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About the Health Information and Quality Authority 

The Health Information and Quality Authority (HIQA) is an independent statutory 

authority established to promote safety and quality in the provision of health and 

social care services for the benefit of the health and welfare of the public. 

HIQA’s mandate to date extends across a wide range of public, private and voluntary 

sector services. Reporting to the Minister for Health and engaging with the Minister 

for Children and Youth Affairs, HIQA has responsibility for the following: 

 

 Setting standards for health and social care services — Developing 

person-centred standards and guidance, based on evidence and international 

best practice, for health and social care services in Ireland. 

 

 Regulating social care services — The Office of the Chief Inspector within 

HIQA is responsible for registering and inspecting residential services for 

older people and people with a disability, and children’s special care units.  

 

 Regulating health services — Regulating medical exposure to ionising 

radiation. 

 

 Monitoring services — Monitoring the safety and quality of health services 

and children’s social services, and investigating as necessary serious concerns 

about the health and welfare of people who use these services. 

 

 Health technology assessment — Evaluating the clinical and cost-

effectiveness of health programmes, policies, medicines, medical equipment, 

diagnostic and surgical techniques, health promotion and protection activities, 

and providing advice to enable the best use of resources and the best 

outcomes for people who use our health service. 

 

 Health information — Advising on the efficient and secure collection and 

sharing of health information, setting standards, evaluating information 

resources and publishing information on the delivery and performance of 

Ireland’s health and social care services. 
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 National Care Experience Programme — Carrying out national service-

user experience surveys across a range of health services, in conjunction with 

the Department of Health and the HSE.  
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1.     About the guidance 

1.1 Introduction 

The Health Information and Quality Authority (HIQA) through the Chief Inspector of 

Social Services is responsible for registering and inspecting designated centres and 

assessing whether the registered provider is in compliance with the Regulations and 

National Standards.  

It is the responsibility of each registered provider and persons who participate in the 

management of designated centres to ensure they are delivering a safe and effective 

service that complies with the Regulations and Standards and any other legislation.  

In order to carry out its functions as required by the Health Act 2007 as amended, 

HIQA has adopted a common Authority Monitoring Approach (AMA). All HIQA staff 

involved in the regulation of services or monitoring of services against standards are 

required to use this approach and any associated policies, procedures and 

protocols. HIQA’s monitoring approach does not replace professional judgment. 

Instead, it gives a framework for staff to use professional judgment and supports 

them to do this. The aim of AMA is to ensure: 

 a consistent and timely assessment and monitoring of compliance with 

regulations and standards  

 a responsive and consistent approach to regulation and assessment of risk 

within designated centres  

 contribute to the improvement of the service being inspected through 

application of the inspection process.   

Among its functions, HIQA promotes improvement in the quality and safety of health 

and social care services. Compliance with the regulations is a minimum requirement. 

In order to improve the quality and safety of social care services, service providers 

are encouraged to see beyond the regulations to continually seek improvements in 

the services they provide to residents.  

1.2 Scope 

This guidance relates to designated centres to which the Health Act 2007 (Care and 

Welfare of Residents in Designated Centres for Older People) Regulations 2013, as 

amended and the National Standards for Residential Care Settings for Older People 

in Ireland apply.  

1.3 Purpose  

This guidance should be used in conjunction with the revised assessment judgment 

framework, which is one of the tools HIQA uses to assess compliance with the 

regulations and standards. The assessment judgment framework supports inspectors 

in gathering evidence when monitoring or assessing a designated centre and to 
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make judgments on compliance. It sets out the lines of enquiry to be explored by 

inspectors in order to assess compliance with the regulations and or standards being 

monitored or assessed. This should also be used by providers to self-assess their 

own service. 

Inspectors will use this guidance alongside the assessment judgment framework. 

The purpose of the guidance is to provide additional supporting information to 

inspectors on assessing compliance and offer guidance on reviewing each regulation 

and standard.  

Therefore, the guidance gives greater detail on how to assess and what to review 

during fieldwork planning, gathering of relevant information and evidence onsite and 

the making of judgments about compliance.    

Furthermore, this guidance facilitates a consistent approach to conducting 

inspections by: 

 supporting inspectors in developing a clear understanding of the regulations 

 providing direction to providers and persons in charge on the type of 

findings that could demonstrate evidence of compliance and non-

compliance. 

The guidance also includes a section on what a service striving for improvement 

would look like. The intention of this section is that where providers meet the 

requirements of the regulations, they should be seeking to constantly strive for 

ongoing improvements in the quality of the service.   

 

 
2.  Assessing compliance  

2.1 Inspection 

HIQA carries out inspections in order to assess compliance with the regulations and 

standards. Before an inspection, HIQA comprehensively reviews information on the 

centre to inform what needs to be reviewed on inspection. Throughout inspections, 

the views of people who use the service are sought. While inspections are normally 

unannounced, a centre can expect at least one announced inspection in the three-

year registration cycle.  

While all inspections afford residents and people who visit an opportunity to express 

their views on the service, the purpose of an announced inspection is to give 

residents and their relatives advanced notice.  

In order to make judgments about compliance, HIQA will: 

 communicate 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 and deliver care 

and services — conversations with management and staff will concentrate 
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on their understanding of areas relevant to their work and care they deliver, 

their experience and training  

 observe practice and daily life to see if it reflects what people have stated  

 review documents to see if appropriate records are kept and that they 

reflect practice and what people have stated.  

 

It is important to remember that a residential care setting is a person’s home and 

inspectors are visitors in that home. Therefore, while an inspection can be disruptive, 

changes to the residents’ or the staff’s normal routine are not expected and should 

be minimised.  

At the beginning of the inspection, inspectors will introduce themselves and outline 

the purpose and duration of the inspection to the person in charge and the provider, 

if available. The person in charge is asked to introduce the inspectors to residents, 

where it is appropriate to do so. While inspectors have powers of entry and 

inspection, these will be exercised in a respectful manner and be cognisant of each 

resident’s rights. Observation on inspection should be unobtrusive, discrete and not 

negatively impact service provision. Residents’ dignity and human rights must be 

respected at all times. 

 

HIQA inspections1 are carried out in line with Department of Health, HPSC and HSE 

guidance. 

2.2 When are inspections carried out? 

All inspections and monitoring activity inform the registration of a designated centre, 

including renewal of registrations.  

HIQA takes a risk-based approach to regulation. This means that regulatory activities 

are prioritised and resources relating to monitoring, inspection and enforcement are 

organised based on the assessment of the risk that the regulated services pose.2  

This approach informs how frequently HIQA will inspect any individual designated 

centre. It also informs the nature, intensity and the type of inspection carried out.  

HIQA carries out the following types of inspection: 

 Monitoring inspections: these are routine inspections that monitor the 

quality of the service provided at a designated centres and the level of 

compliance.  

 Targeted (focused risk) inspections: these are in addition to routine 

inspections and are carried out when information has been received that 

indicates that there may be a risk posed to residents.  

                                                        
1 Including those conducted by inspector of social services  
2 Better Regulation Commission, 2006 
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 Thematic inspections: these inspections are part of a programme which 

aims to drive quality improvement related to a specific theme in the 

regulated sector, for example, a dementia-specific thematic programme.  

2.3 Judgments on compliance with regulations 

Once inspectors have gathered information, they make a judgment about the level of 

compliance against each regulation reviewed. While some regulations attribute 

responsibility to the person in charge to comply, overall responsibility for compliance 

lies with the registered provider. Inspectors will judge whether the registered 

provider or person in charge has been found to be compliant, substantially 

compliant or not compliant with the regulations associated with them.  

 

The compliance descriptors are defined as follows: 

Compliant: a judgment of compliant means the provider and or the person in 

charge is in full compliance with the relevant regulation.  

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. 

 
Once a judgment on compliance is made, inspectors will review the risk to residents 

of the non-compliance. Inspectors will report on this risk as: 

 Red: there is high risk associated with the non-compliance 

 Orange: there is moderate risk associated with the non-compliance 

 Yellow: there is low risk associated with the non-compliance  

 Green: there is no risk. 

 

2.4 Reporting the findings 

The inspector will give feedback to the registered provider and or the person in 

charge or their delegate on the preliminary findings from the inspection. The 

inspector then writes an inspection report to summarise the findings.  
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In order to summarise the inspection findings, the regulations are grouped under 
two dimensions which are aligned with the standards:  
 

 Capacity and Capability of the registered provider to deliver a safe 

quality service: This section describes the governance, leadership and 

management arrangements in the centre and how effective they are in 

ensuring that a good quality and safe service is being provided. It outlines 

how people who work in the centre are recruited and supported through 

education and training, and whether there are appropriate systems and 

processes in place to underpin the safe delivery and oversight of the 

service.  

 

 Quality and Safety of the service: This section describes the care and 

support people receive and whether it is of a good quality and ensures 

people are safe. It includes information about the care and supports 

available for people and the environment in which they live.  

 

 
 
3.  Structure of the guidance on each regulation 

Guidance on each individual regulation from 3 to 34 is presented in the following 

section. Each regulation is described in five sections, namely, the standards 

associated with the regulation, where applicable; what a service striving for quality 

improvement looks like; examples of the information/evidence reviewed to assess 

compliance; indicators of compliance with the regulations and standards; risk rating 

of compliance. The section on what a service striving for quality improvement looks 

like is based on the standards and international research. 

 

In addition, Appendix 1 lists regulations that identified as having an association with 

the primary regulation being reviewed and may need to be considered. 

Notwithstanding the association of the related regulations, judgment on the primary 

regulation is made independently of the other related regulations. 

 

 

Part 1: The standards associated with the regulation, where 

applicable 

 

Where a standard is directly linked to a regulation, it is listed. While a number of 

standards can be related to one or more regulations, for the purposes of inspection 

and reporting, a ‘best fit’ approach to the standards and the standard is linked to the 

most relevant regulation.  
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Part 2:  What a service striving for quality improvement looks like 
 

Even where regulations have been complied with, providers should seek out ways to 

continuously improve the quality of their service and outcomes for residents. This 

part of the guidance outlines examples of what residents can expect of a service that 

is striving for quality improvement.  

Part 3: Examples of the information/evidence reviewed to assess 

compliance 

 

This part gives examples of information/evidence that are reviewed to assist with 

assessing compliance. The examples are listed under the headings of observation, 

communication and documentation. These examples (while not an exhaustive list) 

will support the planning for an inspection, gathering of information pre-inspection 

and on site and the making of judgments about compliance.  

The types of information reviewed will be determined by the history of compliance, 

specific areas of risk and outcome of the inspection planning.  

Part 4: Indicators which demonstrate the registered provider’s and 

or persons in charge’s level of compliance with the regulations and 

standards 

 

Compliance with the regulations and standards is the responsibility of the registered 

provider. The inspections give the provider and person in charge an opportunity to 

demonstrate how they have complied with the regulations and standards. The 

expectation is that providers continually review and assess their service and put 

measures in place to comply with the requirements set out in the regulations and 

standards. The regulations are a minimum requirement, and the standards are 

intended to drive continuous quality improvement.  

The examples detailed are not an exhaustive list but are there to assist inspectors 

when determining the levels of compliance in the designated centres.   

Part 5: Risk rating of compliance  

 

The level to which designated centres have complied with the regulations have an 

impact on outcomes for residents. In order to improve outcomes for residents, 

compliance with the regulations are risk rated.   

Each regulation can be assigned a maximum risk rating based on the severity of 

impact on residents and the likelihood of occurrence/recurrence.  Continued non-

compliance resulting from a failure by the provider to put appropriate measures in 

place to address the areas of risk may result in escalated regulatory action.  
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4. Guidance 

4.1  Guidance on regulations related to capacity and capability  

This section describes regulations related to the leadership and management of the 

centre and how effective they are in ensuring that a good quality and safe service is 

being provided. It considers 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. 
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Regulation 3 Statement of purpose 
Standard 2.3 

 

 

 

 

Standard 5.3 

 

The design and delivery of the residential service maintains and 

supports physical and psychological wellbeing for those who are 

cognitively impaired while achieving best health and social care 

outcomes. 

 

The residential service has a publicly available statement of purpose 

that accurately and clearly describes the services provided. 

 
What a service striving for quality improvement looks like 
 
The statement of purpose promotes transparency and responsiveness by accurately 

describing the designated centre’s aims and objectives and the services provided, 

including how and where they are provided.  

 

A good statement of purpose recognises the intrinsic value of the resident. It includes 

statements on treating people with respect and dignity, recognising and promoting 

people’s individuality and maximising their independence and autonomy. It also 

recognises their rights as individuals cognisant of their diagnosis and ability and shows 

that the service is designed and delivered to meet those specific needs. 

       

The statement of purpose is publically available and is in an accessible format for people 

using the service. It includes information on the centre’s registration details, services and 

facilities, management and staffing, and how people’s wellbeing and safety are 

protected. It is reviewed on an ongoing basis in line with the regulations.  

       

The review and evaluation of the statement of purpose is incorporated in the service’s 

governance arrangements, and this is part of the continuous quality improvement cycle, 

which, in turn, forms part of the annual review.  

 
Examples of information/evidence that will be reviewed: 
 
Through observation  
 

Inspector will observe: 
 

 to determine if the statement of purpose accurately reflect the facilities and 

services provided. For example, cross check the description of the rooms, 

including their size and main function, and check if there are any specialised 

facilities.  

 to establish if the statement of purpose is clearly demonstrated in practice. For 

example, does the centre provide the specific care and support documented in 

the statement of purpose or are there residents with specific needs that are not 

described in the statement of purpose? Does the organisational structure reflect 

the actual reporting structures? Are the activities as described in the statement of 

purpose provided to residents? 
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 to determine if the statement of purpose has been made available to residents 

and their representatives. 

 
Through communication  
 

Inspectors will communicate:  
 

 with residents and or families/representatives to determine if they are aware of 

the statement of purpose 

 confirm whether a copy of the statement of purpose has been made available to 

residents and or their families/representatives, where applicable  

 establish if the provider/person in charge are familiar with the contents of the 

statement of purpose and whether they are satisfied that it reflects practice.  

 
Through a review of documentation 
 

Inspectors will review documents such as: 

 

 the written statement of purpose in place, examining that it is the correct version, 

contains all the required information, is up to date and reviewed appropriately 

 annual review report. 

  
Compliance Indicators 

 
Indicators of compliance include: 
 

 there is a written statement of purpose in place that contains all information set 

out in the regulations 

 it is reviewed and revised at intervals of not less than one year 

 there is documented evidence which reflects any changes to information set out 

in the statement of purpose. 

 
Indicators of substantial compliance include:   
 

 the statement of purpose requires minor changes to ensure it reflects the 

information required in the regulations 

 the statement of purpose is not reviewed in accordance with the regulations 

 where there is no change to the information relating to the service, there is no 

documented evidence that the provider has reviewed the statement of purpose at 

intervals of not less than one year. 

 
Indicators of non-compliance include: 
 

 there is no statement of purpose 

 the statement of purpose is not prepared in writing 

 the statement of purpose does not contain all the information required by the 

regulations 

 the statement of purpose does not reflect the service provided 
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 the statement of purpose was not reviewed and revised when necessary. 

Guide for risk rating: 
 

             Compliant Substantially Compliant          Non-compliant 

                Green               Yellow Orange  

 

Note: This may be risk rated red where the registered provider does not identify the 

specific care and support needs that the service intends to meet nor do they accurately 
describe the service being provided within the statement of purpose. 
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Regulation 4 Written policies and procedures 
  

 
What a service striving for quality improvement looks like 
 
Policies, procedures and guidelines are essential to guide and support staff in the safe 

delivery of care. The most effective policies and procedures are those written specifically 

for the centre. Policies detail conditions under which services are organised, managed, 

delivered and used. Policies, procedures and guidelines adhere to international human 

rights instruments, legislation, regulations, national policy, professional guidance and 

evidence-based guidelines.  

       

The suite of policies, procedures and guidelines in place is in line with the requirements 

set out in the regulations as well as policies specific to care needs, and they reflect good 

governance by the provider. All policy and procedures are kept under review, and, where 

necessary, they are reviewed and updated in accordance with best practice.  

       

There is a structured roll-out and implementation of policies, procedures and guidelines 

to ensure staff are knowledgeable of their contents. Policies, procedures and guidelines 

are easy to read and understand so that they can be readily adopted and implemented 

by staff. Staff recognise that policies, procedures and guidelines help them deliver 

suitable and safe care, and this is reflected in practice. Furthermore, policies, procedures 

and guidelines are implemented consistently.        

 

The centres polices have been reviewed and updated in line with Public Health guidance 

and these changes with any associated supports required to implement them have been 

given to staff, or staff have access to up-to-date guidance issued by the HPSC from time 

to time. 

 

Where policy and procedure changes impact on the daily lives of residents, the reason 

for the changes are communicated to residents in an assessable way 

       

Staff know about changes and improvements to policies and procedures in response to 

changes in legislation and best practice research. Staff confirm their awareness, 

knowledge and understanding and access to policies and procedures. Staff confirm their 

feedback is sought and they have input into policy development relevant to their roles 

and responsibilities.  

       

Practice in the centre reflects best practice, and the impact on outcomes for people is 

positive.  

       

Evaluation of the effectiveness of policies, procedures and guidelines comprises an 

element of the continuous quality improvement cycle, which in turn, forms part of the 

annual review.  

 
 Examples of information/evidence that will be reviewed 
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Through observation  
 

Inspectors will observe: 
 

 if best practice is adhered, for example, in relation to:  
 
 staff interactions with residents and with colleagues 

 the promotion of peoples’ rights and independence 

 staff responses to residents’ queries or concerns   

 risk management 

 lifting and handing techniques 

 assisting with meals, snacks and mealtimes  

 hand hygiene  

 cleaning practices  

 laundry management  

 disposal of waste 

 storage of personal data 

 Infection prevention and control measures. 

 
Through communication  
 

Inspectors will explore:  
 

 staff awareness of policies and procedures to determine, relevant to their roles 

and responsibilities, their knowledge  of policies and procedures, whether they 

have implemented them and if practice reflects policy 

 staff are aware of changes to practice arising from Public Health guidance or 

directions and are supported to implemented them 

 how the provider/person in charge ensure policies, procedures and guidelines are 

implemented consistently 

 how the provider/person in charge are assured that the impact of policies and 

procedures on outcomes for people is positive. 

 
Through a review of documents 
 

Inspectors will review documents such as: 
 

 written policies, procedures and guidelines 

 access to HPSC, HSE and Department of Health specific guidance  

 the annual review report. 

 

 
Compliance indicators 

 
Indicators of compliance include: 
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 the provider has prepared in writing, adopted and implemented policies and 

procedures on matters set out in the regulations 

 written policies and procedures are available to staff 

 policies and procedures are reviewed as often as the Chief Inspector may 

require, but in any event, at intervals not exceeding 3 years 

 policies and procedures are, when necessary, reviewed and updated in 

accordance with National Standards, legislation, best practice research and 

national policies and HPSC, HSE and Department of Health guidance. 

 
Indicators of substantial compliance include: 
 

 while it is evident that care is delivered to a high standard, gaps are identified in 

the documentation; however, they do not result in a medium or high risk to 

residents 

 while written policies and procedures are adopted and implemented, some 

gaps are evident in the maintenance and update of the documentation 

such as updates based on HPSC, HSE and Department of Health guidance.  

  
Indicators of non-compliance include: 
  

 policies and procedures are not prepared in writing, not adopted and or not 

implemented 

 HPSC, HSE and Department of Health advice has not been taken into account 

when updating policies and procedures 

 Staff do not have access to or supported to implement HPSC, HSE and 

Department of Health guidance.  

 practices observed do not demonstrate the adoption and implementation of 

policies and procedures that reflect best practice 

 written policies and procedures are not available to staff 

 staff have poor awareness of the policies and procedures 

 policies and procedures are not reviewed and updated in accordance with 

legislation, best practice research, and National Standards. 

 
Guide for risk rating: 
 

             Compliant Substantially Compliant          Non-compliant 

                Green               Yellow          Orange or Red 

 
Note: Where there is an absence of policies or where policies have not been updated 
with evidence-based research, professional guidelines and Government publications and 
there is a potential or actual negative impact on residents, then this may be risk rated 
red.    
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Regulation 14 Person in charge 
  
 
What a service striving for quality improvement looks like 
 
The person in charge, supported by the provider, fosters a culture that promotes the 

individual and collective rights of the residents. The person in charge ensures a rights-

based approach to care is delivered. The person in charge places the resident at the 

centre of the delivery of care, thus ensuring an individualised care system that minimizes 

the risk of institutional practices. 

       

The person in charge promotes a culture of openness where the views of all people who 

use and deliver the service are welcome. The person in charge encourages and 

advocates for residents to be active participants in their own care. The person in charge 

promotes active living and supports residents to maintain their interests and hobbies or 

develop new interests and hobbies. 

        

The person in charge motivates a creative, caring, kind and well-skilled team to support 

residents to live active lives, having due regard to their wants and needs.  The person in 

charge has a clear vision for the service which is informed by active engagement with 

residents. The person in charge is able to clearly articulate his or her vision for the 

services, along with the actions needed to achieve it.       

        

The person in charge periodically, with the support of the provider, ‘takes stock’ of his or 

her own personal strengths or shortcoming and actively seeks out areas for further 

development. 

       

The person in charge responds effectively to the needs of residents and staff and to the 

changing care environment. The person in charge understands what a quality services 

looks like and can lead the care team in achieving this. The person in charge ensures the 

quality of life and safety of residents, where core human rights principles (fairness, 

respect, equality, dignity and autonomy) are to the fore. The person in charge leads by 

example in this regard. 

        

The person in charge is familiar with the residents and the residents know him/her. 

Depending on the size and complexity of the service, they may not be involved in day–

to-day care arrangements for each residents but they will have systems in place to 

assure themselves that care is delivered to a high standard and residents’ privacy, 

dignity and rights are protected and their wellbeing is always at the core of the ethos of 

the service.  The person in charge is actively engaged in the governance and 

management of the centre, and they have the authority to affect change. Where the role 

of person in charge is shared, there is clear structure of accountability for each person 

sharing the role. Where the person in charge is the person in charge of more than one 

centre, they delegate day–to-day oversight appropriately and have systems and 

structures in place to be assured that care is delivered as expected. As part of the 

learning and development programme the person in charge should identify the 
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appropriate staff members who can cover during absences and ensure that effective and 

sustainable leadership and governance can continue during any period of planned or 

unplanned absences. 

       

The person in charge is knowledgeable about the requirements of the Health Act, 

Regulations and National Standards. The person in charge demonstrates appropriate 

knowledge of relevant best practice and professional guidance. The person in charge 

evaluates compliance with relevant standards and regulations and implements a 

structured quality improvement programme to address any deficits and drive quality 

improvement initiatives. They take appropriate action following monitoring, inspection or 

investigation activities relating to the service. New and existing legislation and national 

policy is reviewed on a regular basis to determine what is relevant to their service and 

how it impacts on practice in order to address any gaps in compliance.              

        

A culture of learning is promoted through training and professional development, which 

enables positive outcomes for residents in all aspects of their lives.  

 

All staff and residents are aware of who is in charge when the Person in Charge is not on 

duty. 

        

Evaluation of the effectiveness of governance and management is the building-block 

which underpins quality improvement. This is part of their continuous quality 

improvement cycle, which in turn, forms part of the annual review.  

 
 Examples of information/evidence that will be reviewed 
 
Through observation  
 

Inspectors will observe: 
 

 if the person in charge is engaged in the effective governance, operational 

management and administration of the centre to ensure positive outcomes for 

people in all aspects of their lives 

 if residents and their families know the person in charge 

 the atmosphere in the centre 

 the way in which the person in charge supervises and interacts with staff.  

 
Through communication 
 

Inspectors will explore: 
 

 with people who use the service to explore their knowledge of the person in 

charge and their understanding of the role and responsibilities of the person in 

charge  

 to determine if residents and their families know the person in charge and if the 

person in charge is accessible to them 
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 with staff to determine their knowledge and understanding of the role of the 

person in charge as well as governance and reporting structures  

 with staff to determine whether there is engagement in management on a 

regular and consistent basis 

 with staff to find out if there a culture of openness, transparency and learning 

and if can issues be raised without fear of reprisal 

 with staff to determine how are they supported in their role 

 with the person in charge, throughout the regulatory process, to determine their 

degree of engagement to ensure effective governance, administration and 

operational management of the centre. 

 
Through a review of documents 
 

Inspectors will review documents such as: 
 

 the statement of purpose to examine if it reflects the governance structure of the 

centre  

 staff files regarding the person in charge’s qualifications and continuous 

professional development 

 notification forms and unsolicited information submitted to HIQA  

 the quality assurance programme review to determine if there is a culture of 

openness and learning  

 the duty roster to check if the person in charge is identified on it and if they are 

full-time in the post. 

 
Compliance indicators 

 
Note: The onus is on the provider to give assurances to the Chief Inspector that they 

are satisfied that the designated centre has been assessed as requiring full-time nursing 

care; there shall be a person in charge of the designated centre. 

 

In addition: 

 

 all residents have been appropriately assessed by a suitably qualified person, 

with established assessment tools, to determine their level of nursing care 

requirements 

 the statement of purpose accurately describes the service to be provided that 

reflects the level of provision of nursing care the contract for the provision of 

services outlines the level of nursing care  

 the residents’ guide reflects the level of nursing care 

 the admissions, transfer and discharge policy comprehensively describes the 

process when an individual becomes more dependant and requires nursing care 

 all documents to be held in respect to the person in charge are available 

including two written references, one of which is from the person’s most recent 

employer (if any).  

 
Indicators of compliance include: 



 

Page 22 of 131 
 

 
Where the Chief Inspector is satisfied that residents of the designated centre 

concerned has been assessed as requiring full-time nursing care, then: 

 

 the person in charge may be the registered provider, where the registered 

provider concerned is a registered medical practitioner who is solely employed in 

carrying on the business of the centre concerned and has not less than three 

years’ experience of carrying on the business of a nursing home under the Health 

Act 2007 (as amended) 

 where the registered provider is not the person in charge, the person in charge 

shall be a registered nurse with not less than three years’ experience of nursing 

older persons in the previous six years 

 where the person in charge is the person in charge for more than on centre, the 

Chief Inspector is satisfied that s/he is engaged in the effective governance, 

operational management and administration of the centres concerned 

 all the documentation required in respect to the person in charge is in place 

 the person in charge in post will have not less than three years’ experience in a 

management capacity in the health and social care area and a post registration 

management qualification in health or a related field. 

 

Where the Chief Inspector is satisfied that no resident of the designated centre 

concerned has been assessed as requiring full-time nursing care, there shall be 

a person in charge, where the person in charge: 

 

 may be the registered provider, where the registered provider concerned is a 

registered medical practitioner who is solely employed in carrying on the business 

of the designated centre and had not less than three years’ experience of 

carrying on the business of a nursing home under the Health Act 2007 (as 

amended) 

 does not have to be a registered general nurse with not less than three years’ 

experience of nursing older people within the previous three years 

 does not require three years’ experience in a management capacity in the health 

and social care area 

 does not require a post graduate management qualification in health or a related 

field. 

 

In addition: 

 

 all the documentation required in respect to the person in charge is in place 

 the person in charge is engaged in the effective governance, operational 

management and administration of the centre. 

 
Indicators of substantial compliance include: 
 

 there are minor gaps identified in the documentation. 
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Indicators of non-compliance include: 
 
Where a person in charge is to be a registered nurse or a registered medical 
practitioner: 
 

 there is no person in charge   

 the person in charge is neither a registered nurse or a registered medical 

practitioner 

 where the registered provider is a general practitioner and is not solely employed 

in carrying on the business of the centre and or has less than three years’ 

experience of carrying on the business of a nursing home under the Health Act 

2007 (as amended) 

 the person in charge is not engaged in the effective governance and or 

operational management and or administration of the centre to ensure the safety 

and welfare of people using the service 

 the person in charge does not have the necessary experience and or 

qualifications required in the regulations 

 all documents required to be held in respect to the person in charge are not in 

place. 

 
Where a registered nurse is deemed unnecessary as person in charge: 
 

 there is no person in charge  

 the person in charge is not engaged in the effective governance and or 

operational management and or administration of the centre 

 all documents required  to be held in respect to the person in charge are not in 

place 

 all residents have not been appropriately assessed by a suitably qualified person, 

with established assessment tools, to determine their level of nursing care 

requirements 

 the statement of purpose does not accurately describe the service to be provided 

and the level of provision of nursing care  

 the contract for the provision of services does not outline the level of nursing 

care  

 the residents’ guide does not reflect the level of nursing care 

 the admissions, transfer and discharge policy poorly or does not describe the 

process when someone becomes more dependant and requires nursing care. 

 
Guide for risk rating: 
 

             Compliant Substantially Compliant          Non-compliant 

                Green               Yellow          Orange or Red 
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Regulation 15 Staffing 
  

 
What a service striving for quality improvement looks like 
 
The culture and ethos espoused by staff is one of empowerment of residents to 

maximise their independence. Each staff member has a key role to play in delivering 

autonomous, person-centred, effective and safe care. Staff recognise their role as 

advocate in supporting people in their home environment. Staff develop and maintain 

therapeutic relationship with residents, and this enables residents feel safe and secure in 

their environment and protected from all forms of abuse. Staff are supported to have the 

necessary skills to support residents and their families.  

 

The service demonstrates an understanding of the levels of need within the service, 

taking into account the views of residents, to inform planning and allocation of 

resources. The service organises and manages its workforce to ensure staff have the 

required skills, experience and competencies to respond to meet the changing needs of 

residents. The number and skill mix of staff contribute to positive outcomes for people 

using the service.  

 

Where relevant, there is a nurse on duty at all times. There are sufficient staff with an 

appropriate skill-mix on duty day and night and at weekends to meet the assessed needs 

of residents. The service has the tools to assess the necessary nursing and skill mix to 

ensure safe and suitable numbers of staff, taking into account the Statement of Purpose 

and the size and layout of the centre. There is a robust system in place to respond to 

staff absences. 

 

People report that staff are kind, compassionate and respectful. In addition, residents 

say that their core human rights are upheld by staff. People say that there are 

insignificant waiting times for staff and they are happy overall with the service. If an 

occasion arises when they are not happy, they can raise the issue without fear of reprisal 

and the issue is dealt with in a professional and timely manner. 

 

The person in charge and provider ensure that they have contingency plans in place to 

respond quickly and ensure continuity of care to resident in the event of a shortfall of 

staff. On-call arrangement are clear and communicated to all staff which supports access 

to managerial and clinical support and advice at all times. 

       

Evaluation of the effectiveness of staffing comprises an element of the continuous 

quality improvement cycle, which, in turn, forms part of the annual review.  

 
Examples of information/evidence that will be reviewed 
 
Through observation  
 

Inspectors will observe: 
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 care practice 

 call bell answer times 

 if staff have the skills to meet peoples’ individual needs, for example, moving, 

transferring, responsive behaviours, assistance with activities of daily living 

 the interaction of staff with residents and each other 

 if the atmosphere is hurried or relaxed  

 the staff handover to:   

 the determine the level of knowledge of staff and  

 how effectively they communicate 

 if care is task led or resident focused. 

 
Through communication 
 

Inspectors will communicate: 
 

 with residents to determine if staffing levels affect their day-to-day lives and 

affect waiting times, safety and care management  

 with residents to find out if they are happy with staffing levels throughout the 

day and night time, weekdays and weekends 

 with staff to explore their views regarding staff levels on each shift, including 

night duty and weekend cover  

 with the person in charge and staff to determine if staff levels are reviewed with 

changing dependency of residents and to explore the use of agency staff  

 with staff to find out about the with the person in charge about the 

recruitment process and contingency plans should unexpected staff shortfalls 

occur  

 induction programme, supervision, training, mentoring and support 

 with staff to examine their knowledge of the regulations, standards and 

professional guidelines relevant to their role 

 with the person in charge to explore the assurance programme relating to staff 

numbers and skill mix to the assessed needs of residents. 

 
Through a review of documents 
 

Inspectors will review documents such as:  
 

 staff rosters (planned and actual)  

 locum cover arrangements and communications with staffing agencies  

 dependency levels of residents 

 quality assurance audits, for example, falls and incidents and call bell response 

times in order to determine trends 

 the annual review report 

 the complaints log  

 minutes for staff meetings and management meetings regarding staff levels and 

skill mix for the size and layout of the centre and dependency of residents 

 residents’ questionnaires 
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 UROIs and notifications. 

 
 
 
 

Compliance indicators 
 
Indicators of compliance include: 
 

 the number and skill mix of staff is appropriate having regard to the assessed 

needs of residents in accordance with the size and layout of the centre 

 the provider and person in charge have in place arrangements to respond quickly 

to staffing shortages to ensure continuity of care  

 where the assessed needs of the residents requires a registered nurse, there is a 

registered nurse on duty at all times 

 where the Chief Inspector is satisfied that no resident of the centre has been 

assessed as requiring full time nursing care, a registered nurse is not required. 

 
Indicators of substantial compliance include: 
 

 while it is evident that care is delivered to a high standard, gaps are identified in 

the documentation; however, they do not result in a medium or high risk to 

residents. 

 while contingency plans for staffing in place are available they require 

strengthening 

 
Indicators of non-compliance include: 
 

 the number and or skill mix of staff is inappropriate at certain times and there is 

an actual or potential negative impact on outcomes for residents 

 where the assessed needs of the residents requires a registered nurse, there is 

no registered nurse on duty at all times 

 where a registered nurse is not in post, residents have not been appropriately 

assessed in accordance with the regulations as requiring full-time nursing care. 

 
Guide for risk rating: 
 

             Compliant Substantially Compliant          Non-compliant 

                Green               Yellow          Orange or red 
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Regulation 16 Training and staff development 
Standard 7.2 
 
 
Standard 7.3 
 
 
Standard 7.4 

Staff have the required competencies to manage and deliver 
person-centred, effective and safe services to all residents. 
 
Staff are supported and supervised to carry out their duties to 
protect and promote the care and welfare of all residents. 
 
Training is provided to staff to improve outcomes for all 
residents. 

 
What a service striving for quality improvement looks like 
    
A culture of learning is promoted through training and professional development as well 

as through the quality improvement strategy to ensure positive outcomes for people in 

all aspects of their lives. The person in charge promotes a clear vision for the centre with 

a strong focus on person-centred care and protection.  

 

Orientation, induction and ongoing training programmes espouse a rights-based 

approach to care provision where the core human rights principles of fairness, respect, 

equality, dignity and autonomy are promoted. The person in charge works with staff and 

volunteers to evaluate and improve care provision to ensure and enable continuity of 

quality care. Staff are provided with access to support, advice and supervision. Each 

staff member’s performance is formally appraised, at least annually, by appropriate 

personnel. There is a training and development programme, and a training needs 

analysis is completed periodically to ensure that staff have the required skills and 

knowledge. This is monitored on an ongoing basis. 

  

Relevant appropriate training (to the assessed needs of service provision) is provided as 

part of the continuous professional development programme. Management and 

supervision training is provided to all new managers who manage front-line staff. 

Infection prevention and control capability and knowledge within the centre is 

developed and maximized. 

 

 

There is a written code of conduct for all staff, and staff adhere to the codes of conduct 

of their own professional regulatory body or association, where applicable. Staff 

understand their roles and responsibilities, accountability and reporting lines. Staff are 

supported to effectively exercise their professional accountability for the provision of 

effective and safe care from the premise of a rights-based approach to care delivery. A 

culture of openness in reporting, transparency, kindness and friendliness is promoted.   

  

Staff are aware of the legislation relevant to their roles and responsibilities. Copies of the 

Act, regulations, standards and other relevant guidance published by Government or 

other statutory agencies are available to staff. New and existing legislation and national 

policy are reviewed on a regular basis, and staff are informed what is relevant to their 

service, how it impacts on practice and supported to address any gaps in compliance.         

 



 

Page 28 of 131 
 

The service recognises and acknowledges that providing residential care can be complex 

and challenging. Management listen and respond to the views of staff and protect its 

workforce from the risk of work-related stress, bullying and harassment.           

 

Evaluation of the effectiveness of training and staff development comprises an element 

of the continuous quality improvement cycle, which, in turn, forms part of the annual 

review.  

   
Examples of information/evidence that will be reviewed 
 
Through observation  
 

Inspectors will observe: 
 

 staff interaction with residents and colleagues 

 practices to determine if best practice is adhered to consistently 

 staff supervision and induction, if applicable. 

 
Through communication 
 

Inspectors will communicate: 
 

 with residents to explore their views on staff and their level of knowledge and 

expertise and how staff involve them in the daily life of the centre 

 with staff to determine if their training is up to date  

 with staff to determine if professional development is part of the appraisal 

system 

 with staff to explore their knowledge of the regulations and Standards and other 

guidance  

 with staff to determine if they supported in their role. 

 
Through a review of documentation 
 

Inspectors will review documents such as: 
 

 human resources files 

 staff training records (mandatory and ongoing) 

 the staff induction programme 

 staff appraisals 

 staff supervision records 

 the annual review report 

 residents’ questionnaires. 
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Compliance indicators 
 
Indicators of compliance include: 
 

 staff have access to training appropriate to the service 

 staff are appropriately supervised 

 staff are informed of the Act and any regulations made under it 

 copies of the following are available to staff: 

o the Act and any regulations made under it 

o any relevant standards set and published by HIQA under section 8 of the 

Act and approved by the Minister under section 10 of the Act 

o relevant guidance published from time to time by Government or 

statutory agencies in relation to designated centres for older people. 

 
Indicators of substantial compliance include: 
 

 while it is evident that care is delivered to a high standard, gaps are identified in 

the documentation; however, they do not result in a medium or high risk to 

residents. 

 
Indicators of non-compliance include: 
 

 staff have limited or no access to appropriate training 

 staff are not supervised appropriate to their role and responsibility 

 staff are not informed of or have poor knowledge and awareness of the Health 

Act 2007 (as amended) and any regulations under it 

 copies are not available to staff of the Act and any regulations under it, relevant 

standards published by HIQA under section 8 of the Act and approved by the 

Minister under section 10 of the Act, relevant guidance published from time to 

time by the Government or statutory agencies in relation to designated centres 

for older people 

 copies of the Act, regulations, standards, guidance and professional guidance 

that are available are not up to date. 

 
Guide for risk rating: 
 

             Compliant Substantially Compliant          Non-compliant 

                Green               Yellow          Orange or red 
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Regulation 19 Directory of residents 
  

 
What a service striving for quality improvement looks like 
 
The residential service holds a directory of residents in line with statutory requirements 

which details the relevant information in respect of each individual. There is a robust 

information governance system is in place, with responsibility assigned to ensure the 

directory of residents is comprehensively maintained on an ongoing basis.  

       

The privacy and confidentiality of each individual’s personal information is protected and 

respected. This information is held in accordance with legislation, regulations and best 

available evidence 

       

Evaluation of compliance regarding maintenance and confidentiality of the directory of 

residents comprises an element of the continuous quality improvement cycle, which, in 

turn, forms part of the annual review.  

 
Examples of information/evidence that will be reviewed 
 
Through communication 
 

Inspectors will communicate: 
 

 with staff to determine roles and responsibilities for establishing and maintaining 

the directory of residents, and delegation of this responsibility when necessary. 

 
Through a review of documents 
 

Inspectors will review documents such as: 
 

 the directory of residents 

 the annual review report. 

 
Compliance indicators 

 
Indicators of compliance include: 
 

 a directory of residents is established and maintained 

 the directory of residents is available, if requested, on inspection 

 the directory includes the following information: 

o name, address, date of birth, sex and marital status of each person 

o name, address and telephone number of the person’s next-of-kin or any 

person authorised to act on their behalf; name, address and telephone 

number of the person’s general practitioner and of any officer of the 

Health Service Executive whose duty it is to supervise the welfare of the 

person 

o the date on which the person was first admitted to the centre 
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o if the person was discharged from the centre, the date on which they 

were discharged 

o if the person is transferred to another designated centre or to a hospital, 

the name of the  designated centre or hospital and the date on which the 

person was transferred 

o where the person died at the centre, the date, time and cause of death, 

when established     

o the name and address of any authority, organisation or other body, which 

arranged the person’s admission to the centre. 

 
Indicators of substantial compliance include: 
 

 gaps are identified in the documentation but they do not result in a medium or 

high risk to people using the service. 

 
Indicators of non-compliance include: 
 

 a directory of residents is not established or maintained 

 the directory of residents in place does not record all the requirements set out in 

the regulations. 

 
Guide for risk rating: 
 

Compliant Substantially Compliant Non-compliant 

Green Yellow Orange 
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Regulation 21 Records 
Standard 7.1 

 

Standard 8.2 

Safe and effective recruitment practices are in place to recruit staff. 

 

Information governance arrangements ensure secure record-keeping 

and file management systems are in place to deliver a person-

centred safe and effective service. 

 
What a service striving for quality improvement looks like 
 
Record keeping is an integral part of care, and the purpose of record keeping is to 

ensure the continuity of care and to safeguard residents. Information maintained about 

residents, staff and other services documentation is accurate, appropriate, up to date, of 

high quality and accessible. Confidential information is ethically used and securely 

maintained to protect the rights of individuals. Information is available to the relevant 

specific people. There are systems in place for the safe archiving, destruction and back-

up of records and these records are retained in line with the requirements set out in the 

regulations. 

 

Relevant staff are aware of their roles and responsibilities regarding the management of 

these records. 

       

Evaluation of the effectiveness of record management comprises an element of the 

continuous quality improvement cycle, which, in turn, forms part of the annual review.  

 
Examples of information/evidence that will be reviewed 
 
Through observation  
 

Inspectors will observe: 
 

 if records are securely maintained in accordance with the Regulations in relation 

to their content 

 if the confidentially of residents’ and staff information is respected. 

 
Through communication 
 

Inspectors will communicate: 
 

 with residents to explore their awareness of the information held about them and 

whether they have access to this information 

 with staff to examine their understanding of maintaining records appropriate to 

their role and responsibilities 

 with the person in charge to explore their responsibilities regarding record 

keeping in line with the regulations 

 with staff and the person in charge to determine if records are ethically used and 

safely maintained. 
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Through a review of documents 
 

Inspectors will review documents such as: 
 

 documents held in respect of the person in charge and each member of staff  

 records kept in respect to each resident in the designated centre 

 the annual review report 

 other records, including: 

o the current statement of purpose 

o the residents’ guide 

o all inspection reports 

o details of charges 

o records related to food 

o complaints records 

o notifications  

o fire safety records 

o the directory of residents. 

 
Compliance indicators 

 
Indicators of compliance include: 
 

 there is a system in place to ensure the records set out in the regulations are 

available, accurate, safe and accessible 

 these records are kept in accordance with the regulations as follows: 

o documents to be held in respect of the person in charge and for each 

member of staff shall be retained for a period of not less than seven years 

after the staff member has ceased to be employed in the centre 

concerned 

o records to be kept in respect of each resident shall be retained for a 

period of not less than seven years after the residents has ceased to 

reside in the centre concerned 

o records kept in accordance with complaints, duty rosters, fire practice, 

drill or test of fire equipment including fire alarm equipment and any 

action taken to remedy any defects found, the number, type and 

maintenance records of fire-fighting equipment and all visitors to the 

centre, including the names of visitors shall be retained for a period of not 

less than four years from the date of their making 

o records kept in accordance with notifications and staff records shall be 

retained for a period of not less than seven years from the date of their 

making. 

 
 
 
Indicators of substantial compliance include:  
 



 

Page 34 of 131 
 

 while it is evident that care is delivered to a high standard, gaps are identified in 

the documentation; however, they do not result in a medium or high risk to 

residents. 

 
Indicators of non-compliance include: 
 

 there is no system in place to ensure the records set out in the regulations are 

available, safe, accessible and or accurate 

 systems in place do not assure the availability, safety and accessibility of records 

 documents held in respect of the person in charge and for each member of staff 

are not in place or they are not kept in accordance with the regulations   

 records to be kept in respect of each resident are not in place or they are not 

kept in accordance with the regulations 

 other records required are not are kept in accordance with the regulations. 

 
Guide for risk rating: 
 

             Compliant Substantially Compliant          Non-compliant 

                Green               Yellow          Orange or Red 
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Regulation 22 Insurance 
  
 
What a service striving for quality improvement looks like 
 
Every individual has the right to feel protected and safe from injury. This is achieved 
through robust pro-active risk management practices.  
       
There is a contract of insurance against injury as part of conscientious business practices 
of effective governance. 
       
Further assurances of effective governance will include insurance against other risks, 
including loss or damage to the resident’s property, and the residents are aware of this 
insurance.  
        
Evaluation of effectiveness of governance and management practices comprises an 
element of the continuous quality improvement cycle, which, in turn, forms part of the 
annual review.      
 
Examples of information/evidence that will be reviewed 
 
Through communication  
 

Inspectors will communicate: 
 

 with residents to determine their knowledge of insurance in place against their 
injury as well as possible insurance against other risks, including loss or damage 
to their property. 

 
Through a review of documents 
 

Inspectors will review documents such as: 
 

 current contract of insurance against injury to residents [this insurance certificate 
may include insurance cover against risks such as loss or damage to peoples’ 
property]        

 a resident’s care plan if the resident has sustained an injury 
 notification of incidents. 

 
Compliance indicators 

 
Indicators of compliance include: 
 

 there is a contract of insurance against injury to residents in place 
 this contract is up-to-date and accurate  
 where there is insurance against other risks, including loss or damage to the 

resident’s property, and where such insurance is effected, residents are advised 
accordingly. 
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Indicators of non-compliance include: 
 

 there is no contract of insurance against injury to residents in place 
 where there is a contract of insurance, this contract is not up to date or 

inaccurate  
 where there is insurance against other risks, including loss or damage to 

residents’ property, residents have not been advised accordingly. 
 
Guide for risk rating: 
 

             Compliant          Non-compliant 

                Green          Orange or Red 
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Regulation 23 Governance and management 
Standard 5.1 

 

 

 

Standard 5.2 

 

 

Standard 5.4 

 

 

Standard 6.1 

 

 

Standard 8.1 

The residential service performs its functions as outlines in relevant 

legislation, regulations, national policies and standards to protect 

each resident and promote their welfare. 

 

The residential service has effective leadership, governance and 

management arrangements in place and clear lines of accountability. 

 

The quality of care and experience of residents are monitored, 

reviewed and improved on an ongoing basis. 

 

The use of resources is planned, and managed to provide person-

centred, effective and safe services and supports to residents. 

 

Information is used to plan and deliver person-centred, safe and 

effective residential services and supports. 

 
What a service striving for quality improvement looks like 
 
Good governance ensures positive outcomes for residents through care that is person 

centred and promotes an inclusive environment where every person matters. This 

involves providing a service in accordance with the stated purpose and function and the 

effective and efficient deployment of resources. Good communication is seen as the 

cornerstone to providing safe and effective services. 

       

The management structure has clearly defined lines of authority and accountability. The 

centre is managed by people who have been appropriately trained to manage the 

facilities and service. Those in a management role are visible at all levels, and residents 

report that they know them. Good leadership and management promote an open culture 

where feedback is sought to improve practice and service provision.  

       

The governance and management arrangements should include contingency plans for 

any public health emergency, including the identifying the lead person and what 

arrangements would be in place for the continued oversight and management of the 

centre during absences of the person in charge or key management personnel. The 

governance arrangements and operational structures ensure that the provider can 

detect, manage and respond in a sustainable way to the risk of outbreaks.  All staff, and 

residents where appropriate, are aware of who is in charge when the person in charge is 

not on duty or available.  

 

The arrangements in place should clearly identify a how HPSC, HSE and Department of 

Health updated advice is accessed and communicated in a timely manner and how the 

risk assessments and procedures to be reviewed and updated are done so in an 

appropriate and timely manner.  
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There is a commitment by the provider and person in charge to provide great quality 

care and support services, and they recognise that quality of life and quality of care are 

different but inextricably linked. Continuous improvement is about a systematic, ongoing 

effort to raise standards. It focuses on integrated improvements with clearly defined 

objectives. This is achieved through a culture of learning that supports training and 

development of staff, which, in turn, supports the ongoing enhancement of quality and 

safety. There is a link between feedback received from all stakeholders and the centre’s 

quality improvement activity.  

       

A system to effectively access and manage risk forms part of the continuous 

improvement strategy. Self-reflection or self-assessment is used to consider the extent 

to which the provider/person in charge balance the competing principles of ‘autonomy’ 

and ‘do no harm’ and recognise ‘over protective’ behaviours. Where there is rapidly 

changing HSPC, HSE and Department of Health advice the provider has systems and 

process in place to ensure effective communication and oversight of risks and practice.   

       

Continuing assessment and audits are key to a robust quality improvement strategy. The 

service is subject to ongoing review that evaluates how it looks at outcomes and what 

outcomes are evaluated. In order to enable this, the current status of service delivery is 

established and benchmarked against. Potential improvements are identified, and the 

intended benefits to residents are determined. Monitoring systems are in place during 

implementation as part of an effective change management programme. Further 

evaluation occurs to determine if the objectives are achieved. The results of actual 

improvements made are communicated to staff and residents.  

       

There are systems in place to enable and ensure information is confidentially maintained, 

ethically used, of high quality, accurate, appropriate, kept up to date and accessible to 

relevant staff.  

       

The impact on outcomes for residents is positive. People using the service are happy 

with the service. Their views are sought regularly and taken into consideration. They are 

facilitated to raise issues in a supportive environment. They report that there are 

sufficient staff to support their assessed needs and there are timely responses to their 

requests. They are happy that their independence is prompted and encouraged. Visitors 

report that staff are welcoming and treat people with respect, dignity, compassion and 

kindness.  

       

Service providers have processes in place to assess a person’s capacity in accordance 

with legislation to enable informed consent.  

      
Examples of information/evidence that will be reviewed 
 
Through observation  
 

Inspectors will observe: 
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 that the centre is effectively managed, 

 staff and residents know who is on charge 

 if there are sufficient resources available to ensure effective delivery of care and 

support in line with the statement of purpose and if they are deployed efficiently 

to ensure the impact on outcomes for residents is positive 

 if residents have access to necessary equipment and assistive technology 

 if the environment safe and appropriate 

 if the quality and safety of care and support as outlined in the annual review is 

put into practice 

 if there is evidence of learning and if necessary improvement are brought about 

as a result of the findings of any reviews, unannounced visits and or consultation 

 if there is evidence that feedback from residents, relatives, staff and others has 

been used to inform practices 

 if the organisational structure as shown in the statement of purpose is reflected 

in practice  

 staff interaction with residents to determine if a culture of openness and 

inclusiveness is promoted and are people empowered in their daily lives 

 if routines are flexible 

 if the impact on outcomes for residents is positive 

 if care is delivered in a relaxed unrushed atmosphere 

 if appropriate reporting occurs 

 if confidentiality of documentation is maintained where appropriate 

 if residents and staff are familiar with management in the centre 

 if the premises is well maintained both internally and externally 

 if notices displayed are appropriate and discrete. 

 
Through communication 
 

Inspectors will communicate with residents to: 
 

 explore their views on the atmosphere, routines, staff interaction, accessibility 

and visibility of management in the centre 

 explore if there are adequate staff available throughout the day, night and 

weekends 

 determine if they were consulted with as part of the annual review. 

 
Inspectors will communicate with staff to: 
 

 explore their understanding of a quality service 

 determine if there is a culture of openness and transparency  

 establish if there is effective communication within the service  

 explore whether feedback is delivered and how this is done 

 determine is there a quality improvement culture and explore if there are 

adequate resources to drive improvement and change 

 to determine how they know who is in charge and how the centre is managed in 

the absence of the person in charge or other key management personnel.  
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 explore staff understanding of risk management and their individual roles and 

responsibilities therein 

 determine whether staff can raise issues and make suggestions. 

 
 Inspectors will communicate with the provider and person in charge on how they 

implement and monitor HPSC, HSE and Department of Health advice 

Through a review of documents 
 

Inspectors will review documents such as: 
 

 the statement of purpose 

 the annual review 

 duty rosters  

 minutes of meetings  

 audits and surveys of the people who use the service and staff  

 accident and incident logs and records of medication errors and adverse events 

 notifications  

 complaints 

 staff files and training records 

 evidence of implementation of the Capacity legislation. 

 
 

Compliance indicators 
 
Indicators of compliance include: 
 

 the designated centre has sufficient resources to ensure the effective delivery of 

care in accordance with the statement of purpose, for example, the number and 

mix of staff the day and night and weekends are sufficient; the building and 

services are maintained;  

 there is a clearly defined management structure that identifies the lines of 

authority and accountability, specifies roles and details responsibilities for all 

areas of care provision and include arrangements for a person to manage the 

centre during absences of the person in charge, for example during annual leave 

or absence due to illness. 

 where there is more than one identified person participating in the management 

of the centre, the operational governance arrangement are clearly defined. 

Decisions are communicated, implemented and evaluated.  

 management systems are in place to ensure that the service provided is safe, 

appropriate, consistent and effectively monitored 

 there is an annual review of the quality and safety of care delivered to residents 

in the designated centre to ensure that such care is in accordance with the 

relevant standards set by HIQA under section 8 of the Act and approved by the 

Minister under section 10 of the Act 

 residents and their families are consulted with in the annual review of quality and 

safety of care 
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 a copy of the annual review is made available to residents, and if requested, to 

the Chief Inspector. 

 
Indicators of substantial compliance include: 
 

 while it is evident that care is delivered to a high standard, gaps are identified in 

the documentation; however, they do not result in a medium or high risk to 

residents,  

 staff are aware of the management systems and contingency plans but it is not 

clearly documented 

 an annual review of the quality and safety of care is used to develop the service, 

but there is no written evidence of consultation with residents or their 

representatives 

 there is an annual review of quality and safety of care, but a copy is not made 

readily available to residents. 

 
Indicators of non-compliance include: 
 

 the designated centre does not have sufficient resources to ensure the effective 

delivery of care in accordance with the statement of purpose, for example: 

 

o the number and mix of staff throughout the day and night and weekends 

are insufficient    

o the building and services are not maintained  

o the management structure is not clearly defined 

 

 management systems are inadequate to ensure that the service provided is safe, 

appropriate, consistent and effectively monitored 

 governance and management systems are not known nor clearly defined 

 there is no annual review of the quality and safety of care delivered to residents 

in the designated centre to ensure that such care is in accordance with the 

relevant standards set by HIQA under section 8 of the Act and approved by the 

Minister under section 10 of the Act or  

 where there is an annual review it is not done in accordance with the relevant 

standards set by HIQA under section 8 of the Act and approved by the Minister 

under section 10 of the Act 

 residents and or their families were not consulted with in the annual review of 

quality and safety of care 

 a copy of the annual review is not made available to residents and, if requested, 

to the Chief Inspector. 

 
Guide for risk rating: 
 

             Compliant Substantially Compliant          Non-compliant 

                Green               Yellow          Orange or Red 
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Regulation 24 Contract for provision of services 
Standard 2.8 

 

Each resident has a written contract/statement of terms and 

conditions with the registered provider of the residential care setting.  

 
What a service striving for quality improvement looks like 
 
Each resident signs an agreement for contract of care, in an accessible format, with the 
registered provider. If the person is unable or chooses not to sign it, this is recorded. 
The agreement provides for and is consistent with the person’s assessment, the service’s 
statement of purpose and the individual’s care plan. There is accurate information about 
the cost of care, including the cost of activities as well as other potential additional costs. 
Conditions of the contract are updated when applicable, and this is agreed with the 
person using the service. 
       
People are facilitated to understand the contract of care and what they are being asked 
to sign and agree to. Service providers have processes in place to assess a person’s 
capacity in accordance with legislation to enable informed consent. Assistive measures 
are consistent with Capacity legislation. Where a person is deemed not to have capacity 
to sign their contract, this is recorded. If the contract is signed by the resident’s next of 
kin, the provider has processes in place that take into account the rights of the resident. 
       
Evaluation of the effectiveness of the process surrounding the contract of provision of 
service comprises an element of the continuous quality improvement cycle, which, in 
turn, forms part of the annual review.  
 
Examples of information/evidence that will be reviewed 
 
Through communication 
 

Inspectors will communicate: 
 

 with residents to explore if the contract of care is appropriate to their needs 
 with residents to determine if they are given information to assist their 

understanding of their contract of care or if staff explain the contract to them 
 with residents to determine if charges for activities are appropriate   
 with residents to explore if they are aware of any other additional charges or 

potential charges to them 
 with residents to examine if the contract is updated when there are changes to 

the contract, if the changes are  explained to them and if they sign the new 
contract.  

 
Through a review of documents 
 
 

Inspectors will review documents such as: 
 

 the current contract for the provision of services 
 a sample of signed copies of the document or records of refusal or inability to 

sign 
 information given to residents to assist them in understanding the 

contract/Capacity legislation 
 the residents’ guide 
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 the statement of purpose. 
 

Compliance indicators 
 
Indicators of compliance include: 
 

 on admission, the registered provider agrees in writing with each resident the 
type of bedroom to be provided to the resident and the number of other 
occupants (if any) of that bedroom 

 the contract is updated and agreed when there are changes to the conditions of 
the contract 

 the agreement relates to the care and welfare of the person and includes details 
of the: 

o services to be provided, whether under the Nursing Homes Support 
Scheme or otherwise  

o the fees, if any, to be charged for such services   
o the arrangements for the application for or receipt of financial support 

under the Nursing Homes Support Scheme, including arrangements for 
the payment or refund of monies  

o any other service of which the person may choose to avail but which is 
not included in the Nursing Homes Support Scheme or to which the 
person is not entitled under any other health entitlement. 

 
 
Indicators of substantial compliance include:  
 

 while it is evident that care is delivered to a high standard, gaps are identified in 
the documentation; however, they do not result in a medium or high risk to 
residents. 

 
Indicators of non-compliance include: 
 

 there are no contracts of care in place 
 contracts are not signed on admission or not at a later date 
 terms of residence, the services provided, fees to be charged or additional fees 

are not included in the contract 
 contracts are not updated and agreed when there are changes to the contract. 

 
 
Guide for risk rating: 
 

             Compliant Substantially Compliant          Non-compliant 

                Green                Yellow Orange 
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Regulation 30 Volunteers 
  
 
What a service striving for quality improvement looks like 
 
The purpose of volunteers is to enhance the quality of life of residents and positively 

contribute to the lived experience of residents.  

      

The residential service takes into account the views of people to inform the planning and 

allocation of volunteers. Where volunteers support recreational and stimulating activities, 

these are based on peoples’ preferences, interests and past activities, and they are 

informed by the individual receiving support. This is continuously evaluated and 

improved following feedback from people.  Residents, their families and staff are happy 

with the contribution that volunteers make to their lives. 

       

Volunteers are given clear, comprehensive guidance about their role, the name of the 

person who has responsibility for the supervision of their work, who they report to and 

the support they receive. Volunteers have access to orientation and training 

programmes, including the protection of vulnerable people and the requirement to report 

abuse. There is a written code of conduct for all staff, including volunteers, which 

respects the rights and confidentiality of people using the service. Vetting of volunteers 

is provided in accordance with the National Vetting Bureau Act. Volunteers are 

supervised appropriately. 

       

Evaluation of the effectiveness of volunteers is an element of the continuous quality 

improvement cycle, which, in turn, forms part of the annual review.  

 
Examples of information/evidence that will be reviewed 
 
Through observation  
 

Inspectors will observe: 
 

 the supervision and support of volunteers 

 the interaction of volunteers, residents and staff 

 whether volunteers support residents to make choices regarding their day 

 whether volunteers treat people with dignity, respect and kindness 

 whether volunteers are mindful of confidentiality. 

 
Through communication 
 

Inspectors will communicate: 
 

 with people who use the service to explore their views on volunteers in the 

centre and determine if they have choice in whether a volunteer supports them 

 with staff to explore their understanding of their role and responsibility in 

supporting and supervising volunteers 
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 with volunteers to examine their understanding of their role and responsibility, 

including confidentiality with volunteers and the person in charge to determine if 

volunteers have a role description, if they are vetted and if they are appropriately 

supervised. 

 
Through a review of documents 
 

Inspectors will review documents such as: 
 

 human resources files to ensure appropriate vetting and training, contracts with 

details of roles, responsibilities, reporting and supervision 

 evidence of implementation of the Capacity legislation 

 residents’ questionnaires 

 annual review report. 

 
Compliance indicators 

 
Indicators of compliance include: 
 

 roles and responsibilities of volunteers are set out in writing 

 volunteers are supervised and supported in their role 

 volunteers are vetted in accordance with the National Vetting Bureau Act. 

 
Indicators of substantial compliance include: 
 

 while it is evident that volunteers support residents to a high standard, gaps are 

identified in the documentation; however, they do not result in a medium or high 

risk to residents. 

 
Indicators of non-compliance include: 
 

 the roles and or responsibilities for volunteers are not set out in writing 

 volunteers are not supervised or supported in their role 

 vetting disclosure has not been provided in accordance with the National Vetting 

Bureau Act. 

 
Guide for risk rating: 
 

             Compliant Substantially Compliant          Non-compliant 

                Green               Yellow          Orange or red 
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Regulation 31 Notification of incidents 
  
 
What a service striving for quality improvement looks like 
 
There is a culture of openness and transparency of reporting incidents and accidents to 

enable effective learning from incidents and accidents.  

 

Information governance arrangements are in place to ensure that the residential service 

complies with legislation and regulations relating to notifications. The person in charge 

of the centre takes responsibility for the submission of notifications to HIQA. She/he is 

knowledgeable regarding their regulatory responsibilities on notifications.  

 

Incidents are managed proactive and effectively. Incidents are analysed as part of the 

continuous quality improvement strategy to enable positive outcomes for people using 

the service. Review of this will show a programme of continuous evaluation to mitigate 

recurrences. There is a link between identification and management of care and the 

centre’s continuous improvement strategy. Staff are involved in the quality assurance 

programme and take responsibility for areas such as assessments and care planning 

updates in response to notifications. 

 

There is guidance in place on incident, accident and adverse event management for 

staff, and staff are knowledgeable of its contents. Staff have access to evidence-based 

research to support them in quality improvement initiatives and interventions to mitigate 

further episodes.  

       

Evaluation of effectiveness of governance procedures relating to notifications comprises 

an element of the continuous quality improvement cycle, which, in turn, forms part of 

the annual review.  

 
Examples of information/evidence that will be reviewed 
 
Through communication  
 

Inspectors  will communicate: 
 

 with people who use the service to examine their views on how incidents and 

accidents are managed 

 with staff to explore the responsibility and mechanism for reporting incidents and 

accidents 

 with staff to explore their understanding of notifications and incident 

management 

 with staff to determine how information from quality improvement management 

is relayed  

 with staff to explore whether practice changed following review of incidents. 
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Through a review of documents 
 

Inspectors will review documents such as:  
 

 incident and accident records  

 notification records 

 quality improvement management records 

 medication management related audits 

 the annual review 

 does the incident and accident form lend itself to quality improvement 

mechanisms? 

 assessments and care plans to determine if they are updated following incidents 

and accidents (pathway approach) 

 and cross-reference other documents such as risk management records, care 

plans to demonstrate appropriate submissions of notifications. 

 
Compliance indicators 

 
Indicators of compliance include: 
 

 a record of all incidents occurring in the designated centre is maintained  

 notification is provided to HIQA within three days of the occurrence of any 

incident set out in the regulations   

 a quarterly report is provided to HIQA to notify of any incident set out in the 

regulations  

 a report is provided to HIQA at the end of each six month period in the event of 

no ‘three day’ or ‘quarterly’ notifiable incidents occurring in the designated centre 

 when the cause of an unexpected death has been established, HIQA is informed 

of that cause. 

 
Indicators of non-compliance include: 
 

 the person in charge has poor knowledge of his/her obligations regarding the 

submission of notifications to the Chief Inspector  

 not all incidents and accidents are recorded in the centre 

 incidents have not been notified to the Chief Inspector in accordance with the 

Regulations 

 quarterly returns are not submitted to HIQA in line with the requirements set out 

in the regulations. 

  
Guide for risk rating: 
 

Compliant Non-compliant 

Green Orange 
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Regulation 32 Notification of absence 
  
 
What a service striving for quality improvement looks like 
 
Clearly defined lines of authority and accountability are the keystones to good 

governance and to ensuring safe quality care where the impact on outcomes for 

residents is positive. The centre is managed by people who are suitably trained to 

manage the facilities and service, and effective leadership and management ensures 

appropriate delegation when necessary.     

       

There are systems in place to ensure appropriate information governance that complies 

with the regulations. Management are aware of their notification responsibilities in line 

with these regulations. The notification of the absence of the person in charge includes 

details of the procedure and arrangements that will be in place for the management of 

the centre during the absence and, where possible, the proposed return date of the 

person in charge. Other details that are included in the notification are the name, 

contact details and the qualifications of the person who is responsible for the centre 

during the absence of the person in charge. 

        

The person delegated to assume responsibility knows the service and has the authority 

and accountability to assume the role of person in charge.    

       

Evaluation of effectiveness of governance procedures relating to notifications comprises 

an element of the continuous quality improvement cycle, which, in turn, forms part of 

the annual review.  

     
Examples of information/evidence that will be reviewed 
 
 
Through observation  
 

Inspectors will observe: 
 

 whether there are clear lines of responsibility and accountability observed in the 

absence of the person in charge. 

 
Through communication 
 

Inspectors will communicate: 
 

 with residents to explore whether they are kept informed to changes in 

management and absences and how is this information relayed to them 

 with staff to examine their understanding of delegation of roles and 

responsibilities when the person in charge is not on duty, on annual leave or 

absent for a protracted period 

 with staff to determine if they are informed when the person in charge is absent 

and when they are due back from leave 
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 with the person in charge and the provider to explore  their knowledge and 

understanding of their regulatory obligations regarding notification of absence 

 with the provider to explore whether there is appropriate delegation when the 

person in charge is absent. 

 
Through a review of documents 
 

Inspectors will review documents such as: 
 

 notifications submitted  

 duty rosters and holiday relief  

 minutes of meetings such as residents, staff, and management committees 

 human resources files. 

 
Compliance indicators 

 
Indicators of compliance include: 
 

 the Chief Inspector is given notice in writing to the proposed absence of the 

person in charge when that absence is for a continuous 28 days or more 

 except in the case of an emergency, this notice will be given no later than a 

month before the proposed absence commences or within such a shorter period 

as may be agreed with the Chief Inspector 

 this notice specifies the length or expected length of absence and the expected 

dates of departure and return 

 if the absence is as a result of an emergency and the absence concerned will be 

for a period of 28 days or more, notification is submitted to the Chief Inspector 

as soon as the absence becomes apparent; this notification includes the length or 

expected length of the absence 

 where the absence is as a result of an emergency, the Chief Inspector is notified 

of the return to duty of the person in charge not later than 3 working days after 

the date of their return. 

 
Indicators of non-compliance include: 
 

 the Chief Inspector is not given notice in writing to the proposed absence of the 

person in charge when that absence is for a continuous 28 days or more 

 except in the case of an emergency, this notice was not given no later than a 

month before the proposed absence commences or a shorter period was not 

agreed with the Chief Inspector 

 this notice does not specify the length or expected length of absence or the 

expected dates of departure or return. 

 
 
Guide for risk rating: 
 

Compliant Non-compliant 

Green Orange 
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Regulation 33 

 
Notification of procedures and arrangements for periods 
when person in charge is absent from the designated centre 

  
 
What a service striving for quality improvement looks like 
 
Clearly defined lines of authority and accountability are the keystones of good 

governance and to ensuring safe quality care where the impact on outcomes for 

residents is positive. The centre is managed by people who are suitably trained to 

manage the facilities and service and effective leadership and management ensures 

appropriate delegation when necessary.     

       

There are systems in place to ensure appropriate information governance that complies 

with the regulations. Management are aware of their notification responsibilities in line 

with these regulations. This notification of the absence of the person in charge includes 

details of the procedure and arrangements that will be in place for the management of 

the centre during the absence and, where possible, the proposed return date of the 

person in charge. Other details that are included in the notification are the name, 

contact details and the qualifications of the person who is responsible for the centre 

during the absence of the person in charge. 

        

The person delegated to assume responsibility knows the service and has the authority 

and accountability to assume the role of person in charge.  

       

Evaluation of effectiveness of governance procedures relating to notifications comprises 

an element of the continuous quality improvement cycle, which, in turn, forms part of 

the annual review.  

 
Examples of information/evidence that will be reviewed 
 
Through observation  
 

Inspectors will observe: 
 

 when the person in charge is absent, are there clear lines of responsibility and 

accountability observed, for example, staff and residents know who is in charge 

and who to report issues to. 

 
Through communication  
 

Inspectors will communicate: 
 

 with residents to explore whether they are kept informed of changes in 

management and absences and how is this information relayed to them 

 with staff to examine their understanding of delegation of roles and 

responsibilities when the person in charge is not on duty, on annual leave or 

absent for a protracted period 
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 with staff to determine if they are informed when the person in charge is absent 

and when they are due back from leave 

 with the person in charge and the provider to explore their knowledge and 

understanding of their regulatory obligations regarding notification of absence. 

 with the provider to explore whether there is appropriate delegation when the 

person in charge is absent. 

 
Through a review of documents  
 

Inspectors will review documents such as: 
 

 notifications submitted  

 duty rosters and holiday relief 

 staff personnel files 

 staff training and education 

 minutes of meetings such as residents, staff and management committees. 

 
Compliance indicators 

 
Indicators of compliance include: 
 

 the Chief Inspector is given notice of details of the procedures and arrangements 

that will be in place for the management of the designated centre during the 

absence of the person in charge when that absence is for a continuous 28 days 

or more 

 this notice specifies the arrangements which have been, or were made, for the 

running of the designated centre during that absence 

 this notice specifies the arrangements that have been, or are proposed to be, 

made for appointing another person in charge to manage the designated centre 

during the absence, including the proposed date by which the appointment is to 

be made 

 this notice specifies the name, contact details and qualifications of the person 

who will be or was responsible for the designated centre during the absence. 

 
Indicators of non-compliance include: 
 

 the Chief Inspector is not given notice of details of the procedures and/or 

arrangements that will be in place for the management of the designated centre 

during the absence of the person in charge when that absence is for a 

continuous 28 days or more 

 this notice does not specify the arrangements which have been, or were made, 

for the running of the designated centre during that absence and/or 

 this notice does not specify the arrangements that have been, or are proposed to 

be, made for appointing another person in charge to manage the designated 

centre during the absence, including the proposed date by which the 

appointment is to be made and/or 
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 this notice does not specify the name, contact details and qualifications of the 

person who will be or was responsible for the designated centre during the 

absence. 

 
Guide for risk rating: 
 

Compliant Non-compliant 

Green Orange 
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Regulation 34 
 

Complaints procedure 
 

Standard 1.7 

 

Each resident’s complaints and concerns are listened to and acted 

upon in a timely, supportive and effective manner.  

 
What a service striving for quality improvement looks like 
 
A good complaints procedure is one which demonstrates that people using the service 

both directly and indirectly have a right to raise issues and have those issues addressed 

in a timely and respectful manner. People are aware of their rights to raise issues 

without retribution, how to raise issues and to whom they may report their concerns. 

People are supported through this process and, where necessary, they have access to 

advocacy services. The complaints mechanism is in an accessible format for all. 

       

There is a culture of openness and transparency that welcomes feedback, which is seen 

as a valuable source of information to inform their quality improvement cycle. The 

complaints mechanism is monitored for effectiveness, including the outcomes for people. 

The complaints procedure is consistent with relevant legislation and regulations and 

takes into account best practice guidelines where confidentiality and anonymity (where 

necessary) are maintained.  

       

There is a complaints log which records all complaints, the investigations undertaken and 

any actions that resulted. Complaints records are independent from the person’s care 

plan. Privacy and dignity of people is maintained throughout the complaints procedure, 

and people are not negatively impacted following a complaint being made. 

        

Evaluation of the effectiveness of the complaints procedure comprises an element of the 

continuous quality improvement cycle, which, in turn, forms part of the annual review.  

 
Examples of information/evidence that will be reviewed 
 
Through observation  
 

Inspectors will observe: 
 

 how staff interact with residents and that the support given respects their 

privacy, dignity and opportunity to speak freely  

 whether the complaints procedure in an accessible format and displayed 

prominently in the centre  

 whether there is easily accessible information on advocacy services. 

 
Through communication 
 

Inspectors will communicate: 
 

 with residents to explore their experience of raising issues/complaints/concerns 

to determine if these are dealt with in an appropriate and timely manner  
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 with residents to explore if practice has changed since matters were raised  

 are people comfortable raising concerns?  

 do they feel listened to? 

 with residents to determine if they aware of advocacy services and if this service 

been offered to them 

 with staff to explore their views on issues/concerns/complaints being raised and 

to determine if they view complaints positively 

 with staff and the person in charge to determine whether quality improvement 

initiatives have resulted from issues raised 

 with staff to explore if they are aware of their responsibilities regarding the 

complaints procedure 

 with staff to determine if they are knowledgeable regarding advocacy services. 

 
Through a review of documents 
 

Inspectors will review documents such as: 
 

 complaints logs and complaints management records  

are complaints separate from residents’ care plan documentation?  

 records of any investigations or staff disciplinary actions 

 quality assurance programmes 

 the annual review report  

 residents’ questionnaires 

 advocacy services information  

 the residents’ guide and statement of purpose. 

 
 

Compliance indicators 
 
Indicators of compliance include: 
 

 there is an accessible and effective complaints procedure provided which includes 

an appeals procedure that shall: 

(a) make each resident and their family aware of the complaints procedure a 

soon as is practicable after admission of the resident to the centre 

(b) display a copy of the complaints procedure in a prominent position in the 

designated centre 

(c) nominate a person who is not involved in the matter the subject of the 

complaint to deal with complaints 

(d) investigate all complaints promptly 

(e) assist a complainant to understand the complaints procedure 

(f) ensure that the nominated person maintains a record of all complaints, 

including details of any investigation into the complaint the outcome of 

the complaint whether or not the resident was satisfied   

(g) inform the complainant promptly of the outcome of their complaint and 

details of the appeals process  
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(h) put in place any measures required for improvement in response to a 

complaint. 

 all complaints and the results of any investigation into the matters complained of 

and any actions taken on foot of a complaint are fully and properly recorded and 

such records shall be in addition and distinct from a resident’s individual care 

plan 

 there is a nominated person, other than the person nominated in (c) above, to be 

available in a designated centre to ensure that all complaints are appropriately 

responded and the person nominated under paragraph (c) maintains records 

specified under paragraph (f) 

 any resident who has made a complaint is not adversely affected by reason of 

the complaint having been made. 

 
Indicators of substantial compliance include: 
 

 while it is evident that care is delivered to a high standard, gaps are identified in 

the documentation; however, they do not result in a medium or high risk to 

residents. 

 
Indicators of non-compliance include: 
 

 the complaints procedure is not in an accessible format for residents 

 the complaints procedure is ineffective 

 the complaints procedure provided does not include an appeals procedure  

 each resident and their family are not made aware of the complaints procedure 

as soon as is practicable after admission of the resident to the centre 

 a copy of the complaints procedure is not displayed in a prominent position in the 

designated centre 

 the registered provider has not nominated a person who is not involved in the 

matter the subject of the complaint to deal with complaints; has not investigated 

all complaints promptly; has not assisted a complainant to understand the 

complaints procedure; has not ensured 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; has 

not informed the complainant promptly of the outcome of their complaint and 

details of the appeals process; or has not put in place measures to improve the 

service in response to a complaint 

 all complaints and the results of any investigation into the matters complained of 

and any actions taken on foot of a complaint are not fully and properly recorded 

and or such records are not in addition and distinct from a resident’s individual 

care plan 

 there is not a nominated person, other than the person nominated in (c) above, 

to be available in a designated centre to ensure that all complaints are 

appropriately responded to and the person nominated under paragraph (c) 

maintains records specified under paragraph (f) 
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 a resident who has made a complaint is adversely affected by reason of the 

complaint having been made. 

 
Guide for risk rating: 
 

Compliant Substantially Compliant Non-compliant 

Green Yellow Orange or Red 
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4.2   Guidance on regulations related to quality and safety  

This section discusses regulations related to the care and support people receive and 

if they are of a good quality and ensure people are safe. It includes information 

about the care and supports that should be available for people and on the 

environment in which they live.  

 
 

Regulation 5 
 

Individual assessment and care plan 
 

Standard 2.1 
 

Each resident has a care plan, based on an ongoing comprehensive 

assessment of their needs which is implemented, evaluated and 

reviewed, reflects their changing needs and outlines the supports 

required to maximise their quality of life in accordance with their 

wishes. 

 
What a service striving for quality improvement looks like 
 
Excellence in achieving individualised assessment and care planning is evidenced when 

there is a strong and visible person-centred culture within an organisation and residents 

receive the care they actually need. The intrinsic value of the person is recognised by 

respecting their uniqueness. The provider and person in charge recognise that while 

health impacts on quality of life, it does not define quality of life for residents. 

       

Individual assessment and care planning is a process to find out about the person, their 

abilities and needs in order to ensure their views are respected and the support they 

required is planned for in an individualised way. This is a dynamic process that is 

constantly evaluated and updated. It is important that this information is documented in 

a clear and concise way that can inform continuity of care, but it should also be seen as 

being owned by the resident themselves as a record of the care and supports they say 

they need. To this end, a rights-based approach ensures that decisions are made with 

the resident and not for the resident. Residents’ rights to healthcare, bodily integrity, 

physical and mental well-being are respected. In order to do this, staff are innovative in 

finding ways to support residents to express their views and live a life as they choose 

that balances risks and opportunities in a safe way. The provider and person in charge 

support staff to be creative and flexible to assist residents to live as they choose and 

look beyond the options that can be offered within the boundaries of their own service. 

As a result, residents’ relationships within the community flourish and they have 

meaningful experiences that include the benefits of holding valued social roles. 

       

The provision of individualised holistic assessment and care planning is not a separate 

activity carried out by one individual but forms part of everyday life and involves all staff. 

This results in a truly person-centred service for residents. The practice of assessment 

and care planning is regularly and formally reviewed and continually improved upon.  
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To ensure a comprehensive assessment and to develop a care plan that is truly 

individualised, the person must be involved in the decisions about their own care and the 

person’s autonomy must be to the fore. Balancing the rights of the resident to privacy 

and the engagement of the family in the development of a care plan is a complex issue, 

and a quality approach to the assessment and care planning manages this issue 

effectively and ensures the resident’s voice is prioritised and respected. A quality care 

plan cannot be created without a comprehensive and appropriate assessment. HPSC, 

HSE and Department of Health advice is discussed with residents and incorporated into 

the individual’s personal plan as appropriate. These are reviewed in line with any 

changing HPSC, HSE and Department of Health advice.  

 

       

The purpose of assessing people prior to admission is to ensure that the service has the 

ability and facilities to support people to maintain or improve their health and well-being. 

A quality service ensures this assessment is carried out by the most appropriate person. 

This person is assured that the needs and expectations of the resident can be met. The 

assessment must be updated on admission to ensure it is still valid and to quickly 

identify any changes. Staff recognise that moving into residential care is a stressful time; 

therefore, there is a clear planned approach to the person’s admission to the centre, 

whenever possible. 

       

People are asked ‘what is an enjoyable day for you’ and this informs their care planning. 

Active living, based on the individual’s interests and ability, is promoted. Promoting 

autonomy may require some degree of risk taking. A positive approach to risk 

assessment acknowledges that risk-taking is part of a fulfilled life which considers 

possible harms and focuses on individual strengths and collaborates with people to meet 

their individual needs with the necessary safeguards. It involves a careful balancing of 

the rights of residents, their safety and wellbeing and the professional accountability of 

service providers.  

       

Service providers have processes in place to assess a person’s capacity in accordance 

with legislation to enable informed consent. Assistive measures, such as where 

somebody is appointed by a person to assist them in the decision-making process, are 

consistent with Capacity legislation. This enables people to be consulted with and 

participate in the development of their individual care plans to ensure a holistic approach 

to their care that is based on a model of inclusiveness. Residents have access to their 

care plans in a format that suits them. 

       

Evaluation of the effectiveness of assessments and care plans comprises an element of 

the continuous quality improvement cycle, which, in turn, forms part of the annual 

review. 

 
Examples of information/evidence we will review 

 
Through observation  
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Inspectors will observe: 
 

 whether person-centred care is provided  

 staff interaction with people and the availability of staff 

 if privacy and dignity is respected 

 if people are enabled to exercise choice in their daily routines   

 if peoples’ rights are respected regarding the choices they make  

 whether residents have appropriate aids to maximise their independence 

 if documents are stored securely to ensure the privacy and dignity of residents. 

 
Through communication 
 

Inspectors will communicate with residents to: 
 

 broadly determine health, personal and social needs and then establish if these 

needs are being met and how  

 determine if residents are happy with the care they receive  

 determine if they feel their independence is promoted 

 explore whether staff have the appropriate skills to look after them 

 explore their understanding and knowledge of their care plan and determine if 

they are involved in its ongoing development. explore if the activities programme 

is relevant and meaningful to them, if they have input into its design and content 

and if they can access community events and the outdoors. 

 ascertain if they are aware of HPSC, HSE and Department of Health advice and 

how they are supported to adhere to the advice.  

  

  
Inspectors will communicate with staff to: 

 
 explore their understanding of individualised health, personal and social care 

planning as well as actions taken and referrals in response to peoples’ changing 

needs  

 explore their knowledge and understanding of the whole person in terms of their 

current situation and past life experiences  

 explore staff understanding of respecting the autonomy of people using the 

service while, at the same time, managing risk to support people to stay safe 

while minimising restrictions on their freedom  

 examine if staff are familiar with the regulations governing assessment and care 

planning. 

 
Inspectors will communicate with the person in charge to: 

 explore the oversight/supervision/monitoring of care and care plans, for example, 

are care plans and assessments part of the annual review and does this review 

influence change? 

 
Through a review of documents 
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Inspectors will review documents such as: 
 

 individual care records, including risk assessments, associated care planning and 

appropriate monitoring charts 

 records on the activities programme, including records of participation in 

activities and life stories or equivalent  

 HPSC, HSE and Department of Health advice has been considered in the 

development and update of the individual personal plans where appropriate.  

 minutes of residents’ meetings  

 incident and accident logs and complaints/concerns logs 

 evidence of implementation of the Capacity legislation 

 allied health professional assessments and reports 

 staff training records  

 the staff rota in order to see if staff numbers and skill mix are adequate to the 

complexity of the service and the size and layout of the premises 

 audits of care planning documentation, residents’ questionnaires, surveys of 

satisfaction of the quality of life for residents 

 the annual review report. 

 
 

Compliance indicators 
 
Note: 

 

 Gathering of evidence under this regulation could be used to form part of a 

resident pathway whereby all aspects of the resident’s care is reviewed to 

determine the quality of life of the resident and the safety of care provided by 

the service to that resident from pre-admission to the present time.   

 In HIQA’s reports, the number of care plans reviewed and the number of 

residents spoken with are stated. 

 
 
Indicators of compliance include: 
 

 residents are involved in their assessments and the development of their care 

plan  

 there is a comprehensive assessment of the person’s health and personal and 

social care needs that identifies the specific supports necessary for that person to 

maximise their quality of life, and this assessment is completed by an 

appropriately qualified healthcare professional either immediately prior to 

admission or on admission to the designated centre 

 care plans have been reviewed and updated in line with HPSC, HSE and 

Department of Health advice and there is evidence of support for each residents 

to adhere to the appropriate advice. 
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 the outcomes of the assessments informs the person’s care plan, and the 

information in the care plan correlates with the information gleaned from the 

person using the service  

 information is given to the person in an accessible format to ensure they 

understand care planning 

 the individualised care plan is developed within 48 hours of admission and 

following the comprehensive assessment of the person’s health, personal and 

social care needs  

 following the comprehensive assessment and development of a care plan, the 

provider has arranged to meets the needs of the resident, in so far as is 

reasonably practicable 

 the care plan is formally reviewed at intervals not exceeding four months and 

revised following consultation with the person concerned and, where appropriate, 

the person’s family 

 where the resident’s status changes, assessments and care plans are updated 

accordingly  

 consultation regarding a person’s care plan and consent for care planned is 

undertaken in line with capacity legislation 

 the care plan is available to the person using the service and may, with the 

person’s consent, be made available to their family. 

 
Indicators of substantial compliance include:  
 

 while it is evident that care is delivered to a high standard, gaps are identified in 

the documentation; however, they do not result in a medium or high risk to 

residents. 

 
Indicators of non-compliance include: 
 

 a comprehensive assessment of the health, personal and social care needs of a 

resident or a person who intends to be a resident of the designated centre is not 

arranged  

 the assessment is not undertaken by an appropriate healthcare professional 

 the assessment is not comprehensive and does not reflect the health, personal 

and social care needs of individuals 

 there is no care plan based on the assessed needs of the individual 

 the care plan in place was not prepared either immediately prior to or on 

admission of the person to the designated centre 

 the care plan does not reflect the health, personal or social care needs of the 

person using the service and/or conflict with HPSC, HSE and Department of 

Health advice and pose a risk to the residents safety 

 the care delivered does not correlate with the needs of the resident  

 care plans are not reviewed formally at intervals not exceeding four months or 

there is no consultation with the person or, where appropriate, their family 

 assessments or care plans are not updated with changes to the care needs of the 

resident 
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 the person is not consulted with as part of their assessment and care planning 

 information is not in an accessible format for individuals 

 decisions are not undertaken in compliance with capacity legislation.  

 
Guide for risk rating: 
 

Compliant Substantially Compliant Non-compliant 

Green Yellow Orange or red 
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Regulation 6 Healthcare 
Standard 4.1 
 

The health and wellbeing of each resident is promoted and they are 

given appropriate support to meet any identified healthcare needs.  

 

What a service striving for quality improvement looks like 
 
The principles of quality healthcare are health promotion, prevention, independence and 

meaningful activity, and residents’ healthcare are based on these principles. A rights-

based approach ensures that decisions are made with the person and not for the person. 

Residents’ rights to healthcare, bodily integrity, physical and mental well-being are 

respected. 

        

Service providers have processes in place to assess capacity in accordance with 

legislation to enable informed consent. Assistive measures where somebody is appointed 

by a person to support them in the decision-making process are consistent with capacity 

legislation. Information in an accessible format is given to people to enable them to 

participate in the decision-making process in relation to their care, and staff demonstrate 

their knowledge and understanding of this. Residents articulate that information is given 

to them to help them make decisions and their consent is sought without prejudice or 

force. Relevant documentation supports this. Residents are supported to understand 

HPSC, HSE and Department of Health advice so they can make informed decisions. 

       

People are protected from infection. Residents have timely access to healthcare services 

based on their assessed needs. There is continuity of care, and residents’ health needs 

are reviewed on an ongoing basis. Residents are active participants in their healthcare 

choices, where possible, and their choices are respected. Healthcare is provided that 

respects the wishes, privacy and dignity of the person. Residents have access to a 

general practitioner (GP) of their choosing or, where this is not possible, they are happy 

with the GP they have access to. In addition, residents have access to specialist services 

and assistive equipment according to their needs. Staff encourage and promote physical 

activity and mental stimulation appropriate to residents’ ability. Residents should have 

access to alternative therapies if they wish.  

 

Residents who are eligible, by means of their gender, age or condition, are made aware 

of and supported to access, if they so wish, the National Screening Services. These 

services include BreastCheck  (for women aged 50-69 years), CervicalCheck (for women 

aged 25-60 years), BowelScreen (for both men and women aged 60- 69 years) and 

Diabetic RetinaScreen (for all persons with diabetes aged 12 years and older).   

        

There is effective communication between all professionals involved in the person’s care 

and treatment and the person receiving care, with due regard for the person’s wishes 

about sharing of their information. 

       

Evaluation of the effectiveness of healthcare for each resident will comprise an element 

of the continuous quality improvement cycle, which, in turn, forms part of the annual 

review.  
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Examples of information/evidence we will review 
 
Through observation  
 

Inspectors will observe: 
 

 if residents have appropriate aids to maximise their independence whether 

residents are supported to maximise their independence in their daily lives  

 if staff deliver a high standard of evidence-based nursing care in accordance with 

professional guidelines  

 if there is information in an accessible format for residents informing them of the 

National Screening Services they may be eligible to avail of and what supports 

the provider has in place to assist them in the decision making process 

 if staff deliver person-centred care that respects the rights of residents, including 

the right to refuse care 

 evidence of institutional practices 

 if interaction and delivery of care is respectful of the people’s privacy and dignity  

 whether allied health professionals such as chiropodists, physiotherapists and 

speech and language therapists respect people’s privacy and dignity. 

 
Through communication 
 

Inspectors will communicate: 
 

 with residents to determine if they chose their GP or if the GP is acceptable to 

them 

 with residents to determine if they timely access to their GP, specialist services 

and routine checkups. For example was a virtual or face to face visit appropriate 

in the circumstances? 

 with residents to determine if they access to information and education about 

their health needs 

 with residents to explore if they involved in decision making about their health 

and if their right to refuse treatments is respected 

 with residents, staff and the person in charge on how they keep up-to-date 

with HPSC, HSE and Department of health advice and how it is implemented.    

 with staff to explore their understanding of promoting and maximising 

independence for people who use the service 

 With the person in charge and staff on how HSPC, HSE and Department of 

Health advice may impact on end of life care and what arrangements they 

have in place 

 with staff to explore their understanding of healthcare supports and needs  

 how residents are facilitated to access the National Screening Services 

 with staff in how they support residents to access relevant information and 

education on areas such as nutrition, mental health, exercise and physical 

activity, relationships, HPSC, HSE and Department of Health advice.  
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 with staff to examine their observation process on how changes in people’s 

behaviour may indicate changes in health and wellbeing  

 with staff to examine their use of preventative strategies in areas such as 

constipation, urinary tract infections, malnutrition, pressure ulcers, falls, and 

disorientation  

 with staff to explore whether they recognise the importance of supportive 

therapies  

 with staff to establish how information is passed on from one shift to another and 

to other healthcare professionals  

 with staff to explore how they promote and maintain a high standard of 

evidence-based nursing care 

 with staff to examine if they are aware of professional guidelines set out by An 

Bord Altranais agus Cnáimhseachais, for example, medication management 

guidelines and the professional code of conduct.  

 
Through a review of documents 
 

Inspectors will review documents such as: 
 

 individual care records, including risk assessments and associated care planning 

records, wound management charts and food and fluid records  

 a sample of care plans to determine if residents have access to National 

Screening Services and are assisted in the decision making process  

 weight management records  

 medical care records, including documentation where treatment is refused  

 referrals and reviews, including specialist reviews and reports 

 evidence of implementation of capacity legislation  

 hospital passports, if they are in place 

 other records such as consent for photographs, medication management, 

transfer letters and restrictive practices and other interventions  

 daily nursing records  

 records on medication errors, accident and incident reports to determine whether 

there were appropriate interventions, timely responses and care plan updates  

 audits of care planning documentation, residents’ questionnaires, surveys of 

peoples’ satisfaction of the quality of healthcare 

 the annual review report. 

 
Compliance indicators 

  
Indicators of compliance include: 
 

 there is evidence that residents are active participants in their healthcare choices 

and these choices are respected 

 appropriate medical care and healthcare, including a high standard of evidence-

based nursing care in accordance with professional guidelines issued by An Bord 

Altranais agus Cnáimhseachais, is provided 
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 evidence to demonstrate that residents are supported to make decisions 

regarding the National Screening Services and are facilitated to attend if they so 

wish 

 in so far as reasonable practicable, a GP chosen by or a GP acceptable to that 

resident visits by a GP or allied health professionals are supported in an 

appropriate way (for example, face to face or telecommunications where face to 

face is not possible) 

 medical treatment recommended by the GP and access to other healthcare 

services and treatments required are made available 

 medical treatment agreed to by the person is made available to the person 

 information is given to residents in an accessible format so they can understand 

the proposed medical treatment including up to date HPSC, HSE and Department 

of Health advice. 

 consent for or refusal of medical treatment is in compliance with capacity 

legislation, and documentation is available to support this decision-making 

process   

 there is evidence that the provider/person in charge has facilitated referrals to 

additional healthcare services and treatments in accordance with residents’ care 

plans.  

 
Indicators of substantial compliance include: 
 

 while it is evident that care is delivered to a high standard, gaps are identified in 

the documentation; however, they do not result in a medium or high risk to 

residents. 

 while efforts are made, not all residents have access to a GP of their choice, for 

example, due to location. 

 
Indicators of non-compliance include: 
 

 care practices observed do not reflect the individualised health, personal or social 

care assessed needs of the person 

 practices observed are task-orientated/institutionalised rather than person-

centred  

 a personalised approach to health and wellbeing is not demonstrated and there is 

little or no meaningful interaction with the individual  

 appropriate healthcare are not provided for the person using the service 

 residents have not been supported to make decisions and are facilitated to avail 

of the Nation Screening Services, if they so wish,  

 there is no recorded evidence that residents have been supported to make 

decisions and are facilitated to avail of the Nation Screening Services 

 the GP is not acceptable to the person using the service 

 GP visits are not facilitated in an appropriate way 

 medical treatment recommended for the person using the service is not 

facilitated 

 residents do not have timely referrals to other healthcare services 
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 HPSC, HSE and Department of Health advice was inappropriately implemented 

which has a negative impact on residents healthcare needs. 

 records were not maintained in line with the regulations 

 capacity legislation has not been implemented appropriately or not at all 

 consent has not been obtained where necessary 

 consent has not been obtained in line with capacity legislation, where necessary. 

 
 
Guide for risk rating: 
 

Compliant Substantially Compliant Non-compliant 

Green Yellow Orange or red 
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Regulation 7 Managing behaviour that is challenging 
Standard 4.3 Each resident experiences care that supports their physical, 

behavioural and psychological wellbeing. 

 
What a service striving for quality improvement looks like 
 
Services recognise that behaviour is a form of communication and strive to understand 

and respond appropriately to the individual. A positive approach is adopted to 

responding to individuals’ behaviours that promotes positive outcomes for residents. 

These are based on staff knowing and understanding the person’s usual behaviours and 

responses are a means of communication and having an awareness of and ability to 

adapt the environment in response to such behaviours. 

        

Staff have up-to-date knowledge and skills, appropriate to their role, to respond to and 

manage behaviours that are challenging. Staff can anticipate certain behaviours and 

initiate pre-emptive actions before behaviours escalate. Where the behaviours are not 

anticipated, staff responses observed are the least restrictive and managed in a dignified 

manner. Appropriate assessment and care planning form part of the management of 

responsive behaviours to ensure positive outcomes for residents. Staff know why 

residents are prescribed specific medicines, and they are able to differentiate between 

therapeutic treatments for a specific diagnosis and chemical restraint. Medicines that are 

used as a restraint are documented as such, and their use and effectiveness is 

monitored. Where restraint is used, it is used in accordance with national policy, with 

supporting records maintained in line with the regulations.  

 

Residents behavioural support needs are assessed with the resident on how they may be 

impacted by HPSC, HSE and Department of Health guidance. The behavioural support 

plans will be updated appropriately.  

   

Service providers have processes in place to assess capacity in accordance with 

legislation in order to enable informed consent. Assistive measures, where somebody is 

appointed by a person to assist or support them in the decision-making process 

regarding their care, are consistent with capacity legislation, particularly in relation to 

restrictive practices. Information in an accessible format is given to people to enable 

them to participate in the decision-making process. 

       

Evaluation of the effectiveness of assessments, behavioural support plans and 

interventions comprises an element of the continuous quality improvement cycle, which, 

in turn, forms part of the annual review.  

 

Examples of information/evidence we will review 
 
Through observation  
 

Inspectors will observe: 
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 how staff interact with residents 

 if staff positively support people with responsive behaviours  

 whether staff respect and ensure peoples’ dignity and privacy during responsive 

behaviour episodes 

 if positive actions are taken when dealing with difficult situations 

 whether responses are in line with national policy. 

 
Through  Communication 
 

Inspectors will communicate: 
 

 with residents to explore their understanding of safeguarding and whether they 

are enabled to raise issues  

 with resident to determine if they are supported to recognise and manage their 

responsive behaviours  

 with residents to determine if they have access to advocacy if necessary 

 with staff to explore their knowledge and understanding of responsive 

behaviours, positive responses and restrictive practices 

 with staff to explore their understanding of therapeutic medication, PRN 

medicines (medicines only taken as the need arises) and chemical restraint 

 with staff to explore their understanding of assistive safety equipment and 

physical restraint 

 with staff to determine if they have up-to-date training on responsive behaviours  

 with staff to explore their understanding and knowledge of safeguarding and 

protection, including national policies.  

 With staff to determine if HPSC, HSE and Department of Health advice has 

negatively impacted on supporting residents and their behaviour.   

 
Through a review of documents 
 

Inspectors will review documents such as: 
 

 residents’ risk assessments, including positive behavioural support assessments  

 individual care records, including daily narrative nursing records  

 medicines management, including PRN medicines  

 records related to access to specialist services, for example psychiatry, 

psychology, geriatrician or multi-disciplinary support reports 

 restrictive practice records 

 staff handover reports  

 staff training records  

 residents’ questionnaires 

 audits of assessments, care plans and positive behavioural support plans 

 the annual review report. 

 
Compliance indicators 

 
Indicators of compliance include: 
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 practices observed demonstrate that responsive behaviours were managed in the 

least restrictive way  

 where restraint is used, it is only used in accordance with the current national 

policy 

 staff have up-to-date knowledge and skills, appropriate to their roles, to 

positively respond to behaviour that is challenging 

 staff know the medicines residents are prescribed, and staff can differentiate 

between therapeutic medicines prescribed for a specific diagnosis and PRN 

medicines and medicines used as chemical restraint 

 where there is a positive behavioural support plan with medicines prescribed, it 

correlates with the resident’s prescription 

 Appropriate communication and supports are in place for residents to understand 

any changes made which may impact them based on HPSC, HSE and Department 

of Health advice.  

 there are records which clearly record resident’s response to chemical restraint 

 staff can differentiate between physical restraint and the use of aids 

recommended by allied health professionals such as occupational therapists 

 assessments and care plans for the management of responsive behaviours 

demonstrate appropriate records in accordance with up-to-date evidence-based 

best practice 

 where possible, consent is obtained in compliance with capacity legislation for 

restraint, and there is documented evidence to support this  

 practices relating to responsive behaviours are audited, and these form part of 

the annual review, which informs improvements.  

 
Indicators of substantial compliance include: 
 

 while it is evident that care is delivered to a high standard, gaps are identified in 

the documentation; however, they do not result in a medium or high risk to 

residents. 

 
Indicators of non-compliance include: 
 

 practices observed do not promote positive outcomes for people, do not 
demonstrate the least restrictive response and management to responsive 
behaviours and do not reflect institutional abuse 

 assessments and care plans for people with responsive behaviours are not 
comprehensive to appropriately and effectively manage these behaviours 

 staff do not have up-to-date knowledge and skills appropriate to their role to 
respond to and manage responsive behaviours 

 staff have poor knowledge of or are unable to articulate their knowledge of the 
management of responsive behaviours, appropriate to their role  

 medicine management records, particularly related to PRN medicines do not 
reflect best practice 

 staff have a poor understanding of medicines used for therapeutic purposes and 
those used as a chemical restraint 
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 responses to chemical interventions is not monitored and or recorded to enable 
learning to improve outcomes for residents 

 staff have poor understanding of the differentiation between assistive equipment 
recommended by allied health professionals to ensure safety of residents and 
physical restraint 

 records maintained of responsive behaviours are not evidence based 
 practices observed and documentation reviewed demonstrates that when 

restraint is used, it is not used in accordance with national policy as published on 
the website of the Department of Health from time to time 

 Practices have been implemented based on HSPC, HSE and Department of Health 

advice without due consideration as to their impact on the resident’s wellbeing 

 practices are not audited as part of the annual review to improve outcomes for 
residents. 

 
Guide for risk rating: 
 

Compliant Substantially Compliant Non-compliant 

Green Yellow Orange or red 
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Regulation 8 Protection 
Standard 3.1  

 

 

Standard 3.5 

 

 

Each resident is safeguarded from abuse and neglect and their safety 

and welfare is promoted. 

 

Arrangements to protect residents from harm promote bodily 

integrity, personal liberty and a resident free environment in 

accordance with national policy. 

 
What a service striving for quality improvement looks like 
 
Every resident has the right to feel protected and safe from all forms of abuse (physical, 

sexual, emotional, financial, institutional, neglect and discriminatory). Safeguarding is, 

first and foremost, about proactively protecting people. The culture espoused is one of 

openness, companionship and transparency, where people can raise and discuss any 

issues without prejudice. Staff recognise the importance of empathy and compassion 

and actively listen to the fears and concerns of residents. They understand and 

recognise institutional practices and respond appropriately. There is an atmosphere of 

friendliness, and people’s dignity is respected. The philosophy of care is based on the 

recognition of the worth of all people using the service, and the residents are helped to 

live in a dignified way.  

       

Robust policies and supporting procedures are implemented that ensures residents are 

protected from all forms of abuse. Residents are protected by practices that promote 

their safety in relation to: 

 

 recruitment, selection, training, assignment and supervision of staff and 

volunteers  

 the provision of intimate and personal support to people who require it  

 the duty of each staff member to report any past or current concerns for the 

safety of the people living in the residential service or in any other setting  

 access to an advocate or advocacy services  

 private access to their representatives, family, advocates and external 

professionals.  

       

Restraint is used in line with national guidelines only. A comprehensive risk assessment 

is completed prior to implementation of restraint, and records are maintained in 

accordance with the regulations regarding restraint. Restraint is managed in line with 

evidence-based best practice guidelines, for example, assessment and monitoring of 

individuals being restrained. A restraint-free environment is promoted. There are audits 

of the service’s approach to the use of restraint and protection of personal liberty.  

       

Service providers have processes in place to assess capacity in accordance with 

legislation to enable informed consent. Assistive measures are consistent with capacity 

legislation where somebody is appointed by a person to assist or support them in the 

decision-making process regarding their care (when necessary), in particular, to 
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restrictive practices. Information in an accessible format is given to people to enable 

them to participate in the decision-making process. 

       

Residents report that staff are kind and respectful, and they know staff by name. People 

are assisted and supported to understand abusive and neglectful behaviour, and they 

report that they can raise issues without fear and that their concerns are addressed. All 

concerns and allegations are investigated in an effective manner in line with legislative 

requirements. The complaints log will demonstrate appropriate and timely responses to 

those peoples’ concerns. People have access to independent advocacy service should 

they so wish. 

       

There will be a robust secure system in place to manage residents’ finances. There are 

secure arrangements for residents’ valuables and valued possessions. 

       

Evaluation of the effectiveness of from all forms of abuse comprises an element of the 

continuous quality improvement cycle, which, in turn, forms part of the annual review.  

 
Examples of information/evidence we will review 
 
Through observation  
 

Inspectors will observe: 
 

 verbal and non-verbal interaction of staff with people who use the service and 

between staff 

 if there is a culture of openness or if the practices are institutional in nature 

 if people are enabled to make choices regarding the risks associated with their 

care  

 if interactions are meaningful or task-led  

 the staff hand-over to see if staff speak in a respectful and caring way about 

people. 

 
 
Through  Communication 
 

Inspectors will communicate: 
 

 with residents to explore safeguarding with them and whether they feel enabled 

to raise any issue  

 with residents to explore whether they understand what ‘keeping safe’ means  

 with residents to determine if their freedom is unnecessarily restricted and 

whether they have the freedom to make choices  

 with residents to determine if information is given to them in an accessible 

format, for example, through an easy read plain English document or through a 

pictorial system  

 with staff to explore their knowledge and understanding of safeguarding and 

responsibilities regarding reporting 
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 with staff to determine if their training is up to date 

 with staff to explore how they protect people from abuse, discrimination and 

avoidable harm, including breaches of their dignity and respect  

 with staff to explore their knowledge, understanding and prevention of 

institutional abuse. 

 
Through a review of documents 
 

Inspectors will review documents such as:  
 

 individual care records with risk assessments including restraint risk assessments 

 records related to behaviour support, medicine management and PRN medicines  

 minutes of residents’ meetings  

 the daily narrative, staff handover reports and the unit diary 

 accidents and incidents reports and the complaints log  

 residents’ finances  

 residents’ questionnaires  

 audits and satisfaction surveys 

 the annual review report. 

 
Compliance indicators 

 
Indicators of compliance include: 
 

 practices observed demonstrate that people are protected and safe from all 

forms of abuse 

 residents report they feel safe and protected 

 consent is obtained for interventions and people are facilitated to make informed 

decisions about their care in compliance with capacity legislation 

 where restraint is used, it is only used in accordance with current national policy 

and the capacity legislation; it is as least restrictive as possible; and assessment, 

care plans and management of use of restraint is undertaken in line with 

legislative requirements and up-to-date evidence-based best practice guidelines 

 staff have up-to-date knowledge and skills, appropriate to their roles, regarding 

protection and safeguarding people who use the service 

 any incident or allegation of abuse is investigated 

 where the person in charge is the subject of an allegation, the registered provider 

has investigated the matter or has nominated a suitable person to investigate the 

matter. 

 
Indicators of substantial compliance include: 
 

 while it is evident that care is delivered to a high standard, gaps are identified in 

the documentation; however, they do not result in a medium or high risk to 

residents. 

 
Indicators of non-compliance include: 
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 observation of staff interaction demonstrate that residents are not treated or 

spoken with in a dignified and respectful manner  

 interventions are task-led and institutionalised and do not reflect individualised 

care 

 staff do not have up-to-date training in safeguarding and protection.  

 staff are unsure of or do not know what constitutes abuse; they do not recognise 

abuse; they do not know how to respond to allegations of abuse; and they are 

uncomfortable reporting anything untoward 

 incidents or allegations are not investigated effectively or there is no investigation 

into matters 

 where the person in charge has been subject to an allegation, this has not been 

effectively investigated 

 staff are not familiar with the safeguarding policy; this policy has not been 

implemented and this is reflected in practice. 

 
Guide for risk rating: 

Compliant Substantially Compliant Non-compliant 

Green Yellow Orange or Red 
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Regulation 9 Residents’ rights 
Standard 1.1  

 

 

Standard 1.2 

 

Standard 1.3 

 

 

 

Standard 1.4 

 

 

Standard 1.6 

 

 

 

Standard 4.2 

The rights and diversity of each resident are respected and 

safeguarded. 

 

The privacy and dignity of each resident are respected. 

 

Each resident has the right to exercise choice and to have their needs 

and preferences taken into account in the planning, design and 

delivery of services. 

 

Each resident develops and maintains personal relationships and links 

with the community in accordance with their wishes. 

  

Each resident, where appropriate, is facilitated to make informed 

decisions, has access to an advocate and their consent is obtained in 

accordance with legislation and current evidence-based guidelines. 

 

Each resident is offered a choice of appropriate recreational and 

stimulating activities to meet their needs and preferences. 

 
What a service striving for quality improvement looks like 
 
The culture of the organisation is one that protects and promotes the core human rights 

principles of fairness, respect, equality, dignity and autonomy. This culture is based on a 

shared value system that respects all aspects of people’s uniqueness, recognising their 

individuality and treating people as valued human beings. People using the service will 

be treated as equals. Their individual opinions are sought and valued, and their input 

helps define the service. Residents are supported to understand their rights. Equally, 

staff know and understand the rights of people using the service and support residents 

in upholding them, when necessary. Embedded and engrained within the culture of the 

organisation are care practices that focus on residents and not the convenience of staff. 

The impact of interventions on outcomes for people is positive.       

       

Service providers have processes in place to assess capacity in accordance with 

legislation in order to enable informed consent. Assistive measures, where somebody is 

appointed by a person to assist them in the decision-making process, are consistent with 

capacity legislation. This will enable people to make choices and take decisions about 

their daily lives. Residents are supported to understand any HPSC, HSE and Department 

of Health advice and adjusting their choices when required.  

 

The culture espoused is one of openness, where staff are supported to be creative and 

flexible to assist residents to live as they choose and look beyond the options that are 

offered within the boundaries of their own service. Residents are addressed in a way 

they are comfortable with. People have opportunities and facilities to participate in 

meaningful activities in accordance with their interests, abilities and capacities. These 

activities promote their physical and mental health and wellbeing and socialisation. They 
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are facilitated to exercise their civil, political and religious rights in accordance with their 

wishes, in so far as is reasonably practical. 

       

People using the service feel safe. They have freedom to exercise choice, in so far as 

such choice does not interfere with the rights of other people using the service. It 

acknowledges that all preferences may not be facilitated because often, decisions are 

made based on our relationships with others. People have choice and opportunity to be 

alone and their privacy and dignity is respected at all times. In accordance with their 

wishes, people have opportunities to avail of community events and resources. 

       

Residents have access to current affairs, technology, and a telephone for private use. 

People can keep in touch with their friends and relatives. Residents meetings are held 

and people report that they are consulted with and enabled to participate in the 

organisation of the centre. People have access to an independent advocacy service and 

they are aware of such a service. Staff advocate for residents in the day-to-day running 

of the centre. People can make a complaint or bring a concern to staff or the person in 

charge without fear. 

      

Service providers recognise and acknowledge possible power imbalances for vulnerable 

people living in residential care and actively promote a culture of open communication. 

The rights of residents and the engagement of the family is a complex one so the family 

involvement is done with the permission of the person. 

       

Evaluation of the effectiveness of practices to support people’s rights comprises an 

element of the continuous quality improvement cycle, which, in turn, forms part of the 

annual review.  

 
Examples of information/evidence we will review 
 
Through observation  
 

Inspectors will observe: 
 

 verbal and non-verbal interaction of staff with people who use the service and 

between staff will show whether daily routines are person-centred or task-led and 

whether staff discuss interventions with people prior to the intervention 

 management of risk to determine if risks associated with care and support is 

managed positively and appropriately 

 if people are enabled to make choices about their care and possible risks 

associated with such choices?  

 staff handover may reveal whether the service is person-centred or task-led  

 if staff speak in a respectful and caring way about people 

 whether interactions are meaningful or task-led.  

 
Through communication 
 

Inspectors will communicate with residents to determine whether: 
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 staff seek their consent and involve them in discussions and decisions about their 

daily lives 

 residents understand how and why decisions have been made about their lives  

 people have access to meaningful activities to them and if they have access and 

links to the wider community 

 their opinions or life stories were sought to enable staff to formulate a relevant 

activities programme?  

 residents are supported to manage risks associated with their care positively and 

appropriately  

 they are aware of advocacy services?  

 
Inspectors will communicate with staff to: 

 
 explore their understanding, knowledge and implementation of the Capacity 

legislation how they assist people with diminished capacity make decisions.  

 discuss their understanding of people’s rights and how they respect those rights 

 determine how staff facilitate residents to exercise choice in accordance with 

their interests and capacities? 

 
Through a review of documents 
 

Inspectors will review documents such as: 
 

 care plans and assessments including safeguarding records, consent, life stories 

or other social information gathering tool, activities participation records, 

residents meetings, information on advocacy services 

 residents’ questionnaires 

 surveys of peoples’ life experiences in the centre/annual review report 

 SOP/mission statement. 

 
Compliance indicators 

 
Indicators of compliance include: 
 

 practices observed demonstrate that people are protected and safe from all 

forms of abuse 

 care is delivered cognisant of the core human rights principles  

 staff understand residents’ rights and support them to exercise their rights 

 consent is obtained for interventions, and people are facilitated to make informed 

decisions about their care in accordance with capacity legislation 

 people have access to information in accordance with their wishes and in an 

accessible format 

 people have choice and opportunity to be alone, and their privacy and dignity is 

respected at all times 

 people have access to independent advocacy if they so wish  

 people are consulted with and participate in the organisation of the centre 
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 staff have up-to-date knowledge and skills, appropriate to their roles regarding 

protection and safeguarding people who use the service 

 staff are aware of and respect people’s cultural background and religious 

preferences. 

 
Indicators of substantial compliance include: 
 

 while it is evident that care is delivered to a high standard, gaps are identified in 

the documentation; however, they do not result in a medium or high risk to 

residents. 

 
Indicators of non-compliance include: 
 

 some or all of the core human rights principles of fairness, respect, equality, 

dignity and autonomy are not always respected 

 the service is task-orientated and institutional practices are observed 

 there is little or no consultation with people using the service  

 people are not facilitated to exercise their choice 

 people are not enabled to make decisions about themselves or their lives 

 staff have poor knowledge or insight into peoples’ preferences 

 staff have poor knowledge of institutional abuse 

 people are not safe or protected from institutional abuse 

 consent is not always obtained from people 

 informed consent is not facilitated in compliance with Capacity legislation 

 people do not have access to independent advocacy. 

 
Guide for risk rating: 
 

Compliant Substantially Compliant Non-compliant 

Green Yellow Orange or red 
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Regulation 10 Communication difficulties 
Standard 1.5 

 

Each resident has access to information, provided in a format 

appropriate to their communication needs and preferences. 

 
What a service striving for quality improvement looks like 
 
The purpose of effective communication is to recognise that information is given, 

received and understood differently. Effective communication enables residents to make 

informed life choices and decisions. The core human rights principles are applied to 

ensure people can communicate freely and are facilitated to do so with the appropriate 

assistance, cognisant of their diagnosis and ability.  

       

Information is given in a manner people can understand to assist them to make 

decisions. Assistive technology and supports are in place for people who need them. 

Both staff and people using the supports have been trained in their use. People have 

access to media in a format accessible to them. 

       

The culture espoused by staff is one of advocate for residents, and this includes 

facilitating access to external advocates when required. Residents are supported to 

communicate with their families and friends in a way that suits them and if they so wish. 

Where guidance as a result of a public health emergency impacts on the day to day life 

of residents and their social connections staff should work with residents to seek 

alternate arrangements to maintain those social connections.  

 

       

Residents are provided with a guide about their service, and they are consulted with 

when changes occur with their service. The National Standards are available to people so 

they understand and know what to expect from their service. Where necessary, staff will 

explain the standards to residents. Inspection reports are available to residents in an 

accessible format, and they are supported to understand the inspection reports where 

necessary.  

        

Residents know there is personal information maintained about them, and they know 

how to access this information in line with legislative requirements.  

        

Residents play an active part in designing their day, and they are kept informed and 

consulted about the day-to-day running of their service. People are facilitated and 

supported to stay in touch with their family and friends. 

        

Evaluation of effective communication comprises an element of the continuous quality 

improvement cycle, which, in turn, forms part of the annual review.  

 
Examples of information/evidence we will review 
 
Through observation  
 

Inspectors will observe: 
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 the interaction of staff with residents to determine if people are supported to 

communicate in a way that enables them to be actively involved in their decision-

making process 

 the type of supports that are used 

 if explanations are given to residents when they need them and in a way they 

understand 

 if residents’ independence is promoted 

 whether staff communicate respectfully and effectively with residents and if staff 

actively engage with residents. 

 
Through  communication 
 

Inspectors will communicate: 
 

 with residents to get their views and experience on how they are supported to 

communicate effectively and determine if they have the appropriate supports 

available such as electronic communicators 

 with staff to explore their understanding of effective ways to support people to 

be actively involved in decision making, especially those with communication 

needs.  

 
Through a review of documents 
 

Inspectors will review documents such as: 
 

 individual care plans and assessments  

 medical notes with specialist referrals and reports such as speech and language 

and audiology  

 communication passports  

 pictorial systems of communication   

 staff training records 

 residents’ questionnaires 

 evidence of implementation of capacity legislation 

 audits and annual review. 

 
Compliance indicators 

 
Indicators of compliance include: 
 

 each person, having regard for their and other residents’ wellbeing, safety and 

health,   can communicate freely 

 where necessary, residents have access to plain English documents and pictorial 

systems  

 residents have access to assistive technologies to assist them with their 

communication needs and they have been trained in their use 
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 staff know how to communicate effectively with each person and people feel free 

in their communication 

 staff interaction shows staff awareness of non-verbal cues and appropriate 

interventions to support people 

 care plans demonstrate that peoples’ communication needs, including specialist 

communication requirements, are recorded 

 staff are aware of the specialist communication needs of people. 

 
Indicators of substantial compliance include:  
  

 while it is evident that care is delivered to a high standard, gaps are identified in 

the documentation; however, they do not result in a medium or high risk to 

residents. 

 
Indicators of non-compliance include: 
 

 the core human rights principles of fairness, respect, equality, dignity and 

autonomy are not fully valued and residents cannot communicate freely 

 each person, having regard for their and other residents’ wellbeing, safety and 

health, are not enabled to communicate freely 

 where necessary, people do not have access to or have limited access to assistive 

technologies, easy read plain English documents and pictorial systems to enable 

them to communicate freely   

 people using the assistive interventions and or staff have not been trained in 

their use 

 observation of staff interaction shows that staff do not know how to 

communicate effectively with each individual 

 staff are unaware of the specialist communication needs of residents 

 staff interaction shows staff awareness of non-verbal cues but do not respond or 

do not respond appropriately to the person 

 care plans are not person-centred regarding the specific communication needs of 

individuals. 

 
Guide for risk rating: 
 

             Compliant Substantially Compliant          Non-compliant 

                Green               Yellow          Orange or red 
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Regulation 11 Visits 
  
 
What a service striving for quality improvement looks like 
 
Social interaction and personal relationships are fundamental to a fulfilled life. Residents 

are enabled to develop and maintain personal relationships with family and friends in 

accordance with their wishes. Visitors are welcome in the centre and encouraged to 

participate in the resident’s life, if the person so wishes or including any HSPC, HSE and 

Department of Health advice. Staff are aware of the potential of institutional practices 

around visiting and are pro-active in addressing any issues that may arise. There are no 

restrictions on visits unless requested by the person or for reasons of privacy and safety; 

there are no restriction on visits for the convenience of the centre or staff. Rationale for 

restriction on visitors is recorded as part of the resident’s care plan.  

       

Residents have access to a private space, other than their bedroom, to receive their 

visitors if they so wish to enable them have normal relationships. 

       

A directory of visitors that records the names of all visitors is maintained in line with the 

regulations. 

       

Evaluation of effectiveness of visiting arrangements comprises an element of the 

continuous quality improvement cycle, which, in turn, forms part of the annual review.  

 
Examples of information/evidence we will review 
 
Through observation  
 

Inspectors will observe: 
 

 staff interaction with residents to see if practice reflects effective ways of 

supporting people to exercise choice, independence and control whenever 

possible 

 whether there are institutional practices around visiting  

 whether there are notices on display in relation to restrictions on visiting. 

 
Through  communication 
 

Inspectors will communicate: 
 

 with people who use the service to gain their views and experience on accessing 

information, visiting arrangements and raising concerns 

 with residents and staff to determine if there are restrictions to visitors and 

explore the rationale for this 

 with residents to examine if they are involved in the decision making regarding 

restriction of visiting 
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 with staff to explore their understanding and responsibilities to ensure people can 

maintain personal relationships. 

 
 
Through a review of documents 
 

Inspectors will review documents such as: 
 

 care plans to see whether the rationale for visiting restrictions is recorded  

 minutes for residents’ meetings to determine if visiting restrictions were 

discussed 

 residents’ questionnaires 

 directory of visitors 

 evidence of implementation of capacity legislation 

 annual review report. 

 
Compliance indicators 

 
Indicators of compliance include: 
 

 people can receive visitors in private if they so wish 
 visitors are welcome in the centre 
 there is a directory of visitors maintained 
 visiting is unrestricted, unless the person has requested this or if the person in 

charge has deemed the visitor poses a risk to the person 
 there are suitable spaces, other than the person’s bedroom available for the 

person to receive visitors if they so wish. 
 

Indicators of substantial compliance include: 
 

 there are inadequate communal spaces for people to receive visitors in private if 
they so wish. 

 
Indicators of non-compliance include: 
 

 visiting is restricted for no apparent rationale 
 there is little or no documentation to support restriction on visitors 
 restriction on visitors is made by staff with little or no input of people using the 

service 
 a directory of visitors is not maintained 
 there is a lack of communal space for people to receive visitors in private if they 

so wish. 
 
Guide for risk rating: 
 

             Compliant Substantially Compliant      Non-compliant 

                Green               Yellow Orange or red 

 
Note: In specific circumstances, the non-compliance can be risk rated red. For example, 
when first identified the non-compliance can be risk rated orange. If the non-compliance 
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is repeated then risk rating is red. Another example is where systematic restriction of 
visiting occurs. 
Regulation 12 Personal possessions 
Standard 3.6 Each resident’s personal property and finances are managed and 

protected. 

 
What a service striving for quality improvement looks like 
 
Our personal possessions, mementoes, souvenirs and photographs tell a life story. It is 

recognised that when a resident moves into a designated centre they leave behind a 

home filled with memories. The care environment is one that encourages residents to 

bring with them items that are dear to them. Residents are involved in the decision-

making regarding decorating their room with their personal possessions, if they wish. 

Each person has the right to retain control over these possessions and have them 

protected in the centre. 

        

A resident’s bedroom is their safe haven and staff respect this whereby they seek 

permission to enter a person’s bedroom. 

        

Our individuality is expressed in our clothing and each person has the right to wear the 

clothes of their choosing. People are wearing their own clothes. People have easy access 

to their clothing and personal possessions. Resident’s laundry is well looked after and 

people have their laundry returned in a timely manner. There are systems in place to 

ensure that people’s clothing is returned to them.       

        

There is adequate space for personal storage that includes secure storage for the safe-

keeping of valuables and money. Any valuables and/or money kept by the centre are 

maintained in line with best practice for safeguarding. Where people need support to 

manage their financial affairs, they are facilitated to access information, advice and 

support on money management. Information is given and consent is obtained in 

accordance with the capacity legislation. 

        

Evaluation of effectiveness of personal space including personal storage facilities and 

laundry services comprises an element of the continuous quality improvement cycle, 

which in turn, forms part of the annual review.  

 
Examples of information/evidence that will be reviewed 
 
Through observation  
 

Inspectors will observe: 
 

 if there is adequate storage space in people’s bedrooms for their personal 

possessions  

 if people have access to secure storage  

 if clothes are clean and presentable 

 if there are adequate and appropriate laundry facilities 



 

Page 86 of 131 
 

 if laundry practices are in line with infection prevention and control best 

practices. 

 
 
Through communication 
 

We will discuss with residents: 
 

 storage in their bedrooms including secure storage  

 whether staff seek permission to enter their bedrooms prior to entering? 

 are people happy with laundry services?  

 when appropriate, ask residents to complete a HIQA questionnaire 

 explore with staff their understanding of peoples’ rights to retain control over 

their personal possessions and finances and  

 their understanding of Capacity legislation regarding access information, advice 

and support on secure storage. 

 
Through a review of documents  
 

Inspectors will review documents such as: 
 

 complaints log, where relevant 

 financial records 

 petty cash records 

 valuables deposit record 

 records of furniture brought by the resident into the room occupied by them  

 minutes of residents’ meetings 

 evidence of Capacity legislation implementation 

 residents’ questionnaires 

 annual review report 

 allegations of financial abuse and investigation. 

 
Compliance indicators 

 
Indicators of compliance include: 
 

 in so far as reasonably practical, people have access to and retain control over 

their personal property, possessions and finances 

 residents have access to secure storage for valuables and money  

 residents have adequate space to store their clothing and other personal 

possessions 

 residents retain control over their clothes 

 residents wear their own clothes 

 residents’ clothes are laundered and returned to them in a timely manner. 

 
Indicators of substantial compliance include: 
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 while it is evident that care is delivered to a high standard, gaps are identified in 
the documentation; however, they do not result in a medium or high risk to 
residents. 

 
 
Indicators of non-compliance include: 
 

 residents have little or no access or control over their personal property, 

possessions or finances 

 residents have little or no control over their clothes 

 residents are not wearing their own clothes 

 residents’ laundry is not laundered regularly 

 residents’ clothes are not clean or not presentable 

 residents do not have adequate space to store and maintain their clothes and 

personal possessions. 

 
Guide for risk rating: 
 

             Compliant Substantially Compliant          Non-compliant 

                Green               Yellow Orange or red 

 
Note: Non-compliance is first risk rated as orange but where continued non-compliance 
occurs the risk rating can be increased to red. 
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Regulation 13 End-of-life care 
Standard 2.4 

 

 

 

Standard 2.5 

Each resident receives palliative care based on their assessed needs, 

which maintains and enhances their quality of life and respects their 

dignity. 

 

Each resident continues to receive care at the end of their life which 

respects their dignity and autonomy and meets their physical, 

emotional, social and spiritual needs. 

 
What a service striving for quality improvement looks like 
 
There is only one chance to get care right for people at the end of their life: where end-

of-life care is organised to enable a holistic approach around the physical, emotional, 

social, psychological and spiritual needs of individuals.  

        

The General Medical Council defines approaching the end of life as ‘when a person is 

likely to die within the next 12 months’, that is, where a person’s illness is at an 

advanced stage, progressive and incurable. Therefore, residents receive timely 

assistance, if they want it, to discuss and plan in advance for their care at the end of 

their life to enable provision of high-quality care and support in accordance with their 

wishes. That is, a proactive approach is taken by staff to ascertain these wishes and 

this is done in a sensitive manner.  

 

Care is based on individuals’ expressed wishes, which are documented and are easily 

accessible for ease of retrieval when necessary. Goals for the delivery of those wishes 

are set in consultation with the person. Examples of these goals include ‘to be pain free 

and comfortable’ with their dignity respected and whether to be transferred to the 

acute care setting. Furthermore, assessment and care planning is dynamic and 

responsive to the changing needs of the resident. Information in an accessible format is 

only shared with family and friends in line with the person’s expressed wishes. Staff 

support residents to make these informed decisions in line with the capacity legislation, 

and staff respect these wishes. Specialist advice, such as gerontology, palliative care 

and psychiatry, may be used to inform this decision-making process.  

      

Systems in place to provide effective end-of-life care are informed by a palliative care 

philosophy, which acknowledges and addresses the quality of life of residents and their 

families facing the problems associated with the end-of-life stage. The prevention and 

relief of suffering by means of early identification, impeccable assessment and 

intervention are intrinsic to care delivery, especially at end of life. When necessary, 

HPSC, HSE or Department of Health advice are considered and assessed when 

implementing an end of life care plan to ensure the physical and emotional needs and 

dignity are maintained and any risk to staff, residents and visitors are assessed and 

mitigated. Residents and their relatives should be supported to understand any 

restrictions imposed due to HPSC, HSE and Department of Health guidance.  
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The care environment is one where a compassionate and competent service is provided 

to residents. The physical environment creates an atmosphere of peace, calm and 

tranquillity.                

        

Providing care to a person at the end of their life is a privilege, and this is understood 

by staff. Staff are trained in end of life and palliative care appropriate to their role in 

order to enable them to deliver compassionate and competent care. They understand 

the feelings of sadness, loneliness and possible abandonment and, to this end, they 

recognise the value of being with a resident to allay some of those feelings. Family and 

friends are encouraged to be involved in aspects of care if this is in accordance with the 

resident’s preferences. Cultural and spiritual needs of the resident are respected and 

provided for where possible. 

     

Evaluation of effectiveness of assessments, care plans and care at the end of life 

comprises an element of the continuous quality improvement cycle, which, in turn, 

forms part of the annual review.   

 
Examples of information/evidence that will be reviewed 
 
Through observation  
 

Inspectors will observe: 
 

 whether  staff interaction with residents is mindful and respectful of their dignity 

and privacy 

 whether residents are comfortable 

 staff respond to call bells 

 whether staff actively interact with residents and if their emotional well being is 

acknowledged 

 the interaction of staff with family and friends 

 whether there is access to a single room or family facilities 

 whether there is access to a quiet space for residents, family and friends’ 

spiritual needs 

 whether equipment and supplies for the provision of pain management are 

maintained and stored appropriately. 

 
Through  communication 
 

Inspectors will communicate: 
 

 with residents to explore how their views, wishes, decision making, control and 

choice are supported and sought  

 with residents to determine whether they have timely access to a general 

practitioner, specialist services, pain relief and management of symptoms  

 with residents to examine if they have access to information about their care to 

help them make informed decisions 

 with residents to determine if their right to refuse treatment is respected 
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 with residents to determine if their cultural and spiritual needs are provided for  

 with staff to explore their understating of capacity legislation and to whether 

they had training in this  

 with staff to examine their understanding of their role and responsibility in 

relation to: 

o eliciting individuals’ wishes and preferences for end-of-life care and 

recognition of the value and significance of advanced care planning  

o respecting individual’s decisions, including decisions to refuse 

intervention 

o pain/symptom relief and how this is monitored managed 

o supporting family members to be prepared 

 with staff to explore how they respect the privacy and dignity of the person and 

how they are supported in this role 

 with staff to explore if staff levels and skill mix are reviewed with the changing 

needs of people 

 with staff to determine if they have completed training appropriate to their role 

in end-of-life care 

 With the person in charge and staff on how HSPC, HSE and Department of 

Health advice may impact on end of life care and what arrangements they 

have in place 

 with staff and the person in charge to examine access to resources for 

residents, for example, specialist equipment, specialist reviews, access to 

advocacy and pastoral services.  

 
Through a review of documents 
 

Inspectors will review documents such as: 
 

 resident’s care notes, which should include end-of-life care assessments and 

plans, assisted decision-making records and advanced care planning  

 medical notes and possible specialist referrals such as palliative care specialist 

and or nurse specialist  

 evidence of ongoing consultation regarding the care of residents 

 medication management records to explore symptom relief management 

 verbal and non-verbal pain monitoring tools 

 records of people who have died to determine if their wishes were sought and 

adhered with 

 staff training records, for example, end-of-life care, palliative care, training in 

specialist equipment such as syringe driver and assisted decision 

making/capacity legislation training 

 residents’ questionnaires 

 the annual review report. 

 
Compliance Indicators 

 
Indicators of compliance include: 
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 following appropriate assessment, care and comfort are provided which address 
the emotional, social, psychological and spiritual needs of individuals 

 end-of-life care assessments and care plans are reviewed on an ongoing basis 
and are updated with the changing needs of the residents or at least every four 
months  

 reviews of end-of-life care assessments and care plans include consultation with 
the person concerned and, where appropriate, the person’s family 

 care is based on individuals’ expressed wishes, which are documented 
 information is given to the individual is an accessible format to enable them to 

make an informed decisions 
 residents have the right to refuse treatment, and this right is respected 
 residents are assisted to make decisions in line with capacity legislation, where 

relevant.  
Indicators of substantial compliance include: 
 

 while it is evident that care is delivered to a high standard, gaps are identified in 
the documentation; however, they do not result in a medium or high risk to 
residents. 

 
Indicators of non-compliance include: 
 

 residents’ wishes and preferences have not been sought in a timely manner to 
ensure their end-of-life care needs are respected 

 there is little or no documentation to direct staff to the care wishes of people at 
the end of their life  

 end-of-life care assessments and care plans are not reviewed on an ongoing 
basis and or they are not updated with the changing needs of the residents  

 end-of-life care assessments and care plans are not revised following 
consultation with the person concerned and, where appropriate, the person’s 
family 

 residents have not been afforded the information to enable them to make 
informed choice regarding their care at the end of their life 

 residents’ right to refuse treatment has not been respected 
 residents have not been assisted to make decisions in line with the capacity 

legislation 
 consent has not been sought from the resident regarding involvement of their 

family in their care  
 there are poor or no facilities for families and friends during end-of-life care 

delivery 
 following the death of the person, arrangements are not in accordance with the 

person’s wishes or the person’s wishes are unknown as staff have not sought 
their wishes in a timely manner.  

 
Guide for risk rating: 

 

             Compliant Substantially Compliant          Non-compliant 

                Green               Yellow          Orange or Red 
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Regulation 17 Premises 
Standard 2.6 

 

 

Standard 2.7 

The residential service is homely and accessible and provides 

adequate physical space to meet each resident’s assessed needs. 

 

The design and layout of the residential service is suitable for its 

stated purpose. All areas in the premises meet the privacy, dignity 

and wellbeing of each resident. 

 
What a service striving for quality improvement looks like 
 
Each residential service has its own special features and layout depending on the 

building and the needs of the residents who live there. The design and layout enhances 

people’s abilities; promotes their independence and enjoyment; and allows unimpeded 

movement. All areas meet the needs, privacy, dignity and wellbeing of each person and 

are in line with the service’s Statement of Purpose. Residents are helped to have a 

sense of ownership of their personal living space and acceptance of a shared 

responsibility for their environment.  

       

The living environment is stimulating and provides opportunities for rest and recreation. 

It is safe, secure, comfortable, homely and decorated appropriate to the purpose and 

function of the service and in accordance with residents’ preferences and wishes. 

Opportunities are explored to balance risk and homeliness, and residents report that 

they were involved in this decision-making process. Residents are supported to 

understand any HPSC, HSE and Department of Health advice and adjusting their 

choices when required. 

       

There is appropriate signage and colour schemes to orientate people and minimise 

confusion or distress. The centre is clean, appropriately heated and free from 

unpleasant smells. There are suitable and sufficient communal spaces, private spaces 

and safe outdoor spaces which are easily accessible for people. Shared bedrooms 

ensure the privacy and dignity of residents. Each resident participates in making the 

centre a home, and they define what homely is for them. There are facilities for safe-

keeping of valuables and valued possessions. The environment is free of institutional 

notices. 

       

There is suitable equipment available which promotes resident’s independence. 

Equipment is in safe working order and maintained appropriately. Equipment is stored 

in a discreet and safe manner to reduce institutionalisation of the premises. Adaptations 

such as ramps, passenger lifts and grab rails are in place to promote people’s 

independence. When redecoration or extensions are planned for the centre, they are 

done in consultation with residents.  

       

There are adequate numbers of sanitary facilities, and residents have access to 

conveniently located bathrooms, toilets and showers. The temperature of the water is 

thermostatically controlled. Appropriate sluicing facilities and laundry facilities are 

available, and these facilities are in compliance with infection prevention and control 
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guidelines. All vehicles used by the service to transport people are roadworthy, 

regularly services, insured, equipped with safety equipment and driven by people who 

are properly licensed and trained. 

       

Where closed-circuit television (CCTV) is used, it does not intrude on peoples’ privacy 

and its use is informed by current relevant legislation. Residents are informed of its use 

and are happy with it. 

       

Evaluation of effectiveness of the facilities, decor, design and layout of the premises 

comprises an element of the continuous quality improvement cycle, which, in turn, 

forms part of the annual review.  

 
Examples of information/evidence that will be reviewed 
 
Through observation  
 

Inspectors will observe: 
 

 the centre internally and externally to determine if the design, layout, 

accessibility and adaptations positively affect the quality of life of residents, 

cognisant of the needs and dependency of people, including physical, sensory 

and cognitive needs 

 whether staff seek consent prior to entering residents’ bedrooms 

 whether there adequate lighting and heating 

 the placement of CCTV systems. 

 
Through  communication 
 

Inspectors will communicate: 
 

 with residents to gather feedback about the design, layout and accessibility of 

the premises both internally and externally and if it enhances their lives and 

promotes their independence and enjoyment 

 with residents to determine if they happy with the decor and have they been 

included in any redecoration  

 with residents and staff to explore if they were consulted about proposed 

changes to the structure or layout of the premises 

 with residents to determine if the lighting and heating is appropriate throughout 

the centre 

 with residents to explore if there is adequate signage to orientate people 

 with residents to determine if they are aware of CCTV in the centre 

 with staff to determine if the size and layout of the premises suitable for its 

stated purpose 

 with staff to explore if there are adequate storage facilities  

 with staff to examine if there are appropriate staff facilities 

 with staff to determine if there is adequate secure outdoor space for residents. 
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Through a review of documents 
 

Inspectors will review documents such as: 
 

 maintenance records, risk management records and minutes of meetings to 

establish if premises issues raised were addressed  

 accident and incident records to establish if there are related to the premises 

 residents’ meetings to determine if residents were consulted with regarding 

changes to their environment 

 residents’ questionnaires 

 the annual review report. 

 
Compliance indicators 

 
Indicators of compliance include: 
 

 the premises are appropriate to the number and needs of people using the 

service and in accordance with the statement of purpose 

 the design and layout of the centre meets the needs of all residents 

 the design and layout promotes the independence and wellbeing of all residents 

 suitable adaptations and equipment are in place to support people 

 there is suitable, safe and secure outdoor space for people  

 the centre is safe, secure and well maintained with appropriate lighting, heating 

and ventilation 

 there are adequate communal and private spaces other than bedrooms 

 bedrooms are a suitable size to meet the needs of all residents 

 privacy in multi-occupancy bedrooms is provided 

 emergency call facilities are available in all bedrooms and all rooms used by 

people using the service 

 there is adequate space for people to retain control over their possessions and 

store their personal belongings 

 there is suitable storage space in the centre 

 there is a separate kitchen with suitable and sufficient equipment for the service 

 people are protected from the risk of scalding 

 there is sufficient piped hot and cold water 

 hand wash basins are provided in each bedroom 

 there are sufficient assisted toilets, showers, baths and commodes to the 

number and needs of people 

 there are appropriate sluicing facilities  

 there are adequate laundry facilities 

 the area floor space provided for a resident on the day the 2016 regulations 

came into operation has not been reduced 

 the number of residents of a bedroom has not been increased from the number 

of residents in the bedroom on the day the 2016 regulations came into 

operation. 
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Indicators of substantial compliance include: 
 

 shortfalls are identified in the design and or layout of the centre; however, they 

do not result in a medium or high risk to people using the service. 

 
Indicators of non-compliance include: 
 

 the premises are inadequate to the number and needs of people using the 

service and are not in accordance with the Statement of Purpose 

 the design and layout does not promote the independence and wellbeing of all 

residents 

 adaptations and equipment are inadequate to support people to be as 

independent as they possibly can be 

 there is no suitable outdoor space for people or, where there is outdoor space, 

it is unsuitable, unsafe or insecure 

 lighting is inadequate for the safety of people 

 heating is inadequate for the comfort of people 

 there are inadequate communal and private spaces other than bedrooms 

 bedrooms are inadequate in size to meet the needs of all people and to enable 

them to retain control over their possessions and clothing 

 privacy in multi-occupancy bedrooms is not assured 

 emergency call facilities are not available in all bedrooms and all rooms used by 

people using the service 

 there is inadequate storage space in the centre 

 the kitchen is unsuitable or there is insufficient equipment for the service to 

ensure that food is prepared in compliance with food safety legislation, daily 

food safety records are not maintained in line with such legislation and or 

remedial actions are not completed following advice and direction from the 

environmental health officer 

 thermostatic control valves are not in place to protect people from the risk of 

scalding 

 there is insufficient hot and cold water 

 hand wash basins are not provided in each bedroom 

 there are insufficient assisted toilets, showers, baths and commodes  

 sluicing facilities and or laundry facilities are not appropriate for the service  

 the area floor space provided for a resident on the day the 2016 regulations 

came into operation has been reduced 

 the number of residents of a bedroom has increased from the number of 

residents in the bedroom on the day the 2016 regulations came into operation. 

 
Guide for risk rating: 
 

Compliant Substantially Compliant Non-compliant 

Green Yellow Orange or red 
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Regulation 18 Food and nutrition 
Standard 2.2 

 

Each resident’s needs in relation to hydration and nutrition are met 

and meals and mealtimes are an enjoyable experience.  

 

What a service striving for quality improvement looks like 
 

Meals and mealtimes are part of a sociable pleasurable day, and good nutrition plays a 

key role in active, successful healthy aging. Good nutritional care, adequate hydration 

and enjoyable mealtimes are central to maintaining health, wellbeing and independence.  

        

The dining environment is one where residents are supported to enjoy their meals in a 

relaxed atmosphere. Residents are enabled to choose where they dine and with whom, 

and this choice is respected. Choice is offered at mealtimes and takes account of special 

dietary requirements. Specialist consistency meals are presented in an attractive and 

appealing manner. People have input into menu development. Daily menus are displayed 

in a suitable format and in appropriate locations so that people are reminded of their 

daily choice. Communication of menu choice to people with visual impairment or other 

communication needs is facilitated. 

        

Family and friends are facilitated to assist their relative at mealtimes with due regard for 

the privacy and dignity of other people. Opportunities are provided for residents to dine 

with their families on special occasions. 

        

Each resident is offered and has access to adequate quantities of food and drink at all 

times that is properly prepared, cooked and served; the food is wholesome and 

nutritious. Residents have access to fresh drinking water at all times, and this is within 

their reach when they are in bed and when sitting out. Residents are assisted with their 

meals in a respectful and dignified manner when necessary.   

        

Residents’ weights and nutritional status are assessed on admission and monitored 

thereafter using a validated nutritional screening assessment tool. Staff understand the 

nutritional needs of residents and are knowledgeable regarding the management of 

malnutrition. Malnutrition is addressed in a timely and appropriate manner. Assessments 

and care plans are updated in response to the changing needs of the resident as well as 

in line with the regulations. Food and nutrition are elements of a holistic approach to 

residents’ health promotion, and residents are encouraged to be actively involved and 

engage in healthy eating decisions.  

        

Oral and dental care needs are assessed and met. There are systems in place for 

prevention of issues such as dehydration and constipation. Food and nutritional 

assessments is not considered in isolation, rather a holistic approach is adopted to the 

care and well-being of residents. Staff have up-to-date training, knowledge and skills in 

assessing and supporting people with eating and swallowing difficulties, oral care, 

malnutrition and disease-specific diagnoses such as dementia, renal function and 

diabetes. Furthermore, staff are knowledgeable regarding co-morbidities and 
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medications that may negatively affect the nutritional status of the resident and respond 

appropriately to mitigate the effects of these.  

        

People are supported by a co-ordinated multi-disciplinary team such as speech and 

language and dietician services if the need arises. Staff adhere to instructions of 

specialist services, including therapeutic and modified consistency dietary requirements. 

Best practice guidance available to staff relating to food and nutrition includes HIQA’s 

Risk Management of Percutaneous Endoscopic Gastrostomy (PEG) Feeding should the 

need arise. Accurate food and fluid balance records are maintained when necessary.        

        

Evidence-based food and nutrition infrastructures are in place to ensure food is prepared 

in compliance with food safety legislation. Daily food safety records are maintained in 

line with such legislation. Environmental health officer (EHO) reports are available, and 

remedial actions are completed following advice and direction from the EHO. 

        

Evaluation of effectiveness meals, meal times, snacks and fluids comprises an element of 

the continuous quality improvement cycle, which, in turn, forms part of the annual 

review. 

 

Examples of information/evidence that will be reviewed 
 

Through observation  
 

Inspectors will observe: 
 

 mealtimes and snack times 

 if there are adequate staff to meet the needs of people at mealtimes  

 if residents are offered a choice at snack and meal times 

 if residents’ choices are respected regarding where they dine, where to sit, who 

to sit with and their meal choice 

 whether timely support and assistance is given to residents at mealtimes 

 the availability and frequency of snacks and fluids  

 if specialist dietary arrangements are facilitated  

 if meal times relaxed, enjoyable, social occasions 

 if menus are appropriately displayed in an accessible format 

 if dining rooms are pleasant places to eat. 

 

Through communication 
 

Inspectors will communicate: 
 

 with residents to explore their experiences of meals and mealtimes and the 

quality, choice, temperature and accessibility of food 

 with residents to determine if they are supported effectively with their meals and 

snacks throughout the day and night  

 with resident to explore if they have to wait to be supported and or assisted with 

their meals 
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 with resident to determine if they have access to fresh drinking water at all times 

and if it is within their reach when in bed and when sitting out 

 with resident to explore if they choose where to dine and with whom they dine 

 with kitchen staff to explore how information is disseminated to the kitchen and if 

they are aware of varied consistencies of food and fluids and if  they been trained 

in this 

 with staff to examine how they ensure meals and mealtime is a pleasant 

experience for people and if they undertake satisfaction surveys of residents on 

their meals and meal time  

 with staff to explore the management and care of percutaneous endoscopic 

gastrostomy (PEG) tube feeding, whether they familiar with HIQA’s guidance 

document and infection prevention and control protocols for PEG tube care. 

 

Through a review of documentation 
 

Inspectors will review documents such as: 
 

 individual care plans, assessments (nutritional, oral and dental), weight 

management records 

 healthcare records, including dietician referrals and reports, speech and language 

referrals and reports  

 medication management records to examine prescribed supplements and PEG 

tube fluids and flushes  

 fluid balance charts to determine if they are maintained when necessary 

 staff training records regarding food consistencies; food preparation, cooking and 

storage; and diabetic and tracheostomy care. 

 complaints logs and minutes of residents’ meetings for food and nutrition issues 

raised and remedied  

 residents’ questionnaires 

 residents satisfaction surveys 

 the annual review report 

 EHO reports. 

 
Compliance Indicators 

 
Indicators of compliance include: 
 

 there is a nutritional assessment is in place in accordance with the person’s care 

plan and the care plan is formally reviewed at intervals not exceeding four 

months and with the person’s changing needs   

 people have access to a safe supply of fresh drinking water at all times, and 

these fluids are within their reach 

 choice is offered at mealtimes and adequate quantities of food and drink are 

provided which are properly and safely prepared, cooked and served, including 

specialist consistency meals 

 meals are wholesome and nutritious and meet the dietary needs of people as 

prescribed by healthcare or dietetic staff 
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 meals, refreshments and snacks are provided at reasonable times 

 there are adequate staff to support and assist people with their meals and 

refreshments. 

 

Indicators of substantial compliance include: 
 

 while it is evident that care is delivered to a high standard, gaps are identified in 

the documentation; however, they do not result in a medium or high risk to 

residents. 

 

Indicators of non-compliance include: 
 

 a nutritional assessment is not place in accordance with the person’s care plan 

and or the care plan is not formally reviewed at intervals not exceeding four 

months and with the person’s changing needs   

 residents’ weights are not monitored on a regular basis in accordance with 

residents needs 

 staff do not respond to risk indicators such as sudden weight loss or prolonged 

malnutrition 

 people have limited or no access to a safe supply of fresh drinking water at all 

times and or staff do not ensure that these fluids are within their reach 

 little or no choice is offered at mealtimes and or adequate quantities of food and 

drink are not provided  

 food and fluids are not properly and safely prepared, cooked and served, 

including specialist consistency meals 

 the dietary needs of residents as prescribed by healthcare or dietetic staff are not 

met 

 meals, refreshments and snacks are provided at set times only  

 people cannot choose where to dine 

 there are inadequate staff to support and assist people with their meals and 

refreshments. 

  

Guide for risk rating: 
 

             Compliant Substantially Compliant          Non-compliant 

                Green               Yellow Orange or red 

 
 

 
 
 

Regulation 20 Information for residents 
  
 

What a service striving for quality improvement looks like 
 

Where possible, residents should co-produce or write their own guide. If this is not 

possible, the provider seeks to include the residents’ views in the residents guide.  
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Information in the guide is reliable, up to date, accurate and easy for residents to 

understand. The guide contains all information required by legislation, including 

summary of the services and facilities in the centre, terms and conditions relating to 

residence in the centre, the procedure respecting complaints and visiting arrangements. 

This information correlates with the requirements set out in other associated regulations 

(complaints procedure, contract for the provision of services, visiting and the Statement 

of Purpose).  

       

This guide is available to residents and, where necessary, staff explain to them what the 

residents’ guide is about. Provision of information to people using the service is seen as 

a continuous process and not one that is only relevant at the point of moving into a 

centre.  

 

People are also given updates about the centre, for example, programmes of activities, 

what’s on in the local community, religious services, birthdays, staff leaving and funerals. 

People are happy with the information provided to them including information to assist 

them in their decision making. Staff are aware of the importance of information sharing 

with people.        

       

Evaluation of effectiveness, value and pertinence of the residents’ guide comprises an 

element of the continuous quality improvement cycle, which, in turn, forms part of the 

annual review.   

 
Examples of information/evidence that will be reviewed 

 
Through observation  

 

Inspectors will observe: 
 

 whether the residents guide is available. 
 

Through communication 

 

Inspectors will communicate: 
 

 with residents to explore their views and experience on accessing information, 

visiting arrangements and raising complaints  

 with residents to determine if they have a copy of the residents’ guide and if it is 

accessible to them 

 with residents to explore if the information is current 

 with families or next-of-kin to examine their views on gaining information 

 with staff to explore their views on giving information and if they understand the 

importance of information giving 

 with staff to examine if they respect the rights of people to have access to 

information 
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 with staff to determine if they have completed training on capacity legislation and 

if they are enable them to give information appropriately to enable residents 

make informed decisions. 

 
Through a review of documentation 

 

Inspectors will review documents such as: 
 

 care plan documentation regarding information given on admission and 

subsequently 

 the residents’ guide 

 contracts for the provision of services 

 directory of visitors 

 the annual review report 

 residents’ questionnaires 

 information on the assisted decision making process. 

 
Compliance indicators 

 
Indicators of compliance include: 
 

 there is a residents’ guide in respect to the designated centre  

 the residents’ guide is made available to people using the service 

 this guide includes a summary of the service and facilities in the centre; the 

terms and conditions relating to living in the centre; the complaints procedure; 

and arrangements for visits 

 the residents’ guide is in an accessible format for all residents. 

 

Indicators of substantial compliance include: 
 

 there is a residents’ guide but there are gaps in the information set out in the 

guide; nonetheless, people have access to the information. 

 

Indicators of non-compliance include: 
 

 there is no residents’ guide in place 

 there are substantial gaps in the information in residents’ guide and residents 

have little information to inform them of the services, facilities, terms and 

conditions relating to residence in the centre, the complaints procedure and or 

arrangements for visits; this lack of information may have a negative impact on 

the outcomes for residents  

 while there is a residents’ guide, it is not made available to people or it is not in 

an accessible format for them. 

 
 

Guide for risk rating: 

 
             Compliant Substantially Compliant          Non-compliant 
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                Green               Yellow Orange 
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Regulation 25 Temporary absence or discharge of residents 
  
What a service striving for quality improvement looks like 
 

A rights-based approach is facilitated whereby residents are consulted with in the 

decision-making process in relation to their temporary absence or discharge. Decisions 

are made with residents and not for them. This is supported by centre-specific guidance 

that defines a temporary absence, transition plan and discharge, and this is reflected in 

residents’ contracts for the provision of services. This information is also detailed in the 

Statement of Purpose, residents’ guide and relevant policies.        

       

A phased discharge is accommodated where possible and takes into account the view of 

the multidisciplinary team and family members, where applicable, to enable a smooth 

transition from the care setting. Appropriate supports are available to the person to deal 

with issues such as adjustment to their environment, both emotionally and physically.  

       

Temporary absence is planned, when possible, to ensure the resident has the necessary 

support and information to enable a successful and well organised transition; this 

includes medication management. 

       

Meticulous resident records and effective information systems are central to ensuring a 

smooth transition for either temporary absence or discharge of a resident. Information 

which is accurate, complete, legible, relevant, timely and valid is essential in the 

planning, managing, delivering an effective temporary absence or discharge. All personal 

information is stored securely in line with data protection and other legislation, thus 

respecting people’s confidentiality. This supports the delivery of a person-centre, safe 

and effective transition as it takes account of the rights of the person, is consistent with 

the National Standards and ensures that the resident’s needs are assessed prior to their 

temporary absence or discharge.      

        

Evaluation of effectiveness of the temporary absence, transition and discharge process 

comprises an element of the continuous quality improvement cycle, which, in turn, forms 

part of the annual review.  

      
Examples of information/evidence that will be reviewed 

 
Through observation  
 

Inspectors will observe: 
 

 a transfer or discharge if occurring during inspection. 
 

Through communication 
 

Inspectors will communicate with residents: 
 

 to determine if they have timely access to specialist services and how this is 

supported and managed 
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 to explore their admission and, where applicable, their temporary discharge and 

re-admission to the service 

 
Inspectors will communicate with staff: 
 

 to explore how the transition programme either into or out of the service is 

supported and managed  

 to determine if there is a protocol for temporary discharge to another facility 

 to determine if there is a phased/discharge planning protocol in place  

 to explore if residents have access to a multidisciplinary team to enable a smooth 

transition.  

 
 

Through a review of documentation 
 

Inspectors will review documents such as: 
 

 care records — to see if transfer letters are person centred and comprehensive to 

ensure a safe and effective transition 

 hospital passports — to see if information is up to date 

 discharge planning documentation 

 the Statement of Purpose 

 the residents’ guide 

 the directory of residents 

 contract for the provision of services 

 the transfer letter template 

 the discharge letter template 

 residents questionnaires and audits  

 the annual review. 

 
Compliance indicators 

 
Indicators of compliance include: 
 
When a person is temporarily absent from the designated centre: 
 

 all relevant information about the person is provided to the receiving designated 

centre, hospital or place 

 the information provided is accurate, complete, legible, relevant, timely and valid 

 the rights of the person are respected regarding confidentiality and privacy 

 when possible, the transition is planned in a timely manner 

 when the person returns to the designated centre, all reasonable steps are taken 

to ensure that relevant information about the individual is obtained from the 

other centre, hospital or place. 

 
When a person is discharged from the designated centre: 
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 this discharge is discussed, planned for and agreed with the person and, where 

appropriate, their family or carer 

 the discharge is in accordance with the terms and conditions of the contract 

agreed in accordance with the relevant regulation 

 the discharge is undertaken in a safe manner and, where appropriate, with the 

input of  the multi-disciplinary team to ensure a safe discharge. 

 

Indicators of substantial compliance include: 
 

 while it is evident that care is delivered to a high standard, gaps are identified in 

the documentation; however, they do not result in a medium or high risk to 

residents. 

 
Indicators of non-compliance include: 
 
When a person is temporarily absent from the designated centre: 
 

 all relevant information about the person is not provided to the receiving 

designated centre, hospital or place and this may potentially negatively impact on 

outcomes for the resident 

 the information is of poor quality, inaccurate, not comprehensive, illegible, not 

current or invalid 

 the rights of the person are not respected regarding confidentiality and privacy 

 taking into account the circumstances, the transition was not planned in a timely 

manner 

 when the person returns to the designated centre, all reasonable steps are not 

taken to ensure that relevant information about the individual is obtained from 

the other centre, hospital or place. 

 
When a person is discharged from the designated centre: 
 

 this discharge is not discussed, planned for and or agreed with the person and, 

where appropriate, their family or carer 

 the discharge is not in accordance with the terms and conditions of the contract 

agreed in accordance with the relevant regulation 

 the discharge is not undertaken in a safe manner and, where appropriate, the 

input of the multi-disciplinary team has not been arranged to ensure a safe 

discharge. 

 

Guide for risk rating: 
 

Compliant Substantially Compliant Non-compliant 

Green Yellow Orange or red 
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Regulation 26 Risk management 
Standard 3.2 

 

The residential service has effective arrangements in place to 

manage risk and protect residents from the risk of harm.  

 
What a service striving for quality improvement looks like 
   
Building a culture of safe appropriate care and a safe environment for residents is 

informed by effective governance through systematic and appropriate risk assessment. 

Providers demonstrate an excellent understanding of risks and differentiate risks related 

to individuals, the service, the environment as well as corporate risks.  

       

Risk management includes the measures and actions to control risk, including the 

specified risks of abuse; unexplained absence of any person using the service; accidental 

injury to a person using the service, staff or visitor; aggression and violence; and self-

harm. Staff have access to the HIQA suite of safety alert notices to providers to inform 

their management of risk. Risk management procedures take into account any HPSC, 

HSE and Department of Health guidance and are reviewed and updated in a timely 

manner in line with changing advice.  

 

        

Staff can identify those risks they have control over and take appropriate measures to 

minimise those risks. Staff understand the necessary balance between risks, the rights of 

people using the service and responsibilities while facilitating independence and 

autonomy. This enables residents to live fulfilled lives without undue restrictions. 

Residents are involved in the risk assessments associated with their care and welfare. 

Information is given to residents in line with capacity legislation to enable full 

participation in the risk assessment process. 

 

There is a safety statement that is centre-specific, and staff are aware of it. The safety 

statement is reviewed on an annual basis or more often if required. There is a centre-

specific emergency plan. There are arrangements in place for the identification, 

reporting, recording, investigation and learning from serious incidents, adverse events 

and near misses. These arrangements include a process for the appropriate reporting of 

notifiable events to HIQA in the required format. In addition, the centre reports, in a 

timely manner, adverse events and incidents through national reporting systems in line 

with national legislation, policy, guidelines and guidance. Appropriate responses to 

reportable occurrences are demonstrated. 

       

There is a centre-specific policy for risk management that includes: 

 

 specified risks detailed in the regulation 

 arrangements for the identification, recording, investigating and learning from 

serious or adverse events involving residents  

 responding to major incidents likely to cause death or injury, serious disruption to 

services or damage to property.  
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The emergency plan and risk management policy are adopted and implemented. These 

are reviewed at intervals not exceeding three years and, where necessary, reviewed and 

updated in accordance with best practice. 

 

Healthy and safe work practices are promoted. For example, hazardous materials are 

stored securely. There is appropriate lighting, heating and flooring. There is adequate 

equipment and the provision of equipment is based on the assessed needs of residents 

and it is safe. Staff and where applicable, residents are trained in its use to ensure the 

equipment is used safely. There are appropriate service contracts, preventative 

maintenance and repairs of equipment and current service records are available.  

       

There is prompt and effective dissemination of the recommendations and learning from 

the management and review of adverse event and incidents. The lessons learned are 

used to improve service provision. Risk management is monitored and evaluated as part 

of the continuous quality improvement cycle to ensure positive outcomes for people, and 

this forms part of the annual review.  

 
Examples of information/evidence that will be reviewed 
 
Through observation  
 

Inspectors will observe: 
 

 whether the centre looks safe 

 whether the environment is clutter free, clean and free from malodours and 

whether there are appropriate storage facilities?  

 HSPC, HSE and Department of Health advice is implemented in an appropriate 

manner throughout the centre 

 If good infection prevention and control measures are in place. 

 whether there environmental adaptations for promoting independence for people 

 if residents have access to assistive equipment appropriate to their assessed 

needs 

 if the centre heated, well lit and adequately ventilated 

 the noise levels throughout the day 

 whether the impact of management of behaviours that challenge results in 

positive outcomes for residents 

 whether hazardous items securely stored. 

 
Through communication  
 

Inspectors will communicate: 
 

 with residents to determine if they are happy with the security and safety in the 

centre  

 with resident to explore if they were involved in their risk assessments 

 with resident to determine if their feedback sought in the risk assessments 

associated with their environment 
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 with staff to explore their understanding of risk management and how they 

identify hazards and deal with emergencies  

 with staff to examine if they have appropriate knowledge and skills to provide a 

safe service and if are there opportunities for training 

 with staff and the person in charge to explore how the service learns from 

accidents, incidents and near misses and how they monitor these on an ongoing 

basis and use the data to inform and change practice. 

 
Through a review of documentation 
 

Inspectors will review documents such as: 
 

 complaints that raised risk issues and cross-reference these with notifications 

where applicable  

 accident and incident logs, near misses records, adverse events, notifications 

 quality assurance audits (which should have actions, status update, timelines and 

responsibilities assigned); records of any investigations undertaken and the 

outcomes 

 the annual review report 

 fire safety records as per in-house fire guidance document 

 staff training records for health and safety and risk 

 maintenance records 

 cleaning records 

 laundry management 

 minutes of meetings (residents’, staff, management, health and safety and risk 

management committees) 

 residents’ questionnaires  

 the policy for risk management as detailed in the regulation. 

 
 

Compliance indicators 
 
Indicators of compliance include: 
 

 there is a risk management policy in place, and this has been implemented 

effectively where people are protected from avoidable harm 

 this policy includes the following: 

o hazard identification and assessment of risks throughout the centre 

o the measures and actions in place to control the following specified risks: 

 abuse 

 the unexplained absence of any resident 

 accidental injury to residents, visitors or staff 

 aggression and violence 

 self-harm 

 arrangements for the identification, recording, investigation and learning from 

serious or adverse events involving residents 
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 there is a plan in place for responding to major incidents likely to cause death or 

injury, serious disruption to essential services or damage to property. 

 
Indicators of substantial compliance include: 
 

 while it is evident that care is delivered to a high standard, gaps are identified in 

the documentation; however, they do not result in a medium or high risk to 

residents. 

 
Indicators of non-compliance include: 
 

 there is no risk management policy in place or the risk management policy in 

place is inadequate to safeguard people 

 this policy does not include some or all of the following: 

o hazard identification and assessment of risks throughout the centre 

o the measures and actions in place to control the following specified risks: 

 abuse 

 the unexplained absence of any resident 

 accidental injury to residents, visitors or staff 

 aggression and violence 

 self-harm 

 arrangements for the identification, recording, investigation, and learning from 

serious or adverse events involving residents are inadequate or absent and do 

not ensure peoples’ safety 

 there is no plan in place for responding to major incidents likely to cause death or 

injury, serious disruption to essential services or damage to property or the plan 

in place is inadequate to ensure the safety of people. 

 
Guide for risk rating: 
 

Compliant Substantially Compliant Non-compliant 

Green Yellow Orange or red 
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Regulation 27 Infection control 
Standard 3.3 

 

Infection prevention and control practices achieve the best outcomes 

for residents. 

 
What a service striving for quality improvement looks like 
 

Robust infection prevention and control procedures can protect residents from infections, 

including the increasing threat from healthcare-associated infection (HCAI), and reduce 

resident hospital admissions, morbidity and mortality.  

      

Continuous quality improvement is strived for through effective management and regular 

performance monitoring and evaluation of services. Continuous quality improvement 

involves creating a person-centred approach to the prevention and control of HCAIs, 

promoting a multidisciplinary team-based approach and providing an impetus for the 

attainment of evidence-based best practice in the prevention and control of infections, 

including HCAIs. 

  

Good infection prevention and control practices will comply with the standard statements 

of the National Standards for infection prevention and control in community services 

(2018). 

 
The key overarching elements of managing the risk of infection are  

 Processes to identify people (service users and staff) with communicable infection 

(including COVID-19) before they access services/attend work or as soon as 

possible after they access services/attend work 

 Processes to minimise the risk of spread of infection from people (service users 

and staff) who access services/attend for work with unrecognized infection 

(Standard Precautions) 

 Early detection of spread of infection in the service and immediate response to 

limit harm  

 

Depending on the size and complexity of the centre and following implementation of the 

aforementioned standards, service providers can strive towards a quality service by 

adapting and applying the following:  

     

 effective governance, responsibility and oversight of infection prevention and 

control management  

 overall responsibility is assigned for infection prevention and control in the centre 

 an effective communication strategy for dissemination of information 

 centre-specific infection prevention and control programmes  

 adaptations and management of the physical environment to minimise the risk of 

infection or the spread of infection 

 adequate supply of equipment such as personal protective equipment 
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 access to external specialists when necessary 

 staff and residents receive education and training on infection prevention and 

control including but not limited to hand hygiene, cough and sneeze etiquette, 

correct use of personal protective equipment and other standard precautions as 

appropriate    

 an infection prevention and control committee or infection prevention and control 

as a standing item on the health and safety and risk management committee 

 introduction of key performance indicators for infection prevention and control   

 if an outbreak occurs there are contingency plans in place which can be 

implemented to minimise the spread of infection, such as zoning, cohorting and 

increased cleaning.  

 there are immunisation programmes available. 

 

Evaluation of effectiveness of infection prevention and control practices and procedures 

comprise an element of the continuous quality improvement cycle, which, in turn, forms 

part of the annual review.  

 

Examples of information/evidence that will be reviewed 

 
Through observation  
 

Inspectors will observe:  
 

 environmental hygiene and cleanliness 

 hand hygiene facilities and hand hygiene practices  

 advisory signage for infection prevention and control such as hand hygiene 

techniques and visitor restrictions 

 accessibility of hand hygiene products  

 waste management, including non-clinical, clinical and hazardous waste 

 linen and laundry practices  

 cleaning practices, equipment and storage 

 storage, management and use of equipment and medical devices 

 educational material (leaflets, information) available for residents, relatives and 

staff. 

 

Through communication 
 

Inspectors will communicate with residents to explore: 
 

 their awareness and understanding of how to prevent themselves or others 

getting infections, for example, care of their own catheter 

 their satisfaction with staff hand hygiene practices 

 their views on routine cleaning practices, overall standard of cleaning, presence 

of odours and whether there is cleaning seven-days per week. 

 
Inspectors will communicate with staff to: 
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 explore their responsibilities relevant to their role relating to infection prevention 

and control in the service 

 explore their understanding and practices relating to anti-microbial stewardship, 

surveillance and an immunization programme  

 determine if staff are knowledgeable regarding cross contamination, laundry 

management, effective cleaning, infection control and outbreak management as 

well as how infection issues are communicated to them 

 explore the audit process regarding infection prevention and control and whether 

the results feed into their quality improvement cycle 

 determine if staff have training appropriate to their role (cleaning staff, kitchen 

staff, care staff, maintenance staff and volunteers) in infection prevention and 

control 

 explore prevention and control of healthcare-associated infections protocols for 

residents admitted or re-admitted from the acute care setting  

 explore staff knowledge regarding HIQA’s Risk Management Guidance on 

Percutaneous Endoscopic Gastrostomy (PEG) Feeding. 

 

Through a review of documentation 
 

Inspectors will review documents such as: 
 

 care plans and risk assessments completed relating to infection control, invasive 

medical devices and healthcare-associated infections 

 evidence of consultation with residents in relation to prevention and management 

of infections  

 staff training records, for example, hand hygiene training organised in the 

previous year, training in the prevention and control of healthcare-associated 

infections, training for relevant staff on surveillance of healthcare-associated 

infections, training on anti-microbial stewardship as part of staff’s medication 

management training.  

 records on cleaning regimes (routine and planned for the environment, 

equipment and medical devices) and protocols and instructions (for example, 

solutions, mops and clothes) 

 audits on areas such as hand hygiene practices and environmental hygiene 

 the annual review report 

 the contract to manage clinical/hazardous waste with an authorised company  

 notifications to HIQA and the Health Service Executive’s Department of Public 

Health. 

Compliance indicators 

 
Indicators of compliance include: 
 

 there are effective structures that outline clear lines of accountability, 

responsibility and leadership for the implementation of the infection prevention 

and control measures  
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 the national standards for the prevention, control and management of infectious 

diseases/organisms are implemented; there are written protocols on infection 

control, including on hand hygiene, management of healthcare associated 

infections, catheter care management, enteral feeding and UTI prophylaxis 

 there is effective management of clinical/hazardous waste; linen and laundry; 

equipment and medical devices; and environmental cleaning  

 there is access to expert infection prevention and control advice when necessary, 

for example a nurse or doctor with appropriate training 

 there are education and training programmes that include mandatory hand 

hygiene training on induction for all staff, job/role specific training necessary to 

prevent HCAIs and hand hygiene training on an annual basis 

 there is vaccination programme for staff and residents, including seasonal 

influenza vaccination  

 there is effective communication, including communication between services in 

relation to residents who are colonised and or infected with a communicable 

transmissible organism/infection 

 educational material is available for residents, relatives and staff in relation to the 

prevention and management of HCAIs 

 there is an effective monitoring program of infection prevention and control 

activities, including audits on infection prevention and control practices and 

procedures. 

Indicators of substantial compliance include: 
  

 while it is evident that infection prevention and control practices and procedures 

are delivered to a high standard, gaps are identified in the documentation; 

however, they do not result in a medium or high risk to residents  

 the Guidelines for Hand Hygiene in Irish Health Care Settings, Health Protection 

Surveillance Centre have been implemented and other national guidelines are in 

the process of being implemented 

 some new/relief staff have not attended hand hygiene training but are working 

under supervision, have received instruction in hand hygiene and training is 

scheduled within a reasonable timeframe 

 communication systems are effective in relation to HCAI but educational material 

has yet to be sourced and provided to residents, their relatives and staff. 

Indicators of non-compliance include: 
 

 current national Guidelines for Hand Hygiene in Irish Health Care Settings, Health 

Protection Surveillance Centre have not been formally implemented  

 infection prevention and control systems, arrangements or staff practices are 

inadequate and carry an associated actual or potential risk of residents acquiring 

a HCAI 

 outbreaks of notifiable infectious diseases have not been reported to the Health 

Service Executive’s Department of Public Health 
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 care plans or risk assessments are not in place, inadequate or not being 

implemented in relation to infection prevention and control or the prevention of 

HCAI  

 adequate arrangements are not in place to ensure that all staff receive 

mandatory hand hygiene training on induction as well as job/role specific training 

necessary to prevent HCAIs 

 arrangements are not adequate to ensure the effective management of 

clinical/hazardous waste; linen and laundry; equipment and medical devices; or 

environmental cleaning  

 vaccinations, including seasonal influenza vaccination, have not been offered to 

all residents or all staff and or information is not given to residents in line with 

capacity legislation to enable them decide whether to be vaccinated 

 communication systems are not in place or inadequate to ensure effective 

communication between services in relation to residents who are colonised and 

or infected with a communicable transmissible organism/infection which may 

negatively impact other residents 

 either audits do not take place or audits take place but their effectiveness is not 

demonstrated, for example, findings from audits are not shared with staff or 

remedial action is not undertaken to mitigate the risks identified. 

Guide for risk rating: 

 
Compliant Substantially Compliant Non-compliant 

Green Yellow Orange or red 
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Regulation 28 Fire precautions 
  
 
What a service striving for quality improvement looks like 
 

Peoples’ safety is foremost in fire safety management. Systems are in place to ensure 

the environment is safe for residents, visitors and staff. There are personal emergency 

evacuation plans (PEEPs) in place for residents to ensure their safe evacuation. 

Appropriate assessments and care plans are completed with control measures to ensure 

the safety of residents who smoke. These are reviewed in line with the changing needs 

of the individual in conjunction with their care plan. 

 

The risk posed by fire is subject to ongoing risk assessment, and this is part of the risk 

management procedures referred to under the regulations. This is reviewed periodically, 

particularly when changes occur within the centre that may increase the risk posed by 

fire. Fire hazards are identified and appropriate control measures implemented to 

eliminate or control the associated risks. Fire safety records and a directory of visitors 

are maintained in line with the regulations. 

 

The following routine checks are completed and recorded: 

 

 daily checks of fire exits and escape routes to ensure they are unobstructed, fire 

doors are not wedged open and that no faults are showing on fire detection and 

alarm panel 

 weekly checks of fire doors, door fastenings, hold open devices, emergency 

lighting luminaires, fire fighting equipment and a manual call point or detector on 

the fire alarm panel 

 quarterly servicing of the fire detection and alarm system and emergency lighting 

system by a competent person 

 annual servicing of the fire detection and alarm system, emergency lighting 

system and fire fighting equipment by competent person 

 building services such as electricity, gas and heating systems are periodically 

serviced, as required, by a competent person. 

 

Fire procedure notices, emergency exit and escape route signage in an easily accessible 

format are displayed appropriately throughout. Fire fighting equipment is positioned 

appropriately throughout the centre. Building services such as gas, electricity, ventilation 

systems and lifts are appropriately maintained in line with their service agreement. 

       

Upholstered furniture, bedding and clothing, building fabric is reviewed and upgraded in 

line with best practice guidelines available. 

       

Ongoing training is provided for all staff in fire safety equipment, fire drills and 

evacuations specific to the designated centre. This training is mandatory, and staff are 

knowledgeable in fire safety precautions and management. Residents take part in fire 

safety training appropriate to their cognitive awareness. 
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Evaluation of effectiveness of fire safety precautions and management comprises an 

element of the continuous quality improvement cycle, which, in turn, forms part of the 

annual review.  

 

Examples of information/evidence that will be reviewed 

 
Through observation  
 

Inspectors will observe: 
 

 what fire safety precautions are in place, including a fire detection and alarm 

system, an emergency lighting system and fire extinguishers 

 if escape routes are unobstructed and kept clear of storage 

 if the building is adequately subdivided with fire resistant construction, including 

fire resisting doorsets 

 if fire evacuation procedure/floor plans are displayed in a clear and accessible 

format 

 if fire equipment is in a good state of repair 

 if up-to-date servicing records for fire equipment are available 

 how medical gases and combustible materials are stored 

 if fire safety and escape route signage is appropriately displayed throughout 

 if there are appropriate control measures in place for residents who smoke. 

 

Through communication 
 

Inspectors will communicate: 
 

 with residents to explore their knowledge of fire safety and the centre’s 

evacuation procedures, for example, whether the alarm tested weekly, if they 

involved in the training and if they were consulted with in their assessment and 

development of their evacuation plan 

 with staff to determine if they are familiar with evacuation aids and their use  

 with staff to explore the frequency of review of residents’ personal emergency 

evacuation plans 

 with staff to explore their training regarding fire drills, fire equipment usage, fire 

panel and safety checks  

 with staff to examine their knowledge of fire safety and evacuation procedures 

 with the person in charge and staff to explore the frequency and their 

involvement in drills. 

 

Through a review of documentation 
 

Inspectors will review documents such as: 
 

 care plans and assessments, including personal emergency evacuation plans 

 assessments and care plans for residents who smoke (to include safety controls) 

 evidence of capacity legislation implementation 
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 procedures to be followed in the event of fire 

 records for fire-fighting equipment, including fire extinguishers, fire detection and 

alarm equipment and emergency lighting 

 records of fire safety checks completed by staff 

 records of fire drills to establish if evacuation procedures are fit for purpose and 

identify training, staffing and equipment needs  

 the fire safety register 

 fire servicing records 

 business services maintenance records 

 staff training records, including in fire prevention and emergency procedures, 

evacuation procedures, building layout and escape routes, location of fire alarm 

call points, first aid, fire fighting equipment, fire control techniques and the 

procedures to be followed should the clothes of a resident catch fire, fire safety 

management and fire drills 

 staff rosters 

 residents questionnaires 

 audits of fire safety management 

 the annual review report. 

 

Compliance indicators 

 
Indicators of compliance include: 
 

 there are suitable fire fighting equipment, building services and bedding and 

furnishing 

 there are adequate means of escape, including emergency lighting  

 the building is adequately subdivided with fire resistant construction, including 

fire resisting doorsets 

 all fire equipment, the means of escape, building fabric and building services are 

maintained 

 fire precautions are reviewed 

 fire equipment is provided and serviced as required, for example m the fire 

detection and alarm system and emergency lighting system is serviced on a 

quarterly basis and fire fighting equipment is serviced on an annual basis 

 staff training is provided in fire prevention; emergency procedures, including 

evacuation procedures building lay out and escape routes; location of fire alarm 

call points; first aid fire fighting equipment; fire control techniques; procedures to 

be followed should an individual’s clothes catch fire; and fire safety management 

and fire drills  

 if appropriate, training is provided to residents in fire drills 

 there adequate arrangements for: 

o detecting, containing and extinguishing fires 

o giving warnings of fires 

o evacuating, where necessary, all persons in the centre and safe 

placement of people 
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 procedures to be followed in the event of a fire are displayed in a prominent 

place in the centre. 

 

Indicators of substantial compliance include: 
 

 while staff demonstrated knowledge of fire safety precautions and management, 

gaps are identified in the documentation; however, they do not result in a 

medium or high risk to residents 

 while most staff have up-to-date training in fire safety, not all staff training is 

current; nonetheless, systems are in place for training to be facilitated within a 

reasonable timeframe to ensure the safety of residents, visitors and staff. 

 
Indicators of non-compliance include: 
 

 adequate precautions against the risk of fire are not taken and this may include 

the availability of suitable fire fighting equipment, building services or bedding 

and furnishing which may be inadequate 

 there are inadequate means of escape, including emergency lighting   

 the building is not adequately subdivided with fire resistant construction such as 

fire doors 

 all fire equipment, means of escape, building fabric and building services are not 

appropriately maintained – 

 escape routes are obstructed, fire doors are wedged open and final exits cannot 

be opened in a timely fashion 

 fire precautions are not reviewed 

 testing fire equipment is infrequent or does not take place 

 all staff are not trained in fire safety management as described in the regulations 

or their training is not up-to-date or staff are unable to explain procedures 

relating to fire safety management 

 fire safety management and fire drills are not undertaken in line with best 

practice guidelines 

 there are inadequate arrangements for: 

o detecting, containing and extinguishing fires – this may include an 

inadequate fire detection and alarm system, an absence of fire 

doors and some large gaps or imperfections of fit within fire rated 

enclosures 

o giving warnings of fires 

o evacuating, where necessary, all persons in the centre and safe 

placement of people 

 procedures to be followed in the event of a fire are not displayed in a prominent 

place in the centre. 

 

Guide for risk rating: 

Compliant Substantially Compliant Non-compliant 

Green Yellow Orange or red 
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Regulation 29 Medicines and pharmaceutical services 
Standard 3.4 

 

Each resident is protected through the residential services policies 

and procedures for medicines management.  

 

What a service striving for quality improvement looks like 
 

Residents have the right and expectation to safe medicines management which provides 

appropriate and beneficial treatment while minimising inappropriate prescribing and the 

associated risks.  

       

Medicines management is governed by professional guidance and the robust application 

of associated regulations that inform the policy on medicines management. The 

medicines management policy includes information on the ordering, receipt, prescribing, 

storing and administration of medicines; handling and disposal of unused or out-of-date 

medicines; and the management of controlled drugs.            

 

Residents retain control of their own medicines management unless there is evidence to 

suggest they should not, and staff support the residents in this. Self-administration 

programmes are encouraged as they contribute to peoples’ independence and self-

esteem, improving their knowledge and compliance. Consideration to non-drug therapies 

is given where appropriate and acceptable to the person. Residents’ medicine is 

monitored and reviewed regularly to improve their quality of life. There are safeguards 

to ensure robust procedures relating to medications are in place on transfer of people 

within the residential services and between acute and continuing care services. 

       

Staff are trained in medicines management, including use of equipment in medicine 

administration when applicable. Staff are knowledgeable in the professional guidelines 

and professional code of practice that govern medication management, and they adhere 

with these guidelines. There is a current drug reference available to staff in line with 

professional guidelines.               

        

Chemicals that are used as a restraint are documented as such, and their use and 

effectiveness is monitored. Staff know why residents’ are prescribed specific medicine, 

and they are able to differentiate between therapeutic treatments for a specific diagnosis 

and chemical restraint. Where restraint is used, it is used in accordance with national 

policy, with supporting records maintained in line with the regulations. Allergy status is 

documented appropriately, including in the resident’s hospital passport.  

       

There are systems in place to enhance outcomes for residents such as the availability of 

a pharmacist. The centre facilitates the pharmacist to meet their obligations to residents 

in line with their professional guidelines and legislation. In addition, there are systems in 

place to support out-of-hours access to a pharmacy. Medicine reconciliation is in place to 

mitigate errors, this is continually updated and forms part of staff medication training. 

Anti-microbial stewardship includes recording, monitoring and review of anti-microbial 

prescribing to reduce antimicrobial resistance. There is a multi-disciplinary approach to 
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this, with input from nursing staff, the pharmacist and the medical practitioner in 

consultation with residents.     

        

There is a culture of openness and transparency, which encourages reporting of 

medicine errors, near-misses and adverse drug events. This promotes a positive learning 

culture and best practice. Medicines management is audited regularly, and this includes 

auditing practices such as medication administration, storage and disposal. A medication 

management competency drug round assessment is part of staff induction and the 

ongoing audit programme. Evaluation of the effectiveness of medicines management 

comprises an element of the continuous quality improvement cycle, which, in turn, forms 

part of the annual review.  

 

Examples of information/evidence we will review 
 

Through observation  
 

Inspectors will observe: 
 

 a medicines management round 

 whether staff actively engage with residents when undertaking medicines rounds  

 whether staff assess the effectiveness of medicines and whether this information 

is recorded 

 whether medicines are securely stored and disposed of in accordance with 

professional guidelines and associated regulations 

 whether there is a medicines fridge for the safe storage of relevant medication 

 whether there is secure storage for self-medicating residents. 

 

 

Through communication 
 

Inspectors will communicate with residents: 
 

 to explore their understanding of their medicines management  

 to determine if they have a secure storage space for their medicines  

 to explore if they get their medicines on time 

 to explore whether staff engage with them to see if their medicines is effective 

 to explore if there are mistakes and how they are managed 

 to determine if their medicines are reviewed 

 to explore if the general practitioner and or pharmacist discuss their medicines 

with them. 

 

Inspectors will communicate with staff: 
 

 to explore their understanding of safe secure medicines management practices  

 to determine if they have the knowledge and skills appropriate to their role and 

responsibilities to determine if they assess the effectiveness of the medicines 

they are administering and if this information is recorded to enable better 

outcomes for residents  
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 to determine if they understand the rationale for residents prescribed chemical 

restraint and whether chemical restraint is used in line with best practice 

guidelines and is reviewed and monitored to enable positive outcomes for 

residents in their care 

 to determine if there are there systems in place for anti-microbial stewardship 

 to determine if medicine information Mims and BNF available to staff 

 to explore if medicines audits form part of ongoing medicines management 

review 

 to determine if feedback is given to staff as part of the quality improvement 

cycle. 

 

Through a review of documentation 
 

Inspectors will review documents such as: 
 

 medical notes, prescription charts, photographs, medication administration 

charts, PRN medicines (medicines only taken as the need arises) documentation 

 assessments and care plans for medicines care needs with ongoing reviews and 

monitoring of the effectiveness of medicines with the associated documentation, 

for example, pain management and psychotropic medication response.  

 assessments for self-administration are in place with ongoing review to ensure 

safety 

 consent for photograph and restraint  

 evidence of pharmacist reviews with records of medication related interventions 

 medicines management audits  

 incidents and accidents and medicine errors, near-misses and adverse events log 

 the annual review report 

 residents’ questionnaires 

 staff training records on medicines management related issues. 

 
Compliance indicators 

 
Indicators of compliance include: 
 

 there are processes in place for the handling of medicines, including controlled 

drugs, which are safe and in accordance with current professional guidelines and 

legislation  

 where applicable, individual medication plans are in place and reviewed as part of 

the individual care plans 

 staff follow appropriate medicines management practices and medicines are 

administered as prescribed  

 there are appropriate procedures for the handling and disposal of unused and 

out-of-date medicines, including controlled drugs 

 following appropriate ongoing assessments, residents are responsible for 

administration of their own medicines 

 safe medication management practices are reviewed and monitored regularly 
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 pharmacists are facilitated to meet their obligations to residents 

 records of medicines related interventions by the pharmacist are kept in a safe 

and accessible place in the centre 

 residents have a choice of pharmacist, where possible 

 residents are provided support in their dealings with pharmacist 

 advice provided by pharmacist is followed 

 where chemical restraint is assessed as being required, the least restrictive 

procedure for the shortest duration is used 

 the use of chemical restraint is carefully monitored. 

 
Indicators of substantial compliance include: 
 

 while it is evident that care is delivered to a high standard, gaps are identified in 

the documentation; however, they do not result in a medium or high risk to 

residents. 

 people do not have access to a pharmacist of their choice or one that is 

acceptable to them. 

 

Indicators of non-compliance include: 
 

 the centre does not have appropriate and suitable practices relating to the 

ordering, receipt, prescribing, storing, disposal and administration of medicines 

and there is evidence of actual or potential negative impacts to residents 

 medicines are not reviewed regularly to ensure they continue to meet the needs 

to the residents 

 medicines used as part of the therapeutic response to behaviour issues are not 

reviewed regularly to ensure that it continues to meet the needs to the residents 

 chemical restraint is not used in accordance with national policy and evidence-

based practice 

 there is no system in place for reviewing and monitoring safe medicines 

management practices  

 storage arrangements, including medicinal refrigeration (where required) and or 

storage of controlled drugs are inappropriate 

 controlled drugs are not maintained in line with professional guidelines 

 gaps are identified in medicines administration records  

 the rationale for non-administration of medicines is not recorded 

 prescription times and administration of medicine times do not correlate 

 where transcription is in place, it is not done in line with best practice 

professional guidelines 

 where people self-medicate there is no evidence that appropriate assessments 

are undertaken 

 residents are not supported to manage their own medicines in line with their 

wishes and capacity  

 residents who self-medicate are not provided with secure storage for their 

medicines 
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 records of medicines related interventions by a pharmacist are not available 

 pharmacists are not facilitated to meet their obligations to residents  

 medicines are not administered in accordance with advice provided by the 

pharmacist or general practitioner 

 medicines are crushed without individual authorisation from the prescriber. 

 

Guide for risk rating: 
 

Compliant Substantially Compliant Non-compliant 

Green Yellow Orange or red 
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Appendix 1 — Associated regulations   

Capacity and capability dimension 
 

 
Primary regulation 
being reviewed  
 

 
Possible associated regulations 
 

Regulation 3: Statement of 
purpose 

Regulation 5, 6, 7, 9, 10, 11, 14, 15, 17, 20, 21, 23, 24, 26, 
28, 34  

Regulation 4: Written 
policies and procedures 

Regulation 3, 5, 7, 8, 10, 12, 13, 14, 15, 16, 18, 19, 20, 21, 
23, 26, 27, 28, 29, 34 

Regulation 14: Person in 
charge 

Regulation 3, 4, 5, 20, 21, 23, 24, 32, 33 

Regulation 15: Staffing Regulation 5, 14, 16, 18, 21, 23 

Regulation 16: Training and 
staff development 

Regulation 4, 7, 8, 13, 14, 15, 18, 21, 23, 26, 29 

Regulation 19: Directory of 
residents 

Regulation 21, 23 

Regulation 21: Records Regulation 3, 4, 5, 6, 7, 8, 10, 11, 14, 15, 16, 18, 19, 20, 23, 
24, 25, 26, 28, 30, 31, 32, 33, 34 

Regulation 22: Insurance Regulation 5, 7, 17, 23, 26, 31 

Regulation 23: Governance 
and management 

All the Regulations 

Regulation 24: Contract for 
provision of services 

Regulation 20, 21, 23 

Regulation 30: Volunteers Regulation 4, 8, 9, 21, 23 

Regulation 31: Notification 
of incidents 

Regulation 21, 23 

Regulation 32: Notification 
of absence 

Regulation 14, 23, 33 

Regulation 33: Notification 
of arrangements of absence 
of the person in charge 

Regulation 14, 23, 32 

Regulation 34: Complaints 
procedure 

Regulation 3, 4, 20, 21, 23 

 
Quality and safety dimension 

 
 
Primary regulation 
 

 
Possible associated regulations 
 

Regulation 5: Individual 
assessment and care plan 

Regulation 3, 4, 6, 7, 9, 10, 13, 18, 21, 23, 25, 29 

Regulation 6: Healthcare Regulation 5, 7, 8, 9, 10, 13, 18, 21, 29 

Regulation 7: Managing 
behaviour that is 
challenging 

Regulation 4, 5, 6, 8, 9, 10, 13, 16, 21, 23, 25, 29 

Regulation 8: Protection Regulation 4, 5, 6, 7, 9, 10, 16, 18, 21, 29, 34 
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Regulation 9: Residents’ 
rights 

Regulation 5, 7, 8, 10, 13, 18, 21, 23 

Regulation 10: 
Communication difficulties 

Regulation 4, 5, 6, 7, 8, 9, 13, 18, 21, 25, 29 

Regulation 11: Visits Regulation 5, 6, 8, 9, 10, 17, 21 
 

Regulation 12: Personal 
possessions 

Regulation 4, 8, 9, 17, 21, 28 

Regulation 13: End-of-life 
care 

Regulation 4, 5, 6, 9, 10, 18, 15, 16, 21, 29 
 

Regulation 17: Premises Regulation 3, 11, 12, 13, 21, 22, 26, 27, 28 
 

Regulation 18: Food and 
Nutrition 

Regulation 4, 5, 6, 13, 16, 21, 29 

Regulation 20: Information 
for residents 

Regulation 3, 4, 11, 21, 23, 24, 34 
 

Regulation 25: Temporary 
absence or discharge 

Regulation 3, 4, 5, 19, 21, 23, 24 
 

Regulation 26: Risk 
management 

Regulation 3, 4, 5, 6, 7, 8, 9, 10, 21, 27, 28 
 

Regulation 27: Infection 
control 

Regulation 4, 5, 6, 10, 11, 16, 17, 18, 23, 25, 26, 31 
 

Regulation 28: Fire 
precautions 

Regulation 3, 4, 5, 16, 17, 21, 23, 26 
 

Regulation 29: Medicines 
and pharmaceutical 
services 

Regulation 4, 5, 6, 7, 8, 9, 10, 13, 16, 21, 25 
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