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These reports were prepared on the basis of information and documentation obtained from mental health service 
providers and users during the inspection process 2007. The draft individual reports were sent to the relevant health 
service provider. Where appropriate, the comments received back were incorporated in the final versions of the reports.
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FOREWORD

The Inspectorate acknowledges that this is the first year that 
approved centres have been inspected in accordance with 
the Mental Health Act 2001 (Approved Centre) Regulations 
2006 (S.I. 551), the Rules Governing the Use of Seclusion, 
Mechanical Means of Bodily Restraint, ECT and the Codes 
of Practice Relating to the Use of Physical Restraint and 
Admission of Children under the Mental Health Act 2001. 

In the text of the reports, these are abbreviated to “the 
Regulations”, “the Rules” and “the Codes of Practice” and 
the Mental Health Act 2001 is referred to as “the Mental 
Health Act” or “the Act”.
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ACUTE PSYCHIARTIC UNIT, CAVAN GENERAL HOSPITAL

APPROVED CENTRE ACUTE PSYCHIATRIC UNIT, 
CAVAN GENERAL HOSPITAL

UNIT INSPECTED PSYCHIATRIC UNIT
DATE OF INSPECTION 21 JUNE 2007
NUMBER OF BEDS 20 INTEGRATED
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

The Acute Psychiatric Unit, Cavan General Hospital 
was an approved centre under the Mental Health Act 
2001. The purpose of this announced inspection was to 
comment on the quality of care and treatment given 
to residents in receipt of mental health services and 
determine the degree and extent of compliance by 
the approved centre with the Regulations, Codes of 
Practice and Rules for Treatment (Sections 50 to 55 
and 66, Mental Health Act 2001). The Inspectorate also 
followed up recommendations from the 2006 report, 
on multidisciplinary team (MDT) functioning and care 
planning, and spoke to residents as requested.

PART ONE: QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH ACT 
2001, SECTION 51(1)(b)(i)

1.1 DESCRIPTION

The Acute Psychiatric Unit, Cavan General Hospital, was 
located on the lower ground floor of the main hospital. 
Four teams admitted to the unit: two sector teams, 
a community rehabilitation team and the psychiatry 
of later life team. On the day of the inspection, the 
ward was locked and had three male and five female 
residents. One male and one female were detained 
under the Mental Health Act 2001.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  The implementation group for the development of 
acute services should be convened and protocols 
established for a complete review of the service 
provided.

 Outcome: An implementation group for the 
development of acute services encompassing Louth, 
Meath, Cavan and Monaghan had been convened 
and was chaired by the Clinical Director. Progress was 
being made.

2.  Each patient must have an individual care plan as set 
out in the Mental Health Act 2001 (Approved Centres) 
Regulations 2006.

 Outcome: The psychiatry of later life team used fully 
integrated multidisciplinary individualised care plans 
and there was clear evidence that the other teams 
were also developing MDT care plans and early 
implementation was planned. Meetings had taken 
place regarding the integration of multidisciplinary 
team care planning. 

3.  The ECT policy must be updated in line with the Rules 
on ECT published by the Mental Health Commission.

 Outcome: The ECT policy was received by the 
Inspectorate in draft form on the day prior to the 
inspection. The physical environment did not meet the 
requirements as set out in the Rules for ECT. Although 
a named consultant psychiatrist and a named 
consultant anaesthetist were in place, there was no 
designated ECT nurse. Since the inspection, the service 
reported that it was no longer administering ECT to 
detained patients.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Each team admitting to the unit had a consultant 
psychiatrist and a non-consultant hospital doctor (NCHD). 
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1.7  INTERVIEWS WITH RESIDENTS

One female resident asked to be seen by the Inspectorate.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  The psychiatry of later life team was using fully 
integrated multidisciplinary individualised care plans.

2.  The two sector teams were developing MDT care 
plans and early implementation was planned. 

1.9  2007 RECOMMENDATIONS ON 
THE QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH 
ACT 2001, SECTION 51(1)(b)(i)

1.  Each resident should have an individual care plan as 
defined in the Regulations. 

2.  There should be a range of therapeutic activities that 
meet the assessed needs of the residents.

Sector team meetings were held twice weekly and 
residents and home-based treatments were reviewed. 
Records were kept of these meetings. An occupational 
therapist was due to take up a post imminently. 

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

The psychiatry of later life team used fully integrated 
multidisciplinary individualised care plans. A number 
of MDT care plans had been introduced in the files 
reviewed from the two sector teams. Separate nursing 
and medical files were kept for residents of the two 
sector teams. In the medical files inspected, there was 
evidence of regular ongoing reviews and the files were 
in good order. In the nursing care plans inspected, each 
resident had an assessment with problems identified 
and a plan of care that was regularly evaluated. 

1.5  THERAPEUTIC ACTIVITIES

The nurses on the unit provided a relaxation program 
and the unit also provided crosswords and newspaper 
reading groups. An occupational therapist had been 
recruited for the unit and was due to take up the 
position shortly.

1.6  ENVIRONMENT AND FACILITIES

The unit had capacity for 20 residents. There were three 
6-bed dormitories and two side rooms. Bathrooms and 
shower rooms were of sufficient quantity. The unit had 
a dining and sitting area, a recreation and activity room, 
an interview room, a clinical room, the nurses’ station 
and a staff area. There was no quiet room on the unit. 
The unit was somewhat confined although the CNM2 
had acquired some extra corridor space which gave the 
unit more space. Entrances to the toilets were narrow 
and difficult for wheelchair users to access. 
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PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 21 JUNE 2007

2.1  EVIDENCE OF COMPLIANCE WITH 
MENTAL HEALTH ACT 2001, 
SECTION 52(d) (REGULATIONS 
2006)

This part of the report was completed using a number of 
evidence bases: self-assessment report completed by the 
service and submitted to the MHC Quality and Standards 
Division prior to the inspection date. Meetings with 
nursing staff on the unit and with the Clinical Director. A 
feedback meeting was held after the inspection.

Article 4: Identification of Residents 

As there were few residents, they were known to staff. 
Two RPNs administered medication. One nurse called the 
resident by name and the second nurse confirmed this 
identification.

COMPLIANT YES       3 NO

Article 5: Food and Nutrition

Food was transported from the kitchen in the main 
hospital and the cook-chill method was used. A 
water cooler was provided on the unit. Any dietary 
requirements expressed were catered for.

COMPLIANT YES       3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. Information and 
evidence demonstrating compliance was sent to the 
Inspectorate.

COMPLIANT YES       3 NO

Article 7: Clothing

Residents had their own clothes. Although the unit 
had a laundry room where residents’ clothing could be 
washed, relatives were encouraged, where possible, to 
take clothing home for cleaning in order to guard against 
loss or damage. Day clothes were worn, unless specified 
by the treating doctor and documented in the care plan. 
Two residents were in night clothes: one resident had 
this documented in the care plan and the other chose to 
wear night clothes.

COMPLIANT YES       3 NO

Article 8: Residents’ Personal Property and 
Possessions 

The unit did not have a policy in place on the day of 
the inspection. A policy was sent to the Inspectorate 
following the inspection, dated and signed by the senior 
management team. Two nurses checked property. A 
property list was kept separate to the care plan in each 
resident’s case notes. Facilities for the safe keeping of 
valuables were available.

COMPLIANT YES       3 NO

Article 9: Recreational Activities

A TV set, video player, pool table, table tennis table, dart 
board and set of cards were provided.

COMPLIANT YES       3 NO
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Article 13: Searches

Residents were searched for sharp objects or medication 
when necessary. This was a clinical decision and was 
explained to the resident. Two members of staff were 
always present. No written policy was in place for 
searches although there was a written policy on the 
finding of illicit substances. A policy was sent to the 
Inspectorate following the inspection, dated and signed 
by the senior management team.

COMPLIANT YES       3 NO

Article 14 (1–5): Care of the Dying

The unit did not have a written policy on care of the 
dying, although there was a sudden death policy. A policy 
was sent to the Inspectorate following the inspection, 
dated and signed by the senior management team.

COMPLIANT YES       3 NO

Article 15: Individual Care Plan

Individual care plans were not in use for all residents 
although they were being introduced. Since the 
inspection, a template for individual care plans was 
submitted to the Inspectorate.

COMPLIANT YES NO       3

Article 16: Therapeutic Services and 
Programmes

A number of unit-based activities were available. The 
programme was delivered by nursing staff. However, 
there was no dedicated timetable of available therapies 
linked to a care plan. An occupational therapist was due 
to commence employment in September 2007. 

COMPLIANT YES NO       3

Article 10: Religion

A Roman Catholic priest distributed Communion twice 
a week and was on call whenever needed. Mass was 
available every Sunday in the outpatients department. 
Other denominations were also facilitated. Residents 
could access radio and TV for religious services.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

Visiting times were 1400h to1600h and 1800h to 
2000h. The unit did not have a dedicated visitors room 
and visiting was normally at the bedside, although 
arrangements could be made easily to use the therapy 
room or a side room. No policy on visiting was in place 
on the day of the inspection. A policy was sent to the 
Inspectorate following the inspection, dated and signed 
by the senior management team. For children’s visits, 
an adult must accompany the child, the CNM2 must 
be notified, and the interview room used. Toys were 
available if necessary.

COMPLIANT YES       3 NO

Article 12 (1–4): Communication 

The public telephone was out of order on the day 
of the inspection. The unit’s phone extension was 
made available to the residents. Mobile phones that 
recorded pictures or sounds were not allowed. Other 
mobile phones could be used at the discretion of the 
nurse in charge. No policy was in place on the day of 
the inspection. A policy was sent to the Inspectorate 
following the inspection, dated and signed by the senior 
management team.

COMPLIANT YES       3 NO
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Article 17: Children’s Education

Although it was the policy of the approved centre not to 
admit children, one child had been admitted prior to the 
date of the inspection and educational provision was not 
made.

COMPLIANT YES NO       3

Article 18: Transfer of Residents

A transfer form was in use that contained basic clinical 
information on mental state and physical state. The unit 
had no written policy on transfer. A policy was sent to 
the Inspectorate following the inspection, dated and 
signed by the senior management team.

COMPLIANT YES       3 NO

Article 19 (1–2): General Health

A physical examination was conducted on admission and 
after that whenever appropriate. These examinations 
were recorded in the clinical files. Residents were 
facilitated to access the national breast cancer screening 
programme.

COMPLIANT YES       3 NO

Article 20 (1–2): Provision of Information to 
Residents

An information leaflet was available but it did not 
contain all the information required by this Article. A 
new policy was being drafted. An advocate visited once 
a week. A policy and information sheet were sent to the 
Inspectorate following the inspection. The policy was 
dated and signed by the senior management team.

COMPLIANT YES       3 NO

Article 21: Privacy

Each bed had a curtain around it for privacy. Visits could 
be facilitated in the interview room for privacy if needed. 
Two single bedrooms were available.

COMPLIANT YES       3 NO

Article 22: Premises

The unit was bright, clean and generally in good order. 
Maintenance requests were by email and a good 
response was reported. The unit was somewhat confined 
although some extra corridor space had been acquired. 
The toilets were narrow and would be difficult for 
wheelchair users to access. There was no walk-in bath 
for disabled residents.

COMPLIANT YES       3 NO

Article 23 (1–2): Ordering, Prescribing, 
Storing and Administration of Medicines

A written policy was in place. Medication was ordered 
from the pharmacy. The medication trolley was stored in 
a room off the ward office and fastened to the wall for 
security. 

COMPLIANT YES       3 NO

Article 24 (1–2): Health and Safety

An up-to-date Health and Safety Statement was in place 
on the ward.

COMPLIANT YES       3 NO
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The regional fire prevention officer inspected specific 
premises if requested and conducted regular fire drills.

COMPLIANT YES       3 NO

Article 28: Register of Residents

The register of residents did not contain the required 
information. Since the inspection, all the requirements 
under Schedule 1 had been included. A copy was sent to 
the Inspectorate.

COMPLIANT YES       3 NO

Article 29: Operating Policies and Procedures

Policies and procedures were dated and contained a 
review date.

COMPLIANT YES       3 NO

Article 30: Mental Health Tribunals

Mental health tribunals were facilitated in a suite off 
the unit.

COMPLIANT YES       3 NO

Article 31: Complaint Procedures

The HSE national complaints procedure was in place. A 
leaflet on complaints was available to the residents. It 
was reported that no complaints had been received by 
the service.

COMPLIANT YES       3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was not used for the observation of residents.

Article 26: Staffing

The unit was self-staffing. Nursing staff on duty during 
the day consisted of the CNM2 or the CNM1 who 
alternated with each other, three staff nurses and a 
rostered nursing student. Three staff nurses were on 
duty at night. In the event of a problem at night, the 
staff nurse in charge on night duty could contact the 
night superintendent in St. Davnet’s Hospital, Monaghan. 

Table 1: Unit staff levels

Staff Member Day (0800h to 
2000h)

Night (2000h 
to 0800h)

Nurse 4 3
Rostered nursing 
student

1 0

All nursing staff had been trained in the Mental Health 
Act. One had been trained in eating disorders, two in 
aggression management, two in family therapy and 
all received frequent cardio-pulmonary resuscitation 
(CPR) training, as is required of all nursing staff of Cavan 
General Hospital.

COMPLIANT YES       3 NO

Article 27: Maintenance of Records

Medical and nursing notes were amalgamated. The 
senior management team expressed a commitment 
to developing integrated multidisciplinary notes. Upon 
discharge, case notes were kept in a medical records 
room, which was securely located on the unit and had 
24-hour access. Retention and destruction of records 
was in line with HSE policy. It was reported that there 
were quarterly inspections on the fire alarm system. 
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Article 32: Risk Management Procedures

Clinical risk assessment was being used. Summary 
reports were issued regularly from the STARS Web 
tracking system and were submitted to the Health 
and Safety Committee. The unit did not have a 
comprehensive risk management policy. Policies were 
sent to the Inspectorate following the inspection, dated 
and signed by the senior management team.

COMPLIANT YES       3 NO

Article 33: Insurance

The HSE insurance policy applied.

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

The approved centre’s certificate of registration was 
framed and displayed in a prominent position on the unit.

COMPLIANT YES       3 NO

2.2  EVIDENCE OF COMPLIANCE WITH 
RULES – MENTAL HEALTH ACT 
2001, SECTION 52(d)

SECLUSION

The unit had no seclusion facilities and staff reported 
that seclusion was not used. 

ECT

Since the inspection, it was reported by the senior 
management team that ECT was no longer administered 
to detained patients. All ECT for detained patients was 
outsourced.

MECHANICAL RESTRAINT

It was reported that mechanical restraint was not used in 
the approved centre. The register was checked and had 
not been used. 

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

On the day of the inspection, mechanical restraint for 
self-injuring behaviour was not in use.

2.3  EVIDENCE OF COMPLIANCE WITH 
CODES OF PRACTICE – MENTAL 
HEALTH ACT 2001, SECTION 51(1)
(b)(iii)

PHYSICAL RESTRAINT

Staff reported that physical restraint had not been used 
on the unit since 1 November 2006.

ADMISSION OF CHILDREN

Although it was the policy of the approved centre not 
to admit children, one child had been admitted for 
a weekend prior to the date of the inspection. The 
consultant on call retained the services of a consultant 
child psychiatrist over the period. During this period 
the child’s relatives were present almost all the time. A 
designated nurse had been specifically assigned to the 
child. The consultant psychiatrist made it clear that the 
unit was not suitable for the admission of children. The 
unit did not have a policy on the admission of children.

COMPLIANT YES NO       3
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Ward 8: This was a ground floor ward in the main 
hospital complex. On the day of the inspection, there 
were thirteen male residents, and one patient was 
detained. The last admission was on 18 May 2007. The 
ward was under the care of the psychiatry of later life 
team and there was one resident from the community 
rehabilitation team. The unit was staffed during the day 
by a CNM2, two staff nurses and one third year rostered 
student nurse. At night there were two staff on duty. 

Ward 4: This was a 20-bed long-stay ward for the 
continuing care of female patients. On the day of the 
inspection, there were seventeen female patients, 
two of them detained under the Mental Health Act. 
All residents were under the clinical care of either 
the psychiatry of later life team or the community 
rehabilitation team. On the day of the inspection, 
five residents were under the care of the community 
rehabilitation team. 

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

Acute Admissions Ward (Ward 15)

1.  There should be individualised meaningful activities 
and psycho-educational programmes for patients on 
the ward.

	 Outcome: There had been no progress on this 
recommendation. 

2.  The bathroom and shower area need to be painted 
and upgraded. 

 Outcome: There had been no progress in this 
recommendation. 

3.  The smoking shelter and creation of an enclosed 
garden space should be completed. 

	 Outcome: The smoking shelter had been moved to 
the veranda. The garden had not been developed 
and no enclosed garden was available. Nursing staff 
reported that money was to be made available for 

ST. DAVNET’S HOSPITAL 

APPROVED CENTRE ST. DAVNET'S HOSPITAL 
UNITS INSPECTED ADMISSION WARD (WARD 15)

WARD 4
WARD 8

DATE OF INSPECTION 20 JUNE 2007
NUMBER OF BEDS 48

TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

St. Davnet’s Hospital was an approved centre under the 
Mental Health Act 2001. The purpose of this announced 
inspection was to comment on the quality of care 
and treatment given to residents in receipt of mental 
health services and determine the degree and extent of 
compliance by the approved centre with the Regulations, 
Codes of Practice and Rules for Treatment (Sections 50 
to 55 and 66, Mental Health Act 2001). The Inspectorate 
also followed up recommendations from the 2006 
report, on multidisciplinary team (MDT) functioning and 
care planning, and spoke to residents where requested.

 
PART ONE: QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH ACT 
2001, SECTION 51(1)(b)(i)

1.1  DESCRIPTION

St. Davnet’s Hospital Monaghan had three wards open 
on the day of the inspection: an acute admission ward 
and two psychiatry of later life continuing care wards, 
Ward 4 and Ward 8. 

Ward 15: On the day of the inspection, the unit had five 
residents and 12 beds. Two teams had admitting rights 
to the ward, a general adult team and the rehabilitation 
team. The ward was locked. The unit was staffed during 
the day by a CNM2, a CNM1 and one staff nurse. At 
night there were four staff nurses on duty. 
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these developments, which were expected to be 
completed in the near future. 

4.  The outcome of the review group looking at clinical 
notes should be incorporated into practice. 

	 Outcome: All nursing care assessments were 
completed and documented within twenty-four hours. 

Ward 8

1.  A system of integrated care and treatment planning 
should be established and care plans should be 
reviewed on a regular basis. 

	 Outcome: The psychiatry of later life team had 
developed individualised care plans and these were 
recorded in files reviewed on the day of the inspection. 

2.  A programme of individual needs-led therapeutic 
activities should be in place and there should be 
regular input from occupational therapy. 

	 Outcome: The Inspectorate was informed that an 
occupational therapist was due to be employed in the 
near future. A detailed activities programme had been 
developed by the team and was due to start in the 
coming weeks. The Inspectorate was given a copy of 
the programme schedule. 

3.  Policies should be reviewed and updated.

	 Outcome: All policies were being reviewed in line 
with the Regulations under the Mental Health Act 2001. 

Ward 4

1.  A system of integrated care and treatment planning 
should be established. 

	 Outcome: A system had commenced under the 
direction of the psychiatry of later life team. It was 
planned to have a single case file for all disciplines. 

2.  A programme of individual needs-led therapeutic 
activities should be in place and there should be 
regular occupational therapy input. 

	 Outcome: It was reported by the staff that a part-time 
occupational therapist would be employed in the near 
future. A detailed activities programme had been 
developed by the team and was due to start in the 
coming weeks. The Inspectorate was given a copy of 
the programme schedule. 

3.  A programme of maintenance and general care 
should be put in place for the unit. 

	 Outcome: A plan was in place and work was due to 
commence on 25 June 2007. This would involve a 
considerable reorientation and upgrading of the ward 
to meet the needs of the residents and the staff. 

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

St. Davnet’s complex had one general adult team, one 
community rehabilitation team and psychiatry of later 
life team. Each team was well-established in terms of 
team functioning and regular meetings were held at set 
times. Minutes were recorded of all meteeings and they 
were available for inspection. 

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

There was evidence in the acute admissions ward of 
detailed multidisciplinary team care plans that were 
reviewed on a regular basis. The long-stay wards and 
the psychiatry of later life team had put in considerable 
work in developing individual care plans for the 
residents. At the time of the inspection, the residents 
contributed to but did not receive a copy of the care 
plan, or sign it. The service planned to include residents 
in signing their care plan.
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2.  A new outpatients department had opened and each 
service user was given an appointed time in which 
to attend. 

1.9  2007 RECOMMENDATIONS ON 
THE QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH 
ACT 2001, SECTION 51(1)(b)(i)

1.  There should be a therapeutic activities programme 
on each ward.

2.  All building works and refurbishment of wards should 
be completed as soon as possible.

3.  The single bedroom in Ward 15 should be 
decommissioned, as it was not suitable for use as a 
bedroom.

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 20 JUNE 2007

2.1  EVIDENCE OF COMPLIANCE WITH 
MENTAL HEALTH ACT 2001, 
SECTION 52(d) (REGULATIONS 
2006)

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality 
and Standards Division prior to the inspection date, 
interviews with staff on all wards and photographic 
evidence of the physical conditions. On the day of the 

1.5  THERAPEUTIC ACTIVITIES

A detailed programme and schedule was available for 
the commencement of therapeutic activities in Ward 
4 and Ward 8. A part-time occupational therapist was 
due to be employed and the work was to commence as 
soon as possible. However, in the acute admission ward 
activities were limited and space to provide them in was 
in short supply. On the acute admission ward, activities 
were provided where possible by the nursing staff. 

1.6  ENVIRONMENT AND FACILITIES

On the acute admission ward, the bathroom and shower 
areas that had been identified as a shortcoming in the 
2006 report had not been attended to. This was brought 
to the attention of the management team at a feedback 
meeting on the day of the inspection. The work 
highlighted in relation to the continuing care ward had 
been progressed, a detailed work schedule had been 
developed, and work was due to commence on 25 June 
2007. A single bed was located in a room that opened 
directly into two 6-bed observation areas on Ward 15. 
It was the opinion of the Inspectorate that this was not 
suitable as a bedroom and the bed should be removed. 
The Director of Nursing informed the Inspectorate that 
the bed would be taken down.

1.7  INTERVIEWS WITH RESIDENTS

No residents asked to speak to the Inspectorate on the 
acute admission ward. However, during the inspection 
process a number of residents were spoken to briefly on 
the acute and long-stay continuing care wards.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  There continued to be good practice around 
communication within the multidisciplinary team.
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inspection, the Inspectorate met with members of the 
senior management team and clinical staff before and 
after the inspection. Informal feedback on the inspection 
was provided on the day.

Article 4: Identification of Residents 

On every ward, two RPNs completed the medication 
round. Regular staff were allocated to the wards and a 
double-check system was in place for the administration 
of medication. 

COMPLIANT YES       3 NO

 
Article 5: Food and Nutrition

A supply of fresh drinking water was available. All main 
meals were prepared in the kitchen using the cook-chill 
method. Staff reported that a good variety and choice 
was available on the menu. On the elderly care ward, 
diets were ordered as required. Speech and language 
therapy assessments had been completed as required 
and special diets were requested as a result. 

COMPLIANT YES       3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. Information and 
evidence demonstrating compliance was sent to the 
Inspectorate. 

COMPLIANT YES       3 NO

Article 7: Clothing

All residents on the admission ward had their own 
clothes. Personal washing facilities were provided on 
the ward. On the long-stay wards, each resident had 
their own individual clothing. All clothing was labeled. 
Limited facilities for washing were available on the ward. 
Residents did not wear night clothes during the day 
unless specified in individual care plans. It was reported 

by nursing staff that this was rarely used and none of 
the residents were in night clothes on the day of the 
inspection.

COMPLIANT YES       3 NO

Article 8: Residents’ Personal Property and 
Possessions 

A system was in place for recording residents’ personal 
property and possessions. On arrival on the acute unit, 
two members of staff and the resident completed 
a property list that was checked and signed by one 
member of staff. A property book was kept on the ward; 
a copy of the record was not given to the resident, 
however it was signed off on discharge. Arrangements 
were in place on the ward for the safe keeping of 
valuables. Larger amounts of valuables were returned to 
the person’s family or transferred to the main office for 
safe keeping for a short period of time. The approved 
centre had a draft policy on personal property and 
possessions. A policy was sent to the Inspectorate 
following the inspection, dated and signed by the senior 
management team.

COMPLIANT YES       3 NO

Article 9: Recreational Activities

A range of recreational activities was available 
throughout all of the three wards including TV, a 
computer, board games, radio, access to a garden area, 
and music. The service had plans to improve the range 
of recreational and therapeutic activities to the residents 
on the long-stay wards. 

COMPLIANT YES       3 NO
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Article 13: Searches

The nursing staff on the unit reported that searches were 
a rare event. Searches were completed by the nursing 
staff but no routine record was kept of any searches. 
The service had not developed a written policy and 
procedures for carrying out searches with and without 
consent. Nursing staff reported that searches did not 
happen on the elderly care wards. The service had a 
draft policy on the finding of illicit substances. A policy 
was sent to the Inspectorate following the inspection, 
dated and signed by the senior management team.

COMPLIANT YES       3 NO

Article 14 (1–5): Care of the Dying

The service had a policy and procedure in relation to 
care of the dying and sudden death. It was implemented 
in 2007 with a review date set for April 2009. Staff 
reported that terminally ill residents would generally be 
transferred to the general hospital. In the elderly care 
wards the nurses reported that where possible they 
would manage care of the dying on the wards. However, 
access to single rooms was limited but staff reported 
that each situation was assessed on its own merits and 
every effort was made to handle the death with dignity 
and to meet religious and cultural practices. Emergency 
equipment was located on the ward and a reporting 
procedure was in place for informing the Mental Health 
Commission and the Coroner of deaths. 

COMPLIANT YES       3 NO

Article 10: Religion

A Roman Catholic priest attended as required and Mass 
was available every Sunday. The priest also attended the 
elderly care wards. A local Church of Ireland clergyman 
was also facilitated to attend residents.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

The two elderly care wards had small visiting rooms. The 
acute admissions ward had no dedicated visiting room. 
However, alternatives were arranged and residents could 
opt to see visitors by their bedside or in one of the day 
rooms. Visiting times had been set in the acute ward 
to minimise disruption to the care and treatment that 
residents were receiving during their stay. However, 
these could be flexible if necessary. All children had to 
be reported to the nurses’ station prior to visiting the 
ward. The approved centre did not have a policy on visits 
on the day of the inspection. A policy was sent to the 
Inspectorate following the inspection, dated and signed 
by the senior management team.

COMPLIANT YES       3 NO

Article 12 (1–4): Communication 

On the acute admission ward the use of mobile phones 
was restricted. This was clearly signposted throughout 
the unit and each resident was informed on admission. 
A pay phone was available for residents. All residents 
received mail unopened. On the day of inspection the 
approved centre had no written operational policies and 
procedures regarding communication. A policy was sent 
to the Inspectorate following the inspection, dated and 
signed by the senior management team.

COMPLIANT YES       3 NO
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Article 15: Individual Care Plan

On the acute admission ward, a single set of notes 
followed the resident through from the community into 
the hospital. An over-arching care plan was used, with all 
disciplines contributing to it. Each resident was reviewed 
at the twice-weekly general adult team meeting. On 
the elderly care wards, considerable progress had been 
made in relation to the development of individual care 
plans by the psychiatry of later life team. 

COMPLIANT YES       3 NO

Article 16: Therapeutic Services and 
Programmes

No structured activity or therapeutic programme in 
accordance with the residents’ care plan was in place 
on the acute admission wards. On the long-stay wards a 
programme had been drafted by the psychiatry of later 
life team. The service planned to employ a part-time 
occupational therapist and the team hoped to commence 
the recreational and therapeutic programmes over the 
coming weeks. 

COMPLIANT YES NO       3

Article 17: Children’s Education

On the day of the inspection, it was reported that St. 
Davnet’s Hospital had not had any children admitted 
since 1 November 2006. 

Article 18: Transfer of Residents

All residents were accompanied to a general hospital 
if required. A detailed letter and information regarding 
the resident were sent to the receiving hospital. The 
approved centre had no written policies or procedures 
in place on the transfer of residents. A policy was sent 
to the Inspectorate following the inspection, dated and 
signed by the senior management team.

COMPLIANT YES       3 NO

Article 19 (1–2): General Health

On the acute admission ward, the NCHD completed a full 
physical examination on admission. On Ward 4 and Ward 
8, a GP completed all physical examinations. However, 
this GP had resigned just before the inspection and 
the service had not yet put a new procedure in place. 
All physical examinations had been completed within 
the last six months. All residents had access to the flu 
vaccine and a record was kept of when it had been 
administered. A procedure was in place for responding to 
medical emergencies on all wards. 

COMPLIANT YES       3 NO

Article 20 (1–2): Provision of Information to 
Residents

On the acute admission ward, it was reported by 
the nursing staff that a new leaflet detailing the 
information required by this Article had gone for 
approval to the management team. A policy was sent 
to the Inspectorate following the inspection, dated and 
signed by the senior management team. On the elderly 
care wards, the nursing staff reported that generally 
information was given to the residents verbally and that 
the consultant and the psychiatry of later life team were 
available to speak to families regarding all aspects of 
care and treatment. The Irish Advocacy Network visited 
the unit every week. 

COMPLIANT YES       3 NO

Article 21: Privacy

On each of the wards there was evidence that privacy 
was being upheld. All the beds had curtains around 
them for privacy. There were a limited number of single 
rooms but privacy in general was not an issue. 

COMPLIANT YES       3 NO
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Article 25: Use of Closed Circuit Television (CCTV)

CCTV was not used in the approved centre for the 
observation of residents.

Article 26: Staffing

All staff were recruited through the central HSE 
recruitment, selection and staff vetting procedure, a 
copy of which was sent to the Inspectorate prior to the 
inspection. The number of staff and skill mix of staff was 
appropriate to the needs of the residents. Approval had 
been sanctioned for the employment of an occupational 
therapist on the wards to provide therapeutic activities 
and programmes. Ward staff, ward attendants and 
domestic staff were on duty daily. The Director of Nursing 
or the Assistant Director of Nursing was in charge of 
the centre. Education and training was available to the 
general adult teams, rehabilitation team and psychiatry 
of later life team. A number of staff had completed a 
five-day course in crisis prevention intervention (CPI). All 
staff had completed the training in the Mental Health Act 
2001 and the Regulations and Rules were available on 
the ward on the day of the inspection. 

COMPLIANT YES       3 NO

Article 27: Maintenance of Records

Residents’ files were created and maintained in the 
approved centre; on discharge a single case file followed 
the resident to outpatients. The medical and nursing 
staff had access to medical records twenty-four hours 
a day. The approved centre followed HSE guidelines on 
the retention and destruction of records. Regular checks 
were carried out by the health and safety committee 
and the fire officer. It was reported that quarterly 
inspections on the fire alarm system took place. The 
regional fire prevention officer inspected specific 
premises if requested and conducted regular fire drills. 

COMPLIANT YES       3 NO

Article 22: Premises

In general the approved centre was clean and bright 
and well maintained. However, a number of outstanding 
issues remaining from last year’s report had not been 
addressed in Ward 15. The bathrooms remained in an 
unacceptable condition. One of the male toilets had a 
broken handrail that needed to be removed. On Ward 
4 the builders were doing preparatory work before 
commencing full renovations the following Monday, 25 
June 2007. 

COMPLIANT YES NO       3

Article 23 (1–2): Ordering, Prescribing, 
Storing and Administration of Medicines

Medicines were ordered from Monaghan General 
Hospital three times a week. Prescribing details were 
on a card index. The nursing staff had a signature bank 
but medical staff did not and it was difficult at times to 
ascertain the signature on the prescription. The nursing 
signature bank was not dated. Adequate storage space 
was available for all medicines within the clinical 
room and the locked drug cabinet. Administration of 
medications was always by two RPNs. The registered 
proprietor had a policy, procedures and protocols in place 
for the administration of medicines to residents. 

COMPLIANT YES       3 NO

Article 24 (1–2): Health and Safety

The nursing staff reported that an annual health and 
safety audit was carried out. Maintenance was provided 
on site and response time was good. Up-to-date health 
and safety policies were in place, due for review at the 
end of 2007. 

COMPLIANT YES       3 NO
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Article 28: Register of Residents

The register of residents was maintained on a computer 
system. In each file a detailed checklist was completed 
on admission and all of the aspects of schedule one 
were on the sheet. However, they were not fully 
completed in all cases.

COMPLIANT YES NO       3

Article 29: Operating Policies and Procedures

The registered proprietor submitted the remaining 
operating policies and procedures as required under the 
Regulations following the inspection. The policies had 
dates of implementation and dates for review.

COMPLIANT YES       3 NO

Article 30: Mental Health Tribunals

Rooms and facilities were provided for mental health 
tribunals. 

COMPLIANT YES       3 NO

Article 31: Complaint Procedures

The approved centre was following the HSE national 
complaints procedure and policy. Leaflets outlining the 
complaints procedure were available. Nursing staff 
reported that initially issues were handled at a local level 
and if they remained unresolved they were forwarded in 
writing to the relevant person within the HSE. The senior 
management team had not received any complaints 
within the last year. 

COMPLIANT YES       3 NO

Article 32: Risk Management Procedures

The HSE area had a detailed risk management procedure 
in place in terms of reporting incidents, recording 
incidents and receiving feedback on those incidents. 
The number of incidents throughout the approved 
centre was very low. They were reviewed on the day 
of the inspection and contained mainly slips, trips and 
a number of assaults. The approved centre did not 
have precautions in place for residents absent without 
leave, suicide and self-harm. Policies were sent to the 
Inspectorate following the inspection, dated and signed 
by the senior management team. Detailed procedures 
were in place for responding to emergencies. 

COMPLIANT YES       3 NO

Article 33: Insurance

The approved centre reported that it had been insured 
through the HSE insurers. 

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

The certificate of registration was on display in Ward 15.

COMPLIANT YES       3 NO

2.2  EVIDENCE OF COMPLIANCE WITH 
RULES – MENTAL HEALTH ACT 
2001, SECTION 52(d)

SECLUSION

There were no seclusion facilities in the approved centre 
and staff reported that seclusion was not used. 
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ADMISSION OF CHILDREN

There had been no children admitted to the approved 
centre since 1 November 2006. 

ECT

The service did not have ECT facilities. Any residents who 
required this treatment were referred to Cavan General 
Hospital. 

MECHANICAL RESTRAINT

The service reported that mechanical restraint was not 
used and that a draft policy was under consideration. 

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

A number of residents were prescribed mechanical 
restraint in accordance with Part 5 of the Rules. The 
clinical notes were reviewed and were in order.

COMPLIANT YES       3 NO

2.3  EVIDENCE OF COMPLIANCE WITH 
CODES OF PRACTICE – MENTAL 
HEALTH ACT 2001, SECTION 
51(1)(b)(iii)

PHYSICAL RESTRAINT

It was stated that physical restraint was not used and 
the physical restraint register had not been used. A draft 
policy was under consideration. 
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LOUTH/MEATH APPROVED CENTRES
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APPROVED CENTRE ST. BRIGID'S HOSPITAL, ARDEE
UNITS INSPECTED UNIT 1 (ACUTE ADMISSIONS 

WARD)
ST. ITA’S UNIT
OUR LADY’S UNIT

DATE OF INSPECTION 28 JUNE 2007

NUMBER OF BEDS 59

TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

St. Brigid’s Hospital, Ardee was an approved centre 
under the Mental Health Act 2001. The purpose of this 
announced inspection was to comment on the quality 
of care and treatment given to residents in receipt of 
mental health services and determine the degree and 
extent of compliance by the approved centre with the 
Regulations, Codes of Practice and Rules for Treatment 
(Sections 50 to 55 and 66, Mental Health Act 2001). 
The Inspectorate also followed up recommendations 
from the 2006 report, on multidisciplinary team (MDT) 
functioning and care planning, and spoke to residents as 
requested.

 
PART ONE: QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH ACT 
2001, SECTION 51(1)(b)(i)

1.1  DESCRIPTION

St. Brigid’s Hospital, Ardee had three units: Unit 1, St. 
Ita’s Unit and Our Lady’s Unit. Four general adult teams 
had admitting rights to the approved centre. The teams 
were poorly resourced in terms of multidisciplinary team 
staffing and community facilities. A consultant psychiatrist 
for psychiatry of later life had been appointed and five 
members of the team had been allocated for 2007. The 
service had no rehabilitation team. 

Unit 1: This was a 26-bed integrated acute admissions 
unit located on the ground floor of the hospital. On the 
day of the inspection, it had 18 residents, ten male and 
eight female. Three were detained under the Mental 
Health Act, 2001. The unit was locked though staff 
reported that from 4 July 2007 the unit would operate 
an open door policy. The ward had two segregated 
dormitory areas for males and females that included 
bathrooms and toilets and a communal sitting room and 
a dining room.

St. Ita’s Unit:	This was a 14-bed long-stay unit that 
provided continuing care and treatment for men with 
enduring mental health problems. On the day of the 
inspection, there were 12 residents, one was detained, 
and three were Wards of Court. The unit was locked to 
prevent some residents wandering. The unit was located 
on the ground floor of the hospital and had a dormitory 
area, a sitting area and a dining and lounge area. The 
residents in the unit were under the care of two sector 
consultant psychiatrists.

Our Lady’s Unit: This was a 20-bed unit providing 
continuing care and treatment for women with enduring 
mental health problems. On the day of the inspection,  
the unit had 14 residents, one of whom was detained. 
The ward was locked for the safety of some residents. 
Three general adult teams had admitting rights to the 
ward. The residents ranged in age from 56 to 100 years.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

General

1.  Each resident must have an individual care plan as 
defined in the Regulations .

 Outcome: There had been no progress on this 
recommendation. It was subsequently reported to the 
Inspectorate that integrated documentation would be 
in place by the end of September 2007.

ST. BRIGID’S HOSPITAL, ARDEE
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Inspectorate that work on a new garden area would 
commence on Monday 13 August 2007.

St. Ita’s Unit

1.  A rehabilitation team should be put in place.

	 Outcome: There had been no progress with this 
recommendation. It was subsequently reported to the 
Inspectorate that the service had not been funded to 
provide a rehabilitation team.

Our Lady’s Unit

1.  The patients on this unit should be under the care of 
a psychiatry of later life team. 

	 Outcome: There had been no progress on this 
recommendation.  

2. All patients should have regular review of their 
mental and physical state and these reviews must be 
documented in their file.

	 Outcome: There had been no improvement in this 
service. A GP visited the ward weekly. However the 
three general adult teams had no regular input.

3.  The therapeutic programme should be in line with the 
MDT care plan.

	 Outcome: There had been no progress on this 
recommendation.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Unit 1: Four community mental health teams had 
admitting rights to Unit 1. Each team met twice weekly 
on the unit. The social worker and clinical psychologist 
did not attend routinely but did attend when they 
were involved with specific residents. The nursing staff 
operated a key worker system for each sector team.

2.  There should be therapeutic programmes and 
meaningful activities provided on the ward that are 
linked to the assessment and care planning process.

 Outcome:There had been no progress on this 
recommendation. It was subsequently reported to the 
Inspectorate that the clinical psychology service, in 
conjunction with the residents and nursing staff, will 
commence a programme in September 2007.

Unit 1

1.  The membership of the community mental health 
teams needs to be greatly improved, especially 
for occupational therapy, social work and clinical 
psychology.

	 Outcome: Staff reported that the number of clinical 
psychologists had increased but the service had no 
occupational therapists. It was subsequently reported 
to the Inspectorate that a 0.5 whole-time-equivalent 
clinical psychologist appointment had been made, 
one senior social worker was awaiting appointment, 
and a senior occupational therapist post was awaiting 
advertisement.

2.  The activity nurses should cease using the title of 
occupational therapy when writing in the notes.

	 Outcome: This practice had ceased.

3. The ECT register needs to be recorded in line with 
the new rules under the Mental Health Act 2001. 
Payments for the anaesthetist should be recorded 
separately.

	 Outcome: It was reported by the senior management 
team that ECT had not been offered as a treatment 
in the hospital since March 2007. ECT is discussed in 
more detail later in the report.

4.  There should be an external smoking area and 
consideration be given to providing an enclosed 
garden space.

	 Outcome: There had been no progress on this 
recommendation. It was subsequently reported to the 
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St. Ita’s Unit: The residents on this unit were under 
the care of three general adult sector consultant 
psychiatrists. Staff reported that no set team meetings 
were held on the unit.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Individual care plans were not used. The nursing 
care plans were based on the Tidal model and were 
discussed at the weekly team meetings. It was reported 
since the inspection that integrated notes would be 
introduced by September 2007.

1.5  THERAPEUTIC ACTIVITIES

Therapeutic activities were not provided on the unit. 
Some of the residents attended the day centre on 
campus where a programme of recreational and 
educational activities was provided by nursing staff and 
an art teacher. Residents from Unit 1 were referred to 
the programme. Two residents attended this programme 
from St. Ita’s Unit. Each attendee had a nursing care 
assessment using the Roper Logan Tierney model. A 
number of residents on Unit 1 travelled some distance to 
attend a sector day centre in Drogheda. This was decided 
on the basis of the nursing and risk assessment at the 
weekly team meeting. It was subsequently reported 
to the Inspectorate that the clinical psychology service 
in conjunction with the residents and nursing staff will 
commence a programme of activities in September 2007.

1.6  ENVIRONMENT AND FACILITIES

Unit 1: The unit had segregated male and female 
dormitory areas which included separate toilet and 
washing facilities. There were no other toilets on the 
unit which meant that residents had to go through the 
dormitory areas to access toilet facilities during the day. 
The unit had two interconnected sitting areas which 
were small for the bed capacity of the unit. No quiet 

room or alternative spaces were available for residents 
to use. Although the unit was on the ground floor, it was 
locked and there was no access to an enclosed garden 
space. It was subsequently reported to the Inspectorate 
that work on a new garden area would commence on 
Monday 13th August 2007.

St. Ita’s Unit: The dormitory area was bright and well 
ventilated and had a number of toilets. The wheelchair-
accessible toilet did not provide sufficient room for a 
wheelchair user to close the door. Since the inspection, it 
was reported that this matter would be remedied by the 
end of September.

Our Lady’s Unit: The toilet area was in need of 
upgrading and the shower cubicles needed thorough 
cleaning. It was reported by the senior management 
team that non-slip flooring had been ordered for the 
toilet and bathroom areas. The sitting room area was in 
need of redecoration. The dining room was large and 
spacious. Although the unit was located on the ground 
floor, it was locked and there was no access to an 
enclosed outdoor garden space for the residents.

1.7  INTERVIEWS WITH RESIDENTS

A number of residents asked to speak to the Inspectorate 
on the acute admissions wards. Some of them had 
been on the unit for a period greater than one year. 
They complained about smoking occurring in the 
bedroom areas and the lack of therapeutic activities and 
programmes during the day. One resident expressed 
concern regarding his detention and was unclear about 
the new process of the mental health tribunals. 

1.8  GOOD PRACTICE DEVELOPMENTS

1.  A consultant psychiatrist for psychiatry of later life had 
been appointed.
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inspection. Unit 1 was inspected in detail for compliance 
with the Regulations. Where other wards were inspected 
these were reported separately.

Article 4: Identification of Residents 

Unit 1: There was a core group of regular staff on the 
unit and residents were generally known to them. 
Two nursing staff administered medication and asked 
residents for their name.

Our Lady’s Unit: All the residents were well known to 
staff. One nurse administered medication.

COMPLIANT YES       3 NO

Article 5: Food and Nutrition

Water coolers were on the corridor in Unit 1 and St. Ita’s 
Unit. Meals were prepared from the main kitchen in the 
hospital. They were ordered the previous day and arrived 
already served on plates. On the day of the inspection, 
there was no choice of main meal provided. It was 
subsequently reported to the Inspectorate that a choice 
of meals was routinely offered. The kitchen catered for 
special diets and a number of residents were receiving 
special diets for high cholesterol or diabetes. Breakfast, 
lunch and tea were provided at intervals during the 
day and there were tea breaks in between. Vending 
machines were available on Unit 1 for residents to 
purchase snacks and drinks. The hospital shop was open 
for an hour each day and fruit was available from the 
kitchens and on the unit.

COMPLIANT YES       3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. It was subsequently 
reported to the Inspectorate that the catering facilities 
were fully Hazard Analysis Critical Control Points (HACCP) 
compliant. 

COMPLIANT YES       3 NO

1.9  2007 RECOMMENDATIONS ON 
THE QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH 
ACT 2001, SECTION 51(1)(b)(i)

1.  The approved centre should introduce individual care 
plans as defined in the Regulations.

2.  The approved centre should provide therapeutic 
activities based on individual needs assessment and 
linked to the individual care plan.

3. All of the outstanding recommendations from the 
2006 report should be progressed in full.

4.  The outstanding maintenance work in St. Ita’s Unit and 
Our Lady’s Unit should be completed as soon as possible.

5.  The approved centre should ensure that policies are 
written for residents and not only patients.

 
PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 28 JUNE 2007

2.1  EVIDENCE OF COMPLIANCE WITH 
MENTAL HEALTH ACT 2001, 
SECTION 52(d) (REGULATIONS 
2006)

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality 
and Standards Division prior to the inspection date, 
interviews with residents, the senior management team 
and CNM2’s, review of relevant paper documentation 
gathered during the inspection, photographic evidence 
and policies sent to the Inspectorate before and after the 
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Article 7: Clothing

Residents generally had clothing supplied by family 
members. Most residents had money to purchase clothes 
if necessary. On occasion the unit had liaised with the local 
Social Welfare service to ensure emergency payments to 
facilitate residents who required clothing. The hospital had 
a laundry and residents’ clothes were bagged individually. 
Each bed and locker had a name tag.

A policy was in place for Louth Meath Mental 
Health Services on wearing night clothes. This was 
implemented on 25 June 2007 and was due for review 
on 25 September 2007. No resident was in night clothes 
on the day of the inspection.

COMPLIANT YES       3 NO

Article 8: Residents’ Personal Property and 
Possessions 

Unit 1:	Most residents kept their own possessions and 
valuables and each had a wardrobe and locker. Valuables 
or money could be lodged to the patient accounts 
department. A Louth Meath Mental Health Services 
policy was in place, dated 25 June 2007 and was due 
for review on 25 September 2007. On admission a list of 
possessions was recorded in the property book and the 
resident or family member signed this.

Our Lady’s Unit: No list of property was taken 
or maintained on the unit. It was reported to the 
Inspectorate following the inspection that a register of 
property and possessions would be in place in the long-
stay wards within three weeks.

COMPLIANT YES NO       3

Article 9: Recreational Activities

Residents had access to a pool table in the day services 
area and magazines, books, newspapers, music, TV, DVDs 
and videos. A selection of board games and cards were 
available. Residents who were allowed out could walk 
in the grounds of the hospital. On occasion a relaxation 

group was run on the unit but this was difficult to run 
due to the lack of space.

COMPLIANT YES       3 NO

Article 10: Religion

The service had a draft policy available on the day of 
the inspection. The service subsequently sent a policy 
relating to the cultural and religious beliefs of residents 
which had been implemented on 16 July 2007 and was 
due for review on 5 January 2010. 

Unit 1: Mass was available in the hospital and a Roman 
Catholic minister of the Eucharist attended the unit 
regularly. Some office space could be used if required to 
accommodate quiet prayer space. 

Our Lady’s Unit:	Communion was made available every 
week.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

Visiting times were prominently displayed on the door 
to the unit. Children were accommodated by prior 
arrangement with the nurse in charge. Visits took place 
in the sitting and dining rooms or outside the unit. A 
draft policy was in place on visits, which had no date of 
implementation and was not signed. Since the inspection, 
a signed policy was submitted to the Inspectorate.

Our Lady’s Unit: Visits took place in the dayroom or by 
the bedside.

COMPLIANT YES       3 NO

Article 12 (1–4): Communication 

Residents had access to a public phone and were free to 
receive and send post. Access to fax, email or Internet 
was not available. A Louth Meath Mental Health Services 
policy was in place on communication, which had no 



BOOK 2 – HSE DUBLIN NORTH EAST

Mental Health Commission Annual Report 2007 | 31

care and treatment. No single rooms were available to 
ensure privacy and dignity. It was subsequently reported 
that a single room would be provided within six weeks.

COMPLIANT YES NO       3

Article 15: Individual Care Plan

Residents did not have an individual care plan as defined 
in the Regulations. It was reported that integrated notes 
would be introduced by September 2007.

COMPLIANT YES NO       3

Article 16: Therapeutic Services and 
Programmes

Access to therapeutic programmes was limited and they 
were not based on individual care plans (see Article 
15 above). Since the inspection, it was reported that 
therapeutic programmes would be linked to care plans 
by the end of September 2007.

COMPLIANT YES NO       3

Article 17: Children’s Education

There was no provision for the education of children. Staff 
reported that children were not admitted to this unit and 
those requiring admission were directed to Navan.

Article 18: Transfer of Residents

The service had a draft policy with no implementation 
date and it was not signed. Since the inspection, the 
policy had been signed and a review date set. Some 
residents required transfers to or from Navan, in these 
cases the NCHD wrote a referral letter and the nurse in 
charge ensured that clinical file was transported with 
the resident. A nurse accompanied any resident who 
was transferred and gave a verbal handover report. 
When residents were transferred to the general hospital, 
the nurse in charge ensured that the referral letter and 

date of implementation and was not signed. Since the 
inspection, the policy was signed, fax facilities could 
be accessed and the service was planning to provide 
internet access.

COMPLIANT YES       3 NO

Article 13: Searches

A policy on searches was implemented on 15 June 
2007. Since the inspection, a review date of 15 
September 2009 had been agreed. Staff reported that 
no searches had occurred on the unit since 1 November 
2006. A policy on finding illicit substances was 
implemented on 7 September 2005 and was due for 
review in February 2007. Since the inspection, this had 
been reviewed and signed.

COMPLIANT YES       3 NO

Article 14 (1–5): Care of the Dying

A draft policy was available on the day of the inspection. 
The service subsequently sent a policy that was 
implemented on 1 August 2007 and was due for review 
on 1 March 2010. The policy included information 
on procedures to be followed to ensure religious and 
cultural practices were facilitated. The Mental Health 
Commission had been notified of a number of deaths in 
the approved centre but this had not been done within 
the 48-hour time frame specified in this Article. The 
service had a policy on the management of a sudden 
or unexpected death, implemented in January 2007 and 
was due for review in January 2009.

Unit 1: Staff reported that residents who were dying 
were most likely to be transferred to the general 
hospital. In the event that they remained on the unit the 
district nurse would attend. There was scope for an office 
to be converted to single room on short-term basis to 
facilitate privacy, dignity and family visits.

Our Lady’s Unit: Staff reported that they had a recent 
death of a resident who had been terminally ill. The 
palliative care team who visited the unit had facilitated 



32 | Mental Health Commission Annual Report 2007

BOOK 2 – HSE DUBLIN NORTH EAST

the nursing information was completed and sent with 
the resident.

COMPLIANT YES       3 NO

Article 19 (1–2): General Health

Appointments for other health services were arranged 
as required. Some of the residents had attended for 
medical appointments from the unit. Residents who 
received appointments for the national breast cancer 
screening programme were facilitated to attend. 
The service had a draft policy relating to medical 
emergencies with no implementation date and it had 
not been signed. Since the inspection, it was reported 
that the policy had been signed and was implemented.

Unit 1: The clinical files examined had recorded regular 
mental health and regular physical reviews.

Our Lady’s Unit: Residents has access to a GP. Records 
of full physical examinations every six months were 
not recorded in the case files, although a brief note 
was recorded in the file stating that the physical 
examination had been completed. A new check list had 
been developed since the inspection. There was an 
emergency trolley on the ward.

COMPLIANT YES       3 NO

Article 20 (1–2): Provision of Information to 
Residents

Information about all practical and housekeeping 
arrangements were given to residents at admission. 
The unit had written information about major mental 
health problems. Residents were not routinely given 
information about their MDT. The unit had leaflets about 
voluntary and advocacy agencies. Information about 
medications and possible side effects was available 
form the nurses’ office and some of this information 
was displayed on the noticeboards. The approved 
centre did not have a policy relating to the provision of 
information to residents. Since the inspection, a policy 

had been developed and a sub-group was developing an 
information pack for all residents.

COMPLIANT YES NO       3

Article 21: Privacy

The male and female bedroom areas and toilet and 
washing facilities were segregated. The windows and the 
beds in the dormitories all had curtains around them. The 
residents had access to the dormitory areas during the day.

COMPLIANT YES       3 NO

Article 22: Premises

Unit 1: The premises were clean and in good order and 
were well lit, heated and ventilated. Staff reported that 
repairs were fixed quickly and the unit was checked 
every week for maintenance issues. There were high-
low adjustable beds and bath hoists available in the 
hospital if required. There was no area on the unit for 
group activities. The registered proprietor has identified a 
space on the ward for activities since the inspection. 

St. Ita’s Unit: The bathing and toilet areas were in need 
of refurbishment. The shower door was not working 
properly and the floors in the toilets were badly stained. 
The designated wheelchair-accessible toilet did not provide 
sufficient room for a wheelchair user to close the door. Since 
the inspection, it was reported that the bathing and toilet 
areas would be refurnished by the end of September. It was 
also reported that the shower door had been steam cleaned.

Our Lady’s Unit: The toilet area was in need of upgrading 
and the shower cubicles needed thorough cleaning. It 
was reported by the senior management team that non-
slip flooring had been ordered for the toilet and bathroom 
areas but this had not been installed. The sitting room 
area was in need of redecoration. Since the inspection, 
it has been reported that the above work would be 
completed by the end of September.

COMPLIANT YES NO       3
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additional training would be provided in November for a 
small number of staff and any new staff.

COMPLIANT YES       3 NO

Article 27: Maintenance of Records

The approved centre adhered to the HSE policy on the 
creation of, access to, and retention and destruction 
of records. The approved centre sent records of food 
safety, health and safety and fire inspections to the 
Inspectorate.

COMPLIANT YES       3 NO

Article 28: Register of Residents

The information gathered on residents did not comply 
with Schedule 1 of the Regulations. Since the inspection, 
the register has been updated and a copy of the register 
was sent to the Inspectorate. 

COMPLIANT YES       3 NO

Article 29: Operating Policies and Procedures

The policies and procedures submitted to the 
Inspectorate had a review date within three years 
specified in this Article.

COMPLIANT YES       3 NO

Article 30: Mental Health Tribunals

The centre had a designated room used for mental 
health tribunals. Staff had accompanied patients when 
required.

COMPLIANT YES       3 NO

Article 23 (1–2): Ordering, Prescribing, 
Storing and Administration of Medicines

The policy on management of medicinal products had 
been implemented on 14 March 2005 and was due for 
review in February 2007. The policy referred to patients 
and not residents. Since the inspection, the policy has 
been updated. It had a review date of 31 January 2008. 

COMPLIANT YES       3 NO

Article 24 (1–2): Health and Safety

The approved centre had a policy relating to the health 
and safety of residents, visitors and staff.

COMPLIANT YES       3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was not used inside the approved centre.

Article 26: Staffing

The HSE policies on recruitment, selection and vetting of 
staff applied. A record of staff on duty and in charge of 
the centre was kept. 

Table 1: Unit staff levels

Unit Staff Member Day Night
Unit 1 Nurse 5 3

Household 1 n/a
St. Ita's Unit Nurse 4 2

Household 1 0

Our Lady's Unit Nurse 5 2

Household n/a n/a

A number of staff had attended training days during 
the year and staff had access to a variety of courses 
run by the HSE Dublin North East. While most of the 
staff reported that they had received training in the 
Mental Health Act 2001 not all had. It was reported that 
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Article 31: Complaint Procedures

The approved centre operated the HSE National 
Complaints Policy. The complaints procedure was 
displayed on the noticeboard and indicated a designated 
person to deal with complaints. 

COMPLIANT YES       3 NO

Article 32: Risk Management Procedures

The approved centre operated using the former NEHB 
Risk Management policy. The approved centre reported 
that it informed the MHC of incidents rated severe and 
catastrophic from the NEHB Risk Impact Table when they 
had occurred.

Our Lady’s Unit: The staff had piloted a falls risk 
assessment. Each resident had a dependency level and 
pressure sore assessment completed.

COMPLIANT YES       3 NO

Article 33: Insurance

The approved centre was covered by the HSE’s insurance 
arrangements.

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

The certificate was displayed inside the front door of Unit 1.

COMPLIANT YES       3 NO

2.2  EVIDENCE OF COMPLIANCE WITH 
RULES – MENTAL HEALTH ACT 
2001, SECTION 52(d)

SECLUSION

The policy on the management of seclusion was 
implemented on 25 June 2007 and was due for review 
on 15 September 2009. A sample of clinical files of 
detained patients who had been secluded and the 
seclusion register were reviewed. These showed that the 
approved centre was not compliant with the Rules on 
seclusion, specifically in regard to Subsections 2.4, 2.5 
and 7.3. as follows:

Section 2.4 The duration of seclusion must be for 
the minimum period of time necessary to prevent 
immediate and serious harm to self and others.

The Inspectorate gathered photocopied evidence where, 
in the case of a patient whose seclusion was continued 
for a further four-hour period, the seclusion register was 
completed giving the reason for the continuation of 
seclusion as being “for the safety of (patient) and others 
on the ward”, when at the same time the registered 
medical practitioner had reviewed the patient in the 
clinical file as “more receptive of the conversation and 
agreed to stay calm, take meds. Will be reviewed later 
tonight”. Also, a six-digit number was present in place of 
the patient’s surname in Part 18 of the seclusion register 
for the initial order of seclusion, and when seclusion was 
continued, the patient’s surname documented in Part 18 
of the seclusion register was the wrong surname. 

2.5 Seclusion must be authorised in writing by a 
registered medical practitioner following consultation 
with the consultant psychiatrist responsible for the care 
and treatment of the patient, or the duty consultant 
psychiatrist. In addition to recording the matter in the 
clinical file, the seclusion register must be completed by 
the registered medical practitioner and the consultant 
psychiatrist responsible for the care and treatment of the 
patient or the duty consultant psychiatrist, as soon as is 
practicable, and in any event within 24 hours.
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consultant psychiatrist on duty and the Hospital Manager 
on the day of the inspection.

COMPLIANT YES NO       3

MECHANICAL RESTRAINT

The mechanical restraint register was reviewed on 
the acute admissions ward. An entry was not signed 
by the consultant psychiatrist as required by this Rule. 
The service had a draft policy on restraint that had no 
implementation date and was not signed. Since the 
inspection, a signed copy of the policy was submitted to 
the Inspectorate. 

COMPLIANT YES NO       3

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR

Our Lady’s Unit: Two residents had bed rails at night. 
The Inspectorate was unable to find the prescriptions 
in the case files. Since the inspection, the service had 
undertaken an audit on the use of mechanical restraint 
for enduring self-harm behaviour. It reported that this 
audit would be completed on a three monthly basis.

COMPLIANT YES NO       3

2.3  EVIDENCE OF COMPLIANCE WITH 
CODES OF PRACTICE – MENTAL 
HEALTH ACT 2001, SECTION 51(1)
(b)(iii)

PHYSICAL RESTRAINT

The physical restraint register and related clinical files 
were reviewed. At least eight of the forms in the 
register had not been completed. Some of the forms 

The Inspectorate gathered photocopied evidence that 
although the seclusion register had been completed by 
the registered medical practitioner, no documentation 
authorising the continuation of seclusion was recorded in 
the patient’s clinical file. There was no record in the clinical 
file that the consultant psychiatrist responsible for the 
care and treatment of the patient or the duty consultant 
psychiatrist was informed of the seclusion. In addition, 
the consultant psychiatrist responsible for the care and 
treatment of the patient or the duty consultant psychiatrist 
did not complete Part 19 of the seclusion register.

7.3 Seclusion facilities must be placed away from the 
unit’s living/recreation areas.

The seclusion room was located between the lounge and 
the dining area.

Since the inspection, the senior management team 
reported a number of steps were being taken to address 
the deficits identified above, including information 
sessions for medical staff, audit on the use of seclusion 
and relocation of the seclusion room.

COMPLIANT YES NO       3

ECT

The service had an ECT suite. It was reported on the 
morning of the inspection by the senior management 
team that ECT had been discontinued on the unit in 
February 2007. The clinical file of a detained patient 
who had received two treatments in January 2007 
was requested from medical records and examined. 
There was no entry in the ECT register, photographic 
evidence was taken. The ECT facilities on the ward 
were not compliant with the Rules. The resident had 
received four additional treatments but was no longer a 
detained patient at the time. None of the nursing staff 
were trained in ECT. The ECT suite was also used for the 
administration of medication. The breaches of this Rule 
were brought to the attention of the Director of Nursing, 



36 | Mental Health Commission Annual Report 2007

BOOK 2 – HSE DUBLIN NORTH EAST

had not been signed by the NCHD or the consultant 
psychiatrist. There was no record on the forms that the 
resident had been examined by the NCHD. A policy on 
the management of physical restraint was implemented 
on 1 June 2007 and was due for review on 1 September 
2009. Since the inspection, it was reported that systems 
had been developed to address the errors identified.

COMPLIANT YES NO       3

ADMISSION OF CHILDREN

The centre had no admissions of children. All children 
who required admission are admitted to the Department 
of Psychiatry, Our Lady’s Hospital, Navan.
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1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  The ECT and seclusion facilities must meet the 
required standards as set out in the Mental Health 
Commission rules on ECT and Seclusion. Failure to 
meet these standards will render the facilities unusable.

	 Outcome: A quality steering group had been 
established. The seclusion facility was unsuitable: 
particular problems were the concrete walls, an 
unsuitable bed, areas where electrical sockets had 
been obstructed, lack of ventilation, lack of privacy 
and lack of a means of communication other than 
banging on the door. The renovation plans involved 
developing a suitable seclusion suite and an interim 
seclusion room. ECT had been contracted out. The 
Inspectorate has since been informed by the service 
that the renovations of the seclusion room have been 
completed.

2.  Each team must be representative of a core 
multidisciplinary team, which facilitates regular team 
reviews on the patients.

	 Outcome: Regular multidisciplinary team meetings 
took place on the ward and the resident was 
invited to attend. Each team had a social worker 
and psychologist. No occupational therapists were 
in post in the service. The Inspectorate has since 
been informed that the service was considering 
the possibility of contracting agency occupational 
therapists in the absence of approved occupational 
therapy input for ward activation.

3.  Care plans should be multidisciplinary in nature and 
involve the patient where possible.

	 Outcome: This had not been achieved. A formal 
review of the nursing care plan at the team meeting 
of one sector was being piloted as a first step towards 
multidisciplinary care planning. The Inspectorate 
has since been informed by the service that a new 
integrated care planning process has been adopted 
and it was planned that this would be in place by the 
end of September 2007.

APPROVED CENTRE DEPARTMENT OF PSYCHIATRY, 
OUR LADY'S HOSPITAL, NAVAN

UNIT INSPECTED DEPARTMENT OF PSYCHIATRY
DATE OF INSPECTION 20 JUNE 2007
NUMBER OF BEDS 25

TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

The Department of Psychiatry, Our Lady’s Hospital, 
Navan, was an approved centre under the Mental Health 
Act 2001. The purpose of this announced inspection 
was to comment on the quality of care and treatment 
given to residents in receipt of mental health services 
and determine the degree and extent of compliance 
by the approved centre with the Regulations, Codes 
of Practice and Rules for Treatment (Sections 50 to 55 
and 66, Mental Health Act 2001). The Inspectorate also 
followed up recommendations from the 2006 report, 
on multidisciplinary team (MDT) functioning and care 
planning, and spoke to residents as requested.

 
PART ONE: QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH ACT 
2001, SECTION 51(1)(b)(i)

1.1  DESCRIPTION

The Department of Psychiatry was located on the ground 
floor of the general hospital and it was an integrated 
25-bed admission ward. Four of the beds were allocated 
to psychiatry of later life. On the day of the inspection, 16 
residents were admitted, seven of them were detained 
under the Mental Health Act 2001. A swipe card system 
was in use to control access to the ward. The unit operated 
an open door policy and had a Wanderer Control Policy for 
elderly residents who were at risk from wandering.

Four sector teams and the psychiatry of later life team 
had admitting rights to the unit. 

DEPARTMENT OF PSYCHIATRY,  
OUR LADY’S HOSPITAL, NAVAN
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4.  Occupational therapy should be available on the unit 
and provided by appropriately qualified occupational 
therapists.

	 Outcome: No progress had been made on this 
recommendation.

5.  All essential maintenance must be carried out and a 
regular maintenance programme put in place.

	 Outcome: The responsibility for general maintenance 
had been transferred to the general hospital and this 
arrangement was reported to be working well.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Regular multidisciplinary team meetings took place on 
the ward and the resident was invited to attend. While 
each team had a social worker and psychologist there 
were no occupational therapists in the service.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Care plans were not multidisciplinary. Each resident had 
an individualised nursing care plan. Medical notes and 
treatment plans were kept separately. A formal review of 
the nursing care plan at the team meeting of one sector 
was being piloted as a first step towards multidisciplinary 
care planning. The Inspectorate has since been informed 
by the service that there was a new integrated care 
planning process adopted and it was planned that this 
would be in place by the end of September 2007.

1.5  THERAPEUTIC ACTIVITIES

Residents had access to a number of therapeutic services 
and programmes including the Solutions to Wellness 
programme, cognitive behavioural therapy (CBT) and 
relaxation therapy. Residents did not have access to an 

occupational therapist. At the time of inspection the 
activities nurse post was vacant. Residents who were 
well enough could also access three day-centre facilities. 

1.6  ENVIRONMENT AND FACILITIES

The general space on the unit was bright and airy. The 
corridors had an open nurses’ station area. The unit had 
two 5-bed and two 6-bed dormitory areas divided by 
gender, and three single rooms off the corridors. Each 
resident had a locker and bed curtains. Some bedroom 
areas were a little dark. The dormitories and single 
rooms had en suite facilities. Two other bathroom 
areas were provided. One bathroom had been out of 
use since August 2006 for health and safety reasons 
and was being used for storage. Bathroom areas were 
small, poorly ventilated and unsuitable for the needs of 
individuals with physical disability or high dependency 
needs. Plans were being considered to convert one of 
the shower areas to make it wheelchair accessible and 
to fit an assisted bath. Books, table tennis, a TV set and a 
DVD player were provided in the sitting room. Residents 
had access to a vending machine for soft drinks and 
snacks. The unit had a dining room and an activities 
area with some facilities. The room that was previously 
used for ECT had been identified as an area that could be 
modified to provide a larger activities area. The clinical 
room used for the administration of medications did not 
have an examination bed. A paved garden area with a 
gazebo, basketball ring and some plants, was located in 
the centre of the unit.

The seclusion room which had been used recently 
was unsuitable as it lacked ventilation and a means of 
communication for the resident. Other potential hazards 
on the unit included exposed piping in the general 
dormitories, horizontal hinges at the top of doors and 
electricity sockets in the seclusion area. 
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PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 20 JUNE 2007

2.1  EVIDENCE OF COMPLIANCE WITH 
MENTAL HEALTH ACT 2001, 
SECTION 52(d) (REGULATIONS 
2006)

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality and 
Standards Division prior to the inspection date, interview 
with CMN 2 and individual residents, examination of 
case files and inspection of facilities.

Article 4: Identification of Residents 

A core group of staff was allocated to the unit and 
handover of residents between shifts included visual 
identification of all residents on the unit. Two RPNs 
administered medication. The possibility of introducing 
wristbands was being explored with residents through 
group discussion and liaison with advocacy services. 

COMPLIANT YES       3 NO

Article 5: Food and Nutrition

Two water dispensers were available to residents on the 
unit, along with a selection of foods. Residents were 
provided with three meals a day and a snack at 2100h. 
The menu rotated every four weeks. Food was prepared 
in a Hazard Analysis Critical Control Points (HACCP) 
accredited kitchen.

COMPLIANT YES       3 NO

1.7  INTERVIEWS WITH RESIDENTS

Two residents asked to speak with the Inspectorate. One 
said there was “little to do except smoke” and he would like 
to be able to play pool or do some gardening. A treadmill 
and beanbags to sit out in the sun were also suggested 
by the resident. Staff reported that this request was being 
processed. Another resident was concerned about the lack 
of privacy in the bathroom facilities.

1.8  GOOD PRACTICE DEVELOPMENTS

1. Information sessions for carers and relatives had been 
established.

2.  A nursing post, in the area of deliberate self-harm, 
had been advertised.

3.  Staffing levels on the home-care team had increased. 

4.  An assertive outreach team was being developed. 

5.  A Rehabilitation in Action – Quality for Life strategy 
had been developed by a multidisciplinary steering 
committee in 2006.

1.9  2007 RECOMMENDATIONS ON 
THE QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH 
ACT 2001, SECTION 51(1)(b)(i)

1.  Seclusion facilities need to be updated as a matter of 
urgency and the practice of seclusion must cease in 
the interim. 

2.  The ward-based activity programme should be 
reinstated as soon as possible.

3.  Multidisciplinary care planning should be developed.

4.  Multidisciplinary teams should be fully staffed.
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Article 6 (1–2): Food Safety

This was not inspected on the day. 

Article 7: Clothing

A small stock of clothing was kept on the ward for 
emergencies. Occasionally clothes were purchased 
for residents using petty cash. All residents had a 
risk assessment conducted on admission and were 
managed in day clothes unless otherwise specified in 
the clinical notes. The unit had a policy for this called the 
Management of the Prescribed Use of Night Attire as 
Part of a Treatment Plan.

COMPLIANT YES       3 NO

Article 8: Residents’ Personal Property and 
Possessions 

The policy on residents’ personal property and 
possessions was dated 1 March 2007 but had yet to be 
signed. The Inspectorate has since received a signed and 
implemented policy. A record was kept of all property 
brought into hospital by residents in a duplicate property 
book that was signed by a staff member and resident. 
This record was kept in the property book and a copy 
given to the resident. Each resident had a bedside locker 
and wardrobe to store individual property. Arrangements 
were in place for safekeeping of valuables.

COMPLIANT YES       3 NO

Article 9: Recreational Activities

Some recreational activities were available to residents 
including table tennis, bingo, board games, computers 
and basketball, although there appeared to be little 
organised recreational activity happening on the unit. 
The activities nurse position remained vacant at the time 
of inspection. The service had no occupational therapists. 

COMPLIANT YES       3 NO

Article 10: Religion

Residents were facilitated as far as practicable in the 
practice of their religion.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

Times were identified for visits and displayed on the 
entrance to the unit and in the information booklet. 
Reasonable steps were taken to ensure the safety of 
residents and visitors. Designated areas were available 
for visits and the service had a plan to develop a 
family room to facilitate child visits. On the day of the 
inspection, the approved centre did not have written 
operational policies and procedures for visits. The 
Inspectorate has since been sent a signed copy of a 
written operational policy on visits implemented in 
August 2007.

COMPLIANT YES       3 NO

Article 12 (1–4): Communication 

Residents were free to communicate at all times, 
Incoming and outgoing mail was only examined 
where there was reasonable cause to believe that 
communication might result in harm to the resident 
or others. Residents had telephone, mail, fax and 
internet access, with staff supervision where deemed 
appropriate. The Inspectorate has since been informed 
of plans to have Internet kiosks installed on the wards. 
Written operational policies and procedures were in 
place on communication dated 24 May 2007 but these 
were not signed. The Inspectorate has since received a 
signed and implemented copy of the policy. 

COMPLIANT YES       3 NO
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expected to be in place for all residents by the end of 
September 2007.

COMPLIANT YES NO       3

Article 16: Therapeutic Services and 
Programmes

Residents had access to a number of therapeutic 
services and programmes including Solutions to 
Wellness, cognitive behavioural therapy (CBT) and 
relaxation therapy. Residents did not have access to 
an occupational therapist although a 0.5 whole-time-
equivalent occupational therapy position had been 
sought for each team. At the time of inspection, the 
lack of an activities nurse was limiting the running of 
ward-based programmes. When residents were well 
enough they had access to therapeutic services and 
programmes in the day centres. Since the inspection, the 
service indicated that they were considering contracting 
occupational therapy input for ward activation.

COMPLIANT YES NO       3

Article 17: Children’s Education

The unit ensured that children who were admitted 
were provided with appropriate educational services in 
accordance with his or her needs through collaboration 
with child and adolescent mental health teams and the 
child’s family and school. 

COMPLIANT YES       3 NO

Article 18: Transfer of Residents

On the day of the inspection, the written policy and 
procedures on the transfer of residents were in draft 
form and dated 24 May 2007. The Inspectorate has since 
received a signed copy of the policy implemented in 
August 2007.

COMPLIANT YES       3 NO

Article 13: Searches

The unit had written operational policies and procedures 
in place. These referred to carrying out searches with 
the resident’s consent and in the absence of consent. 
Staff reported that consent of the resident was always 
sought. Searches were only carried out for the purpose 
of creating and maintaining a safe and therapeutic 
environment for the residents and staff. The statement 
in the policy that “A minimum of two people shall be 
present on any occasion where a search is undertaken, 
one of these a qualified nurse” should be amended to 
state “a minimum of two appropriately qualified staff” 
as set out in this Article. A search policy authorisation 
form had been developed. This covered consent, the 
reason for the search, reporting and documentation of 
the search. The unit had written operational policies and 
procedures in relation to the finding of illicit substances.

COMPLIANT YES       3 NO

Article 14 (1–5): Care of the Dying

The unit had written operational policies and protocols 
for the management of care of residents who are 
dying, dated April 2007 but not yet signed. The policy 
incorporated informing the Mental Health Commission. It 
also contained details on respecting residents’ religious 
and cultural practices for people of different faiths. The 
Inspectorate has since been furnished with a signed 
policy implemented in August 2007.

COMPLIANT YES       3 NO

Article 15: Individual Care Plan

Individual care plans were not in use. Each resident 
had an individual nursing care plan and nursing file. 
Medical notes and treatment plans were kept separately. 
A formal review of the nursing care plan at the team 
meeting of one sector was being piloted as a first 
step towards multidisciplinary care planning. Since the 
inspection, the service reported that it had adopted 
a new integrated care planning process which was 
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Article 19 (1–2): General Health

Residents could access general medical services through 
the general hospital as required. The files inspected 
indicated that not all residents had a physical health 
review in the last six months. Residents had access 
to the national breast cancer screening programme. 
The written operational policies and procedures for 
responding to medical emergencies were dated April 
2007 but were not yet signed. The Inspectorate has since 
been informed that this policy had been signed and 
implemented.

COMPLIANT YES NO       3

Article 20 (1–2): Provision of Information to 
Residents

Information regarding details of the resident’s 
multidisciplinary team was given verbally to the 
resident. An information booklet containing information 
on housekeeping practices was available. Verbal and 
written information on diagnosis and medication was 
available to residents in accordance with their needs. 
Details of relevant advocacy and voluntary agencies 
were displayed on a noticeboard on the unit and leaflets 
were also available. On the day of the inspection, no 
written operational policies and procedures were in 
place for the provision of information to residents. 
The Inspectorate has since received a signed policy 
implemented in August 2007.

COMPLIANT YES       3 NO

Article 21: Privacy

Residents’ privacy and dignity was appropriately 
respected at all times. A few single rooms were 
available on the unit.

COMPLIANT YES       3 NO

Article 22: Premises

The premises were clean. The general area was bright 
and airy though some dormitory areas were poorly 
lit. The seclusion facilities were unsatisfactory. The 
Inspectorate has since been informed by the service 
that the renovations of the seclusion room have been 
completed. There was a paved garden area accessible 
to residents. Maintenance for the unit was provided 
from the general hospital and staff reported this to be a 
satisfactory arrangement. The unit had plans to use the 
former ECT suite area to create a larger activities area 
for residents. The unit was not wheelchair accessible 
and bathrooms were unsuitable for residents with high 
dependency physical needs. Modifications were planned 
to ensure the unit was wheelchair accessible.

COMPLIANT YES       3 NO

Article 23 (1–2): Ordering, Prescribing, 
Storing and Administration of Medicines

The unit had appropriate and suitable practices and 
written regional operational policies relating to the 
ordering, prescribing, storing and administration of 
medicines to residents. An audit was recently conducted 
on adherence to and awareness of the policy.

COMPLIANT YES       3 NO

Article 24 (1–2): Health and Safety

A unit safety statement was available.

COMPLIANT YES       3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was not currently used in the approved centre so 
this Article was not applicable at this time. CCTV was in 
use for security purposes in the corridors of the hospital 
and was labeled. However CCTV will be used in the 
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Article 29: Operating Policies and Procedures

Operational policies and procedures were reviewed 
regularly. These needed to be signed and dated and 
a review date set. The Inspectorate has since been 
furnished with copies of policies all of which were 
signed, dated and had a review date.

COMPLIANT YES       3 NO

Article 30: Mental Health Tribunals

The approved centre cooperated fully with mental health 
tribunals. Assistance was provided to residents attending 
mental health tribunals where required.

COMPLIANT YES       3 NO

Article 31: Complaint Procedures

The unit used the HSE national policy Your Service, 
Your Say for dealing with complaints. Residents were 
informed of the complaints procedure following 
admission. The complaints procedure was posted on the 
residents’ noticeboard and there were leaflets available 
around the ward. Complaints were dealt with locally 
in the first instance and there was a nominated person 
available to deal with all complaints which were dealt 
with promptly. The record of complaints was held by the 
designated complaints officer.

COMPLIANT YES       3 NO

Article 32: Risk Management Procedures

A comprehensive risk management policy was in place 
and implemented throughout the approved centre.

COMPLIANT YES       3 NO

planned new seclusion facilities and a policy will be 
required. The Inspectorate has since received a signed 
policy implemented in August 2007.

COMPLIANT YES       3 NO

Article 26: Staffing

Recruitment was undertaken by the Commission for Public 
Service Appointments. Staff had access to regular training 
in control and restraint, fire safety, manual handling 
and the prevention and management of violence. No 
occupational therapists were employed in the service.

Table 1: Unit staff levels

Staff Member Day (0800h  
to 2000h)

Night

CNM2 1 (Mon-Fri)
CMN1 1 1 
RPN 4 2 

COMPLIANT YES       3 NO

Article 27: Maintenance of Records

Records examined were complete, accurate and easily 
retrieved. They were up to date and stored in the 
nursing office and a records room. Written policies and 
procedures relating to records were dated 1999 and so 
needed to be reviewed and updated.

COMPLIANT YES NO       3

Article 28: Register of Residents

A computerised up-to-date register of residents was 
maintained and was reported to include the information 
specified in Schedule 1 of the Regulations. This was not 
inspected on the day. An admissions/discharge book 
was also maintained on the unit.

COMPLIANT YES       3 NO
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Article 33: Insurance

The approved centre was insured with Irish Public Bodies 
(IPB) and the HSE insurance arrangements applied.

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

The approved centre’s current certificate of registration 
was displayed prominently.

COMPLIANT YES       3 NO

2.2  EVIDENCE OF COMPLIANCE WITH 
RULES – MENTAL HEALTH ACT 
2001, SECTION 52(d)

SECLUSION

The unit had one unsuitable seclusion room. It had 
been used on occasion. An interim seclusion facility 
was planned while the seclusion suite was being 
redeveloped and upgraded. A patient had been 
transferred to St. Brigid’s Hospital, Ardee, for seclusion. 
The seclusion register was reviewed and was satisfactory. 
Two case files were reviewed and contained the details 
of seclusion. The seclusion care plan specified whether 
family or next of kin has been informed. Refractory 
clothing was not used. All aspects of documentation, 
prescribing, monitoring and termination were in order. 
The service reported that renovations of the seclusion 
facilities had been completed since the inspection.

COMPLIANT YES NO       3

ECT

ECT was no longer administered in this service.

MECHANICAL RESTRAINT

The Inspectorate was informed that mechanical restraint 
was not used and the unit had a policy.

COMPLIANT YES       3 NO

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR

Mechanical means of restraint, such as cot sides, were 
not used for enduring self-harm behaviour.

2.3  EVIDENCE OF COMPLIANCE WITH 
CODES OF PRACTICE – MENTAL 
HEALTH ACT 2001, SECTION 51(1)
(b)(iii)

PHYSICAL RESTRAINT

The physical restraint register and the files of two 
patients who had been restrained were reviewed. 
The clinical practice forms were not always signed by 
a consultant psychiatrist. Full details of the physical 
restraint were not always documented in the clinical 
file. The service reported that since the inspection 
they have introduced a process flow chart for medical 
staff regarding the recording of physical restraint 
interventions.

COMPLIANT YES NO       3

ADMISSION OF CHILDREN

Three children had been admitted on a voluntary basis 
since the introduction of the Mental Health Act 2001. The 
clinical practice forms had been completed. The unit was 
not in compliance with the Code of Practice, in particular 
with regard to staff training in relation to the care of 
children. Copies of the Children’s Act were not available 
on the unit. Since the inspection, the service reported 



BOOK 2 – HSE DUBLIN NORTH EAST

Mental Health Commission Annual Report 2007 | 45

that they were liaising with the child and adolescent 
services regarding compliance with the Code of Practice, 
the Children First guidelines had been made available 
on the wards and training in children’s legislation was 
available in the Regional Education Centre.

COMPLIANT YES NO       3
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ANNUAL REPORT
TUARASCÁIL BHLIANTÚIL2007

DUBLIN NORTH WEST APPROVED CENTRES

CHAPTER 2
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APPROVED CENTRE DEPARTMENT OF PSYCHIATRY, 
CONNOLLY HOSPITAL

UNIT INSPECTED ASH UNIT
DATE OF INSPECTION 9 MAY 2007
NUMBER OF BEDS 22
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

The Department of Psychiatry, Connolly Hospital was 
an approved centre under the Mental Health Act 2001. 
The purpose of this announced inspection was to 
comment on the quality of care and treatment given 
to residents in receipt of mental health services and 
determine the degree and extent of compliance by 
the approved centre with the Regulations, Codes of 
Practice and Rules for Treatment (Sections 50 to 55 
and 66, Mental Health Act 2001). The Inspectorate also 
followed up recommendations from the 2006 report, 
on multidisciplinary team (MDT) functioning and care 
planning, and spoke to residents as requested.

 
PART ONE: QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH ACT 
2001, SECTION 51(1)(b)(i)

1.1  DESCRIPTION

Ash Unit was located on the lower ground floor of 
Connolly Hospital, Blanchardstown. Half of the unit 
was in use as an acute 22-bed admissions unit along 
with a 5-bed purpose-built high-dependency area 
that was used for acute admissions and was staffed 
separately. The other half of the unit was being used 
to accommodate other wards while a programme of 
relocation and refurbishment was being carried out in 
the hospital. The original deadline for the opening of the 
entire 44-bed acute unit had passed. The main door to 
the unit and the occupational therapy department was 
locked. Access to and from the unit was by swipe card 

for staff or a security guard for others. On the day of 
the inspection, four detained patients and 18 voluntary 
residents were admitted, 14 males, eight females and 
one child. Four clinical teams admitted to Ash Unit.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  A system of integrated care and treatment planning 
should be introduced.

	 Outcome: This recommendation had not been 
progressed.

2.  All policies should be reviewed and updated.

	 Outcome: A CNM3 was recently appointed with 
responsibilities that included developing and revising 
policies. Several new or updated draft policies were 
made available to the Inspectorate.

3.  The problems regarding the main garden area of the 
unit should be addressed.

	 Outcome: Although staff reported that plans to 
refurbish the garden area were due to be sent for 
tender, the Inspectorate understood that the issue of 
lack of privacy had not been addressed in the plan. 
The privacy issues were due to the garden being 
overlooked by wards in the general hospital.

4.  Some therapeutic activities should be available to 
patients at weekends.

	 Outcome: This recommendation had not been 
progressed. The occupational therapy area was not 
accessible during the weekends.

DEPARTMENT OF PSYCHIATRY, CONNOLLY HOSPITAL
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possibly used for self-harm. This is discussed further 
in section 1.7 below. The unit was not accessible for 
one resident who used a wheelchair and this is also 
discussed further in section 1.7. The garden area had 
not been maintained and this was a cause of complaint 
from residents and staff. The enclosed garden was 
overlooked on all four sides by up to three floors of 
general medical wards. Some residents were reluctant 
to use it as they had concerns about their privacy as 
they might be recognised by medical patients or their 
visitors and staff reported that this had happened on 
occasion. The garden was drab and overgrown and the 
furniture was dilapidated and in need of repainting. It is 
not acceptable that a garden which was purpose built for 
the acute admissions unit was overlooked and neglected 
in such a way that compromised the privacy and dignity 
of residents. 

1.7  INTERVIEWS WITH RESIDENTS

Three residents asked to speak to the Inspectorate and 
a number of issues were raised. Overall the residents 
reported they were satisfied with the nursing and 
medical care and treatment they received. They reported 
that they enjoyed attending the occupational therapy 
department. They all knew their treating consultant 
psychiatrist, NCHD and the nursing staff on the unit and 
were aware of their diagnosis and their medication. 
The residents reported that they had not been involved 
with any other members of the multidisciplinary team 
and were not aware of other team members. Two of 
the residents indicated that involvement with a social 
worker and psychologist would be helpful. The residents 
all reported having frequent review meetings with 
the team about their progress and treatment plan. The 
residents said there was a choice of food available for 
lunch and there was access to snacks and drinks during 
the day as required. Some reported that a wider choice 
of meals at teatime would be welcome.

One resident highlighted a health and safety concern 
about the vertical blinds used in the bedrooms and 
offices. The blinds have a detachable beaded cord along 
the bottom of each side, which could be removed 
and braided together and possibly used for self-harm. 

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

The clinical teams had regular reviews on the unit. 
Although the teams had some psychologists and 
social workers the residents said they had not had the 
opportunity to be seen by them.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Multidisciplinary integrated care planning was not in 
use. Nursing assessments were carried out using the 
OREM model of nursing. In the clinical files inspected, 
the link between the nursing care plans and the ongoing 
progress notes and evaluations of care plans was difficult 
to see. Residents were assessed by the occupational 
therapists before commencing any programme and then 
an individual occupational therapy care plan was drawn 
up that included the resident’s preferences for activities.

1.5  THERAPEUTIC ACTIVITIES

An occupational therapy department was located 
beside the unit. It provided a range of individual and 
group therapeutic activities for residents. The residents 
who were interviewed stated they found the range of 
activities interesting and helpful and the occupational 
therapy staff were particularly helpful in accessing local 
supports and services that the residents could link to 
after discharge. 

1.6  ENVIRONMENT AND FACILITIES

The internal environment of the unit was in good 
decorative condition. A number of the blinds in the 
bedrooms did not close properly and were in need of 
repair. One of the residents highlighted that the blinds 
had a detachable beaded cord along the bottom of each 
side, which could be removed and braided together and 
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The Inspectorate alerted staff in the unit and nursing 
management to this issue on the day of the inspection. 
Two residents complained that the blinds did not block 
the light sufficiently and one resident complained that 
the blinds did not close fully in some of the bedrooms. 

The residents all expressed dissatisfaction with the 
overgrown and dilapidated state of the enclosed garden 
which was accessible directly from the unit. All were of the 
opinion that the garden would be more pleasant and user 
friendly if it was tidied, had a bit of colour added and was 
more private. 

One resident reported that the wheelchair ramp from 
the unit to the garden was too steep to manage in a 
wheelchair and that assistance was required to get back up 
the slope into the unit. The doors in the unit were heavy 
fire doors with standard-height handles that were difficult 
to reach and manoeuvre from a wheelchair. The wheelchair 
accessible bathroom was not suitable. There were no grip 
bars around the toilet or wash basin. The shower chair 
was not suitable to allow safe transfer from wheelchair to 
the shower chair without assistance. It was reported that 
the bathroom walls were partition walls which would not 
support a wall mounted shower chair. One of the male staff 
toilets had been refitted with grip bars to make it usable for 
wheelchair users, none of the other toilets in Ash Unit were 
suitable for wheelchair users.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  The unit had recently appointed a CNM3 with 
responsibility for policies and a number of draft and 
new policies had been developed.

1.9  2007 RECOMMENDATIONS ON 
THE QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH 
ACT 2001, SECTION 51(1)(b)(i)

1.  The other half of the unit should open as a matter of 
urgency.

2.  The team should progress the issue of 
multidisciplinary team care planning and have 
one set of composite notes. A way of informing 
residents about their multidisciplinary team should be 
developed that includes their preferences in relation 
to the types of intervention and disciplines involved in 
their care and treatment. This should be incorporated 
into their individual care plan.

3.  The unit should be functionally accessible to 
wheelchair users and the environment and it is 
recommended that the Irish Wheelchair Association, 
or similar organisation, be requested to undertake an 
assessment of the unit.

4.  The garden area must be redesigned to take into 
account the rights and needs of residents.

 
PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 9 MAY 2007

2.1  EVIDENCE OF COMPLIANCE WITH 
MENTAL HEALTH ACT 2001, 
SECTION 52(d) (REGULATIONS 
2006)

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality and 
Standards Division prior to the inspection date, interviews 
with the Director of Nursing, the Assistant Director of 
Nursing, the CNM3, the CNM2 and three residents, and a 
review of relevant documents and records.
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Article 8: Residents’ Personal Property and 
Possessions 

The unit had a draft policy on residents’ property and 
possessions. Residents had individual lockers and 
wardrobes and kept possessions in their own bedrooms. 
Facilities for the safe storage of money was provided 
and residents were encouraged to send home valuables. 
A book was kept which contained a record of deposits, 
withdrawals and balances for each resident and each 
transaction was recorded and signed by the nurse and 
the resident. The transactions were also recorded on the 
front of the resident’s money envelope. The accounts 
reviewed by the Inspectorate were in good order and 
the balance in the money book tallied with the money 
in the envelopes. A list of property and possessions was 
compiled at admission and this was filed in residents’ 
files and was available to residents on request.

COMPLIANT YES NO       3

Article 9: Recreational Activities

Several recreational activity options were available for 
residents including table tennis, TV, music, books, access 
to the enclosed garden area, the hospital grounds and 
the coffee shop in the main hospital.

COMPLIANT YES       3 NO

Article 10: Religion

The unit has had residents from various religious 
backgrounds and religious needs were worked out 
collaboratively with the resident and his or her family. 
The hospital had a chaplaincy department and an oratory 
which residents could access.

COMPLIANT YES       3 NO

Article 4: Identification of Residents 

All residents were given wristbands to wear which had 
their name, hospital record number and the name of 
their consultant. These wristbands were checked every 
week. Two RPNs administered medication.

COMPLIANT YES       3 NO

Article 5: Food and Nutrition

A water dispenser was located on the main corridor 
in Ash unit and residents could also request jugs of 
water. The residents interviewed stated that they 
had access to water as they needed. The food was 
prepared in the main kitchen of the hospital. Special 
dietary requirements were notified to the kitchen and 
incorporated into the meals. Residents who had diabetes 
or other conditions requiring special diets had dietary 
assessments with input from the dietician in the general 
hospital. The residents interviewed reported that they 
had plenty of food throughout the day, a choice of meals 
at lunchtime and special diets when required.

COMPLIANT YES       3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day.

Article 7: Clothing

Relatives have been informed when residents have 
needed clothes and have brought in clothes as required. 
Residents who were able to go shopping could purchase 
their own clothes in a nearby shopping centre. At 
admission, all residents were nursed in their night 
clothes until such time as they were assessed by the 
doctor and nurse a day or two later. After this, residents 
were only nursed in their night clothes if this was 
indicated in their care plan.

COMPLIANT YES       3 NO



52 | Mental Health Commission Annual Report 2007

BOOK 2 – HSE DUBLIN NORTH EAST

Article 11 (1–6): Visits

The unit did not have dedicated visiting rooms but visits took 
place in one of the lounges, the resident’s bedrooms, the 
coffee shop and the garden areas. Visits for residents under 
18 years were closely supervised. The visiting times were 
displayed prominently at the door to the unit. The hospital 
had a policy in relation to visits.

COMPLIANT YES       3 NO

Article 12 (1–4): Communication 

A public phone was provided on the unit and most residents 
had their own mobile phone. Residents also had access 
to two phones in the nurses’ office, which were in use 
by residents during the inspection. Staff reported that 
communication had never been restricted. Residents did not 
have access to fax, email or Internet on the unit. The unit did 
not have a communication policy.

COMPLIANT YES NO       3

Article 13: Searches

The unit had draft policies in relation to searches. Staff 
reported that searches were not carried out on the unit.

COMPLIANT YES NO       3

Article 14 (1–5): Care of the Dying

The unit had draft policies on care of the dying. The 
medical needs of residents were provided by the general 
hospital and medical consultancy was provided on the 
unit as necessary. The unit staff reported that in the 
event of a resident dying the wishes and religious and 
cultural practices of the dying person would be ensured 
by the involvement of the resident and family. This also 
helped ensure that the resident was treated with dignity 
and respect.

COMPLIANT YES NO       3

Article 15: Individual Care Plan

Residents did not have an individual care plan.

COMPLIANT YES NO       3

Article 16: Therapeutic Services and 
Programmes

Some residents attended the day hospital where 
activities such as cookery and relaxation groups were 
provided. The occupational therapy department was 
accessible to all residents and provided group and 
individual therapeutic programmes based on individual 
needs assessment.

COMPLIANT YES       3 NO

Article 17: Children’s Education

The unit was an acute adult admissions ward. No 
facilities were in place for the provision of children’s 
educational needs.

COMPLIANT YES NO       3

Article 18: Transfer of Residents

When residents were transferred internally to another 
ward in the hospital, their clinical file was transferred 
with them. When an external transfer was required, the 
NCHD provided a referral letter and the nurse in charge 
of the ward sent relevant information. Residents who 
were transferred to another approved centre had their 
nursing notes copied and sent with them. The unit had a 
policy on internal and external transfers.

COMPLIANT YES       3 NO
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unit had wheelchair accessible bathrooms and ramps, 
these facilities were not suitable for the wheelchair user 
who was on the unit.

COMPLIANT YES NO       3

Article 23 (1–2): Ordering, Prescribing, 
Storing and Administration of Medicines

Hospital and HSE policies were in place.

COMPLIANT YES       3 NO

Article 24 (1–2): Health and Safety

Hospital and HSE policies for health and safety were in place.

COMPLIANT YES       3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was used on the unit and in the seclusion room. 
Notices indicating its use were clearly displayed. The 
CCTV images could not be recorded. The unit had a draft 
policy in relation to the use of CCTV.

COMPLIANT YES NO       3

Article 26: Staffing

HSE staffing policies were in operation. The acute and 
the high observation area were staffed separately. The 
acute unit was usually staffed by five nurses and one 
care assistant during the day and three nurses at night. 
The high-dependency unit was staffed by three nurses 
during the day and two at night. An occupational therapy 
department was located beside the unit and access to 
general medical staff was available as required. A senior 
nurse was on duty at all times and a record of this was 
available.

Article 19 (1–2): General Health

Residents had access to a range of specialist services 
from the general hospital. When residents were unable 
to attend outpatient appointments, staff from the 
general hospital had seen them on the unit. Residents 
who had been called for the national breast cancer 
screening programme were facilitated to attend.

COMPLIANT YES       3 NO

Article 20 (1–2): Provision of Information to 
Residents

A general hospital leaflet was given to residents. The 
unit did not have a system in place to ensure that 
the information required by this Article was given to 
residents.

COMPLIANT YES NO       3

Article 21: Privacy

The shared rooms had curtains around the beds and the 
unit had segregated sleeping and bathroom facilities. 
Wheelchair users were confined to using one male 
bathroom. The location of the garden area did not ensure 
privacy or dignity. Some of the blinds in the bedrooms 
were in need of repair and did not close fully.

COMPLIANT YES NO       3

Article 22: Premises

The premises were in good condition and good 
decorative order. They were well lit, with good heating 
and ventilation. The unit had a mix of baths and showers 
and a range of furnishings. The overall physical structure 
and environment were not adequate for the needs of 
residents particularly with regard to privacy and dignity 
and access for people using wheelchairs. Although the 
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Table 1: Unit staff levels

Staff Member Day Night
CNM3 Ash Unit
High Dependency Area

2
0

0
n/a

CNM2 Ash Unit
High Dependency Area

1
0

0
n/a

Nurses Ash Unit
High Dependency Area

5
3

3
2

Care staff Ash Unit
High Dependency Area

1
0

0
0

Nursing staff reported that they had access to a range 
of training and educational inputs. Staff reported that all 
nursing staff had received training in the Mental Health 
Act, 2001. Copies of the Act, the Regulations, the Rules 
and Codes of Practice were available on the unit.

COMPLIANT YES       3 NO

Article 27: Maintenance of Records

Records were maintained in compliance with this Article.

COMPLIANT YES       3 NO

Article 28: Register of Residents

The computerised record of residents did not include 
all the information specified in Schedule 1 of the 
Regulations.

COMPLIANT YES NO       3

Article 29: Operating Policies and Procedures

These were not available to the Inspectorate on the day 
of the inspection.

COMPLIANT YES NO       3

Article 30: Mental Health Tribunals

The unit facilitated mental health tribunals.

COMPLIANT YES       3 NO

Article 31: Complaint Procedures

A complaint policy and procedure was in operation.

COMPLIANT YES       3 NO

Article 32: Risk Management Procedures

These were not available to the Inspectorate on the day 
of the inspection.

COMPLIANT YES NO       3

Article 33: Insurance

The unit was insured as part of the main hospital 
complex.

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

The certificate of registration was not displayed.

COMPLIANT YES NO       3
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2.2  EVIDENCE OF COMPLIANCE WITH 
RULES – MENTAL HEALTH ACT 
2001, SECTION 52(d)

SECLUSION

The seclusion area met the requirements of the Rules on 
Seclusion. 

COMPLIANT YES       3 NO

ECT

ECT was not used on this unit.

MECHANICAL RESTRAINT

Staff reported that mechanical restraint was not used on 
the unit.

2.3  EVIDENCE OF COMPLIANCE WITH 
CODES OF PRACTICE – MENTAL 
HEALTH ACT 2001, SECTION 51(1)
(b)(iii)

PHYSICAL RESTRAINT

Staff reported that physical restraint was not used on 
the unit.

ADMISSION OF CHILDREN

The unit did not meet the requirements of this Code of 
Practice.

COMPLIANT YES NO       3
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APPROVED CENTRE SYCAMORE UNIT, CONNOLLY 
HOSPITAL

UNIT INSPECTED UNIT 3
SYCAMORE UNIT

DATE OF INSPECTION 16 MAY 2007 AND
6 JUNE 2007

NUMBER OF BEDS 40 PLACES

TYPE OF INSPECTION ANNOUNCED

Sycamore Unit, Connolly Hospital was an approved 
centre under the Mental Health Act 2001. The purpose 
of this unannounced inspection was to comment on 
the quality of care and treatment given to residents 
in receipt of mental health services and determine 
the degree and extent of compliance by the approved 
centre with the Regulations, Codes of Practice and 
Rules for Treatment (Sections 50 to 55 and 66, Mental 
Health Act 2001). The Inspectorate also followed 
up recommendations from the 2006 report, on 
multidisciplinary team (MDT) functioning and care 
planning, and spoke to residents as requested.

 
PART ONE: QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH ACT 
2001, SECTION 51(1)(b)(i)

1.1  DESCRIPTION

In May 2007, at the time of the first inspection, Unit 
3 was an elderly care service based in the grounds of 
Connolly Hospital. The second inspection was carried 
out as the longstanding plans to relocate this service 
to better accommodation were realised. At the time of 
the second inspection the unit had been relocated to 
newly refurbished premises named the Sycamore Unit 
and it was inspected prior to residents relocating to it. 
This development was welcomed and addressed many 
of the concerns raised previously by the Inspectorate. On 
the day of the first inspection, there were 29 residents, 
10 male and 19 female, 11 of whom were detained and 
one who was a Ward of Court. The main door of the unit 

was locked to prevent people wandering off the unit. 
The nursing staff in this unit come under the direction 
of the Director of Nursing for Connolly Hospital and a 
decision had recently been taken not to align the unit 
nursing staff with the mental health services. 

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  The closure of Unit 3 is inevitable and therefore an 
alternative unit must be found on the hospital site as 
a matter of urgency.

	 Outcome: The unit moved to Sycamore Unit on 6 June 
2007.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

The service had no occupational therapist, social worker, 
psychologist or physiotherapist on the team. Access 
to physiotherapy was by referral to the hospital. Staff 
reported that access to occupational therapy services 
required both referral and considerable pressure from the 
next of kin. 

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Individual MDT care plans were not in use. Since the last 
inspection, the nursing care plans had been significantly 
updated and developed. They were based on the Roper 
Logan Tierney model. Separate medical and nursing 
notes were kept. 

1.5  THERAPEUTIC ACTIVITIES

An activity nurse was available on two afternoons 
a week to facilitate a number of activities including 

SYCAMORE UNIT, CONNOLLY HOSPITAL
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PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 16 MAY AND 6 JUNE 2007

2.1  EVIDENCE OF COMPLIANCE WITH 
MENTAL HEALTH ACT 2001, 
SECTION 52(d) (REGULATIONS 
2006)

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality and 
Standards Division prior to the inspection date, review of 
policies and procedures available on the unit, perusal of 
case files and interview with the unit manager.

Article 4: Identification of Residents 

Residents wore arm bands with their name and chart 
number. Residents were well known to staff.

COMPLIANT YES       3 NO

Article 5: Food and Nutrition

Residents had access to a safe supply of fresh water. 
The hospital food provided was of a high standard, 
wholesome and adequate in quantity. The menu was 
rotated every 3 weeks.

COMPLIANT YES       3 NO

Article 6 (1–2): Food Safety

This was not inspected.

massage of the hands, tactile work, aromatherapy and 
walks in the garden. A visiting pet service was available. 
The emphasis in the unit was on physical care and 
more of a focus was needed on therapeutic activity and 
specialised therapeutic input linked to individual care plans.

1.6  ENVIRONMENT AND FACILITIES

From June 2007 the unit had relocated to improved 
premises.

1.7  INTERVIEWS WITH RESIDENTS

One resident complained of being bored.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  The relocation of the unit to the refurbished 
Sycamore Unit.

2.  The nursing care plans had been developed.

1.9  2007 RECOMMENDATIONS ON 
THE QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH 
ACT 2001, SECTION 51(1)(b)(i)

1.  A multidisciplinary team should be put in place to 
provide a comprehensive service to these residents.

2.  A system of multidisciplinary care planning should 
be put in place and a system of composite notes 
developed. 

3.  A needs-based therapeutic programme linked to 
individual care plans should be put in place and 
should operate on a daily basis.
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Article 7: Clothing

Residents wore their own clothes. Residents were in day 
clothes during the day unless physically ill.

COMPLIANT YES       3 NO

Article 8: Residents’ Personal Property and 
Possessions 

The service had a document with the title Patient 
Personal Clothing which was undated but signed and the 
HSE Patient Private Property Interim Guidelines dated 
March 2006. No written operational policy or procedures 
were in place relating to residents personal property 
and possessions. No inventory was taken of personal 
property and belongings.

COMPLIANT YES NO       3

Article 9: Recreational Activities

An activity nurse was allocated to the unit two 
afternoons per week. This was an insufficient amount of 
time as many of the residents required one to one work. 
A pet therapy organisation visited once a week. As the 
activity nurse was not on duty at the time of inspection 
no details were available on the activities that were 
facilitated.

COMPLIANT YES NO       3

Article 10: Religion

A pastoral care team visited regularly. The majority of 
the residents were Roman Catholic and if physically able 
they were brought to the hospital oratory by ambulance 
for mass. The unit had a draft policy on religious and 
cultural needs that was not dated or signed.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

A visitors policy was in place dated 2006. Visiting times 
were flexible and steps were taken to ensure safety 
of residents and visitors. The freedom of a resident 
to receive visits and have their privacy respected was 
ensured as far as was practicable.

COMPLIANT YES       3 NO

Article 12 (1–4): Communication

The unit had no written operational policies and 
procedures on communication. 

COMPLIANT YES NO       3

Article 13: Searches

Residents were not searched and the unit had no policy 
on searches.

COMPLIANT YES NO       3

Article 14 (1–5): Care of the Dying

A policy on care of the dying was being drafted but had 
not yet been approved or signed off. The unit had a draft 
policy that was not dated or signed and a document 
dated March 2004 with the title North Dublin Psychiatry 
of Old Age Service Protocol related to the Death of a 
Patient.

COMPLIANT YES NO       3

Article 15: Individual Care Plan

The service did not have individual care plan. The nursing 
care plans were of a high standard.

COMPLIANT YES NO       3
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on Alzheimer’s and dementia, mental health law, unit 
activities, support groups and these were distributed as 
well as being posted on the noticeboard. An information 
leaflet was planned by the practice development unit. 
A support group for carers was held every month in 
the academic unit and was facilitated by a member of 
staff. The unit had no written operational policies and 
procedures for the provision of information to residents.

COMPLIANT YES NO       3

Article 21: Privacy

The privacy and dignity of residents were appropriately 
respected. An interview room was sometimes uses for 
private meetings with family and staff. The unit had a 
single bedroom.

COMPLIANT YES       3 NO

Article 22: Premises

Most of the problems in Unit 3 relating to the structure, 
maintenance and decor of the unit had been reported in 
previous inspection reports but had not been addressed 
due to the imminent closure of the unit. In recent 
months, however, electric heaters had been installed in 
the bathroom areas. A new electric shower was in place 
and a shower trolley was in use. The Parker bath had 
been removed for installation in the newly refurbished 
unit. Lack of space continued to be a problem. Since the 
first inspection Unit 3 had relocated to Sycamore Unit, 
which was compliant with this Article.

COMPLIANT YES       3 NO

Article 23 (1–2): Ordering, Prescribing, 
Storing and Administration of Medicines

The unit did not have a policy on ordering medication. 
A policy that referred to medicinal preparations and 
depots was dated November 2005, a draft medication 
management policy was dated July 2005 but had not 

Article 16: Therapeutic Services and 
Programmes

Occupational therapy was not available to this unit 
other than for occasional seating assessments. A limited 
physiotherapy service was available. The dietician did 
not provide a service without referral. The programmes 
provided by the activity nurse were limited to less than 
two afternoons a week.

COMPLIANT YES NO       3

Article 17: Children’s Education

This service did not admit children.

Article 18: Transfer of Residents

The service did not have policies for transfer to a general 
unit. A transfer checklist form was available for completion if 
a resident was transferred to a general unit.

COMPLIANT YES NO       3

Article 19 (1–2): General Health

Residents had access to some general health services. 
Referrals to the dietician services were made as 
required. Six-monthly physical health assessments were 
documented in the clinical files. A procedure was in 
place for medical emergencies. However, there was no 
written operational policy or procedure for responding to 
medical emergencies.

COMPLIANT YES NO       3

Article 20 (1–2): Provision of Information to 
Residents

Information was provided to the resident as far as the 
resident was capable of understanding. Residents and 
families were invited to visit the unit prior to admission. 
Domiciliary visits were made. Leaflets were available 
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been signed off and a policy on misuse of drugs and 
returns to the pharmacy was dated August 2004 and had 
not been approved or signed off.

COMPLIANT YES NO       3

Article 24 (1–2): Health and Safety

The Connolly Hospital Safety Statement applied.

COMPLIANT YES       3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was not used in this service.

Article 26: Staffing

Policies and procedures relating to the recruitment, 
selection and vetting of staff were maintained in 
hospital administration. There was a need to fully staff 
the multidisciplinary team. Nursing and care staff ratios 
were satisfactory, but increased therapy time input was 
required. There was always an appropriately qualified 
staff member on duty and in charge of the unit.

Staff Member Day  
(0800h to 1700h)

Night

Nurse 7 until 1400h,  
5 afterwards

2

Care Assistant 2 1

Staff had access to education and training. Copies of the 
Act, the Rules and Codes of Practice were available on 
the unit.

COMPLIANT YES       3 NO

Article 27: Maintenance of Records

A hospital records policy was in place along with the 
An Bord Altranais Recording Clinical Practice document. 
The Inspectorate was advised that the HSE policy on 
record-keeping and maintenance was adhered to. 
Documentation of inspections relating to food safety, 
health and fire inspections were maintained in the 
hospital.

COMPLIANT YES       3 NO

Article 28: Register of Residents

The admission and discharge book gave the name, 
date of admission and status of each resident. The 
information specified in Schedule 1 was not captured in 
this book.

COMPLIANT YES NO       3

Article 29: Operating Policies and Procedures

Most of the written operational policies and procedures 
were in immediate need of review and approval.

COMPLIANT YES NO       3

Article 30: Mental Health Tribunals

Mental health tribunals were held in the Academic 
Centre in Connolly Hospital. The service cooperated with 
tribunals and assisted where required.

COMPLIANT YES       3 NO

Article 31: Complaint Procedures

The complaints procedure for the service was dated 
July 2002 and was a hospital-wide policy that required 
review and updating. The complaints procedure was 
posted on the wall in a prominent position. Complaints 
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2.2  EVIDENCE OF COMPLIANCE WITH 
RULES – MENTAL HEALTH ACT 
2001, SECTION 52(d)

SECLUSION

The Inspectorate was informed that seclusion was not 
used in this unit.

ECT

ECT was not used in this unit.

MECHANICAL RESTRAINT

The Inspectorate was informed that mechanical restraint 
was not used.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

Cot sides and lap belts were used for safety reasons in 
the case of a number of residents. While these issues 
were identified in the nursing needs assessments 
and referred to in the nursing care plans, there was 
no evidence that these protective measures were 
prescribed in the medical notes. A policy, developed in 
July 2006 and approved on 5 February 2007, on the use 
of cot sides and seat belts referred to the involvement 
of the multidisciplinary team, especially the occupational 
therapist, in this regard. The practice on the unit was at 
variance with the policy.

COMPLIANT YES NO       3

were generally made to the CNM2 for the unit and 
if not resolved were referred to the Patient Services 
Department or to the Department of Psychiatry of Old 
Age in Eccles Street.

COMPLIANT YES       3 NO

Article 32: Risk Management Procedures

The hospital had a risk management department 
with both clinical Risk Managers and non-clinical Risk 
Managers. Incident Management Guidelines were dated 
February 2005 and Incident Reporting Guidelines dated 
June 2004. The unit did not have a comprehensive 
written risk management policy and policies that existed 
needed to be updated and approved. Procedures in 
place for absconding, assault and accidental injury but 
not for responding to medical emergencies. The unit 
had an incident report book. The service did not have 
arrangements for identification, recording, investigation 
and learning from serious or untoward incidents or 
adverse events involving residents. The Trust in Care 
policy document was available on the unit. 

COMPLIANT YES NO       3

Article 33: Insurance

The unit was covered by the Connolly Hospital Insurance.

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

There was no certificate of registration available on the 
day of inspection.

COMPLIANT YES NO       3
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2.3  EVIDENCE OF COMPLIANCE WITH 
CODE OF PRACTICE – MENTAL 
HEALTH ACT 2001, SECTION 
51(1)(b)(iii)

PHYSICAL RESTRAINT

The Inspectorate was informed that physical restraint 
was not used. 

ADMISSION OF CHILDREN

Children were not admitted to this service.
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service for secure care and had a population of 170 
service users in various community residences and 
nursing homes. The hospital had 30 vacant nursing staff 
posts. The local management team had reorganised the 
wards by the time of the second inspection. This was 
reflected in the table below.

Ward Specialty 16 July 2007 Number 
of 
residents

Unit 3A Male 
Admissions

Closed. Moved 
to Unit R

Unit 3B Female 
Admissions

No change

Unit 8A Male Secure 
Care

No change 13

Unit 8B Male Secure 
Care

New internal 
transfers from 
closed units

11

Unit O Female 
Secure Care

All female 
secure care 
admissions

13

Unit R Female 
Secure Care

Closed

Willows Continuing 
Care

New internal 
transfers 
from closed 
units. External 
transfer to 
other facilities 
and units

 
Senior management informed the Inspectorate that 
the reorganisation was undertaken in order to close 
Unit 3A and commence the total refurbishment of the 
area. When this was completed the Willows was to 
close and the residents would transfer to Unit 3A. The 
refurbishment was to be funded as a minor capital 
project. Although the re-organisation of residents 
had been completed, no time frame was given for 
commencement or completion of the work and a 
contractor had not been assigned. The re-organisation 
had reduced the bed capacity to 92 residents. The future 
of St. Brendan’s Hospital was unclear. It was reported 
that the Grangegorman Development Agency had been 

APPROVED CENTRE ST. BRENDAN'S HOSPITAL
UNITS INSPECTED ALL UNITS OVER TWO DAYS
DATE OF INSPECTION 22 MAY 2007 AND 16 JULY 2007
NUMBER OF BEDS 113 BEDS (22 MAY 2007) 

92 BEDS (16 JULY 2007)
TYPE OF INSPECTION UNANNOUNCED (22 MAY 2007)

ANNOUNCED (16 JULY 2007)

INTRODUCTION

St. Brendan’s Hospital was an approved centre under 
the Mental Health Act 2001. The first inspection on 22 
May was unannounced and the follow-up inspection on 
16 July was announced. The purpose of the inspections 
was to comment on the quality of care and treatment 
given to residents in receipt of mental health services 
and determine the degree and extent of compliance 
by the approved centre with the Regulations, Codes 
of Practice and Rules for Treatment (Sections 50 to 55 
and 66, Mental Health Act 2001). The Inspectorate also 
followed up recommendations from the 2006 report, 
on multidisciplinary team (MDT) functioning and care 
planning, and spoke to residents as requested.

 
PART ONE: QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH ACT 
2001, SECTION 51(1)(b)(i)

1.1  DESCRIPTION

On 22 May, there was a capacity for 113 residents and 
84 residents were admitted. The hospital had seven 
wards, four wards dedicated to residents who required 
special care, two wards for acute admissions and one 
ward for continuing care. The actual number of residents 
in receipt of acute care on the admissions wards was 
very low (6 to 8 residents). 

The service received admissions from two general adult 
sector teams (Cabra and Finglas), provided a regional 

ST. BRENDAN’S HOSPITAL



64 | Mental Health Commission Annual Report 2007

BOOK 2 – HSE DUBLIN NORTH EAST

established without a clinical representative from St. 
Brendan’s Hospital. The senior management team were 
unclear as to the future plans for the site. Following the 
inspection it was reported that the senior management 
team had submitted their requirements to the agency.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  An urgent review of services required for St. 
Brendan’s Hospital service and Dublin North West 
service should be undertaken in order to plan a 
seamless service that includes acute in-patient care, 
community mental health, rehabilitation, and low 
secure facilities, all under a single management 
structure.

	 Outcome:	A review had not taken place. It 
was reported that preliminary discussions had 
commenced to implement a management system 
that accommodated the integration of services. One 
formal meeting had taken place between both senior 
management teams and the Local Health Manager.

2. New facilities for special care, rehabilitation and 
continuing care should be built as soon as possible 
and St. Brendan’s Hospital should close.

	 Outcome:	There had been no progress on this 
recommendation. The senior management team had 
no written information on the planned closure of the 
facilities or the transfer of lands to the Grangegorman 
Development Agency. The residents continued to live 
in unsuitable conditions.

3.  All community mental health teams must be fully 
staffed to provide a mental health service in line with 
mental health policy.

	 Outcome:	This data was not collected on the day of 
the inspection. A census of all MDT teams was to take 
place at the end of the year and is contained in the 
Dublin Northwest catchment report in Book One

4.  Rehabilitation services should be enhanced to cover 
both St. Brendan’s Hospital and Dublin North West.

	 Outcome:	It was reported that a consultant 
psychiatrist had been appointed and would take up 
the position in September 2007.

5.  Admissions to St. Brendan’s should cease and the 
admission unit in Connolly Hospital should be fully 
opened.

	 Outcome:	There was no progress on this 
recommendation. Residents from the Cabra and 
Finglas sectors continued to be admitted to St. 
Brendan’s Hospital. No information about the delay 
was available to the residents of the sectors, the 
senior management team, or the Inspectorate. 
The new acute unit in Connolly Hospital was still 
unopened at the time of inspection. Numerous 
deadlines had passed and it was unacceptable that 
this situation remained. Since the inspection, it was 
reported that a new opening date had been agreed 
for February 2008.

6.  Mental health psychology must function as part of a 
multidisciplinary team as outlined in mental health 
policy.

	 Outcome:	There had been no progress on this 
recommendation. No clinical psychologists were 
available to the residents in St. Brendan’s Hospital.

Special Care Units

1.  The number of patients on each male unit (8A and 
8B) should be reduced immediately to 12 in each ward.

	 Outcome:	Unit 8A had 13 residents remaining and 11 
residents remained on Unit 8B.

2.  A case conference should be held on each patient 
who is ready to be discharged. This should include 
staff from the referring service and should result in a 
discharge plan.

	 Outcome:	There had been no progress on this 
recommendation.
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2.  As soon as the acute admissions service has moved 
to Connolly Hospital a full needs assessment should 
be carried out on all the remaining patients and 
they should be placed under the care of a dedicated 
rehabilitation team.

	 Outcome: There had been no progress on this 
recommendation.

3.  There should be a regular maintenance programme 
in place.

	 Outcome:	Unit 3A had relocated to Unit R by the time 
of the second inspection.

Unit 3B

1.  A system of integrated care and treatment planning 
should be put in place.

	 Outcome:	MDT care plans were being introduced on 
the ward.

2.  All multidisciplinary teams should be fully staffed.

	 Outcome: This data was not collected on the day of 
the inspection. A census of all MDT membership was 
to take place in December 2007. This information is 
contained in the Dublin Northwest catchment report 
in Book One.

3.  As soon as the acute admissions service has moved 
to Connolly Hospital a full needs assessment should 
be carried out on all the remaining patients and 
they should be placed under the care of a dedicated 
rehabilitation team.

	 Outcome:	here had been no progress on this 
recommendation.

4.  There should be a regular maintenance programme 
in place.

	 Outcome:	here had been no progress on this 
recommendation.

3.  Admission criteria for patients from other services for 
special care should include a planned discharge to 
the referring agency when the patient is ready. 

	 Outcome:	There had been no progress on this 
recommendation.

4. All patients other than emergency admissions 
should be assessed by the special care team prior to 
admission to the special care service.

	 Outcome: There had been no progress on this 
recommendation.

5. The team should recognise that they are a tertiary 
specialist service, not a convenient holding area for 
patients who are behaviourally disturbed where 
there is an absence of local appropriate facilities. This 
ethos should be communicated to other services and 
strongly supported by senior management and local 
health managers.

	 Outcome: There had been no progress on this 
recommendation.

6.  Planning for new facilities for the provision of special 
care services should begin immediately.

	 Outcome: In the absence of clear written information 
from the registered proprietor and HSE, the service 
had made no progress.

7.  Appropriate training should be put in place to reflect 
the specialist nature of the service, in turn leading to 
development of a service of excellence.

	 Outcome: There had been no progress on this 
recommendation.

Unit 3A

1.  A system of integrated care and treatment planning 
should be put in place.

	 Outcome: There had been no progress on this 
recommendation.
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Unit 8A

1.  A core multidisciplinary team should provide a service 
to the patients on this unit. Psychologists must be 
recruited to the service.

	 Outcome:	There were no clinical psychologists 
available to the team.

2.  Care plans should be multidisciplinary with clear roles 
and responsibilities stated. 

	 Outcome: The new MDT care plans had been 
introduced on this unit and these had been completed 
on a small number of residents.

Unit 8B

1.  Each patient should have a multidisciplinary team care 
plan. All disciplines should write directly into the file.

	 Outcome:	MDT care plans were being introduced 
on the ward. A number of case files were reviewed. 
There were no current up-to-date entries from 
the occupational therapists in the files reviewed. 
It was reported that the occupational therapists 
maintained separate notes in the occupational therapy 
department.

2.  Social workers and clinical psychologists should be 
available to the team.

	 Outcome: It was reported that social workers 
attended the team meetings. No progress had been 
made in recruiting clinical psychologists.

3.  All patients should have privacy during bedtime, 
screens should be provided.

	 Outcome: There had been no progress on this 
recommendation.

4.  There should be a regular maintenance programme 
in place that is timely and efficient.

	 Outcome:	There had been no progress on this 
recommendation. Although a system of reporting 

maintenance problems was in place, staff reported 
that it was very frustrating and had started to keep a 
detailed log of all requests.

Unit O

1.  Each patient should have a multidisciplinary team 
care plan.

	 Outcome: MDT care plans were being introduced on 
the ward and four residents had completed MDT care 
plans documented in their clinical files.

2.  Therapeutic and recreational activities should be 
provided on the ward for patients unable to leave. 
They should be individualised and linked to the 
overall care plan.

	 Outcome:	All residents had a structured day that 
included going off the unit to attend therapeutic 
programmes. TV, music, books and magazines were 
available on the unit and day trips were arranged on 
occasion.

3.  A system for maintaining all records together should 
be developed and prevent records going missing.

	 Outcome: There was one set of composite notes 
that included nursing and medical entries and all 
correspondence relating to the residents.

4.  Seclusion periods must be documented in the clinical 
file.

	 Outcome: There was evidence in the case files for all 
seclusion periods except one. 

Unit R

Unit R was closed. All residents were transferred to unit 
O in June 2007.

The Willows Unit

1.  The ward should be under the clinical direction of the 
Rehabilitation Team
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1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

The Willows: There was no active MDT functioning. 
The Inspectorate could only ascertain that the nursing 
staff worked largely in isolation with daily input from 
the NCHD but with minimal input from the consultant 
psychiatrist. The clinical files did not show any evidence 
of input from any other disciplines.

Secure units: Regular team meetings were attended 
by multidisciplinary team members. There were no 
psychologists within the service and the psychology 
services were contracted from private providers.

Admission wards: Six teams had admitting rights to 
Unit 3A. Each team attended the unit once a week and 
residents were reviewed. The teams had social work 
and occupational therapy representation but no clinical 
psychology input.

The rehabilitation team had a consultant, two 
Assistant Directors of Nursing, a CMN2 and sessional 
occupational therapy was available. The service had a 
team responsible for the mental health in the homeless 
population.

Table 1: MDT staff levels

Staff Member Total Number (whole-
time-equivalent)

Consultant Psychiatrist 5
Nursing 185 (30 vacancies)
Social Worker 4 (2 vacancies)
Occupational Therapy 10 (3 vacancies)

Clinical Psychology 0

Health Care Assistants 22

	 Outcome:	There had been no progress on this 
recommendation. The residents were under the care 
of a general adult consultant psychiatrist.

2.  Each patient should have a MDT individual care plan 
that allows the individual to achieve his maximum 
level of independence.

	 Outcome: There had been no progress on this 
recommendation.

3.  Patients should not be transferred to this ward due to 
bed shortages elsewhere.

	 Outcome: This problem had been resolved. It 
was reported that there were no active transfers 
to the ward from the other wards in the hospital. 
Overall numbers for the hospital were down and 
pressure on beds had been reduced recently. On the 
second inspection visit, a number of residents were 
discharged from the ward and new residents had 
been transferred to the Willows from Unit 3A. 

4. There should be an ongoing maintenance plan in 
place.

	 Outcome: The ward had no structural or decorative 
improvement since the last inspection, resulting in a 
rundown area that was unjustifiable and unsuitable 
for residents to live in and for staff to work in. 

5.  The occupational therapist assessment and notes 
should be in the file.

	 Outcome: There had been no progress on this 
recommendation. Three residents attended the 
occupational therapy department a short distance 
from the ward. The remaining seven residents were 
not in receipt of any service, despite there being a 
very good occupational therapist-to-resident ratio in 
the hospital. All but two residents had been assessed 
for an occupational therapy programme.
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1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

The Willows: The Willows did not have individual 
MDT care plans. The files reviewed showed evidence 
of nursing care plans, NCHD reviews and six-monthly 
physical examinations. No systematic reviews of 
residents took place. One resident had been denied his 
liberty for two weeks despite his status as a Voluntary 
resident. This action was charted in the case file 
(photographic evidence taken). This breach of his rights 
was brought to the attention of the senior management 
team on the day of the inspection. On the second 
inspection, it was reported that the resident had been 
transferred to another unit. The case files reviewed were 
not up to date. One resident who had complex physical 
needs was seated on a Buxton chair with no pressure relief. 
The resident wore a protective sports helmet at times, 
which had been prescribed in September 2006. A seating 
and pressure relief assessment was recommended for the 
resident. On the second inspection, it was reported that a 
seating assessment had taken place and that a suitable chair 
was ordered. This had not been documented in his clinical 
file. On the second inspection, two nurses were on duty 
who were not aware that one of the residents had tested 
positive for MRSA. This resident had not been referred for a 
repeat swab although his treatment for MRSA had ceased.

Secure units: The files were neat and up to date. Unit O 
and Unit 8A had introduced the new MDT care plans for 
a small number of residents.

Admission wards: The new MDT care plans had not yet 
been introduced to the admission units.

1.5  THERAPEUTIC ACTIVITIES

The Willows: There was no evidence of any therapeutic 
activities on The Willows. The day room and dining area 
was very dark and devoid of any homely features. The 
main focus was on a TV set in one corner. Nursing staff 
reported that some residents had liberty and could go for 
walks in the grounds. All residents were Voluntary status 
under the law. 

Secure units: In the secure units the residents were able 
to attend an activation area. Residents could attend the 
occupational therapy centre for individual therapeutic 
programmes.

1.6  ENVIRONMENT AND FACILITIES

The physical environment of the approved centre was 
not suitable for the provision of a modern day mental 
health service and severely limited the privacy and 
dignity of residents.

The Willows:	Conditions were poor throughout the 
hospital. In The Willows the general environment was 
run down and completely unsuitable for the residents 
and their needs. The nine residents slept in one large 
dormitory. The windows did not have curtains and very 
little privacy was possible. The bathing and washing 
facilities were unsuitable and hindered good nursing 
practice with some high-dependency residents who 
required full assistance with bathing and toilet use.

Unit 3A: The environment in 3A was very poor with 
holes in the walls. This male secure unit had closed 
on the second inspection for refurbishment. It had 
no curtains around the beds and it was subsequently 
reported that work had commenced in installing bed 
screens. The Inspectorate was shown five separate 
requests to the maintenance department requesting 
toilet seats (photographic evidence was taken).

1.7  INTERVIEWS WITH RESIDENTS

None of the residents asked to speak to the Inspectorate. 
A number of residents spoke informally with the 
Inspectorate during the inspection.
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PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE ON 
22 MAY 2007 AND 16 JULY 2007

2.1  EVIDENCE OF COMPLIANCE WITH 
MENTAL HEALTH ACT 2001, 
SECTION 52(d) (REGULATIONS 
2006)

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality 
and Standards Division prior to the inspection date, 
photographic evidence taken of the clinical notes and 
the physical environment and a review of relevant 
documentation. The Willows unit was inspected in detail 
for compliance with the Regulations and is reported on 
below. Where the Inspectorate had comments on other 
wards these are indicated separately. The Inspectorate 
met with a number of Assistant Directors of Nursing 
and with the Acting Clinical Director and the Director of 
Nursing during the unannounced inspection. Feedback 
meetings were facilitated on both days. On the second 
day the Clinical Director, Hospital Manager, Director of 
Nursing, occupational therapist manager and senior 
social worker were present. 

Article 4: Identification of Residents 

All the residents were well known to staff and had spent 
many years in the hospital. Two members of the nursing 
staff completed the drug round.

COMPLIANT YES       3 NO

Article 5: Food and Nutrition

A supply of drinking water was available on the ward. 
The food was prepared and cooked off site in an external 
hospital. It was served from a small kitchenette on the 

1.8  GOOD PRACTICE DEVELOPMENTS

1.  The approved centre had introduced MDT care 
planning on some of the wards and these had been 
completed on a small number of residents.

2.  All the residents from Unit 0 were attending 
therapeutic activities off the unit.

3.  The Willows unit had become an open unit.

1.9  2007 RECOMMENDATIONS ON 
THE QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH 
ACT 2001, SECTION 51(1)(b)(i)

1.  The overall recommendations from 2006 for 
the service and the special care service remain 
outstanding and should be acted upon.

2.  The opening of the Acute Unit in Connolly Hospital 
should be completed in full and without further delay.

3.  The Willows unit should close immediately and all 
residents transferred to suitable accommodation.

4.  Given that a system of central rostering of nursing 
staff is used, a system of communicating relevant 
general and mental health details of a resident’s 
presentation on the units should be implemented. 

5.  MDT care plans should be implemented for all 
residents.

6.  An up-to-date MRSA swab test should be undertaken 
on the resident in the Willows.
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ward. Special diets were accommodated and a choice 
was available from the menu.

COMPLIANT YES       3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. Information and 
evidence demonstrating compliance was sent to the 
Inspectorate.

COMPLIANT YES       3 NO

Article 7: Clothing

The service had a policy on use of night clothes during 
the day.

The Willows: Residents had their own clothes, however 
when clothes were sent to the external laundry they 
were mixed up and not all garments were labeled.

Unit 3A: There were four residents on the ward in 
night clothes. This was not recorded in the care plan or 
progress notes.

COMPLIANT YES NO       3

Article 8: Residents’ Personal Property and 
Possessions 

A policy for the service was in place dated July 2007. 
No record was kept of residents’ personal property 
or belongings. Money and cigarettes were kept for 
residents in a locked area on the ward and residents had 
to request access to them.

COMPLIANT YES NO       3

Article 9: Recreational Activities

The Willows: Residents had access to a TV in a long 
narrow day room, which was also the dining area. A 
small enclosed garden area had seats. The unit did 
not have a sufficient range of appropriate recreational 
activities to meet the needs of the residents.

Male secure units:	Residents had little access to 
recreational activities other than TV and walks.

COMPLIANT YES NO       3

Article 10: Religion

A Roman Catholic priest attended the wards weekly. 
Some residents attended Sunday mass on the campus. 
The service had a policy titled Religious and Cultural 
Needs of Patients.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

The service had a policy on visiting, dated July 2007. A 
number of residents had visitors and the nursing staff 
encouraged this. Visitors took residents out on trips. The 
Willows did not have a dedicated room for visitors or 
facilities for children to visit.

COMPLIANT YES NO       3

Article 12 (1–4): Communication 

A policy on communication for the service was submitted to 
the Inspectorate on the second day of the inspection. Staff 
reported that residents received mail unopened. Residents 
did not have access to a public phone.

COMPLIANT YES       3 NO
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units had access to an area known as special care 
therapy. Attendance at programmes was not linked to an 
MDT care plan.

COMPLIANT YES NO       3

Article 17: Children’s Education

A child had been admitted to a ward in the approved 
centre. There was no provision for children’s education in 
the approved centre.

COMPLIANT YES NO       3

Article 18: Transfer of Residents

The service had a policy in place for the transfer of 
a detained patient to the Central Mental Hospital, to 
another approved centre, or to a hospital or other place 
for treatment. No policy was in place for the transfer of 
residents to other centres. Since the inspection, it was 
reported that the policy would be amended to include 
reference to residents. The nursing staff were able to 
articulate local procedure for the external transfer of a 
resident to a general hospital. 

COMPLIANT YES NO       3

Article 19 (1–2): General Health

The service had a policy on responding to medical 
emergencies and all staff carried bleeps. 

The Willows:	The clinical files examined recorded full 
physical examinations every six months.

Units 8A and 3A: There was no documentation to 
indicate that general health reviews had been carried 
out at least every six months.

COMPLIANT YES       3 NO

Article 13: Searches

The service had a policy on searching with and without 
consent and a separate policy on finding of illicit substances. 
The policies referred only to patients. Since the inspection, it 
was reported that the policies would be amended to include 
reference to residents. The staff reported that searches were 
not carried out on The Willows.

COMPLIANT YES       3 NO

Article 14 (1–5): Care of the Dying

The service had policies on care of the dying patient and 
death of a patient. They had no reference to residents. 
All residents from The Willows who required this level 
of general health care were transferred to an external 
hospital. The Willows as a building with little or no 
privacy was unsuitable for the care of the dying.

COMPLIANT YES       3 NO

Article 15: Individual Care Plan

MDT care plans were being introduced on the wards in a 
phased manner from June 2007. These had commenced 
on Unit 8A and Unit O.

The Willows:	Individual care plans were not in use. 
Residents had nursing care plans. Nursing care plans and 
other multidisciplinary notes were not integrated. 

COMPLIANT YES NO       3

Article 16: Therapeutic Services and 
Programmes

The Willows: Three residents attended the occupational 
therapy department off site. It was reported that a 
half-hour pet therapy and two other groups were due to 
have commenced in July 2007.

Secure units: A number of residents from other units 
attended the occupational therapy centre and the secure 
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Article 20 (1–2): Provision of Information to 
Residents

The approved centre had a policy titled The Provision 
of Information to Patients but there was no reference 
to residents. It was reported that this policy would 
be amended to include reference to all residents. 
An information leaflet was available with details of 
housekeeping arrangements and advocacy services. 

The Willows:	Information booklets for residents were 
not available. The nursing staff reported that information 
was given verbally if requested. The Irish Advocacy 
Network did not attend the ward.

COMPLIANT YES NO       3

Article 21: Privacy

The Willows:	Privacy was poor in the 9-bed dormitory. 
Each resident had a wardrobe and locker. On the days 
of the inspection, the windows had no curtains or other 
means of privacy. The Inspectorate was subsequently 
informed that they were being dry-cleaned. The 
bedroom area was locked during the day. One single 
room was provided. The ward area was small and no 
quiet private space was available.

Units 8A and 8B:	The male secure units had no curtains 
around the beds. Since the inspection, it was reported 
that curtains were being fitted around beds in Unit 8A.

COMPLIANT YES NO       3

Article 22: Premises

The Willows:	This unit was in an unacceptable state of 
repair; no maintenance had taken place for some time. 
The fabric and net curtains on the windows were falling 
down. The furniture and fittings were old, worn and 
added to the run-down and neglected appearance of the 
ward. The inadequate bathing facilities did not meet the 
needs of residents in a dignified manner. The ward was 
unsuitable as living accommodation in its current state. 

The hospital had contract cleaners who attended the 
units daily. 

Units 3A and 3B: There were holes in the walls in 
various locations around Unit 3A and Unit 3B and the 
overall decor and maintenance of the building was poor. 
Unit 3A had closed in June 2007. The residents had 
moved to the Willows and Unit R.

Secure units: In Unit O, the bath and shower were located 
in the same room which slowed down the morning routine. 
In Unit 8A, the ventilation in the seclusion room was noisy 
and this room was occupied every night with one patient. 
In Unit 8B, the ventilation system was not working and the 
seclusion room was stuffy and smelly. The bathroom had a 
new bath but the shower had not been upgraded and was 
filthy. There were holes in the bathroom walls and pipes 
were exposed.

COMPLIANT YES NO       3

Article 23 (1–2): Ordering, Prescribing, 
Storing and Administration of Medicines

The service had a detailed policy dated July 2007 for 
the ordering, prescribing, storing and administration of 
medicines. 

The Willows: All medicines were ordered weekly from 
an external hospital. All medicines were stored in the 
staff office in a medicine trolley and locked cabinet. Two 
nursing staff administered medicines. 

Unit 8A: The medical card index was reviewed and was 
up to date having been re-written recently. A morning 
administration of medication had been recorded but not 
signed by the nursing staff. Staff were unable to find the 
signature bank on the unit.

COMPLIANT YES NO       3

Article 24 (1–2): Health and Safety

The service had a health and safety statement. It was 
dated 21 November 2002 with no review date. 
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The Willows:	The case files inspected were large, bulky 
and at times difficult to find information in.

Unit O: Some of the medical notes had been written in 
black felt pen and had smudged, making them difficult 
to read.

COMPLIANT YES NO       3

Article 28: Register of Residents

The register did not met the requirements under 
Schedule 1 of the Regulations.

COMPLIANT YES NO       3

Article 29: Operating Policies and Procedures

The service had approximately 29 new policies that were 
effective from July 2007 and had a review date of June 
2008. The policies had not been distributed to the wards 
at the time of the inspection. A series of in-service 
training sessions was planned to coincide with the roll-
out of the policies

COMPLIANT YES       3 NO

Article 30: Mental Health Tribunals

There was a full suite of offices available to the tribunals.

COMPLIANT YES       3 NO

Article 31: Complaint Procedures

Leaflets were available outlining the HSE complaints 
procedure and the service had a complaints policy. The 
senior management team reported that no complaints 
had been made during the year. The complaints 
procedure was displayed on the units.

COMPLIANT YES       3 NO

The Inspectorate was informed the statement was under 
active review. The service had a health and safety policy 
effective from July 2007.

COMPLIANT YES       3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

Notices about the use of CCTV were prominently 
displayed around the hospital. The service had a policy 
implemented in July 2007.

COMPLIANT YES       3 NO

Article 26: Staffing

The approved centre had a policy on the recruitment and 
selection of staff. The policy stated that all recruitment 
must follow HSE practice. A severe nursing shortage 
throughout the approved centre resulted in the numbers 
and skill mix of staff constantly changing on the 
wards. The Inspectorate observed the impact of this on 
residents in The Willows, when staff were unaware of 
the clinical needs of some residents. A qualified member 
of staff was in charge of the approved centre at all 
times. Nursing staff had access to education and training 
but staff reported that this was difficult to take up due 
to staff shortages and the demand for staff to work 
overtime. The service did not have clinical psychologists 
on the staff. The residents on The Willows did not have 
access to MDT team input.

COMPLIANT YES NO       3

Article 27: Maintenance of Records

The approved centre had a policy on maintenance of 
records. It was effective from July 2007. Documentation 
in relation to food safety, health and safety and fire 
inspections were sent to the Inspectorate after the 
inspection. 
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Article 32: Risk Management Procedures

All incidents were reported using the STARS Web tracking 
system. Records of incidents reported for this year were not 
available on the day of the inspection. A copy of the report 
must be sent to the Inspectorate. A policy was in place 
detailing this procedure and it was effective from July 2007. 
The service had a policy for patients absent without leave 
and for responding to medical and psychiatric emergencies. 
The policy stated that the MDT must meet on a regular 
basis and that a clinical risk assessment and plan were part 
of the integrated care plan. It was reported by the senior 
management team and it was also included in the policy, 
that all staff had read and understood the Trust in Care 
policy. No risk assessments were documented in the case 
files in The Willows. 

COMPLIANT YES       3 NO

Article 33: Insurance

The HSE insurance arrangements applied to the approved 
centre.

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

The certificate was framed and on display. 

COMPLIANT YES       3 NO

2.2 EVIDENCE OF COMPLIANCE WITH 
RULES – MENTAL HEALTH ACT 
2001, SECTION 52(d)

SECLUSION

The service had a policy on seclusion dated July 2007. 
This did not refer to staff training. The service was unable 
to provide evidence that staff involved in seclusion had 
read and understood the seclusion policy. 

Unit 8A (15 July 2007): The unit had three seclusion 
rooms. The bathroom facilities were some distance away. 
One seclusion register was full and the second register 
contained 35 episodes of seclusion for three residents. 
All of the white sheets remained in the register instead 
of being stored in the relevant clinical files. Four orders 
were awaiting signing by the duty consultant psychiatrist 
from the previous night. Night seclusion was prescribed 
routinely for one patient. It was reported that the 
resident was awaiting transfer to another approved 
centre. 

Unit O (15 July 2007):	The ward had one seclusion 
room and no bathroom facilities. It was reported that 
a paper potty and toilet roll was left in the room when 
in use. The seclusion register was reviewed. The first 
entry was dated December 2006. It was reported that 
seclusion had not been used in November 2006. The 
seclusion register was in order and all white sheets were 
filed in the residents’ clinical files. All the files contained 
seclusion orders except one. This omission was brought 
to the attention of the staff on the ward. 

Unit 8B (22 May 2007 and 15 July 2007):	The 
seclusion room was located off the main dormitory 
area. The ventilation system did not work and there 
was no means for communicating. The toilet facilities 
were a distance from the seclusion room. The seclusion 
register had not been completed in full, in particular 
the consultant psychiatrists had not routinely signed the 
register and nursing staff had not completed Section 12 
indicating why seclusion had been used.

COMPLIANT YES NO       3

ECT

ECT was not provided in this approved centre.

MECHANICAL RESTRAINT

The Inspectorate was informed that mechanical restraint 
was not in use in the approved centre.
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USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

One resident had a protective sports helmet. The 
Inspectorate was unable to find where its use had been 
charted in the case files as per the Rules.

COMPLIANT YES NO       3

2.3 EVIDENCE OF COMPLIANCE WITH 
CODES OF PRACTICE – MENTAL 
HEALTH ACT 2001, SECTION 51(1)
(b)(iii)

PHYSICAL RESTRAINT

It was difficult to establish when staff had last received 
training in accordance with the Code of Practice. The 
service had a policy developed in July 2007 that did not 
include a system for recording that all staff involved in 
restraint had read and understood the policy. 

Unit 8A: The physical restraint register was reviewed. Of 19 
episodes of restraint, four were not signed by the consultant 
psychiatrist. The Inspectorate was informed that this was the 
only ward where physical restraint was used. 

COMPLIANT YES NO       3

ADMISSION OF CHILDREN

One child had been admitted to the approved centre. 
The centre was not compliant with the Code of Practice 
in this area.

COMPLIANT YES NO       3
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APPROVED CENTRE ACUTE PSYCHIATRIC UNIT,
ST. ALOYSIUS WARD, 
MATER MISERICORDIAE 
HOSPITAL.

UNIT INSPECTED ST. ALOYSIUS WARD
DATE OF INSPECTION 2 MAY 2007 AND 18 JUNE 2007

NUMBER OF BEDS 15 INTEGRATED

TYPE OF INSPECTION UNANNOUNCED (2 MAY 2007)
ANNOUNCED (18 JUNE 2007)

INTRODUCTION

The Acute Psychiatric Unit, St. Aloysius Ward, Mater 
Misericordiae Hospital was an approved centre under 
the Mental Health Act 2001. The inspection on 2 May 
2007 was unannounced and this was followed by an 
announced inspection on 18 June 2007. The purpose of 
the inspections was to comment on the quality of care 
and treatment given to residents in receipt of mental 
health services and determine the degree and extent of 
compliance by the approved centre with the Regulations, 
Codes of Practice and Rules for Treatment (Sections 50 
to 55 and 66, Mental Health Act 2001). The Inspectorate 
also followed up recommendations from the 2006 
report, on multidisciplinary team (MDT) functioning and 
care planning, and spoke to residents as requested.

 
PART ONE: QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH ACT 
2001, SECTION 51(1)(b)(i)

1.1  DESCRIPTION

St. Aloysius was a 15-bed admission unit located in the 
Mater Hospital. The bed numbers were subdivided into 
10 sector beds and five beds for liaison psychiatry. The 
service served the busiest Emergency Department in the 
country and an inner city catchment population. Three 
consultant psychiatrists had admitting rights to the unit. 

One consultant psychiatrist was based within a sector 
area. On the day of the inspection, four patients were 
detained under the Mental Health Act 2001.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  Each patient should have a MDT care plan.

 Outcome: No progress has been made on this 
recommendation.

2.  The site and location of facilities for the provision 
of ECT must be agreed and meet the basic 
requirements.

	 Outcome: ECT had been transferred from the ward 
to the minor theatre department in the hospital. ECT 
was provided twice weekly. The number of people 
receiving ECT was low. The unit had a procedure in 
place for the preparation and transfer of patients to 
theatre. Compliance with the Rules regarding the 
administration of ECT is discussed later in the report.

3. Immediate structural changes should be commenced 
to improve the environment layout and reduce 
potential risk factors.

	 Outcome: Considerable progress had been made on 
this recommendation. A detailed schedule of work 
was submitted to the Mental Health Commission. On 
the day of the inspection, the majority of work had 
been completed and time frames were in place for 
the remaining works.

4. The sector MDT needs to be adequately resourced, 
especially with occupational therapy and social work 
personnel.

	 Outcome: The sector team remained under- 
resourced. The occupational therapist had left the  
service (March 2007). At the time of the second   
inspection, the HSE had appointed a basic grade social  
worker and occupational therapist to the sector 

ACUTE PSYCHIATRIC UNIT, ST. ALOYSIUS WARD,  
MATER MISERICORDIAE HOSPITAL
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team. The team made referrals to a senior clinical 
psychologist, but as psychologists were not dedicated 
to the mental health team, they did not routinely 
attend the team meetings. All appointments to the 
sector team for health and social care professionals 
were managed through the HSE. The appropriate line 
management structures for occupational therapy and 
social work as outlined in national policy were absent 
from the service. 

5.  The location of all the team in a single sector 
headquarters must be encouraged. The community 
mental health nurses must be located within the sector.

	 Outcome: The community mental health nurses were 
still located away from the team in Conolly Norman 
House.

6.  All patients should have a needs-based therapeutic 
programme that is linked to their care plan and 
facilitates discharge. An occupational therapist should 
be assigned to this task.

	 Outcome: The unit did not have an occupational 
therapist at the time of the inspection. 

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

The general adult sector team had been enhanced with 
the appointment of an occupational therapist and social 
worker. It was reported that clinical psychology services 
based in St. Vincent’s Hospital were being reconfigured 
and a psychologist would be appointed to the team in 
the near future. In addition, two consultant psychiatrists 
provided a liaison service to the hospital and were linked 
with the Department of Psychiatry, University College 
Dublin. The nursing staff numbers had increased on 
night duty. It was difficult to staff a small unit with an 
adequate number of staff with appropriate skill mix and 
experience. A primary nurse system was in operation.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Individual care plans were not in use. Each resident had 
a nursing care plan based on the Tidal model of nursing. 
Each resident also had a medical treatment plan in 
the files. The medical and nursing care plans were not 
integrated.

1.5  THERAPEUTIC ACTIVITIES

A group programme was facilitated by nursing staff. 
Progress during groups was reported to each resident’s 
primary nurse. The occupational therapist had left the 
service in March 2007 but a new person had been 
appointed at the time of the second inspection.

1.6  ENVIRONMENT AND FACILITIES

At the time of inspection, the ward was undergoing 
structural changes. It was adequately lit, heated and 
ventilated, and was clean in all areas. Due to the size 
and layout of the ward there were potential risks; a 
number of these risks had been addressed and structural 
changes had been made to the environment. This 
was an ongoing issue that was under constant review. 
Further structural changes to ensure that the toilets were 
wheelchair accessible were planned.

1.7  INTERVIEWS WITH RESIDENTS

All residents were given the opportunity to speak to 
the Inspectorate. One resident, who asked to meet 
in private, expressed concern over the lack of activity 
and complained of being under-stimulated. A number 
of residents expressed concern regarding the lack 
of a social worker. Residents stated that staff were 
approachable and supportive.



80 | Mental Health Commission Annual Report 2007

BOOK 2 – HSE DUBLIN NORTH EAST

1.8  GOOD PRACTICE DEVELOPMENTS

1.  An executive management team group had 
beenestablished to oversee the development of 
acute in-patient services on the grounds of the Mater 
Hospital. It consisted of the main stakeholders: the 
Mater Hospital, the HSE, and St. Vincent’s Hospital in 
Fairview. It was anticipated that this project would 
take five years to complete. 

2. A Clinical Director had been appointed in April 2007 
with responsibility for the Acute Psychiatric Unit, 
St. Aloysius’s Ward, Mater Hospital and St. Vincent’s 
Hospital Fairview.

1.9  2007 RECOMMENDATIONS ON 
THE QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH 
ACT 2001, SECTION 51(1)(b)(i)

1.  Each resident should have an individual MDT care plan.

2.  A therapeutic programme should be provided, based 
on the unit and linked to the care plan.

3.  The outstanding structural work should be completed.

4.  The sector team should be located in a single sector 
headquarters. 

 

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE ON 
3 MAY 2007 AND 18 JUNE 2007

2.1  EVIDENCE OF COMPLIANCE WITH 
MENTAL HEALTH ACT 2001, 
SECTION 52(d) (REGULATIONS 
2006)

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality 
and Standards Division prior to the inspection date, 
interviews with unit-based staff and a review of relevant 
documentation. The Inspectorate also met with senior 
nursing personnel and a consultant psychiatrist and 
reported findings to the CEO at the end of the process.

Article 4: Identification of Residents 

No formal method for the identification of residents was 
used. The drug round was completed by two RPNs. This 
was a small unit with a primary and associate nursing 
system in place. It was reported that regular agency staff 
were used.

COMPLIANT YES       3 NO

Article 5: Food and Nutrition

Filtered water was available in the day room. All the 
food was prepared in the hospital kitchen using the 
cook-chill method and then transported to the ward. 
Meals were organised at set intervals throughout the 
day. All diets were accommodated. 

COMPLIANT YES       3 NO
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Article 6 (1–2): Food Safety

This was not inspected on the day. 

Article 7: Clothing

The unit had washing facilities for clothing. It supplied 
night clothes for residents if required. Clothes were 
collected from the resident’s home if necessary. All 
residents admitted to the unit were encouraged to 
dress in day clothes. Residents in night clothes had this 
documented in their care plans.

COMPLIANT YES       3 NO

Article 8: Residents’ Personal Property and 
Possessions 

The unit did not have a policy on residents’ personal 
property and possessions at the time of the inspection 
but one was submitted subsequently. A record of all 
possessions was kept in the case notes, signed by the 
resident and two members of staff. A facility for the 
safe keeping of some valuables was available. Residents 
were encouraged to send valuables home.

COMPLIANT YES       3 NO

Article 9: Recreational Activities

The unit was small so there was limited space for 
recreation activities. Newspapers, a TV, a DVD player, and 
a computer were provided. Residents also had access to 
a small relaxation room.

COMPLIANT YES       3 NO

Article 10: Religion

A pastoral care service operated in the hospital. Leaflets 
detailing how to access the services were available on 
the ward.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

All visits were facilitated in the day room or the seminar 
room if children were present. Visiting times were 
detailed in the information leaflet and there were signs 
throughout the hospital regarding times. At the time 
of the inspection, the unit did not have a policy about 
visiting, but one was submitted subsequently.

COMPLIANT YES       3 NO

Article 12 (1–4): Communication 

The unit did not have a policy on communication at 
the time of the inspection, but one was submitted 
subsequently. All residents had access to a public phone 
on the ward. 

COMPLIANT YES       3 NO

Article 13: Searches

At the time of the inspection, the unit did not have a 
policy on searches but one was submitted subsequently. 
In practice, searches were conducted in the presence of 
two nurses. The unit also had a policy on the use of illicit 
substances and alcohol.

COMPLIANT YES       3 NO
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Article 14 (1–5): Care of the Dying

The unit did not have a policy on care of the dying 
at the time of the inspection, but one was submitted 
subsequently. There was a nursing process in relation to 
care of the dying.

COMPLIANT YES       3 NO

Article 15: Individual Care Plan

Individual care plans as defined in the Regulations were 
not in use. Nursing care plans were based on the Tidal 
model of nursing and medical treatment plans in the 
files. They were current and easy to follow.

COMPLIANT YES NO       3

Article 16: Therapeutic Services and 
Programmes

A group programme was facilitated by nursing staff. 
Progress during groups was reported to each resident’s 
primary nurse. The occupational therapist had left the 
service in March 2007, but a new person had been 
appointed at the time of the second inspection.

COMPLIANT YES NO       3

Article 17: Children’s Education

No provision was made for children’s education. One 
child had been admitted since 1 November 2006.

COMPLIANT YES NO       3

Article 18: Transfer of Residents

The unit did not have a policy on transfers of residents 
at the time of the inspection, but one was submitted 
subsequently.

COMPLIANT YES       3 NO

Article 19 (1–2): General Health

One resident was on the ward for longer than six 
months. A full physical examination was recorded in the 
case file. The unit had a policy in place that outlined the 
procedure for responding to medical emergencies. 

COMPLIANT YES       3 NO

Article 20 (1–2): Provision of Information to 
Residents

A new draft information leaflet was planned for 
residents that met the requirements under this Article. 
Information on diagnosis was provided. A policy on the 
provision of information to residents was submitted after 
the inspection.

COMPLIANT YES       3 NO

Article 21: Privacy

The registered proprietor had made every effort to 
ensure privacy within a small ward. One single room 
was provided and all other bedrooms had curtains 
around the beds. Gender-specific toilets and bathrooms 
were provided.

COMPLIANT YES       3 NO

Article 22: Premises

The ward was undergoing structural changes. It was 
adequately lit, heated and ventilated, and was clean 
in all areas. Due to the size and layout of the ward 
there were potential risks; a number of these risks 
had been addressed and structural changes made to 
the environment. This was an ongoing issue that was 
under constant review. Further structural changes to 
ensure that the toilets were wheelchair accessible were 
planned.

COMPLIANT YES NO       3
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Article 23 (1–2): Ordering, Prescribing, 
Storing and Administration of Medicines

The unit had a detailed policy for nurses on the 
administration of medication. It was due to be reviewed in 
September 2008. No policies were in place for the ordering, 
prescribing and storing of medications. Staff were able to 
articulate the daily procedure for these processes. A clinical 
pharmacist was available to the ward.

COMPLIANT YES NO       3

Article 24 (1–2): Health and Safety

Health and safety policies were for the entire hospital 
and although they were made available to the 
Inspectorate they were not available on the unit.

COMPLIANT YES       3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was not in operation on the day of the inspection. 
It was planned for the seclusion room. The unit had 
no policy at the time of the inspection, but one was 
submitted subsequently.

COMPLIANT YES       3 NO

Article 26: Staffing

The registered proprietor submitted the recruitment 
policies for the Mater Hospital prior to the inspection. 
The nursing staff levels had increased since the last 
inspection. Three nursing staff were on duty each night 
and the Mater Hospital was in the process of providing 
two further nursing posts.

Table 1: Unit staff levels

Staff 
Member

Day (0800h to 
1700h)

Evening 
(1700h to 
2000h)

Night

RPN CNM2 and 4 
staff nurses 

4 staff nurses 3 staff 
nurses

There was limited access to psychology, the social work 
service had just commenced, and the occupational 
therapy post had been filled. One consultant psychiatrist 
had responsibility for the sector team and there were 
two consultants in the area of liaison psychiatry. An 
Assistant Director of Nursing was on duty each day and 
a nursing site manager on duty at night and weekends. 
A record of education and training was maintained by 
the CNM2. All staff had completed training in the Mental 
Health Act 2001. Copies of the Regulations, Rules and 
Codes of Practice were given to staff on the day by the 
Inspectorate.

COMPLIANT YES       3 NO

Article 27: Maintenance of Records

The case notes reviewed were tidy, easy to follow, 
and up to date. The unit had no written policies and 
procedures on records available but there were hospital-
wide policies in operation. All case files were stored in 
medical records.

COMPLIANT YES       3 NO

Article 28: Register of Residents

A register was in place. 

COMPLIANT YES       3 NO
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Article 29: Operating Policies and Procedures

Draft policies and procedures were made operational at 
the time of the second inspection.

COMPLIANT YES       3 NO

Article 30: Mental Health Tribunals

A full suite of rooms was available for mental health 
tribunals.

COMPLIANT YES       3 NO

Article 31: Complaint Procedures

A detailed Mater Hospital policy on complaints was 
in use, dated April 2006 and signed by the CEO. 
Complaints were dealt with locally first and then sent 
to the patients services department. Leaflets containing 
relevant information were available on the ward. All 
files on complaints were held in patients services 
department and were not reviewed by the Inspectorate. 
A complaints policy was also in place specifically for the 
mental health services.

COMPLIANT YES       3 NO

Article 32: Risk Management Procedures

A draft risk management policy was in place on 
detained patients absent without leave and on medical 
emergencies. The environmental risks identified in the 
Inspector’s Report of 2006 were being addressed and this 
was reported to be near completion. All incidents were 
reported both to the Risk Manager for the hospital and 
to the Assistant Director of Nursing on separate reporting 
forms. It was unclear if the information submitted was 
collated and fed back to the ward. No record of incidents 
was kept on the ward. A policy was in place to respond to 
medical emergencies. Further work was required to meet 
the requirements of this Article in full.

COMPLIANT YES NO       3

Article 33: Insurance

The ward was covered by the general insurance policy 
for the hospital.

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

The hospital had received written notification that it was 
an approved centre but a certificate of registration had 
not been issued at the time of the inspection.

COMPLIANT YES       3 NO

2.2  EVIDENCE OF COMPLIANCE WITH 
RULES – MENTAL HEALTH ACT 
2001, SECTION 52(d)

SECLUSION

The seclusion room was not commissioned on the day of 
the inspection and no seclusion was carried out on the unit.

ECT

ECT was performed in the minor theatre of the hospital. 
A detained patient had received ECT. The information 
provided to residents and the consent form were not 
sufficient to meet the requirements of the Rules for ECT. 
Capacity of patients to consent to ECT was documented 
in the clinical file. 

COMPLIANT YES NO       3

MECHANICAL RESTRAINT

The Inspectorate was informed that mechanical restraint 
was not in use on the ward.
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2.3  EVIDENCE OF COMPLIANCE WITH 
CODES OF PRACTICE – MENTAL 
HEALTH ACT 2001, SECTION 51(1)
(b)(iii)

PHYSICAL RESTRAINT

The unit was compliant with the Code of Practice on 
Physical Restraint. Clinical practice forms were fully 
completed.

COMPLIANT YES       3 NO

ADMISSION OF CHILDREN

The unit did not meet the requirements of this Code of 
Practice. 

COMPLIANT YES NO       3
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APPROVED CENTRE ST. VINCENT'S HOSPITAL
UNITS INSPECTED ST. LOUISE'S WARD

PSYCHIATRY OF LATER LIFE WARD
ST. CATHERINE’S WARD

DATE OF INSPECTION 8 MAY 2007 AND 18 JUNE 2007

NUMBER OF BEDS 87 INTEGRATED

TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

St. Vincent’s was an approved centre under the Mental 
Health Act 2001. The purpose of these announced 
inspections was to comment on the quality of care 
and treatment given to residents in receipt of mental 
health services and determine the degree and extent of 
compliance by the approved centre with the Regulations, 
Codes of Practice and Rules for Treatment (Sections 50 
to 55 and 66, Mental Health Act 2001). The Inspectorate 
also followed up recommendations from the 2006 
report, on multidisciplinary team (MDT) functioning and 
care planning, and spoke to residents as requested.

 
PART ONE: QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH ACT 
2001, SECTION 51(1)(b)(i)

1.1  DESCRIPTION

St. Vincent’s Hospital, Fairview provided public and private 
mental health care and treatment. The service was 
delivered by six consultant-led teams. The service also 
had two specialty teams in the areas of rehabilitation and 
psychiatry of later life. One ward was designated for fee-
paying residents. The hospital had a total bed capacity of 87 
beds. The beds were configured over five wards (Table 1).

Ward Specialty Beds
St. Louise's Acute Admission 30
St. Catherine's Continuing Care 21
St. Teresa's Continuing Care/

Rehabilitation
21

St. Mary's General Adult 9

Psychiatry of Later 
Life 

Psychiatry of Later Life 6

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

St. Louise’s Ward

1. The CMHT must be adequately resourced.

 Outcome: There were six general adult teams. All the 
teams are inadequately resourced in terms of health 
and social care professionals. Three senior social 
workers had been recruited to work on the sector 
teams and were expected to commence employment 
in June 2007. The psychology service was being 
reconfigured to work within community mental 
health teams. One occupational post was vacant due 
to extended leave and the remainder of posts were 
vacant. A new Clinical Director had been appointed 
with responsibility for the Mater and St. Vincent’s 
mental health service. The rehabilitation team had 
been given approval for five posts; they were unfilled 
at the time of the inspection.

2. The maintenance and upgrading work should 
commence.

 Outcome: The work was nearing completion on the 
day of the inspection.

3. The use of refractory clothing needs to be incorporated 
in to the seclusion policy if this is the practice.

 Outcome: Since the last inspection the Rules on 
seclusion had been issued. The seclusion room was 
decommissioned pending refurbishment and no policy 
was available.

ST. VINCENT’S HOSPITAL
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 Outcome: There was no change in the use of space 
within the unit. A number of consultant psychiatrists 
continued to have offices on the ward that were not 
used while the ward had inadequate storage space for 
equipment.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

While ward meetings of medical and nursing staff 
took place, no multidisciplinary team meetings were 
held. It was expected that following the enhancement 
of the community teams, there would be weekly 
full multidisciplinary team meetings in each ward. It 
was reported that the appointment of a consultant in 
rehabilitation has had a positive effect on the functioning 
of St. Teresa’s ward.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

There were no integrated clinical files and no 
individualised care plans. However a multidisciplinary 
care plan had been developed and was to be 
commenced on a pilot basis following the inspection.

1.5  THERAPEUTIC ACTIVITIES

Ward-based nursing staff provided a group programme. 
It was described as psycho-educational and recreational 
in ethos. No other disciplines had input. St. Catherine’s 
had no therapeutic programmes. Referrals could be 
made to the clinical psychologists.

1.6  ENVIRONMENT AND FACILITIES

St. Louise’s ward was being decorated during the 
inspection. St. Catherine’s ward was clean but in 
poor decorative order. The fittings and furniture was 

4. The admission policy should be agreed and a review 
date set.

 Outcome: There had been no change. The admission  
policy was in guideline form only.

5. Each patient must have a MDT care plan.

 Outcome:	There had been no progress on this 
recommendation.

6. The therapeutic programmes should be individualised 
and linked to care plans.

 Outcome:	There had been no progress on this 
recommendation.

St. Catherine’s Ward

1. A system of integrated care and treatment planning 
should be established.

 Outcome: No progress was made.

2. The new rehabilitation team should be fully staffed.

 Outcome: The team had three members. Approval 
had been given for one occupational therapist, one 
clinical psychologist and one community mental 
health nurse. The posts were unadvertised at the time 
of the inspection.

3. A programme of maintenance and general care for 
the unit should be put in place and an adequate 
number of toilets installed. Separate dining facilities 
should be provided for the patients.

 Outcome:	There had been some progress. 
Refurbishment was to commence in the dining 
area with new equipment ordered. The sanitary 
accommodation was to be upgraded within two 
or three months and this would allow wheelchair 
accessible facilities. 

4. The use of space on the unit should be reviewed.
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unsuitable for the residents. Individual chairs for seating 
were in a state of disrepair and unfit for purpose. The 
ward was located on the first floor and there was no 
easy access to a garden area. The Inspectorate was 
made aware of a comprehensive plan to redecorate St. 
Catherine’s ward, provide improved sanitary conditions 
and provide essential equipment.

1.7  INTERVIEWS WITH RESIDENTS

A number of residents spoke with the Inspectorate. A 
number complained of boredom, particularly in the high 
observation area. 

1.8  GOOD PRACTICE DEVELOPMENTS

1. The plan for opening a 6-bed children’s unit was at 
an advanced stage and it was expected that this unit 
would open in 2008.

2. The rehabilitation service continued to develop.

3. There was some move towards a more integrated 
service within the area with one admission unit and 
catchment-wide services planned.

1.9  2007 RECOMMENDATIONS ON 
THE QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH 
ACT 2001, SECTION 51(1)(b)(i)

1. Multidisciplinary care plans should be in place on each 
ward.

2. Multidisciplinary teams should function in accordance 
with national mental health policy. This includes 
regular multidisciplinary team meetings in each unit 
and in the community. 

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODE OF PRACTICE ON 
8 MAY 2007 AND 18 JUNE 2007

2.1  EVIDENCE OF COMPLIANCE WITH 
MENTAL HEALTH ACT 2001, 
SECTION 52(d) (REGULATIONS 
2006)

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality 
and Standards Division prior to the inspection date, 
interviews with staff and residents. The Regulations 
were inspected in detail on St. Louise’s ward. A meeting 
was facilitated with senior members of staff before and 
after each inspection.

Article 4: Identification of Residents 

All new admissions were introduced to nursing staff. The 
vast majority of residents are readmissions and were 
known to staff. Two RPNs completed the drug round. 
There was a double-check system in place.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

A supply of fresh water was available on the ward. All 
food was prepared on site and transported to the ward. 
It was reported by the staff that there was a choice and 
that all diets were accommodated.

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day.
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Article 11 (1–6): Visits

Visiting times were on display on the ward. Visits were 
facilitated in the reception area, courtyard or sitting room. 
Children were facilitated to visit off the ward. Written 
operational policies and procedures were in place.

COMPLIANT YES      3 NO

Article 12 (1–4): Communication 

The service had policies in place on communication.

COMPLIANT YES      3 NO

Article 13: Searches 
Searching residents was a frequent procedure on the 
assessment unit. The service had policies in place that 
covered searches both with and without consent and a 
policy on the use of illicit substances and abuse.

COMPLIANT YES      3 NO

Article 14 (1–5): Care of the Dying

The service had a policy on care of the dying and on 
sudden death.

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

Individual care plans were not in use. However, nursing 
and medical care and treatment plans were in use. Both 
were held in separate case files. A new integrated care 
plan was to be introduced on a pilot basis following the 
inspection.

COMPLIANT YES      NO      3

Article 7: Clothing

There was a small supply of clothes on the ward for 
emergencies. Community staff often collected clothes 
for residents from home if necessary. Night clothes 
were only considered after a risk assessment that was 
completed for all residents.

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

A record of property was kept on the ward. There was a 
general unwritten policy on the assessment unit that all 
neck-ties were removed from residents on admission. 
The service had a written policy and procedure for 
personal property and possessions. A facility for the safe 
keeping of valuables was provided. 

COMPLIANT YES      3 NO

Article 9: Recreational Activities

Recreational activities were available on St. Louise’s 
ward. They were TV, newspaper, and arts and crafts. 
Some of the recreational materials were located away 
from the main ward area.

COMPLIANT YES      3 NO

Article 10: Religion

The hospital had a chaplaincy service and all religions 
were accommodated.

COMPLIANT YES      3 NO
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Article 16: Therapeutic Services and 
Programmes

Ward-based nursing staff facilitated a ward-based 
programme that was described as psycho-educational 
and recreational in ethos. There was no input from any 
other discipline. Residents were referred individually to 
clinical psychologists. Assessment and outcomes were 
not recorded in the case files. Therapeutic programmes 
were not available on St. Catherine’s ward.

COMPLIANT YES      NO      3

Article 17: Children’s Education

The service did not provide an educational programme 
for children who were admitted. One child had been 
admitted to St. Louise’s ward since the introduction of 
the Mental Health Act 2001 on 1 November 2006.

COMPLIANT YES      NO      3

Article 18: Transfer of Residents

The service had a policy on transfers of residents from 
one approved centre to another, or to a general hospital.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

Two residents were on St. Louise’s ward for a period 
greater than six months. The physical examinations 
were not completed. The staff reported that all physical 
examinations were completed by the NCHDs. The service 
had a policy on medical emergencies. 

COMPLIANT YES      NO      3

Article 20 (1–2): Provision of Information to 
Residents

The information booklet, which included a section for 
individual information was excellent. The Irish Advocacy 
Network visited the admission ward every week.

COMPLIANT YES      3 NO

Article 21: Privacy

The service provided a mix of single bedrooms and 
larger rooms. Each bed had a curtain around it to ensure 
privacy. 

COMPLIANT YES      3 NO

Article 22: Premises

St. Louise’s ward had been decorated during the 
inspection. St. Catherine’s ward was clean but in 
poor decorative order. The fittings and furniture was 
unsuitable for the residents. Individual chairs for seating 
were in a state of disrepair and unfit for purpose. 
The ward was located on the first floor and access 
to a garden area was difficult for the residents. The 
Inspectorate was made aware of a comprehensive plan 
to redecorate St. Catherine’s ward, provide improved 
sanitary conditions and provide essential equipment that 
should address the requirements of this Article.

COMPLIANT YES      NO      3

Article 23 (1–2): Ordering, Prescribing, 
Storing and Administration of Medicines

The service had a policy on medication management 
and administration.

COMPLIANT YES      3 NO
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Article 28: Register of Residents

The template for the register of residents was complete 
and the service had commenced inputting information in 
accordance with this Article.

COMPLIANT YES      3 NO

Article 29: Operating Policies and Procedures

Operating policies had recently been reviewed and a 
further review date was specified within three years.

COMPLIANT YES      3 NO

Article 30: Mental Health Tribunals

Mental health tribunals were facilitated in a suite on the campus.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

A comprehensive complaints policy was in place and details 
of the complaints procedure were contained in the residents 
information leaflet.

COMPLIANT YES      3 NO

Article 32: Risk Management Procedures

The risk management policy did not meet all the requirements.

COMPLIANT YES      NO      3

Article 33: Insurance

The registered proprietor had submitted evidence of 
adequate insurance cover.

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

A written policy on health and safety of staff, residents, 
visitors and contractors was in place.

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television (CCTV)

There was no CCTV in use on the day of the inspection. 
It was planned for the seclusion room, which was under 
renovation and not in use on the day of the inspection. A 
policy on the use of CCTV was in place.

COMPLIANT YES      3 NO

Article 26: Staffing

St. Louise’s ward was staffed by RPNs. Health care 
assistants were not used. Other members of the team 
visited as required. On St. Catherine’s ward, there were 
health care assistants. There was a senior nurse on 
duty at all times. The service had recruitment policies, 
including Garda vetting of staff employed by St. Vincent’s 
Hospital. Some staff in the hospital were employed 
by the HSE. Nursing staff had access to core training in 
control and restraint, cardio-pulmonary resuscitation and 
crisis prevention intervention. All had access to training 
in the Mental Health Act 2001.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

A policy on records was in place. 

COMPLIANT YES      3 NO
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Article 34: Certificate of Registration

The certificate of registration for the approved centre was on 
display in St. Louise’s ward.

COMPLIANT YES      3 NO

2.2  EVIDENCE OF COMPLIANCE WITH 
RULES – MENTAL HEALTH ACT 
2001, SECTION 52(d)

SECLUSION

The seclusion room had not been commissioned and 
seclusion was not used. 

ECT

At the time of inspection, the service did not have a 
designated nurse for ECT although a number were being 
trained. There was no consultant with responsibility for ECT on 
the day of the inspection. Since the inspection, a consultant 
psychiatrist had been designated with responsibility for ECT. 
The service did not have a policy on ECT.

COMPLIANT YES      NO      3

MECHANICAL RESTRAINT

The Inspectorate was informed that mechanical restraint 
was not used in any unit.

2.3  EVIDENCE OF COMPLIANCE WITH 
CODES OF PRACTICE – MENTAL 
HEALTH ACT 2001, SECTION 51(1)
(b)(iii)

PHYSICAL RESTRAINT

The service did not have a policy on physical restraint.

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

The service had admitted one child since 1 November 
2006, to St. Louise’s ward. The service was not compliant 
with the Code of Practice. 

COMPLIANT YES      NO      3
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ANNUAL REPORT
TUARASCÁIL BHLIANTÚIL2007

NORTH DUBLIN APPROVED CENTRES
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APPROVED CENTRE ST. ITA'S HOSPITAL –  
MENTAL HEALTH SERVICES

UNITS INSPECTED MALE ADMISSION UNIT
FEMALE ADMISSION UNIT
UNIT 1 FEMALE
UNIT 1 MALE
UNIT 8
WILLOWBROOK
WOODVIEW

DATES OF INSPECTION 29 AND 30 MAY 2007

NUMBER OF BEDS 138 INTEGRATED

TYPE OF INSPECTION UNANNOUNCED

St. Ita’s Hospital, Mental Health Services, was an 
approved centre under the Mental Health Act 2001. 
The purpose of this unannounced inspection was to 
comment on the quality of care and treatment given 
to residents in receipt of mental health services and 
determine the degree and extent of compliance by 
the approved centre with the Regulations, Codes of 
Practice and Rules for Treatment (Sections 50 to 55 
and 66, Mental Health Act 2001). The Inspectorate also 
followed up recommendations from the 2006 report, 
on multidisciplinary team (MDT) functioning and care 
planning, and spoke to residents as requested. 

PART ONE: QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH ACT 
2001, SECTION 51(1)(b)(i)

1.1  DESCRIPTION

St. Ita’s Hospital had a 48-bed admission unit, three 
long-stay units, an assessment unit for psychiatry of 
later life, and two rehabilitation units. It served a total 
population of 225,145 (Census 2006). Care was delivered 
through seven sector teams, two specialty teams, one 
psychiatry of later life team and one rehabilitation 
team. Plans were being developed to reconfigure the 
catchment areas in order to realign sector teams with 

the primary care network model, which has eight 
distinct networks. 

The service had eight distinct units as outlined in the 
following table.

Table 1: Unit specialties

Ward Specialty Beds Number of 
residents on 
the day

Female 
Admission

Female 
Admission

24 30

Male 
Admission

Male 
Admission

24 23

Unit 1 
Female

Continuing 
Care

20 17

Unit 1 Male Continuing 
Care

20 11

Unit 8 Elderly 
Admissions

7 6

Unit 9 Male Elderly 13 Not 
inspected

Willowbrook Rehabilitation 15 15
Woodview Rehabilitation 16 15

Male Admission Unit:	A 24-bed ground floor 
admission unit. On the day of the inspection, 23 
residents were admitted, three were detained. One 
child had been admitted since 1 November 2006 to the 
male admission unit.

Female Admission Unit: A 24-bed ground floor 
admission unit. On the day of the inspection, 30 
residents were admitted, two were detained. Six of the 
residents were sleeping out in other units or on pass or 
leave. Four of the residents had stays in excess of six 
months duration. 

Unit 1 Female: A 20-bed female unit that provided 
continuing care under the direction of the psychiatry of 
later life team. On the day of the inspection, 17 residents 
were admitted. The last admission to the ward was over 
a year before. The residents were Voluntary and ages 
ranged from 68 to 92 years. The vacant beds were used 

ST. ITA’S HOSPITAL – MENTAL HEALTH SERVICES
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3. Contract cleaners should be employed to complete 
heavy cleaning.

	 Outcome: Contract cleaners had been employed to 
complete heavy cleaning once every six months. 

4. There should be full multidisciplinary staffing of each 
of the teams.

	 Outcome: The full multidisciplinary complement for 
each team had not been achieved. Approval for a 
senior psychologist and two social worker posts had 
been granted but these posts had not been filled.

5. Any written interventions in the patients’ file should 
have a clear signature and the name and designation 
printed underneath.

	 Outcome: This remained a problem throughout all 
the wards.

Female Admission Unit

6. The high observation suite policy needs to be 
reviewed and updated. 

	 Outcome: No progress had been made on this 
recommendation.

7. The entries in the medical and nursing files need to 
be clearly signed and the designation of the person 
making the entry noted.

	 Outcome: No progress had been made on this 
recommendation.

8. Ideally patients should have more space and privacy.

	 Outcome: No progress had been made on this 
recommendation.

Male Admission Unit

1. The activity centre staff should record interventions 
and outcomes in the notes. The practice of locking the 
entrance door needs to be reviewed and documented 
as a policy if it continues.

to facilitate the practice of sleeping out residents from 
the female admission ward.

Unit 1 Male:	A 20-bed male unit that provided 
continuing care under the direction of the psychiatry of 
later life team. On the day of the inspection, there were 
11 residents. The vacant beds were used to facilitate 
the practice of sleeping out residents from the male 
admission unit when necessary.

Unit 8:	A 7-bed locked acute admission for persons aged 
65 years and over. On the day of the inspection, there 
was one patient detained under the Mental Health Act 
2001. The psychiatry of later life team was without a 
social worker. 

Unit 9:	Not inspected.

Willowbrook:	A 16-bed rehabilitation unit. On the 
day of the inspection, it was closed to facilitate 
redecoration work. The residents had moved to the 
therapy area within the acute admission complex. 
Senior management reported that the work would be 
completed within 6 to 8 weeks. 

Woodview: A 15-bed stand-alone 2-storey house on the 
hospital campus. The residents’ care and treatment was 
provided by the rehabilitation team. 

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

General

1. Each patient should have an individual 
multidisciplinary team care plan.

 Outcome: This recommendation had not been 
addressed. 

2. The practice of sleeping patients to other wards is 
unacceptable.

	 Outcome: This practice continued.



96 | Mental Health Commission Annual Report 2007

BOOK 2 – HSE DUBLIN NORTH EAST

 Outcome:	The activity centre staff gave verbal 
feedback to nursing staff on interventions and 
outcomes but this was not routinely documented 
in writing. The practice of locking the entrance door 
remained. On the day of the inspection, the activity 
centre was closed. It was functioning as a temporary 
unit for the residents from Willowbrook during 
renovations.

2. An ongoing maintenance plan should be in place. 
New furniture should be ordered. The heating system 
in the activity area should be fixed.

	 Outcome:	The heating system had been fixed. Some 
new furniture had been acquired but some remained 
on order. 

Unit 1 Female

1. Any form of mechanical restraint must be in line with 
the rules on mechanical restraint published by the 
Mental Health Commission.

	 Outcome:	The mechanical restraint register was 
inspected and was not completed in accordance with 
the Rules. 

2. All seating assessments must be completed and 
appropriate chairs purchased.

	 Outcome: Two purpose-bought chairs were shared 
within the hospital. 

Unit 1 Male

1. The practice of secluding a patient at night should 
cease and an alternative means of dealing with this 
problem be found.

	 Outcome:	This practice had ceased.

Unit 8

1. Consideration should be given to the recreation 
therapy staff attending the weekly meeting.

 Outcome:	There has been no progress on this 
recommendation.

2. If ECT is to be re-established in the hospital it must 
be in with the rules set out by the Mental Health 
Commission.

	 Outcome:	The ECT suite was not commissioned on 
the day of the inspection. It is discussed further in this 
report.

3. A policy should be implemented regarding the use 
of physical restraint and the recording of adverse 
incidents as a result of restraint.

	 Outcome:	There were no records on the units of any 
form of physical restraint. The units did not have a 
copy of the Code of Practice or the necessary clinical 
practice forms.

Willowbrook

1. The unit is in need of immediate repainting, 
upgrading and provision of new furniture and fittings.

 Outcome:	The unit was being upgraded during the 
inspection. All residents were temporarily residing in 
an adjacent building (the Activity Centre).

Woodview

1. The house is in immediate need of structural and 
decoration changes in order to improve the quality of 
life for the patients and staff.

	 Outcome:	There had been no progress on this 
recommendation. The senior management team was 
unable to say if money was available to provide the 
necessary work.

2. Each individual patient should have a personal clothing 
allowance and be facilitated to shop independently or 
with staff assistance in the local area.
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1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Male Admission Ward:	Individual MDT care plans 
were not used. Medical case notes included MDT team 
meeting outcomes. Nursing care plans were filed 
separately from medical notes.

Female Admission Ward: Individual MDT care plans 
were not used. Case notes and nursing records were 
legible and current. Some of the nursing care plans need 
to be updated. 

Unit 1 Male:	Separate medical and nursing files were 
maintained. All the nursing care plans were reviewed 
and all were out of date. Progress notes were current 
and up to date. There was no evidence that residents 
admitted for respite care had a full psychiatric and 
physical examination on admission.

Unit 1 Female: There were separate medical and 
nursing files. 

Rehabilitation wards:	Separate medical and nursing 
files were maintained. The team used a number of 
standardised assessments but there was no overall care 
plan for each resident. In Woodview, medication had 
been administered to one resident on two occasions 
but there was no record of what medication had been 
administered.

1.5  THERAPEUTIC ACTIVITIES

Admission units: A set programme was available to 
all residents on the admission wards in the Activity 
Centre. At the time of the inspection, the Activity Centre 
was closed and the area was being used as a units. 
The programme was on display around the units. A 
relaxation room was available. A community meeting 
for residents generally occurs once or twice a week. 
Voluntary organisations attend weekly. 

Rehabilitation wards: A number of residents attended 
programmes off site from Woodview. The older residents 

 Outcome: It was reported by nursing staff that this 
policy had been discussed at a recent team meeting 
and agreed that the practice would change. 

3. The long-term future of the house needs to be 
discussed and planned.

 Outcome:	There had been no progress on this 
recommendation. The building was unsuitable for 
the residents and it was difficult for residents with 
decreasing mobility to move around the house.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

The psychiatry of later life team had clinical responsibility 
for Unit 1 (Male and Female), Unit 8 and Unit 9. A full 
team meeting took place on Unit 8 each week and 
medical and nursing reviews were held on the other 
units weekly. The team had two consultant psychiatrists.

Team meetings for the general adult teams were 
timetabled and one took place on the ward each day. 
Team meetings were attended by ward-based nursing 
staff, medical staff and social worker. The teams used 
the practice of sleeping residents out into long-stay 
units when numbers exceed capacity. This was a very 
common occurrence and seemed to be an accepted 
practice within the hospital. The service had no policies 
on sleeping-out arrangements. 

The rehabilitation team attended both units under its 
remit each week. It was reported that two to three 
residents were reviewed every week. 
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remained in the house during the day and engaged in 
leisure activities. 

Psychiatry of later life:	A number of residents were 
assessed by the occupational therapist and were 
engaged in individual programmes from Unit 8. Other 
residents attended an activity centre off the units. 
There was a group of residents across all the long-stay 
wards that had no structured recreational or therapeutic 
activities provided. 

1.6  ENVIRONMENT AND FACILITIES

The environment was unsuitable for the provision of 
modern health care. The bathing facilities in the elderly 
care wards were unsuitable. In the adult admission units, 
the bathing facilities were dirty and had inadequate 
ventilation. Residents had little or no privacy and this 
was further compounded by the lack of curtains around 
the bed areas and curtains falling down on the main unit 
windows. In the long-stay units there was limited access 
to a single room. 

1.7  INTERVIEWS WITH RESIDENTS

Female Admission Ward:	A number of residents asked 
to speak to the Inspectorate during the inspection. One 
resident expressed her dissatisfaction with the condition 
of the toilet and bathroom facilities. 

Male Admission Ward:	Two residents asked to speak to 
the Inspectorate. Both residents expressed satisfaction 
with their care and treatment. Both expressed concern 
that they would be discharged before they thought they 
were ready. They indicated that they knew who their 
treating consultant was and said they had opportunities 
to discuss their treatment plan and medications. One 
resident expressed concern about post-discharge 
arrangements in relation to housing and finances.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  A proposal had been put forward to appoint one 
additional general adult consultant psychiatrist. 

2.  Development plans included an Advanced Nurse 
Practitioner post in liaison psychiatry to connect with 
Beaumont Hospital. 

1.9  2007 RECOMMENDATIONS ON 
THE QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH 
ACT 2001, SECTION 51(1)(b)(i)

1.  The privacy and dignity of all residents should be of 
paramount importance throughout the hospital. The 
registered proprietor should ensure that all efforts 
are made to achieve privacy and dignity.

2.  Each resident should have a care plan as defined in 
the Regulations.

3.  All nursing care plans should be current and 
reviewed at set intervals.

4.  Clear policies and procedures on the use of the high 
observation area should be in place.

5.  Each resident should have a physical examination 
completed within a six-month period.

6.  A clear admission policy and procedure for all 
residents including those admitted for respite care 
should be in place.

7.  All staff should adhere to best practice guidelines in 
relation to documentation standards. All legal forms 
should be signed and dated in accordance with the 
Rules and Codes of Practice issued by the Mental 
Health Commission.

8.  All staff with responsibility for the ordering, 
prescribing, administration and storage of medication 
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Article 5: Food and Nutrition

Food was prepared in a central kitchen and transported 
to each ward. A wide variety of foods was provided and 
the various dietary requirements of residents were met. 
A dietician was available to provide information and 
assessment. Drinking water was available from a fountain 
and bottled water was also available to residents.

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day.

Article 7: Clothing

Residents were encouraged to wear their own clothing. 
Supplies of clothes were available where required or 
ordered on an individual basis for longer stay residents. 
It was routine practice that residents wore night clothes 
for the first 24 to 48 hours following admission and this 
was not part of their care plans. It was unclear if the 
service had a policy about this. 

COMPLIANT YES      NO      3

Article 8: Residents’ Personal Property and 
Possessions 

Residents’ personal property and possessions were recorded 
on admission and this record kept separately from the 
resident’s individual care plan. A staff member and the 
resident sign this record. Arrangements were in place for the 
safe keeping of money. Residents retained control of their 
personal property or possessions where practicable. 

COMPLIANT YES      3 NO

Article 9: Recreational Activities

A variety of recreational activities were available to 
residents. On the admission units, these included access to 
the activity centre programme. At a unit level, access to a 

should ensure that they have read and understood 
the policy. 

9.  Up-to-date signature bank should be kept and 
available for inspection.

10. A maintenance plan should be agreed to address 
the deficits in the condition of the building. The 
outstanding deficits should be addressed in 
Woodview.

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 29 AND 30 MAY 2007

2.1  EVIDENCE OF COMPLIANCE WITH 
MENTAL HEALTH ACT 2001, 
SECTION 52(d) (REGULATIONS 
2006)

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality and 
Standards Division prior to the inspection date and 
photographic evidence taken during the inspection of 
files. Interviews were held with nurse managers on the 
units and the Director of Nursing and Assistant Directors 
of Nursing. Feedback was provided on 30 May to the 
Hospital Manager, Clinical Director and Director of Nursing.

Article 4: Identification of Residents 

The admission units were self-staffing. Residents were 
nursed on a key worker (sector nurse) basis. Two 
registered psychiatric nurses administered medication. 
This practice was consistent throughout the hospital.

COMPLIANT YES      3 NO
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garden, TV, relaxation room and pool table were some of 
the facilities available to residents. On the long-stay units, 
the activities provided were TV and radio. Residents were 
able to attend a recreation centre off the unit.

COMPLIANT YES      3 NO

Article 10: Religion

A Roman Catholic chaplain attended the approved 
centre every week and as requested. Residents of all 
denominations were facilitated in the practice of their 
religion in so far as was practicable. 

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

Visiting facilities were provided in all units. Visits were 
accommodated in the visiting room. Scheduled visiting 
hours were labeled at the entrance. Provisions were made 
to accommodate visitors outside of those hours according 
to needs of residents and families. All visitors signed in 
and out at a security desk on the admission units. A room 
was made available to accommodate child visits. A policy 
on visiting was submitted on 30 May 2007.

COMPLIANT YES      3 NO

Article 12 (1–4): Communication 

A public telephone was available to residents on the 
acute general adult units. This was the main method of 
communication available to residents. It was reported that 
staff did not routinely examine incoming and outgoing mail. 
The service did not have a policy on communication.

COMPLIANT YES      NO      3

Article 13: Searches

It was stated that searches are rarely undertaken in the 
approved centre. They were only carried out in order

 to maintain a safe and therapeutic environment 
for residents and staff. Consent of the resident was 
generally sought and efforts were made to show due 
regard to a resident’s dignity, privacy and gender. 
Documentation of a search was usually but not always 
made in the resident’s case notes. A draft policy 
submitted concurred with the procedure described by 
staff. 

COMPLIANT YES      NO      3

Article 14 (1–5): Care of the Dying

The service did not have a policy on care of the dying. In 
many of the long-stay wards inspected there was no access 
to a single room. Residents had to be nursed in an open 
ward with little privacy. Although the unit had a single room 
it was not available because redecoration work had not 
been completed and no time frame for completion had 
been identified.

COMPLIANT YES      NO      3

Article 15: Individual Care Plan

Individual MDT care planning was not used. The MDT 
team meeting progress report and interventions 
continued to be recorded in the medical notes. The 
nursing care plan was kept separately. 

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and Programmes

Limited MDT staffing was available to provide 
therapeutic services and programmes. Some 
programmes were facilitated off the units by nursing 
staff for residents from Unit 8 and the general adult 
units. However, the area they used was closed on the 
day of the inspection. Residents who were immobile or 
who had cognitive impairments had no programmes. 

COMPLIANT YES      NO      3
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leaflets were displayed in common areas. Information 
leaflets on medication including side effects were 
available to residents on request. The registered proprietor 
did not have written policies and procedures on the 
provision of information to residents. 

COMPLIANT YES      NO      3

Article 21: Privacy

Not all bed areas had a curtain that worked properly. 
Curtains on the main windows were falling down in some 
wards. There were very few single rooms in the hospital. 
In the temporary ward for the residents of Willowbrook 
the windows had no curtains or other means of ensuring 
privacy and the male beds had no curtains around them.

COMPLIANT YES      NO      3

Article 22: Premises

A number of wards had recently had industrial cleaning. 
The hospital was in a state of poor structural repair and 
decorative condition. Although the heating was adequate, 
the ventilation was poor in a number of bathrooms in 
the acute admission units. The service did not have a 
maintenance programme in place. A number of deficits 
highlighted in last year’s Report remained unchanged. The 
senior management team were unable to state if money 
was available to address these problems. The furnishings 
were inadequate on a number of units, including the lack 
of curtains and screens. In particular, wardrobes were 
noted to be too small for residents in long-stay units. 
There were no plans for the closure of the campus and 
the provision of alternative facilities.

COMPLIANT YES      NO      3

Article 17: Children’s Education

There was no provision within the approved centre for 
children’s education.

COMPLIANT YES      NO      3

Article 18: Transfer of Residents

The approved centre had three relevant draft policies, 
transfer to a general hospital, transfer to another approved 
centre, and transfer to the Central Mental Hospital. The 
policies did not refer to the transfer of Voluntary residents.

COMPLIANT YES      NO      3

Article 19 (1–2): General Health

GPs visited residents in the psychiatry of later life unit, 
however this service was not afforded to residents 
in the admission or rehabilitation units. No routine 
procedure or system was in place for completion of 
physical examination every six months and examinations 
were not documented in the clinical files examined. 
Arrangements were made for residents to access health 
services in Beaumont Hospital as need arose. Staff 
reported that residents had access to the national breast 
cancer screening programme if applicable. Records of 
the administration of flu vaccine were kept on the units.

COMPLIANT YES      NO      3

Article 20 (1–2): Provision of Information to 
Residents

A general information booklet was available to residents 
but these were not individualised to the specific units. 
The booklet contained information on housekeeping 
issues, visiting arrangements and the service in general. 
Information on the resident’s diagnosis was provided 
verbally through the team meeting and information 
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Article 23 (1–2): Ordering, Prescribing, 
Storing and Administration of Medicines

The registered proprietor submitted detailed policies 
in relation to this Article. On inspection, there were 
serious deficits found in the recording of prescriptions. 
It was clear the standards detailed in the policy were 
not being met. Errors included out-of-date nursing 
signature banks, prescriptions not rewritten as per the 
policy, unclear writing and doctors signing using initials 
with no available signature bank. The space for signing 
to confirm that medications had been administrated 
was very small and very difficult to read. In Woodview, 
medication had been administered to one resident on 
two occasions and there was no record of what that 
medication was.

COMPLIANT YES      NO      3

Article 24 (1–2): Health and Safety

A health and safety statement was not submitted to the 
Inspectorate.

COMPLIANT YES      NO      3

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was in use on the admission units. It was clearly 
labeled at the entrance to the admission units. At the 
time of inspection of the Female Admission Unit, it was 
being used to monitor a resident in the high observation 
area. It was unclear if this monitoring had been disclosed 
to the resident involved. A policy on the use of CCTV was 
submitted to the Inspectorate in draft form.

COMPLIANT YES      NO      3

Article 26: Staffing

While 55 nursing vacancies existed, it was expected 
that this number would be reduced to 30 in the coming 
months due to the recruitment of newly qualified 

registered psychiatric nurses and improved staff retention. 
General registered nurses, registered psychiatric nurses 
and attendant staff were on duty throughout the hospital. 
Nursing staff had access to education and training 
including crisis prevention intervention, control and 
restraint, perceptorship courses and general in-service 
training days. There remained serious deficits in health 
and social care professionals’ membership on the teams. 
The service had a dietician and GP.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

The service did not have a policy on records. Nursing and 
medical files were maintained separately. Some files had 
gaps in the nursing care plans review notes, an absence 
of records of physical examinations, and signatures that 
were illegible.

COMPLIANT YES      NO      3

Article 28: Register of Residents

The register of residents did not contain all the 
information required by Schedule 1 of the Regulations.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

Nine draft policies procedures and protocols were  
submitted to the Inspectorate on the last day of 
the inspection. At least 17 were required under the 
Regulations. Draft policies were also submitted on 
seclusion, ECT and mechanical restraint. 

COMPLIANT YES      NO      3
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Article 33: Insurance

The insurance certificate was not viewed during the 
inspection. It was reported that the insurance certificate was 
held centrally by the HSE.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The certificate of registration was not displayed in the 
approved centre.

COMPLIANT YES      NO      3

2.2  EVIDENCE OF COMPLIANCE WITH 
RULES – MENTAL HEALTH ACT 
2001, SECTION 52(d)

SECLUSION

Seclusion was used on the admission units and five 
clinical files were reviewed. No resident was in 
seclusion at the time of inspection. The seclusion 
register was reviewed and showed that the consultant 
psychiatrists had not signed a number of seclusion 
orders. Documentation was not recorded in the clinical 
file to indicate that the consultant psychiatrist had been 
informed of the seclusion episodes or that next of kin 
had been informed. There was no evidence in the 
clinical files reviewed that the resident had been given 
an opportunity to discuss the incident with the MDT. 

COMPLIANT YES      NO      3

ECT

Residents prescribed ECT were transferred to St. Patrick’s 
Hospital or St. John of God Hospital for treatment. The 
ECT register was reviewed. At the time of inspection no 
one was in receipt of ECT, although one resident had 
received a course of ECT since November 2006 and the 

Article 30: Mental Health Tribunals

A dedicated area was available to accommodate mental 
health tribunals. Assistance was provided by staff of the 
approved centre to attend or assist a resident during the 
sitting of a mental health tribunal.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

Residents were not routinely informed of the complaints 
procedure on admission. If they did voice concerns, 
they were informed of the complaints procedure. A 
complaints form was available to residents and this 
was forwarded to the Hospital Manager who was the 
nominated person available to deal with all complaints. 
It was practice to record the complaint in the resident’s 
notes where deemed relevant. The Inspectorate did 
not observe the complaints procedure displayed in the 
approved centre. The service did not submit a complaints 
policy to the Inspectorate.

COMPLIANT YES      NO      3

Article 32: Risk Management Procedures

A multidisciplinary risk assessment tool had been 
developed and was in use. A training programme was 
in place in relation to risk management strategies. The 
service was in the process of appointing a new Risk 
Manager. The service did not have a comprehensive risk 
management policy in place. Each unit had an incident 
reporting book and all incidents were sent to the 
national reporting system. The service had a procedure 
in place to deal with emergencies. 

COMPLIANT YES      NO      3
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relevant documentation was satisfactory and filed in 
the back of the case notes. The service was planning 
to re-commission the ECT suite. An ECT consultant 
psychiatrist had been assigned and a number of nursing 
staff had completed the training and refresher courses. 
The policies were being upgraded in line with the Rules. 
Satisfactory anaesthetic cover had not yet been put in 
place and the ECT suite required further work.

MECHANICAL RESTRAINT

The Inspectorate was informed that mechanical restraint 
was not used.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

A number of residents were prescribed belts and 
other restraints on the long-stay units. It was deemed 
appropriate under Part 5 of the Rule. A number of the 
prescriptions failed to identify the duration of its usage 
as per the Rules. It was reported during the inspection 
that one resident was placed in a Buxton chair during 
busy periods. The file was reviewed and it clearly stated 
that the resident was not to be restrained.

COMPLIANT YES      NO      3

2.3  EVIDENCE OF COMPLIANCE WITH 
CODES OF PRACTICE – MENTAL 
HEALTH ACT 2001, SECTION 
51(1)(b)(iii)

PHYSICAL RESTRAINT

The Clinical Practice forms for physical restraint were not 
all completed. One form had the name of the resident 
and no other sections completed. Many of the forms did 
not have the signature of the consultant psychiatrist. 

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

On the day of the inspection, one child was in the unit. 
This was a Voluntary admission and the resident had 
been attending the child and adolescent psychiatry 
services. The clinical notes were reviewed and it was 
unclear to the Inspectorate why he required admission to 
an adult service. St. Ita’s Hospital was an adult hospital 
and was unable to meet many of the requirements 
of this Code of Practice. The admission units were 
gender specific and children admitted were assigned 
a designated nurse for one-to-one observation to 
ensure safety. The service did not have a policy on the 
admission of children.

COMPLIANT YES      NO      3
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residents were in locked units. St. Vincent’s Unit had 
closed at the time of the inspection and the eight 
residents were moved to a larger and more modern 
group home on campus in preparation for a new 
purpose-built unit. Construction on the new unit had 
started. Of the fifteen units on the campus, the following 
three units were inspected:

St. Claire’s Unit:	A 19-bed locked unit for infirm 
residents. Admissions were transfers from other units 
within the complex. Two consultant psychiatrists had 
access to beds on this unit.

Dún na Rí: A 19-bed locked unit for challenging 
behaviour operating under the clinical direction of one 
consultant psychiatrist.

St. Fiachra’s Unit:	A 19-bed locked unit for residents 
with challenging behaviour as well as complex needs 
such as physical disability. The unit was under the clinical 
direction of one consultant psychiatrist.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

St. Claire’s Unit

1.  A core multidisciplinary team should be available to 
this unit to meet the needs of the patients.

 Outcome:	Two consultant psychiatrists admitted to 
this unit. The team had no occupational therapist, 
psychologist or social worker. These posts were 
advertised in the national newspapers in April 2007. 

2. There should be curtains around the beds. 

 Outcome:	Curtains had been put up around all the beds.

3.  All essential maintenance should be carried out and a 
regular maintenance programme in place.

 Outcome:	On the day of the inspection, the unit was 
being painted. 

APPROVED CENTRE ST. JOSEPH'S INTELLECTUAL 
DISABILITY SERVICES, ST. 
ITA'S HOSPITAL

UNITS INSPECTED ST. CLAIRE'S UNIT
DÚN NA RÍ
ST. FIACHRA’S UNIT

DATE OF INSPECTION 28 AND 29 AUGUST 2007

NUMBER OF BEDS 177 

TYPE OF INSPECTION UNANNOUNCED

INTRODUCTION

St. Joseph’s Intellectual Disability Service was an 
approved centre under the Mental Health Act 2001. 
The purpose of this unannounced inspection was to 
comment on the quality of care and treatment given 
to residents in receipt of mental health services and 
determine the degree and extent of compliance by 
the approved centre with the Regulations, Codes of 
Practice and Rules for Treatment (Sections 50 to 55 
and 66, Mental Health Act 2001). The Inspectorate also 
followed up recommendations from the 2006 report, 
on multidisciplinary team (MDT) functioning and care 
planning, and spoke to residents as requested.

 
PART ONE: QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH ACT 
2001, SECTION 51(1)(b)(i)

1.1  DESCRIPTION

St. Joseph’s Intellectual Disability Service was located 
on the grounds of St. Ita’s Hospital, Portrane. It provided 
in-patient care and treatment and also had a large 
community service serving North Dublin. The in-patient 
service had a total bed capacity of 177. On the day of 
the inspection, no one was detained under the Mental 
Health Act despite the fact that a large number of the 

ST. JOSEPH’S INTELLECTUAL DISABILITY SERVICES
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Dún Na Rí 

1. Each patient should have access to the full range of 
skills available from a multidisciplinary team. 

	 Outcome:	On the day of the inspection, there had 
been no progress with this recommendation.

2. The environment should be upgraded and a regular 
maintenance programme developed.

 Outcome:	It was reported that the painting 
contractors had visited and that the unit was next on 
the list for refurbishment.

3. There should be a written admission policy for the 
service.

	 Outcome: The service had a written admission policy.

St. Fiachra’s Unit

1. Each patient should have access to a full 
multidisciplinary team.

 Outcome: Occupational therapists, clinical 
psychologists or social workers were not available to 
the team.

2. There should be written 15-minute observations 
records on all patients placed in seclusion.

	 Outcome: Records of 15-minute observations were 
kept on all residents placed in seclusion. These were 
examined by the Inspectorate and were in order.

3. Staff should be provided with additional training in 
the use of multisensory equipment.

 Outcome: Staff had not received this additional 
training. The Inspectorate was informed that an 
Assistant Director of Nursing was currently addressing 
the matter.

4. The environment should be upgraded and maintained 
to an appropriate standard.

 Outcome:	New cisterns and toilets were in place. A fire 
door had been installed and the painting contractors 
were expected to commence work on the unit but the 
CNM2 had received no commencement date.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

The teams had a consultant, a NCHD and a key worker 
for each resident. At the time of the inspection, no 
occupational therapists, psychologists and social workers 
were attached to these teams. Two nurse behaviour 
therapists were in place in the service but neither was 
specifically allocated to particular teams. The therapists 
had their own case loads.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Individual integrated care plans were not used. The care 
plans were nurse led and kept separate to the clinical 
file. The nursing care plans that were inspected were 
excellent and specifically related to the resident, with 
problems identified and evaluated.

1.5  THERAPEUTIC ACTIVITIES

The day services provided such activities as relaxation, 
communication, reality orientation, reminiscence 
therapy, pastoral care, arts, crafts and painting and 
music. A multi-sensory room operated on a sessional 
basis for individual and group sessions. Residents could 
access the Educational Centre, where one resident had 
successfully completed subjects at Leaving Certificate 
level. Vocational Training and Montessori education were 
also available. Therapeutic activities were not linked to 
the care plans on the individual units.They varied from 
unit to unit and no other disciplines provided a service. 
The nurse behaviour therapists carried out individual 
behavioural programmes on some units.
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St. Claire’s Unit: Activities such as art, knitting and 
jigsaws and the use of foot spas were reported by staff 
to be available on the unit. Few residents had the ability 
to access the day services where a more structured 
programme of activities was in place.

Dún na Rí: The priority on this unit was risk management 
and observation. A paucity of therapeutic interaction 
between staff and residents was noted by the Inspectorate 
on the day of the inspection. The unit was overcrowded, 
limiting therapeutic opportunities and interventions. One 
resident with challenging behaviour required continuous 
interaction involving a number of staff. 

St. Fiachra’s Unit:	The outdoor play area had been 
upgraded. A snoezelen multisensory room, and an art 
room were situated within this unit. 

1.6  ENVIRONMENT AND FACILITIES

St. Claire’s Unit:	The dormitory areas were bright. There 
was disabled access throughout the unit; a hoist was 
fixed to the ceiling in one dormitory. A garden area was 
accessible to the residents. 

Dún na Rí: Two enclosed yards were available to 
residents for outdoor activities. None of the beds in 
the three 6-bed dormitories had curtains around them. 
Curtains around the windows and doors ensured light 
did not penetrate at night. Ventilation in the shower and 
bathroom area appeared to be poor.

St. Fiachra’s Unit: Residents had access to an outdoor 
recreational area. A play roundabout had recently been 
installed and safety tiles laid in the ground beneath the 
equipment. The toilet areas were in need of immediate 
refurbishment: one cistern was cracked and there was 
a lack of privacy for residents with the use of half-doors 
and low walls surrounding the cubicles. 

1.7  INTERVIEWS WITH RESIDENTS

All residents were greeted by the Inspectorate. Some were 
able to indicate their level of satisfaction with the service.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  The rates of seclusion had decreased due to staff 
using alternative ways of managing specific residents 
with complex needs and challenging behaviours.

2.  An improvement was noted in nursing documentation, 
particularly with the nursing care plans. 

3.  The nurse behaviour therapists were viewed by 
staff and the Inspectorate as a welcome asset to the 
overall improvement of standards of care.

4.  Occupational therapy, dietician, speech and language 
therapy, and clinical psychology posts had been 
advertised.

5.  A maintenance and refurbishment programme was in 
place in the centre 

6.  A service manager had been appointed. 

1.9  2007 RECOMMENDATIONS ON 
THE QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH 
ACT 2001, SECTION 51(1)(b)(i)

1.  The approved centre should introduce an individual 
integrated care plan for each resident.

2.  The approved centre should provide therapeutic 
activities based on individual needs assessment and 
linked to the individual care plan.

3.  The outstanding maintenance work for all units should 
be prioritised and completed as soon as possible.
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4.  Resources should be made available for Dún na Rí in 
order to address the number of residents and then the 
lack of therapeutic activities on the unit.

5.  The complaints procedure should be displayed in a 
prominent position in each unit.

6.  Staff should be provided with additional training in 
the use of snoezelen multisensory equipment.

 
PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 28 AND 29 AUGUST 2007

2.1 EVIDENCE OF COMPLIANCE WITH 
MENTAL HEALTH ACT 2001, 
SECTION 52(d) (REGULATIONS 
2006)

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality and 
Standards Division prior to the inspection date, along 
with photographic evidence taken of the physical 
environment and documentation. The clinical nurse 
managers on each unit were interviewed by the 
Inspectorate. Compliance with the Regulations was 
inspected on both St. Claire’s Unit and St. Fiachra’s Unit. 
The senior management team met the Inspectorate 
before and after the inspection

Article 4: Identification of Residents 

An identification photograph for each resident was 
attached to the medication card index record. The 
staffing was regular and the resident population 
remained mostly unchanged. A system of orientation 
was in place to enable new staff to familiarise 

themselves with residents. Only experienced staff 
administered medications.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

Drinks were distributed at regular intervals. Some 
residents also required fluid input and output charts for 
monitoring purposes. Special dietary requirements were 
strictly adhered to for safety reasons. Senior nursing 
staff supervised meal times. A choice of porridge, 
cereals, toast and fruit was available for breakfast. Lunch 
was the main meal of the day and offered residents a 
choice from two hot meat dishes. At teatime, a choice 
of hot meal or salad was available. On St. Claire’s Unit, 
a takeaway meal was ordered from the local chip shop 
each Sunday evening.

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. Information and 
evidence demonstrating compliance was not sent to the 
Inspectorate as requested.

COMPLIANT YES      NO      3

Article 7: Clothing

All residents wore their own clothes, which were 
labeled. If possible, residents chose the clothes they 
wanted to wear each day. If a resident needed new 
clothes this was arranged by the key worker. Clothes 
were cleaned on each unit. None of the residents wore 
night clothes during the day.

COMPLIANT YES      3 NO
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Article 8: Residents’ Personal Property and 
Possessions 

Any monies belonging to residents were initially held in 
the general office. Those residents with the capacity to 
do so controlled their own money. If a resident lacked 
capacity the clinical nurse manager signed for and 
accessed the relevant amount needed. Each resident had 
an individual account book. Money accessed in this way 
was spent on individual needs only. A facility for the safe 
keeping of valuables was available and a property sheet 
that itemised personal property was maintained for all 
new admissions. A policy on residents’ personal property 
and possessions was effective from August 2007 and 
was due for review in July 2009. 

COMPLIANT YES      3 NO

Article 9: Recreational Activities

Each unit inspected had a TV room and access to an 
outdoor area for recreational use. Through the day 
services, there was access to bowling, a gym and an art 
room. A snoezelen multisensory room was also available 
to residents throughout the service. Bus outings were 
also provided.

COMPLIANT YES      3 NO

Article 10: Religion

The hospital had a chaplain. Religious services were 
held every Sunday on campus. Various religious 
denominations could be catered for if requested. TV and 
radio broadcasted morning worship each Sunday. 

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

Each of the three units had a dedicated visitor’s room 
or area. Bedroom areas were also used for visits. Areas 
could be made available for privacy if requested. A 
policy of open visiting was applied by each unit. Visiting 

children had to be accompanied by an adult. A policy on 
visiting was effective from August 2007 and was due for 
review in July 2009. 

COMPLIANT YES      3 NO

Article 12 (1–4): Communication 

Residents were free to communicate at all times. Phones 
were available on each unit and some residents had 
their own mobile phones. For those residents lacking 
capacity, the key worker relayed the communication to 
the resident. A policy on communication was effective 
from August 2007 and was due for review in July 2009. 

COMPLIANT YES      3 NO

Article 13: Searches

It was reported by the CNMs on each of the three units 
inspected that no searches had ever taken place. A policy 
on searches in line with this Article was in draft form.

COMPLIANT YES      NO      3

Article 14 (1–5): Care of the Dying

Any resident who became terminally ill was cared for in 
a single room. A policy on care of the dying was effective 
from August 2007 and was due for review in July 2009.

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

None of the three units inspected had individual 
integrated care plans, as defined in the Regulations. Each 
resident had a nursing care plan. Nursing and medical 
files were maintained separately.

COMPLIANT YES      NO      3
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Article 16: Therapeutic Services and 
Programmes

The day services provided a full programme of 
therapeutic activities in the Educational Centre. One 
resident had successfully completed subjects at Leaving 
Certificate level. Vocational Training was available in a 
number of centres. The facilitators of the programmes 
included Montessori teachers, a woodwork instructor, a 
recreational therapist, a gym teacher, a Lámh manual 
sign language tutor and a PE teacher. They produced 
formal written reports that were kept in the clinical 
files. Not all residents had access to the day services. 
Therapeutic programmes were not linked to residents’ 
care plans on the units. The services had no occupational 
therapist. A snoezelen multisensory room was available 
but staff required training in its use. 

COMPLIANT YES      NO      3

Article 17: Children’s Education

The approved centre was for adults and did not admit 
children. 

Article 18: Transfer of Residents

A referral letter was sent when residents were being 
transferred. The service used an effective “traffic light” 
system in the documentation. Red indicated “things you 
must know about me” such as allergies choking risk, etc; 
amber indicated “things that are really important to me” 
such as communication, taking medication and keeping 
safe; green indicated “things I would like to happen”, 
“what makes me happy”, “how I like people to talk 
to me” and special needs. Policies on internal transfer 
or transfer to another approved centre, to the Central 
Mental Hospital, or to a general hospital were effective 
from August 2007 and was due for review in July 2009. 

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

A GP examined residents every six months. 

St. Fiachra’s Unit:	A sample of clinical files was 
examined. The general health needs of these residents, 
including dental health, ophthalmology, chiropody 
and the administration of flu vaccine were assessed 
regularly and six-monthly physical examinations were 
documented.

St. Claire’s Unit: A sample of the clinical files was 
examined. There was no evidence in one clinical file 
of any mental health review. All other files examined 
showed evidence of regular mental health reviews. The 
general health needs of these residents were assessed 
regularly and six-monthly physical examinations were 
documented.

Dún na Rí:	A sample of the clinical files was 
examined. The general health needs of these residents 
were assessed regularly and six-monthly physical 
examinations were documented.

COMPLIANT YES      3 NO

Article 20 (1–2): Provision of Information to 
Residents

The information required by this Article was not freely 
available to residents on all units inspected. Information 
on illnesses and medication was delivered verbally by 
medical and nursing staff. An advocacy service involving 
Inclusion Ireland was at an early stage of development. 
The service did not have written operational policies and 
procedures for the provision of information to residents. 
It was evident that the service was working with the 
advocacy service to remedy this deficit.

COMPLIANT YES      NO      3

Article 21: Privacy

The beds had curtains for privacy in St. Claire’s Unit and 
St. Fiachra’s Unit. Although this was not the case in Dún 
na Rí, work had begun to remedy this.

COMPLIANT YES      NO      3
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Article 22: Premises

Overall, the building was in a poor state of repair. 
Although a refurbishment programme was in place, the 
task of upgrading all units to an acceptable standard will 
be a mammoth one.

St. Claire’s Unit:	The painting contractors were working 
on the morning of the inspection. Toilets and cistern 
tanks had been upgraded. The bathroom area had been 
upgraded and was well-ventilated. The unit was bright. 

Dún na Rí:	The physical environment was in need of 
refurbishment.

St. Fiachra’s Unit:	The toilet areas were in need of 
immediate refurbishment: one cistern was cracked and 
there was a lack of privacy for residents with the use of 
half-doors and low walls surrounding the cubicles. 

COMPLIANT YES      NO      3

Article 23 (1–2): Ordering, Prescribing, 
Storing and Administration of Medicines

The medication card index had a nurse signature bank 
attached. The doctor’s signature bank was kept separate 
to the medication card index. A policy on Ordering, 
Prescribing, Storing and Administration of Medicines was 
in place and was due for review in December 2008.

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

The health and safety policy was dated 19 November 2005.

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

Dún na Rí used CCTV in the seclusion room for observation. 
The CCTV monitor was situated in the office and had no 
recording facility. A policy on CCTV was effective from 
August 2007 and was due for review in July 2009.

COMPLIANT YES      3 NO

Article 26: Staffing

Nursing staff, care staff and medical staff formed the 
core team. There was input in the clinical file from 
members of the Day Services. 

Table 1: Unit staff levels – St. Claire’s Unit

Staff 
Member

Day  
(0830h to 2000h)

Night 
(2000h to 0830h)

Registered 
Nurse 

4 (including CNM) 2

Care staff 2 0

Table 2: Unit staff levels – Dún na Rí

Staff 
Member

Day  
(0830h to 2000h)

Night  
(2000h to 0830h)

Registered 
Nurse

7 (including CNM) 4

Care staff 4 1

Table 3: Unit staff levels – St. Fiachra’s Unit

Staff 
Member

Day 
(0830h to 2000h)

Night 
(2000h to 0830h)

Registered 
Nurse

5 (including CNM) 2

Care staff 4 1

The service had no social workers, occupational 
therapists and psychologists. A chiropodist, dentist 
and dietician were available when requested. The 
HSE advertised in April 2007 for the recruitment of 
occupational therapists, senior physiotherapists, clinical 
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psychologists and speech and language therapists. The 
current HSE policy on staffing was in place. 

COMPLIANT YES      NO      3

Article 27: Maintenance of Records

The nursing notes were separate to the clinical file. The 
clinical files and nursing care plans reviewed were up 
to date and accurate. Due to the volume of notes, box 
files were used for storage. In the medical clinical files, 
there were some loose pages, and some pages had no 
resident’s name or identification number documented 
on the top of the page. The corporate HSE policy for 
maintenance of records was in place.

COMPLIANT YES      3 NO

Article 28: Register of Residents

At the time of the inspection, the register of residents was 
not fully compliant with Schedule 1 of the Regulations.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

All written policies forwarded to the Inspectorate had 
implementation and review dates. At the time of the 
inspection, a number of policies remained in draft form.

COMPLIANT YES      NO      3

Article 30: Mental Health Tribunals

Up to the date of the inspection, no mental health 
tribunals had taken place. The service shared the mental 
health tribunal suite with the general adult mental 
health service.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

There had been one complaint in the past year. The 
complaints procedure was not displayed for residents or 
their relatives in a prominent position in any of the units 
inspected. The Hospital Manager was the designated 
person dealing with complaints. A policy on complaints 
was effective from August 2006 and was due for review 
in August 2008.

COMPLIANT YES      NO      3

Article 32: Risk Management Procedures

Each resident had an individual risk assessment in their care 
plan. The incident report book on Dún na Rí was reviewed. 
There were nine incidents since January 2007. Details 
of these had been entered into the STARS Web tracking 
system. A feedback report was available. The approved 
centre’s risk management policy was in draft form.

COMPLIANT YES      NO      3

Article 33: Insurance

The local HSE insurance policy applied.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The approved centre’s certificate of registration was 
displayed in a prominent position.

COMPLIANT YES      3 NO
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2.2  EVIDENCE OF COMPLIANCE WITH 
RULES – MENTAL HEALTH ACT 
2001, SECTION 52(d)

SECLUSION

A marked reduction in the use of seclusion had taken 
place and the rates of seclusion continue to fall. One 
resident was secluded in his bedroom as moving him 
to the seclusion room would have caused unwarranted 
trauma to him. The Inspectorate was satisfied that this 
was in the resident’s best interests. The seclusion register 
was up to date and the required documentation was 
in place. Families were consulted and the preference 
expressed about family notification of seclusion was 
taken into account.

COMPLIANT YES      3 NO

ECT

The service did not have an ECT facility and no resident 
was in receipt of ECT. 

MECHANICAL RESTRAINT

It was reported to the Inspectorate that mechanical 
restraint was not used.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

St. Fiachra’s:	One resident required cot sides on her bed 
at night. The clinical file of this resident was examined 
by the Inspectorate. The type of mechanical restraint was 
documented, as were the reasons for its use and duration 
of its usage, in compliance with Part 5 of the Rules. 

St. Claire’s Unit:	The clinical files of residents who 
required mechanical restraint for enduring self-harm 
behaviour were examined. Cot sides and groin restraints 
had been prescribed but this was not in compliance with 
Part 5 of the Rules.

Dún na Rí: The clinical files of residents who required 
mechanical restraint for enduring self-harm behaviour 
were examined. Groin restraints had been prescribed but 
not in compliance with Part 5 of the Rules.

COMPLIANT YES      NO      3

2.3  EVIDENCE OF COMPLIANCE WITH 
CODES OF PRACTICE – MENTAL 
HEALTH ACT 2001, SECTION 51(1)
(b)(iii)

PHYSICAL RESTRAINT

It was reported to the Inspectorate that physical restraint 
was not used. There was no record of physical restraint 
on clinical practice forms.

ADMISSION OF CHILDREN

This was an adult approved centre and did not admit 
children. 
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