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Centre name: 

 
Carysfort Nursing Home 

 
Centre ID: 

 
0022 

 
Centre address: 
 

 
7 Arkendale Road 
 
Glenageary 
 
Co. Dublin 

 
Telephone number: 

 
01-2850780 

 
Fax number: 

 
N/A 

 
Email address: 

 
edwardpakenham@carysfortnursinghome.com  

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Breda and Edward Pakenham 

 
Person in charge: 

 
Liny Raju 

 
Date of inspection: 

 
15 November 2012 

 
Time inspection took place: 

 
Start: 09:50 hrs          Completion: 12:30 hrs 

 
Lead inspector: 

 
Linda Moore 

 
Support inspector: 

 
N/A 

Type of inspection:  Announced                  Unannounced 
 
Number of residents on the 
date of inspection: 

 
 
49 and one in hospital 

 
Number of vacancies on the 
date of inspection: 

 
 
2 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated centres for older people 
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About monitoring of compliance  
 
The purpose of regulation in relation to designated centres is to safeguard vulnerable 
people of any age who are receiving residential care services. Regulation provides 
assurance to the public that people living in a designated centre are receiving a 
service that meets the requirements of quality standards which are underpinned by 
regulations. This process also seeks to ensure that the health, wellbeing and quality 
of life of people in residential care is promoted and protected. Regulation also has an 
important role in driving continuous improvement so that residents have better, safer 
lives. 
 
The Health Information and Quality Authority has, among its functions under law, 
responsibility to regulate the quality of service provided in designated centres for 
children, dependent people and people with disabilities.  
 
Regulation has two aspects: 
 

 Registration: under section 46(1) of the Health Act 2007 any person carrying 
on the business of a designated centre can only do so if the centre is 
registered under this Act and the person is its registered provider.  

 Monitoring of compliance: the purpose of monitoring is to gather evidence on 
which to make judgments about the ongoing fitness of the registered 
provider and the provider’s compliance with the requirements and conditions 
of their registration. 

 
Monitoring inspections take place to assess continuing compliance with the 
Regulations and Standards. They can be announced or unannounced, at any time of 
day or night, and take place: 
 

 to monitor compliance with Regulations and Standards 
 following a change in circumstances; for example, following a notification to 

the Health Information and Quality Authority’s Regulation Directorate that a 
provider has appointed a new person in charge 

 arising from a number of events including information affecting the safety or 
well-being of residents. 
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Summary of compliance with Health Act 2007 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009 (as 
amended) and the National Quality Standards for Residential Care Settings 
for Older People in Ireland. 
 
This inspection report sets out the findings of a monitoring inspection to: 
 

 follow up matters arising from a previous inspection to ensure that actions 
required of the provider have been taken 

 
 address a specific issue based on information received. 

 
The table below sets out the outcomes that were inspected against on this 
inspection.  
 
Outcome 1: Statement of Purpose   
Outcome 2: Contract for the Provision of Services 
Outcome 3: Suitable Person in Charge 
Outcome 4: Records and documentation to be kept at a designated centres  
Outcome 5: Absence of the person in charge  
Outcome 6: Safeguarding and Safety 
Outcome 7: Health and Safety and Risk Management 
Outcome 8: Medication Management 
Outcome 9: Notification of Incidents 
Outcome 10: Reviewing and improving the quality and safety of care 
Outcome 11: Health and Social Care Needs 
Outcome 12: Safe and Suitable Premises 
Outcome 13: Complaints procedures                 
Outcome 14: End of Life Care 
Outcome 15: Food and Nutrition 
Outcome 16: Residents’ Rights, Dignity and Consultation   
Outcome 17: Residents’ clothing and personal property and possessions 
Outcome 18: Suitable Staffing 
 
This follow up inspection was unannounced and took place over a part of one day. 
As part of the follow-up inspection the inspector met with residents and staff 
members. The inspector observed practices and reviewed documentation such as 
care plans, manual handling charts, training records and the staff allocation sheet.  
 
The purpose of this inspection was to review progress made on the actions identified 
in the immediate action plan which was issued to the provider following the 
monitoring inspection on 26 September 2012. At the previous inspection, significant 
improvements were required in some aspects of manual handling practices, 
supervision of residents and the safety of residents in the bathrooms. The provider 
was required to take immediate action to ensure the safety of residents. Following 
the inspection, the Authority received a prompt response from the person in charge 
on behalf of the provider in respect of these issues.  
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The inspector found that one action was addressed and two actions were not 
addressed. The provider said that all actions would be addressed by 28 September 
2012.  
 
On this inspection, the inspector also reviewed a dignity issue which pertained to 
residents. Other non compliances from the previous inspection were not viewed on 
this inspection.  
 
Outcomes covered on inspection 
 
Outcome 16: Residents’ Rights, Dignity and Consultation   
 
The inspector found that residents’ privacy and dignity was respected by staff in 
most regards but there was one area for improvement. The way in which one 
resident’s personal care was attended to was inappropriate and this issue impacted 
on the privacy and dignity of residents.  
 
Staff told the inspector that one resident’s personal care was provided in another 
resident’s bedroom during the day due to the location of the resident’s bedroom. 
This practice was inappropriate and did not provide adequate privacy or dignity for 
either of the residents.  
 
Actions reviewed on inspection: 
 
Theme: Safe care and support  
 
Outcome 6: Safeguarding and safety 
 
Action required from previous inspection:  
 
Put in place suitable and sufficient care to maintain each resident’s welfare and 
wellbeing, having regard to the nature and extent of each resident’s dependency and 
needs. 
 
 
This action was completed. 
 
At the previous inspection, inspectors found that suitable and sufficient care was not 
being provided to residents in the front sitting room. Very dependant residents were 
left without support or supervision for long periods of time which placed them at risk.  
 
The inspector observed the supervision of residents in the front sitting room during 
this inspection. A staff member was allocated to supervise the residents from 
10.30am. The staff allocation sheet reviewed by the inspector showed who was 
allocated to supervise each area. This was confirmed by talking to staff.  
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Outcome 7: Health and safety and risk management  
 
Action required from previous inspection:  
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
 
Provide a high standard of evidence-based nursing practice.  
 
 
This action had not been completed. The provider stated in the previous report that 
the action plans with regards to manual handling and wet floors would be completed 
by 28 September 2012.  
 
The inspector was not satisfied with the responses taken by the provider to ensure 
the safety of residents and to address these immediate issues identified at the 
previous inspection. Actions taken were not adequate and these issues continued to 
place residents at risk. At the previous inspection, inspectors had concerns with 
regards to manual handling practices and wet floors in bathrooms.  
 
The inspector still had concerns regarding manual handling practices and a wet floor 
in one of the bathrooms: 
 

 while the inspector observed good manual handling practices, there was one 
episode of poor practice seen which placed a resident at risk 
 

 there was a lack of moving and handling equipment available to staff in two 
sections of the building (the annex and on the first floor). Staff said that as a 
result of this, at times, they used inappropriate manual handling techniques to 
move two residents 
 

 since the previous inspection, manual handling charts had been revised for 
residents with the support of the physiotherapist. However, there was no 
manual handling chart for one resident who required full assistance with 
mobility and transfer. Therefore, there was no guidance for staff on the safe 
manual handling techniques required for this resident 

 
 staff described the manual handling techniques for one resident and they 

contravened the requirements specified by the physiotherapist and included in 
the manual handling chart for this resident 
 

 staff stated that another resident who required a full hoist for transfer was 
manually lifted by staff as the resident refused to use the hoist. The resident’s 
family had requested that the hoist not be used. There had been no 
multidisciplinary assessment of the resident’s needs and the resident’s 
assessment and care plan stated that a full hoist was required when lifting this 
resident 
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 records showed that staff were trained on the use of the hoist on 3 October 
2012 and all staff spoken to were knowledgeable on the use of this equipment 
 

 at the previous inspection, Inspectors observed that the floors in the two 
shower rooms were very wet and had towels left on the floor to soak up the 
excess water. This was a risk to the safety of residents using these 
bathrooms. The provider had stated in his action plan response that this 
practice had ceased. During this inspection, the inspector saw that the floor in 
one of the bathrooms was wet and had a towel on the floor. This continued to 
place residents at risk.  

 
 
 
Report compiled by: 
 
Linda Moore 
Inspector of Social Services 
Regulation Directorate 
Health Information and Quality Authority 
 
15 November 2012 
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Provider’s response to inspection report ∗ 
 
 
Centre Name: 

 
Carysfort Nursing Home 

 
Centre ID:  

 
0022 

 
Date of inspection: 

 
15 November 2012 

 
Date of response: 

 
 4 December 2012 

 
Requirements 
 
These requirements set out the actions that must be taken to meet the requirements 
of the Health Act 2007, the Health Act 2007 (Care and Welfare of Residents in 
Designated Centres for Older People) Regulations 2009 (as amended) and the 
National Quality Standards for Residential Care Settings for Older People in Ireland. 
 
Outcome 7: Health and safety and risk management  
The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Poor manual handling practices placed residents at risk. There was a lack of manual 
handling equipment available to staff to move residents safely.  
 
Action required 
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
 
Action required 
 
 Provide suitable equipment as required by the residents.  
  
Action required 
 
Provide a high standard of evidence-based nursing practice.  

                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 

 
Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 
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Reference:  
Health Act, 2007 
Regulation 31: Risk Management Procedures  
Regulation 19: Premises 
Regulation 6: General Welfare and Protection 
Standard 13: Healthcare 
Standard 26: Health and Safety  
Standard 29: Management Systems  

 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
As usual, one nurse is assigned downstairs and the other two 
nurses upstairs for supervision. These nurses will closely monitor 
the manual handling practices in the nursing home. 
 
A new full body hoist is on order for the annex, which is due to 
come this week. All manual handling charts have been revised 
and is available in all the files. All the staff members have been 
advised regarding the consequences of improper manual handling 
practices in the nursing home. 
 
At the time of inspection, one resident who required a full body 
hoist was manually lifted by staff as the resident refused to use 
the hoist. A multidisciplinary meeting was held regarding this 
matter on 19/11/2012 (those present: person in charge, staff 
nurses, an OT, GP over the phone, physiotherapist's suggestions 
from 15/11/2012 were incorporated). Following the MDT 
meeting, with the resident's consent, full body hoist was used 
successfully. The family is informed about the resident's 
willingness to use the hoist and our plan to continue using the 
hoist. 
 

 
 
Completed 
 

 
The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
One bathroom floor was wet and had a towel left on the floor to soak up excess 
water. This was a risk to the safety of residents using this facility.  
 
Action required 
 
Take all reasonable measures to prevent accidents to any person in the designated 
centre and in the grounds of the designated centre. 
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Reference:  
Health Act, 2007 
Regulation 31: Risk Management Procedures  
Standard 26: Health and Safety  
Standard 29: Management Systems  

 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All staff members were once again reminded to remove the wet 
towels from the floor and to dry the bathroom floor immediately 
after the shower. Staff nurses supervise the healthcare assistants 
at all times. Random checks are conducted by the person in 
charge and the provider. 
 

 
 
Completed 
 

 
Outcome 16: Residents’ rights, dignity and consultation 
The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
One resident’s personal care was provided in another resident’s bedroom during the 
day due to the location of the resident’s bedroom. 
 
Action required:  
 
Provide residents with privacy to the extent that each resident is able to undertake 
personal activities in private. 
 
Reference: 
                    Health Act, 2007 
                  Regulation 10: Residents’ Rights, Dignity and Consultation 

 Standard 4: Privacy and Dignity  
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All staff members were once again reminded to read the nursing 
home's policy on privacy and dignity and to strictly adhere to the 
same. Resident's privacy and dignity are respected at all times. 
Bed curtain dividers and the mobile screens are appropriately 
used while providing care to the residents. Staff nurses supervise 
the healthcare assistants at all times. 
 

 
 
Completed 
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The resident whose personal care was provided in another 
resident's bedroom during the day has been moved to a bed 
room on the ground floor following the inspection. Now this 
resident's personal care is provided in her own bedroom, 
downstairs at all times. 
 

 

 
 
 
Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
Once again we thank the inspector for her courteous and professional manner. 
 
Provider’s name: Breda Pakenham and Edward Pakenham 
Date: 4 December 2012 


