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

 
 
 
Centre name: 

 
Sonas Care Centre, Ard na Greine 

 
Centre ID: 

 
0385 
 
Ard na Greine 
 
Enniscrone 

 
Centre address: 
 

 
Co. Sligo 

 
Telephone number: 

 
096-37840 

 
Fax number: 

 
096-37841 

 
Email address: 

 
ard@sonas.ie 

 
Type of centre: 

 
 Private           Voluntary           Public

 
Registered providers: 

 
Sonas Nursing Home Management Company Ltd 

 
Person in charge: 

 
Margaret McPhee 

 
Date of inspection: 

 
23 May 2012 

 
Time inspection took place: 

 
Start: 09:15 hrs             Completion: 17:10 hrs 

 
Lead inspector: 

 
P.J Wynne 

 
Support inspector: 

 
N/A 

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 

 
Sonas Care Centre, Ard na Greine is a purpose-built facility for dependent people. It 
is a two-storey complex, providing long-term, convalescent and respite care for up to 
58 residents including those who have dementia care needs. The layout, furniture 
and décor are coordinated, bright, clean and modern.  

  
Accommodation comprises 38 single rooms of which 25 are en suite. There are ten 
twin bedrooms with en suite. All en suites include a toilet, shower and wash-hand 
basin. The centre has communal and private areas including four comfortable sitting 
rooms, two dining rooms and an oratory.  

 
There are two enclosed gardens provided with seating and external areas landscaped 
for residents’ use. There is ample designated vehicle parking provided to the front of 
the building which is clearly signposted. 
 

Location 

 
The centre is located within walking distance of the centre of Enniscrone. Sonas Care 
Centre, Ard na Greine is built on an elevated site overlooking the town. 
 

 
Date centre was first established: 

 
5 May 2002 

 
Number of residents on the date of inspection: 

 
56 + 2 in hospital 

 
Number of vacancies on the date of inspection: 

 
0 

 
 

Dependency level of 
current residents  

Max High Medium Low 

 
Number of residents 

 
34 

 
11 

 
8 

 
3 

 
 

Management structure 
 
Sonas Care Centre, Ard Na Greine is part of the Sonas Care Group. John Mangan 
who is a member of the Board of Directors is the nominated Provider on behalf of 
the company. 
 
The Person in Charge, Margaret Mac Phee, reports to the Provider, who in turn 
reports to the Board of Directors. The Person in Charge is supported by an assistant 
director of nursing and has a team of nursing, care, catering and housekeeping staff 
who report to her. 
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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 3 11 3 2 1 *2 

 
*1 activity coordinator and 1 maintenance 
 

Background  
 
The purpose of this inspection was to follow up on the action plan agreed with the 
provider from the inspection which took place on 9 and 10 June 2011 and is 
published on the Authority’s website and can be viewed at www.hiqa.ie. This 
inspection was carried out as part of the Authority’s inspection programme to check 
progress on any outstanding actions from previous inspections and to monitor 
compliance with the Health Act 2007 (Care and Welfare of residents in Designated 
Centres for Older people) Regulations 2009 (as amended).  
 
This inspection focused on the areas of practice that required improvement, as 
outlined in the action plan of the inspection report dated 9 and 10 June 2011. While 
the inspectors were satisfied at that time of a commitment by the management team 
to work to meet all the requirements of the Regulations - the action plan contained 
ten actions. The provider replied within the specified timeframe with an appropriate 
response to the action plan, which was agreed with the inspector to address the 
issues identified. This outlined the timeframes for addressing the issues and the 
actions already taken or in progress to bring about improvements.  
 
The key findings from the previous inspection identified a need for training of staff in 
behaviours that challenge. Structural improvement to the physical environment was 
identified to include the provision of a visitor’s room and reviewing some bedrooms 
to ensure their size was suitable to meet residents’ needs. Inspectors’ identified the 
need to obtain documents for all staff under Schedule 2 of the Regulations. 
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Summary of findings from this inspection  
 
 
This follow up inspection was unannounced and was the fourth inspection of the 
centre by the Authority. The inspection was carried out over one day. The inspection 
focused on those areas of practice that required improvement as set out in the action 
plan of the inspection report. The provider and person in charge had addressed six of 
the ten actions in the previous inspection report satisfactorily. Three were partially 
progressed and one action in relation to physical enhancement of the building 
environment to meet the National Quality Standards for Residential Care Settings for 
Older People in Ireland was not completed. These actions are repeated in the action 
plan of this report. 
 
Overall, the inspector found evidence of a commitment by the provider and person in 
charge to continually work to meet the requirements of the Regulations. The centre’s 
management team demonstrated a positive attitude towards complaints and ensured 
an environment conducive to residents and their families to raise issues. The 
inspector was able to form the view that the numbers of staff on duty and skill mix 
were appropriate to meet the needs of residents on the day of the inspection. 
 
The Action Plan at the end of the report identifies areas where improvements are 
required to comply with the Health Act 2007 (Care and Welfare of Residents in 
Designated Centre’s 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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Issues covered on inspection 
 
 
Operational Governance 
The certificate of registration was displayed in the main foyer. The provider was 
operating in compliance with the conditions included in the certificate of registration.  
 
Practice in relation to notifications of incidents was satisfactory. The inspector 
reviewed a record of all incidents/accidents that had occurred in the centre since the 
previous inspection and cross referenced these with the notifications received from 
the centre.  
 
The person in charge maintained a record of An Bord Altranais PINs (professional 
identification numbers) for all registered nurses. This was reviewed by the inspector 
and seen to be up to date for all nurses presently employed. 
 
Staffing Levels  
The provider employs 10 registered nurses and 38 care assistants. In addition, there 
is catering, cleaning, laundry staff, a part time physiotherapist and activity 
coordinator employed. The inspector viewed the staff duty rota for a two week 
period. The provider had a validated assessment tool to determine staffing levels. 
The rota showed the staff complement on duty over each 24-hour period. The 
inspector noted that the planned staff rota matched the staffing levels on duty. Staff 
were observed to promptly respond to call bells during the day. Care staff were 
deployed to meet residents’ needs and staff were assigned to sitting rooms to 
monitor and assist residents throughout the day. The rota indicated the person in 
charge had sufficient time for management and governance tasks and to support and 
supervise staff. The inspector was able to form the view that the numbers of staff on 
duty and skill mix were appropriate to meet the needs of residents on the day of the 
inspection.  
 
Training and Staff Development 
The inspector viewed records of mandatory training completed by staff. A training 
matrix was in place to identify when refresher training was required in respect of 
each staff member. Records reviewed indicated all staff were trained or educated in 
adult protection. Staff spoken with were able to inform the inspector of what 
constituted abuse and of their duty to report any suspected or alleged instances of 
abuse.  
 
The inspector viewed evidence staff had participated in fire drill practices routinely. 
Training required by the regulations in fire safety and evacuation techniques had 
been completed by all staff in the past 12 months. However, clear evidence was not 
provided to the inspector that fire safety training was undertaken by a competent 
person.  
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The inspector examined the training records for safe moving and handling 
techniques. The inspector viewed evidence all staff involved in residents’ care had 
updated training in safe moving and handling techniques. Safe moving and handling 
practices were observed by the inspector throughout the day of the visit. 
 
Complaints Procedures 
The complaints procedure was displayed at the entrance foyer. The person in charge 
explained issues of concern are addressed immediately at local level without recourse 
to the formal complaints procedure, unless the complainant wishes otherwise. 
 
The complaints policy contained all procedures as required by the Regulations 
including, a named person to whom complaints can be made, a nominated person 
who would monitor that the complaints process was followed and recorded and an 
independent appeals process if the complainant was not satisfied with the outcome 
of their complaint. 
 
The complaints log for the past 12 months was reviewed. Records of all complaints 
were maintained to include those received both formally and informally. All relevant 
information about the complaint, investigation made and the outcome was detailed. 
There were no complaints being investigated at the time of inspection. 
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Actions reviewed on inspection: 
 
1. Action required from previous inspection:  
 
Consult with residents and their representatives in relation to the system for 
reviewing and improving the quality and safety of care, and the quality of life of 
residents. 
 
 
This action was partially completed. There was evidence of quality improvement 
strategies and monitoring of the service. The inspector reviewed audits completed by 
the person in charge. Clinical data was collected on residents on the use of 
medication; those had weight loss or gain and falls assessment and prevention 
strategies. The results were reviewed and analysed to determine patterns and areas 
for improvement and development. This allowed for early interventions by the person 
in charge to ensure positive outcomes for each resident. The inspector saw the 
interventions recorded in residents’ care plans arising from reviews of clinical data. 

  
However, the findings while communicated to individual residents or their 
representative overall had not been collated into a report with a copy made available 
to the residents or their representative. 
 
2. Action required from previous inspection:  
 
Ensure a high standard of evidenced-based nursing practice is met with regard to 
residents who have sustained a fall. 
 
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. 
 
Ensure that the risk management policy covers the precautions in place to control 
the following specified risks: assault; aggression and violence; and self-harm.  
 
 
This action was partially completed. There were arrangements in place for recording 
untoward incidents and accidents. A description of each accident was maintained. It 
was evidenced from the sample of accident/incident report forms viewed neurological 
observations were recorded on all occasions where a resident sustained a fall un-
witnessed to determine if a head injury had been sustained and/or the level of 
consciousness affected. However, neurological observations were not completed in 
line with best practice for a defined period of time at regular intervals post fall. The 
falls policy was reviewed. However, it did not provide clear procedures to guide staff 
actions and intervention for example; guidance on completing neurological 
observations was not outlined in the policy. 
 
 
 
 

Page 8 of 17 



There was a health and safety policy in place which included an environmental and 
clinical identification and assessment of risk throughout the centre. Precautions to 
control or minimise risk were specified for the care environment, catering areas, 
communal rooms and external grounds. Routine safety audits were completed. There 
was a missing person policy and an emergency plan in place to guide staff.  
 
While the risk management policy included procedures on self harm, assault, 
aggression and violence they lacked detail to sufficiently guide staff in their actions. 
The policy referenced the arrangements for the identification, recording, 
investigation and learning from serious or untoward incidents or near miss events. 
However, it did not outline the procedures adequately to guide staff. Senior 
management were unaware of the protocols to follow. 
 
3. Action required from previous inspection:  
 
Indicate the maximum amount for PRN (as needed) medication on all the 
prescription sheets. 
 
 
This action was completed. The inspector reviewed a selection of drug prescription 
charts. The prescription sheets reviewed were clear, legible and distinguished 
between regular medications, PRN (as needed) and once off medication separately. 
The maximum amount for PRN (as needed) was recorded in the sample of 
prescriptions reviewed. 
 
4. Action required from previous inspection:  
 
Revise each resident’s care plan, after consultation with him/her. 
 
Outline the conclusions of the discussion and agreement of the resident or their 
representative in the development of the care plan or its review in narrative format. 
Set out each resident’s needs in an individual care plan developed and agreed with 
the resident. 
 
Provide opportunities for each resident to participate in activities appropriate to 
his/her interests and capacities. 
 
 
This action was completed. The arrangements to meet residents’ assessed needs 
were set out in individual care plans. Each resident had a care plan completed in the 
sample reviewed. The assessment tools used to evaluate resident’s progress and to 
assess levels of risk for deterioration were in relation to vulnerability to falls, moving 
and handling, dependency, nutrition and continence risk assessment. The inspector 
reviewed three care plans in detail and certain aspects within other plans of care. 
The inspector found that all files reviewed were comprehensive. In the sample of 
care plans reviewed there was evidence care plans were updated at three-monthly 
intervals or more frequently in response to a change in health condition. The 
inspector viewed evidence in each plan of care of the conclusion of the discussion 
and agreement of the resident or their representative to the care plan. 
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An activity coordinator was employed five days each week. The inspector spoke with 
the activity coordinator and she confirmed she had undertaken training in activity 
programming for residential services for dependent people. The inspector viewed the 
certificates of professional development training in this area. The inspector reviewed 
the activity schedule which provided for both cognitive and physical stimulation. 
Nursing and care staff also confirmed that there were regular activities provided. 
 
5. Action required from previous inspection:  
 
Review the assessment and documenting practices of resident wishes for end of life 
to ensure it contains appropriate information to fully inform staff. 
 
Facilitate each resident’s family and friends to be with them when they are dying and 
provide overnight facilities for their use. 
 
 
This action was completed. There was a policy on end-of-life care in place. Spiritual 
plans of care were in place for residents. In the selection of care plans reviewed 
personal wishes in relation to end-of-life care were outlined including choices in 
relation to cultural and religious beliefs. The end-of-life plans included discussions in 
relation to life sustaining treatments. A multidisciplinary approach was undertaken to 
include the resident, their representative and medical practitioner. This was further 
evidenced by a review of medical files where the GP had documented a consensus 
judgement. 
 
The person in charge confirmed to the inspector families are facilitated to stay 
overnight if they so wished. Families are offered the choice of a room to rest 
overnight or facilitated to remain by their relative’s bedside during the night time 
where they are offered a reclining chair for their comfort. 
  
6. Action required from previous inspection:  
 
Put in place practices that facilitate and encourage each resident to communicate. 
 
 
This action was completed. Alternative means of communicating were available for 
residents who had difficulty expressing themselves verbally. A pocket talker and 
talking mats were obtained. Additionally pictorial diagrams were available and these 
were the preferred communication tool utilised by two residents to assist in 
communicating with the staff and their relatives.  
 
7. Action required from previous inspection:  
 
Provide staff members with access to education and training to enable them to 
provide care in accordance with contemporary evidence-based practice in care of the 
elderly with dementia. 
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This action was completed. The inspector viewed evidence 41 staff were trained in 
behaviours that challenge and care of the elderly with dementia. This was confirmed 
in conversation with staff who explained they understood the condition better and 
were more aware of the appropriate actions and interventions to guide their practice. 
 
8. Action required from previous inspection:  
 
Put in place recruitment procedures to ensure no staff member is employed unless 
full and satisfactory information and all documents specified in Schedule 2 of the 
Regulations have been obtained in respect of each person. 
 
 
This action was completed. A sample of four staff files was examined to include the 
files of the two most recently recruited staff members. All of the information required 
by Schedule 2 of the Regulations was available in the files reviewed. 
 
9. Action required from previous inspection:  
 
Provide suitable facilities for residents to meet visitors in an area which is separate 
from the residents’ own private rooms. 
 
Provide suitable facilitates for the storage of all equipment. 
 
Ensure the size and layout of rooms occupied or used by residents are suitable for 
their needs. 
 
 
This action was not completed. The inspector met with the provider during the 
course of the inspection. Plans were completed and planning permission was 
received to make changes to the existing structure to meet the Standards on the 
physical environment.  
 
Seven bedrooms were identified for expansion to meet the minimum size as outlined 
in the Standards. Provision was also included for additional storage space and a 
private visitor’s room. The provider indicated the project was at tender stage. 
 
10. Action required from previous inspection:  
 
Put in place all of the written and operational policies listed in Schedule 5 of the 
Regulations. 
 
Revise policies to inform contemporary evidence-based practice. 
 
 
This action was partially completed. All the policies required by Schedule 5 of the 
Regulations were available. Each policy had an approval and issue date in place. 
However, from the sample examined further review was required as identified under 
the outcome of inspection findings in action plan two of this report in relation to risk 
management and the falls policy.  
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The challenging behaviour policy was examined and while comprehensive it lacked 
sufficient detail in specific procedures to guide staff actions and interventions in the 
areas of self harm, assault and violence. 
 
 
 
Report compiled by: 
 
P.J Wynne 
 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
 
8 June 2012  
 
 
 

Chronology of previous HIQA inspections 
Date of previous inspection: Type of inspection: 

 
 
6 October 2009 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
13 0ctober 2010 

 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  

 
9 and 10 June 2011 

 
 Registration 
 Scheduled  
 Follow-up inspection 

 
 Announced 
 Unannounced  
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Health Information and Quality Authority 
Social Services Inspectorate 
 
 
Action Plan  

 
 

Provider’s response to inspection report ∗ 
 
 
Centre: 

 
Sonas Care Centre, Ard na Greine 

 
Centre ID: 

 
0385 

 
Date of inspection: 

 
23 May 2012 

 
Date of response: 

 
27 June 2012 

 
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 has failed to comply with a regulatory requirement in the 
following respect:  
 
Clear evidence was not provided to the inspector that fire safety training was 
undertaken by a competent person. 
 
Action required:  
 
Provide suitable training for staff in fire prevention by a competent person. 
 
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: 
 

 
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, 
compliance with legal norms. 
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Provider’s response: 
 
All staff are trained in fire evacuation twice yearly. Fire Drills 
carried out monthly. All staff conversant in fire procedures. 
Fire training by competent person will be completed on 3 and 4 
July 2012.        
 

 
 
04/07/2012 
 

 
2. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The outcome of reviews and audits overall had not been collated into a report with a 
copy made available to the resident. 
 
Action required:  
 
Make a report in respect of any review conducted by the registered provider for the 
purposes of Regulation 35(1), and make a copy of the report available to residents 
and, if requested, to the Chief Inspector. 
 
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: 
 
Outcome of the reviews and audits will be included three times 
annually in the Resident newsletter.  
 

 
 
Ongoing 
 

 
3. The person in charge has failed to comply with a regulatory requirement 
in the following respect: 
 
Falls by residents was not managed in line with contemporary evidenced-based 
nursing practice. Neurological observations were not completed in line with best 
practice, for a defined period of time at regular intervals post fall.  
 
Action required:  
 
Ensure a high standard of evidenced-based nursing practice is met with regard to 
residents who have sustained a fall. 
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Reference:  
Health Act, 2007  
Regulation 6: General Welfare and Protection  
Regulation 31: Risk Management Procedures 

                  Standard 8: Protection 
 

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

Timescale: 
 

Provider’s response: 
 
High standard of evidence-based practice is already in place. 
Neurological observations will be completed in line with 
evidenced based practice for all falls un-witnessed or where 
suspected head injury. The falls policy will be amended to guide 
practice.  
 

 
 
Completed 
 

 
4. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
The risk management policy referenced the arrangements for the identification, 
recording, investigation and learning from serious or untoward incidents or near miss 
events. However, it did not outline the procedures adequately to guide staff. 
 
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. 
 
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: 
 
Risk management policy now includes the arrangements for the 
identification, recording, investigating and learning from serious 
or untoward incidents or adverse events involving residents.    
 

 
 
Completed 
30/6/12 
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5. The provider is failing to comply with a regulatory requirement in the 
following respect:  
 
There was not an area, separate from the resident’s own bedroom, to meet visitors in 
private. 
 
There was not adequate storage space to ensure equipment and assistive devices were 
stored in a discreet and safe manner. 
 
A small number of bedrooms were not of adequate size to meet the individual needs of 
residents. 
 
Action required:  
 
Provide suitable facilities for residents to meet visitors in an area which is separate from 
the residents’ own private rooms. 
 
Action required:  
 
Provide suitable facilitates for the storage of all equipment. 
 
Action required:  
 
Ensure the size and layout of rooms occupied or used by residents are suitable for their 
needs. 
 
Reference:  
                     Health Act, 2007 
                     Regulation 19: Premises 
                     Standard 25: Physical Environment 
 
Please state the actions you have taken or are planning to 
take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
Planning permission has been obtained to address room sizes, 
storage space and visitors room. Construction to commence early 
2013. 
 

 
 
May 2013 
 
 

 
6. The provider has failed to comply with a regulatory requirement in the 
following respect: 
 
Not all policies reviewed contained clear information to fully inform and guide staff on 
best practice procedures to include the risk management policy and the falls policy. The 
procedures on self harm, assault, aggression and violence lacked detail to sufficiently 
guide staff. 
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Action required:  
 
Review the written operational policies and procedures of the designated centre to 
ensure they reflect best evidence-based practice. 
 
Reference:  
                    Health Act, 2007 
                    Regulation 27: Operating Policies and Procedures 
                    Standard 29: Management Systems 
 
Please state the actions you have taken or are planning 
to take with timescales: 
 

Timescale: 
 

Provider’s response: 
 
All policies will contain clear information to fully inform and guide 
staff on best-practice procedures to include risk management 
policy and falls policy. Procedures on self harm, assault 
aggression and violence will have sufficient detail to guide staff  
 

 
 
01/09/2012 
 

 
 
 
Any comments the provider may wish to make: 
 
 
Provider’s response:  
 
None received.  
 
 
Provider’s name: John Mangan 
Date: 27 June 2012  
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