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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Inspection report 
Designated centres for older people 

 
 

Centre name: Avondale Nursing Home 
 
Centre ID: 

 
0195 
 
West Street 
 
Callan  

 
Centre address: 
 

 
Co Kilkenny 

 
Telephone number: 

 
056-7725213 

 
Email address: 

 
avondalenursing@eircom.net 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered provider: 

 
Miriam Holmes 

 
Person in charge: 

 
Miriam Holmes 

 
Date of inspection: 

 
20 July 2011 and 21 July 2011 

 
Time inspection took place: 

 
Start: 17:00hrs             Completion: 21:00hrs   

 
Lead inspector: 

 
Noelene Dowling 

 
Support inspector: 

 
Catherine O’Keeffe 

Type of inspection:  Announced                          Unannounced 

Purpose of this inspection 
visit: 

 Application to vary registration conditions 
 Notification of a significant incident or event 
 Notification of a change in circumstance  
 Information received in relation to a complaint 
or concern 
 Follow-up inspection 
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About the inspection 
 
The purpose of inspection is to gather evidence on which to make judgments about 
the fitness of the registered provider and to report on the quality of the service. This 
is to ensure that providers are complying with the requirements and conditions of 
their registration and meet the Standards, that they have systems in place to both 
safeguard the welfare of service users and to provide information and evidence of 
good and poor practice. 
 
In assessing the overall quality of the service provided, inspectors examine how well 
the provider has met 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. 
 
Additional inspections take place under the following circumstances: 

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

 following a notification to the Health Information and Quality Authority’s Social 
Services Inspectorate of a change in circumstance for example, that a provider 
has appointed a new person in charge 

 arising from a number of events including information received in relation to a 
concern/complaint or notification to the SSI of a significant event affecting the 
safety or wellbeing of residents 

 to randomly “spot check” the service. 
 
All inspections can be announced or unannounced, depending on the reason for the 
inspection and may take place at any time of day or night.  
 
All inspection reports produced by the Health Information and Quality Authority will 
be published. However, in cases where legal or enforcement activity may arise from 
the findings of an inspection, the publication of a report will be delayed until that 
activity is resolved. The reason for this is that the publication of a report may 
prejudice any proceedings by putting evidence into the public domain. 
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About the centre 
 

Description of services and premises 

 
This centre closed on 30 August 2011 following cancellation of the centre’s 
registration by the Authority. 
 
Avondale Nursing Home consists of a two-storey building that is about one hundred 
years old, with the addition of a single-storey structure built in the 1960s. The centre 
accommodates 33 male and female residents, aged 55 years and older with the 
following care needs; general care, young chronic care, acquired brain injury, respite 
care, dementia specific care and rehabilitation. Accommodation for residents consists 
of one en suite single room, eight single rooms, 12 twin-bedded rooms, two sitting 
rooms and two dining rooms. 
 
Twenty two residents can be accommodated on the ground floor in seven twin-
bedded rooms, seven single bedrooms and one single bedroom with en suite, which 
consists of an assisted shower, wash-hand basin and toilet. The remaining residents 
share two assisted shower rooms with shower, wash-hand basin and toilet and one 
non-assisted bathroom with bath, toilet and wash-hand basin. There are two 
separate toilets for residents’ use. A separate toilet for kitchen staff is provided and 
staff also have a changing area with toilet. 
 
There is accommodation for 11 residents on the first floor with five twin-bedded 
rooms and one single bedroom who share one assisted shower room containing 
shower, wash-hand basin and toilet and two separate toilets.  
 
A garden is available to the front of the premises and there is ample care parking 
space for visitors. 
 

Location 

 
Avondale Nursing Home is located close to the centre of the rural village of Callan, 
Co Kilkenny. 
 

 
Date centre was first established: 

 
1980 

 
Number of residents on the date of inspection: 

 
17-19* 

 
Number of vacancies on the date of inspection: 

 
14 

 
Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
3 

 
4 

 
4 

 
6 
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* On the morning of the inspection there were 19 residents accommodated in the 
centre and when inspectors arrived at 17:00hrs there were 17 residents. 
 

Management structure 
 
The centre is owned by a limited company, Avondale Nursing Home Limited. The 
Registered Provider on behalf of the company is Miriam Holmes and she is also the 
Person in Charge. Hayley Holmes is the Key Senior Manager and deputises for the 
Person in Charge in her absence. Carers and catering staff report to the Person in 
Charge. 
 
Staff 
designation 

Person 
in 
Charge 

Nurses Care 
staff 

Catering 
staff 

Cleaning 
and 
laundry 
staff 

Admin 
staff 

Other 
staff 

Number of 
staff on 
duty on day 
of 
inspection 

0 1 2 0 0 0 0 
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Background  
 
This was a triggered inspection which took place on foot of information received by 
the Authority regarding the sudden, unplanned discharge of residents from the 
centre. This information followed on from the findings of another triggered inspection 
which took place on 13 July 2011 which indicated that the provider had acted in an 
inappropriate manner in discharging a resident in very unsafe and unsuitable 
circumstances, without the agreed support systems in place, adequate notice to the 
resident and family and access to his disability allowance. The provider was issued a 
report in relation to the inappropriateness of this action on 18 July 2011. 
 
Summary of findings from this inspection  
 
 
Inspectors found that the provider had commenced a process of discharging all 
residents within a 24-hour to 48-hour period. Effectively all residents would be 
discharged by Friday, 21 July 2011. This arrangement was unplanned, not 
communicated to residents, families or general practitioners and created unnecessary 
trauma, upset, medical and mental health risks for the residents. The actions took no 
account of the contracts of care agreed or the provider’s duty of care. Inspectors 
also found that the provider gave inaccurate information to residents, suggesting 
that this was a temporary move rather then a long-term arrangement. 
 
In taking this action the provider had committed serious breaches of a number of 
regulations including: 
 
Regulation 29: Temporary Absence and Discharge of Residents 
Regulation 6: General Welfare and Protection 
Regulation 10: Residents’ Rights, Dignity and Consultation 
Regulation 9: Health Care  
Regulation 8: Assessment and Care Plan 
Regulation 25: Medical Records 
Regulation 20: Food and Nutrition 
 
The provider met with inspectors. She confirmed that some residents, 12 in number, 
were being moved as she wished to undertake building and fire safety works. She 
had incorrectly informed staff, residents and relatives that the Authority had insisted 
she undertake this work urgently. She informed inspectors that some residents, six 
to eight, were to remain and the centre would stay open in a limited capacity. The 
provider declined to engage in any constructive or informative way with inspectors, 
informing them that the plan was “in her head”.  
 
The provider refused to engage with inspectors constructively on 20 July 2011. She 
informed them that she would meet with them on Friday, 22 July 2011 and refused 
to provide clear information. She requested that her daughter, who is the key senior 
manager attend a meeting between inspectors and the person in charge of another 
nursing home so as not to allow the inspectors to obstruct the process of discharging 
the residents. 
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In view of the serious nature of the findings the Authority contacted the Health 
Service Executive (HSE) whose representatives voluntarily came to the centre on 21 
July 2011 to ascertain the safety and welfare of residents. 
 
Inspector again went to centre on 21 July 2011 and instructed the provider to cease 
the discharge of residents and voluntarily agree that the HSE would oversee the 
orderly and safe discharge of residents and the closure of the centre. The provider 
indicated that she would do so but insisted that centre was not closing. Inspectors 
informed the provider that a senior member of the Authority staff would meet with 
her in the afternoon to finalise arrangements and sign the necessary papers in 
relation to this. The provider left the centre at 11:30hrs and did not return. She could 
not be contacted by the Authority. 
 
Findings: 
 
On the morning of the inspection of 20 July 2011 there were 19 residents 
accommodated in the centre and when inspectors arrived at 17:00hrs there were 17 
residents. Two further residents were then discharged leaving 15 residents by 18:30 
hrs. 
 
The provider had informed residents and inspectors witnessed this occurring that 
they were going for a short period only, varying between three to five weeks. 
However, on the morning of the 20 July the provider had contacted a nursing home 
stating that she had up to 10 to 12 residents who required long-term placement if 
the other centre could accommodate them. 
 
Records and interviews confirmed that the provider had commenced informing some 
residents and relatives from 18:00hrs on 19 July 2011 that they had to move to 
another centre within 24 to 48 hours. One relative was informed by the provider by a 
text message sent at 21:50hrs on 20 July 2011 that her relative had to be moved 
within two days. 
 
One relative was not informed until visiting on the 20 July 2011 that her relative as 
moving to another already identified nursing home on the 21 July 2011. This 
placement was completely unsuitable for this resident as it would effectively have 
prevented the maintenance of family contact and engagement. 
 
A number of residents were told by the provider that they had to move, without the 
support or advice of next of kin which they confirmed was additionally traumatic. 
They were given no opportunity to adequately make an informed choice as to where 
they would move to. Record and interviews confirmed that four residents were 
identified for relocation without either themselves or next of kin been informed. 
 
Residents general practitioners had not been informed or consulted and no adequate 
arrangements were made for continuity of medical care. At 20:00hrs the inspectors 
met with a visiting GP. He informed inspectors that he had not been contacted by the 
provider regarding the discharge of the residents he was responsible for. He knew 
nothing of the discharges until two relatives informed him on the day of 20 July 2011 
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that they had been given 24 hours notice to remove their relatives. He expressed 
considerable concern as to the impact of this sudden unplanned move on the 
resident’s health mental status and wellbeing.  
 
Two residents, one of whom is terminally ill and another receiving palliative care 
were to be transported to a nursing home the provider had chosen by wheelchair 
taxi, which was a totally unsuitable mode of transport and would have placed these 
resident at serious risk. This decision demonstrates a considerable lack of clinical 
competence and care for the residents’ welfare. One of these residents cannot 
communicate for herself and the records provided no evidence that the next of kin 
had been informed or consulted.  
 
As a safeguard the GP had entered in four residents medical notes that these 
residents were only to be transported by ambulance.  
 
Inspectors found that no discharge reports were prepared for residents to support 
their continuity of care which the provider is required to do. Inspectors found that 
the provider sent residents care plans, nursing notes and all medical records which 
the provider is required by regulation to hold for a period of seven years.  
 
Two of the residents are wards of court. Inspectors found no evidence that the office 
of the ward had been informed of the discharge of one of these residents, the choice 
of placement or if the placement had been assessed as suitable for this residents 
particular psychological needs and vulnerabilities. 
 
Two residents had been admitted to the nursing home under the care of the 
community mental health team. One of these residents informed inspectors that she 
was told she was leaving and going to Waterford the following day but did not know 
where this was. These residents had been moved from a long-stay psychiatric 
hospital to experience a more suitable and homely environment. This move, in such 
an unplanned manner could present a serious risk to their metal well being. Their 
mental health specialists were not afforded the opportunity to visit the proposed 
centre and relatives were not consulted as to the choice of placement, which would 
have meant travelling a considerable distance to maintain family and social 
relationships. 
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Other issues covered on this inspection:  
 
Personal property: 
 
The provider was unable to provide evidence that residents' personal property, 
possessions, statement of account, monies held, or state pension books had been 
returned and accounted for, to residents or their relatives.  
 
Staff: 
 
Staff informed inspectors that salaries which were due to be paid on 20 July 2011 
had not been lodged in their bank accounts. On Thursday, 21 July 2011 the staff 
informed inspectors that they had not been paid. On 21 July 2011 the Heath Service 
Executive agreed to take responsibility for the salaries in the interim period, while 
they oversaw the orderly and safe discharge and placement of the residents. 
 
Provision of food and nutrition: 
 
Inspectors noted that stocks of food were very limited in the 20 July 2011 and 
undertook an inventory on 21 July 2011. This identified significant shortages and the 
Health Service Executive were obliged to purchase basic essentials such as meat, 
vegetables (there was one bag of potatoes), drinks, cereals, bread and milk. 
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Report compiled by: 
 
Noelene Dowling  
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
22 July 2011 
 

Chronology of previous HIQA inspections/visits 
Date of previous inspection/visit: Type of inspection/visit: 

 
 
30 September 2009 
 
 
 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
22 March 2011 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
12 May 2011 
 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
15 June 2011 
 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
1 July 2011 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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6 July 2011 
 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
13 July 2011 
 

 
 Registration 
 Scheduled  
 Follow-up inspection 
 Triggered inspection 

 
 Announced 
 Unannounced  
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Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
None received 
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