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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 designated centre providers 24 hour nursing care to 114 residents, male and 
female, who require long term and short term care (day care, convalescence, 
rehabilitation and respite). The centre is a two storey building containing three 
distinct lodges located on the outskirts of Longford town. Glencar Lodge is a 40 bed 
dementia specific unit. Lissadell Lodge is a 34 bed unit and Hazlewood lodge had 40 
beds. The majority of bedrooms have full en-suite facilities. The centre is decorated 
and furnished to a high standard and a variety of sitting rooms and seated areas, 
dining rooms in each lodge, a spacious oratory/chapel, a meeting room and hair 
salon is available for residents use. Well-manicured secure and accessible garden 
courtyards are available along with a number of other surrounding outdoor planted 
areas. The centre’s philosophy is one of optimization, aimed at facilitating residents 
to be the best that they can be, promoting independence and autonomy by placing 
residents at the centre of all decision making within a ‘home from home’ that is safe, 
caring and supportive. 
 
 
The following information outlines some additional data on this centre. 
 

 
 
 

Current registration end 

date: 

22/03/2019 

Number of residents on the 

date of inspection: 

112 
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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. 

 

 



 
Page 4 of 22 

 

 
This inspection was carried out during the following times:  
 

Date Times of 

Inspection 

Inspector Role 

09 October 2018 09:40hrs to 
18:20hrs 

Sonia McCague Lead 

09 October 2018 09:40hrs to 
18:20hrs 

Leanne Crowe Support 
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Views of people who use the service 

 

 

 

 

Conversations with residents during the inspection were positive in respect to their 
view of the provision of the care, facilities and services provided. 

Residents stated they had choice over how they spent their time and had access to 
daily activities, daily newspapers, regular entertainment, TV and radio. There was 
good access to religious services and arrangements in place for community groups 
to visit the centre. 

Residents were particularly complimentary about the frequency of mass and the 
food, stating there was a good choice available in the menu and access to drinks 
and snacks on request. They described meal times as enjoyable social occasions 

Residents said hairdressing arrangements were available on a weekly or as required 
basis to support their personal grooming. Residents were seen to be well groomed 
and dressed in their own clothes with personal effects of their choosing and 
preference. 

Residents who spoke with the inspectors and those who completed questionnaires 
said they were respected, consulted with and cared for by kind staff. Twenty 
three residents completed the questionnaires prior to the inspection. Many of 
these residents praised the staff with one resident stating that staff ''look after me 
well and care about me''. Residents also commented positively about the food 
served and the activities available. A number of residents emphasised how happy 
they were living in the centre and felt they could exercise choice in their daily lives. 

  

 
 

Capacity and capability 

 

 

 

 

Overall this centre’s level of compliance had improved. The management team and 
staff were striving to improve the service offered. They were responsive and keen to 
address any issues raised during this inspection. 

Good leadership, governance and management arrangements were in place which 
contributed to residents experiencing a good service. 

The person in charge has worked in the centre over the previous 10 years. Since the 
previous inspection there was a change in the registered provider representative and 
additional persons participating in the management of the centre had also 
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been recruited. 

There was a clearly defined management structure which identified the lines of 
authority and accountability in the centre.  

There was a full-time nurse in charge of the designated centre supported by the 
registered provider representative, an operations manager and staff team. There 
were deputising arrangements in place for the person in charge. 

Those participating in the management of the centre were experienced and suitably 
qualified. They demonstrated sufficient clinical and operational knowledge and had 
sufficient knowledge of the legislation and their responsibilities.  

The registered provider representative, those participating in management and the 
person in charge were engaged in the governance, operational management and 
administration of the centre on a regular and consistent basis. Residents, relatives 
and visitors could identify them. 

The centre had sufficient resources and there were systems in place to review and 
monitor the quality and safety of care and the quality of life of residents. 
Improvements were brought about as a result of the learning from the monitoring 
and incident review process. There was evidence of consultation with residents and 
their representatives. 

A range of relevant policies and operational procedures were available, but 
some related to end of life, resuscitation and wound care were not fully 
implemented in practice or sufficiently detailed to guide staff practice. 

The numbers and skill mix of staff are appropriate to the assessed needs of 
residents and the size and layout of the centre. There was a safe and robust 
recruitment process and a programme of training, professional development, and 
appraisal of staff was on-going. All staff had completed mandatory training in fire 
safety, moving and handling practices and the prevention, detection and response to 
abuse. Inspectors were informed there were no volunteers involved in the centre at 
the time of the inspection. The registered provider representative and person in 
charge confirmed that all staff had a Garda Vetting disclosure completed prior to 
their commencement in employment. 

There was a policy and procedures for the management of complaints. The policy 
required review to ensure that the recording of complaints and response to 
complaints were regularly monitored. A complaints log was in place which recorded 
all complaints and the outcome of these complaints. However, the satisfaction level 
of the complainant was not consistently recorded. 

The centre had a current certificate of insurance. Records (hard and soft copies) 
were stored securely and were accessible when required. Residents had an agreed 
written contract which included details of the services to be provided and the fees to 
be charged. 

The matters arising from the previous inspection in August 2017 were 
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addressed. They related to: 

 The provision of sufficient resources and time to support the person in charge 
and operational managers in their roles and responsibilities had been 
improved and the organisational and reporting structure was clearly defined 

 The use of restraint was in accordance with national policy published by the 
department of Health 

 The review of care plans did not exceed four months. 

Unsolicited information received by the Office of the Chief Inspector was also 
considered during this inspection. The provider and person in charge had 
arrangements in place for investigating and learning from complaints and events 
involving residents. 

  

 
 

Registration Regulation 4: Application for registration or renewal of 
registration 

 

 

 
An application to renew the registration of the centre was completed, as required. 

  
 

Judgment: Compliant 

 

Regulation 15: Staffing 

 

 

 
The numbers and skill mix of staff are appropriate to the assessed needs of 
residents and the size and layout of the centre.  Staff, residents and relatives were 
satisfied with the number and skill mix of staff available to support them. 

A sample of staff files were reviewed and all were found to include the information 
required by Schedule 2 of the regulations. All staff had completed An Garda 
Síochana vetting disclosures in place prior to commencing employment. All nursing 
staff had evidence of current professional registration with An Bord Altranais agus 
Cnáimhseachais na hÉireann. 

  
 

Judgment: Compliant 

 

Regulation 16: Training and staff development 

 

 

 
There was a programme of mandatory and relevant training on-going for all 
staff. Records indicated that all staff had completed up-to-date mandatory training 
in fire safety, moving and handling practices and the prevention, detection and 
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response to abuse. 

Staff induction, supervision, development and appraisal formed part of the 
recruitment process. 

  
 

Judgment: Compliant 
 

Regulation 21: Records 

 

 

 
Records (hard and soft copies) were stored securely and were accessible when 
required. 

  
 

Judgment: Compliant 
 

Regulation 22: Insurance 

 

 

 
The centre had a current certificate of insurance. 

  
 

Judgment: Compliant 
 

Regulation 23: Governance and management 

 

 

 
The centre had sufficient resources to ensure the effective delivery of care in 
accordance with the statement of purpose. 

There was a clearly defined management structure that identified the lines of 
authority and accountability, specifies roles and responsibilities for all areas of care 
provision. 

Management systems were in place to ensure that the service provided was safe, 
appropriate, consistent and effectively monitored. 

An annual review of the quality and safety of care delivered to residents in the 
centre had been completed in March 2018. It included consultation with and 
satisfaction levels of residents and their families. 

  
 

Judgment: Compliant 
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Regulation 24: Contract for the provision of services 

 

 

 
Residents had an agreed written contract which included details of the services to 
be provided and the fees to be charged. 

  
 

Judgment: Compliant 

 

Regulation 3: Statement of purpose 

 

 

 
There was a written statement of purpose that accurately describes the service that 
was provided in the centre. 

  
 

Judgment: Compliant 

 

Regulation 34: Complaints procedure 

 

 

 
There was a policy and procedures for the management of complaints, which was 
accessible to residents, their relatives and representatives. 

The policy required review to ensure that there was a system in place to monitor the 
recording of, and responding to, complaints. 

A complaints log was in place which records all complaints and the outcome of the 
complaint. However, the satisfaction level of the complainant was not consistently 
recorded. 

  

  
 

Judgment: Substantially compliant 

 

Regulation 4: Written policies and procedures 

 

 

 
While standard operating procedures, clinical policies and all policies required by 
Schedule 5 of the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2013 (as amended) were available, some 
policies and procedures were not implemented in practice or sufficiently detailed and 
communicated to guide staff practice.. 
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Judgment: Substantially compliant 
 

Quality and safety 

 

 

 

 

Overall the quality of the care and support provided to residents was found to be of 
a good standard. The atmosphere was calm, friendly and welcoming. 

Residents’ needs were being met through good access to healthcare services and 
opportunities for social engagement within a warm homely environment. Residents 
said they felt safe in the centre and well cared for. 

Residents meetings were held to evaluate the service and residents confirmed that 
they were consulted with in a range of matters for example the daily routines and 
day-to-day routines in the centre. They were offered opportunities to exercise their 
choice which was respected. 

Residents were able to develop and maintain personal relationships with family and 
friends in accordance with their wishes. Visitors were welcomed and encouraged to 
participate in residents’ lives. Residents had good access to information about 
activities, events and changes occurring within the centre. This was also 
summarised in a newsletter that was accessible throughout the centre. For example, 
the current newsletter included the names of new residents and staff who were 
welcomed, and the events and outings residents had to knock as well as the boat 
trips. 

There was a variety of activities on throughout the centre. An activity programme 
was available in each lodge and choices to attend activities in all parts was offered 
and facilitated. External groups were incorporated in to the activity programme such 
as pet therapy, music and other entertainers. A group of primary school children 
visited the Glencar Lodge dementia unit with their adult supervisors and performed 
for residents. Residents’ reaction and response to the children singing was positive 
and engaging. 

The centre had developed a number of methods of maintaining residents' links with 
their local communities. Phones were installed in bedrooms, and some residents 
used computer technology and Skype. Daily and local newspapers were provided for 
residents and resident told inspectors the activity co-ordinators read the daily papers 
to them which facilitated discussions about interesting local and national topics. 

The rights and diversity of residents were respected and safeguarded. There was 
evidence that residents and their representatives were facilitated to make informed 
decisions about treatment plans and financial affairs. The centre had access to an 
independent advocacy service which was advertised along with other supportive 
agencies. 

There was evidence that care and support was of a good standard and the centre 
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had adopted a computerised care planning system since the previous inspection. 
Resident records were available in both hard and soft copy formats. A range of 
validated assessment tools were available and used to assess each resident’s 
abilities and needs. Care plans were subsequently developed to identify how the 
resident’s care needs were to be met. However, some gaps within resident 
assessments and care planning were identified that required improvement. 

The arrangements to meet each resident’s needs were set out in a care plan or 
related document, but in some cases these were generic. Some improvement was 
required to ensure each care plan was personalised to reflect the resident's needs, 
interests, wishes and preferences including those captured in the ‘key to me’ 
document to ensure in the event of changing needs and circumstances the care plan 
guided staff interventions and response. 

Involvement by residents, relatives, GP and allied health care professionals in the 
care planning process was seen and was subject to regular reviews. 

Measures were in place to protect residents from harm or suffering abuse and to 
respond to allegations, disclosures and suspicions of abuse. Staff had received 
safeguarding training to enable them to identify and respond to elder abuse. There 
was a comprehensive policy in place which gave guidance to staff on the 
assessment, reporting and investigation of any allegation of abuse. The person in 
charge and staff who spoke with the inspectors displayed sufficient knowledge of 
the different forms of elder abuse and all were clear on reporting procedures. There 
were systems in place to safeguard residents’ money, including responsibilities 
associated with being the pension agent for up to five residents. 

The provider and staff were committed to implementing the national policy ‘towards 
a restraint free environment’, and overall the use of restrictive practice and restraint 
in the centre was low. There were procedures and assessments to use when 
considering if a restriction would result in a positive outcome for residents. Where 
restraint was used there was a record of the assessment and decision making 
process including other less restrictive measures trialled. Decisions were also 
reviewed regularly to ensure they remained the least restrictive option available. 

 
 

Regulation 11: Visits 

 

 

 
Suitable arrangements were available for a resident to receive visitors. Numerous 
visitors were seen visiting residents throughout this inspection. Visiting was 
unrestricted with the exception of mealtimes which 
were protected to promote residents privacy and dignity. 

  
 

Judgment: Compliant 
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Regulation 13: End of life 

 

 

 
Staff provided end of life care to residents with the support of their religious 
community, family, GP and the community palliative care team. Facilities were 
available for families of those at the end of life.  

End of life care plans were in place for residents, however, they were not sufficiently 
detailed to include the physical, psychological and religious or spiritual needs of the 
residents. Advanced care directive decisions had been made but was not reflected in 
the care plan. 

While the majority of residents (70%) occupied single bedrooms, for those within a 
shared room, their preference as to their location (for example a preference to 
return home or for a private room) had not been established. 

  
 

Judgment: Substantially compliant 

 

Regulation 18: Food and nutrition 

 

 

 
Communication systems were in place to ensure that residents' nutritional and care 
needs were known by staff supporting residents to eat and drink and to those 
preparing and serving food. The menu was varied and offered choices.   

Procedures were in place to guide practice and clinical assessment in relation to 
monitoring and recording of weights, nutritional intake and risk of malnutrition. 

Staff were knowledgeable of residents specific dietary requirements and of 
recommended food and fluid consistency.An adequate number of staff were 
available to assist residents at meals and when other refreshments were served. 

  
 

Judgment: Compliant 
 

Regulation 20: Information for residents 

 

 

 
Information was available for residents and opportunities for resident feedback were 
facilitated and confirned. 

  

  
 

Judgment: Compliant 
 



 
Page 13 of 22 

 

Regulation 25: Temporary absence or discharge of residents 

 

 

 
There were processes in place to ensure that when residents were admitted, 
transferred or discharged, relevant and appropriate information about their care and 
treatment was shared between providers and services. 

  
 

Judgment: Compliant 

 

Regulation 5: Individual assessment and care plan 

 

 

 
A range of validated assessment tools were used to assess each resident’s abilities 
and needs. Care plans were subsequently developed to identify how the resident’s 
care needs were to be met. However, some gaps in assessments were identified 
that required improvement.  

The arrangements to meet each resident’s needs set out in a care plan or related 
document were in some cases generic. Some improvement was required to 
ensure each care plan was personalised to reflect the resident's needs, interests, 
wishes and preferences to ensure in the event of changing needs and circumstances 
the care plan guided staff interventions.  

The involvement of residents, relatives, allied health professionals and the GP were 
noted in the care planning process that was subject to regular reviews.  

  
 

Judgment: Substantially compliant 
 

Regulation 6: Health care 

 

 

 
Residents' healthcare was being maintained by a high standard of nursing care with 
appropriate medical and allied health care support. 

  
 

Judgment: Compliant 

 

Regulation 7: Managing behaviour that is challenging 

 

 

 
There was a policy in place in relation to the management of responsive behaviour 
and there were links with the local hospital and psychiatry of later life (POLL) 
services. At the time of the inspection residents were being reviewed by a member 
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of POLL supported by staff. 

Relevant training including how to support residents with dementia and behavioural 
and psychological signs and symptoms of dementia (BPSD) had been provided to 
many staff and this training was on-going. 

Restraint usage was low and used in accordance with national policy as published on 
the website of the Department of Health, as a last resort when other alternatives 
were trialled. 

  
 

Judgment: Compliant 

 

Regulation 8: Protection 

 

 

 
Measures to protect residents being harmed or suffering abuse were in place and 
appropriate action was taken in response to allegations, disclosures or suspected 
abuse. A policy was in place and staff had received training and refreshing on what 
constitutes abuse and neglect. 

Staff spoken with were clear what actions to take if they observed, suspected or had 
abuse reported to them.  

  
 

Judgment: Compliant 
 

Regulation 9: Residents' rights 

 

 

 
Residents were consulted with and had opportunities to participate in the 
organisation of the centre. Staff were courteous and respectful in their interactions 
with residents and visitors. Arrangement for residents to vote in the upcoming 
presidential election were in hand. 

Residents were facilitated to communicate and enabled to exercise choice and 
control over their day-to-day routine to maximise their independence. Staff are 
aware of the different communication needs of residents and there are systems in 
place to meet the diverse needs of all residents. 

The centre was part of the local community and residents have access to radio, 
television, newspapers, information on local events, wifi and skype facilities. 
Residents’ bedrooms were personalised with items and memorabilia. 

Each resident had opportunities to participate in meaningful activities, appropriate to 
their interests and preferences. A variety of activities were seen being provided on 
inspection that formed part of the planned weekly activity programme. Residents 
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were encouraged to participate in group or individual activities. 

Religious ceremonies and a number of weekly mass services where family and 
people from the local community attended was held in high regard by many of the 
residents. 

An independent advocacy service was available to residents, should they require 
one. 

  
 

Judgment: Compliant 
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Appendix 1 - Full list of regulations considered under each dimension 
 

 Regulation Title Judgment 

Capacity and capability  

Registration Regulation 4: Application for registration or 
renewal of registration 

Compliant 

Regulation 15: Staffing Compliant 

Regulation 16: Training and staff development Compliant 

Regulation 21: Records Compliant 

Regulation 22: Insurance Compliant 

Regulation 23: Governance and management Compliant 

Regulation 24: Contract for the provision of services Compliant 

Regulation 3: Statement of purpose Compliant 

Regulation 34: Complaints procedure Substantially 
compliant 

Regulation 4: Written policies and procedures Substantially 
compliant 

Quality and safety  

Regulation 11: Visits Compliant 

Regulation 13: End of life Substantially 
compliant 

Regulation 18: Food and nutrition Compliant 

Regulation 20: Information for residents Compliant 

Regulation 25: Temporary absence or discharge of residents Compliant 

Regulation 5: Individual assessment and care plan Substantially 
compliant 

Regulation 6: Health care Compliant 

Regulation 7: Managing behaviour that is challenging Compliant 

Regulation 8: Protection Compliant 

Regulation 9: Residents' rights Compliant 
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Compliance Plan for Laurel Lodge Nursing Home 
OSV-0005394  
 
Inspection ID: MON-0023304 

 
Date of inspection: 09/10/2018    
 
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 Welfare of 
Residents in Designated Centres for Older People) Regulations 2013,  Health Act 
2007 (Registration of Designated Centres for Older People) Regulations 2015 and the 
National Standards for Residential Care Settings for Older People in Ireland. 
 
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 34: Complaints procedure 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 34: Complaints 
procedure: 
The person in Charge will formerly review the complaints log on a monthly basis and 
feed back to the general management meeting the status of each complaint until it has 
been formerly closed. If the complainant’s satisfaction level remains open due to no 
response from the complainant the person in charge will specify this on the complaints 
log. 
An independent person has been appointed by the Registered Provider to be a part of 
the appeals procedure and this has been made clear in the appeals section of the revised 
complaints policy. This person will be independent of the business, i.e. not an employee, 
owner or family/relation of either. 
 
 
 
 
 
 

Regulation 4: Written policies and 
procedures 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 4: Written policies 
and procedures: 
A review of all schedule 5 policies will be completed by the management team by 
November 30th 2018 to ensure all active policies reflect the practice within the nursing 
home accurately. The Person in Charge will lead this and be responsible for ensuring it’s 
completion within the time frame. A further review of all the other policies in use in the 
nursing home will be completed by 30th March 2019 
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Regulation 13: End of life 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 13: End of life: 
All long-term residents in Laurel Lodge Nursing Home have an existing mandatory end of 
life care plan which details their needs and how we intend to meet them however after 
the recent transfer of documentation from paper and hard copy to digital the initial use 
of frame works and templates has ceased and the process, which had begun of 
individualising the care plans, will continue until they are entirely person centred. 
This process will be complete by 30th November 2018. 
 
 
 
 
 
 

Regulation 5: Individual assessment 
and care plan 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 5: Individual 
assessment and care plan: 
The digital care plans continue to be refined and individualised and will incorporate 
individuals’ wishes regarding all aspect of their care and needs. This process of ensuring 
the care plans are person centred and specific will be completed for existing residents by 
30th November 2018 and on completion will be reviewed three monthly by policy and not 
more than four monthly as per regulation 5. 
Following consultation with the resident and or family where appropriate, three monthly 
as per the policy and not more than four monthly as per Regulation 5, all existing 
residents will have been reviewed in this way by 30th December 2018. 
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Section 2:  
 
Regulations to be complied with 
 
The provider or person in charge must consider the details and risk rating of the 
following regulations when completing the compliance plan in section 1. Where a 
regulation has been risk rated red (high risk) the inspector has set out the date by 
which the provider or person in charge must comply. Where a regulation has been 
risk rated yellow (low risk) or orange (moderate risk) the provider must include a 
date (DD Month YY) of when they will be compliant.  
 
The registered provider or person in charge has failed to comply with the following 
regulation(s). 
 
 

 Regulation Regulatory 
requirement 

Judgment Risk 
rating 

Date to be 
complied with 

Regulation 
13(1)(a) 

Where a resident is 
approaching the 
end of his or her 
life, the person in 
charge shall 
ensure that 
appropriate care 
and comfort, which 
addresses the 
physical, 
emotional, social, 
psychological and 
spiritual needs of 
the resident 
concerned are 
provided. 

Substantially 
Compliant 

Yellow 
 

30/11/2018 

Regulation 
13(1)(d) 

Where a resident is 
approaching the 
end of his or her 
life, the person in 
charge shall 
ensure that where 
the resident 
indicates a 
preference as to 
his or her location 
(for example a 
preference to 
return home or for 
a private room), 
such preference 

Substantially 
Compliant 

Yellow 
 

30/11/2018 
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shall be facilitated 
in so far as is 
reasonably 
practicable. 

Regulation 
34(1)(f) 

The registered 
provider shall 
provide an 
accessible and 
effective 
complaints 
procedure which 
includes an 
appeals procedure, 
and shall ensure 
that the nominated 
person maintains a 
record of all 
complaints 
including details of 
any investigation 
into the complaint, 
the outcome of the 
complaint and 
whether or not the 
resident was 
satisfied. 

Substantially 
Compliant 

Yellow 
 

23/11/2018 

Regulation 
34(3)(a) 

The registered 
provider shall 
nominate a 
person, other than 
the person 
nominated in 
paragraph (1)(c), 
to be available in a 
designated centre 
to ensure that all 
complaints are 
appropriately 
responded to. 

Not Compliant Yellow 
 

09/11/2018 

Regulation 
34(3)(b) 

The registered 
provider shall 
nominate a 
person, other than 
the person 
nominated in 
paragraph (1)(c), 
to be available in a 
designated centre 
to ensure that the 

Not Compliant Yellow 
 

09/11/2018 
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person nominated 
under paragraph 
(1)(c) maintains 
the records 
specified under in 
paragraph (1)(f). 

Regulation 04(1) The registered 
provider shall 
prepare in writing, 
adopt and 
implement policies 
and procedures on 
the matters set out 
in Schedule 5. 

Substantially 
Compliant 

Yellow 
 

30/11/2018 

Regulation 5(1) The registered 
provider shall, in 
so far as is 
reasonably 
practical, arrange 
to meet the needs 
of each resident 
when these have 
been assessed in 
accordance with 
paragraph (2). 

Substantially 
Compliant 

Yellow 
 

30/11/2018 

Regulation 5(4) The person in 
charge shall 
formally review, at 
intervals not 
exceeding 4 
months, the care 
plan prepared 
under paragraph 
(3) and, where 
necessary, revise 
it, after 
consultation with 
the resident 
concerned and 
where appropriate 
that resident’s 
family. 

Substantially 
Compliant 

Yellow 
 

30/12/2018 

 
 


