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About 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 under the following topics:  
 

1. Governance and leadership: how well the centre is organised. 

2. The quality of the service. 

3. How well the healthcare needs of residents are met.  

4. Premises and equipment: appropriateness and adequacy.  

5. Communication: information provided to residents, relatives and staff.  

6. Staffing: the recruitment, supervision and competence of staff.  

 
This report summarises the findings of the inspection under some or all of these topics, 
highlighting areas of good practice as well as areas where improvements were required as 
follows:  
 
Evidence of good practice – this means that an acceptable standard was reached and 
the provider demonstrated a culture of review and improvement and aimed to drive 
forward best practice. 
 
Some improvements required – this means that practice was generally satisfactory but 
there were areas that need attention. 
 
Significant improvements required – this means that unacceptable practice was 
found.  
 
The report also identifies minor issues, where applicable, to which the provider should give 
consideration to enhance the quality of the service. 
 
Registration inspections are one element of a process to assess whether providers are 
fit and legally permitted to provide a service. The registration of a designated centre is for 
three years. After that the provider must make an application for registration renewal at 
least six months before the expiration date of the current registration. New providers must 
make an application for first time registration 6 months prior to the time the provider 
wishes to commence. 
In controlling entry to service provision, the Chief Inspector of Social Services is fulfilling 
an important regulatory duty under section 40 of the Health Act 2007. Part of this duty is 
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a statutory discretion to refuse registration if the Chief Inspector is not satisfied about a 
provider’s fitness to provide services, or the fitness of any other person involved in the 
management of a centre.  
 
The registration inspection is one element for the Chief Inspector to consider in making a 
proposal to the provider in respect of registration. Other elements of the process designed 
to assess the provider’s fitness include the information provided in the application to 
register, the Fit Person self-assessment and the Fit Person interviews. Together these 
elements are used to assess the provider’s understanding of, and capacity to, comply with 
the requirements of the regulations and the Standards. Following assessment of these 
elements, a recommendation will be made to the Chief Inspector and the formal legal 
process for registration will proceed. As a result, this report does not outline a final 
decision in respect of registration. 
  
The report is available to residents, relatives, providers of services and members of the 
public, and is published on our website www.hiqa.ie. 
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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, brain injury, respite care, dementia specific 
care and rehabilitation. Accommodation for residents consists of one en suite single room, 
eight single rooms, 12 double bedrooms, three sitting rooms and two dining rooms.  
 
Twenty two residents are accommodated on the ground floor in seven twin bedrooms, 
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 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 bedrooms 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, County 
Kilkenny. 
 

 
Date centre was first established: 

 
1980 

Number of residents on the date of 
inspection 

 
23* 

Number of vacancies on the date of 
inspection 

 
10 

 
* One resident was in hospital and one resident was in a transitional care facility  
 

Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
0 

 
5 

 
3 

 
15 
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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 
 

1 1 3* 2 1 0 ** 

 
* Three until 14:30hrs and two from 14:00hrs 
** One maintenance 
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Summary of findings from this inspection 
 
This was the second inspection carried out by the Authority in the centre, a previous 
inspection having been undertaken in September 2009. 
 
As part of the registration process the provider has to satisfy the Chief Inspector that he is 
fit to provide the service and that the service will comply with the Health Act 2007 (Care 
and Welfare of Residents in Designated Centres for Older People) Regulations 2009 (as 
amended). As part of the application for registration the provider was requested to submit 
relevant documentation to the Health Information and Quality Authority including 
completion of the Fit Person self assessment. This documentation was reviewed by the 
inspector to inform the inspection process. 
 
A Fit Person interview was carried out with the provider and inspectors found that the 
provider had sufficient knowledge of the legislation and standards. The Fit Person self 
assessment was only partially completed and was to be forwarded to the inspector 
following the inspection. The sections the provider had completed did not outline any 
changes to current practices identified as result of the process. 
 
In addition, inspectors found that actions which were required to be addressed following 
the inspection in September 2009 had not been satisfactorily implemented. These actions 
included variety and interest in the resident’s day, practice in relation to the rationale for 
the use of methods of restraint and behaviour management, prevention of injury to 
residents from wall mounted television brackets and updating the statement of purpose. 
 
Inspectors found that there was good practice in relation to access to general medical care 
and access to allied health services. Communication between staff and residents was 
observed as respectful. Those residents who were able to exercise choice had choice in 
their daily routines and the nutritional needs of residents were well managed.  
 
Significant improvements were required in relation to: 

 arrangements for the absence of the person in charge  
 risk management  
 health and safety 
 primary care of residents  
 medication management 
 premises 
 policies 
 advocacy and consultation with residents 
 staff training and recruitment 
 variety and activities and choice suitable to the resident group 
 infection control practices.  

 
The Action Plan at the end of this report identifies the areas where improvements are 
required to meet 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. 
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Comments by residents and relatives 
 
Inspectors met with relatives and residents who stated that they were satisfied with the 
care provided; staff were very attentive to residents and responded quickly when they 
needed assistance. Residents who were able to communicate with inspectors stated that 
they enjoyed the food and had choice in their daily routines such as meal times and the 
time they got up and retired. Some residents stated that the days were very long and 
there was limited variety or activities available. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Page 7 of 35 



Overall findings 
 
 
1. Governance: how well the centre is organised 
 
 
Outcome: The centre is well organised and managed and complies with the 
requirements of the Health Act 2007, the regulations and standards. 
 
Good governance involves the effective and efficient deployment of resources 
in accordance with the stated purpose and function of the centre. Governance 
includes setting clear direction for the service, a commitment to continual 
improvement and having a system in place to effectively assess and manage 
risk. 
 
Evidence of good practice 
 
The person in charge is suitably qualified and experienced and has undertaken additional 
training in health service management and is currently studying the care of persons with 
dementia. The key senior manager, who is a co-director of the company, is also suitably 
qualified. Inspectors saw evidence of insurance and the directory of residents contained all 
of the required information. 
 
Some improvements required  
 
Improvements are required in key governance and legal responsibilities. Inspectors were 
informed that the key senior manager was available in the absence of the person in 
charge. Staff informed inspectors that they have contact numbers for the provider and key 
senior manager. However, in the days following the inspection the inspector was unable to 
contact the key senior manager during the absence of the person in charge. A staff nurse 
informed inspectors that both the person in charge and the key senior manager were on 
leave until 11 April 2011 which does not provide adequate management cover. 
 
The statement of purpose was not current and did not contain adequate information on 
the accommodation to be provided or adequate detail of the complaints procedures. The 
information provided on complaint management is different from that which is outlined in 
the complaints policy. The statement and complaints synopsis also refers to the use of the 
resident’s council, which does not exist. This inaccurate synopsis is also posted in the 
lobby of the centre.  
 
While all residents had a contract of care these did not specify the exact fees to be applied 
and the detail of the accommodation to be provided to residents. 
 
Significant improvements required  
 
Written evidence of compliance with fire safety was provided. However, the area fire 
service had undertaken an inspection of the premises in 2005 and outlined works to be 
undertaken. The inspector was unable to ascertain if these works had been completed. 
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The provider did not have a risk management policy. Some audits and reviews of incidents 
had taken place; for example, an audit of mediation errors was undertaken between 2009 
and September 2010. This was very detailed and staff had been transparent in 
documenting errors. This audit resulted in a change to the administration of antibiotic 
medications to remind staff of when antibiotics were due to be administered. However, no 
alterations were made to avoid other errors which had occurred such as residents not 
being given their pain reliving medication in the prescribed timescales. Errors in relation to 
these incidents had continued to occur following the audit. Accident and incident records 
reviewed by inspectors demonstrated that nine falls had taken place but these had not 
been reviewed to ascertain any contributing factors and take appropriate remedial actions. 
 
Inspectors found that there was no emergency plan in place, the provider does not have 
access to a generator and there was no evidence that a procedure for missing residents 
was in place. 
 
The provider has a detailed and centre-specific health and safety statement; however, 
there were no auditing mechanisms in place for reporting and managing risks to residents 
or review of the premises in terms of safety and controls to manage identified risks. 
Inspectors noted two specific areas of risk, in terms of resident access to the roadway 
from the rear of the premises and metal sheets used to protect the walls from damage by 
wheel chairs. These metal sheets has serrated edges which posed a risk to residents 
should they fall against them. 
 
Inspectors reviewed a survey of resident’s satisfaction with the care provided and the 
outcome of this was very positive. However, there were no other mechanisms in place for 
auditing of the quality and safety of care provided. 
 
The provider acts as agent for two residents. Written evidence of monies deposited and 
withdrawn on the residents’ behalf is maintained. However, the provider is also holding 
sums of monies for one resident and there was no separate record maintained of the 
transactions in relation to this, signed or witnessed on behalf of the resident. 
 
The provider had not informed the Authority of all significant events involving residents, 
including a grade two pressure ulcer and a fall which was not reported. There was no 
manager of the centre available to notify the fall. 
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2.      Quality of the service 
 
 
Outcome: Residents receive a good standard of service, appropriate treatment 
and are treated with courtesy and respect. 
 
A quality service is one where residents are protected from harm or abuse, 
where practice is person-centred, where rights are protected, where residents 
are enabled to play an active part in the centre and where management, staff 
and residents work together towards continuous improvement. 
 
Evidence of good practice 
 
Inspectors observed good practice in respectful communication between residents and 
staff. Staff were observed knocking on resident’s doors and ensuring residents’ privacy 
when carrying out personal care. There was evidence of choice in daily routines such as 
when residents got up and had their meals. This was observed by inspectors and residents 
confirmed this practice. 
 
Inspectors observed mealtimes and found that the food was freshly cooked and nutritious, 
well presented and choice was offered daily. The cook demonstrated a good knowledge of 
the residents’ likes and dislikes and there was a communication tool in the kitchen which 
clearly outlined residents’ dietary needs and was informed by specialist advice. Inspectors 
observed regulars drinks and snack rounds where all residents, including those who 
required assistance were supported to take fluids and fortified drinks.  
 
Resident religious preferences were catered for with mass taking place weekly. While the 
care plans did not show evidence that residents or relatives were involved in the process 
they confirmed that they were consulted regarding plans and the care to be provided. A 
fit-for-life exercise programme takes place weekly which is tailored to individual residents 
needs and individual residents participate in this. One resident informed inspectors she 
found this very beneficial to her mobility. One resident was observed going for a walk with 
staff on both days of the inspection. 
 
Significant improvements required  
 
Inspectors found a significant deficit in the provision of person-centred and appropriate 
care practices. At 05:45hrs inspectors found one very ill resident in bed fully clothed. This 
resident had been washed and had a serious pressure wound dressed prior to this time. 
Records demonstrated that the residents’ pressure wound was attended to at 04:00hrs on 
other occasions, without an adequate rationale for doing so and unnecessarily causing 
distress to this resident during the night. 
 
Another resident was to be showered and dressed at this time. Staff informed inspectors 
that these tasks are to be completed before day staff come on duty. Records also 
demonstrated that residents are routinely and unnecessarily woken between 06:00hrs and 
07:00hrs to take medication which necessitates waking residents and giving them their 
breakfast at this time. 
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While there was an activities schedule displayed inspectors found that the schedule was 
not implemented during both days of the inspection. Gardening was listed as an activity 
on day one; but, inspectors were informed that only one resident participated in this and 
this resident was not present on that day. The following day physiotherapy was listed as 
the activity. However, inspectors found that no appointments were made for this. A CD of 
prayers is used in the day room on a daily basis and inspectors observed some residents 
quietly participating in this. 
 
The main day room is used primarily for residents with high dependency needs and 
requires close supervision. Inspectors observed constant staff supervision in this room. 
However, little activity or engagement took place for these residents. 
 
There is one large dining room and one smaller dining room, which is also used as a 
physiotherapy and activities room. This room was not used for dining on either day of 
inspection. The larger dining room can only seat 20 residents and all residents deemed to 
require support are accommodated for meals in the day room using bed tables. On the 
day of inspection up to 15 residents had their meal in this manner and there was no clear 
rationale why some of these residents could not have their meal in the dining room. This 
would have enhanced the experience and provided a change of environment for these 
residents. Residents were assisted with their meal and on both days inspectors observed 
staff standing over residents when supporting them with their meal which was 
disrespectful to the residents. 
 
Inspectors noted that the care provided for residents with dementia or cognitive 
impairment was not supported by the use of recognised tools or interventions such as 
orientation, signage or reminiscence. Inspectors observed that these residents spent long 
periods in the day room and while staff were vigilant there was no stimulation. The key 
senior manager has developed a detailed activities checklist which inspectors were 
informed was used to monitor resident’s participation. However, inspectors found that this 
system did not result in alterations to the routines when residents were obviously not able 
or motivated to participate in the limited activities and intervention provided. 
 
Staff had undergone initial training in identifying and responding to elder abuse. This is 
due for refresher in April 2011; however, inspectors found that staff had a limited 
knowledge of the subject and were not clear as to how to respond or report to in the 
event of an incident occurring. The policy on protection is inadequate and does not 
contain guidance to staff on the mechanism required to report and act on any incident 
regardless of the role of the alleged abuser. 
 
The centre has a complaints policy. Inspectors found no written record of complaints or of 
any day-to-day expressions of dissatisfaction. The provider stated that any issues raised 
are logged in the resident’s communication logs but no evidence of these was available. 
Residents who spoke to the inspectors stated that they could address matters and 
generally the response was positive. However, there should be a discreet record of these 
separate to the resident files. 
 
There was a generic policy on end-of-life care. Inspectors found that the only reference to 
the policy in the care plans examined was a statement on the nature of the religious 
service to be held following the death of a resident. 
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3. Healthcare needs 
 
 
Outcome: Residents’ healthcare needs are met. 
 
Healthcare is integral to meeting individual’s needs. It requires that residents’ 
health, personal and social care needs are assessed and reviewed on an 
ongoing basis, within a care planning process, that is person centred. Emphasis 
is firmly placed on health promotion, independence and meaningful activity. 
 
Evidence of good practice 
 
Records showed evidence that residents’ healthcare was regularly reviewed by general 
practitioners (GP’s). Residents can maintain the services of their own GP or transfer to a 
local GP. Out-of-hour’s service is provided. The medical record reviewed showed evidence 
that the health care needs and medications of resident are monitored and reviewed on an 
ongoing basis and no less frequently than at three-monthly intervals. 
 
Inspectors examined five care plans and found evidence of referral and access to other 
health services such as chiropody, dietician, and speech and language assessment. 
Recognised assessment tools were utilised for pressure ulcers, malnutrition, falls risk, and 
manual handling. The care plans were found to be detailed and reviewed at three-monthly 
intervals with changes noted and alterations made as a result. 
 
Wound management was supported with adequate specialist advice and guidance sought. 
Preventative measures such as dietary supplements and general skin care planning were 
adhered to. Staff were able to articulate the skin care plans which correlated to the detail 
on the care plan. 
 
Mental health services were accessed for residents who had recently been admitted form 
such services where this was indicated as necessary. There was evidence of regular 
communication between the person in charge and these practitioners to support these 
residents. 
 
Significant improvements required  
 
The processes in place for the ordering and storing of medication were safe and in 
accordance with current guidelines and legislation. There was a medication policy with 
procedures for prescribing administration recording and storing medication including the 
crushing of medication and pro re nata (as required) medications in accordance with 
legislation and guidelines. However, inspectors found that the early morning 
administration of medication was not in accordance with guidelines. Inspectors observed 
medications placed in small pots with residents name written on pieces of paper and 
dispensed in this manner which is unsafe practice.  
 
Stock levels of controlled drugs were recorded and signed by two nursing staff at the end 
of each shift. As stated in the section on governance the provider had implemented a 
review of medication in conjunction with the supplying pharmacist and GP. 
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However, inspectors saw written records of a significant number of medication errors 
recorded with 14 having taken place between late 2009 and August 2010. Some of these 
involved the non-administration of controlled drugs for pain relief. Following this audit  on 
records seen , two residents were prescribed the same transdermal opiate patches which 
were in one case administered a day early and was not administered to the correct 
resident on the day. These errors were discovered on checking the administration record 
and register. 
 
There was no evidence that the reason for these errors had been adequately investigated 
and subsequent actions taken to avoid any reoccurrence. For example, whether the 
administration records and procedures were appropriately followed or a failure in 
communicating information on residents’ medication had occurred. 
 
Inspectors found that practices such as the use of cot sides were not overused and there 
was assessment of need and consent evident. Inspectors observed staff closely 
supervising one resident so that that he did not injure himself when he got up to walk. 
However, one resident had fallen twice as a result of climbing over the bedrails, 
necessitating sutures on one occasion. As means of alerting staff to this resident’s 
movement the call-bell was attached to the residents clothing while in bed. This action 
was ineffective and no actions were taken to examine the safety of the use of the bedrails, 
other alternatives or more suitable alerting mechanisms. 
 
Inspectors found that the centre uses all-in-one sleeping suits which fasten at the back 
and effectively restrict resident’s freedom of movement. Currently this is used for one 
resident, and has previously been used for three other residents. This practice commenced 
when a resident was admitted from another facility using this all-in-one-sleeping suits and 
continued without adequate reassessment of its usage. 
 
Inspectors found no evidence that the use of all-in-one sleeping suits have been 
adequately assessed as necessary or that the reason for there usage was justified. There 
was no evidence that antecedents to the behaviours these suits were used to manage was 
adequately explored or that issues such as continence promotion, bowel care, medication 
or other factors were adequately assessed. No trials of alternatives were undertaken. 
There was no evidence that guidance was sought or that assessment by specialist in 
dementia care or psychology of old age had been sourced in these instances.  
 
In one instance inspectors saw evidence that one of the residents wearing the all-in-one-
suit was monitored and the practice stopped when the symptom diminished. Inspectors 
were given a number of different rationales for the use of these suits and did not find 
there was consistent evidence of the benefit to the resident or that the symptom to be 
alleviated was adequately determined taking account of the resident’s rights and dignity.  
 
The use of this suit would require that this residents personal care needs are attended to 
by staff during the night. Inspectors were informed by the provider that this was carried 
out although the records did not confirm this. Staff stated that the resident is not actually 
attended to during the night and as a result requires being woken and showered very 
early. This practice did not reflect best practice in person-centred care planning. 
 
The policy on restraint was inadequate. It did not outline the reasons why any method of 
restraint should be utilised, the time frames for its removal or the safety issues to be 
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considered in the use of methods of restraint. The policy included inappropriate practices 
such as putting a person into bed during the day and the use of the all-in-one sleep suits. 
The consideration of all other treatment interventions prior to the application of these, 
were not apparent in the records or interviews with staff in relation to the use of the all-in-
one sleeping suits. 
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4. Premises and equipment: appropriateness and adequacy 
 
 
Outcome: The residential care setting provides premises and equipment that 
are safe, secure and suitable. 
 
A good physical environment is one that enhances the quality of life for 
residents and is a pleasant place to live. It meets residents’ individual and 
collective needs in a comfortable and homely way, and is accessible, safe, clean 
and well-maintained. Equipment is provided in response to the assessed needs 
of each of the residents and maintained appropriately. 
 
Evidence of good practice 
 
The premises is a two-storey building with extension. The day room is especially bright 
and airy. Residents have lockable storage space in their bedrooms for personal belongings 
and some residents had a key to their own rooms. The presence of two sitting rooms 
means residents can have some choice about where they spend their time with privacy 
and space. Furnishings and fittings are adequate and a lift is provided.  
 
Inspectors found hat there was a food safety management system in place and a review 
of the most recent environmental health office report stated that the centre was in 
substantial compliance. 
 
Some improvements required  
 
The centre has a range of equipment such as wheelchairs, hoists and specialist beds 
which are used for residents. Records showed that this equipment was regularly serviced 
and maintained with the following written documentation provided, standard and electrical 
hoist were serviced in 2010 and some beds were serviced in 2010. However, records also 
showed that the electric mattresses were not serviced since 2007. 
 
Significant improvements required  
 
One of the twin bedrooms on the first floor was originally a three-bedded room. By virtue 
of the revised layout and irregular shape inspectors found that it affords little privacy or 
accessible space for the residents who share this room. 
 
The numbers of toilets and showers is sufficient to meet the requirements although 
inspectors noted that some need upgrading and maintenance in terms of cleaning routines 
and replacements of pipes and fittings. 
 
The centre has a contract for the removal of infectious waste and generally, good practice 
was observed. However, inspectors observed an unwashed commode pan lying in the sink 
in the sluice room and an unclean steel commode used as a shower chair in one 
bathroom. A new cleaner had been employed the week prior to the inspection. There was 
no cleaning schedule and the staff member had been given no guidance on the cleaning 
of rooms where there was a risk of infection.  

Page 15 of 35 



Following the previous inspection, the provider had been requested to update and make 
suitable the finish on the surfaces in the sluice room to support good infection control 
practice but this action had not been completed. Inspectors found that a toilet upstairs 
and an assisted shower room had no locking mechanism in place. 
 
The external grounds are divided into three sections. The garden area for residents is 
accessed via patio doors from the day room and from the door leading off the kitchen. 
Inspectors observed that this door provided access through gates to the open car park. 
The gates were not secured. This poses a risk to residents who may wander. In addition, 
the paving and pathways are worn and need upgrading in several sections thereby posing 
a risk to residents. 
 
The garden, is not landscaped or maintained in a manner which would encourage 
residents to use it and the only seating available was placed immediately outside the door 
with no other walkways or plants to encourage resident to utilise this area. 
 
There is a significant shortage of storage on the premises resulting in wheelchairs and 
walking frames been stored on corridors or in the day room. The centre does not contain 
sufficient dining space currently to accommodate the maximum number of residents. 
 
Inspectors noted a number of risks throughout the premises for residents which had not 
been identified and attended to. These included the use of metal serrated wall guards on 
corridors and on bedroom walls which were not suitable for use with the resident 
population. Wall mounted television brackets were placed at a height which could result in 
a resident injuring themselves. There were no thermostatic controls on the hot water taps 
and taps carried a sign stating “caution water may get very hot” and the hoist charger and 
wiring was trailing on the floor.  
 
The provider was not able to provide written evidence of fire compliance. A fire safety 
report completed by the local fire officer in 2005 was reviewed by inspectors; but, 
confirmation of completion of the works identified was not available. Fire management 
systems were in place. Inspectors saw written evidence of a twice yearly fire alarm service 
with the last check undertaken on 17 February 2011, and twice yearly servicing of 
emergency lighting and checks on fire extinguishers. Records showed that fire drills had 
taken place twice in 2010. Two training sessions in the use of fire fighting equipment had 
taken place in February 2011 but, there was no record of any training in 2010 when there 
was significant turnover of staff. 
 
Staff were not able to clearly articulate any specific plans for the safe transferring or 
evacuation of residents. Inspectors noted that the building layout plans for fire evacuation 
were very small in size and pre-dated the internal renovations which had taken place. 
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5. Communication: information provided to residents, relatives and 

staff  
 
 
Outcome: Information is relevant, clear and up to date for residents. 
 
Information is accessible, accurate, and appropriate to residents’ and staff 
needs. Feedback is actively sought from residents and relatives and this 
informs future planning and service provision. Information is recorded and 
maintained in accordance with legal requirements and best practice and is 
communicated to staff on a need to know basis to ensure residents’ privacy is 
respected.   
 
Evidence of good practice 
 
Residents and relatives confirmed that they were kept informed of any changes to their 
health needs and the Residents’ Guide contains all of the required information. One daily 
newspaper is delivered each morning. Inspectors attended the daily handover report and 
this contained information on each resident and was detailed in content. 
 
Some improvements required  
 
While the provider had the required schedule of policies with the exception of a policy on 
missing persons a number of the policies require updating to meet with the regulations, 
this included the policy on the protection of vulnerable adults, consents and the use of 
methods of restraint. Although staff signed the policies to say they have been read 
inspectors found that they had limited knowledge of the contents for example, in relation 
to reporting mechanism for elder abuse and fire evacuation procedures. 
 
While there is no formal induction procedure the provider informed inspectors that this is 
undertaken by the key senior manager and senior nursing or care assistant staff and this 
process would include a period of supernumery work. Staff spoken with confirmed that 
this take place. There is no formal supervision process in place. The provider stated that 
she monitors staff practice on a daily basis. 
 
Significant improvements required  
 
Staff meetings have not been held since 2009. The provider stated that they had ceased 
as there was a significant staff turn over in the previous 12 months she did not find the 
meetings effective. Inspectors examined the previous meetings records and found that 
they focused solely on staff and general business issues and did not contain any 
discussion of residents changing needs or improvements to practice. 
 
Despite the profile of the residents there was no evidence that signage or other mediums 
for communication were been utilised. For example, the provider had used printed signs to 
warn against the dangers of hot water and the height of the wall mounted television 
stands. However, this did not take account of residents with sight or communication 
problems.  
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6. Staff: the recruitment, supervision and competence of staff 
 
 
Outcome: Staff are competent and recruited in sufficient numbers to meet 
residents’ needs. 
 
Staff numbers and skill-mix are determined by the size and complexity of the 
service and there should be sufficient competent staff on duty, both day and 
night, to meet the needs of residents. Robust recruitment and selection 
procedures ensure the appointment of suitably qualified and experienced staff. 
Staff are supported in their work by ongoing training and supervision. 
 
Significant improvements required  
 
There has been a significant change over in staff in the previous twelve months. Rosters 
indicate that the one staff nurse and three care assistants are on duty from 08:00hrs until 
14:30hrs and one nurse and two care assistants are present from 14:30hrs until 19:30hrs. 
Overnight staffing consists of one staff nurse and one care assistant. The provider 
employs four part-time nurses, two night-duty nurses and 11 care assistant staff. The 
provider undertakes a number of night duty shifts which she stated was due to staff 
shortages. This ratio would not be sufficient for the number of residents the provider 
wishes to register for. The provider informed inspectors that staffing is reviewed according 
to changes in resident numbers and dependency levels. However, practice identified in this 
report such as routinely waking residents inappropriately early and the use of restraints 
such as the all-in-one sleeping suits indicate that residents routines and wellbeing are 
impacted upon by staffing levels. 
 
Inspectors examined four personnel files. While all nursing staff had evidence of current 
registration with An Bord Atranais the files in general were not robust. References 
available were mainly testimonial and they did not include adequate referencing or 
clearance information on staff who were recruited from overseas. Declarations of medical 
fitness were not obtained. 
 
Inspectors found that there was no evidence of commitment to ongoing training and 
improvement for staff in general. Mandatory training had taken place in manual handling, 
and inspectors observed good practice in moving and lifting of residents . The provider 
informed inspectors that only one care assistant had received training to Further Education 
and Training Awards Council (FETAC) Level 5. 
 
No training has been undertaken in working with residents with dementia or 
communication skills to improve the quality of life of the current resident profile. This is 
reflected in the lack of suitable interventions observed and confirmed by records, activities 
schedules and care plans for these residents. Two of the nursing staff underwent training 
in continence promotion in 2008. However, care plans did not reflect that this was actively 
promoted for residents and staff were not able to articulate any strategy in regard to this. 
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Closing the visit  
 
At the close of the inspection visit, a feedback meeting was held with the provider and key 
senior manager to report on the inspectors’ findings, which highlighted both good practice 
and where improvements were needed.  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan 

 
 
Provider’s response to inspection report* 
 

 
Centre: 

 
Avondale Nursing Home 

 
Centre ID: 

 
0195 

 
Date of inspection: 

 
22 March 2011 and 23 March 2011 

 
Date of response: 

 
None received 

 
Requirements 
 
These requirements set out what the registered provider must do to meet 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. 
 
1. The provider person in charge has failed to comply with a regulatory 
requirement in the following respect: 
 
Adequate arrangements were not in place and implemented for the absence of the 
person in charge. 
 
Action required:  
 
Put in place and implement system for the provision of adequate management cover 
that is present and available in the designated centre in the absence of the person in 
charge. 
 
Reference:  

Health Act 2007 
                   Regulation 15: Person in Charge 
                   Standard 27: Operational Management                        
 

                                                 
* The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Authority’s 
Timescale: 
 

Provider’s response: 
 
None received 

 
Centre closed on 
30 August 2011 
             

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Failing to have necessary arrangements in place aimed at preventing residents being 
harmed or suffering abuse or being place at risk of abuse or harm. 
 
Action required: 
 
Ensure that residents are able to live in a manner akin to their own home and daily 
routines are not dictated by staffing rotas and duties. 
 
Action required:  
 
Cease all institutional and unsuitable practices not conducive to residents’ welfare 
including but not exclusive to; waking, washing and dressing residents at unsuitable and 
unreasonable times.   
 
Reference:   
                   Health Act 2007 
                   Regulation 6: General Welfare and Protection 
                   Regulation 10: Resident’ Rights, Dignity and Consultation 
                   Standard 8: Protection 
                   Standard 18: Routines and Expectations 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Authority’s 
Timescale: 
 

Provider’s response: 
 
None received 

 
Centre closed on 
30 August 2011 
 

 
3.The person in charge has failed to comply with a regulatory requirement in 
the following respect: 
 
Best practice and legislation in medication management was not applied. 
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Action required:  
 
Put in place appropriate and suitable practices and written operational policies relating 
to the ordering, prescribing, storing and administration of medicines to residents and 
ensure that staff are familiar with and comply with such policies and procedures. 
 
Action required:  
 
Make all necessary arrangements, by training staff or by other measures, aimed at 
preventing residents being harmed or suffering abuse or being placed at risk of harm 
due to medication errors or omissions. 
 
Action required: 
 
Cease the unsafe practice utilised to administer medication. 
 
Reference:   

Health Act 2007 
                   Regulation 6: General Welfare and Protection 
                   Regulation 9: Health Care 
                   Regulation 33: Ordering, Prescribing, Storing and Administration of    
                   Medicines 
                   Standard 14: Medication Management  
                   Standard 15: Medication Monitoring and Review 
                   Standard 8: Protection 
                   Standard 13: Healthcare 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Authority’s 
Timescale: 
 

Provider’s response: 
 
None received 

 
Centre closed on 
30 August 2011 
 

 
4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Fire safety  management practices were not sufficient In the following respect: 

 evidence of compliance with all matters raised by the fire risk assessment report 
was not available 

 adequate arrangements,  by virtue of training  staff and ensuring that they are 
familiar with procedures for the safe evacuation of residents were not in place. 

 
Action required:  
 
Provide evidence that all matters raised by the fire risk assessment report of 2005 have 
been complied with. 
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Action required: 
 
Make adequate arrangements to ensure that staff are aware of the arrangements for the 
safe evacuation of residents. 
 
Reference:   

Health Act 2007 
                   Regulation 32: Fire Precautions and Records 
                   Standard 26: Health and Safety 
                    
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
None received 
 

 
Centre closed on 
30 August 2011 
 

 
5. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no risk management policy in place. 
 
Action required:  
 
Put in place a comprehensive written risk management policy and implement this 
throughout the designated centre.  
 
Action required:  
 
Ensure that the risk management policy covers, but is not limited to, the identification 
and assessment of risks throughout the designated centre and the precautions in place 
to control the risks identified.   
 
Action required:  
 
Ensure that the risk management policy covers the arrangements for the identification, 
recording, investigation and learning from serious or untoward incidents or adverse 
events involving residents. 
 
Action required: 
 
Put in place a plan for responding to emergencies. 
 
Reference:   

Health Act 2007 
                   Regulation 31: Risk Management Procedures 
                   Standard 26: Health and Safety  
                   Standard 29: Management Systems  
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
None received 
 

 
Centre closed on 
30 August 2011 
 

 
6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no adequate health and safety procedures including audits of premises and 
practices to identify and control risk. 
 
Action required:  
 
Put in place written operational policies and procedures relating to the health and safety, 
including food safety, of residents, staff and visitors. 
 
Action required:  
 
Undertake a review of the premises for any potential risk to residents and take 
appropriate action to remedy these risks. 
 
Including but not exclusive to: 

 the garden areas 
 yard 
 paving 
 wall protections 
 wall mounted televisions 
 hot water systems 
 trailing cables.  

 
Reference:   

Health Act 2007 
                   Regulation 30: Health and Safety 
                   Standard 26: Health and Safety  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
None received 
 

 
Centre closed on 
30 August 2011 
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7. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Failing to ensure that adequate assessment and evidence-based alternative strategies 
were researched and implemented prior to using behaviour management and restraint 
techniques with the current resident group. 
 
Action required: 
 
Facilitate the medical treatment that is recommended for each resident as defined by 
presenting behaviours or conditions to include access to psychology of old age and 
dementia specialist and best practice guidelines for the resident currently using the all-
in-one sleeping suit. 
 
Action required: 
 
Provide suitable and sufficient care to maintain the residents’ welfare and wellbeing, 
having regard to the nature and extent of the resident dependency and needs as set out 
in the care plan. 
 
Action required; 
 
Ensure that high standards of evidenced based nursing practice is utilised to support 
residents with challenging or unusual behaviours prior to the use of any behaviour 
management or restraint technique. 
 
Action required: 
 
Put in place adequate arrangements to ensure the operations of the designated centre 
are conducted with due regard to the sex, religious persuasion, racial origin, cultural and 
linguistic background, and any disability of residents. 
 
Reference:   

Health Act 2007 
                   Regulation 6: General Welfare and Protection 
                   Regulation 10: Residents’ Rights, Dignity and Consultation 
                   Standard 4: Privacy and Dignity 
                   Standard 13: Healthcare 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
None received 
 

 
Centre closed on 
30 August 2011 
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8. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Routines and activities were not provided which took account of the current residents 
needs. 
 
Action required:  
 
Provide opportunities for each resident to participate in activities appropriate to his/her 
interests and capacities. 
 
Action required:  
 
Put in place adequate arrangements to ensure the operations of the designated centre 
are conducted with due regard to any disability of residents. 
 
Action required:  
 
Ensure that staff adhere to good practice and maintenance of residents’ dignity when 
supporting residents to eat. 
 
Reference:   

Health Act 2007 
                   Regulation 6: General Welfare and Protection 
                   Regulation 10: Residents’ Rights Dignity and Consultation 
                   Standard 18: Routines and Expectations  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
None received 
 

 
Centre closed on 
30 August 2011 
 

 
9. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There was no system for consultation with and communication with residents who have 
cognitive impairment or communication difficulties. 
 
Action required:  
 
Put in place arrangements to facilitate residents’ consultation and participation in the 
organisation of the designated centre. 
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Action required: 
 
Facilitate and encourage each resident to communicate and be communicated with by 
accessing and utilising evidence based mediums to support these residents. 
 
Reference:  

Health Act 2007 
                   Regulation 11: Communication 
                   Standard 2: Consultation and Participation 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
None received 
 

 
Centre closed on 
30 August 2011 
             

 
10. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
Staff did not have training relevant to the resident profile to allow them support 
residents with cognitive behaviour or dementia and the changing needs of residents. 
 
Action required:  
 
Provide staff members with access to education and training to enable them to provide 
care in accordance with contemporary evidence based practice and the current resident 
profile. 
 
Action required:  
 
All newly recruited staff and those in post less then one year commence training in 
FETAC Level 5 within two years of taking up employment. 
 
Action required:  
 
Supervise all staff members on an appropriate basis pertinent to their role. 
 
Action required: 
 
Ensure that staff carry out their duties in a manner which ensures safe practice in 
infection control. 
 
Reference:  

Health Act 2007 
                   Regulation 17: Training and Staff Development 
                   Standard 24: Training and Supervision 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
None received 
 

 
Centre closed on 
30 August 2011 
           

 
11. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Staffing levels were not sufficient taking account of the number and needs of residents.  
 
Action required:  
 
Review the staffing levels to ensure that the needs of resident can be attended to in 
inappropriate manner. 
 
Reference:  

Health Act 2007 
                   Regulation 16: Staffing 
                   Standard 23: Staffing Levels and Qualifications 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
None received 
 

 
Centre closed on 
30 August 2011 
             

 
12.The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Practice in relation to the recruitment of staff was not adequate. 
 
Action required:  
 
Put in place written policies and procedures relating to the recruitment, selection and 
vetting of staff. 
 
Action required: 
 
Put in place recruitment procedures to ensure no staff member is employed unless the 
person is fit to work at the designated centre and full and satisfactory information and 
documents specified in Schedule 2 have been obtained in respect of each person. 
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Action required:  
 
Put in place recruitment procedures to ensure that no staff members are employed in 
the designated centre unless they are physically and mentally fit for the purposes of the 
work, which they are to perform. 
 
Reference:  

Health Act 2007 
                   Regulation 18: Recruitment 
                   Standards 22: Recruitment 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
None received 
 

 
Centre closed on 
30 August 2011 
             

 
13.The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Having regard to the number and needs of resident did not ensure that: 

 all bedrooms were suitable for the numbers of residents to be accommodated 
 that all equipment used for residents was in good working order  
 that there was adequate dining space to accommodate residents 
 that  residents and staff were protected from  injury by the provision of 

thermostatically controlled or anti-scalding measures on hot water sources 
 that the external grounds were suitable and safe for use by residents 
 that the sluice room is  suitably finished  with an appropriate surface 
 that toilets and bathrooms are adequately cleaned 
 that toilets and bathrooms have a locking facility. 

 
Action required:  
 
Maintain the equipment for use by residents or people who work at the designated 
centre in good working order. 
 
Action required: 
 
Ensure the size and layout of rooms occupied or used by residents are suitable for their 
needs, with particular reference to the twin bedroom on the first floor. 
 
Action required: 
 
Provide adequate dining space separate to the residents’ private accommodation. 
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Action required: 
 
Provide sufficient numbers of toilets, and wash-hand basins, baths and showers fitted 
with a hot and cold water supply, which incorporates thermostatic control valves or 
other suitable anti-scalding protection. 
 
Action required: 
 
Provide and maintain external grounds, which are suitable for, and safe for use by 
residents. 
 
Action required: 
 
Put an appropriate and hygienic finish on the sluice room. 
 
Action require: 
 
Keep all parts of the designated centre clean with emphasis on the toilets and 
bathrooms. 
 
Action required: 
 
Ensure that all bathrooms and toilets have a locking facility. 
 
Reference:  

Health Act 2007 
                   Regulation 19: Premises 
                   Standard 25: Physical Environment 
                   Standard 28: Purpose and Function  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
None received 
 

 
Centre closed on 
30 August 2011 
             

 
14. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Systems for the management of residents finance were not in place. 
 
Action required:  
 
Maintain an up-to-date record of each resident’s personal property including monies that 
is signed by the resident. 
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Reference:  
Health Act 2007 
Regulation 7: Residents’ Personal Property and Possessions 

                   Standard 9: The Resident’s Finances 
                   Standard 17: Autonomy and Independence 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
None received 
 

 
Centre closed on 
30 August 2011 
             

 
15. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The complaint procedure outlined in the policy is different from that of the synopsis 
outlined and displayed for residents and that outlined in the statement of purpose.  
 
Action required:  
 
Make each resident aware of the complaints procedure as soon as is practicable after 
admission. 
 
Action required:  
 
Display an accurate synopsis of the complaints procedure in a prominent position in the 
designated centre and in the statement of purpose. 
 
Action required: 
 
Maintain a record of all complaints detailing the investigation and outcome of the 
complaint and whether or not the resident was satisfied, including day-to-day 
expressions of dissatisfaction. 
 
Reference:   

Health Act 2007 
                   Regulation 39: Complaints Procedures 
                   Standard 6: Complaints  
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
None received 
 

 
Centre closed on 
30 August 2011 
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16. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
There is no comprehensive system in place for reviewing the quality and safety of care 
provided to residents. 
 
Action required:  
 
Establish and maintain a system for reviewing the quality and safety of care provided to, 
and the quality of life of, residents in the designated centre at appropriate intervals. 
 
Reference:  

Health Act 2007 
                   Regulation 35: Review of Quality and Safety of Care and Quality of Life 
                   Standard 30: Quality Assurance and Continuous Improvement 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
None received 
 

 
Centre closed on 
30 August 2011 
             

 
17. The provider has failed to comply with a regulatory requirement in the 
following respect:  
 
A number of the policies utilised were not adequate or implemented. 
 
Action required:  
 
Review all the written operational policies and procedures of the designated centre to 
ensure they accurately reflect best practice and current legislation and guidelines. 
 
With emphasis on:  

 policy on restraint  
 policy on the prevention, detection and reporting of incidents of abuse 
 policy on consent.  

 
Action required:  
 
Put in place a procedure to ensure that staff implement policies. 
 
Reference:   

Health Act 2007 
                   Regulation 27: Operating Policies and Procedures 
                   Standard 29: Management Systems 
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Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
None received 
 

 
Centre closed on 
30 August 2011 
 

 
18. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Resident’s contract of care did not include full details of the fees to be paid. 
 
Action required:  
 
Ensure each resident’s contract deals with the care and welfare of the resident in the 
designated centre and includes details of the services to be provided for that resident 
and the fees to be charged. 
 
Reference:  

Health Act 2007 
                   Regulation 28: Contract for the Provision of Services 
                   Standard 7: Contract/Statement of Terms and Conditions 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
None received 
 

 
Centre closed on 
30 August 2011 
             

 
19. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The statement of purpose did not contain all of the information listed in Schedule 1 of 
the Health Act 2007 (Care and Welfare of Residents in Designated Centres for Older 
People) Regulations 2009 (as amended). 
 
Action required:  
 
Compile a statement of purpose that describes the facilities and services, which are 
provided for residents. 
 
Action required: 
 
Keep the statement of purpose under review. 
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Reference:   
                   Health Act 2007 
                   Regulation 5: Statement of Purpose 
                   Standard 28: Purpose and Function 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
None received 
 

 
Centre closed on 
30 August 2011 
 

 
20. The provider person in charge has failed to comply with a regulatory 
requirement in the following respect: 
 
All required notifications were not forwarded to the Chief Inspector. 
 
Action required:  
 
Give notice to the Chief Inspector immediately of the occurrence in the designated 
centre of any serious injury to a resident. 
 
Reference:  

Health Act 2007 
                   Regulation 36: Notification of Incidents 
                   Standard 8: Protection  
                   Standard 29: Management Systems 
                    Standard 30: Quality Assurance and Continuous Improvement 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
None received 
 

 
Centre closed on 
30 August 2011 
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Any comments the provider may wish to make: 
 
 
Provider’s response: 
 
None received 
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