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About the designated centre 

 

The following information has been submitted by the registered provider and 
describes the service they provide. 
 
Newbrook Nursing Home is registered to accommodate 119 residents. It consists of 
two separate buildings, a single-storey and a two-storey building known as 
Newbrook One and Newbrook Lodge, respectively. It is located in a residential area, 
within a few minutes' drive from the town of Mullingar. Both buildings are 
surrounded by spacious landscaped gardens, and there are secure courtyard garden 
spaces attached to each building that residents can use safely. One of the courtyards 
is set out in a traditional shopping streetscape design to provide interest for 
residents. Residents are accommodated in single and double-occupancy rooms. The 
centre provides care to residents over the age of 18 who have care needs related to 
ageing, dementia, intellectual disability, physical disability and acquired brain injury. 
Care is provided on a long and short-term basis, and residents who require periods 
of convalescence, palliative care, or rehabilitation are accommodated. The aims of 
the centre, as described in the statement of purpose, are to provide a high standard 
of evidence-based care and to ensure that residents live in a comfortable, clean and 
safe environment that they can consider a "home away from home". 
 
 
The following information outlines some additional data on this centre. 
 

 
 
 
  

Number of residents on the 

date of inspection: 

108 
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How we inspect 

 

This inspection was carried out to assess compliance with the Health Act 2007 (as 
amended), the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2013 (as amended), and the Health Act 2007 
(Registration of Designated Centres for Older People) Regulations 2015 (as 
amended). To prepare for this inspection the inspector of social services (hereafter 
referred to as inspectors) reviewed all information about this centre. This 
included any previous inspection findings, registration information, information 
submitted by the provider or person in charge and other unsolicited information since 
the last inspection.  
 
As part of our inspection, where possible, we: 

 

▪ speak with residents and the people who visit them to find out their 

experience of the service,  

▪ talk with staff and management to find out how they plan, deliver and monitor 

the care and support  services that are provided to people who live in the 

centre, 

▪ observe practice and daily life to see if it reflects what people tell us,  

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

practice and what people tell us. 

 

In order to summarise our inspection findings and to describe how well a service is 

doing, we group and report on the regulations under two dimensions of: 

 

1. Capacity and capability of the service: 

This section describes the leadership and management of the centre and how 

effective it is in ensuring that a good quality and safe service is being provided. It 

outlines how people who work in the centre are recruited and trained and whether 

there are appropriate systems and processes in place to underpin the safe delivery 

and oversight of the service.  

 

2. Quality and safety of the service:  

This section describes the care and support people receive and if it was of a good 

quality and ensured people were safe. It includes information about the care and 

supports available for people and the environment in which they live.  

 

A full list of all regulations and the dimension they are reported under can be seen in 

Appendix 1. 
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This inspection was carried out during the following times:  
 

Date Times of 

Inspection 

Inspector Role 

Friday 13 March 
2026 

06:35hrs to 
16:45hrs 

Catherine 
Connolly-Gargan 

Lead 

Friday 13 March 
2026 

06:35hrs to 
16:45hrs 

Helena Budzicz Support 

Friday 13 March 
2026 

06:35hrs to 
16:45hrs 

Sandra Rowland Support 
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What residents told us and what inspectors observed 

 

 

 

 

 
Overall, this inspection found that although some improvements in residents' care 
and service had been implemented, which resulted in improved quality of life 
experiences and welbeing for residents, contrasting standards in residents' nursing 
and social care provision continued between the two buildings known as 'Newbrook 
One' and 'The Lodge' that comprise this designated centre. The inspectors spent 
time speaking with many of the residents and staff, observing staff practices, and 
the services residents received throughout the day to gain insight into residents' 
experiences of living in the centre. While the majority of the residents who lived in 
The Lodge building expressed their satisfaction with the care they received and the 
quality of their lives, some residents living in the Newbrook One building evidenced 
dissatisfaction with the opportunities they had to participate in meaningful social 
activities that interested them. This feedback from residents concurred with the 
inspectors' observations in Newbrook One building during the day. 

This was an unannounced inspection carried out to monitor the quality and safety of 
the service, and to follow up on the provider's progress in addressing the significant 
regulatory non-compliances found on the previous inspection in February 2026. 

The inspectors arrived at Newbrook Nursing Home at 06:35am, and met with the 
staff nurses who were working on night duty in each of the buildings, and some 
time afterwards with the person in charge and the assistant director of nursing. 
Following introductions, the inspectors completed a walk around both buildings in 
the designated centre. The inspectors observed that the atmosphere in both 
buildings was calm, and most of the residents were in bed sleeping. Some residents 
were waking up, and while most rested in bed, others were starting to get up. One 
resident in The Lodge building was already up and dressed and told the inspectors 
that they always liked to get up early. The inspectors observed that staff attended 
to residents ringing their call-bells for assistance promptly throughout the day in 
both buildings. 

The inspectors observed that all areas of the designated centre were visibly clean, 
warm, well-maintained and nicely decorated throughout. The residents' environment 
was accessible, and the varied communal rooms observed were spacious and 
furnished with comfortable seating and tables for use by the residents, as they 
wished. 

The inspectors observed that staff carried out appropriate hand hygiene, and there 
were sufficient hand gel stations and hand-washing sinks in all areas where resident 
care was provided in both buildings. However, the inspectors observed that handling 
and segregation of used linen by some staff were not in line with infection 
prevention and control standards. 
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The inspectors observed the residents' mealtimes in both buildings. There was a 
relaxed and social atmosphere in all the dining rooms with residents chatting 
together at the various tables. Specially adapted tables were provided to support 
residents in larger assistive wheelchairs to sit comfortably at a dining table for their 
meals or to participate in table-top social activities in the sitting rooms. Staff were 
observed comfortably conversing with residents regarding the meal options available 
and speaking about the activities that were available on the day. Most of the 
residents ate their meals in the dining rooms, which were conveniently located near 
the main kitchens in each building. On this inspection, the inspectors observed that 
residents' individual meal choices were checked by staff with them before their 
meals were plated in the kitchen and served to them. There was sufficient staff 
available who were observed assisting residents as needed. Residents' food was 
prepared as recommended by the Speech and language therapist (SALT), further to 
their assessment of these residents’ needs. Staff were knowledgeable regarding 
modification of residents' fluids, and were observed preparing modified consistency 
fluids for individual residents, as recommended. Residents' feedback regarding their 
mealtime experiences was positive, and one resident said, 'You couldn't beat the 
standard of the food here.' Another resident commented that the food they received 
was 'more than delicious', and two other residents said the food was 'always so nice' 
and 'the food is so nice that I often ask for a second helping'. 

The schedule of the social activities planned for each day was clearly displayed in 
both buildings for residents' information. The social activities were facilitated in the 
communal rooms, and a number of staff were available in the sitting rooms at all 
times to respond to residents' needs for assistance as necessary. Staff facilitating 
residents' social activities were familiar with each individual resident’s likes and 
dislikes, and positive interactions were observed. In both buildings, most of the 
residents in the sitting rooms were clearly enjoying participating in the group-based 
activities taking place. A small number of residents chose to spend their time in the 
sitting rooms but did not participate in the group activities taking place, preferring to 
read or do self-directed artwork. In the Lodge building, residents who remained in 
their bedrooms had opportunities to engage in activities that were meaningful to 
them. Inspectors observed activities taking place which matched the preferences 
captured in the resident’s assessments. In addition to visits from the activity 
coordinator, for a small number of residents in the Lodge who preferred to spend 
much of the day in their bedrooms, a music therapist was observed providing one-
to-one music therapy sessions on the day. These residents were observed to 
respond positively to these music therapy sessions. 

Although the inspectors observed that residents who spent time in the sitting rooms 
in the Newbrook One were provided with adequate opportunities to participate in a 
variety of social activities in line with their individual preferences and capabilities, 
residents who remained in their rooms did not have equal opportunities to 
participate in social activities they preferred. The inspectors were informed and 
observed that residents who remained in bed for pressure relief due to skin integrity 
concerns, as recommended by the tissue viability specialist, did not have sufficient 
opportunities to participate in activities to meet their interests and capacities. The 
inspectors also observed that a number of other residents who chose to remain in 
their bedrooms were sitting in their chairs by their bedside throughout the day with 
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little opportunities for social interaction or participation in activities they preferred. 
Some of these residents who spoke with the inspectors said that ‘there was nothing 
for them to do’, ‘didn’t like big groups’, and ‘the day was long’. 

Residents in both buildings who spoke with the inspectors said they felt safe and 
that the staff were good to them. All staff interactions with residents, as observed 
by the inspectors, were kind and caring. Staff were knowledgeable regarding 
residents’ personal preferences; however, the inspectors observed a shower 
schedule developed for residents in the Newbrook One building that did not reflect 
residents' individual showering preferences. 

The next two sections of the report, capacity and capability and quality and safety, 
will describe the provider's levels of compliance with the Health Act 2007 and the 
Care and Welfare Regulations 2013 (as amended). The areas identified as requiring 
improvement are discussed in the report under the relevant regulations. 

 
 

Capacity and capability 

 

 

 

 

This unannounced follow-up inspection found evidence that the provider and the 
centre's management were working to progress improvements in the management 
and clinical oversight systems, as well as in the quality and safety of the service 
provided to residents. However, as the work to address the high number of 
regulatory non-compliances found on the February 2026 inspection was still in 
progress, residents' care and safety needs were still not adequately met, and their 
quality of life was not optimised in accordance with the designated centre's 
statement of purpose (SOP). 

The registered provider of Newbrook Nursing Home is Newbrook Nursing Home 
Unlimited Company, and the designated centre is registered to accommodate up to 
119 residents. The provider is represented by a company director who is involved in 
the running of the designated centre. The person in charge is supported in their role 
by a regional operations manager. Locally, the person in charge is supported in their 
day-to-day role by an assistant director of nursing and two clinical nurse managers. 
A clinical nurse manager and a team of nursing staff, health care assistants, activity, 
housekeeping, catering, laundry, and maintenance staff were provided in each of 
the two buildings comprising the designated centre, known as Newbrook One and 
the Lodge. 

Although the provider increased the number of healthcare staff available each day in 
both buildings since the previous inspection in February 2026, the system of 
allocating staff in place in the Newbrook One building still did not ensure that staff 
were adequately informed about residents' changing needs or had the necessary 
skills to meet residents' clinical and social care needs to the required standards. 
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A dedicated regional trainer was continuing to facilitate refresher mandatory and 
professional development training for all staff. However, the systems in place to 
monitor and supervise staff to ensure they each carried out their work in line with 
the best-evidenced guidelines and centre's policies were still ineffective in Newbrook 
One building. As a result, a number of residents' clinical and social care needs were 
not adequately met again on this inspection. The inspection findings are detailed 
under Regulation 16: Training and staff development. 

Varied management systems were being used by the provider to monitor the quality 
and safety of the service. While these systems were identifying some deficits in the 
service, they were not effectively identifying all areas needing improvement, 
including the quality of the service provided to residents, and inadequate standards 
of residents' care in the centre. The inspectors' findings are discussed further under 
Regulation 23: Governance and Management. 

Processes and procedures were in place for recording, investigating, and managing 
accidents and incidents involving residents. While there was evidence of 
improvements since the last inspection, the processes in place to manage the risk of 
residents' falling and to ensure effective safeguarding of residents were not always 
effective. As a result, not all incidents and accidents involving residents were notified 
to the office of the Chief Inspector of Social Services as required by the regulations. 

Schedule 5 policies and procedures, along with other policies, were available to staff 
and updated at intervals not exceeding three years, but the inspectors found again 
on this inspection that a number of these policies were not being implemented by 
staff. This finding is discussed under Regulation 4: Written policies and procedures. 

 
 

Regulation 15: Staffing 

 

 

 
While the registered provider had increased the number of staff with responsibility 
for residents' clinical and social care delivery since the previous inspection in 
February 2026, this action was not effective. The findings from this inspection 
identified deficits in staff resource levels and allocation in respect of residents' care 
provision according to residents' dependency levels, their individual preferences and 
choices and the requirement to respond to residents' needs in communal rooms and 
bedrooms. In addition, staffing levels were not sufficient to ensure residents were 
adequately supported to participate in meaningful social activities in line with their 
assessed needs. 

  
 

Judgment: Not compliant 

 

Regulation 16: Training and staff development 
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Inspectors observed that not all staff were appropriately supported and supervised 
to protect and promote the care and welfare of all residents. Several concerns 
identified by inspectors had not been escalated for resolution in a timely manner, for 
example: 

• Residents’ care documentation was not completed to the required standards, 
and in line with the centre’s policies and procedures. This was negatively 
impacting staff knowledge regarding the care each resident needed to meet 
their needs and the standard of care residents were receiving. 

• Contrary to the registered provider's own policies, neurological observations 
were not recorded to ensure the welbeing of a number of residents who had 
fallen. 

• Safeguarding incidents were not recognised and dealt with according to the 
centre’s safeguarding policy to ensure that all residents in the centre are 
appropriately safeguarded. 

• Staff practices in respect of infection prevention and control did not ensure 
that residents were protected from the risk of infection. For example: Staff 
did not complete appropriate hand hygiene between and following tasks of 
direct care delivery to different residents. Used linen was not appropriately 
managed to mitigate the risk of cross infection. The linen-handling 
procedures used by staff members posed a risk of cross-infection to 
residents. 

• While staff received medication management training prior to this inspection, 
they did not adhere to safe medication administration practices in line with 
professional requirements and the centre’s medication administration policy. 

• Residents who did not wish to participate in social activities in the sitting 
rooms and remained in their bedrooms were not provided with adequate 
opportunities to participate in meaningful social activities in line with their 
interests and capacities. In addition, staff practices and decisions made for 
residents did not always respect residents' rights, choices and preferences. 

This was a repeated finding from a previous inspection. 

Under this regulation, the provider was required to submit an urgent compliance 
plan to address an urgent risk. The provider’s response did provide assurances that 
the risk was effectively addressed. 

  
 

Judgment: Not compliant 
 

Regulation 23: Governance and management 

 

 

 
The provider failed to adequately address ineffective management and oversight of 
the quality and safety of care, and service delivery, to ensure that the service 
provided to residents was safe, appropriate, consistent, and effectively monitored. 
This was evidenced by the following findings: 
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• The management systems in place did not ensure that there was effective 
oversight of the care of residents, staff practices, and communication at staff 
handovers. Furthermore, the monitoring systems in place were not ensuring 
that deficits in residents’ care and service provision were being effectively 
identified and addressed. For example, the staff at the handover were not 
adequately informed about residents who had experienced falls during the 
night, and as a result, appropriate care and nursing interventions were not 
provided. 

• The provider's assurance systems had not been fully effective in identifying 
risks in staff supervision to ensure that all staff are appropriately supervised 
to promote adequate care and welfare of all residents. This is discussed 
under Regulation 16: Training and staff development. 

• The oversight system for notifying the Chief Inspector of specific incidents 
was not effective, as outlined under Regulation 31: Notifications of Incidents. 

• There were ineffective systems of oversight in place to ensure accurate 
assessments and care plans were prepared and maintained, to reflect the 
current care needs of residents and to guide safe care delivery. These 
findings are detailed under Regulation 5: Individual assessment and care 
plan. 

• The management systems in place did not recognise or address the issues 
identified by inspectors, as presented under Regulation 6: Health care and 
Regulation 9: Residents' rights. 

• The registered provider had not ensured that residents’ medicines were safely 
administered by nursing staff, and in accordance with professional guidelines 
issued by An Bord Altranais agus Cnaimhseachais. The inspectors' findings 
are discussed further under Regulation 29: Medicines and pharmaceutical 
services. 

• The management systems had not ensure that residents were appropriately 
safeguarded from risk of abuse. This finding is discussed further under 
Regulation 8: Protection. 

• The oversight of fire safety and evacuation strategy in the centre did not 
ensure that the measures in place will support effective fire safety. This is 
outlined under Regulation 28: Fire precautions. 

This is a repeated finding from the previous inspection in February 2026. 

Under this regulation, the provider was required to submit an urgent compliance 
plan to address an urgent risk. The provider’s response did provide assurance that 
the risk was effectively addressed. 

  
 

Judgment: Not compliant 

 

Regulation 30: Volunteers 

 

 

 
The provider confirmed that there were no volunteers or students working in the 
centre at the time of this inspection. Actions were in progress to ensure effective 
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systems were in place to ensure that the roles of any volunteers or students will be 
clearly specified and that volunteers and students will be appropriately supervised at 
all times. 

  
 

Judgment: Compliant 
 

Regulation 31: Notification of incidents 

 

 

 
Notifications and quarterly reports were not submitted as required and within the 
time frames as specified by the regulations. For example 

• An NF01 notification was not submitted to notify the Chief Inspector of a 
resident's unexpected death in January 2026. 

• An NF06 notification regarding an allegation of abuse received on 07 March 
2026 was not notified to the Chief Inspector within a two-day timeline as 
specified by the regulations. 

• The report for the third quarter of 2025 regarding pressure ulcers did not 
accurately reflect one grade 2 and one grade 3 pressure ulcer wound that 
were present on the skin of two residents on their admission to the centre in 
October 2025. 

This is a repeated finding from the inspection in February 2026. 

  
 

Judgment: Not compliant 
 

Regulation 4: Written policies and procedures 

 

 

 
The provider had the required Schedule 5 policies in place, which had been updated 
within the previous three years as required by the regulations. These policies formed 
part of the staff training sessions, including staff inductions. However, actions were 
necessary to ensure the medication, safeguarding, risk management and care 
documentation policies and procedures were consistently implemented by staff. 

  
 

Judgment: Substantially compliant 

 

Quality and safety 

 

 

 

 

Overall, again on this inspection, there was a contrast in the standards of nursing 
and social care of residents in the Newbrook One and the Lodge buildings. Although 
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residents' nutritional care and most residents' social care provision were improved in 
the Newbrook One building, actions continued to be necessary to ensure that all 
residents in this building were provided with safe and effective nursing and social 
care to meet their needs to the required standards. Residents' rights to make 
choices regarding their personal showering and smoking were being negatively 
impacted by staff practices in the Newbrook One building. 

The provision of varied social activities, facilitated in the communal sitting rooms in 
both buildings, ensured that residents who attended the sitting rooms had 
opportunities to participate in social activities, as preferred and in line with their 
individual capacities. However, residents in the Newbrook One building who stayed 
in their bedrooms did not have equal opportunities to, and were not adequately 
supported by staff to participate in their preferred social activities. As a result, this 
was having a negative impact on residents' quality of life and did not ensure their 
rights were respected. 

Since the previous inspection, the provider had implemented effective actions to 
ensure that all residents had timely access to their general practitioners (GPs), and 
other health and social care professional expertise as needed. However, effective 
arrangements were not in place again on this inspection to ensure that treatment 
recommendations made by skin and tissue viability specialists were implemented 
and appropriately monitored. 

The inspectors reviewed a sample of residents' care plans and spoke with staff 
regarding residents’ care preferences and found that the care plans were not 
updated for a number of residents who experienced falls to guide staff on the care 
and supports they needed to provide for these residents to monitor any 
deterioration in their wellbeing and to mitigate their risk of further falls. Additionally, 
care plan documentation for residents with wounds was not up-to-date, correctly 
outlining residents' skin integrity issues or sufficiently detailed to guide staff on the 
care they must provide for each resident in line with their individual needs, and the 
treatment recommendations made by skin and tissue viability specialists. In 
summary, as found again on this inspection, the records of residents' care could not 
be relied on to clearly direct staff on the care they must provide to meet each 
resident's needs, and this resulted in gaps in residents' care delivery in the 
Newbrook One building. This finding is discussed further under Regulation 5: 
Individual Assessment and Care Plan and Regulation 6: Health care. 

Although the provider had progressed actions since the previous inspection to 
ensure all residents would be safely evacuated in the event of a fire in the centre, 
these actions did not ensure the safe evacuation of residents needing three staff to 
support them in the Lodge building would be met, given that there are only four 
staff available during the night in this building. 

Medication administration practices by nursing staff in the Newbrook One building 
did not align with the centre's medication administration policy or professional 
guidelines, and practices observed by the inspectors again in the Newbrook One 
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building posed risks to residents' safety. This finding is discussed under Regulation 
29: Medicines and pharmaceutical services. 

While the provider had processes in place to safeguard residents from the risk of 
abuse, there was not adequate oversight of the implementation of these processes 
to ensure they were effective. Not all safeguarding incidents were recognised, 
adequately investigated and managed. This failure meant that the safeguarding risks 
were not effectively mitigated, leaving some residents vulnerable. 

 
 

Regulation 18: Food and nutrition 

 

 

 
The provider had put effective measures in place since the previous inspection to 
ensure residents' nutrition and hydration were met. Residents' nutritional needs 
were regularly assessed, and where residents were identified at risk of or with 
unintentional weight loss or inadequate fluid intake, effective monitoring procedures 
were carried out. Residents were appropriately referred for assessment by the 
dietician and speech and language therapist as needed, and they were reviewed by 
these health care professionals without delay. Treatment plan recommendations 
were developed, recorded in residents' care plans, and implemented. 

Residents were provided with a choice of meal menus, and residents who spoke 
with the inspectors said they enjoyed their meals and could have alternatives to the 
menu options available as they wished.  

There was sufficient staff available to provide timely assistance to residents in the 
dining room and in their bedrooms at mealtimes. Staff were observed to provide 
discreet assistance as needed to residents with additional needs, and to encourage 
residents at risk of dehydration to drink fluids throughout the day. 

  
 

Judgment: Compliant 
 

Regulation 27: Infection control 

 

 

 
The provider had not ensured that residents were adequately protected from risk of 
infection and that the centre was in compliance with Regulation 27: Infection control 
and the National Standards for infection prevention and control in community 
services (2018). This was evidenced by the following findings: 

• Barriers to effective staff hand hygiene were identified during the course of 
this inspection. Inspectors observed that staff were handling used linen in 
their hands and near their uniforms. This increased the risk of contamination. 
In addition, they relied on alcohol-based hand-rub and did not wash their 
hands in between the residents' care. 
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• Inspectors observed that two linen trollies for used linen had missing lids, and 
the linen bags with used linen were ripped and torn, left open and hanging 
on the trolley, touching the floor. This posed a significant risk of cross 
contamination. Management team members who observed this on the day of 
the inspection did not intervene to address this. 

  
 

Judgment: Substantially compliant 
 

Regulation 28: Fire precautions 

 

 

 
Although a number of emergency evacuation drills were completed, and the 
emergency evacuation procedure and policy were reviewed and revised since the 
previous inspection, the provider had not ensured that the evacuation needs of a 
resident in the Lodge building, who needed the assistance of three staff to support 
their emergency evacuation to a place of safety could be met, given that there were 
only four staff available during the night in this building. 

This is a repeated finding from the previous inspection in February 2026. 

  
 

Judgment: Not compliant 
 

Regulation 29: Medicines and pharmaceutical services 

 

 

 
All medication administration records reviewed by the inspectors in one part of the 
Newbrook One unit were pre-signed to indicate that medications were administered 
at 7.00 am, 7.15 am and 7.45 am, even though inspectors were present at around 
6.50 am. Nursing staff confirmed that those medications had not yet been 
administered, and inspectors observed that all medications remained on the nursing 
medications trolley. This practice posed a risk of medication errors and potential 
adverse effects on the residents. 

This was a repeated finding from the previous inspection in February 2026. 

  
 

Judgment: Not compliant 

 

Regulation 5: Individual assessment and care plan 

 

 

 
The inspectors reviewed residents' assessment and care planning documentation 
and found that residents' care plan documentation did not ensure each resident's 
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health and social care needs were identified and were accurately detailed to guide 
safe care. 

This was evidenced by the following findings: 

• Wound care plans for three residents were not updated to reflect skin 
integrity issues, including skin tears, lacerations, and blisters. 

• Care plans for residents experiencing falls were not updated after the fall 
incidents including measures to prevent further falls were not in place. Only 
the date and time of the falls were recorded, with no contributing factors 
noted or any indication of how they impacted their mobility and falls risk, 
even for residents who experienced frequent falls. 

• An assessment to reflect residents' social care activities did not capture some 
residents’ preferences and wishes about how they wanted to spend their day. 
This information was also not reflected in their care plans. 

• The care plan in place to meet the needs of a resident with diabetes and on 
insulin therapy did not provide guidance for staff regarding the parameters 
their blood glucose levels should be maintained within, or the actions staff 
should take in the event this resident's blood glucose measurements were not 
within safe parameters. This posed a risk that this pertinent information 
would not be effectively communicated to staff. 

• Residents who experienced a safeguarding event did not have an appropriate 
safeguarding care plan in place. This posed a risk that residents were not 
appropriately protected from the risk of harm. 

This was a repeated finding from the previous inspection in February 2026. 

Under this regulation, the provider was required to submit an urgent compliance 
plan to address an urgent risk. The provider’s response did provide assurance that 
the risk was effectively addressed. 

  
 

Judgment: Not compliant 

 

Regulation 6: Health care 

 

 

 
Nursing practices in relation to residents' assessment and care documentation, 
pressure ulcer prevention, and medicines management did not ensure that residents 
received a high standard of evidence-based nursing care in accordance with 
professional guidelines issued by An Bord Altranais agus Cnaimhseachais. The 
inspectors' findings are discussed further under Regulation 5: Individual Assessment 
and Care Plan and Regulation 29: Medicines and Pharmaceutical services. This 
finding is repeated from the last inspection. For example: 

• Residents' medications were not administered in accordance with professional 
guidelines issued by An Bord Altranais agus Cnaimhseachais. 
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• On this inspection, inspectors found that some residents were not 
repositioned for several hours. In addition, from the care documentation 
reviewed, residents with compromised skin integrity were not repositioned in 
accordance with their care plans and recommendations from the tissue 
viability nurse. Since the last inspection, the number of pressure-related 
wounds in the designated centre had increased. 

• Residents who experienced unwitnessed falls did not always have 
neurological observations (serial assessments used to evaluate a patient's 
central nervous system, identifying early signs of deterioration from brain 
injuries, infections, or metabolic issues) completed as per the protocol in the 
centre's policy. 

This was a repeated finding from the previous inspection in February 2026. 

Under this regulation, the provider was required to submit an urgent compliance 
plan to address an urgent risk. The provider’s response did provide assurance that 
the risk was effectively addressed. 

  
 

Judgment: Not compliant 
 

Regulation 8: Protection 

 

 

 
The provider did not take all reasonable measures to protect residents from abuse, 
as evidenced by the following findings: 

• A number of safeguarding incidents involving residents were not recognised 
or managed in accordance with the centre’s safeguarding policy, thereby 
failing to ensure that all residents in the centre are appropriately 
safeguarded. 

  
 

Judgment: Substantially compliant 

 

Regulation 9: Residents' rights 

 

 

 
Residents’ in Newbrook One unit who remained in their bedrooms in line with their 
individual preferences or for health reasons were not afforded adequate 
opportunities to participate in meaningful social activities in accordance with their 
preferences and capabilities. For example: 

• Residents who were on bed rest due to skin integrity concerns had no 
opportunities to participate in social activities for a three-day period. 

• Residents who preferred to stay in their bedrooms were observed by the 
inspectors sitting in their chairs for long periods during the day, with limited 
interactions from staff. Some were passively watching their television, while 
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others sat watching staff and others pass up and down the circulating 
corridors. 

This was a repeated finding from a previous inspection. 

Residents’ were not always afforded choice in the Newbrook One building. This was 
evidenced by the following findings: 

• During the handover, it was advised to inform a resident who was recently 
admitted to the centre and was a smoker that there is no smoking area 
available if they wish to smoke. However, their care plan reflected the 
residents' wish to smoke, and nursing staff kept their cigarettes and lighter 
for the resident. 

• A schedule of showers for residents was visible on all linen trolleys in the 
Newbrook One, allocating a particular resident to each day of the week based 
on their room number. This information was in breach of residents' rights to 
privacy, but also did not reflect these residents' individual choices regarding 
when they wanted to take a shower or bath. 

  
 

Judgment: Not compliant 
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Appendix 1 - Full list of regulations considered under each dimension 
 
This inspection was carried out to assess compliance with the Health Act 2007 (as 
amended), the Health Act 2007 (Care and Welfare of Residents in Designated 
Centres for Older People) Regulations 2013 (as amended), and the Health Act 2007 
(Registration of Designated Centres for Older People) Regulations 2015 (as 
amended) and the regulations considered on this inspection were:   
 

 Regulation Title Judgment 

Capacity and capability  

Regulation 15: Staffing Not compliant 

Regulation 16: Training and staff development Not compliant 

Regulation 23: Governance and management Not compliant 

Regulation 30: Volunteers Compliant 

Regulation 31: Notification of incidents Not compliant 

Regulation 4: Written policies and procedures Substantially 
compliant 

Quality and safety  

Regulation 18: Food and nutrition Compliant 

Regulation 27: Infection control Substantially 
compliant 

Regulation 28: Fire precautions Not compliant 

Regulation 29: Medicines and pharmaceutical services Not compliant 

Regulation 5: Individual assessment and care plan Not compliant 

Regulation 6: Health care Not compliant 

Regulation 8: Protection Substantially 
compliant 

Regulation 9: Residents' rights Not compliant 
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Compliance Plan for Newbrook Nursing Home 
OSV-0005702  
 
Inspection ID: MON-0049760 

 
Date of inspection: 13/03/2026    
 
Introduction and instruction  
This document sets out the regulations where it has been assessed that the provider 
or person in charge are not compliant with the Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2013,  Health Act 
2007 (Registration of Designated Centres for Older People) Regulations 2015 and the 
National Standards for Residential Care Settings for Older People in Ireland. 
 
This document is divided into two sections: 
 
Section 1 is the compliance plan. It outlines which regulations the provider or person 
in charge must take action on to comply. In this section the provider or person in 
charge must consider the overall regulation when responding and not just the 
individual non compliances as listed section 2. 
 
 
Section 2 is the list of all regulations where it has been assessed the provider or 
person in charge is not compliant. Each regulation is risk assessed as to the impact 
of the non-compliance on the safety, health and welfare of residents using the 
service. 
 
A finding of: 
 

▪ Substantially compliant - A judgment of substantially compliant means that 
the provider or person in charge has generally met the requirements of the 
regulation but some action is required to be fully compliant. This finding will 
have a risk rating of yellow which is low risk.  
 

▪ Not compliant - A judgment of not compliant means the provider or person 
in charge has not complied with a regulation and considerable action is 
required to come into compliance. Continued non-compliance or where the 
non-compliance poses a significant risk to the safety, health and welfare of 
residents using the service will be risk rated red (high risk) and the inspector 
have identified the date by which the provider must comply. Where the non-
compliance does not pose a risk to the safety, health and welfare of residents 
using the service it is risk rated orange (moderate risk) and the provider must 
take action within a reasonable timeframe to come into compliance.  
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Section 1 
 
The provider and or the person in charge is required to set out what action they 
have taken or intend to take to comply with the regulation  in order to bring the 
centre back into compliance. The plan should be SMART in nature. Specific to that 
regulation, Measurable so that they can monitor progress, Achievable and Realistic, 
and Time bound. The response must consider the details and risk rating of each 
regulation set out in section 2 when making the response. It is the provider’s 
responsibility to ensure they implement the actions within the timeframe.  
 
 
Compliance plan provider’s response: 
 
 

 Regulation Heading Judgment 
 

Regulation 15: Staffing 
 

Not Compliant 

Outline how you are going to come into compliance with Regulation 15: Staffing: 
 
The PIC has reviewed any actual or potential risk pertaining to any deficits in staff 
resource levels at the center that could negatively impact on residents’ care daily. To 
maintain a high standard of resident care, the PIC has implemented the following: 
 
• Residents’ dependency levels are reviewed and discussed daily with ADON / CNM’s and 
Nurses at handover and meetings, care is planned and initiated on the basis of nursing 
and clinical requirements. 
• Staffing Levels are planned and rostered by then PIC for the week/ month, where 
residents’ dependency levels or care need varies this number and skill mix is adjusted or 
escalated accordingly to eliminate any deficits in resources that could negatively affect 
care delivery 
• Allocation of Staff is planned, implemented, and reviewed by the PIC daily to ensure 
that the number, skill mix meet the needs of the residents are met daily to ensure the 
number and level of staff are appropriate to meet the residents’ care needs 
• Staff Absences are highlighted at the earliest point and formally communicated to 
ensure activation of the Staff contingency plan by utilizing the Staff on call list to fill any 
vacant shift. 
• The PIC will conduct daily Walkaround to observe and supervise the staffing levels and 
skill mix to highlight any imbalance or risk to the quality and safety of resident’s care. 
• The PIC will supervise that residents’ needs are met in a timely manner promoting 
choice and dignity. 
 
The PIC has conducted a comprehensive review of the current Activities Programme, the 
staff resources ,the residents needs and the actual and potential deficits in this area .To 
ensure that all residents have access to a full activity Programme as created by the 
Activities Team .Activities for residents are planned and designed in consultation with the 
resident  right to access meaningful activities as per their choices and preferences. The 
PIC has implemented the following: 
• PIC meets with the Activities Team for a short verbal debrief daily and a monthly 
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meeting to discuss residents, delivered and planned activities and any risks relating to 
staffing resources, equipment deficits that could impact on the effective delivery of the 
Programme. The PIC has added additional staffing resources to achieve this. 
• The PIC allocates staff to assit the activities Team in the provision of an effective 
activities Programme to all residents taking into consideration  residents who require 
additional support, one -to one activity and room visits .This will this include  oversight of 
resident engagement in communal areas ,one -to one activity and provision of activities  
in the residents bedrooms .The PIC will ensure that this is recorded in the Care Plan 
• The PIC will supervise that staff respond to resident’s needs. 
• All planned and unplanned leave in Activities is organised and replaced with immediate 
effect. 
 
 
 
 
 
 
 
 

Regulation 16: Training and staff 
development 
 

Not Compliant 

Outline how you are going to come into compliance with Regulation 16: Training and 
staff development: 
Support 
The Provider and Clinical operations Manager (COM) support the Person in Charge (PIC). 
The COM will be on site at a minimum of twice a week pending the commencement of 
the Practice Development officer. The COM will observe practice and work alongside the 
PIC to achieve compliance and ensure quality and safety in care provision. 
The PIC is also supported by ADON and four WTE CNM’s, staff nurses and senior health 
care assistants. 
 
Documentation 
• The PIC has reviewed residents’ documentation and will audit monthly. All 
documentation will be discussed at Nurses Meetings and at individual appraisals. 
• The Named nurse will complete and update residents’ assessments and observations 
• The CNM will supervise the Named Nurses documentation and progress notes daily. 
• Post Fall audits will be conducted by PIC/ADON with checks on Post Fall  assessments 
and Neuro observations . 
• All residents’ choice, preference and participation in activities will be documented in the 
key to me, activities assessment and care plan. 
 
Supervision 
The PIC will supervise Clinical Care and practices by: 
• Attend daily Handover/ Clinical Meeting. 
• Daily management walkaround to observe and supervise Care systems and delivery. 
• Supervision of the CNM’s through systematic daily communication. 
• Spot checks of Care Plans and all nursing documentation, audit and discussion at 
Nurses meetings. 
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• Spot checks of nursing and care practice -Discussion and feedback to Nurses and care 
team. 
• Delegate to CNM to supervise Nurses to ensure documentation is completed and 
correct. 
• CNM and IPC Link Nurse will oversee staff practices in relation to infection prevention 
and control. Observational audits will be completed to check this The Linen system has 
been reviewed, and new laundry trolleys were sourced and have been implemented to 
ensure compliance in line with best practice. 
• The provider has employed a Practice Development Officer (PDO) a registered Nurse 
who commenced post in March 2026. This role will provide additional clinical oversight 
and training where required based on audits, incidents and accidents and care planning. 
The practice development officer will work closely with the COM and QSRM to achieve 
quality improvement and compliance. All clinical teams will give feedback to the Provider 
monthly. 
• The PIC/PDO will conduct Medication audits and spot checks on practice and ensure all 
nurse are competent and supervised delivery at the required standards. 
• The PIC will supervise that all residents have opportunity to participate in meaningful 
activities in the nursing home daily, the PIC will supervise, support and guide the 
Activities team to achieve this. 
 
Training 
The PIC conducted comprehensive training and needs analysis of mandatory and non-
mandatory training delivered and required. 
• Induction: Training for new staff is incorporated into induction in line with nursing 
home policy. 
• Refresher training has been scheduled and delivered for the remainder of 2026. 
• The PIC continues to discuss training needs and requirements at senior management 
meetings. 
• The PIC has reviewed all Nurse training to address deficits and areas for improvement, 
training has been planned, scheduled, and delivered. 
• IPC training and audits are completed. The center has an IPC link nurse. IPC is a topic 
for discussion at all handover meetings. 
• Additional Safeguarding Training for senior managers was delivered. All alleged 
safeguarding is recognized and actioned promptly in line with the regulation. 
Safeguarding incidents are reviewed by the Provider/COM. Safeguarding is discussed at 
all meetings. The PIC will promote learning and short handover feedback to staff in 
relation to any Safeguarding risks or learning at the center daily with scenario-based 
examples. 
• CNM trained and competent in Train the Trainer for   IRRESTORE (Early warning 
Programme for nursing homes), the CNM will teach and roll out this program on a 1:1 
basis with each nurse the nurses in the nursing home, this assessment is now available 
on computerized Nursing System. 
• Nurses attended and will continue to attend specific training onsite as identified -
Medication management and Care of the Deteriorating Resident. 
• Nurses will be scheduled to attend additional training this year in Care Planning and 
IPC. 
 
Staff Development 
• Access: The PIC will ensure that all staff have access to the appropriate training and 
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are given opportunity for clinical development through mandatory and non-mandatory 
training. 
• Nurse Training: The Practice Development Officer will work with all nurses to achieve 
full compliance in line with Medication Administration Policy. This will be achieved 
through direct supervision, observational audit Competency assessment and reaudit. The 
Practice Development Officer will record and give feedback to the PIC. 
 
Activities 
• The PIC will supervise and activities staff to ensure they are competent and skilled in 
delivering activities. The PIC will organize additional activity-based training for activities 
staff to further enhance and develop their role .The PIC will conduct feedback and 
appraisals to Activity staff . 
 
 
 
 
 
 
 

Regulation 23: Governance and 
management 
 

Not Compliant 

Outline how you are going to come into compliance with Regulation 23: Governance and 
management: 
 
The Provider and COM   have examined and reviewed all clinical risk in relation to quality 
and safety of care delivery. 
To enhance Clinical oversight the Provider has implemented a focused Senior 
Management Supervision where the Provider will meet with the PIC and COM weekly to 
review governance arrangements, including: 
• Governance arrangements in the Centre. 
• Staffing resources and skill mix 
• Clinical risks and KPIs 
• Review accidents and incidents. 
• Review Safeguarding risks or incidents. 
• Review risk register. 
• Audit findings and compliance levels 
• Progress and effectiveness of action plans 
• Develop action plans and review their effectiveness. 
• Make quality improvements 
 
A strengthened governance framework is now in place to maintain a robust approach to 
clinical oversight, with clear lines of accountability from the CEO, COM , PIC to the wider 
management team. This is achieved and implemented as follows: 
• The PIC, ADON and CNMs provide daily operational oversight, including supervision of 
staff practices, staffing allocation, and risk management. 
• The COM provides on-site governance oversight (minimum two days per week), 
focusing on supervision, audit, and compliance. 
• The PDO role will provide additional clinical oversight and training where required 
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based on audits, incidents and accidents and care planning. The PDO will work closely 
with the COM, the Quality, Safety and Risk Manager (QSRM) and the Health and Safety 
Officer to supervise and uphold clinical standards and feedback to the Provider monthly. 
The PDO provides on-site training and support to staff (Minimum two full days weekly). 
Clinical Supervision and Oversight of Practice 
• Handover: The COM, PDO attends morning handovers in conjunction with the PIC, 
ADON and CNMs to assess if the handovers are being carried out in line with the Centre’s 
Handover Communication Policy. Handover practices have been improved to ensure that 
every shift handover is clear, consistent and focused on the risks to residents, changes in 
their baseline and actions that need to be taken to ensure the required standard of care 
delivery. Handover will highlight staff shortages to the PIC/ADON/CNM as a matter of 
urgency. 
• The PIC will be informed of all shortages or disruption to the roster to ensure staffing 
levels and skill mix are in line with the Statement of Purpose. Staff shortages will be 
reviewed daily. 
• The COM, the PIC, ADON and the CNMs will work with the staff nurses to support 
them, to supervise their practice and to make them aware of their responsibilities to 
supervise care practices of the HCAs. 
• Clinical Operations: The COM will work on site at a minimum of two days a week to 
support the PIC in the Governance and Management of the centre and with all quality 
improvements. 
• PDO Nurse will facilitate additional training and support for staff. The PDO will also 
carry out observation of staff practice and provide additional feedback to the PIC. The 
PIC and the PDO will then implement immediate corrective measure to ensure all staff 
are carrying out care practice in line with nursing homes policy and procedures. 
• A CNM is on site 7 days a week and will carry out spot checks to ensure the required 
standard of care delivery and feedback to the PIC. 
• The CNM will be visible and actively responsible to drive daily clinical oversights and 
any improvements. This will be reported and escalated to the PIC as required. 
• The PIC conducts weekly supervision and governance reviews of staff in the form of 
staff induction review, appraisal and any performance or action plans as identified by the 
Practice development officer. 
 
Incident and Accidents 
The Provider in conjunction with the PIC and COM has investigated and reviewed clinical 
risks and incidents in the center. To address any gaps in practice or communication the 
following actions have been implemented to improve practice and oversight: 
• The CEO, COM, and QSRM supervise and review all incidents and accidents daily in line 
with our Incident and Accident Policy. 
• All incidents will have a full investigation to include factual description, contributory 
factors, risk/controls, actions taken, documents attached, future actions required, 
revaluation, learning and feedback. 
• The PIC will inform the Provider /COM of all serious incidents daily 
• Iincidents and Accidents are reviewed and discussed at Nursing Home management 
meeting with the Provider. 
• All notifiable incidents will be reported to the Chief Inspector within 2 two working days 
of the occurrence of the event . 
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Assesement and Care Plans 
The PIC will supervise and guide the nurses, arrange, prepare and ensure an accurate 
care plan for a resident no later than 48 hours after admission and at formally review at 
intervals not exceeding 4 months. 
• Residents care plans have been reviewed by the Named Nurse/ CNM to ensure they 
accurately reflect the assessment needs of residents and tell a person-centered story 
about each resident. The content of the care plans directs the care to achieve a high 
standard. 
• The PIC has completed an in-depth review and audit of resident care plans. The PIC is 
involved and has an active part with residents’ clinical risks and care plans. 
• CNM’s have a more active role in the supervision and daily oversights of care 
documentation on each shift. 
 
Healthcare 
• Residents care and clinical risks will be discussed at Handover ,the PDO has observed 
and provided structured guidance to improve the quality and quantity of the information 
communicated at these handovers to ensure residents nursing and social needs are 
effectively communicated and actioned in a timely manner by nursing staff .The 
handover communication sheet has been improved .Residents nursing assessments and 
clinical risks, are  discussed and actioned . 
• The PIC will supervise all aspects of Residents healthcare needs and supervise the CNM 
and Nurses in the delivery of the care. 
• A structured referral pathway has been implemented to ensure residents needs for 
additional Multidisciplinary reviews are recognized and actioned promptly. 
• Compliance is monitored by audit, supervision, spot checks, Handover discussion and 
questioning and governance reviews, ensuring that residents receive timely access to 
appropriate healthcare and consistent high quality nursing care. 
 
Residents’ rights 
• The current management systems in place will document and recognize all clinical and 
non-clinical risks to residents. This will be recorded and evaluated in the resident’s care 
plan and communicated with staff daily at handover and meetings. 
• The residents will have access to opportunities to participate in group or as individuals. 
Residents’ choice will be respected and facilitated daily. 
• The PIC will attend residents’ meetings and hear feedback from residents. 
• The PIC will meet with residents and family during the Daily Walkaround. The PIC will 
use this time to   meet and communicate informally with residents and in doing so 
measure progress improvement and satisfaction with the service. 
 
Medication Management 
• All Nurses have completed Medication Management Training online and in classroom 
with discussion and learning around incidents/accidents and near miss scenarios. 
• Additional Classroom-based medication training was delivered in March 2026. 
• The Senior Nursing Team alongside the PDO will work with the staff nurses to formally 
supervise nursing competency and practice, and to make Nurses aware of their 
responsibilities under the professional guidelines issued by the Nursing and Midwifery 
Board of Ireland (NMBI). They will conduct spot checks and carry out medication round 
audits with the staff nurses. Feedback and learning from this will help to improve 
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practice. 
• All Nurses have been assessed using a Medication Competency tool and this is 
documented and recorded by the Practice Development Officer. All nurses are deemed 
competent to follow the 10 Rights of medication Administration and in line with NMBI 
and Nursing Home policy. The PDO has completed   medication round audits with nurses 
to measure competency and instruct improvement in any areas that were non-compliant 
to ensure all medication practices are in line with the Nursing Home policy and NMBI 
guidelines. 
 
Safeguarding 
• The PIC and ADON have attended additional Safeguarding training in recognising, 
investigating and responding to safeguarding incidents. Discussion and learning from 
scenario-based events has been part of this Learning. The PIC will inform and discuss all 
Safeguarding with the COM. 
• All Safeguarding incidents will be reported by the PIC in a timely manner in line with 
regulation 
 
Fire Safety 
• Staff levels in Newbrook Lodge have been reviewed, and an additional HCA rostered for 
night duty to meet the evacuation needs of all residents. 
• Fire Drills have been completed. 
• Resident PEEPS are specific to each resident with clear instructions. 
 
 
 
 
 
 

Regulation 31: Notification of incidents 
 

Not Compliant 

Outline how you are going to come into compliance with Regulation 31: Notification of 
incidents: 
 
• The PIC and Deputy PIC are aware of all notifiable events and have had refresher 
training. 
• All notifications were checked by the PIC /Deputy supervised by the Clinical Operations 
Manager and submitted. 
• The Clinical Operations reviews and discusses all KPI’s and can check that notifications 
are sent in relation to incidents, accidents, and notifiable events. 
• The Clinical Operations Manager will supervise the Notifications and Quarterly reports 
are submitted within the specified timeframes. 
• The COM will meet with the PIC weekly to supervise and discuss all notifications, and 
the Provider will be updated of any new actual or potential gaps/risks in this area. 
• The PIC will supervise and direct Nurses to document Pressure Ulcers in line with 
national guidelines and record accurately on the computerized nursing system. The PIC 
will check the documentation of all Pressure Ulcers to ensure accuracy . 
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Regulation 4: Written policies and 
procedures 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 4: Written policies 
and procedures: 
The PIC has ensured that all policies are made available to staff. These have been 
communicated implemented in practice since inspection. Policies are discussed at nursing 
handover meetings. All Staff have access to policies in Hard copy and computerized 
system: 
 
• Medication Management Policy: The PIC and the senior nursing team will work with the 
staff nurses to ensure that nurses follow Medication policy and correct procedure to 
ensure administration of medication within the nursing home to the required standard. 
The PDO will complete a Medication competency assessment of each nurse to  test 
knowledge and then feedback to the PIC . Any deficits or areas of improvement will be 
actioned accordingly. 
 
• Safeguarding Policy: The PIC will reinforce the knowledge and implementation of the 
Safeguarding Policy and procedure. The Policy will be discussed at daily handover and 
meetings. 
 
• Risk Management Policy: The Provider, COM and Quality Manager will supervise that all 
incidents and accidents are reported and investigated in line with Incident and Accident 
Policy. The PIC will conduct a full investigation to include factual description, contributory 
factors, risk/controls, actions taken, documents attached, future actions required, 
revaluation, learning and feedback. 
 
 
• Care Planning and Assessment Policy: All nurses have read the Care Plan policy and 
understand their job description and responsibility. The PIC has directed all residents’ 
nursing documentation be updated by the Named Nurses and supervised by the CNMs. 
The recommendations of the MDT team will be documented in the care plan, and this   
information will be shared at daily handover. All staff have access to the care plan, so 
they can deliver appropriate and safe individualised person-centred care. The PIC will 
audit the care plans to ensure policy is being implemented in practice and no deficits 
evident to ensure a high standard. 
 
 
 
 
 
 
 
 

Regulation 27: Infection control Substantially Compliant 
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Outline how you are going to come into compliance with Regulation 27: Infection 
control: 
Staff have received training on correct hand hygiene and safe linen handling practices. 
Hand hygiene is being reinforced in line with best practice. Alcohol gel and handwashing 
facilities are available at point of care. Daily spot checks and weekly audits by the COM, 
the DON (PIC), the ADON and the CNMs have been implemented to monitor compliance. 
New linen trolleys and bags have been ordered.Linen management procedures have 
been reintroduced to ensure: 
• Soiled linen is placed in appropriate bags at point of use 
• No sorting or handling of soiled linen in communal areas 
• Clear separation of clean and soiled linen 
All staff are scheduled for mandatory IPC training, including hand hygiene and linen 
management. Staff competency is being assessed by the DON (PIC). 
 
 
 
 
 
 
 

Regulation 28: Fire precautions 
 

Not Compliant 

Outline how you are going to come into compliance with Regulation 28: Fire precautions: 
 
• Staff levels in Newbrook Lodge have been reviewed, and an additional HCA rostered for 
night duty to meet the evacuation needs of the resident. All resident PEEPS are updated. 
 
 
 
 
 
 
 

Regulation 29: Medicines and 
pharmaceutical services 
 

Not Compliant 

Outline how you are going to come into compliance with Regulation 29: Medicines and 
pharmaceutical services: 
The PIC in conjunction with the PDO have reviewed medication practices at the center. 
• Training, education and support to all Nursing Staff. Nurses will administer medication 
in line with the 10 Rights of Medication management and nursing home policy. The PIC is 
committed to ensuring a safe medication system. 
• Nurses are aware of their responsibilities under the professional guidelines issued by 
the NMBI. Any breech of practice will be recorded and reported on as an incident 
/accident or near miss/error and will be addressed accordingly through the disciplinary 
procedure. 
• The PDO has completed medication round audits with all nurses to measure and record 
competency. 
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• The CNM/PIC/ADON   will conduct spot checks and carry out medication round audits 
• All Feedback and learning will be discussed at Nurses meetings and form as a quality 
improvement for the remainder of 2026. 
 
 
 
 
 
 
 

Regulation 5: Individual assessment 
and care plan 
 

Not Compliant 

Outline how you are going to come into compliance with Regulation 5: Individual 
assessment and care plan: 
The PIC will direct, supervise and audit that nurses  complete care documentation to the 
required standards 
 
• The PIC will check that residents have a Wound care plan with guidelines to direct 
wound care  in line with Nursing home Policy. 
• The CNM will ensure that residents have an accurate Falls care plan that outlines the  
Post fall reduction and intervention plan for that resident. The Falls Care Plan will have 
documentation of contributing factors, interventions and evidence of MDT input and 
recommendations. 
• The PIC in conjunction with the Activities Team will update the residents’ care plan to 
reflect preferences and wishes. 
• The CNM and Named Nurses will update all   Diabetic care plan to state the plan of 
care and expected parameters. The plan of care will have guidelines and actions required 
if parameters are unsafe and what actions to take to prevent any serious risk or incident. 
This information will be communicated at handover. 
• The PIC will create a safeguarding care plan to outline the Problem, Goal and 
Interventions required for a resident to be safe and free from harm in the nursing home. 
The Care Plan and interventions will be communicated with staff. 
 
 
 
 
 
 
 

Regulation 6: Health care 
 

Not Compliant 

Outline how you are going to come into compliance with Regulation 6: Health care: 
Medication Management: 
• All Nurses have completed Online medication training and additional classroom-based 
medication training was delivered in March 2026. 
•  The COM, the DON (PIC), the ADON and the CNMs will work with the staff nurses to 
support them, to supervise their practice and to make them aware of their 
responsibilities under the professional guidelines issued by the Nursing and Midwifery 
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Board of Ireland. They will conduct spot checks and carry out medication round audits 
with the staff nurses. Feedback and learning from this will help to improve practice. 
• The PDO will complete medication round audits with the staff nurses to improve 
practice. 
 
Pressure Area Care: 
 
Residents will have their skin integrity comprehensively assessed with a visual check by 
the senior clinical team. These assessments will be split between the COM, the DON 
(PIC), the ADON and the CNMs. TVN will have an input into these assessments as 
appropriate. High risk residents will be identified and prioritised for intervention. 
 
The DON (PIC) will arrange for a care plan to be prepared/reviewed based upon these 
assessments. The care plan will be communicated to staff, and it will guide them in care 
delivery. The care plan will address the following: 
 
• Identify what equipment is required. Pressure relieving equipment will be checked that 
it is operating correctly and is in use. 
 
• Seek a review by a dietician as appropriate and their recommendations will be followed. 
Residents will be weighed monthly and weekly if necessary. Mealtimes will be supervised 
to ensure that residents are receiving an adequate nutritional intake. 
 
• Turning and repositioning of residents. Spot checks will be carried out on turning and 
repositioning schedules and manual handling practices by the COM, the DON (PIC), the 
ADON and the CNMs. The checks will include nighttime and early morning checks. 
 
• Skin integrity inspections to be carried out during personal care. Spot checks will be 
carried out on the skin inspections by the COM, the DON (PIC), the ADON and the CNMs. 
 
• Spot checks to be carried out on personal hygiene and skin care practices to ensure 
that skin integrity is maintained by proper cleaning after incontinence, use of barrier 
cream and moisturising to prevent dryness. The spot checks will be carried out by the 
COM, the DON (PIC), the ADON and the CNMs. 
 
Falls Management: 
 
• A review of falls in the Centre from the 1st September 2025 will be carried out by the 
COM in conjunction with the DON (PIC). The review will assess compliance with our Falls 
Management Policy. Learning from this review will be implemented immediately by the 
DON (PIC) with oversight by the COM. This will include the requirement for nurses to 
carry out neurological observations post fall, when required, as per the Centre’s Policy. 
 
• All residents will have a comprehensive risk assessment carried out by the senior 
clinical team. These assessments will be split between the COM, the DON (PIC), the 
ADON and the CNMs. High risk residents will be identified and prioritised for intervention. 
 
• The DON (PIC) will arrange for a care plan to be prepared/reviewed based upon these 
assessments. The care plan will be communicated to staff, and it will guide them in falls 
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prevention. 
 
 
 
 
 
 
 

Regulation 8: Protection 
 

Substantially Compliant 

Outline how you are going to come into compliance with Regulation 8: Protection: 
 
• The PIC, Deputy attended refresher training in Safeguarding to refresh managers on 
identifying Key indicators and Safeguarding risks for vulnerable adults. 
 
• A review and investigation of all potential safeguarding incidents from 1st September 
2025 have been carried out by the PIC. An NF06 has been submitted to the Chief 
Inspector as required. The learning from the review will inform how future safeguarding 
incidents are investigated, reported and how safeguarding care plans are developed. 
 
• All staff will receive face to face refresher safeguarding training. 
 
• The PIC will discuss potential Safeguarding Incidents at Staff meetings to check that 
staff understand the policy and recognize potential Safeguarding risks. The PIC has 
spoken to the internal Safeguarding Trainers and developed a weekly Safeguarding 
forum to highlight and expand knowledge and promote learning among staff. 
 
• All Safeguarding incidents that occur in the Centre are reviewed by the Provider /COM. 
They will make a direct intervention if an incident is not being managed and reported in 
line with the Centre’s Policies. 
 
 
 
 
 
 
 

Regulation 9: Residents' rights 
 

Not Compliant 

Outline how you are going to come into compliance with Regulation 9: Residents' rights: 
The PIC has reviewed the activities programme with the Activities co-ordinator. To 
address the overall activity programme the following interventions have commenced: 
 
• The activities programme has been reviewed and updated paying particular attention to 
residents with high / max dependency and residents who wish to remain in their 
bedroom. Clear instructions have been given to staff and residents about what activities 
are available in the Centre. The activities team will monitor involvement and seek 
feedback from the residents. These provisions should ensure that residents who choose 
to remain in their bedrooms will be provided with a meaningful activities programme 
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• The PIC will review Activities staff competency and source additional training to support 
individual Activities plan for supervise residents that remain on bedrest or chose to spend 
time in their bedrooms. 
 
• All residents will have a documented activities plan and the PIC will observe and 
supervise activities in practice as well as documented evidence for these residents. 
 
• Residents will attend meaningful activities with staff interaction throughout the day in 
bedrooms, communal rooms and alternative spaces. Residents will be informed daily of 
all activities and encouraged all staff to go for short walks inside and outside the building 
 
Residents who choose to smoke will only be admitted to Newbrook Lodge where they 
can be facilitated to smoke. 
 
The practice of the schedule of showers has ceased. Staff will offer residents a shower at 
a time and day of their choice. The PIC will review documentation and supervise 
practices to ensure that this happens. 
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Section 2:  
 
Regulations to be complied with 
 
The provider or person in charge must consider the details and risk rating of the 
following regulations when completing the compliance plan in section 1. Where a 
regulation has been risk rated red (high risk) the inspector has set out the date by 
which the provider or person in charge must comply. Where a regulation has been 
risk rated yellow (low risk) or orange (moderate risk) the provider must include a 
date (DD Month YY) of when they will be compliant.  
 
The registered provider or person in charge has failed to comply with the following 
regulation(s). 
 
 

 Regulation Regulatory 
requirement 

Judgment Risk 
rating 

Date to be 
complied with 

Regulation 15(1) The registered 
provider shall 
ensure that the 
number and skill 
mix of staff is 
appropriate having 
regard to the 
needs of the 
residents, assessed 
in accordance with 
Regulation 5, and 
the size and layout 
of the designated 
centre concerned. 

Not Compliant Orange 
 

29/05/2026 

Regulation 
16(1)(b) 

The person in 
charge shall 
ensure that staff 
are appropriately 
supervised. 

Not Compliant    Red 
 

19/03/2026 

Regulation 
23(1)(a) 

The registered 
provider shall 
ensure that the 
designated centre 
has sufficient 
resources to 
ensure the 
effective delivery 
of care in 
accordance with 
the statement of 
purpose. 

Not Compliant    Red 
 

19/03/2026 
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Regulation 
23(1)(d) 

The registered 
provider shall 
ensure that 
management 
systems are in 
place to ensure 
that the service 
provided is safe, 
appropriate, 
consistent and 
effectively 
monitored. 

Not Compliant    Red 
 

19/03/2026 

Regulation 27(a) The registered 
provider shall 
ensure that 
infection 
prevention and 
control procedures 
consistent with the 
standards 
published by the 
Authority are in 
place and are 
implemented by 
staff. 

Substantially 
Compliant 

Yellow 
 

29/05/2026 

Regulation 
28(2)(iv) 

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

Not Compliant Orange 
 

29/05/2026 

Regulation 29(5) The person in 
charge shall 
ensure that all 
medicinal products 
are administered in 
accordance with 
the directions of 
the prescriber of 
the resident 
concerned and in 
accordance with 
any advice 

Not Compliant Orange 
 

29/05/2026 
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provided by that 
resident’s 
pharmacist 
regarding the 
appropriate use of 
the product. 

Regulation 31(1) Where an incident 
set out in 
paragraphs 7 (1) 
(a) to (i) of 
Schedule 4 occurs, 
the person in 
charge shall give 
the Chief Inspector 
notice in writing of 
the incident within 
2 working days of 
its occurrence. 

Not Compliant Orange 
 

29/05/2026 

Regulation 31(3) The person in 
charge shall 
provide a written 
report to the Chief 
Inspector at the 
end of each 
quarter in relation 
to the occurrence 
of an incident set 
out in paragraphs 
7(2)(a) to (e) of 
Schedule 4. 

Not Compliant Orange 
 

29/05/2026 

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

Substantially 
Compliant 

Yellow 
 

29/05/2026 

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

Not Compliant    Red 
 

19/03/2026 
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Regulation 5(2) The person in 
charge shall 
arrange a 
comprehensive 
assessment, by an 
appropriate health 
care professional 
of the health, 
personal and social 
care needs of a 
resident or a 
person who 
intends to be a 
resident 
immediately before 
or on the person’s 
admission to a 
designated centre. 

Not Compliant    Red 
 

19/03/2026 

Regulation 5(3) The person in 
charge shall 
prepare a care 
plan, based on the 
assessment 
referred to in 
paragraph (2), for 
a resident no later 
than 48 hours after 
that resident’s 
admission to the 
designated centre 
concerned. 

Not Compliant Orange 
 

29/05/2026 

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

Not Compliant Orange 
 

29/05/2026 
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Regulation 6(1) The registered 
provider shall, 
having regard to 
the care plan 
prepared under 
Regulation 5, 
provide 
appropriate 
medical and health 
care, including a 
high standard of 
evidence based 
nursing care in 
accordance with 
professional 
guidelines issued 
by An Bord 
Altranais agus 
Cnáimhseachais 
from time to time, 
for a resident. 

Not Compliant    Red 
 

19/03/2026 

Regulation 8(1) The registered 
provider shall take 
all reasonable 
measures to 
protect residents 
from abuse. 

Substantially 
Compliant 

Yellow 
 

29/05/2026 

Regulation 9(2)(b) The registered 
provider shall 
provide for 
residents 
opportunities to 
participate in 
activities in 
accordance with 
their interests and 
capacities. 

Not Compliant Orange 
 

30/06/2026 

Regulation 9(3)(a) A registered 
provider shall, in 
so far as is 
reasonably 
practical, ensure 
that a resident 
may exercise 
choice in so far as 
such exercise does 
not interfere with 
the rights of other 
residents. 

Not Compliant Orange 
 

29/05/2026 
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