaviours that challenged. The evidence base of this approach was informed by 
the behavior therapist. Residents enjoyed an environment and routines that were 
free of unnecessary restrictions. 
  
 
Judgment: Compliant 
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Regulation 8: Protection 

 

 

 
The inspector observed that there were systems and measures in operation in the 
centre to protect the residents from possible abuse. Staff were facilitated with 
training in the safeguarding of vulnerable persons. 

  
  
 
Judgment: Compliant 

 
Regulation 9: Residents' rights 

 

 

 
The inspector found that residents had good control over their home and their 
routines. The inspector saw that residents were relaxed, confident and assured in 
their environment and in their interactions with staff. Staff spoke and wrote of 
residents in manner that reflected respect for their individuality, privacy and dignity. 
  
 
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 3: Statement of purpose Compliant 
Regulation 31: Notification of incidents Compliant 
Regulation 34: Complaints procedure Compliant 
Quality and safety  
Regulation 11: Visits Compliant 
Regulation 13: General welfare and development Compliant 
Regulation 17: Premises Substantially 

compliant 
Regulation 18: Food and nutrition Compliant 
Regulation 27: Protection against infection 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 Compliant 
Regulation 7: Positive behavioural support Compliant 
Regulation 8: Protection Compliant 
Regulation 9: Residents' rights Compliant 
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Compliance Plan for White Lodge OSV-0005591  
 
Inspection ID: MON-0023938 
 
Date of inspection: 10/04/2018    
 
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: 
Background 

• RehabCare’s Training Team co-ordinate and deliver a suite of training courses 
which meet regulatory requirements and assessed Residents’ needs. The PIC 
liaises regularly with RehabCare’s Training Team to schedule staff on relevant 
training courses.  The Training Team update individual staff training records once 
training has been scheduled and completed.  The PIC has access to these records 
via an internal platform.  

Action  
• The PIC will monitor the training records locally and will review training needs of 

staff through 1:1 meetings with staff.   
 

• The three staff that require manual handling refresher training will complete 
refresher training on 11th June 2018.  
 

• The training records have been updated to reflect that one staff has completed 
manual handling on 25th May 2017 and another staff has completed it in August 
2017. These were not on the training records at the time of inspection.  

 
Regulation 17: Premises 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 17: Premises: 
Background 
The PIC holds responsibility for ensuring that the property is monitored and where 
required any areas of concern are highlighted to the health and safety team and / or the 
property department for expert input and action. 
 
Actions 

• An application for CAS funding for the work on the back yard has been submitted 
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but has not yet been approved by Kerry County Council.  
• The option of buying a strip of land from a neighbor is currently being explored, if 

successful this will allow the embankment to be graded back.  
• Other funding options are currently being explored with the fundraising 

department.  
• It is expected that work required to make the space safe and accessible will be 

completed by 31/10/2018. 
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: 
Background 

• All Residents have an annual screening of needs and a support plan which 
identifies their support needs and guides staff practice.  Residents are also 
supported to have Person Centred Plans with ongoing action plans which enable 
them to pursue their goals.  Plans are developed in consultation with the resident.  
Plans are reviewed on an ongoing basis to review their effectiveness and there is 
formal review at minimum on an annual basis.  The review looks at the 
effectiveness of the plan over the previous 12 months and encourages the 
resident to identify goals for the coming year. 

Action 
 

• All support plans have been updated and reviewed and historical information has 
been archived. The review was based on the lives of the service users as they are 
now.  

• Monitoring tools that were ineffective have been discontinued as the detail in the 
support plan is now sufficient.  

• To record the ongoing development of each resident, the development of a Person 
Centered Plans is underway to capture the service user’s current needs and 
wishes and to reflect more robustly the supports that are being delivered.  

• PCP meetings are currently being scheduled with service users and families, these 
are expected to be completed by 15/08/2018.  

• Manager of the service has scheduled a PCP workshop for the staff team for the 
9/07/2018 to support the team in learning different ways of recording information 
and different tools that can be used for developing a person centered plan. This 
will support the team with their current PCP work with service users.  

 
 
 
 
 
 
 
 
 
 



 
Page 4 of 5 

 

 
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  11/6/18 

Regulation 
17(1)(a) 

The registered 
provider shall 
ensure the 
premises of the 
designated centre 
are designed and 
laid out to meet 
the aims and 
objectives of the 
service and the 
number and needs 
of residents. 

Substantially 
Compliant 

Yellow  31/10/2018 

Regulation 05(8) The person in 
charge shall 
ensure that the 
personal plan is 
amended in 
accordance with 
any changes 

Substantially 
Compliant 

Yellow  15/08/18 
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recommended 
following a review 
carried out 
pursuant to 
paragraph (6). 
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