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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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DEPARTMENT OF PSYCHIATRY,  
MIDLAND REGIONAL HOSPITAL, PORTLAOISE

APPROVED CENTRE DEPARTMENT OF 
PSYCHIATRY, MIDLAND 
REGIONAL HOSPITAL, 
PORTLAOISE

UNITS INSPECTED MALE ADMISSIONS
FEMALE ADMISSIONS
PSYCHIATRY OF LATER LIFE

DATE OF INSPECTION 25 JUNE 2007

NUMBER OF BEDS 49

TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

The Department of Psychiatry, Midland Regional 
Hospital, Portlaoise 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 SECTION 51(1)(b)(i) 
MENTAL HEALTH ACT 2001 

1.1 DESCRIPTION

The Department of Psychiatry was located in the Midland 
Regional Hospital, Portlaoise. It had three distinct wards: 
male and female admission wards and a 6-bed area for 
the admission of residents under the clinical direction 
of the psychiatry of later life team. The three sector 
teams and the rehabilitation team had admitting rights 
to the two admission units. The catchment management 

team reported that admissions were also accepted from 
the child and adolescent team and the mental health 
intellectual disability team. All units were inspected and 
the Female Admission Unit was inspected in detail. Four 
children had been admitted to the approved centre since 
November 2006. 

The Male Admission Unit was an open 25-bed unit 
located on the ground floor of the hospital. On the day of 
the inspection there were 14 residents. 

The Female Admission Unit was an open 18-bed unit 
located on the ground floor of the hospital. On the day 
of the inspection, there were 15 residents and one was 
detained under the Mental Health Act 2001. 

The Psychiatry of Later Life Ward was a 6-bed unit. Two 
residents were admitted and one of them was detained 
under the Mental Health Act 2001. The ward was under 
the clinical direction of the psychiatry of later life team. 

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

General

1.  Signs must be put in place indicating CCTV is in use. 

	 Outcome: A number of signs indicating the use 
of CCTV had been put up, however they were not 
prominent. It was recommended to the staff and 
the senior management team that these be more 
prominently displayed around the unit, especially 
around the seclusion rooms where CCTV was used for 
monitoring residents. 

2. A consistent approach to physical restraint training 
should be implemented. 

	 Outcome: Staff reported that a number of trainers had 
been trained but a full programme of training had not 
commenced. Following the inspection the catchment 
management team reported that training in crisis 
prevention intervention (CPI) had been ongoing. 
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Female Admission Unit

1.  A policy must be put in place regarding the use of the 
mother and baby facility. 

	 Outcome: This recommendation had been 
progressed. The mother and baby room had been de-
commissioned and was being used as a store room. 

Psychiatry of Later Life Ward

1.  All care plans should be multidisciplinary. 

	 Outcome: This recommendation had not been 
progressed. 

2.  A psychologist should be part of the POLL service and 
occupational therapy time should be increased. 

	 Outcome: This recommendation had not been 
progressed. 

3.  There should be direct access to the garden. 

	 Outcome: This recommendation had not been 
progressed. 

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

The sector teams held weekly meetings on the units. 
The occupational therapist and social worker attended if 
they were involved with a resident on the ward. 

The team attended the Psychiatry of Later Life Ward 
twice weekly. Meetings were held each Tuesday and 
Friday morning. 

3. To develop MDT care plans. 

	 Outcome: This recommendation had not been  
progressed. 

4.  To develop group protocols for group programmes. 
Establish therapeutic focus and move away from 
activation. 

	 Outcome:	A referral process had been put in place 
for the recovery programme. Draft referral criteria 
were drawn up and each resident had an individual 
needs assessment following referral. The focus of the 
programme was on recovery. 

5.  Record group observations from group programmes 
in chart. 

	 Outcome: Staff from the recovery programme reported 
that they made weekly entries into the clinical files. 
The assessments of residents completed at the point of 
referral were stored in the clinical charts. 

Male Admission Unit

1.  Complete ongoing maintenance needs and establish 
a communication facility in the seclusion room. 

 Outcome:	This recommendation had not been 
progressed. Maintenance issues remained outstanding 
and there was no communication facility in the 
seclusion rooms. 

2.  Commence training programme and register of 
training for staff in restraint techniques. 

 Outcome:	This recommendation had not been 
progressed. 

3.  To have regular community meetings on the ward. 

	 Outcome:	This recommendation had not been progressed 
and no formal community meeting took place. 
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1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

The approved centre did not have individual care 
plans as described in the Regulations. On the Female 
Admission Unit each resident had a nursing care 
plan. These care plans were up to date and had been 
evaluated regularly. On the Psychiatry of Later Life Ward 
the nursing care plans were up to date and evaluated 
weekly. Residents attending the recovery programme 
had an occupational therapy care plan. 

1.5  THERAPEUTIC ACTIVITIES

There was social work, psychology and occupational 
therapy input when required. There was a recovery 
programme that residents could be referred to following 
discussion at team meetings. This programme was 
delivered by the occupational therapist, dedicated 
nursing staff and a health care assistant. While the 
occupational therapy input had been increased to 1.0 
whole-time-equivalent in February, at the time of the 
inspection, this input had been reduced from 1.0 to 0.6 
whole-time-equivalent. Referral criteria had been drawn 
up since the last inspection. Each resident referred to 
the programme was assessed and a programme drawn 
up based on this assessment. A global assessment 
tool was administered at the start and the end of the 
programme to assess progress. The programme covered 
topics such as medication management and relapse 
prevention and generally ran over 3 to 4 weeks. The 
programme was reviewed every month to ensure that it 
met with the needs of the current group of residents. A 
number of voluntary agencies such as Aware and GROW 
attended the unit as part of the recovery programme. 
The recovery programme staff reported that they wrote 
weekly progress reports in the clinical files and that 
the initial assessment reports were also kept in the 
resident’s clinical file. Staff from the recovery programme 
did not attend the regular MDT meetings. 

1.6  ENVIRONMENT AND FACILITIES

The premises were generally in good decorative order. The 
corridors were wide and bright. There was an enclosed 
garden area which was not overlooked by other parts of 
the hospital. The approved centre did not have a room for 
holding mental health tribunals and this meant that two 
staff had to accompany patients to tribunals, which were 
held in St. Fintan’s Hospital. Staff reported that some patients 
found it distressing to have to go elsewhere for their tribunal 
and also that staffing levels on the units were impacted. 

The Female Admission Unit had three single rooms 
with en suite toilet facilities, one 6-bed and two 4-bed 
dormitories. The bedrooms contained individual lockers 
and wardrobes and had reading lights over the beds. The 
dormitory areas had separate shower and toilets except 
for one 4-bed dormitory where the washing and toilet 
facilities were located on the corridor. The six-bed unit 
functioned as a high observation area and had a desk for 
a nurse. The fan was not working in the assisted bathroom 
and there was mould or fungal growth on the walls and 
around the shower area. The unit had a number of sitting 
and lounge areas and a quiet room. Residents could use 
the shop and cafeteria in the main hospital. 

1.7  INTERVIEW WITH RESIDENTS

One resident asked to speak to the Inspectorate. This 
resident had two main concerns. First, the garden area 
did not open until after 0800h and this was not early 
enough in the morning as he liked to smoke, and 
second, he was unhappy about being detained in the 
hospital. He reported that he had attended a mental 
health tribunal. Other than these issues he reported that 
he was satisfied in general with his care and treatment 
in the approved centre. 
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PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 25 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, meetings with senior 
staff on duty on the day of the inspection, a review of 
relevant paper documentation, photographic evidence of 
files and the physical environment. The Female Admission 
Unit was inspected in detail for compliance with the 
Regulations. A feedback meeting was held with senior staff 
and management after the inspection. 

Article 4: Identification of Residents 

Two nursing staff administered medication. Generally a 
core staff group were on the unit.

COMPLIANT YES       3 NO

Article 5: Food & Nutrition

A water dispenser was located on the unit. A choice 
of food was available and special dietary needs were 
catered for. There was a snack vending machine on the 
corridor and residents could also access the hospital 
cafeteria and shop.

COMPLIANT YES       3 NO

1.8  GOOD PRACTICE DEVELOPMENTS

Female Admission Unit

1.  The unit routinely gathered feedback from residents 
about their hospital stay. 

2.  The unit had commenced using a formal risk 
assessment tool for detained patients on admission 
and for those in seclusion.  

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 develop individual care 
plans as described in the Regulations. 

2.  Staff from the recovery programme area should 
attend the MDT meetings. 

3.  The assisted bathroom area where there was poor 
ventilation should be repaired, cleaned and repainted. 

4.  The occupational therapy input to the unit should be 
restored. 

5.  The approved centre should monitor the impact, 
on patients and department functioning, of holding 
mental health tribunals away from the main campus. 
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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 kept their own clothes and a laundry 
facility was available. In the event of a resident requiring 
more clothes, families were asked to bring in clothes. 
Residents could use their own money to buy clothes 
themselves or funding could be allocated for this 
purpose in emergencies. Residents who were on special 
observation or in the high observation area were nursed 
in their night clothes. This was documented in the unit’s 
policy and was recorded in the individual’s care plan.

COMPLIANT YES       3 NO

Article 8: Residents’ Personal Property and 
Possessions 

An up-to-date property book was kept and this recorded 
all the resident’s possessions at the time of admission. 
The top copy of the property sheet was given to the 
resident and the other copy was kept in the book. 
Residents were advised not to keep valuables on the 
unit. There was a facility for the safe storage of valuables 
if required. Sample property sheets were audited by 
the Inspectorate and were an accurate record of the 
residents’ possessions. The centre had a policy with the 
title Patients Personal Property and Possessions that was 
issued September 2003 and reviewed in 2007.

COMPLIANT YES       3 NO

Article 9: Recreational Activities

A range of recreational activities were available on the 
unit including TV, videos, music, books and a choice of 
board games. Residents were able to go to bingo. A 
hairdresser and beautician attended every week.

COMPLIANT YES       3 NO

Article 10: Religion

The Roman Catholic chaplain and Eucharistic ministers 
visited the unit. There was mass in St. Fintan’s Hospital 
on Sunday mornings, which some residents attended. 
The centre had a guideline relating to the Religious 
and Cultural Needs of Patients that was issued in May 
2007 and had a comprehensive information pack about 
different religious, cultural and ethnic backgrounds.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

The visiting times were clearly displayed on the 
noticeboard and were included in a leaflet given to 
residents and families at admission. Visiting outside of 
the arranged times could be facilitated on occasion by 
agreement with the nurse in charge. A number of indoor 
areas (including a quiet room), the enclosed garden 
and the hospital cafeteria were used for private visits. 
The approved centre had a policy with the title Visits to 
Hospital that was issued in September 2004 and reviewed 
in 2007, and it included reference to visits of children.

COMPLIANT YES       3 NO

Article 12 (1–4): Communication 

Telephone facilities were available and post could be 
easily sent and received. Staff reported that incoming 
or outgoing communication was never examined. 
Email and internet access were not provided. The 
centre did not have a policy on communication. Since 
the inspection, the service submitted a policy on 
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Article 15: Individual Care Plan

Individual care plans were not in use. Separate nursing 
and occupational therapy care plans were up to date and 
reviewed regularly.

COMPLIANT YES NO       3

Article 16: Therapeutic Services and 
Programmes

Referral to psychology, social work and occupational 
therapy was available. There was also a recovery 
programme that involved individual assessment. The 
programme was delivered by the occupational therapist 
and dedicated nursing staff.

COMPLIANT YES       3 NO

Article 17: Children’s Education

There was no provision for the education of children. 

COMPLIANT YES NO       3

Article 18: Transfer of Residents

Staff reported that in the event of a transfer of a 
resident, the registrar wrote a referral letter and the 
nurse in charge ensured that a nursing report was sent 
with the resident. The reason for referral was noted 
in the clinical files. In the event that the resident was 
transferred to a general ward, the general medical 
registrar would attend the unit and assess the resident. 
This report would be sent with the resident. The centre 
had a policy with the title Transfer of Involuntary Patients 
that was issued December 2006 and reviewed in 2007. 
No policy was in place in relation to the transfer of those 
other than detained patients.

COMPLIANT YES NO       3

communication of information in relation to patients. 
However, this did not fully address the requirements 
under this Article.

COMPLIANT YES NO       3

Article 13: Searches

Staff reported that occasional searches were conducted. 
In the event of a search, staff reported that the resident’s 
permission was sought, the reason for the search was 
explained and two members of staff carried out the 
search. The clinical file of one resident who had been 
searched was reviewed. There was no written record 
in the clinical file of this search. A policy with the title 
Conducting a Patient or Property Search was issued 
September 2003 and reviewed in 2007. This covered 
situations for searches with or without consent. The 
policy stipulated that searches without consent must be 
documented, while this Article requires that all searches 
be documented. The policy indicated the procedure in 
relation to the finding of illicit substances. Staff were 
required to sign that they had read the policy. A draft 
policy with the title The Finding of Banned or Illicit 
Substances had not been finalised. 

COMPLIANT YES NO       3

Article 14 (1–5): Care of the Dying

Staff reported that in the event of a resident becoming 
terminally ill there was provision for close liaison with 
the general medical wards and staff in the general 
hospital. The unit had a number of single rooms that 
could be used to ensure privacy and dignity and facilitate 
family visiting. Spiritual assistance could be accessed 
through the hospital chaplaincy service. There had been 
no sudden deaths on the unit. The centre had a policy 
with the title Care of the Dying/Death by Misadventure/
Death in Hospital that was issued March 2003 and 
reviewed in 2007.

COMPLIANT YES       3 NO
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Article 19 (1–2): General Health

Residents were facilitated to attend outpatient medical 
appointments and were accompanied by a nurse if 
necessary. Medical staff attended the unit. Residents 
could attend the physiotherapy department in the 
hospital and the physiotherapist attended the unit if 
required. Staff reported that on occasion residents have 
attended a dentist in town. In the clinical files reviewed, 
there was evidence of regular mental health reviews 
and physical examinations on admission and whenever 
appropriate. These were recorded in the case notes. 
Access to the national breast screening programme was 
available. A Responding to Medical Emergencies policy 
was issued in April 2005 and reviewed in 2007.

COMPLIANT YES       3 NO

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

A noticeboard on the corridor displayed information 
about the residents’ MDTs and meal times. An 
information leaflet outlined meal times, visiting 
arrangements, personal property arrangements and 
included details of advocacy and voluntary agencies. 
Information about common psychiatric diagnoses and 
medications, including side effects, was available on 
the unit. The Irish Advocacy Network attended the 
unit weekly. The centre had a draft policy with the title 
Provision of Information to Residents which referred only 
to patients and not to residents.

COMPLIANT YES NO       3

Article 21: Privacy

The male and female units were separate. All the 
bedroom doors had observation panels. The dormitories 
had curtains around each bed. 

COMPLIANT YES       3 NO

Article 22: Premises

The premises were clean and in good decorative order. 
The building was well lit and ventilated. Staff reported 
that maintenance issues were usually addressed quickly.

COMPLIANT YES       3 NO

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

The medical card index was reviewed and was in order. 
The Administration, Ordering, Safe Custody and Storage 
of Medications policy was issued in September 2003 and 
reviewed in 2007.

COMPLIANT YES       3 NO

Article 24 (1–2): Health & Safety

There was no policy relating to the health and safety of 
residents, staff and visitors. Since the inspection, a health 
and safety statement was submitted. 

COMPLIANT YES       3 NO

Article 25: Use of Closed Circuit Television (CCTV)

CCTV was used on the unit. The signs indicating the use 
of CCTV were not prominently displayed particularly 
around the seclusion rooms. The system was not capable 
of recording. The Use of Closed Circuit Television policy 
was issued May 2007.

COMPLIANT YES NO       3

Article 26: Staffing

The HSE policies in relation to the recruitment, selection 
and vetting of staff applied to this centre. There were 
five nursing staff and one health care assistant on duty 
during the day and two nurses at night. A record of staff 
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Article 28: Register of Residents

The register of residents did not contain all the 
information specified in Schedule 1 of the Regulations. 
Since the inspection, a copy of the admission sheet with 
all the requirements under Schedule 1 was sent to the 
Inspectorate. 

COMPLIANT YES       3 NO

Article 29: Operating policies and procedures

There was a system to ensure compliance with this Article.

COMPLIANT YES       3 NO

Article 30: Mental Health Tribunals

All residents who required a mental health tribunal 
were facilitated in St. Fintan’s Hospital as there was no 
facility within this approved centre. A member of staff 
accompanied the resident to St. Fintan’s Hospital and 
remained for the duration of the tribunal. Staff reported 
that this had staffing implications on the unit and also 
had been distressing for patients who had to go off 
campus for their tribunal.

COMPLIANT YES       3 NO

Article 31: Complaint Procedure

The complaints procedure was displayed prominently on 
the unit and was outlined in the information leaflet for 
residents and their families. The centre did not have a 
policy on complaints but did have a guideline. This has 
been changed since the inspection and a copy was sent 
to the Inspectorate. The service also adhered to the HSE 
national complaints policy.

COMPLIANT YES       3 NO

on duty was kept by nursing management. There was an 
occupational therapist 3 days per week. 

Table 1: Staffing levels

Unit Staff Member Day Night
Female 
Admissions

Nurse 5 2
Health care assistant 1 0

Male 
Admissions

Nurse 5 2
Health care assistant 0 0

Psychiatry 
of Later Life

Nurse 2 1
Health care assistants 0 0

Staff reported that they had access to further training 
and education and a number of them had completed 
training courses. Staff reported that they had received 
training in the Mental Health Act 2001, and copies of 
the Act, Regulations, Rules and Codes of Practice were 
available on the unit.

COMPLIANT YES       3 NO

Article 27: Maintenance of Records

There was evidence of multidisciplinary team input 
to the clinical files inspected. The files were in good 
order, clear and legible. The nursing care plans were 
collaborative, with the resident co-signing them, up to 
date and reviewed regularly. A joint risk assessment 
was undertaken with both the nurse and doctor signing. 
The catchment management team reported that there 
were policies relating to the creation of, access to, and 
retention and destruction of records but these were 
not made available to the Inspectorate on the day of 
the inspection. There was a policy on nursing records. 
Records indicating food safety, health and safety and fire 
inspections must be sent to the Inspectorate. Since the 
inspections all of the reports requested were submitted.

COMPLIANT YES       3 NO
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Article 32: Risk Management Procedures

The centre did not have a comprehensive risk 
management policy. Since the inspection, the 
Inspectorate received a copy of the corporate risk 
management manual. All incidents are recorded and 
feedback reports were available. 

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 framed and on display at the main 
entrance.

COMPLIANT YES       3 NO

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

SECLUSION

The Male Admission Unit had two seclusion rooms on 
the ward and no one was in seclusion on the day of 
the inspection. A file of a detained patient who had 
been secluded was reviewed. The file was in order 
and contained the orders for seclusion and nursing 
observations. The seclusion register was reviewed and 
was found to be in order. The centre had a policy on 
seclusion issued in May 2007.

COMPLIANT YES       3 NO

ECT

ECT was administrated twice weekly. The ECT register 
was reviewed, three ECT treatments had been given 
to a detained patient since the commencement of 
these Rules. The patient’s file was reviewed and was in 
order. The ECT suite complied wth the requirements of 
this Rule. It contained a waiting room with toilets, two 
changing rooms, a treatment room and recovery room. 
A named consultant psychiatrist and named nurse had 
responsibility for ECT. The Inspectorate was informed that 
additional nursing staff had been appointed to ECT and 
that they would be taking up the posts in the near future. 
The information provided to patients did not meet the 
requirements under this Rule for the following reasons: 
the information pack was dated 2004 and the leaflet 
given to patients was dated 1996, published by the Royal 
College of Psychiatrists and referred to English law. This 
was brought to the attention of the senior staff on duty on 
the day of the inspection. The centre had a policy with the 
title Electro Convulsive Therapy that was not signed.

COMPLIANT YES NO       3

MECHANICAL RESTRAINT

The Inspectorate was informed that no form of 
mechanical restraint was used in the approved centre. 
A policy with the title Mechanical Means of Bodily 
Restraint for Immediate Threat of Serious Self-Harm to 
Self or Others was issued in May 2007. 

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

The Inspectorate was informed that mechanical restraint 
for enduring self-harm was not used.

COMPLIANT YES       3 NO
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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 physical restraint clinical practice forms on the 
Male Admission Unit were inspected and 17 orders for 
physical restraint were found to have been recorded. 
Photographic evidence was taken of forms that had 
not been completed in full. The omissions related to 
forms that not been signed by the registered medical 
practitioner and Section 13 not being signed. A policy on 
the Use of Physical Restraint was issued in May 2007. 

COMPLIANT YES NO       3

ADMISSION OF CHILDREN

No children had been admitted since 1 November 2006. 
The Inspectorate was informed that in the event of a 
child being admitted, it would be to the high observation 
area with special nursing. The centre did not meet the 
requirements under Section 2.5 of this Code of Practice. 
The approved centre did not have a policy relating to the 
admission of children.
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APPROVED CENTRE ST. FINTAN’S HOSPITAL, 
PORTLAOISE

UNITS INSPECTED MALE WARD SIX
REHABILITATION

DATE OF INSPECTION 26 JUNE 2007

NUMBER OF BEDS 29

TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

St. Fintan’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 as requested.

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

1.1 DESCRIPTION

St. Fintan’s Hospital had two units, Male Ward Six and 
Rehabilitation, and both operated under the clinical 
direction of the rehabilitation team.

Male Ward 6 was located on the ground floor in the 
main hospital building. It provided continuing care to 
12 male residents. The profile, age range and needs 
of the residents varied and this provided a challenge 
to the team and the ward staff on a daily basis. All 
new admissions to the ward must be referred to the 
rehabilitation team and agreed by the Clinical Director. 

There was one recent admission to the ward from the 
Central Mental Hospital.

The Rehabilitation Ward was located on the first floor in 
the main hospital building. It was an open unit with 17 
beds, down from 27 beds last year. On the day of the 
inspection there were 6 male and 8 female residents. 
Two of these residents, one female and one male, 
were on leave. All residents were voluntary. A major 
refurbishment project was planned to reduce the area of 
the ward and limit it to two wings of the first floor. This 
will make the unit more compact, given that the overall 
number of beds had already been reduced. Residents 
from the unit may progress to the 4-bed rehabilitation 
facility called New Horizons, or to The Lodge, a recently 
renovated house, situated on campus.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT 

Male Ward 6

1.  The policy on the use of restraint should be reviewed 
immediately and a report should be sent to the 
Inspectorate on the current state of compliance with 
the existing policy in the case of the patients referred 
to above.

 Outcome: This recommendation had been addressed 
in full.

2.  The function of the unit should be clarified as soon 
as possible and a comprehensive assessment of the 
needs of each patient should be carried out.

	 Outcome: The ward provided continuing care to a 
range of residents with complex and challenging 
needs. The team had completed an assessment on 
each resident.

3.  A system of MDT care planning should be introduced. 

 Outcome: The rehabilitation team had introduced a 
comprehensive assessment and care planning process. 
It was based on the care programme approach.

ST. FINTAN’S HOSPITAL, PORTLAOISE
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 Outcome:	A weekly programme was provided by 
ward staff and an occupational therapist. A massage 
therapist attended on Monday and Thursday 
afternoons. The residents had access to a gardening 
programme since the last inspection. Attendance at 
therapeutic programmes was based on the care plan 
and individual residents’ preferences.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Both wards were under the clinical direction of the 
rehabilitation team. The team had 1.0 whole-time-
equivalent consultant psychiatrist, a 0.5 whole-time-
equivalent senior registrar and a 1.0 whole-time-
equivalent occupational therapist. The team had no 
dedicated social worker or psychologist, but these 
services were accessed if necessary through the 
community-based sector teams. Nurses were based on 
the ward and in the community residential services. The 
team met weekly on the wards to review the residents.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

All residents had integrated multidisciplinary care plans. 
The care plans were produced in collaboration with 
the resident, who co-signed them. The team had been 
using a Rehabilitation Team Assessment (RTA) since 
May and this included formal assessment of risk. Any 
member of the team could undertake this standardised 
assessment at the point of referral. The RTA included 
a record of a care plan and crisis plan that was agreed 
and signed by the resident, the key worker and the 
consultant psychiatrist.

1.5  THERAPEUTIC ACTIVITIES

Male Ward 6: Each resident had access to an appropriate 
range of therapeutic services and programmes based on 
individual needs assessment and linked to the individual 

4.  A programme of individual needs-based therapeutic 
activities should be designed for each patient.

 Outcome:	A considerable amount of work had been 
undertaken in this area. A weekly programme was 
provided, based on suggestions from the residents. 
The ward staff and an occupational therapist facilitated 
the group programme. The residents had access to a 
gardening programme since the last inspection.

5.  The plan to refurbish the unit should be expedited in 
order to enhance the quality of life of the patients.

 Outcome: This recommendation had not been 
progressed. Photographic evidence was taken and the 
senior management team on duty were informed.

Rehabilitation Ward

1.  The overall role, function and location of the ward 
needs to be determined.

 Outcome: The ward provided rehabilitation for a 
maximum of 17 residents and operated under the 
clinical direction of the rehabilitation team.

2.  The introduction, review and evaluation of 
multidisciplinary team care plans should continue.

	 Outcome:	The team had reviewed its care plan and 
amended it into a Rehabilitation Team Assessment 
(RTA) form, which was introduced in May 2007.

3.  The staffing number on the rehabilitation team should 
be increased to meet need.

 Outcome: A 0.5 whole-time-equivalent NCHD post 
had been added to the rehabilitation team and the 
team had a full-time occupational therapist. The 
team did not have dedicated psychology or social 
work input, and access to these services was on an 
individual basis by referral to relevant discipline on 
the community-based sector teams.

4.  Therapeutic programmes should be linked to 
individual care plans.
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care plan. This included gardening, excursions, and 
music. An occupational therapist facilitated a weekly 
group on the ward. A schedule of activities led by the 
nursing staff was displayed on noticeboards in the 
ward and changed on a weekly basis. Many of the 
men had been involved in the garden project from the 
start and continued to take an active part in its regular 
maintenance with the staff.

Rehabilitation Ward:	A ward-based therapeutic 
programme was delivered by nursing staff. All residents 
had been assessed by the occupational therapist and this 
needs-based assessment was used to inform the care 
plan and determine their programme. The preferences 
of the residents were also taken into account. The ward 
had a massage and relaxation therapy room and the 
massage therapist attended twice a week. Attendance 
at this part of the programme was recorded as part of 
the residents care plan. Community meetings with the 
residents were held monthly. Many of the residents on 
the ward had been involved in the transformation of the 
garden and some residents continued to take an interest 
in its regular maintenance. 

1.6  ENVIRONMENT AND FACILITIES

Male Ward 6

The premises were clean and neatly kept, however there 
were some outstanding issues regarding the fabric and 
decoration of the approved centre. In some areas paint 
was peeling and the toilets needed upgrading. Other 
concerns identified were the lack of a sluice facility and 
lack of a clinical room (a nursing office was being used). 
The enclosed garden area had been developed since 
the last inspection and it was reported by the residents 
that they enjoyed the space and were involved in the 
planning and upkeep of the area.

Rehabilitation Ward

A major refurbishment project was planned to reduce 
the area of the ward and limit it to two wings of the first 
floor. This will make the unit more compact given that 
the overall number of beds had been reduced. The male 

bedrooms were narrow and dark. Four of the female 
bedrooms were partitioned and devoid of natural light, 
in contrast to the five other female bedrooms that had 
windows and were spacious and bright. One female 
bathroom had evidence of dampness and paint was 
peeling from the walls. One male shower room and 
one male bathroom were in need of redecoration. The 
shower doors for both male and female residents were 
in need of replacement. In one area where there were 
two female toilets, one did not have the facility of a 
wash-hand basin; the other toilet had no toilet seat. The 
Inspectorate was informed during last year’s inspection 
that there were plans for a new shower room to be 
installed in the female bedroom area and for the large 
dining area to be divided. There had been no progress 
on these to date, although hope was expressed that this 
would be completed as part of a phased refurbishment 
of the ward to reduce the overall size.

1.7  INTERVIEWS WITH RESIDENTS

None of the residents asked to see the Inspectorate. 
A number of residents spoke individually to the 
Inspectorate regarding the garden project.

1.8  GOOD PRACTICE DEVELOPMENTS

Male Ward 6 

1.  The development of a prescription sheet for the use of 
mechanical restraint for enduring self-harm behaviour.

Rehabilitation Unit

1.  The commencement of the new integrated 
multidisciplinary care plan called the Rehabilitation 
Team Assessment (RTA).

2.  The provision of two graded rehabilitation facilities, New 
Horizons and The Lodge, which residents can progress to 
as part of the rehabilitation and recovery plan.
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PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 26 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 senior nursing, medical staff and the CNM2, a review 
of relevant documentation and photographic evidence 
gathered on the day of the inspection. Where wards 
differed, this was reported separately. 

Article 4: Identification of Residents

A core staff group was on duty on the wards and 
residents were there for a long time and were well 
known to staff. Two registered psychiatric nurses 
administered medication.

COMPLIANT YES       3 NO

Article 5: Food and Nutrition

Jugs of drinking water were available to residents. Food 
was prepared at the general hospital and transported 
to the unit. A good variety of food was provided for 
residents and any special dietary requirements were 
met. Regular meals were provided through the day, with 
supper in the evenings and snacks as required.

COMPLIANT YES       3 NO

3.  A games room and massage therapy room had been 
commissioned and had provided additional resources 
for therapeutic and recreational activities.

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

General

1.  The policies, procedures and protocols should be 
developed for St. Fintan’s Hospital and reflect local 
practice.

Male Ward 6

1.  The necessary maintenance work identified in 2006 
should be completed as a matter of urgency.

Rehabilitation Ward

1.  The refurbishment work should be completed as soon 
as possible in order to ensure the privacy and dignity 
of residents.
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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 were encouraged to wear their own clothes. 
When a resident did not have an adequate supply, they 
were taken out to local shops to choose new clothes. 
Where unable to do so, an arrangement was in place 
with a local business to bring in selection of clothing 
from which the resident could make their choice. 
Residents did not wear night clothes during the day, 
unless specified in the resident’s care plan. 

COMPLIANT YES       3 NO

Article 8: Residents’ Personal Property and 
Possessions 

On admission, a written record of personal property and 
possessions was made and kept separately from the 
resident’s individual care plan. Some residents had been 
on Male 6 Ward for many years (decades) and so this 
documentation was not in order for some individuals. 
Residents of Male Ward 6 and the Rehabilitation Ward 
generally kept their own possessions. A facility for the safe 
keeping of valuables was provided. The approved centre did 
not have a policy. Since the inspection, a policy on handling 
residents’ money and valuables was submitted.

COMPLIANT YES       3 NO

Article 9: Recreational Activities

Residents had good access to a variety of appropriate 
recreational activities. Activities included TV, books, 
music, and day trips to visit shops and sites of interest 

and to attend local sporting events of interest to 
residents. Many residents also enjoyed gardening. 

COMPLIANT YES       3 NO

Article 10: Religion

Residents were facilitated in the practice of their religion. 
Many listened to daily mass on the radio. Where 
practicable, residents attended Sunday religious services 
in the Roman Catholic or Church of Ireland chapels on 
the hospital grounds. A Roman Catholic chaplain was 
available on call to residents.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

Appropriate arrangements were made for residents to 
receive visitors. Visiting was encouraged, other than 
during meal times. A record was kept of all visitors to 
Male Ward 6. An adult had to accompany children on 
both wards. Although a visiting room was available, it 
was reported that visitors and residents often preferred 
to use the bedside, dayroom or garden areas.

COMPLIANT YES       3 NO

Article 12 (1–4): Communication 

Residents were free to communicate at all times, 
having due regard to their well-being, safety and 
health. Incoming and outgoing communication was only 
examined where there was reasonable cause to believe 
that communication might result in harm to the resident 
or others. Staff gave mail directly to residents and 
helped the resident read it where necessary. The main 
forms of communication available to residents were mail 
and telephone. Some residents on the Rehabilitation 
Ward had their own mobile phone. No written policy 
and procedure was in place on communication. Since the 
inspection, a policy titled Communication of Information 
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on a weekly basis. All residents had access by referral 
to other disciplines working in mental health. Referrals 
were also arranged through the general hospital for 
physiotherapy and speech and language therapy services 
if required.

COMPLIANT YES       3 NO

Article 17: Children’s Education

This approved centre had not admitted a child since 1 
November 2006. 

Article 18: Transfer of Residents

The approved centre did not have a policy in place on 
the transfer of residents to a general hospital. Staff were 
aware of the procedure when transferring a resident 
to the general hospital. A policy was in place for the 
transfer of patients to other approved centres.

COMPLIANT YES NO       3

Article 19 (1–2): General Health

Male Ward 6:	Residents were facilitated in attending the 
general hospital to access health services and outpatient 
appointments. The case notes examined on Male Ward 
6 had records of six-monthly physical health checks that 
were completed by NCHDs. Nursing staff checked vital 
signs and urinary dipstick monthly in those not requiring 
these routinely. Residents had access to the national 
breast cancer screening programme.

Rehabilitation Ward:	The clinical files reviewed 
indicated that residents had been facilitated to attend 
a number of different general health services, including 
referral to medical consultants, physiotherapy and 
dentists. Three of the clinical files reviewed did not 
contain documented evidence that the residents in 
question had been reviewed physically at least within 
the last six months as required by this Article, two of 
the files did not contain any evidence that the resident 

in Relation to Patients was submitted. This did not meet 
the requirements under this Article.

COMPLIANT YES NO       3

Article 13: Searches

No policy was available in relation to searches. Since 
the inspection, a policy was submitted. Staff indicated 
that searches of residents were not carried out on either 
ward.

COMPLIANT YES       3 NO

Article 14 (1–5): Care of the Dying

Written operational policies and protocols were in place 
for care of residents who were dying.

COMPLIANT YES       3 NO

Article 15: Individual Care Plan

The Rehabilitation Team Assessment (RTA) and care 
plans were being used and there was evidence of this 
in the files examined on both wards. The key worker, 
resident and consultant psychiatrist signed the care plan. 
Where a resident required the services of a dietician, 
speech and language therapist or physiotherapist this 
was accessed for them through the general hospital.

COMPLIANT YES       3 NO

Article 16: Therapeutic Services and 
Programmes

Each resident had access to an appropriate range of 
therapeutic services and programmes in accordance with 
his or her individual care plan. An occupational therapist 
visited both wards weekly. A schedule of activities was 
displayed on noticeboards in both wards and changed 
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had ever received a general health assessment while 
admitted. There was a policy on responding to medical 
emergencies.

COMPLIANT YES NO       3

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

An information booklet was available to residents 
with information specific to both wards as well as 
general housekeeping, visiting and meal times. 
Verbal information on diagnosis and medication 
was given to residents by nursing and medical staff. 
No written information was available on diagnosis. 
The rehabilitation team care plans also had user 
involvement, facilitating the provision of information to 
residents. Relevant advocacy and voluntary agencies 
were not visiting Male Ward 6 but there were plans to 
involve Schizophrenia Ireland and the Irish Advocacy 
Network according to the senior management team. It 
was reported by the CNM2 on the Rehabilitation Ward 
that both Schizophrenia Ireland and the Irish Advocacy 
Network regularly attended the ward. No written 
operational policies and procedures for the provision of 
information to residents were available. 

COMPLIANT YES NO       3

Article 21: Privacy

Male Ward 6: Some measures to preserve privacy and 
dignity were in place, such as individual lockers and 
curtains in bed areas. A number of areas were available 
for residents use including a well-kept garden area, a 
bright day room, a visiting room and a smoking room. 
The bedroom area in Male Ward 6 was a large dormitory 
divided in two parts. There were two 3-bed rooms, one of 
which was not in use and could be used when need arose 
to provide additional privacy.

Rehabilitation Ward: The male and female bedrooms, 
toilets and bathing facilities were segregated. Most of the 
bedrooms were single and had curtains on the windows 

apart from four female bedrooms that were partitioned 
and devoid of natural light, in contrast to the five other 
female bedrooms that had windows and were spacious 
and bright. There were many private areas on the 
Rehabilitation Ward, including rooms and private alcoves 
along the corridors that had armchairs and a table.

COMPLIANT YES       3 NO

Article 22: Premises

Male Ward 6:	The premises were clean and neatly 
kept, but there were some outstanding issues regarding 
the fabric and decoration of the approved centre. In 
some areas paint was peeling and the toilets needed 
upgrading. Other concerns identified were the lack of a 
sluice facility and lack of clinical room (a nursing office 
was being used). The unit was adequately lit, heated 
and ventilated. Where required residents had seating 
assessments by the occupational therapist and their 
needs were met accordingly.

Rehabilitation Ward:	The ward was clean and neatly 
kept, however, in some areas, paint was peeling and 
the toilets needed upgrading. The ward was adequately 
heated and ventilated but the male bedroom areas 
and four of the female bedrooms were not adequately 
lit. The floor area of the Rehabilitation Ward was 
large and work was expected to commence shortly to 
have the facility based on two wings following major 
refurbishment.

COMPLIANT YES NO       3

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

No written operational policies were in place relating to 
the ordering, prescribing, storing and administration of 
medicines to residents. Medication was ordered through 
the hospital pharmacy on site and stored in a locked 
drug trolley in a secure location on the wards. There was 
a signature bank for the medication card index. Since the 
inspection, a policy for the Department of Mental Health 
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high standard and showed evidence of weekly reviews 
of nursing care plans. On the Rehabilitation Ward there 
were recent medical, nursing, occupational therapy and 
massage therapist notes in the files reviewed. There was 
a policy on the creation and maintenance of records. The 
service complies with the HSE policy on the destruction 
of records. Documentation relating to inspections of food 
safety, health and safety and fire inspections were not 
viewed on the day. This documentation must be sent to 
the Inspectorate.

COMPLIANT YES NO       3

Article 28: Register of Residents

The register was kept on the Rehabilitation Ward but 
did not contain all the information required by Schedule 
1 of the Regulations. Since the inspection, the service 
submitted an admission sheet, which included all the 
requirements under Schedule 1. It was reported by the 
senior management team that this information was also 
entered on the patient administration system. 

COMPLIANT YES       3 NO

Article 29: Operating Policies and Procedures

There was a set of operating policies and procedures for 
the Department of Mental Health. The service needs to 
localise these to this approved centre and to ensure that 
they reflect local practice.

COMPLIANT YES NO       3

Article 30: Mental Health Tribunals

A suite of rooms was available for mental health tribunals. 
Staff were available to accompany or assist residents 
where necessary to attend the mental health tribunals.

COMPLIANT YES       3 NO

on ordering, prescribing, storing and administration of 
medicines was submitted.

COMPLIANT YES       3 NO

Article 24 (1–2): Health and Safety

Both wards had an up-to-date Health and Safety 
Statement.

COMPLIANT YES       3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was not in use in the approved centre at the time 
of the inspection.

Article 26: Staffing

The numbers of staff and skill mix were appropriate to the 
needs of residents, the size and layout of the approved 
centre. Male Ward 6 was staffed by a CNM2, a staff 
nurse and two health care assistants on a daily basis. At 
night two staff nurses were on duty. During the day, the 
Rehabilitation Ward was staffed by a CNM2, three staff 
nurses, one rostered nursing student and a health care 
assistant. At night two staff nurses were on duty. An 
Assistant Director of Nursing was on duty at all times.

Staff were up to date in mandatory training courses 
such as cardio-pulmonary resuscitation (CPR), manual 
handling and fire training. A recent rehabilitation 
training day included input on recovery and Psychosocial 
Interventions (PSI). Staff were aware of the provisions of 
the Act and Regulations.

COMPLIANT YES        3 NO 

Article 27: Maintenance of Records

The case notes were stored in a metal filing cabinet in 
the nursing office. They were easily retrieved, legible, 
up to date and in good order. Nursing notes were of a 
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Article 31: Complaint Procedures

Complaints were resolved locally where possible. 
There was a comments and complaints box on the 
Rehabilitation Ward but there was no sign on or around 
the box indicating its use. HSE brochures regarding the 
complaints process were available on both wards. The 
HSE policy on complaint procedures was in operation.

COMPLIANT YES        3 NO

Article 32: Risk Management Procedures

The multidisciplinary team care plan contained a clinical 
risk management section. There were no policies in 
place for residents missing from the ward, self-harm or 
suicide, relating to practice in this approved centre. Since 
the inspection, a copy of a policy on a patient going 
missing from an area was submitted. All incidents are 
reported in the incident report book and a copy sent to 
the Risk Manager for the area. Feedback was available 
from the STARS Web tracking system.

COMPLIANT YES NO       3

Article 33: Insurance

The HSE insurance policy covered this approved centre.

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

The certificate of registration was displayed in the 
reception area of the hospital.

COMPLIANT YES       3 NO

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

SECLUSION

The Inspectorate was informed that there were no 
seclusion facilities in the approved centre and seclusion 
was not used.

ECT

The Inspectorate was informed that there were no ECT 
facilities in the approved centre.

MECHANICAL RESTRAINT

The Inspectorate was informed that mechanical restraint 
was not used in the approved centre. There was a policy 
on the use of mechanical restraint for the Department of 
Mental Health.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

One resident had been prescribed restraint in the form of 
belts and bed rails. This was clearly documented in the 
clinical file. In addition the team had developed a clinical 
risk sheet for this part of the Act. Minor amendments 
were suggested to the team. 

COMPLIANT YES       3 NO

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

PHYSICAL RESTRAINT

The Inspectorate was informed that physical restraint was 
not used in the approved centre. The approved centre 
did not have a policy in relation to the use of physical 
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restraint. Since the inspection, a standard operating 
procedure on the use of physical restraint was submitted. 

ADMISSION OF CHILDREN

It was stated by the senior management team that the 
approved centre did not admit children.
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APPROVED CENTRE ST. LOMAN'S HOSPITAL, 
MULLINGAR

UNITS INSPECTED FEMALE ADMISSION 
WARD
MALE ADMISSION WARD
ST. ANNE’S WARD
ST. EDNA’S WARD
ST. BRIDGET’S WARD
ST. CLAIRE’S WARD
ST. MARIA GORETTI WARD

DATE OF INSPECTION 12 AND 13 JUNE 2007

NUMBER OF BEDS 154

TYPE OF INSPECTION UNANNOUNCED

INTRODUCTION

St. Loman’s Hospital, Mullingar, 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. Loman’s Hospital, Mullingar served a total population 
of 116,022 (Census 2006). There were seven units in 
total, including a male and a female admission ward. 
The units were located in three buildings on the hospital 

grounds. There were 111 residents in the hospital on the 
day of the inspection.

Admission Units

The admission units were located in a stand-alone two-
storey building on the grounds of the hospital. The Male 
Admission Unit occupied one wing of the building while 
the Female Admission Unit occupied the other wing. 
There was a reception area, record storage room and 
team offices in the centre. Upstairs there were meeting 
rooms, a library, tea room, doctors’ offices and an 
apartment for the on-call NCHD.

Female	Admission	Unit:	This was a locked 24-bed unit 
with 18 residents on the day of the inspection. Two of 
the residents were detained under the Mental Health 
Act 2001. Four sector teams and two specialist teams, 
psychiatry of later life and community alcohol and drugs 
service, admitted to the unit. There was a seclusion 
room on the unit. The unit was nicely decorated well 
maintained and had access to an enclosed garden.

Male	Admission	Unit: This was a 25-bed unit with 
12 residents on the day of the inspection. Three 
patients were detained under the Mental Health Act 
2001 and nine were voluntary. Four sector teams and 
two specialist teams, a psychiatry of later life and a 
community alcohol and drugs service, admitted to the 
unit. The unit was locked and staff reported that this was 
reviewed daily by the nurse in charge. There was limited 
space on the unit for meetings. The nurses’ station 
was also used as an interview room by doctors and on 
occasion by visitors. There were five single bedrooms, 
two with en suite facilities and five 4-bed dormitories. 
Each resident had a locker and wardrobe. Most of the 
dormitories had windows overlooking the main corridor 
which looked in on the bed nearest the window. One of 
the dormitories was located opposite the nurses’ station 
and this was used for observation when required. In 
addition to the en suite facilities, there were also five 
toilets, a bath and three showers. There was a large 
sitting and recreation area that had a TV at one end and 
a pool table at the other, and a smoking room off the 
sitting room. The separate dining and serving area was 
kept locked. The unit was brightly decorated and in good 
condition. There was no access to an enclosed garden 
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the main sitting area quite small for all the residents. 
The ward had no dedicated visiting area, so the sitting 
area was also used by visitors. The day and night toilet 
facilities were in poor condition, the single stalls were 
too small to cater for those who required assistance 
and the unit did not provide urinals which would have 
facilitated many of the residents.

St. Claire’s Ward: This was a 20-bed unit located on the 
second floor of St. Brigid’s Block. It was described as a 
low-dependency unit for male patients with enduring 
mental illness. The age range of the residents was from 
52 to 87 years. The unit had two 9-bed dormitories and 
a 2-bed dormitory. There were toilets and a sluice room 
in the middle of the unit but no urinals, which would 
have facilitated the male residents during the day. On 
the day of the inspection, there were 17 voluntary 
patients. The unit had been repainted the previous year 
and was in good decorative order. Two of the residents 
stayed on the ward all day, all the other residents went 
out. Two of the residents attended the EALA Activity 
Centre. There were no therapeutic activities available on 
the wards. There was a pool table and TV for recreation. 
During the inspection, some of the residents from the 
ward were seen walking around the hospital grounds or 
sitting outside smoking.

Main Hospital Block

This building housed two wards, St. Anne’s and St. Edna’s 
as well as offices for administration, nurse management 
and the Clinical Director.

St. Anne’s Ward: This was designated as a rehabilitation 
ward but it was locked. It was described by the service 
as a continuing care unit. There were 13 female 
residents, two of whom were Wards of Court. One 
resident was continuously receiving one-to-one nursing. 
The age range of residents was from 38 to 66 years.

St. Edna’s Ward: This was a 14-bed long -stay male 
ward located on the ground floor. It was described by 
the service as a special care unit for males with enduring 
mental illness. On the day of the inspection it was 
locked. There were fourteen residents in total, two of 
whom were detained under the Mental Health Act 2001. 

space. Staff reported that the admission of older people 
was problematic as the unit did not have special facilities 
for them.

St. Brigid’s Block

This was located at the back of the hospital campus. It 
housed three wards. Entry to each ward was through the 
sitting area, which led into the dining area, through to 
the day toilet area and sluice rooms, kitchen area and 
nurses’ station. The bedrooms were dormitories, situated 
at the back of each ward. Access to the night toilets 
was through the dormitories. The dormitories, living and 
dining areas were all used as thoroughfares to access 
parts of the wards. The floors in all three wards were 
in need of refurbishment. The care and treatment of 
most of the residents in this block was provided by the 
psychiatry of later life team.

St. Brigid’s Ward: This was a 25-bed unit located on the 
ground floor. It was described as a mixed-dependency 
long-stay ward that provided care and treatment to 
older women with physical and enduring mental health 
problems. On the day of the inspection, there were 
19 residents who were all voluntary admissions. The 
front door of the unit was locked to prevent residents 
from wandering. A smoking room had been added on 
by extending along the outside of the building. Some 
refurbishment had been undertaken and asbestos had 
been removed from the walls.

St. Marie Goretti Ward: This was a 25-bed unit located 
on the first floor in St. Bridget’s Block. The ward was 
described as a male elderly high-dependency ward in 
view of the mobility and self care needs of its residents. 
The unit was locked to prevent elderly residents from 
wandering. On the day of the inspection, 19 residents 
were admitted and one resident had been transferred to 
an external hospital. All residents, except one who was 
under 65 years, were under the care of the psychiatry of 
later life team. At the time of inspection, five residents 
were detained under the Mental Health Act 2001 and 
one resident was a Ward of Court. The sitting area 
had been divided to make a smoking room. This left 



30 | Mental Health Commission Annual Report 2007

BOOK 3 – HSE DUBLIN MID LEINSTER

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT 

General

1.  Introduce multidisciplinary team care plans and a key 
worker system, with team meetings attended by all 
members of the MDT.

	 Outcome: A key worker system was used by the 
nursing team on the male and female admission unit, 
St. Edna’s and St. Anne’s. The senior management 
team reported that a locum consultant had been 
employed to release sector consultants to progress 
care planning and that this had just commenced in 
the hospital on St. Edna’s and St. Marie Goretti’s. There 
was evidence in one file reviewed that MDT care 
planning had been introduced on St. Edna’s unit but 
there was no evidence of MDT care plans in the files 
reviewed on St. Marie Goretti unit.

2.  Ensure all disciplines record interventions in one 
composite set of notes.

 Outcome: There was one composite set of notes.

3.  Establish that staff from the EALA Activity Centre 
attend team meetings and input written feedback 
into the multidisciplinary team care plan.

	 Outcome:	Staff from the EALA Activity Centre reported 
that they attended MDT meetings and provided written 
input to the progress notes and care plan.

4.  Establish training for all staff in physical restraint and 
maintain a register of attendance.

	 Outcome: Although it was reported to the Inspectorate 
that some staff had been trained as trainers, no staff 
had been trained in physical restraint.

Female Admission Unit

1.  Complete current admission, discharge and transfer 
policies in line with best practice.

	 Outcome:	Staff on the Female Admission Unit 
reported that there were no written policies or 
procedures in relation to admissions, or discharges. 
The catchment management team refuted this. The 
centre had a policy Transferring Patients to Other 
Hospitals dated 23 January 2007.

2.  Complete the snag list for the building.

	 Outcome:	This had been done.

Male Admission Unit

1.  There should be regular reviews on service users at 
dedicated times of the week with full attendance 
from the multidisciplinary team.

	 Outcome: The Longford MDT met weekly on the 
ward. A nurse from the unit attended the weekly 
Westmeath MDT meeting and attended the psychiatry 
of later life or child and adolescent team meetings 
when there was a resident admitted under the care of 
those teams. The Athlone MDT held meetings on the 
unit when they had a resident admitted.

2.  The unit should be self-staffing to enhance continuity 
of care.

	 Outcome: This recommendation had not been 
progressed.

3.  More activities should be available to the service 
users.

	 Outcome:	This recommendation had not been 
progressed.

4.  There should be interview rooms available and the 
nurses’ station should be enclosed.

	 Outcome: The nurses’ station had been enclosed and 
was also used as an interview and visitors’ room. 
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	 Outcome:	The long-term role of the ward remained 
unclear.

St. Marie Goretti Ward

1.  More therapeutic activity needs to be provided on site.

	 Outcome: There had been no change in this regard.

2.  Nursing staff levels need to be maintained or 
increased.

	 Outcome:	Staff indicated that shortages in nursing 
staff and domestic staff remained an issue for this 
ward and this was also the case for the other units in 
St. Brigid’s Block. Nurse management indicated that 
they were satisfied that the levels of nursing provided 
were more than adequate to meet the needs of 
residents.

3.  Structural problems on the ward need to be 
addressed; in particular the bathroom and toilet 
facilities need to be upgraded.

	 Outcome: These problems had not been addressed 
and were relevant to other wards in St. Brigid’s Block.

4.  There needs to be greater linkage with the POLL team.

	 Outcome:	The NCHD and consultant from the 
psychiatry of later life team regularly reviewed the 
residents. There were no MDT meetings held on the 
ward. Other disciplines such as occupational therapy, 
physiotherapy, speech and language therapy and the 
dietician saw residents as required.

5.  There needs to be a written policy on the use of 
mechanical restraint.

	 Outcome:	A copy of the Mental Health Commission’s 
Rules on Seclusion and Mechanical Means of Bodily 
Restraint was available on the ward. The approved 
centre did not have a written policy.

St. Anne’s Ward

1.  Staffing numbers should be adequate to ensure 
that each service user has an active rehabilitation 
programme implemented.

	 Outcome: Each resident was being assessed 
throughout the hospital to generate an individual 
programme specific to individual needs. There was no 
rehabilitation team.

2.  The programme should be overseen by a 
multidisciplinary rehabilitation team.

 Outcome:	There was no rehabilitation team 

3.  The needs assessments should be implemented, 
resulting in the service users residing in the most 
appropriate environment to meet their needs in the 
eventual closure of the ward.

	 Outcome:	Each resident was being assessed 
throughout the hospital to generate an individual 
programme specific to individual needs.

4.  All essential maintenance should be carried out.

	 Outcome: As with most areas in the hospital basic 
maintenance was not carried out. The ward remained in 
poor condition. The floor covering in the dining room was 
in a particularly dangerous condition and management 
attention was drawn to this. The Inspectorate was 
provided with a list of maintenance problems to be 
addressed by the maintenance department.

St. Edna’s Ward

1.  Suitable accommodation should be sourced 
for residents whose needs are not met in this 
environment.

	 Outcome: Five residents had been moved on to more 
suitable placements in the community in recent months.

2.  The long-term role of the ward needs to be clarified.
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1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

The community-based sector teams who admitted 
residents regularly to the unit, held weekly 
multidisciplinary meetings on the unit. Some other 
sector teams only held meetings on the unit when they 
had residents admitted. The psychiatry of later life team 
did not have multidisciplinary team meetings on the 
units in St. Brigid’s Block.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

MDT involvement with any of the residents on St. Marie 
Goretti Ward or St. Claire’s Ward was not recorded in 
any of the clinical files inspected. The Inspectorate was 
informed that the process of introducing care plans to all 
wards had recently commenced with the appointment 
of a locum consultant and a number of care plan forms 
were noted in some of the files on other wards.

1.5  THERAPEUTIC ACTIVITIES

Therapeutic activities were provided by the EALA Activity 
Centre which was located in a two-storey stand-alone 
building within the hospital complex. The hospital shop 
and the room for the tribunals were housed in the same 
building. The centre was run by two nursing staff and a 
social therapist. The occupational therapist provided a 
group once a week and the local VEC also provided staff. 
Residents from all units could be referred to the activity 
centre. Each resident had an individual assessment from 
which a therapeutic programme was developed. Staff 
reported that on average 12 to 15 residents attended 
the centre each day. The centre had a number of rooms 
which were used for different activities including daily 
living skills, creative art, computers, and various groups, 
e.g. community meetings, solutions for wellness. It was 
reported that Aware, GROW and Schizophrenia Ireland 
also used the centre. The centre was well resourced in 
terms of space and equipment.

The approved centre had a significant number of 
residents who were unable to attend the EALA centre 
for various reasons and there were limited therapeutic 
activities on the units for them. There was an art 
therapist fortnightly in St. Claire’s Ward and weekly 
on St. Bridget’s Ward. Apart from requested individual 
assessments, no therapeutic programmes were delivered 
on the wards by the psychologists, social workers or 
occupational therapists.

1.6  ENVIRONMENT AND FACILITIES

The environment in St. Anne’s Ward, St. Edna’s Ward, and 
in St. Brigid’s Block (St. Brigid’s Ward, St. Marie Goretti 
Ward and St. Claire’s Ward), was not suitable to allow for 
the provision of care and treatment with dignity, respect 
and privacy. Curtains were missing from the windows in 
the dormitory areas and around some of the beds. The 
toilet and bathing facilities were not suitable or adequate 
for the group of residents on these wards. The seclusion 
rooms in St. Anne’s Ward and St. Edna’s Ward were not 
compliant with the Rules for Seclusion.

1.7  INTERVIEWS WITH RESIDENTS

None of the residents asked to speak to the Inspectorate.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  A key worker system of nursing had been introduced. 
The key worker system was restricted by the fact 
that none of the units were self-staffed. The hospital 
operated a system where staff nurses were allocated 
to a unit until they went on nights or on annual 
leave. On their return, they would be reassigned to 
a different unit. The new nurse assigned to the unit 
would take over the key worker role.

2.  The plan for closure of the hospital had begun. A 
number of residents had been moved on to supported 
accommodation in the community, reducing the 
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2.  The seclusion room in St. Edna’s Ward and St. Anne’s 
Ward did not comply with the Rules and must not be 
used for the purposes of seclusion. This was discussed 
with the senior management team during the inspection. 
The Inspectorate wrote to the service about the matter 
following the inspection and the approved centre 
confirmed subsequently in writing that the seclusion 
facilities on these units were no longer in use.

3.  In the event that CCTV is used to monitor residents it 
should comply with the requirements of Article 25.

4.  The introduction of MDT care planning should continue 
and should incorporate other disciplines in addition to 
psychiatry and nursing.

 
PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 12 AND 13 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 and 
interviews with staff, senior management team and 
residents. St. Marie Goretti, St. Edna’s and the Male and 
Female Admission units were inspected in detail for 
compliance with the Regulations.

numbers on the long-stay wards. Needs assessments 
were completed to determine their suitability for 
community placement and a working group had been 
established to bring about implementation of the 
recommendations of the assessments.

3.  The senior management team had earmarked funding 
from the planned sale of some land for refurbishment 
of St. Brigid’s Block. However there was no guarantee 
that this funding will be ring-fenced within the HSE 
for this purpose. It was therefore impossible to have 
concrete plans in the absence of funding commitment 

4.  Work had been done to develop a multidisciplinary 
care plan approach. A locum consultant was employed 
for 15 months to facilitate care planning for each 
team in turn. The introduction of the multidisciplinary 
care planning had just commenced in the hospital.

5.  A 0.5 whole-time-equivalent rehabilitation consultant 
had been appointed. A CNM3 was allocated to work in 
rehabilitation also with the specific remit to coordinate 
management of the transition of residents to the 
community. No funding was available for any other 
disciplines to complete the rehabilitation team. The 
psychiatry of later life team had received approval for 
an additional 0.5 whole-time-equivalent consultant 
psychiatrist position and this post had been advertised.

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

1.  The general environment and facilities in St. Brigid’s 
Block, St. Edna’s Ward and St. Anne’s Ward should be 
refurbished to provide care and treatment to residents 
with dignity, respect and privacy. The facilities on St. 
Claire’s Ward should include urinals for the men to use 
during the day. The toilet cubicles on St. Marie Goretti 
Ward should be large enough to allow nursing staff to 
assist residents who require help.
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Article 4: Identification of Residents 

There was a consistent group of nursing staff in the 
hospital who tended to be familiar with the residents. 
Two nursing staff administered medication on all units.

COMPLIANT YES       3 NO

Article 5: Food and Nutrition

Food was prepared in the general hospital using the 
cook-chill method. It was transported to St. Loman’s 
where it was prepared in the kitchen and brought to 
the units. On the day of the inspection, no choice of 
main course was available to residents on the Male 
Admission and Female Admission unit. A limited choice 
of main course was available on other wards. Special 
dietary requirements were catered for. Meal times were 
at set intervals throughout the day. The main meal was 
provided at 1200h on the male and female admission 
wards. On other wards, the main meal was provided at 
1600h.

Over the past year there had been some problems with 
the water supply in the region. During this time bottled 
water was made available. Specific taps had been 
identified for safe drinking water in the hospital. A water 
fountain was available to residents on St. Edna’s Ward. 
On the Male Admission unit and St. Marie Goretti Ward, 
regular drinks were offered through the day, outside of 
that residents had to request water from staff. Bottled 
water can no longer be requested through stores.

COMPLIANT YES NO       3

Article 6 (1–2): Food Safety

This was not inspected on the day. 

Article 7: Clothing

Residents had their own individual clothing on St. Edna’s 
Ward, but staff reported that socks and underwear were 
not individualised and none were marked with resident’s 
names. Where possible, residents were taken out by 

staff to choose new clothing when required. Residents 
who wished to buy clothes outside of the hospital shop 
were limited to certain premises in town which would 
then issue invoices which in turn were paid to the shop 
out of the resident’s account. This limited significantly 
residents’ shopping choices to a small number of shops 
designated by the hospital.

COMPLIANT YES NO       3

Article 8: Residents’ Personal Property and 
Possessions 

Residents were encouraged not to bring valuable 
items into the hospital. A property book and a money 
ledger were kept on the Male Admission unit. No 
records relating to residents’ personal property and 
possessions were kept on St. Marie Goretti Ward, apart 
from some records relating to resident’s money. For 
long-stay residents, the hospital operated a chit system 
for residents’ personal finances. Residents’ money was 
kept in the general office. If a resident required cash 
they were issued a chit which they could cash in the 
hospital shop to a maximum of 63 euros. If more than 
63 euros cash was required by the resident multiple 
chits were issued. No resident had a bank or post office 
account and this was not considered feasible by the 
senior management team when discussed with the 
Inspectorate. Arrangements were made with local shops 
to refund them for purchases from resident’s accounts. 
Individual lockers and wardrobes were available to 
residents for the safe keeping of personal property and 
possessions. Facilities for the safe keeping of valuables 
were provided. A draft policy relating to residents’ 
personal belongings had not been signed off.

COMPLIANT YES NO       3

Article 9: Recreational Activities

The main recreational activities available to residents 
were TV and music. St. Edna’s Ward had a room with a 
small amount of gym equipment and a pool room. One 
resident was involved in rug making. A quiet space was 
located towards one end of the main corridor with some 
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Article 12 (1–4): Communication 

The main methods of communication available to 
residents were telephone and mail. A policy dated 
October 2007 was in place.

COMPLIANT YES       3 NO

Article 13: Searches

The centre had a policy on searches. A recent search had 
been conducted on the Male Admission unit. No written 
record of the search was kept.

COMPLIANT YES NO       3

Article 14 (1–5): Care of the Dying

A policy dated October 2007 was in place.

COMPLIANT YES       3 NO

Article 15: Individual Care Plan

On the day of the inspection, there was no evidence of 
MDT integrated care plans in the clinical files reviewed. 
There was a section in the files titled MDT Care Plan 
with sections for psychology, social work, occupational 
therapy and nurse therapists. It was envisaged by the 
service that individual integrated care plans would be in 
place by early 2008. They were being introduced by the 
service in the community and assessments were being 
carried out in the hospital.

COMPLIANT YES NO       3

Article 16: Therapeutic Services and 
Programmes

The hospital had an activity centre, which provided 
therapeutic activities based on needs assessment to 
residents who were referred there. The centre was 
not accessible to a large number of residents who 

chairs and varied ornaments. Residents used the garden. 
Occasionally residents from St. Marie Goretti Ward were 
brought outside for a walk. Reminiscence therapy had 
been available to residents on St. Marie Goretti Ward 
but it was no longer available. An art therapist attended 
St. Brigid’s Ward for one session a week and St. Claire’s 
Ward for one session every two weeks. A pool table was 
available to residents on the Male Admission unit and St. 
Claire’s Ward and cards and board games were available 
on the Male Admission unit.

COMPLIANT YES NO       3

Article 10: Religion

Residents were facilitated in the practice of their religion 
as far as was reasonably practicable. There was mass 
every week in the Roman Catholic church on the hospital 
grounds. The local Church of Ireland rector and Roman 
Catholic priest visited when requested.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

Visiting times were flexible apart from at meal times. 
St. Marie Goretti’s and the Male Admission unit did not 
have sufficient space to ensure privacy during visits. 
Visits by children were facilitated by staff, although 
there were no specific facilities in place. It was more 
usual that families would take a resident out of the 
centre to accommodate child visits. An office behind the 
nurses’ station was used on the Male Admission unit. 
A policy relating to visiting was dated April 2007 and 
included arrangements for children.

COMPLIANT YES       3 NO
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have mobility problems or high-dependency needs, 
particularly those in St. Brigid’s Block. Access to a 
psychologist, social worker, occupational therapist, 
physiotherapist, speech and language therapist or 
dietician was arranged on an individual basis. Unit-based 
therapeutic activities were not provided on most of the 
units. On the Female Admission unit, there was evidence 
of individual therapeutic work with a psychologist. A 
number of residents from St. Edna’s Ward were involved 
in a horticultural programme.

COMPLIANT YES NO       3

Article 17: Children’s Education

The approved centre was an adult hospital. There was 
no provision to ensure that a child resident was provided 
with appropriate educational services in accordance with 
his or her needs.

COMPLIANT YES NO       3

Article 18: Transfer of Residents

Nursing staff on St. Marie Goretti Ward were able to 
articulate the procedure for transfer of a resident from 
an approved centre for treatment in another approved 
centre, hospital or other place ensuring relevant 
information is provided to the receiving destination. 
There was a policy for transfer of residents to other 
hospitals dated October 2007.

COMPLIANT YES       3 NO

Article 19 (1–2): General Health

The clinical files inspected on St. Claire’s Ward, St. Edna’s 
Ward and St. Marie Goretti Ward showed that residents’ 
general health needs were assessed regularly. A system 
for six-monthly physical health reviews was in place. 
Dental care was inadequate for some residents of 
St. Edna’s ward, and toothbrushes were not issued to 

individual residents. The medical emergencies policy was 
dated October 2007.

COMPLIANT YES NO       3

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

The policy on the provision of information to residents 
was dated October 2007. The Female Admissions unit 
had a noticeboard with information posted about the 
treating consultant, CNM2, NCHD and housekeeping 
arrangements.

COMPLIANT YES       3 NO

Article 21: Privacy

On St. Maria Goretti Ward and St. Edna’s Ward each bed 
had a curtain around it for privacy and each resident 
had a wardrobe space. Two single rooms were available 
to residents on St. Marie Goretti Ward; the remaining 
residents resided in two large dormitory areas. On the 
admission units, privacy was respected as far as was 
possible with a number of single bedrooms and screens 
around the beds in the dormitories. However, a number 
of beds in the dormitory areas were overlooked from 
the corridor. The Inspectorate had concerns about lack 
of privacy for residents on St. Edna’s Ward as there was 
CCTV covering two bedrooms, the corridor, dining area, 
day room and seclusion room. (See Article 25 below.)

COMPLIANT YES NO       3

Article 22: Premises

Apart from the admission units, the general condition 
of the hospital was extremely poor and many areas 
were not clean. Photographic evidence was taken. On 
the day of the inspection the premises of St. Edna’s 
Ward was not clean. The floor of the smoking room was 
covered with cigarette butts; many floor areas, walls and 
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Article 24 (1–2): Health and Safety

The HSE policy was in place.

COMPLIANT YES       3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was used on St. Edna’s Ward, with the entrance, 
two bedrooms, the seclusion room, main corridor, day 
room and dining room continuously monitored. It was 
unclear why bedrooms were being monitored as this 
was not specified in any care plan for either resident 
using these bedrooms. It was not clearly labeled or 
evident to residents or visitors that CCTV was in use. CCTV 
was used to monitor the external environment of St. 
Brigid’s Block and the admission units. It was not clear 
if the CCTV monitors were connected to control devices 
that were capable of recording. Signs indicating the use 
of CCTV were not clearly evident around the premises. 
CCTV was in use in the seclusion room in the female 
admission unit. It was unclear if the existence and usage 
of CCTV was disclosed to residents. This needed to be 
clearly labeled and evident. The centre had a policy for 
CCTV.

COMPLIANT YES NO       3

Article 26: Staffing

The HSE policies and procedures applied. Staff on the 
wards reported nursing and ward attendant shortages, 
nurse management reported that there were more than 
enough staff on the units. MDT involvement was limited 
for many of the residents on St. Brigid’s Ward, St. Marie 
Goretti Ward and St. Claire’s Ward. The admission units 
had no occupational therapist. Nursing management 
kept a record of staff on duty and in charge of the 
approved centre. Staff reported that access to education 
and training was limited by staff shortages on the 
wards. Some nurses reported that refresher courses in 
manual handling and basic life-support techniques were 

windows were in need of cleaning. In numerous areas, 
paint was peeling from walls and ceilings. Toilet and 
bathroom facilities were adequate although these were 
in need of cleaning and upgrading. Routine maintenance 
appeared to be an ongoing source of frustration for staff, 
e.g. delays to get an electrical socket installed for one 
resident to play music in his room, delays in getting a 
number of specialised chairs repaired, and delays of up 
to a year in acquiring suitable seating for many elderly 
residents on St. Marie Goretti ward were reported.  
A bath was awaiting installation. Two single rooms 
towards the back of St. Marie Goretti Ward had doors 
that could not be opened from the inside by the 
resident. On the day of the inspection, these rooms were 
used for more agitated residents. These rooms were not 
suitable for use as bedrooms as there was a risk that a 
wandering resident or the resident occupying the room 
could accidentally close the door which would result in 
the resident being locked in. Furthermore, the rooms did 
not have curtains for privacy or to block out brightness 
and the rooms were accessed through an old dormitory 
which was being used as a store for broken and excess 
equipment. The single-cubicle toilets were not suitable 
for many of the residents who required assistance. There 
were no wash-hand basins in the dormitory areas which 
staff had requested for health and safety reasons. There 
were no urinals available on the male units.

St. Anne’s Ward was dirty; the floor in the dining room 
had parts of some tiles missing and constitutes a risk to 
safety of residents and staff. The toilets, showers and 
bathrooms were inadequate. The smoking room was in 
poor condition. There were areas of peeling paint and 
what appeared to be damp patches.

COMPLIANT YES NO       3

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

The HSE policy was in place.

COMPLIANT YES       3 NO
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overdue. The senior management team reported that 
some staff had trained as trainers in physical restraint 
but these courses had not yet been presented to staff. 
All staff had received training in the Mental Health Act 
2001 and copies of the Act and its Regulations, Rules 
and Codes of Practices were available on all wards.

COMPLIANT YES NO       3

Article 27: Maintenance of Records

Records and reports were complete, accurate and up to 
date on St. Edna’s Ward, St. Marie Goretti Ward and the 
Male Admission unit. Some signatures were illegible and 
did not state the grade of the individual entering the 
information. Records were stored in a safe and secure 
place in the metal filing cabinet in nursing office. A filing 
room on the admission unit stored files of residents 
who had been admitted in the previous 5 years. Files 
requested by the Inspectorate were easily retrieved. The 
HSE policies in relation to the creation of, access to, and 
retention and destruction of records applied to this centre.

COMPLIANT YES       3 NO

Article 28: Register of Residents

The register of residents was being up dated through the 
care plan, which complied with Schedule 1. However 
this had not yet been collected throughout the hospital.

COMPLIANT YES NO       3

Article 29: Operating Policies and Procedures

A number of policies were unavailable to the 
Inspectorate on the day of the inspection but were 
supplied at a later date.

COMPLIANT YES       3 NO

Article 30: Mental Health Tribunals

Mental health tribunals were facilitated and clinical files 
contained relevant documents and information. Tribunals 
were held in the building that housed the EALA Activity 
Centre.

COMPLIANT YES       3 NO

Article 31: Complaint Procedures

Information regarding the complaints procedure was 
displayed in a prominent position in a number of 
locations in the approved centre with a named individual 
identified as a complaints officer. The HSE complaints 
policy and procedures applied.

COMPLIANT YES       3 NO

Article 32: Risk Management Procedures

The approved centre did not have a comprehensive risk 
management policy in place.

COMPLIANT YES NO       3

Article 33: Insurance

The HSE insurance applied.

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

The current certificate of registration was framed and 
displayed in the main entrance of the approved centre.

COMPLIANT YES       3 NO
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of cognitive functioning. There was a designated ECT 
consultant and nursing staff.

COMPLIANT YES NO       3

MECHANICAL RESTRAINT

A number of residents on St. Bridget’s Ward and St. 
Marie Goretti Ward were being managed with Buxton 
chairs and table tops during the day, and with cot sides 
at night where there was a risk of falling. In one case 
the mechanical restraint register was being completed 
on a daily basis where there was ongoing risk. In other 
cases, the use of mechanical restraint for a once-off 
episode had not been recorded in the register. Once-off 
episodes requiring the use of mechanical restraint must 
be recorded in full in the mechanical restraint register 
and all relevant notes documented in the clinical file in 
line with Section 4 of this Rule.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR

This form of mechanical restraint must be ordered by 
the consultant and the clinical file must indicate the type 
of restraint to be used, the likely duration and reason 
for the restraint. This must be reviewed regularly by the 
consultant.

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 
inspected on the Male Admission unit. All of the forms 
in the book were completed in full. In the clinical files, 
the NCHDs had recorded that the consultant psychiatrist 
had been informed about the use of physical restraint 

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

SECLUSION

The Female Admission unit, St. Edna’s Ward and St. 
Anne’s Ward had seclusion rooms. The seclusion room 
in St. Edna’s Ward was used for residents from the Male 
Admission unit who required seclusion. No patient was 
in seclusion on the day of the inspection. One resident 
had been placed in seclusion in February 2007. The 
furniture and design in the seclusion rooms on St. Edna’s 
Ward and St. Anne’s Ward were not of adequate design 
or quality to ensure patient safety. There were concrete 
walls, and a plastic glass layer covering the window 
appeared breakable. There was no facility to enable a 
resident to communicate with staff once in seclusion. 
The seclusion register was available on the wards though 
the times recorded for the above-mentioned episode of 
seclusion were inconsistent due to staff failing to use the 
24-hour clock. The seclusion policy available on the ward 
was based on the Mental Treatment Act, 1945. A draft 
seclusion policy had not been signed off. A seclusion 
observation sheet was used. The Inspectorate was 
informed after the inspection that the approved centre 
was no longer using the seclusion facilities on St. Edna’s 
Ward or St. Anne’s Ward.

COMPLIANT YES NO       3

ECT

ECT was provided off-site at the Westmeath Regional 
General Hospital, Mullingar. Two clinical files were 
reviewed of patients on the Female Admission unit who 
were receiving ECT. One file contained all the required 
consent forms but it was not fully completed. The other 
file contained an old consent form which did not meet 
the requirements of the Rules on ECT. Staff reported that 
the records for ECT including consent forms were kept 
in the Regional Hospital. There was evidence in the files 
reviewed that pre-ECT nursing and medical examinations 
had been completed and that residents were examined 
after each ECT session, and this included examination 
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and that they had examined the resident within the 
specified time frames. The files did not show evidence 
that the resident had been informed about the reasons 
for and likely duration of the restraint, or that they had 
been given an opportunity to discuss the incident with 
the MDT after the event. No documentation was evident 
in relation to consent to contact next of kin or of contact 
with next of kin if the resident had agreed to this.

COMPLIANT YES NO       3

ADMISSION OF CHILDREN

Two children had been admitted to the approved centre 
since 1 November 2006. These admissions had not been 
notified to the Mental Health Commission as required in 
this Code of Practice. The centre is an adult hospital and 
did not have facilities for the admission of children.

COMPLIANT YES NO       3
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1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  Each individual patient should have a multidisciplinary 
team care and treatment plan.

	 Outcome:	Individual MDT care plans were not used. 
Each resident had a nursing care plan based on a 
modified Roper Logan Tierney model.

2.  Individual therapeutic programmes and activities 
should be provided and linked to individual care plans.

 Outcome: Each resident had access to an appropriate 
range of therapeutic services and programmes in 
accordance with his or her management plan. The 
occupational therapy programme of therapeutic 
activities was displayed throughout the unit. 
Individual needs assessments were carried out by 
the occupational therapists. The programmes were 
directed towards restoring and maintaining optimal 
levels of physical and psychological functioning.

3.  There should be ongoing auditing of the usage and 
effectiveness of the Aspen high observation area.

	 Outcome:	A report on the first six months had been 
produced with a second planned to evaluate the 
first 2 years. This report looked at rates of seclusion, 
use of one-to-one nursing, assisted admissions and 
incidents. The first six month report has shown a 
reduction in the use of one-to-one nursing.

4.  The ward area needs to address core nurse staffing. 
There is a high reliance on agency and bank staff.

 Outcome:	Core nurse staffing had been introduced. 
Significant nurse shortages were a problem and agency 
staff, all registered psychiatric nurses, were used.

5.  The seclusion documentation needs to improve and 
the record constructed in such a way as to prevent 
loose pages. Documentation standards should also be 
audited.

APPROVED CENTRE ACUTE PSYCHIATRIC UNIT, 
AMNCH

UNITS INSPECTED ASPEN, CEDAR AND ROWAN 
DATE OF INSPECTION 1 MAY 2007
NUMBER OF BEDS ASPEN 6

CEDAR 23
ROWAN 23

TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

The Acute Psychiatric Unit in the Adelaide and Meath 
Hospital, Incorporating the National Children’s Hospital 
(AMNCH) in Tallaght 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 was located within AMNCH. 
The unit had three wards: Aspen, a 6-bed high 
observation unit, and Cedar and Rowan, female and 
male open admission units with 23 beds in each. On the 
day of the inspection, 17 patients were detained.

ACUTE PSYCHIATRIC UNIT, AMNCH
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	 Outcome: The new MHC documentation on seclusion 
was in use. The seclusion documentation was 
satisfactory.

6.  The overall environment needs to be improved and 
repainted. The garden area also needs maintenance.

	 Outcome: Sanction was granted for the unit to be  
repainted and garden furniture was ordered. Tinted 
windows were provided on all overlooked parts of the 
unit to ensure privacy.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

The Inspectorate did not have information on this.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Multidisciplinary care plans were not in use. Although 
it was planned to set up a group to look at this, no 
meetings had been convened.

1.5  THERAPEUTIC ACTIVITIES

Individual needs assessments were carried out by the 
occupational therapists and residents had access to a range 
of therapeutic services and programmes in accordance with 
his or her occupational therapy care plan. The programme 
of therapeutic activities available to residents was displayed 
throughout the unit. The programmes were directed towards 
restoring and maintaining optimal levels of physical and 
psychological functioning.

1.6  ENVIRONMENT AND FACILITIES

The bed capacity for the Rowan, Cedar and Aspen units 
was 49. The units were situated in a general hospital. 
There was disabled access throughout the unit. The 
decor was generally to a good standard and the unit 
was bright with plenty of natural light. Ventilation was 
satisfactory. The units were clean and had access to a 
garden. Several information boards were placed around 
the units. The reception area was clearly signposted. 
The bedroom areas consisted of dormitories of various 
sizes and a number of single rooms and had an 
adequate number of toilets, bathrooms and shower 
rooms. The dining area was shared between Rowan and 
Cedar. The unit had a dedicated occupational therapy 
area and an activities room, which had a pool table 
and exercise equipment. There was also access to a 
snoezelen multisensory room. Each unit had a lounge 
area, interview rooms, a nurses’ station and a clinical 
room. Aspen, a six-bed high-observation area was 
locked. It had two single rooms, two double rooms and 
a combined dining and living space. There was also a 
nurses’ station and office.

1.7  INTERVIEWS WITH RESIDENTS

One resident interviewed in Aspen expressed his 
satisfaction with the nursing staff. He highlighted the fact 
that with the shower out of order there was only a bath 
available to him unless he used the en-suite shower 
belonging to another resident.

1.8  GOOD PRACTICE DEVELOPMENTS

The continued functioning of the high-observation Aspen 
ward has had a beneficial effect on the unit as a whole 
permitting the other two wards to be open, and reducing 
the use of seclusion and one-to-one nursing.
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Article 5: Food and Nutrition

Water dispensers had been ordered but had not been 
delivered. Jugs of water from the kitchen area were 
provided at the tables in the dining area during meal 
times. The unit operated under the AMNCH policy 
regarding food and nutrition. Two dieticians were based 
on the unit assigned to the Dublin West/South West 
Mental Health Service who liaised with the catering and 
ancillary staff at AMNCH. There was a choice of three 
main courses.

COMPLIANT YES       3 NO

Article 6 (1–2): Food Safety

This area had been inspected by the environmental 
health officer.

COMPLIANT YES       3 NO

Article 7: Clothing

Clothing was sourced from resident’s homes by the key 
nurse, the community psychiatric nurse or the social 
worker. When a resident did not have an adequate 
supply of clothing a grant could be given to purchase 
some. The policy on resident property stated that all 
residents were encouraged to wear day clothes as far as 
was practicable. Daytime wearing of night clothes was 
prescribed if necessary.

COMPLIANT YES       3 NO

Article 8: Residents’ Personal Property and 
Possessions 

A written policy relating to residents’ personal property 
and possessions was developed in July 2002, and 
reviewed and amended in January 2006 by the service 
policy development group. It was not signed. A record 
of each resident’s personal property and possessions 
was kept in the ward property book and a copy given 
to the resident; this copy was usually kept in the 

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

1. A system of multidisciplinary care planning should be 
introduced as soon as possible.

 
PART TWO COMPLIANCE WITH 
REGULATIONS, RULES AND CODES 
OF PRACTICE ON 1 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, an interview with 
a CNM3, and a paper review of policies and relevant 
documentation on the wards and in the hospital. 

Article 4: Identification of Residents

Core staffing had been introduced and staff were familiar 
with the residents. Two registered psychiatric nurses 
performed the drug round. Prescription files contained 
a resident identification number. The unit operated a 
key worker system. Consideration had been given to 
using identification wristbands but on consultation with 
residents a decision was taken not to use these.

COMPLIANT YES       3 NO
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clinical file. Generally residents retained control of his 
or her personal property and possessions except under 
circumstances where this posed a danger to the resident 
or others. This was included in the property policy. 
There was a Safe Policy developed in July 2002 and last 
reviewed and amended in January 2006 by the service 
policy development group. It was not signed. Medication 
brought into hospital was given to the pharmacy for safe 
keeping and returned on discharge. Arrangements were 
in place for the safe keeping of valuables.

COMPLIANT YES       3 NO

Article 9: Recreational Activities

Two occupational therapists provided activities. There 
were two small gardens that were not overlooked 
and were maintained by the hospital maintenance 
department. One contained a smoking shelter. There 
was a small room with exercise equipment, a small pool 
room, a snoezelen multisensory room and a general-
purpose room for meetings, concerts, and films, and this 
also housed two table football games. TVs and books 
were available on the units.

COMPLIANT YES       3 NO

Article 10: Religion

AMNCH was a multi-denominational hospital and the 
unit was visited by chaplaincies from various religions. 
A policy with the title Cultural Diversity was in place. A 
brief Guide for Nurses to Cultural-Religious Beliefs was 
developed in March 2007 that included considerations 
for specific religious groupings. The hospital had a multi-
denominational oratory.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

A room was available for visitors. Visits were between 
1000h-2000h with the exception of meal times. The 
visitors policy was developed in July 2002, amended in 

October 2004 and reviewed on 30 January 2006 by the 
service policy development group. It was not signed. 
It made provision for the visiting by children. A family 
visiting room with toys was available and there were a 
number of other facilities in the main hospital that could 
be used for visits. 

COMPLIANT YES       3 NO

Article 12 (1–4): Communication 

Residents were free to communicate at all times. 
Incomng and outgoing communications were not 
examined routinely. Although not in place on the day 
of the inspection, the approved centre was working 
on a policy and procedure for communication. The 
Irish Advocacy Network representative visited the unit 
regularly and the Patient Advocacy Service AMNCH was 
also available.

COMPLIANT YES       3 NO

Article 13: Searches

The policy with the title Searching a Patient in Hospital 
was last reviewed and amended in March 2007 by 
the service policy development group but not signed. 
This policy covered consent and record keeping and a 
separate policy covered Consent to Treatment was last 
reviewed in March 2007. Two staff were always present 
during a search. A written record of all searches was 
kept in the nursing notes and the residents’ consent 
was usually obtained. A policy was in place with the 
title Illicit Drugs and Alcohol on the Acute Unit that was 
last reviewed on 30 January 2006 by the service policy 
development group, but not signed.

COMPLIANT YES       3 NO
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the provision of appropriate educational services for 
admissions for 16 to 18 year olds.

COMPLIANT YES       3 NO

Article 18: Transfer of Residents

A number of policies and procedures were in place for 
the transfer of residents including: Transfer of patient to 
a General Hospital/other Hospital for Non-Psychiatric 
Treatment (reviewed and amended in January 2006), 
Patient Transfer to another Approved Centre (developed 
in October 2006) and Transfer of a Patient to the Central 
Mental Hospital (developed in November 2006). None of 
these policies had been signed.

COMPLIANT YES       3 NO

Article 19 (1–2): General Health

Admissions were generally short-term and all residents 
had a physical examination on admission and were 
reviewed as necessary. There were close links with the 
rest of the hospital for investigation and follow-up as 
required. Residents were facilitated to avail of national 
screening programmes where necessary and applicable. 
A policy was in place regarding medical emergencies in 
the acute psychiatric unit reviewed last in January 2006.

COMPLIANT YES       3 NO

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

An information leaflet was provided on admission which 
covered housekeeping practices, including arrangements 
for personal property, meal times, visiting times and 
visiting arrangements. It did not give details of the 
residents’ multidisciplinary team. Multi-lingual written 
information was not provided but an interpreter service 
was available. Literature on diagnosis and support 
groups were available for all clients. Details of relevant 
advocacy and voluntary agencies were displayed on the 
noticeboard. Medication literature was also provided. 

Article 14 (1–5): Care of the Dying

A written protocol was in place with the title Protocol 
for the Care of the Dying Patient in the Approved Centre 
developed in February 2007 by the service policy 
development group. Another policy was in place with 
the title Care of the Deceased Patient which covered the 
requirement to notify the Mental Health Commission.

COMPLIANT YES       3 NO

Article 15: Individual Care Plan 

Individual MDT care plans were not in use. Individual 
nursing and occupational therapy care plans were in 
use. Although there were plans to establish a working 
group to develop an integrated care plan this had not yet 
occurred.

COMPLIANT YES NO       3

Article 16: Therapeutic Services and 
Programmes

Each resident has access to an appropriate range of 
therapeutic services and programmes in accordance 
with his or her occupational therapy care plan. The 
occupational therapy programme of therapeutic activities 
was displayed throughout the unit. Individual needs 
assessments were carried out by the occupational 
therapists. The programmes were directed towards 
restoring and maintaining optimal levels of physical 
and psychological functioning. In addition there was an 
activity room for use by the occupational therapists and 
a training kitchen. A sessional music therapist attended 
the unit as does an art therapist.

COMPLIANT YES       3 NO

Article 17: Children’s Education

The Admission Policy for Children was developed in 
November 2006 and amended in January 2007 by the 
service policy development group. This policy covered 
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The approved centre did not have a written policy or 
procedure for the provision of information to residents.

COMPLIANT YES NO       3

Article 21: Privacy

Cedar and Rowan were gender-specific wards. The 
beds had curtains around them for privacy and there 
were a number of single rooms available. Windows had 
been tinted to preserve privacy from outside. Some 
of the outside windows were in need of curtains and 
these were on order. There were no locks on some of 
the toilets and some rooms had no coverings on the 
observation panels.

COMPLIANT YES NO       3

Article 22: Premises

Cleaning and maintenance services were provided 
by AMNCH and were reviewed as part of the annual 
service level agreement. A review of the maintenance/
decorative state was conducted each year. Records 
of maintenance were not kept on the unit. Suitable 
furnishings were provided in line with health and 
safety regulations. A shower room was temporarily 
decommissioned on Cedar and on Aspen. Since the 
inspection, the service reported that the shower room 
had been fully refurbished and renovated. Two of the 
toilet rooms had locks that were not working. Some 
ceiling tiles were missing. There was graffiti on the walls 
of the pool room. The Inspectorate was advised that the 
whole unit was due to be painted. The exercise room 
was small and stuffy and the door of the smoking room 
to the corridor was open.

COMPLIANT YES NO       3

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

A Nursing Administration of Medication policy was in 
place, dated 2003 and approved by the service policy 
development group, but it had not been reviewed. 
The policy dealt with prescribing and administration of 
medicine but did not deal with ordering and storing 
medication. All medication was ordered through the 
pharmacy service at AMNCH which provided a regular 
stocktaking and top-up facility. The ordering and storage 
of medication was in compliance with An Bord Altranais 
guidelines.

COMPLIANT YES NO       3

Article 24 (1–2): Health and Safety

The health and safety policy was not available on the units 
on the day of the inspection. Following the inspection, the 
Inspectorate was informed that the health and safety policy 
had been made available on each ward.

COMPLIANT YES       3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was in use in Aspen and in the seclusion rooms 
in Cedar and Rowan. Its use was clearly labeled and 
evident in Aspen but was not clearly labeled and evident 
in the seclusion rooms. The policy in place (dated 2006) 
referred only to Aspen. CCTV in this service was not 
capable of recording or storing information.

COMPLIANT YES       3 NO

Article 26: Staffing

Recruitment of staff was in adherence with the HR 
policies of the HSE Dublin Mid-Leinster region. Staffing 
levels were a challenge for the service due to large 
number of unfilled vacancies. The move from central 
to unit staffing helped ensure continuity of care. A 
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Article 28: Register of Residents

An admission book was kept on the units. Biographical 
data was collected on each admission via a 
computerised system. The data colected did not capture 
all the information specified in Schedule 1.

COMPLIANT YES NO       3

Article 29: Operating Policies and Procedures

AMNCH was not referred to in the policies. Written 
operational policies and procedures should be signed 
at development, amending and review. They were 
reviewed regularly.

COMPLIANT YES       3 NO

Article 30: Mental Health Tribunals

A Grade V mental health officer was assigned to the 
approved centre. Staff were available to assist residents 
where appropriate and facilities were available to hold 
mental health tribunals.

COMPLIANT YES       3 NO

Article 31: Complaint Procedures

A complaints/appeals policy was in place and was 
last reviewed in January 2006. In addition the unit 
adhered to the HSE complaint procedures. Information 
regarding the complaint procedure was clearly displayed 
on the unit along with details of advocacy services. 
Details about making a complaint were included in the 
information booklet for residents.

COMPLIANT YES       3 NO

designated clinical nurse manager was on duty at all 
times and a record of this was kept.

Table 1: Unit staff levels (Cedar and Rowan)

Staff Member Day (0800h to 
1700h)

Night

CNM2 1
CNM1 1
Registered 
psychiatric nurse

4 3

Table 2: Unit staff levels (Aspen)

Staff Member Day (0800h to 
1700h)

Night

CNM2 1 (Monday to 
Friday)

CNM1 1
Registered 
psychiatric nurse

2 2

Staff had access to education and training but there could 
be difficulties in releasing staff due to the large number 
of vacancies. Copies of the Act and the Regulations were 
available to staff.

COMPLIANT YES       3 NO

Article 27: Maintenance of Records

There was a policy on record keeping last reviewed 
in January 2006 but not signed. The medical records 
department only released two files a day to the unit. 
Inspection documentation relating to food safety, health 
and safety and fire inspections were not routinely held in 
the unit. Clinical files were stored in the AMNCH medical 
records department and were archived in accordance 
with the hospital’s policy.

COMPLIANT YES       3 NO
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Article 32: Risk Management Procedures

The unit was linked to the Hospital Risk Management 
Department. The unit did not have a risk management 
policy. The Mental Health Commission was notified of 
all serious incidents. Policies were in place to cover 
residents absent without leave, assault, accidental injury 
and responding to medical emergencies.

COMPLIANT YES NO       3

Article 33: Insurance

The approved centre was covered by the Clinical 
Indemnity Scheme and the HSE’s standard insurance 
arrangements.

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

The 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 acute unit had two seclusion rooms. The seclusion 
register was reviewed. Where seclusion had been used, 
the clinical files contained the completed clinical practice 
forms. Refractory clothing was not used. It was not clear 
from the files whether next of kin had been notified of 
the use of seclusion. The ordering, monitoring, renewal 
and ending of seclusion orders were satisfactory. A form 
called the Nursing Care Plan for a Person in Seclusion 
had been introduced. Every resident admitted had a risk 
assessment on admission, and this was administered 

again if seclusion was required. The seclusion facilities 
were satisfactory although the adjacent shower was out 
of order. CCTV was in use but was not clearly evident or 
labeled. Staff notified residents of its presence.

COMPLIANT YES       3 NO

ECT

The unit had an ECT suite. Four residents had had a 
course of ECT since 1 November 2006. The ECT register 
and three clinical files were inspected. These were 
all voluntary residents who consented to treatment 
with ECT. The consent form in use included consent 
to anaesthesia. A detailed information leaflet on ECT 
was available. A designated consultant psychiatrist 
had overall responsibility for the management of 
ECT and attended when ECT was being administered. 
A designated consultant anaesthetist had overall 
responsibility for the anaesthetic department but not 
for the provision of the ECT service. At the time of 
inspection, there was no designated ECT consultant 
anaesthetist. The approved centre was not compliant 
regarding supervision of anaesthesia registrars. The 
pre-ECT physical assessment was conducted by the 
psychiatric registrar. The Rule requires that anaesthetic 
risk is assessed by the anaesthetist and that this was 
recorded in the patient’s clinical file, however, the 
anaesthetist only assessed a patient if advised of a 
particular risk. Routine investigations were always 
performed. An anaesthetic record form had been 
introduced which included a pre-operative record 
including the ASA classification. Theatre was used for ECT 
if the risk to the patient was deemed to be high.

The ECT suite consisted of a waiting area in the corridor 
with a screen, a treatment room and a recovery room. 
There was a new machine which was satisfactory. 
The protocols for the management of cardiac arrest, 
anaphylaxis and malignant hyperthermia were not 
displayed in the treatment room. The materials and 
equipment were satisfactory. The Rule requires a 
minimum number of three nurses to be present during 
ECT and this was not the practice at the time of the 
inspection. However, as the rule only applies to detained 
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ADMISSION OF CHILDREN

One admission of a child had occurred. The facilities were 
not designed for children and the visiting arrangements 
on the unit were not adequate. A draft policy was in place 
that had been amended in January 2007.

COMPLIANT YES NO       3

patients this was not an issue in relation to compliance. 
Documentation in relation to consent was satisfactory.

COMPLIANT YES NO       3

MECHANICAL RESTRAINT

The Inspectorate was informed that mechanical restraint 
was not used in this service.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

Mechanical restraint for enduring self-harm behaviour 
was not used in this service.

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

PHYSICAL RESTRAINT

Physical restraint was occasionally used. Case files 
contained the clinical practice forms for physical restraint 
which had been satisfactorily completed and signed by 
the consultant psychiatrist. In accordance with the Code 
2.10 and with the resident’s consent, the resident’s 
next of kin or representative should be informed of the 
resident’s restraint and a record of this communication 
should be placed on the resident’s clinical file. A policy 
on physical restraint was in place and this covered 
orders, process, ending of restraint and training. It was 
amended on 4 November 2006, approved by the service 
policy development group but not signed. 

COMPLIANT YES       3 NO
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APPROVED CENTRE ST. LOMAN’S HOSPITAL, 
PALMERSTOWN 

UNITS INSPECTED REHABILITATION WARD
DATE OF INSPECTION 3 MAY 2007

NUMBER OF BEDS 22 INTERGRATED

TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

St. Loman’s Hospital, Palmerstown, 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 Rehabilitation Ward was a stand-alone single-
storey building on the grounds of St. Loman’s Hospital, 
Palmerstown, housing an open unit with 22 beds. It had 
been built five years before. On the day of the inspection, 
12 of the residents were male and 8 were female. 
They were all voluntary admissions. The entrance to the 
grounds was adjacent to the N4 and staff reported that 
this has caused safety concerns on some occasions when 
residents have left the unit unaccompanied.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  The Teach Bán Hostel needs to open to accommodate the 
service users who are moving from the rehabilitation ward.

 Outcome:	Teach Bán hostel opened in early 2007.

2.  A needs assessment must be implemented to 
determine the placement needs of the service users 
in particular those people who will be moving to 
Teach Bán. Once these people have been identified 
a familiarisation programme needs to be put in place 
that will support the service users in the process of 
moving into the community.

	 Outcome:	The residents who subsequently moved 
to Teach Bán hostel had a multidisciplinary team 
needs assessment prior to moving. A familiarisation 
programme was put in place prior to moving the 
residents. The rehabilitation team continued to 
support those who have moved.

3.  Service users from St. Joseph’s unit should visit the 
unit to support them in the transfer process to the 
rehabilitation unit.

	 Outcome:	Service users and their carers visited the 
rehabilitation unit prior to moving.

4.  Care plans should be multidisciplinary.

	 Outcome: Multidisciplinary care plans were recently  
introduced for most residents and the service planned 
that all residents would have a multidisciplinary care 
plan within a short time period.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Team meetings were held weekly and all team 
members attended. The meetings had a clinical focus 
and did not look at team business issues. The team 

ST. LOMAN’S HOSPITAL, PALMERSTOWN
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of them was occupied most of the time by one resident, 
who required intensive one-to-one nursing care. A sitting 
area was provided in the corridor beside the front door and 
in the garden. There was no quiet room. The unit had a 
nurses’ station and a clinical room with appropriate storage 
for medication. The space on the unit was limited given that 
most of the residents were on the unit for most of the day. The 
service reported difficulty accessing general medical services 
for residents. Many of the residents needed to see dieticians 
and physiotherapists but the long waiting lists and difficulty 
accessing services made these inputs difficult to obtain.

1.7  INTERVIEWS WITH RESIDENTS

None of the residents asked to speak to the Inspectorate 
on the day of the inspection.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  St. Joseph’s Unit closed on 11 January 2007 and all 
former residents were relocated to Teach Bán hostel, 
the Rehabilitation Ward or to nursing homes. The 
needs of residents were assessed prior to the move 
and consultation took place with the residents and 
families about suitable placements. The team spent a 
considerable amount of time orienting residents and 
families to the new placements and have continued 
to follow up closely with all those who moved.

2.  The team had introduced a multidisciplinary focus 
to care planning and 18 out of the 22 residents had 
multidisciplinary care plans. Residents were involved 
in the formulation of their own care plans.

3.  At the time of inspection, all referrals to the service 
were assessed initially by the consultant psychiatrist. The 
team had plans to train all team members so that any 
of them could complete the initial assessment using a 
standardised assessment tool. The team had identified 
the assessment tool and a need for training in its use. 
They had identified a number of trainers within the HSE.

had a consultant psychiatrist, NCHD, Assistant Director 
of Nursing, clinical nurse manager, staff nurses, 
occupational therapist, art therapist and social worker. 
The team had no psychologist. A number of the nursing 
staff worked in the activation area.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

At each meeting a number of residents were reviewed 
in detail and multidisciplinary care plans were developed 
for them. It was planned that all residents would have 
had a MDT review within one month from the time of 
inspection. Separate nursing and medical files were kept 
and other disciplines also had their own files.

1.5  THERAPEUTIC ACTIVITIES

A group activities programme run by nursing staff was based 
on preferences of the residents. The unit had part-time 
occupational therapists and a part-time art therapist who 
provided a therapeutic programme. Most residents had had 
an occupational therapy assessment which determined the 
groups or individual sessions they attended. A small kitchen 
and large activity room were available but space was limited 
and this restricted the mix of group and individual work that 
was available. Computer classes, yoga and reflexology were 
provided by external teachers. Gardening and baking were 
also available. A number of residents attended day centres 
off site. Outings were also provided.

1.6  ENVIRONMENT AND FACILITIES

The unit was clean and the decor of the unit was of a good 
standard. There was plenty of natural light and there was 
access to a garden area. Bedroom accommodation consisted 
of a mix of dormitories and single rooms with an adequate 
number of toilets, bathrooms and shower rooms. The unit 
had a dining area, two lounges and a number of activity and 
recreation areas. While there were two lounge areas, one 
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4.  Two support meetings for carers had taken place and 
similar meetings were planned in the high support 
hostels. The Irish Advocacy Network had been to the 
unit and met with some of the residents.

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

1.  The multidisciplinary team should be fully staffed with 
core disciplines included.

2.  Following the introduction of individual MDT care 
plans, the service should look at developing a single 
composite set of notes for each resident.

3.  The developing multidisciplinary team should set 
aside time on a regular basis to focus on team 
business, development and functioning.

4.  Consideration should be given to the provision of a 
private space for visits.

5.  Residents should have appropriate access to 
physiotherapy and dietetic services.

 

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 3 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: interviews with the Director of 
Nursing, Assistant Director of Nursing, CNM2, CNM1, 
the Clinical Director, the consultant psychiatrist, and the 
self-assessment report completed by the service and 
submitted to the MHC Quality and Standards Division 
prior to the inspection date. Feedback was given to the 
rehabilitation team after the inspection. 

Article 4: Identification of Residents 

The unit was self-staffing and as a result all the nurses 
knew the residents. Each resident had a file with their 
name and unique hospital number and this was also 
included on their medical card index record. The new 
care plans contained photos of the residents.

COMPLIANT YES       3 NO

Article 5: Food and Nutrition

Water coolers were located in the dining room and the 
occupational therapy kitchen and a vending machine 
was available for snacks throughout the day. Tea and 
coffee breaks were provided in the morning and in the 
evening. Soft liquidised food was available to residents 
who were at risk of choking and this was included in 
their care plans. Dinners and teas were provided by a 
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to individuals. Outings to the local shopping centre were 
organised and day trips were organised during the Summer.

COMPLIANT YES       3 NO

Article 10: Religion

The unit had a prayer room and there was a plan to 
develop it into a multi-denominational prayer space. The 
Roman Catholic chaplain visited regularly.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

The unit had flexible visiting times although people 
were asked not to visit during meal times. Visiting 
space was limited. The use of bedrooms for visiting was 
problematic as most of them were shared. The two 
day rooms, garden areas and the foyer were used for 
visiting. Visitors with small children were allowed to use 
the occupational therapy kitchen, which had facilities 
for making tea and coffee. The unit visiting policy and 
procedure was implemented on 8 September 2005 and 
had a review date of 13 September 2006.

COMPLIANT YES       3 NO

Article 12 (1–4): Communication 

A public phone was available on the unit and residents 
could also use the office phone if the public phone was 
not working. Some residents had their own mobile 
phones. Residents had access to post, telephone and 
fax. There was no internet or email access. Mail was 
categorised as formal (allowances, bills, appointments 
etc.) or informal (letters from family, friends etc.). 
Informal mail was distributed to the residents without 
restriction. Formal mail was given to the resident 
in the presence of nursing staff who ensured that 
appointments or cheques were dealt with. The unit did 
not have a policy on communication.

COMPLIANT YES NO       3

private catering company, who provided a limited choice 
of one hot meal or salad.

COMPLIANT YES       3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. 

Article 7: Clothing

Most residents had their own savings and could 
purchase clothes when required. Residents went to 
the local shopping centre for their purchases and were 
accompanied by staff when required. Every Christmas, 
residents were facilitated to buy a complete outfit. 
Underwear was accessed through the HSE when required. 
Residents were encouraged to dress in day clothes when 
up and around the unit. Residents were able to choose to 
stay in their night clothes if they wanted to.

COMPLIANT YES       3 NO

Article 8: Residents’ Personal Property and 
Possessions 

A policy and procedure was implemented on the 8 
September 2005 with a review date of 13 September 
2006. The property book contained an individual record 
of residents’ property and a copy of this was stored in the 
resident’s clinical file. Residents had individual lockers and 
wardrobes for the storage of their possessions and also kept 
their own belongings in their bedrooms. Valuable items 
were stored in the general office and each resident had a 
separate drawer in the clinical nurse manager’s office for 
their weekly allowance.

COMPLIANT YES       3 NO

Article 9: Recreational Activities

Gardening, drawing and sketching, knitting, reflexology, 
yoga, computer and literacy groups were available in 
groups and some of these activities were also available 
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Article 13: Searches

A policy and procedure was implemented on 17 
September 2003 with a review date of 2 March 2007 
and included sections on searches with or without 
consent and finding illicit substances. Staff reported 
that there had been no searches carried out in the unit. 
Staff had signed to indicate that they had read and 
understood all policies.

COMPLIANT YES       3 NO

Article 14 (1–5): Care of the Dying

Policies and procedures were implemented on the 5 
February 2007 but did not have a review date. Staff 
reported that as the unit had an older population that was 
particularly sensitive to issues of death and dying. Staff 
encouraged residents to continue with their usual routine 
as far as was possible. The wishes of the dying person and 
religious and cultural practices were generally ensured by 
the involvement of the resident and family, which also 
helped ensure that the resident was treated with dignity 
and respect. The unit encouraged families and friends 
to be involved with residents throughout their stay in 
the Rehabilitation Ward. Residents who were dying and 
required medical care were usually transferred to general 
hospitals. The involvement of families and friends helped 
to ensure that sudden deaths were treated with dignity 
and respect and that cultural and religious practices were 
respected.

COMPLIANT YES       3 NO

Article 15: Individual Care Plan 

A new multidisciplinary care plan had been introduced for 
residents. There was a completed plan in place for 18 of 
the 22 residents and preliminary work had taken place for 
the completion of the remaining four. The plan included 
key staff, next of kin and other professionals involved in the 
care. It listed aims and objectives, actions and the persons 
responsible under the following headings: mental health, 
physical health, daily living skills, daytime activity and 
family contact/socialisation. It also had headings for risk 

assessment and other needs. The plan was signed by the 
resident, next of kin or advocate and key worker and the 
date of the next review was recorded.

COMPLIANT YES       3 NO

Article 16: Therapeutic Services and Programmes

A range of therapeutic activities were available on the 
unit provided by the occupational therapist, art therapist 
and activity area staff. Specific life skills programmes 
were available to residents based on needs assessment, 
e.g. cookery and laundry. Staff reported that there was a 
need for access to physiotherapists and dieticians for a 
number of residents with mobility problems, obesity and 
diabetes. At the time of inspection, access to dieticians 
in the service was only available to residents who had 
been in the acute service and there were long waiting 
lists for public physiotherapy services.

COMPLIANT YES NO       3

Article 17: Children’s Education

The unit did not admit children. 

Article 18: Transfer of Residents

When residents had required transfer the nurse in 
charge of the ward contacted the receiving agency by 
telephone. The nurse also sent a copy of the nursing 
assessment where this was relevant. The registrar 
provided a referral letter, which indicated the reason 
for referral and relevant details. Policies and procedures 
were implemented on the 8 September 2005 with a 
review date of 13 September 2007.

COMPLIANT YES       3 NO

Article 19 (1–2): General Health

Eleven of the residents were under the care of one GP 
and staff reported that this arrangement had worked well. 
Other residents had their own GPs, some of whom were 
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Article 21: Privacy

All the beds in the shared rooms had curtains around 
them. All single rooms had en suite facilities. Segregated 
bathroom and bedroom facilities were available.

COMPLIANT YES       3 NO

Article 22: Premises

The building was five years old and was clean and well 
maintained. Some areas required minor repainting. The unit 
was a single storey building and was wheelchair accessible. 
The premises were adequately lit, heated and ventilated. 
Staff reported that requests for repairs were responded to 
quickly by the maintenance department on site. A mixture 
of chairs, beds, hoists and baths were available for residents, 
depending on need.

COMPLIANT YES       3 NO

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

Policies and procedures on prescribing and administration and on 
storage of medicines were implemented on the 8 September 
2005 with a review date of 13 September 2006. These did not 
include policies and procedures on ordering of medicines.

COMPLIANT YES NO       3

Article 24 (1–2): Health and Safety

There was a ward health and safety statement in place 
dated August 2006.

COMPLIANT YES       3 NO

Article 25: Use of Closed Circuit Television (CCTV)

CCTV was not used in the unit or on the grounds of the unit. 

a distance away from the unit. Residents were brought to 
their GP as required. GPs have also visited the unit when 
a resident has been unable to travel. A number of the 
residents had attended the national breast cancer screening 
programme. Staff pointed out that this service was not 
accessible to residents with particular mobility issues as 
there were steps into the mobile screening unit. It was 
reported that general health needs were checked when 
necessary and at least every six months. Seven files were 
reviewed. Six of the residents had had general health checks 
within the previous six months but one resident had not 
had a general health check for over eight months. Policies 
and procedures were implemented on the 8 September 
2005 with a review date of 13 September 2006. There was 
poor access to physiotherapy and dieticians for those who 
needed those services.

COMPLIANT YES NO       3

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

Residents were reviewed weekly by the team and were 
familiar with the team from these meetings. The nursing 
staff operated a key worker system and the key worker’s 
name and resident they were working with were displayed 
in the corridor. Information was given verbally on the 
ward about housekeeping practices and most residents 
were familiar with the housekeeping routine. Although 
general leaflets were available on the unit about a number 
of diagnoses, residents were not routinely provided with 
information about their diagnosis. Staff reported that written 
information was given to residents about their medication 
and possible side effects. General information was provided 
in the occupational therapy department and on noticeboards 
in the corridor. The Irish Advocacy Network had visited and 
their posters were on the noticeboards as were several 
posters and leaflets about voluntary agencies. The unit 
did not have a policy on the provision of information to 
residents.

COMPLIANT YES NO       3
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Article 26: Staffing

The HSE policy and procedures relating to the 
recruitment, selection and vetting applied. The 
rehabilitation team provided care and treatment to 
the residents in the unit. This team had a consultant 
psychiatrist, a NCHD, an Assistant Director of Nursing, a 
community mental health nurse, full-time occupational 
therapists, a sessional social worker and a part-time art 
therapist. Three nurses were assigned to the assertive 
outreach service that was provided by the team. The unit 
was staffed by psychiatric nurses, and care staff, with 
part-time input from the occupational therapists and the 
art therapist. A clinical nurse manager was in charge of 
the unit. The team had no psychologists and there was 
no input from physiotherapists or dieticians.

Table 1: Unit staff levels

Staff Member Day Night
RPN 6 2
Care staff 2 0

A record of the duty roster for self-staffing was kept but it did 
not indicate clearly who was in charge of the unit on a daily 
basis. Regular education in cardio-pulmonary resuscitation 
(CPR) and management of violence was provided. Training in 
phlebotomy and the use of hoists had also taken place. The 
team was planning in-service training on rehabilitation and 
recovery approaches, and roles and responsibilities on the 
unit. All staff had attended training on the Mental Health Act 
2001 and copies of the Act and the Regulations, Rules and 
Codes of Practice were available on the unit.

COMPLIANT YES       3 NO

Article 27: Maintenance of Records

Clinical files were well maintained. Assessments, 
evaluations and progress notes were up to date and 
there were regular consultant reviews. Written policies 
and procedures on records were implemented on 17 
September 2003 and reviewed on 16 January 2007. 

Staff reported that documentation relating to various 
inspections was maintained by HSE administration.

COMPLIANT YES       3 NO

Article 28: Register of Residents

The unit had a register of residents but this did not contain 
all the information required in Schedule 1. The information 
gathered was amended on the day of the inspection and 
the Inspectorate was furnished with the new register.

COMPLIANT YES       3 NO

Article 29: Operating Policies and Procedures

There was a policy that the management team would review all 
written operational policies and procedures on a yearly basis. It 
was reported that all the policies were reviewed earlier in the year 
but many of them had not yet been updated to include details of 
the reviews that had taken place or dates for the next reviews.

COMPLIANT YES       3 NO

Article 30: Mental Health Tribunals

This was not applicable as none of the residents were 
detained patients under the Mental Health Act 2001 and 
it was the policy of the service not to detain any person 
in the unit. 

Article 31: Complaint Procedures

A complaints policy and procedure was implemented 
on the 8 September 2005 with a review date of 13 
September 2006. The HSE complaints procedure was 
displayed in a number of locations in the unit which 
indicated who to contact in relation to complaints.

COMPLIANT YES       3 NO
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MECHANICAL RESTRAINT

The Inspectorate was informed by staff that one resident 
was in a chair, which had a belt attached, because of risk of 
falling. However, the registered proprietor has since informed 
the Inspectorate that this was a standardised wheelchair 
with customised neck support attachment, required by the 
resident because of physical disability and not because of risk 
of falling. The Inspectorate was informed that the belt was 
not prescribed and was never used. The Inspectorate was 
informed that mechanical restraint was not used on this unit.

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

PHYSICAL RESTRAINT

The Inspectorate was informed that physical restraint 
was not used on the unit.

ADMISSION OF CHILDREN

Children were not admitted to this unit.

2.4  EVIDENCE OF COMPLIANCE WITH 
ADMINISTRATION OF MEDICATION 
– MENTAL HEALTH ACT 2001, 
SECTION 60

This was not applicable as the unit had no detained patients.

Article 32: Risk Management Procedures

Individual policies were in place for residents absent 
without permission and management of staff injured on 
duty. However, the unit did not have comprehensive risk 
management policy

COMPLIANT YES NO       3

Article 33: Insurance

Staff reported that this was held centrally by the HSE. 

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

The centre’s certificate of registration was displayed in 
the front lobby area.

COMPLIANT YES       3 NO

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

SECLUSION

It was reported to the Inspectorate that seclusion was 
not used on this unit.

ECT

It was reported to the Inspectorate that ECT was not 
administered on this unit.
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DUBLIN SOUTH CITY APPROVED CENTRES
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APPROVED CENTRE JONATHAN SWIFT CLINIC
UNITS INSPECTED WILLIAM FOWNES

BECKETT
CONOLLY NORMAN

DATE OF INSPECTION 23 MAY 2007

NUMBER OF BEDS 51 INTEGRATED

TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

Jonathan Swift Clinic 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

Jonathan Swift Clinic was located on the campus of St. 
James’s Hospital. It served a total population of 134,969 
(census 2006) and care was delivered through four 
general adult sector teams and one specialty team in 
psychiatry of later life. In addition, the service had a 
liaison team to the hospital. There were three distinct 
ward areas as detailed in the table below.

Table 1: Configuration of wards

Ward Specialty Beds
William Fownes Acute General 

Adult Admissions
26

Beckett Step Down / 
Rehabilitation

16

Conolly Norman Elderly 9

On the day of the inspection, 12 residents were awaiting 
placement in alternative care centres. Six were awaiting 
placement in nursing homes, four in community 
residences, one in intellectual disability services and one 
in a head injury service. A small day hospital service was 
provided in the acute unit. ECT was contracted to a private 
hospital and provided on a day case basis. The frequency 
of ECT use was low. The approved centre did not have 
a policy that clearly outlined the process of taking the 
resident to ECT and where clinical responsibility rested. All 
three wards were inspected on the day.

William Fownes Ward: This was a 26-bed integrated 
unit on the first floor. It was locked and on the day of the 
inspection there were 19 residents in total, seven were 
detained under the Mental Health Act 2001.

Beckett Ward: This was a 16-bed integrated unit located 
on the ground floor of the Jonathan Swift Clinic. It was 
open on the day of the inspection and there were 16 
residents in total, 10 male and 6 female. None were 
detained under the Mental Health Act 2001. Their ages 
ranged from 32 to 57 years.

Conolly Norman Ward:	This was a 9-bed integrated 
unit located on the ground floor of the Jonathan Swift 
Clinic. The unit was locked to stop residents wandering. 
The unit was set up as an acute admission unit for older 
people. However, on the day of the inspection, five 
beds were being used for long-stay older residents and 
only three beds used for acute admissions. There was 
one vacancy. Three patients were detained under the 
Mental Health Act 2001 and the other 5 residents were 
voluntary admissions.

JONATHAN SWIFT CLINIC
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community mental health nurses, a social worker 
and 2 occupational therapists, who all attended the 
weekly team meetings with the nursing staff from the 
unit. There was a weekly group run on the unit by a 
psychologist who was not a member of the team. Access 
to the psychology department was by referral.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

The approved centre did not have integrated MDT care 
plans. Staff reported that there was a MDT committee 
who had been working together to progress this. The 
service used a single case file and MDT progress notes 
sheets. Nursing care plans were based on the Roper 
Logan Tierney model. They were up to date and had 
been evaluated on a weekly basis. Some of the planned 
day-to-day nursing interventions with residents were 
not included in the care plans on Conolly Norman 
ward. The case notes reviewed on all three wards were 
current and legible. 

1.5  THERAPEUTIC ACTIVITIES

William Fownes Ward:	A set programme available to 
all residents on the ward was delivered by occupational 
therapists, clinical psychologists and nursing staff. Some 
of the groups were co-facilitated. The programme 
schedule was displayed around the ward. A community 
meeting was facilitated at the weekends. A small group 
room was available on the ward.

Beckett Ward:	All the residents were off the ward during 
the day. Two attended the workshop in St. Patrick’s 
Hospital. One attended Cherryfield Day Centre. The 
majority of residents attended the day hospital and the 
occupational therapy department on campus, however, 
it was reported that a small number of residents did 
not attend any therapeutic activities. The occupational 
therapists assessed each of the residents on admission 
and made appropriate referrals onwards as required.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

William Fownes and Beckett wards

1.  Meals should be served at normal times.

	 Outcome: This recommendation was implemented in 
full. The time of the evening meal had been changed 
to 1655h and supper was served at 2030h.

2.  Incorporate review of nursing care plans into the 
team reviews.

	 Outcome:	There was an active MDT group developing 
individual MDT care plans. It was reported that the 
paperwork was at an advanced stage and due to be 
implemented soon on the wards.

Conolly Norman Ward

1.  There must be a fully staffed multidisciplinary team in 
Conolly Norman Unit.

	 Outcome: The ward did not have a fully staffed 
core multidisciplinary team. Although there were 
psychiatrists, psychiatric nurses, social workers and 
occupational therapists on the team, there was no 
psychologist.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

William Fownes Ward and Beckett Ward: Each team 
had a set day for a full MDT review of all residents. 
There were also daily reviews between various staff 
members. A clinical pharmacist had been appointed to 
the approved centre. She attended the team and had an 
advisory role on medication and was also available to 
discuss medications with the residents.

Conolly Norman Ward: This ward had a consultant 
psychiatrist, a NCHD, a clinical nurse specialist, 
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Conolly Norman Ward:	Some of the residents attended 
therapeutic activities off the ward. A set programme 
was provided on the ward by the occupational therapist, 
psychologists and nursing staff and it was available to all 
residents who wished to attend.

1.6  ENVIRONMENT AND FACILITIES

William Fownes Ward:	This ward was located on the 
first floor. Maintenance of the building was reported to 
be satisfactory. The nurses’ station was located at the 
entrance to the ward. As in previous years, the ward was 
unable to manage challenging behaviour and continued 
to transfer residents with challenging behaviour to St. 
Brendan’s Hospital. There were six single rooms with 
bathroom facilities. The wards had a part-time clerical 
officer, which was reported to be insufficient.

Conolly Norman Ward: The space available on this ward 
was limited to three single rooms, a six-bed room, a 
small dining room and a sitting room. The sitting room 
also doubled as a room for therapeutic activities and for 
twice-weekly team meetings. This meant that the room 
was not available to residents during the team meetings. 
On the day of the inspection two residents were 
smoking at one end of the corridor although the hospital 
was a non-smoking environment.

Beckett Ward:	The unit had two six-bed rooms and a 
four-bed room, a nursing office and clinical room, two 
toilets, one shower room and one bathroom. The nurses’ 
station was used for interviews. Medication was kept 
in a clinical room off the nurses’ station. The library, 
garden, occupational therapy department and the day 
hospital were easy to reach. The building was accessible 
for people with mobility problems and it was well lit, 
with good ventilation. The library and TV room alongside 
the unit were used as visitors areas. The dining area was 
beside the ward and the activity and recreation area was 
near the occupational therapy area. 

1.7  INTERVIEWS WITH RESIDENTS

Conolly Norman Ward: Three residents spoke with the 
Inspectorate. They were generally satisfied with their 
care and treatment although would have preferred to 
have been at home. They commented that there was 
not a lot to do during the day.

1.8  GOOD PRACTICE DEVELOPMENTS

1. The appointment of a clinical pharmacist to the 
service was reported as very positive. The post holder 
attended team meetings and provided advice on 
medication as well as monitoring prescribing. The 
clinical pharmacist also provided advice and support 
on medication to residents.

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

1. The MDT care plans should be introduced on all wards 
and audited.

2. The use of Beckett Ward to provide a day hospital 
service should be discontinued and suitable facilities 
found in the community.

3. There should be a policy on the process followed 
when taking a resident to ECT in another approved 
centre as a day case.
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cooler. Residents of Beckett Ward had access to a water 
fountain, which supplied piped drinking water.

COMPLIANT YES       3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. 

Article 7: Clothing

All residents were encouraged to have their own clothes. 
Residents wearing night clothes in the daytime had a 
care plan that indicated the reason for this. The approved 
centre had a policy on the wearing of night clothes. 
Longer-stay residents on Beckett ward provided for their 
own clothing needs. Donations of clothing were also 
received.

COMPLIANT YES       3 NO

Article 8: Residents’ Personal Property and 
Possessions 

A policy was in place on the safe keeping of valuables. 
Residents’ possessions were not recorded on admission. 
Arrangements were made for the safe keeping of 
money. Residents of Beckett ward signed for small 
amounts of money. Large sums of money were kept 
in the main hospital but the policy on the ward did not 
refer to this.

COMPLIANT YES NO       3

Article 9: Recreational Activities

A variety of recreational activities was available for 
residents on all three wards. The garden and library were 
shared between the wards. At individual ward level, 
there was access to TV, radio and DVDs.

COMPLIANT YES       3 NO

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 23 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 nurse managers on the wards and the 
Assistant Director of Nursing for the clinic. The William 
Fownes and Beckett wards were inspected in detail for 
compliance with the Regulations. A feedback meeting 
was held with senior nursing staff after the inspection.

Article 4: Identification of Residents

Identity wristbands were used on William Fownes Ward. 
They were used on Beckett Ward when a resident was 
attending an appointment in the general hospital. Two 
registered psychiatric nurses administrated medication 
on William Fownes Ward. One nurse administered 
medication on Beckett Ward. There was a core group of 
nursing staff allocated to the ward.

COMPLIANT YES       3 NO

Article 5: Food and Nutrition

All food was prepared off site and transported to the 
ward for serving using the cook-chill method. A large 
variety of diets were accommodated and there was 
a choice of food. William Fownes ward had a water 
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Article 10: Religion

A Roman Catholic chaplain attended the approved centre 
on a regular basis and when requested.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

The approved centre had a number of rooms that were 
used by visitors but no dedicated visitors’ room. Visiting 
times were clearly labeled at the entrance. Children 
visiting the wards were facilitated in the conference 
room on the first floor. A policy and procedure for visiting 
was in place.

COMPLIANT YES       3 NO

Article 12 (1–4): Communication 

Residents on William Fownes Ward had access to a 
public phone. The majority of residents had mobile 
phones during their stay in hospital. It was reported that 
staff never opened residents’ mail. The approved centre 
did not have a communication policy on the day of the 
inspection.

COMPLIANT YES NO       3

Article 13: Searches

The approved centre had detailed policies and 
procedures in relation to searches with and without 
consent. Minor changes that were highlighted on the 
day of the inspection were required to ensure that the 
policy was in full compliance with this Article. These 
related to the recording of searches and the number of 
staff required to be present.

COMPLIANT YES NO       3

Article 14 (1–5): Care of the Dying

The approved centre had a policy on care of the dying 
and sudden death. All residents were transferred to 
the general ward if they required palliative care. There 
was access to a number of single rooms with en suite 
facilities on William Fownes ward if the resident wished 
to remain in the approved centre.

COMPLIANT YES       3 NO

Article 15: Individual Care Plan

A MDT group was developing individual care plans. It 
was reported that the paperwork was at an advanced 
stage and due to be implemented soon on the wards. 
On the day of the inspection, there was evidence in the 
notes of a nursing care plan, medical treatment plan and 
integrated MDT progress notes.

COMPLIANT YES NO       3

Article 16: Therapeutic Services and Programmes

All residents had access to a MDT clinical team. There 
were a number of group programmes facilitated, 
sometimes jointly, by occupational therapists, clinical 
psychologists and nursing staff. Each team had access to 
a clinical pharmacist. A number of residents of Beckett 
Ward attended therapeutic activities off site.

COMPLIANT YES       3 NO

Article 17: Children’s Education

There was no provision within the approved centre for 
children’s education.

COMPLIANT YES NO       3
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Article 22: Premises

The William Fownes Clinic was located over two floors. 
Contract cleaners were deployed daily. The building was 
clean and in good decorative order.

COMPLIANT YES       3 NO

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

Detailed policies and procedures were in place and a 
clinical pharmacist had been appointed to the approved 
centre within the last year. It was reported that this had 
improved the whole system of medication management.

COMPLIANT YES       3 NO

Article 24 (1–2): Health and Safety

The health and safety statement was under review. It 
was expected that it would be completed by July 2007.

COMPLIANT YES NO       3

Article 25: Use of Closed Circuit Television 
(CCTV)

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

Article 26: Staffing

A nursing structure was in place. Health care assistants 
and other permanent staff were based in the centre. All 
nursing staff were registered psychiatric nurses. There 
was a named nurse in charge of the centre at all times 
and a Clinical Director. Nursing staff had access to the 
training and development centre for further training 
opportunities. All staff had completed training in the 
Mental Health Act 2001. Nursing staff were recruited 

Article 18: Transfer of Residents

The approved centre had a detailed policy for transfer 
of detained patients internally, and externally to other 
centres. The policy did not include a section on the 
transfer of voluntary residents which is required for 
compliance. The nursing staff on the ward were able to 
articulate the procedure used.

COMPLIANT YES NO       3

Article 19 (1–2): General Health

Twelve residents had been in the approved centre for 
more than a year and routine procedures were not in 
place for completing their physical examinations every 
six months. Residents did not routinely access national 
screening programmes.

COMPLIANT YES NO       3

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

Information was provided to residents verbally at team 
meetings and through a common information book 
available in each dormitory. Information booklets were 
not specific to each of the wards. Staff provided verbal 
information on medication and side effects.

COMPLIANT YES NO       3

Article 21: Privacy

The approved centre had a number of single rooms and 
each bed area had a curtain and locker. There were a 
number of quiet rooms.

COMPLIANT YES       3 NO
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through St. James’s Hospital. Other disciplines had 
contracts with different employers.

COMPLIANT YES       3 NO

Article 27: Maintenance of Records

All case files were stored in the hospital chart room and 
access was provided 24 hours a day. Each ward had a 
computer that could access the computerised residents’ 
personal data system. The approved centre did not have 
a policy on records as required for compliance. There 
was a policy on data protection.

COMPLIANT YES NO       3

Article 28: Register of Residents

The personal details gathered on admission did not 
contain a number of elements required under Schedule 
1 of the Regulations.

COMPLIANT YES NO       3

Article 29: Operating Policies and Procedures

The MDT policy group had completed a significant amount 
of work. All policies were dated and signed by the Clinical 
Director or Director of Nursing, or by both. Although 
the policies did not contain a review date the centre 
subsequently sent the Inspectorate the Policy for Hospital 
Policies, Protocols and Guidelines. This stated that all 
policies must be reviewed at least every two years.

COMPLIANT YES       3 NO

Article 30: Mental Health Tribunals

A suite of rooms was available for mental health tribunals.

COMPLIANT YES       3 NO

Article 31: Complaint Procedures

A detailed complaint procedure was in place for the 
hospital and a named complaint officer. It was reported 
that complaints were resolved at ward level if possible. 
It was practice to record the complaint in the resident’s 
notes, although this was not hospital policy.

COMPLIANT YES       3 NO

Article 32: Risk Management Procedures

The approved centre used the hospital-wide policies and 
procedures on risk management which had been signed by 
the CEO and were due for review on 13 December 2007. All 
incidents were recorded and reported to the Risk Manager. 
The Risk Manager met with the Clinical Director every three 
months to review all incidents reported.

COMPLIANT YES       3 NO

Article 33: Insurance

The approved centre was covered by the hospital 
insurance policy.

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

The certificate was not displayed on the day of the 
inspection. The Inspectorate subsequently received 
documentation stating that the certificate had been framed 
and was mounted by the entrance to the approved centre.

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

PHYSICAL RESTRAINT

Conolly Norman Ward: The clinical practice forms for 
physical restraint were not all completed. Some forms 
had not been signed by the consultant psychiatrist. 
The use of physical restraint was not recorded in the 
residents’ clinical files as required.

COMPLIANT YES NO       3

ADMISSION OF CHILDREN

Three children had been admitted since 1 November 
2006. The approved centre was not suitable for children.

COMPLIANT YES NO       3

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

SECLUSION

Staff reported that seclusion was not used and no 
seclusion facilities were provided on the wards 

ECT

ECT was not administered in the hospital. It was 
contracted to another approved centre. Usage rates were 
reported as low.

MECHANICAL RESTRAINT

William Fownes Ward: The mechanical restraint register 
was being used incorrectly to record physical restraint. 
This error was brought to the attention of the nursing 
staff and nurse management on the day. The forms were 
incomplete in two cases out of four. They had not been 
signed by the consultant psychiatrist.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

Conolly Norman Ward:	A number of the beds had cot 
sides. The Inspectorate was informed that these were not 
routinely used and were being removed from the beds. 
The Inspectorate was of the view that use of cot sides to 
prevent risk of falling meets the requirements under Part 5 
of this Rule and must be recorded as such. The unit was not 
compliant with the requirements of Part 5.

COMPLIANT YES NO       3
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APPROVED CENTRE LAKEVIEW UNIT, NAAS 
GENERAL HOSPITAL

UNIT INSPECTED LAKEVIEW UNIT
DATE OF INSPECTION 8 MAY 2007
NUMBER OF BEDS 29
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

Lakeview Unit, Naas 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

Lakeview Unit was an acute psychiatric unit in Naas 
General Hospital. On the day of the inspection, there 
were 29 residents on the unit. Five were detained 
patients under the Mental Health Act 2001. The unit was 
accommodated on two floors. The bedroom areas were 
located downstairs and the therapy area, roof garden 
and the majority of office space was located upstairs. 
The doors to the unit were locked and could be opened 
by swipe card or using a switch in the nursing office.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1. The practice of transferring patients to high support 
residences to accommodate new admissions should 
cease immediately.

	 Outcome: It was reported that this practice had ceased 
as a matter of routine and that on occasions when this 
is necessary the matter is discussed with the Clinical 
Director, who must approve of the decision. It was 
planned to formalise this arrangement shortly.

2. A system of multidisciplinary care planning should be 
introduced as soon as possible.

 Outcome: This recommendation had not been 
progressed.

3. The seclusion policy should be reviewed and updated 
and policies and procedures on the prescribing and 
recording of seclusion should be adhered to.

	 Outcome: The seclusion policy had been reviewed 
and a draft updated policy and procedures had been 
prepared but not yet approved.

4. Install a communication facility in the seclusion room.

 Outcome:	It was reported that an intercom facility 
had been ordered for the seclusion room but it was 
not yet in place.

5. Staff in the therapy area to write protocols for each 
group.

	 Outcome:	This recommendation had not been 
progressed.

6. Staff in the therapy area to record interventions and 
outcomes in clinical notes.

 Outcome:	This recommendation had not been 
progressed.

LAKEVIEW UNIT, NAAS GENERAL HOSPITAL
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1.6  ENVIRONMENT AND FACILITIES

The unit was on two floors and was locked. The upper 
level contained the therapy area, ECT suite, dining 
room, kitchen, recreation area and a roof garden. The 
therapy area consisted of a kitchen, arts and crafts room, 
games room, self-care room, two multi-purpose rooms, 
a laundry room and snoezelen multisensory room. A 
number of offices were located on this floor for use by 
nursing management and consultant psychiatrists. Apart 
from one office for occupational therapy there were no 
offices on the unit for other disciplines. Downstairs, the 
bedroom accommodation comprised two 6-bed rooms, 
three 4-bed rooms and four single rooms. The unit had 
an adequate number of showers, toilets and bathrooms. 
A nursing office, nurses’ station and interview room 
were also located downstairs. The unit was well lit and 
clean and had plenty of storage space.

1.7  INTERVIEWS WITH RESIDENTS

A number of residents were interviewed during the 
inspection. All expressed satisfaction with the level and 
quality of care and treatment that they received in the unit.

1.8 GOOD PRACTICE DEVELOPMENTS

1. The records kept by all disciplines had been integrated 
into a single file for each resident.

2. Embryonic home care teams had been developed in 
the North East and North West sectors.

3. A multidisciplinary group had been set up to formulate 
a five-year plan.

4. All sectors in the catchment area had been 
reconfigured to bring them into line with the Vision 
for Change policy.

5. A risk assessment had been carried out on the 
unit by external consultants and a number of 

7. Increase staffing levels and skill mix on rehabilitation 
team to reflect a full multidisciplinary team.

	 Outcome: The staffing level had increased due to the 
increased level of nursing input and the short-term 
involvement of the occupational therapist from the 
therapy area, but no increase in skill mix through 
whole-time-equivalent or shared appointments was 
secured.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Five community sector teams and one rehabilitation 
team could admit to the unit. No standardised approach 
to multidisciplinary team functioning or care planning 
was evident across the teams. Individual care plans were 
not in use. Some of the teams held their meetings on 
the unit while others met in their sector headquarters. 
Lack of space for meetings and lack of facilities for 
individual staff members to meet or interview residents 
on the unit were issues of concern.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Individual care plans were not in use. A working group 
was examining options in this regard and hope was 
expressed that a care plan based on the Functional 
Analysis of Care Environment (FACE) model would be 
implemented later in 2007.

1.5  THERAPEUTIC ACTIVITIES

A range of therapeutic programmes was provided but 
this was not based on an individual care plan. The 
therapeutic programme for the week was decided on 
by residents and staff from the therapy department at a 
weekly community meeting. A written programme was 
then posted around the unit. 
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recommendations had been implemented to improve 
the safety of staff and residents.

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

1. A system of multidisciplinary care planning should be 
introduced as soon as possible.

2. Staff in the therapy area should write protocols for 
each group.

3. Staff in the therapy area should record interventions 
and outcomes in clinical notes.

4. Staffing levels should be increased and skill mix 
broadened on the rehabilitation team so the 
multidisciplinary team will contain all core disciplines.

5. Staffing levels and skill mix on all of the sector teams 
should reflect the team composition laid down in 
Vision for Change.

6. The management team of the service should be 
expanded to include all heads of discipline and should 
ensure appropriate service user input.

 

PART TWO COMPLIANCE WITH 
REGULATIONS, RULES AND CODES 
OF PRACTICE ON 8 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 members of the senior management 
team, clinical nurse management and other relevant 
staff, and a paper review of all relevant documentation 
provided on the day. 

Article 4: Identification of Residents 

The unit was self-staffing and the CNM1s worked a 
period of day duty followed by a period of night duty 
to ensure consistency of staffing and knowledge of 
the residents. Senior nursing staff from the unit were 
collaborating with staff from the general hospital on the 
introduction of identity wristbands. A draft policy on this 
subject had been prepared.

COMPLIANT YES       3 NO

Article 5: Food and Nutrition

Water dispensers were available on both floors of the 
unit. The kitchen on the unit was Hazard Analysis Critical 
Control Points (HACCP) accredited. A dietician from the 
general hospital provided a service to residents on the 
unit and was available to receive referrals each Thursday. 
While no menus were posted on the unit, residents were 
informed by staff of the choice of food available and 
could specify their individual preferences.

COMPLIANT YES       3 NO
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Article 10: Religion

A chaplaincy service was provided to the unit from 
the local Roman Catholic parish. It was reported that 
residents from other denominations or other faiths were 
also facilitated. It was reported that staff were often 
alerted to special religious or cultural needs by the 
advocate for the residents.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

A visitors’ code was displayed at the entrances to the 
unit. Visitors were requested to visit between 1300h 
and 1400h and between 1700h and 2000h, although 
some flexibility was possible. The safety of residents and 
visitors was one of the issues considered in a recent risk 
assessment and measures were put in place to increase 
their safety. The visitors’ code included references to 
the supervision of children while on visits. While no 
dedicated visitors room was provided, the quiet room 
was sometimes used for visits by children. Seating was 
available in quiet parts of the upstairs area and the 
garden was also used for visits. A draft policy had been 
developed but had not been approved.

COMPLIANT YES NO       3

Article 12 (1–4): Communication 

Residents were free to communicate at all times and 
mail had never been intercepted. The unit did not have 
a policy on communication but some guidelines for 
the use of mobile phones were given in the patient 
information leaflet. The subject of access to email or 
Internet for residents was under discussion.

COMPLIANT YES NO       3

Article 6 (1–2): Food Safety

This was not inspected on the day. 

Article 7: Clothing

A small stock of new clothing was available on the unit 
in the case of emergency. It was reported that when 
a resident required new clothes and did not have the 
money to buy them, funding was provided. It was 
standard practice on the unit for residents to wear their 
own clothes during the day unless night clothes were 
specified by the consultant psychiatrist and recorded in 
the clinical file.

COMPLIANT YES       3 NO

Article 8: Residents’ Personal Property and 
Possessions 

A policy was implemented in November 2006. It had 
no review date and was not signed. Items in safe 
keeping were recorded and receipts were given to the 
residents. Records of residents’ monies kept on the 
unit were maintained in the nursing office and were 
separate to the case files. Residents were encouraged to 
retain control over their own property and possessions. 
Wardrobes had shelving units and could be locked if 
required by residents although the keys were retained 
by staff for safety purposes.

COMPLIANT YES       3 NO

Article 9: Recreational Activities

Residents had access to two TV rooms and to 
newspapers. A games room was open upstairs until 
2000h and this provided access to snooker and table 
tennis tables, darts and card games. Residents had 
access to a roof garden area until 1700h while the 
enclosed garden downstairs was always accessible.

COMPLIANT YES       3 NO
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Article 13: Searches

No written policy or procedures on searches were in 
place. It was reported that searches are rarely carried out 
but that when they were, the consent of the resident had 
been sought and the reason for the search was explained, 
two nursing staff carried out the search and a written 
record of the search was made. A policy on the finding of 
illicit substances was implemented on 1 March 2004 but it 
did not have a review date, nor was it signed.

COMPLIANT YES NO       3

Article 14 (1–5): Care of the Dying

No written policies were in place. A draft protocol was 
being prepared. One death had occurred on the unit and 
it had been reported to the relevant organisations.

COMPLIANT YES NO       3

Article 15: Individual Care Plan

No resident had an individual care plan. A working 
group was examining options in this regard and hope 
was expressed that a care plan based on the Functional 
Analysis of Care Environment (FACE) model would be 
implemented later in 2007.

COMPLIANT YES NO       3

Article 16: Therapeutic Services and 
Programmes

A range of therapeutic programmes was provided to 
every resident but this was not based on an individual 
care plan. The therapeutic programme for the week 
was decided by residents and staff from the therapy 
department at a weekly community meeting. A written 
programme was then posted around the unit.

COMPLIANT YES NO       3

Article 17: Children’s Education

There had been no admissions of children to the unit 
since 1 November 2006. No policy had been formulated 
regarding the issue of children’s education. 

Article 18: Transfer of Residents

A draft policy and procedures document had been 
prepared but not yet approved.

COMPLIANT YES NO       3

Article 19 (1–2): General Health

It was reported that residents had speedy access to 
general health services in the hospital by referral from 
the NCHD. Residents had their general health needs 
assessed in the Emergency Department or on admission 
to the unit. The majority of residents were on the unit 
for less than six months. Those who remained longer 
were assessed at least every three months. Information 
was available on national screening programmes and it 
was reported that all residents would be facilitated to 
access these. No written operational policy or procedures 
were in place for responding to medical emergencies.

COMPLIANT YES NO       3

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

Details of the multidisciplinary team were given to 
the resident by the key nurse. Information on general 
housekeeping practices was available in the information 
leaflet and was the subject of discussion at the weekly 
community meeting. Communication of information 
on the resident’s diagnosis was undertaken by the 
consultant psychiatrist and information on medication 
and possible side effects was given verbally by medical 
and nursing staff. An advocate visited the unit weekly. 
Notices about this were posted on the unit on the day 
and new residents were informed of the visit at the 
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Article 23 (1–2): Ordering, Prescribing, 
Storing and Administration of Medicines

The unit policy was implemented on 1 March 2004 but 
did not have a review date. A pharmacy technician, 
whose responsibility it was to order all medicines, had 
been based on the unit for the previous six months.

COMPLIANT YES       3 NO

Article 24 (1–2): Health and Safety

The unit had a Health and Safety Manual which included 
policies and procedures.

COMPLIANT YES       3 NO

Article 25: Use of Closed Circuit Television (CCTV)

A draft policy and protocols had been prepared. The only 
CCTV camera in the unit was in the seclusion room and 
for the purpose of ensuring the health and welfare of 
the occupant. The monitor was located in the nursing 
office. The CCTV camera was evident and has since been 
reported to be labeled. The CCTV system in use was not 
capable of recording or transmitting a resident’s image. 
Residents were made aware of the CCTV on admission to 
the unit, at the ward management meeting and before 
the use of seclusion.

COMPLIANT YES       3 NO

Article 26: Staffing

The written policies and procedures on recruitment, 
selection and vetting of staff were not available on 
the unit but were kept by administration at a central 
location. Apart from the nursing staff referred to in Table 
1 below, an occupational therapist and student nurse 
were based on the unit. A CNM2 was also employed 
with responsibility for ECT and administration of Clozaril. 
A CNM3 was on duty during the day and at night there 
was an Acting CNM3 on duty. The duty rosters were kept 
in the nursing manager’s office.

weekly community meeting and were given details of 
voluntary organisations. No written operational policies 
and procedures were in place for the provision of 
information to residents.

COMPLIANT YES NO       3

Article 21: Privacy

In general, the privacy and dignity of residents was 
safeguarded. Each bed had a curtain around it for privacy. 
The toilet and bathrooms could be locked. A quiet room 
and gardens were accessible. However, there was no 
discrete or private admission area for newly admitted 
detained patients.

COMPLIANT YES       3 NO

Article 22: Premises

Contract cleaners were employed for two to three hours 
daily. The unit was clean. It was also in good decorative 
order. The showers in the downstairs area were reported 
to be in need of renovation. The unit was well lit, heated 
and ventilated. The temperature could be controlled in 
the seclusion room. Maintenance and decoration were 
normally provided in response to requests from the unit 
management, rather than by a routine programme of 
maintenance. The standard of furnishing was good. New 
tables and chairs had been provided in the dining room 
and new curtains in the lounge. Pictures and some other 
soft furnishing were required in the lounge but it was 
reported that there was no budget for these. A system 
of six-monthly audits of the environment was in place. 
A number of changes to the layout of some rooms and 
offices was planned and were awaiting final approval.

COMPLIANT YES       3 NO
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Table 1: Unit staff levels

Staff 
Member

Day  
(0800h to 2100h)

Night 
(2030h to 0800h)

CNM2 1 n/a
CNM1 n/a 1
Staff nurse 5 3

The CNM3 organised training and education for nursing 
staff on the unit. This training was sometimes jointly 
organised with the nurse training section in the general 
hospital. Records of this training were kept on site. A 
programme of two-day training on the Mental Health 
Act 2001 was made available to all clinical staff on the 
unit and the gardaí were also invited to participate. 
Copies of the Mental Health Act and copies of the Rules 
and Regulations were available to staff on the unit.

COMPLIANT YES       3 NO

Article 27: Maintenance of Records

Current files were kept in the nursing office on the unit. 
They were up to date and secure. Clinical files no longer 
in use were kept in the medical records department in 
the general hospital and the unit secretary could access 
these when necessary. No policy was available on the 
unit on the maintenance of records. Documentation 
regarding inspections relating to food safety, health and 
safety and fire inspections were not available on the unit 
but it was reported that they were maintained in the 
general hospital.

COMPLIANT YES       3 NO

Article 28: Register of Residents

A register of admissions was maintained but this did not 
capture all the information required under Schedule 1.

COMPLIANT YES NO       3

Article 29: Operating Policies and Procedures

A policy committee had been reviewing the policies, 
protocols and procedures for the unit but this work had 
stopped due to industrial action. Many of the policies 
required by the Regulations had not yet been formulated 
and others were in draft form.

COMPLIANT YES NO       3

Article 30: Mental Health Tribunals

The centre had facilities for mental health tribunals 
since their introduction and staff were available to assist 
patients if necessary.

COMPLIANT YES       3 NO

Article 31: Complaint Procedures

The centre was using the national HSE policy and 
procedures for the making, handling and investigating 
of complaints. Information on the complaints procedure 
was provided in the information book given to residents 
on admission. It was reported that residents were 
also informed in person. Residents were encouraged 
to discuss issues of concern at the weekly community 
meeting. Notices on the complaints procedure were 
displayed in the unit. The Director of Nursing was the 
nominated person but some complaints were dealt with 
by the clinical nurse manager on duty. The unit did not 
have a policy that indicated the time frame within which 
complaints should be dealt with. Not all complaints were 
recorded by staff. The Director of Nursing kept a record of 
formal complaints and investigations.

COMPLIANT YES       3 NO

Article 32: Risk Management Procedures

The unit did not have a comprehensive risk management 
policy in place. It was reported that a working group 
had been established to examine the issue of risk 
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seclusion facilities consisted of a seclusion room and en 
suite bathroom with shower. A clock showing the time, 
day and date has been installed and notices indicating 
the use of CCTV were displayed. There were plans to 
install an intercom system.

COMPLIANT YES NO       3

ECT

The ECT suite was located on the first floor and had a 
waiting area, treatment room and recovery room. A 
designated ECT nurse and named consultant psychiatrist 
were assigned. The ECT register was reviewed and was 
in order. The consent form for ECT in use was as specified 
in the Rules. In cases where there was an absence 
of consent, Form 16 was satisfactorily completed and 
procedures were correctly followed. Prescription of ECT 
and patient assessment procedures were followed. 
There was a named consultant anaesthetist for ECT. The 
anaesthetic registrars rotated through the service. There 
was no evidence that the anaesthetic risk was assessed 
by the anaesthetist. The ECT machine, EEG monitoring, 
maintenance and stimulus dosing used in administration 
and the facilities were satisfactory. Protocols for the 
management of malignant hyperthermia were not 
displayed. There was no facility for measuring end-
tidal carbon dioxide (capnograph) but patients could be 
brought to theatre for ECT if they were at risk. No policy 
was in place on supervision of psychiatric registrars 
or anaesthetic registrars in the administration of ECT. 
Documentation was satisfactory apart from the absence 
of a pre-anaesthetic assessment and anaesthetic risk. 
Due to low numbers in receipt of ECT, the service 
planned to outsource this service to another hospital.

COMPLIANT YES NO       3

MECHANICAL RESTRAINT

The Inspectorate was informed that mechanical restraint 
was not used on the unit.

management. Although there was no local policy for 
responding to emergencies, a number of practices and 
safeguards were in place in this regard. A system of 
recording and reporting serious incidents was in place.

COMPLIANT YES NO       3

Article 33: Insurance

Documentation regarding the insurance was submitted 
to the Inspectorate.

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

The certificate was displayed in a prominent place on the unit.

COMPLIANT YES       3 NO

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

SECLUSION

The policy on the unit was dated 2002 although there 
was a new draft policy dated late 2006 that had not 
yet been approved. All files checked contained clinical 
practice forms for seclusion. It was not documented 
whether next of kin were notified of seclusion or not. 
The seclusion register was inspected. One patient was 
secluded for nine hours (as opposed to eight) before 
time was deemed to have expired. The policy and 
protocol made no reference to clothing being worn in 
seclusion. Monitoring of a patient during seclusion was 
satisfactory and documented on the Lakeview Seclusion 
Checklist and Record. There were plans to introduce 
a Functional Analysis of Care Environment (FACE) 
assessment incorporating a risk assessment and a two-
hour nursing care plan. The ending of seclusion and the 
reason for ending it was not always documented. The 
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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 register for restraint was available on the unit 
although physical restraint had not been used since 1 
November 2006. The unit did not have a written policy 
on the use of physical restraint that included provision of 
information to the resident. Staff were being trained in 
the control and management of violence and aggression 
and in breakaway techniques, but due to turnover of 
staff and illness, the planned five-day training course 
had not yet been introduced.

ADMISSION OF CHILDREN

No children had been admitted since the introduction of 
the Mental Health Act 
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1.2 RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1. The new MDT care pathway should be audited and 
evaluated to ensure its full implementation.

	 Outcome:	Modifications had been made to the 
paperwork to ensure ease of access. This is further 
discussed in Part Two of this report under Article 15.

2. There should be a review of both therapeutic 
programmes with a view to providing a streamlined 
intervention for all patients.

	 Outcome:	There had been some progress on this 
recommendation. The management team reported 
that the only outpatients attending the unit were 
those attending the eating disorder programme. 
The daily programme for the approved centre had 
two streams, one general adult programme and one 
programme for those with an eating disorder.

3. The practice of outpatients accessing group 
programmes in an acute in-patient setting needs 
to be reviewed and community-based alternatives 
considered.

	 Outcome:	This was reported to have been resolved 
except in the case of service users who attended the 
eating disorder programme as outpatients. Following 
the inspection, the registered proprietor reported 
that further development and facilities for the eating 
disorder service needed to be planned.

4. There should be an appropriate occupational therapy 
line management structure in place for mental health 
services.

	 Outcome: This issue had been ongoing over a number 
of years and remained unresolved. It had a direct 
impact on the development of the service as well 
as on the recruitment of staff. Some staff reported 
to the occupational therapy manager in St. Vincent’s 
Hospital, while HSE-employed staff had no line-
management structure in place. The management 

APPROVED CENTRE ELM MOUNT UNIT, ST. 
VINCENT’S UNIVERSITY 
HOSPITAL

UNIT INSPECTED ELM MOUNT UPPER
DATE OF INSPECTION 1 MAY 2007
NUMBER OF BEDS 47 INTEGRATED
TYPE OF INSPECTION ANNOUNCED

Elm Mount Unit, St. Vincent’s University 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

Elm Mount Unit was a 47-bed unit. The upper floor 
accommodated residents with acute psychiatric needs 
and also provided a 6-bed psychiatry of later life area. 
The lower floor accommodated residents from the 
eating disorder programme and residents preparing for 
discharge. The unit opened in March 2005 and was an 
open unit. On the day of the inspection, there were 
three patients detained under the Mental Health Act 
2001. Five MDT teams had admitting rights to the unit. 

ELM MOUNT UNIT,  
ST. VINCENT’S UNIVERSITY HOSPITAL
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team reported that they have to recruit occupational 
therapists through an agency in order to fill posts. This 
was expensive and hindered the overall development 
of occupational therapy within the mental health 
services in line with national policy. Following the 
inspection, the registered proprietor reported that the 
deficiencies in the occupational therapy service would 
be addressed during 2007.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

There were 3.5 sector teams in the community and one 
team for psychiatry of later life. Discussions were ongoing 
regarding restructuring the sectors and community mental 
health teams. Each of the teams held a MDT meeting on 
the unit. The unit relied heavily on overtime and agency 
staff for nursing and occupational therapy. It was reported 
that agency nurses were generally deployed to provide 
one-to-one nursing when required. The service had three 
occupational therapists and one vacant post, three social 
workers, and two psychologists with two vacant posts.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Each resident had a care plan and an integrated set of 
clinical notes. The clinical file was divided into separate 
sections for each discipline to record their notes. 
Residents were involved in the care planning process 
and were familiar with the contents of their care plans.

1.5  THERAPEUTIC ACTIVITIES

There were two programmes on offer, one was an 
eating disorder programme and the other was a general 
adult programme. A copy of each resident’s programme 
was in the individual clinical file.

1.6  ENVIRONMENT AND FACILITIES

The unit had opened two years before and was well suited 
to its purpose. It was bright airy and well ventilated. Ongoing 
maintenance was provided by St. Vincent’s University 
Hospital. A number of single rooms were available.

1.7  INTERVIEWS WITH RESIDENTS

One resident asked to meet with the Inspectorate. This 
resident stated that she was pleased to be treated in 
the unit, which she said was “much better” than her 
previous unit in Vergemount.

1.8  GOOD PRACTICE DEVELOPMENTS

1. All residents in the unit had an individual care plan, 
which incorporated a risk assessment.

2. A comprehensive discharge plan had been developed.

3. A refocusing project had commenced.

4. Substantial efforts had been made to integrate 
the two floors of the unit into one therapeutic 
environment.

5. A total of five consultant psychiatrists were planned 
for the service by the end of 2008.

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

1. An occupational therapy manager dedicated to mental 
health should be appointed to the wider catchment 
population of 300,000, with a similar brief as the 
principal social worker based in Wicklow, in order 



82 | Mental Health Commission Annual Report 2007

BOOK 3 – HSE DUBLIN MID LEINSTER

accommodated and the unit had access to a dietician to 
accommodate and advise on special diets.

COMPLIANT YES       3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. 

Article 7: Clothing

Residents brought their own supply of clothing to the unit 
on admission. It was hospital policy that all residents were 
nursed in their night clothes on admission, regardless of 
risk. Since the inspection, the service changed its policy and 
any decision to place a resident in night clothes was made 
following a risk assessment. A copy of the new policy was 
submitted to the Inspectorate.

COMPLIANT YES       3 NO

Article 8: Residents’ Personal Property and 
Possessions 

A written policy and guidelines were in place relating to 
residents personal property and possessions. They were 
due for review in September 2006. Since the inspection, an 
up-to-date policy was submitted. Each resident was given a 
copy of the record of personal property and possessions and 
another copy was kept in the case notes.

COMPLIANT YES       3 NO

Article 9: Recreational Activities

Residents had access to three small garden areas, TV, 
and newspapers.

COMPLIANT YES       3 NO

to attract staff and develop services in line with the 
national policy document.

2. The service should continue to develop MDT care plans.

 
PART TWO: COMPLIANCE WITH 
REGULATIONS, RULES AND CODES 
OF PRACTICE ON 1 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 a 
paper review of all policies, procedures and protocols 
relevant to the Regulations was completed. These were 
requested prior to the inspection date but were not 
received. During the course of the inspection the team met 
with the clinical staff on the wards and members of nursing 
management, the Clinical Director and the Area Manager. 

Article 4: Identification of Residents 

All residents wore an identity wristband.

COMPLIANT YES       3 NO

Article 5: Food and Nutrition

The food was prepared in the hospital kitchen and 
transferred to the units. Meal times were at set intervals 
throughout the day and a choice was available. All 
residents had access to drinking water. Diets were 



BOOK 3 – HSE DUBLIN MID LEINSTER

Mental Health Commission Annual Report 2007 | 83

Article 10: Religion

The policies reviewed provided evidence that residents 
were accommodated in the practice of their religion.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

The approved centre had written operational policy and 
guidelines for visits. The policy referred to patients only 
and should be broadened to include the term “residents”. 
There were a number of places throughout the approved 
centre where visits were facilitated. Since the inspection, an 
updated policy was submitted to the Inspectorate.

COMPLIANT YES       3 NO

Article 12 (1–4): Communication 

On the day of the inspection, the approved centre 
did not have a policy on communication. Since the 
inspection, the service had developed a policy and 
submitted it to the Inspectorate.

COMPLIANT YES       3 NO

Article 13: Searches

The policy was in compliance with this Article.

COMPLIANT YES       3 NO

Article 14 (1–5): Care of the Dying

A Care of the Dying policy was in place in the psychiatry 
of later life ward and it was compliant with this Article. 
The other two wards did not have a policy. The policy on 
unexpected death did not meet the requirements of the 
Article. Since the inspection, a policy and procedure was 
submitted that met the requirements of this Article.

COMPLIANT YES       3 NO

Article 15: Individual Care Plan

The individual care plan was contained in a single clinical 
file with a number of sections where each discipline 
could record their notes. The notes reviewed on the day 
of the inspection were easy to follow and information 
was easy to retrieve. It was reported that all residents 
received a copy of their care plan. The residents 
interviewed did not have a copy of their care plan but 
were able to outline its content.

COMPLIANT YES       3 NO

Article 16: Therapeutic Services and 
Programmes

Two programmes were provided, one was an eating 
disorder programme and one was a general adult 
programme. A copy of each resident’s programme was 
in the clinical files reviewed on the day of the inspection.

COMPLIANT YES       3 NO

Article 17: Children’s Education

No education programmes were in place for children. It was the 
policy of the approved centre not to admit children, although 
one child had been admitted since 1 November 2006.

COMPLIANT YES NO       3

Article 18: Transfer of Residents

A detailed policy was in place, titled Discharge/Transfer. 
It was dated December 2006 and was due for review 
in December 2008. It included a detailed section on the 
transfer of patients detained under the Mental Health 
Act 2001. The procedure on the handover of care was in 
compliance with this Article.

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

Detailed policies were in place on ordering and 
administration of medications, however no policy on 
the storage of medications was available. Folowing the 
inspection, a new policy and procedure was submitted 
and dated July 2007 with a review date of July 2008.

COMPLIANT YES       3 NO

Article 24 (1–2): Health and Safety 

The approved centre had detailed safety statements for 
clinical care and administration. The Inspectorate were 
unable to find reference in these statements to residents 
and visitors.

COMPLIANT YES NO       3

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was not used within the approved centre. 

COMPLIANT YES       3 NO

Article 26: Staffing

Two separate recruitment processes were in operation, one 
through St. Vincent’s University Hospital and one through the 
HSE. Recruitment was completed centrally and associated 
documentation was not available in the approved centre. The 
Inspectorate received information regarding the recruitment 
selection and vetting of staff in the HSE. There were three 
resident groups within the approved centre, with varying 
needs. The unit was staffed by nurses and there were 
two occupational therapy posts. All other staff visited the 
approved centre as required. There was an appropriate grade 
of nursing staff on duty at all times in the approved centre.

COMPLIANT YES       3 NO

Article 19 (1–2): General Health

The approved centre had detailed policies on medical 
and psychiatric emergencies that were due to have 
been reviewed in September 2006. A reviewed and 
updated policy, with a review date of May 2009, was 
subsequently sent to the Inspectorate.

COMPLIANT YES       3 NO

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

The approved centre did not have written operational 
policies and procedures relating to the provision of 
information. Since the inspection, the service has developed 
and submitted a policy that met the requirements under 
this Article, with a date of review May 2009. An information 
booklet was available in English.

COMPLIANT YES       3 NO

Article 21: Privacy

The beds all had curtains around them and a number 
of single rooms were available. Each resident had an 
individual wardrobe space.

COMPLIANT YES       3 NO

Article 22: Premises

The approved centre was opened two years and was 
well suited to its purpose. It was bright airy and well 
ventilated. Ongoing maintenance of the approved centre 
was provided by St. Vincent’s Hospital.

COMPLIANT YES       3 NO
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Article 27: Maintenance of Records

The file notes reviewed were complete, accurate and 
easy to follow. All were up to date and stored in a secure 
filing cabinet at ward level. It was reported in writing 
since the inspection that a policy on the creation of, 
access to, and retention and destruction of records was 
to be agreed at steering group level. A policy on the 
maintenance of records was submitted.

COMPLIANT YES       3 NO

Article 28: Register of Residents

No register of residents was kept. It was reported in writing 
since the inspection that a register had been ordered.

COMPLIANT YES NO       3

Article 29: Operating Policies and Procedures

A number of the policies reviewed were out of date, 
used incorrect terminology and were not applicable to all 
residents. A significant amount of the outstanding policies 
have been reviewed and submitted since the inspection.

COMPLIANT YES       3 NO

Article 30: Mental Health Tribunals

The holding of mental health tribunals was accommodated.

COMPLIANT YES       3 NO

Article 31: Complaint Procedures

A complaint policy and procedure was in place. The 
complaints officer was identified as the area administrator. 
The staff interviewed reported that there was one written 
complaint last year in the approved centre.

COMPLIANT YES       3 NO

Article 32: Risk Management Procedures

The approved centre had a risk management process 
in place. All incidents were reported in written form, 
forwarded to the Risk Manager and logged on the 
national STARS Web tracking system. It was unclear 
what, if any, feedback was given to those reporting 
incidents and how the process of learning from serious 
incidents was incorporated into practice. The outstanding 
policies were submitted to the Inspectorate following 
the inspection. It was reported that all staff had read and 
signed the Trust in Care policy.

COMPLIANT YES       3 NO

Article 33: Insurance

The approved centre was covered by the insurance policy 
for St. Vincent’s University Hospital. It was not viewed on 
the day.

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

The certificate of registration was framed and displayed 
in the main entrance.

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 at 
the time of the inspection and no seclusion was being 
carried out in the unit.
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ECT

The provision of ECT complied with the Rules for ECT.

COMPLIANT YES       3 NO

MECHANICAL RESTRAINT

The service reported that no form of mechanical restraint 
was in use in the approved centre.

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

PHYSICAL RESTRAINT

Physical restraint complied with the Code of Practice on 
Physical Restraint.

COMPLIANT YES       3 NO

ADMISSION OF CHILDREN

This was an approved centre for adults. It has admitted 
one child since 1 November 2006. The centre was not 
compliant with this Code of Practice.

COMPLIANT YES NO       3
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APPROVED CENTRE NEWCASTLE HOSPITAL
UNITS INSPECTED GLENCREE

AVONMORE
DATE OF INSPECTION 9 MAY 2007
TOTAL NUMBER OF BEDS 60 INTEGRATED

TYPE OF INSPECTION ANNOUNCED

 
INTRODUCTION

Newcastle 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

Glencree Ward and Avonmore Ward were the two wards 
in Newcastle Hospital that provided to mental health care 
and treatment. Glencree Ward provided acute in-patient 
care to 30 residents from four sector areas. Avonmore Ward 
provided continuing care to 30 residents. All teams had 
admitting rights to both wards. The service was delivered to 
a total catchment population of 109,472 with a very mixed 
profile in terms of social deprivation and landscape. 

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

Glencree Ward

1.  A system of MDT care planning should be put in place.

 Outcome:	The service had introduced integrated 
notes on a pilot basis on the acute in-patient ward. In 
addition, a care plan template was completed at the 
weekly MDT team meeting. The management team 
was aware of the need to further develop this into 
a care plan and to incorporate consultation with the 
resident, goal setting, time frames and review. All 
first admissions had a single case file with medical 
and nursing staff writing notes on the same progress 
sheets. The social worker recorded input into the 
progress sheets.

2.  An individualised needs-based therapeutic 
programme should be established.

	 Outcome: A number of nurse-led activities were 
available on the ward including medication 
information, pre-discharge and relaxation groups. 
The psychology service provided a ward-based group 
for coping with low mood. Some residents attended 
the Kilmullen Enterprise Centre off the ward, which 
provided a range of therapeutic and recreational 
activities. This programme should be linked to a 
needs-based assessment and documented in the care 
plan template.

3.  MDT’s should be fully staffed.

	 Outcome: An additional consultant psychiatrist had 
been appointed to one general adult sector team 
but without any additional team members. Serious 
deficits remained in social workers, psychologists 
and community nursing staff. The service had no 
occupational therapist. The social worker had been 
appointed as acting principal social worker since 
the last inspection with responsibility for a 300,000 
catchment population, which included the Dublin 
South East catchment service where Newcastle 
Hospital was located.

NEWCASTLE HOSPITAL
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1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

There was evidence on both wards that there were 
active team reviews of all residents on a regular and 
consistent basis. Documentation reviewed was current, 
legible and in order.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

The service had introduced integrated notes on a pilot 
basis on the acute in-patient ward. In addition a care 
plan template was completed at the weekly MDT 
team meeting. The team were aware of the need to 
further develop this into a care plan and to incorporate 
consultation with the resident, goal setting, time frames 
and review. Each resident had a nursing assessment 
medical assessment, risk assessment and progress notes. 
An assessment for risk of falling was completed on 
residents on the elderly care ward.

1.5  THERAPEUTIC ACTIVITIES

A number of nurse-led activities were available on 
Glencree Ward, including medication information, pre-
discharge and relaxation groups. The psychology service 
provided a ward-based group for coping with low mood. 
Some residents attended the Kilmullen Enterprise Centre 
off the ward, which provided a range of therapeutic and 
recreational activities. On Avonmore Ward, there was a 
nurse-led activities programme. A number of staff had 
been trained in Sonas therapy and activity care training 
since the last inspection. These are both exercise-based 
activities. A multi-sensory room and a sensory garden were 
accessible to residents and a new TV had been provided.

4.  A high observation area needs to be established on 
the unit.

 Outcome: A 3-bed area near the nursing station was 
used to for special observation of residents. It was an 
open area with toilet facilities and CCTV. There was no 
provision of capital funding for a high-observation area.

5.  The use of seclusion needs to be reviewed.

	 Outcome:	This is discussed in Section 2.2 under Part 
Two of this report. Since the last inspection, new 
Rules on seclusion had been published 

Avonmore Ward

1.  A psychiatry of later life team should be established.

 Outcome: Approval for a consultant psychiatrist post had 
been sought. Other team posts had not been approved.

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

 Outcome: A pilot project on integrated case files was 
under way in the acute ward. It is planned to roll this 
out on completion of the pilot.

3.  An individualised needs-based therapeutic 
programme should be established.

 Outcome: A nurse-led activities programme was 
available. A number of staff had been trained in Sonas 
therapy and activity care training which are exercise-
based activities. The ward had a multi-sensory room and 
residents had access to a sensory garden and new TV.

4.  A comprehensive policy should be put in place 
regarding the use of Buxton chairs and bed rails.

 Outcome: The new Rules issued by the MHC on 
mechanical restraint were in use. The service had a 
detailed policy on mechanical restraint for enduring 
self-harming behaviour that met the requirements.
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1.6  ENVIRONMENT AND FACILITIES

Both wards were clean and well maintained. Structural 
improvements had been made since the last inspection.

1.7  INTERVIEWS WITH RESIDENTS

A number of residents on Glencree Ward asked to speak to 
the Inspectorate. They made positive comments regarding 
the staff and quality of food. It was also reported that there 
was no programme to attend during the day.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  A considerable amount of work had been completed 
by the staff to in order to comply with all the 
Regulations. Each ward had a detailed set of policies 
and procedures signed by the management team and 
by all staff. They were of a high standard.

2.  Both wards had a number of structural improvements 
and painting. The wards were clean and well 
maintained on the day of the inspection.

3.  The management team had drafted a seven-year plan 
to meet the recommendations in the national policy 
document Vision for Change.

4.  Progress continued on the appointment of a 
rehabilitation team and psychiatry of later life team. 
The service was frustrated with the recruitment 
process within the HSE.

5.  The Friends of Newcastle Hospital continued to play 
a very active role in the service. It was reported that 
this service was highly valued by staff and residents.

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

1.  An occupational therapy manager should be 
appointed to the wider catchment of 300,000, similar 
to the brief of the principal social worker, in order 
to attract staff and develop services in line with the 
national policy document.

2.  Specialist teams should be appointed and adequately 
staffed with all disciplines.

3.  The MDT weekly care plan template should be further 
developed into an individual care plan as defined 
in the Regulations to include consultation with the 
resident, goal setting, time frames and regular review.

4.  The senior management team should roll out its 
seven-year plan, which is directly aligned to the 
national policy document Vision for Change.

5.  The therapeutic activities programme should be linked 
to a needs-based assessment and documented in the 
care plan template. 

 
PART TWO: 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: self-assessment report completed by the 
service and submitted to the MHC Quality and Standards 
Division prior to the inspection date. The Inspectorate 
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Article 9: Recreational Activities

Recreational activities were provided on the ward in the 
form of TV, books and board games. Other recreational 
activities were available off the ward in a training centre.

COMPLIANT YES       3 NO

Article 10: Religion

A chaplaincy service was available from the Roman 
Catholic and Church of Ireland denominations. Referrals 
were made to other religious groups as required by 
residents.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

Visiting times were displayed and children were 
accommodated for visits in an area just outside the 
ward. A policy and procedures were in place.

COMPLIANT YES       3 NO

Article 12 (1–4): Communication 

The residents had access to phone and post for 
communication purposes. A policy and procedures were 
in place.

COMPLIANT YES       3 NO

Article 13: Searches

The registered proprietor had a detailed policy and 
procedure in place on searches that complied with the 
requirements of this Article. Staff interviewed on the 
ward were aware of the policy.

COMPLIANT YES       3 NO

met with the senior management team prior to and 
after the inspection. 

Article 4: Identification of Residents 

All residents wore wristbands. Two RPNs carried out 
each drug round. The majority of admissions were 
readmissions and core staffing meant that most residents 
were well known to staff.

COMPLIANT YES       3 NO

Article 5: Food and Nutrition

Water dispensers were available on the wards. Food was 
prepared in the hospital kitchen and transported to the 
ward. All diets were accommodated.

COMPLIANT YES       3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. 

Article 7: Clothing

Clothes were ordered from the supplies officer and 
provided if needed. A policy was in place in relation to 
wearing night clothes during the day and decisions to 
prescribe night clothes were documented in care plans.

COMPLIANT YES       3 NO

Article 8: Residents’ Personal Property and 
Possessions 

The policy and procedures were up to date and available 
on the ward. The property book was co-signed and held 
on the ward.

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

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

COMPLIANT YES       3 NO

Article 15: Individual Care Plan

The service had introduced integrated notes on a pilot 
basis on the acute in-patient ward. In addition, a care 
plan template was completed at the weekly MDT team 
meeting. The care plan template did not incorporate 
consultation with the resident, goal setting, time frames 
or review dates. Each resident had a nursing assessment, 
medical assessment, risk assessment and progress notes. 
An assessment for risk of falling was completed on 
residents on the elderly care ward.

COMPLIANT YES NO       3

Article 16: Therapeutic Services and Programmes

A number of nurse-led activities were available on 
Glencree Ward. These included medication information, 
pre-discharge and relaxation groups. The psychology 
service provide a ward-based group for coping with 
low mood. Some residents attended the Kilmullen 
Enterprise Centre off the ward, which provided a range 
of therapeutic and recreational activities. On Avonmore 
Ward, a nurse-led activities programme was provided. A 
number of staff had been trained in Sonas therapy and 
activity care training since the last inspection. These are 
both exercise-based activities. There was a multi sensory 
room on the ward. The residents had access to a sensory 
garden and new TV.

COMPLIANT YES       3 NO

Article 17: Children’s Education

Children’s education was not provided for. It is not the 
preferred option to admit children to the ward. Five 
children had been admitted to the ward since the 
commencement of the Part 2 of the Mental Health Act 
2001.

COMPLIANT YES NO       3

Article 18: Transfer of Residents

A policy was in place for the transfer of residents and the 
transfer of care to another approved centre or hospital.

COMPLIANT YES       3 NO

Article 19 (1–2): General Health

The NCHDs completed six-monthly physical 
examinations for all residents and also monitored 
routine general health.

COMPLIANT YES       3 NO

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

The information booklet contained information 
about advocacy services and general housekeeping 
arrangements. The booklet inappropriately refers to the 
Kilmullen Enterprise Centre as an “occupational therapy 
department”. Written information on medication was 
provided on request and information leaflets were 
available on the ward. A policy on the provision of 
information to residents was in place. Information on 
Avonmore Ward was given verbally to families on an 
individual basis.

COMPLIANT YES       3 NO
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Article 26: Staffing

Registered psychiatric and registered general nurses 
staffed the wards. Health care assistants were also 
employed on Avonmore Ward. Household staff reported 
to the ward nurse manager and were assigned to each 
ward. A senior member of staff was on duty and in 
charge at all times. Records of attendance by staff at in-
service training programmes were available.

COMPLIANT YES       3 NO

Article 27: Maintenance of Records

The individual case files inspected were in order, legible 
and up to date. The progress notes in the integrated files 
were easy to follow. The service had detailed policies 
and procedures relevant to this Article.

COMPLIANT YES       3 NO

Article 28: Register of Residents

Some of the details required were not available on the 
day of the inspection. Following the inspection this was 
amended and an updated copy of the register was sent 
to the Inspectorate.

COMPLIANT YES       3 NO

Article 29: Operating Policies and Procedures

All policies and procedures were up to date and in line 
with current legislation. All had review dates within 
three years.

COMPLIANT YES       3 NO

Article 21: Privacy

Some single rooms were available on both wards. 
Beds in the shared rooms had curtains around them for 
privacy. A number of small quiet rooms that residents 
could use were provided.

COMPLIANT YES       3 NO

Article 22: Premises

Both wards were spotless and well maintained. Structural 
improvements had been made since the last inspection.

COMPLIANT YES       3 NO

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

The service complied with all aspects of this Article.

COMPLIANT YES       3 NO

Article 24 (1–2): Health and Safety

The service had health and safety policies that complied 
with this Article.

COMPLIANT YES       3 NO

Article 25: Use of Closed Circuit Television (CCTV)

A policy on the use of CCTV was in place. CCTV was 
used in two areas on the acute admissions ward: in the 
seclusion room to monitor the blind spot and in the 
3-bed area near the nurses’ station. The monitor was 
located in the nurses’ station and did not record images. 
Notices indicating the use of CCTV were displayed.

COMPLIANT YES       3 NO
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Article 30: Mental Health Tribunals

The hospital had a suite available for mental health 
tribunals and staff were available to facilitate residents’ 
attendance if necessary.

COMPLIANT YES       3 NO

Article 31: Complaint Procedures

A detailed complaints policy was in place. Generally 
complaints were dealt with at local level. Leaflets were 
available for residents and families informing them how 
to go about making complaints or making comments 
about the service.

COMPLIANT YES       3 NO

Article 32: Risk Management Procedures

Detailed policies and procedures were in place. All 
incidents were reported to the national reporting system. 
In addition the nursing staff completed a yearly audit 
of incidents and reported them in the annual report for 
2006. The Trust in Care policy was in place.

COMPLIANT YES       3 NO

Article 33: Insurance

It was reported that adequate insurance was in place.

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

The certificate was on display in Glencree Ward.

COMPLIANT YES       3 NO

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

SECLUSION

There was one seclusion room in Glencree Ward. It 
consisted of an ante-room and a seclusion room. CCTV in 
the room was directed at the blind spot behind the door. 
The monitor was in the ante-room. Murals were placed 
in both areas and the sign on the door described it as a 
quiet room. The seclusion register was reviewed. There 
were three episodes of seclusion since 1 November 
2006; two of the patients have since been discharged. 
The case notes of the other patient was reviewed. A 
form titled Chart Seclusion Record was used for recording 
details of an episode and was completed. This form 
included a space for notifying next of kin which is a 
welcome innovation. In general, the documentation 
relating to the use of seclusion was of a high standard.

COMPLIANT YES       3 NO

ECT

The ECT register was reviewed along with the case 
files of those in receipt of ECT. The documentation and 
procedures were satisfactory. Consent for anaesthesia 
was obtained by the consultant anaesthetist. The 
consultant psychiatrist had administered the treatment. 
The facilities consisted of a waiting room, treatment 
room and recovery room. The suite was not equipped 
for emergencies and consideration was being given to 
outsourcing ECT in view of the low rate of use. Up-to-
date protocols for cardiac arrest were posted on the 
wall. Protocols for the management of anaphylaxis and 
malignant hyperthermia were not displayed. Following 
the inspection, the Inspectorate was informed in writing 
that this had been amended. A recently updated booklet 
was available on ECT that had been prepared for patients 
and their families by the Friends of Newcastle Hospital. 
Staffing was satisfactory.

COMPLIANT YES       3 NO
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MECHANICAL RESTRAINT

It was reported to the Inspectorate that mechanical 
restraint was not used in this service.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

The service had a detailed policy on mechanical restraint 
for enduring self-harming behaviour that met the 
requirements of Part 5 of the MHC Rules. There was also 
documented advice on the use of cot sides dated January 
2007 and advice on the use of Posey criss-cross vests in 
the care of elderly residents on Avonmore Ward.

COMPLIANT YES       3 NO

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

PHYSICAL RESTRAINT

Nursing staff were all trained in crisis prevention 
intervention (CPI) techniques. A training policy was 
in place and a training register was kept by nurse 
management. The physical restraint register was 
reviewed and was satisfactorily completed. 

COMPLIANT YES       3 NO

ADMISSION OF CHILDREN

This was an approved centre for adults and did not 
comly with the requirements of this Code of Practice. 
Since 1 November 2006 five children had been 
admitted to the ward. There was no dedicated unit for 
children in the region.

COMPLIANT YES NO       3
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CENTRAL MENTAL HOSPITAL

CHAPTER 4



98 | Mental Health Commission Annual Report 2007

BOOK 3 – HSE DUBLIN MID LEINSTER

APPROVED CENTRE CENTRAL MENTAL HOSPITAL
FIRST INSPECTION 5 SEPTEMBER 2007

INSPECTION OF REGULATIONS 
ON UNITS A AND 7

SECOND INSPECTION 2 NOVEMBER 2007
INSPECTION OF RULES AND 
CODES OF PRACTICE ON UNITS 
B AND 4

THIRD INSPECTION 3 AND 4 DECEMBER 2007
RESIDENT-FOCUSED VISIT ON 
UNITS A, B, 3, 4, 5 & 7 AND 
HOSTEL WARD

NUMBER OF BEDS 87
TYPE OF INSPECTION FIRST INSPECTION 

UNNANNOUNCED WITH 
1 HOUR NOTICE GIVEN 
FOR SECURITY REASONS, 
SUBSEQUENT INSPECTIONS 
ANNOUNCED

INTRODUCTION

The Central Mental Hospital was an approved centre 
under the Mental Health Act 2001. The Central Mental 
Hospital was inspected on three occasions in line with 
the recommendations of the Mental Health Commission’s 
Inquiry Report 2006. The first unannounced inspection 
focused on compliance with the Regulations on Unit A 
and Unit 7. The second announced inspection focussed 
on compliance with the Rules and Codes of Practice 
on Units B and 4. The third announced inspection was 
a resident-focused visit where the residents in all 
wards in the hospital were invited to meet and speak 
with the Inspectorate. 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

The Central Mental Hospital had one ward for women 
and five wards and a hostel for men. All residents were 
detained under either the Mental Health Act 2001or the 
Criminal Law (Insanity) Act 2006.

Unit A (Female Admission Unit):	This was an eight-bed 
female admission unit. On the day of the inspection, 
there were six residents, three of whom were detained 
under the Mental Health Act 2001 the remaining three 
under the Criminal Law (Insanity) Act 2006.

Unit 7 (Male Rehabilitation Ward):	This was a 15-bed 
male rehabilitation ward. On the day of the inspection, 
there were two residents detained under the Mental 
Health Act 2001 the others were under the Criminal Law 
(Insanity) Act 2006.

Unit B (Male Admission Unit): This was a 12-bed male 
admission unit. On the day of the inspection, there 
were 12 residents all were detained under the Criminal 
Law (Insanity) Act. There were two teams with clinical 
responsibility for the ward under the team cluster 
system.

Unit 4 SABU (Selective Adaptive Behaviour Unit): 
There were 6 residents on the day of the inspection. Two 
were detained under the Mental Health Act 2001.

The service operated a system that clustered wards into 
3 groups and specified clinical teams were assigned 
responsibility for each cluster. Under this system two 
teams had access to Unit A, Unit B and Unit 4, three 
teams had access to Unit 2, Unit 3, and Unit 7 and 
one team had access to the Hostel ward and facilities 
located outside the main hospital campus, i.e. Usher’s 
Island (outpatient and day services) and the community 

CENTRAL MENTAL HOSPITAL
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	 Outcome:	A review of the women’s service had 
commenced and the number of teams admitting to 
Unit A had been reduced. The Inspectorate continues 
to have concerns that there was only one unit 
available to female residents. This meant that the 
range of care and treatment options available to 
female residents had to be provided from within one 
unit. It was subsequently reported by the service that 
a proposal for the development of a high-observation 
area had been submitted to the capital planning 
process within the HSE.

4.  A programme of acquiring suitable community 
residences and accommodation should be developed. 
There should be commitment to funding to enable 
the acquisition of community places.

	 Outcome:	It was reported that two new community 
residences had been acquired by the service. At the 
time of inspection, preparations were at an advanced 
stage to open one residence on a phased basis.

5.  Every effort should be made in the remaining wards 
to end the routine practice of locking residents in their 
rooms at night. For those residents that it is deemed 
necessary to lock in their bedrooms, there should be 
call button.

 Outcome: The routine locking of bedrooms in Unit 
7 had ceased and call buttons had been installed in 
each bedroom on other units.

6.  There should be a good standard of cleanliness and a 
rolling programme of maintenance to plan and address 
the quality of the environment in a proactive way.

	 Outcome:	Since the last inspection, contract cleaners 
had been introduced. Units inspected were generally 
clean and efforts had been made to personalise areas 
and to brighten the decor and furnishings. The toilets, 
showers and bathrooms were clean but on Unit A 
they were in need of repainting.

7.  There should be multidisciplinary care plans from 
the point of admission. These should incorporate risk 
assessment and a policy that includes a schedule for 

residences. Prior to this development all teams could 
admit to all the wards, apart from Unit 4. The clustering 
system had reduced the number of teams operating on 
each ward.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

OVERALL RECOMMENDATIONS

1.  The new in-patient building for the forensic 
services should proceed as quickly as possible in an 
alternative site that is not adjacent to a prison site.

	 Outcome: It remains Government policy that the 
hospital is relocated to the site of the proposed new 
prison at Thornton Hall. The Inspectorate was not 
made aware of a definite time frame for the proposed 
development.

2.  The ward management system should be 
implemented in full as soon as possible. Key nursing, 
continuity of ward staff and the full involvement 
of ward staff in care planning and team meetings 
should immediately follow.

 Outcome: Ward managers had been appointed to 
each ward. A system of primary nursing was in place, 
there was evidence that a core group of staff was in 
place on the wards, and the service reported moving 
towards self-staffing. Staff were allocated to specific 
wards for 18 months and a service audit showed 
between 70 and 80 per cent of staff on duty were 
core ward staff. Staff reported that the team meetings 
were now held on the wards and the clustering of 
teams to wards has been a positive development. 
However, some nursing staff on some of the wards 
reported they did not feel involved in MDT care 
planning.

3.  A review of the women’s service should take place. 
A service that offers the full range of care based 
on assessed need, including risk assessment and 
rehabilitation, should be planned.
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the early formulation of the first treatment and care 
plan (TCP) and case conference following admission, 
and frequency of subsequent reviews. Additional 
risk assessments should be completed prior to and 
following transfer within the hospital wards and at 
discharge from the hospital. Findings from CAN-FOR 
and HoNOS should be integrated into the TCP.

 Outcome: There was evidence in the clinical files 
reviewed that this recommendation had been 
implemented.

8.  Additional resources should be provided to the VEC 
programme in terms of staff, equipment and physical 
space to cater for residents.

	 Outcome: Four additional staff had been allocated to 
the VEC programme area.

9.  All written interventions must be dated, have a 
legible signature with the name and designation of 
the clinician clearly printed.

	 Outcome: In the clinical files examined by the 
Inspectorate, the interventions recorded were signed 
and dated. Improvements should continue in this area 
to ensure that all statutory forms are signed and that 
the names and designations of staff are legible in 
clinical records. The service reported that a number of 
proposals were being considered in this regard.

10. Up-to-date policies on clinical matters should be 
readily available on all units.

 Outcome: There had been some progress with this 
but a number of policies need to be updated.

UNIT RECOMMENDATIONS 

Unit A (Female Admission Unit)

1.  Communication should be improved between the 
members of the team and the staff on the unit.

	 Outcome: Staff reported that communications between 
ward-based staff and the MDTs had improved since the 
introduction of the clustering system.

2.  The unit is small, cramped and inappropriate for 
its purpose. There is a need to review the services 
available for female residents.

 Outcome: There has been no progress with this 
recommendation at the time of inspection. It was 
subsequently reported that a business case had been 
incorporated within the HSE’s capital development 
plan for 2008/2009.

3.  If the seclusion rooms are to be used for seclusion 
they should be upgraded.

	 Outcome: There was one seclusion room. Another 
seclusion room had been decommissioned since the 
last inspection. Bedrooms were used for seclusion 
purposes when necessary. A new seclusion facility 
was planned for the ward.

Unit B (Male Admission Unit)

1.  The maintenance issues should be addressed as soon 
as possible.

 Outcome: The outstanding maintenance issues with 
regard to leaks had been addressed, however, leaks in 
the roof had re-emerged. There was some repainting 
to be completed as a result of the repairs.

2.  The use of rugs in seclusion should be discretionary.

	 Outcome:	There had been no progress on this. All 
residents in the seclusion room were required to wear 
refractory clothing.

3.  Velcro curtains should be replaced in the seclusion rooms.

	 Outcome: The Inspectorate was informed that this 
was considered a safety risk. No alternative means 
of blocking the light had been installed. The service 
informed the Inspectorate that efforts to incorporate 
mechanical blinds had been restricted by structural 
issues in the building.

4.  Signs should be erected stating that CCTV is in 
operation in areas that are accessible to the general 
public, staff, visitors and residents.
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for weekly MDT meetings. Team meetings were held on 
the wards and MDT members, ward staff and residents 
attended. Ward managers had been allocated to specific 
wards and core staffing on wards had been introduced. 
Staff reported that these developments had enhanced 
continuity of care and communications between the 
ward-based staff and the teams. There was no suitable 
meeting room on Unit 7 so the weekly team meeting 
was held elsewhere in the hospital, however ward-
based staff did not always attend. Some nursing staff 
and care officers on Unit B and Unit 7 stated that they 
did not feel part of the team. The Inspectorate was 
informed that there had been written communication 
about this from one of the Assistant Directors of Nursing 
to the Clinical Director and the Director of Nursing in 
relation to Unit B. Multidisciplinary team functioning had 
been significantly affected by vacancies in psychology 
and occupational therapy which resulted in there being 
no input from these health and social care professionals 
into the acute units and limited input to other clusters.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

An individual treatment and care plan (TCP) was used. 
Regular multidisciplinary input from medical, nursing, 
psychology, social work and psychotherapy were 
recorded in the clinical files. Team meetings were 
documented, as were monthly needs assessments and 
up to date risk assessments. Nursing care plans were 
separate from the clinical file. 

1.5  THERAPEUTIC ACTIVITIES

Unit 7: All residents had access to a number of 
programmes based on the ward, on campus and off site. 
The ward staff had introduced a skills-based cookery 
programme, but there were limited cooking facilities 
on the ward. There was access to VEC programmes on 
the campus. A number of residents attended a day 
programme in Usher’s Island facilitated by occupational 
therapy staff.

	 Outcome: There were CCTV notices outside the unit, 
mainly visible to visitors, staff and the general public, 
but not inside the unit, which would be most relevant 
for residents.

Unit 4 (SABU)

1.  Access to the enclosed garden area should be 
restored as soon as possible.

 Outcome:	This had been achieved.

2.  Individualised interventions built on completed 
Reinforce Appropriate, Implode Disruptive (RAID) 
assessments should be devised and integrated with 
the residents’ TCPs.

	 Outcome:	The plan to incorporate RAID assessment 
information into the treatment and care plan 
(TCP) had been restricted by staff shortages in the 
psychology department. Other assessment tools 
continued to be used and incorporated in the TCPs.

Unit 7 (Rehabilitation Unit)

1.  The kitchen area should be upgraded.

 Outcome:	The kitchen area had been completely 
refurbished and refitted.

2.  The issue of heat loss from the unit should be 
addressed.

	 Outcome:	The service reported that a number 
of options had been considered to help with the 
problem of heat loss including the option of building a 
porch area at the front of the house.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Six MDTs provided a service in the hospital. Since the 
last inspection, the service had introduced a clustering 
system that had reduced the number of teams having 
input to each ward. Each teams had a designated time 
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Unit 4 and Unit B:	There was no structured therapeutic 
programme in place linked to an individual care plan. The 
majority of the day was structured around self-care and 
dining and a number of residents were observed by the 
Inspectorate to be sleeping in the day rooms. Following 
the inspection, the service reported that it was a priority 
to ensure a comprehensive range of individualised 
programmes for all residents during the day.

1.6  ENVIRONMENT AND FACILITIES

A new bell system for calling staff had been installed 
in the bedrooms for residents who were locked in their 
bedrooms at night. Contract cleaners were assigned to 
all the wards. Generally the environment was clean and 
efforts had been made to personalise some areas and 
to brighten the decor and furnishings. Work was ongoing 
between the ward managers and the catering manager 
to improve the quality and variety of food.

Unit 7:	There was a new shower and bathroom.

Unit A: The unit was small and required redecorating. 
It was clean and efforts had been made to personalise 
areas and to brighten the decor and furnishings. 
However, the premises were unsuitable for the mix of 
residents and for rehabilitation purposes. The toilets and 
the showers and bathrooms were clean but in need of 
painting. The bedrooms each had a toilet and sink, with 
a partition that was only waist-high.

Unit B:	The unit was bright and clean but in need of 
repainting. It was heated and well ventilated. The 
showers and toilet areas were clean, bright and well 
ventilated. A secure outside area was used for residents 
after seclusion, prior to them being reintroduced to the 
unit. This area had music speakers where the resident’s 
music of choice or radio programme could be played.

1.7  INTERVIEWS WITH RESIDENTS

Each resident was given an opportunity to meet with a 
member of the Inspectorate on each visit to the hospital. 
In advance of the inspection on the 3 and 4 December 
a notice for residents was sent to the hospital with a 
request that it be displayed on each ward inviting them 
to talk to the Inspectorate. The discussions with residents 
are documented as follows.

Unit 2: One resident asked to speak to the Inspectorate. 
His primary nurse had discussed his care plan with him. 
He was aware that he could not leave the ward unless 
accompanied by a member of staff and that the reasons 
for this had been explained to him. He was aware of the 
medication he was taking and his consultant psychiatrist 
had explained the purpose and possible side effects of 
it with him. He was happy with the environment he 
was currently residing in. He felt there was plenty of 
space and that he felt safe there. He requested a specific 
educational resource for his personal use and this was 
discussed afterwards with ward staff.

Unit 7:	A number of residents asked to meet with 
the Inspectorate on the first day of the inspection. A 
number expressed concerns about their detention in the 
approved centre. One resident expressed his concern 
at the lack of variety and choice in the vegetarian food 
option provided.

Unit A: Two residents asked to speak to the Inspectorate. 
One resident stated that she was involved in her care 
and care plan. She felt safe and could talk to staff if she 
needed to. She was aware of her medication and she 
felt that her requests with regard to her medication 
management had been listened to. She was unhappy 
with her environment as it was an acute admission 
ward and there was no “step down” unit for her to go 
to. She said: “There are three or four of us ready to go 
but there is nowhere for us to go. The men have three 
or four step-down units to go to. We are forever asking 
but we get no answers.” Another resident said she did 
not feel involved in her care. She was aware of her 
medication and the purpose and side effects of it had 
been explained to her. She was unhappy with the mix 
of residents on the ward. She said: “We get very sick 
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Garden Project:	A number of residents spoke informally 
to the Inspectorate. They collectively expressed 
satisfaction with the garden project and the facilities 
there. One resident complained about the quality of food 
on the units.

1.8 GOOD PRACTICE DEVELOPMENTS

General

1.  Implementation of the team clustering system and 
meetings which had enhanced delivery of care.

2.  Implementation of the ward manager system and 
core staffing had begun the process of self-staffing on 
the wards.

3.  A primary nursing system had been introduced on all 
units.

4.  A new GP service had begun in September 2007 and 
provided 2 sessions a week to the hospital. Among 
other services, the GP had commenced a programme 
for completing six-monthly general health assessments 
throughout the hospital and it was anticipated that these 
would be completed early in 2008.

5.  Two new hostels based in the community were at an 
advanced stage of development.

6.  Call bells had been introduced to all bedrooms for use 
by residents locked in their rooms at night.

7.  The staff induction programme was enhanced to 
include training in the Mental Health Act 2001 and the 
Criminal Law (Insanity) Act 2006, and training in risk 
assessment for suicide as well as risk of violence.

8.  In early 2007, two dedicated activity coordinators were 
appointed to facilitate residents to access various activities 
available in the hospital and to facilitate escorted leave.

residents in. There should be a unit for women who are 
well. Some people are here for seven years and are 
well. It’s very hard for us to see them so unwell.” 

Unit B:	Three residents spoke to the Inspectorate. One 
resident stated that he had been admitted in the previous 
week. He had been in the hospital before. He felt he 
was involved in his care plan and was aware of risk 
assessments being undertaken. He was unhappy about 
the side effects of medication. He felt he did not fit in 
with the unit as most people were unwell. He said that 
the environment was alright, but the unit was small and 
the smoking facilities were not good. He stated he felt 
safe on the unit and was treated well by the staff. He 
complained of boredom, saying that there wasn’t much to 
do. Another resident was unhappy about the side effects 
of medication. However he stated that his medication was 
changed in the past when he complained of side effects. 
He had access to a social worker and psychologist, which 
he felt helped. He was aware of his care plan. He also 
complained of boredom and stated that “the day is like 
a week”. The third resident had been on the unit for four 
weeks and was returning to prison. He was aware of a 
plan of care but found it hard to remember. He felt the 
environment was great. He also complained of boredom. 
He felt safe and was treated well.

SABU:	Three residents spoke to the Inspectorate. One 
resident did not feel involved in his care. He said he met 
his doctor once a week. He reported that he had a folder 
with his care plan in. He complained of boredom. He 
felt he was treated alright and felt safe. He said he was 
not aware of his rights. Another resident said he had a 
folder with his care plan but as he does not agree with 
its content he leaves it in the office. He met regularly 
with his doctor and felt involved in decisions. He said 
the environment was good but complained of boredom. 
The third resident stated he felt involved in his care but 
leaves his care plan folder in the office. He felt safe on 
the unit and was treated well by the staff.

Hostel:	A small group of residents were spoken to 
on the day of the inspection. They expressed their 
satisfaction at moving to the new community residence 
in the very near future. They spoke about moving to a 
new area and their plans for the future.
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Unit 7

1.  All bedroom doors were unlocked at night. This was a 
welcome development.

2.  A self-medicating programme was introduced for a 
number of residents on the ward.

3.  Residents had access to a cookery programme on the 
ward and choice in the preparation and cooking of food.

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

1.  The new in-patient building for the forensic services 
should proceed as quickly as possible in an alternative 
site that is not adjacent to a prison site.

2.  The review of the women’s service that had 
commenced should continue and premises and 
facilities should be provided that are appropriate to the 
provision of a wide range of care and treatment options.

3.  Self-staffing ratios should continue to be enhanced on 
all wards.

4.  All written interventions should be dated, have a 
legible signature with the name and designation of 
the clinician clearly printed.

5.  Every effort should be made to end the routine practice 
of locking residents in remaining units at night.

6.  Communication between ward managers and the 
catering manager should be enhanced to ensure that 
the quality and variety of food is improved.

7.  The range of ward-based recreational and therapeutic 
activities available to all residents should be expanded.

8.  All policies should be in line with the Regulations and 
Rules and a system put in place for regular review.

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 5 SEPTEMBER AND 2 
NOVEMBER 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 
interviews with senior nursing staff and residents. 
Compliance with the Regulations was inspected in 
detail on Unit A and Unit 7. These were reported 
separately below, as were comments about other wards 
where relevant. Photographic evidence was taken of 
documentation and the environment. Photocopies of 
documentation was also gathered. A feedback meeting 
was facilitated with senior managers after the inspection. 

Article 4: Identification of Residents 

Unit A: Photographs were attached to medication 
sheets. A senior nurse always administered medication 
with junior staff members.

Unit 7:	Photographs were attached to medication sheets. 
All residents were well known to staff. The residents 
were long stay on the ward.

COMPLIANT YES       3 NO
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Unit A:	All residents had their own clothes which they 
kept in their own rooms. Clothes were provided, if 
necessary, from the store. Residents were nursed in 
refractory clothing if they were on level 2 observations 
and this was documented in their care plan.

Unit B:	All residents had their own clothing. There was 
no resident in nightclothes or refractory clothing on the 
day of the inspection.

COMPLIANT YES       3 NO

Article 8: Residents’ Personal Property and 
Possessions 

There was a working draft policy in place regarding 
residents’ personal policy and possessions that had been 
in operation since March 2007.

Unit A:	Residents retained their own possessions as 
far as possible. Items of value were kept in the general 
office. Records of property were kept in the residents’ 
clinical file. Money was not kept by residents on the unit. 
To withdraw money and make purchases, residents had 
to sign a docket to release funds. Residents were able to 
place orders for shopping and received an allowance of 
30 euro a week for personal care products.

Unit 7:	All residents had their property logged on 
admission. There was a procedure in place for the safe 
keeping of valuables. Residents remained in control of 
their possessions with the exception of razors, which 
were taken away for safety reasons.

COMPLIANT YES       3 NO

Article 9: Recreational Activities

Unit A: A number of recreational activities were 
available on the unit such as TV, DVDs, a substantial 
library and board games. Residents also had access to 
the gym and to the swimming pool on the campus.

Unit 7: A number of recreational activities were provided 
on the ward. These included TV, board games, cards and 

Article 5: Food and Nutrition

Unit A: Residents had access to fresh water and a choice 
of food for midday and evening meals. Specialist meals 
were catered for and there was a variety of low fat food 
and fruit. Emphasis was put on healthy eating options.

Unit 7: Residents had access to clean drinking water. It 
was reported that all food was prepared in the central 
kitchen. The nursing staff reported that the variety of 
meals was poor and healthy options were limited. It 
was also reported that one resident who required a 
special diet prescribed by a dietician from an external 
hospital was not accommodated. The service reported 
that a number of residents attended dieticians in 
specialist clinics at St. Vincent’s Hospital, Elm Park, and 
St. Columcille’s Hospital. It was anticipated that the 
introduction of the new GP service in the Central Mental 
Hospital would facilitate communication between the 
Central Mental Hospital and general medical services.

Unit B: Filtered water was available from a dispenser in 
the day room. A menu was displayed. There was a good 
choice of cereals and porridge was available for breakfast 
each morning except Sunday when a fried breakfast was 
available. A choice of three hot meals, including one 
vegetarian, was available at lunchtime. A choice of two 
hot meals was available at teatime.

COMPLIANT YES NO       3

Article 6 (1–2) Food Safety

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

COMPLIANT YES       3 NO

Article 7: Clothing

Unit 7: All residents had their own clothes. None of the 
residents were wearing night clothes on the day of the 
inspection. A policy on the use of night clothes during 
the day was in place.
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videos. Access to a swimming pool on the campus was 
dependent on staff availability and the presence of a 
lifeguard. A number of residents accessed the grounds 
for walks unaccompanied.

Unit B: There was access to a gym and swimming pool 
on campus, access to the latter was dependent on staff 
availability and the presence of a lifeguard. Art, music, 
relaxation groups and bingo were provided.

COMPLIANT YES       3 NO

Article 10: Religion

A draft Religious and Cultural Needs of Residents policy 
was in operation dated May 2007 with a review date of 
May 2010.

Unit A: Attendance at the chapel on campus was 
facilitated and a priest visited the unit if required. Other 
religions were catered for if required.

Unit 7:	There was access to mass on the campus. A 
number of residents attended religious services off site.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

A policy was in place regarding visits. It was last revised 
in November 2005 with no date for review.

Unit A: Visits for residents on observation levels one and 
two and residents in seclusion took place on the unit. 
Visits for other residents took place in the dining room of 
the main hospital. There were specified times for visitors 
each day as well as evening visits one day a week. 
Children’s visits were accommodated in a purpose-built 
cabin for family visiting in the grounds of the hospital. 
Visiting was supervised at all times.

Unit 7: Every effort was made to facilitate all visitors. On 
the ward, visits were facilitated in the day area and the 
veranda. Children visiting the ward were supervised in 
the cabin.

COMPLIANT YES       3 NO

Article 12 (1–4): Communication 

A policy on communication dated December 2006 was 
in place.

Unit A: Although phone-calls were monitored staff did 
not listen to calls. Since 31 March 2007, staff no longer 
read residents’ mail. Residents opened incoming post 
and sealed outgoing post in the presence of two staff. A 
logbook was kept of incoming and outgoing mail.

Unit 7: It was reported that there was a defined 
procedure in place for residents to open incoming mail 
and parcels in front of staff. Outgoing mail was not 
opened. A policy on communication was in place. There 
were set times available for residents to access the ward 
phone. Five residents had mobile phones for use when 
they were out of the hospital and these were handed in 
at the gate lodge on return from external activities.

COMPLIANT YES       3 NO

Article 13: Searches

A working draft policy was in place regarding searching 
of residents and on the finding of illicit substances. It had 
a review date of January 2008.

Unit A:	Staff reported that consent was always obtained 
and that no searches took place in the absence of 
consent. No intimate searches took place. Two staff were 
always present during searches of rooms and residents. 
A record of searches was made in the respective 
resident’s care plans and in the unit report book and 
the relevant MDT was notified. The finding of illicit 
substances was reported through line management and 
documented in the care plan.
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Unit 4:	A designated team provided care and treatment for 
the residents on this ward. On the day of the inspection, the 
team notes were integrated. Clinical psychology and social 
worker interventions were noted in the clinical files. The 
Inspectorate was informed that psychologists recorded their 
detailed notes in the MDT files which were not inspected. 
All clinical files inspected had a typed TCP.

COMPLIANT YES       3 NO

Article 16: Therapeutic Services and 
Programmes

A policy in relation to Therapeutic Activities for Residents 
was implemented in 1998, last revised in August 2005 
and was due for review in September 2006. There were 
significant vacancies in clinical psychology and occupational 
therapy which resulted in there being no therapeutic input 
from these health and social care professionals to the acute 
wards and limited input to other clusters.

Unit 7: Each resident had access to a MDT. Assessments 
were recorded as part of the TCP review. On the day of 
the inspection, there were a number of staff vacancies 
on each team. The ward staff had introduced a skills-
based cookery programme but there were limited 
cooking facilities on the ward. Access to VEC programmes 
was available on the campus. A number of residents 
attended a day programme in Usher’s Island. The 
occupational therapy staff facilitated this.

Unit B: A very limited recreational programme was in place. 
It was displayed on the ward and varied from 1 to 2 hours 
a day. No structured therapeutic programme was in place. 
Residents did not have access to their bedrooms during the 
day and were observed sleeping in the corridors and the 
day room on chairs during the inspection.

SABU:	No structured therapeutic programme was in place 
that was linked to residents’ care plans. The majority of the 
day was structured around self-care and dining. Residents 
did not have access to bedrooms during the day and were 
observed sleeping in the day room and corridor.

COMPLIANT YES NO       3

Unit 7:	It was reported that no searches had taken place. 
It was policy that a record of searches was recorded 
in the clinical file and a report made to the Director of 
Nursing. The finding of illicit substances was reported to 
the Director of Nursing.

Unit B and Unit 4:	It was reported that no searches had 
taken place.

COMPLIANT YES       3 NO

Article 14 (1–5): Care of the Dying

A policy on care of the dying was in place, implemented 
in 1998, last reviewed in February 2007, with no date for 
further review. All staff carried emergency alarms.

Unit A: Any physically ill resident was transferred to St. 
James’ Hospital or to St. Vincent’s University Hospital. 
There was a medical emergency protocol, an emergency 
trolley and Hoffman knife on the unit.

Unit 7: It was reported that the resident was nursed on 
the ward for as long as medically possible. Residents 
were transferred to the local general hospital when 
necessary.

COMPLIANT YES       3 NO

Article 15: Individual Care Plan

Unit A:	The nursing care plan was up to date and 
showed evidence of regular review. The multidisciplinary 
treatment and care plan (TCP) also showed evidence of 
regular review. Each resident had a primary nurse and a 
key worker from the multidisciplinary team. The overall 
care plan was coordinated through the key worker.

Unit 7:	Each resident had a TCP in place and all were 
reviewed. One TCP had been due for review several weeks 
prior to the inspection and there was no evidence of a new 
TCP in the clinical file. This was brought to the attention 
of staff. Photographic evidence was taken. In Unit 7, there 
was no nursing assessment or model in place.



108 | Mental Health Commission Annual Report 2007

BOOK 3 – HSE DUBLIN MID LEINSTER

Article 17: Children’s Education

There had been one admission of a child to the service. 
However, this admission was not under the Mental 
Health Act 2001. 

Article 18: Transfer of Residents

A policy was in place on the transfer of residents to 
other centres and hospitals dated October 2004.

Unit A: All relevant information including a copy of the 
medication card index record was sent with the resident 
on transfer.

Unit 7: There were internal transfers to the various 
wards and a policy and procedure was in place.

COMPLIANT YES       3 NO

Article 19 (1–2): General Health

A primary care service had recently been commenced 
in the hospital and a GP attended twice a week. The 
GP liaised with general medical services that residents 
attended outside the Central Mental Hospital. A Responding 
to Medical Emergencies policy was implemented in May 
2007 with a review date of May 2010.

Unit 7: In the files reviewed it was difficult to find the 
six-monthly physical examinations. All residents were 
offered the flu vaccine.

Unit A: All physical examinations had been completed 
within the previous six months. The GP arranged 
relevant screening tests.

SABU:	In all clinical files reviewed there was evidence 
of six-monthly physical examinations having been 
completed.

Unit B: Not all of the six-monthly general health 
assessments had been completed.

COMPLIANT YES NO       3

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

Unit A: An excellent information book was available for 
all residents. This included a copy of their care plan and 
risk assessment as well as housekeeping information, 
service information and advocacy information. The 
resident and key-worker compiled the information book.

Unit 7: Each resident had a detailed individualised 
information pack. It was very impressive and met all the 
requirements of this Article. Each pack included information 
on medication, diagnosis, and availability of advocacy 
services. An Information-giving to Residents policy was in 
place dated May 2007 with a review date of May 2010.

COMPLIANT YES       3 NO

Article 21: Privacy

Unit A: Each resident had their own room with toilet and 
wash-hand basin facilities in each room. There was an 
observation panel on the door for security purposes. The 
bedrooms were accessible to the resident during the day 
for a few hours for personal privacy.

Unit 7: Each resident had an individual bedroom.

Unit B: Each resident had their own room with toilet and 
wash-hand basin facilities in each room. There was an 
observation panel on the door for security purposes. The 
bedrooms were not accessible to the resident during the 
day for personal privacy regardless of clinical risk.

COMPLIANT YES       3 NO

Article 22: Premises

Unit A:	This was the only unit for women within the 
service and catered for all levels of therapeutic security. 
The unit was not suitable for the range of care and 
therapeutic options provided and it was not appropriate 
for the mix of residents, ranging from those with acute 
needs to those with rehabilitation needs. It was a 
ground-floor unit with single bedrooms, dining area 



BOOK 3 – HSE DUBLIN MID LEINSTER

Mental Health Commission Annual Report 2007 | 109

Article 25: Use of Closed Circuit Television (CCTV)

The Use of CCTV and Video Recording in the National 
Forensic Psychiatric Service, Central Mental Hospital policy 
was implemented in October 2006. The review date of 
October 2007 had passed when the Inspectorate received 
the policy. The policy stated that the system in the hospital 
digitally records for a period of 30 days and recordings 
may be retained for longer under specified conditions. The 
service reported that CCTV was not recorded.

Unit A: CCTV was not used within this unit.

Unit B:	There was a CCTV camera in the exercise yard for 
observation of residents. There was no sign indicating 
its use on display. Staff reported that residents were 
informed verbally. Following the inspection the service 
reported that signs had been put up.

The policy needs to be amended to reflect that CCTV was 
not being recorded and to include reference to the use 
of CCTV on Unit B for the observation of residents.

COMPLIANT YES NO       3

Article 26: Staffing

HSE policies on recruitment, selection and vetting of staff 
applied to the Central Mental Hospital. The hospital had a 
system in place for staffing the wards on a daily basis. A 
senior member of the nursing staff was always on duty 
at Director of Nursing or Assistant Director of Nursing 
level and a named Clinical Director.

Unit 7:	Three teams had admitting rights to the ward. 
Each team had funded positions for core MDT members. 
At the time of inspection a number of posts were 
vacant, especially in occupational therapy. Three nursing 
staff were on duty during the day and at night. A CNM2 
had been appointed to the ward. This post remained as 
part of the shift roster. It was reported that nursing staff 
had access to educational opportunities. All had received 
training in the Mental Health Act 2001.

and sitting room. There was access to a smoking area 
outside as well as a yard with planters. The unit was 
small and required redecorating. It was clean and efforts 
had been made to personalise areas and to brighten 
the decor and furnishings. The toilets and the showers 
and bathrooms were clean but in need of painting. The 
bedrooms each had a toilet and sink, with a partition 
that was only waist-high. An indoor smoking room 
extended outside to an enclosed garden.

Unit 7:	A new shower was installed and a bathroom and 
the kitchen had been upgraded.

Unit B: The furniture coverings in the day room were 
dirty and required re-upholstering.

Hostel: The kitchen and upstairs bathroom had been 
substantially refurbished and upgraded.

COMPLIANT YES NO       3

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

A working policy was in place that was implemented 
in September 2004 with a review date of March 2007. 
It was reported that medication was ordered from an 
external pharmacy and dispensed by nursing staff on the 
wards. A new card index system was in operation on the 
second inspection day.

COMPLIANT YES       3 NO

Article 24 (1–2): Health and Safety

A policy dated January 2007 was in operation and it was 
due for review in January 2008.

COMPLIANT YES       3 NO
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Unit B: Two teams had clinical responsibility for the ward 
under the team cluster system. Seven staff were on duty 
during the day, normally six RPNs and one care staff 
member. At night, three RPNs or two RPNs and a care 
staff member were on duty.

COMPLIANT YES       3 NO

Article 27: Maintenance of Records

The HSE policy on retention of records applied in this setting.

Unit A:	A number of clinical files inspected were bulky 
and contained loose pages inserted into the flap on the 
back inside cover. It was difficult and time consuming to 
extract information from this file. Another clinical file was 
dishevelled in that the main body of notes had become 
detached from the cover and the cover was also torn. 
Many loose pages had also been inserted into the back 
of this clinical file.

SABU: The clinical files were bulky and difficult to 
navigate. There was a lot of loose documentation in the 
back flap of the clinical file.

Records relating to food safety, health and safety and fire 
inspections were sent to the Inspectorate. It was noted 
that there was no formal fire inspection in 2007.

COMPLIANT YES NO       3

Article 28: Register of Residents

The register of residents was compliant with Schedule 1 
of the Regulations.

COMPLIANT YES       3 NO

Article 29: Operating Policies and Procedures

A full suite of policies was available and submitted prior 
to the inspection. A number of the policies need to be 
updated in line with the requirements of the Regulations 

issued in November 2006. Not all policies submitted had 
a review date and some were out of date. Some of the 
policies had not been updated as recommended by the 
Inspectorate in last year’s report.

COMPLIANT YES NO       3

Article 30: Mental Health Tribunals

There was a suite of offices available for holding tribunals.

COMPLIANT YES       3 NO

Article 31: Complaint Procedures

A complaints policy was implemented in September 
2000 and last revised in March 2007, with no date for 
further review. The senior management team were the 
designated complaints officers. A record of complaints 
was reviewed by the Inspectorate.

Unit A and Unit B:	Information about how to make 
a complaint was displayed on a noticeboard and was 
contained in the residents’ information books.

COMPLIANT YES       3 NO

Article 32: Risk Management Procedures

A risk management policy was in place. It was dated 
August 2005 with a review date of August 2006. A policy 
with the title Protection of Vulnerable Adults was in 
place dated May 2007, with a review date of May 2010.

SABU: Each resident had an individual clinical risk 
assessment. Procedures were in place to control the 
risks as necessary for compliance. The incident report 
book was reviewed. All incidents were reported in 
writing and the original sent to the senior management 
team. Information on how all incidents are reviewed 
and learning incorporated into practice was sent to the 
Inspectorate. Minutes of risk management meetings 
were also sent. The staff on the day of the inspection 
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were able to articulate the process in place for 
responding to medical emergencies.

COMPLIANT YES       3 NO

Article 33: Insurance

The HSE public liability insurance applied.

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

The certificate of registration was on display at the main 
reception area.

COMPLIANT YES       3 NO

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

SECLUSION

A policy on seclusion was implemented in May 2001, 
last revised in December 2006 and was due for review 
again in December 2007.

Unit A: Seclusion rates continued to fall. Seclusion 
was not carried out in the seclusion room as it was 
deemed to be unsuitable. If necessary, residents were 
secluded in their own bedrooms where there were 
toilet facilities. The seclusion register was in order and 
correlated with the notes documented in the clinical file. 
In the clinical file examined, documentation indicating 
that the resident’s next of kin or representative had 
been informed of the resident’s seclusion, or the reason 
explaining why this had not occurred, had not been 
entered as required. The service reported that an action 
plan had been put in place to address this issue.

Unit B: The seclusion register from 23 September 2007 
was reviewed. A total of 43 incidents of seclusion were 
recorded, of which 27 were unsigned by the consultant 
psychiatrist. A photocopy of this evidence was taken as 
part of the inspection process. There was no evidence in 
the documentation reviewed that Sections 2.9 and 2.10 
had been met. A record was kept of direct observation 
by a member of staff of a resident in seclusion. The ward 
had two seclusion rooms located in the main bedroom 
area. The rooms had linked toilet facilities. The walls had 
a hard finish, darkened windows but no blinds. There 
was evidence of wear and tear on the doorframes of 
the seclusion rooms. The walls needed to be repainted. 
On the day of the inspection, a written policy was not 
available on the ward and there was no record that staff 
had read and understood the policy. There was no CCTV 
in the seclusion areas.

SABU:	The seclusion register was not fully completed in all 
instances. Photocopies of documentation was gathered.

COMPLIANT YES NO       3

ECT

ECT was not administered in the Central Mental Hospital.

MECHANICAL RESTRAINT

There was a draft working policy with the title Use of 
Mechanical Means of Bodily Restraint (Handcuffs), due 
for review in May 2008. It stated that the only form 
of mechanical restraint to be used is handcuffs in the 
context of escorting and transporting residents outside 
the hospital. Some incidents of physical restraint had 
been incorrectly entered to the mechanical restraint 
register. The service reported that an action plan had 
been put in place to address the outstanding issues 
under the Rules for mechanical restraint.

Unit A:	Mechanical restraint was not used in Unit A

SABU:	The register was not completed in full. Some 
forms were not signed by a medical practitioner, some 
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were not signed by a consultant psychiatrist and some 
were not signed by staff who initiated or assisted with 
the mechanical restraint. Photocopies of documentation 
was gathered.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

This was not used in this approved centre.

COMPLIANT YES NO       3

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

PHYSICAL RESTRAINT

A policy with the title Assessment, Prevention 
and Management of Violence and Aggression was 
implemented in January 2002, last revised in January 
2006 with no date for further review.

Unit A: It was stated that physical restraint was not used 
in the unit. No practice forms for physical restraint had 
been filled out

Unit B:	The clinical files of two residents who had 
undergone physical restraint were reviewed. The order 
for physical restraint was not documented in one of 
the clinical files. Part 13 of the clinical practice form for 
physical restraint (specifying who ended physical restraint) 
was not completed in either case. The use of physical 
restraint for one of the residents was not recorded in his 
clinical file. Photographic evidence was taken.

SABU:	Several of the clinical practice forms had not 
been signed by a consultant psychiatrist. Some of the 
forms had not been signed by staff who initiated or 
assisted with the physical restraint. Photocopies of 
documentation was gathered.

Following the inspection, the service reported that 
an action plan had been put in place to address the 
outstanding issues under the Code of Practice for 
physical restraint.

COMPLIANT YES NO       3

ADMISSION OF CHILDREN

A policy with the title Admission, Treatment and Care 
of Children in the Central Mental Hospital was in place 
dated May 2007 with a review date of May 2010. One 
child had been admitted to the Central Mental Hospital. 
This admission had not been under the Mental Health 
Act 2001.

2.4  EVIDENCE OF COMPLIANCE 
WITH ADMINISTRATION OF 
MEDICATION – MENTAL HEALTH 
ACT 2001, SECTION 60

Unit 7:	This was applied to one resident on the day of 
the inspection. The necessary paperwork was in order.

SABU: In two of the relevant clinical files reviewed, the 
Section 60 paperwork had been completed.

COMPLIANT YES       3 NO
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APPROVED CENTRE WARRENSTOWN CHILD AND 
ADOLESCENT IN-PATIENT 
UNIT

DATE OF INSPECTION 5 JULY 2007
NUMBER OF BEDS 6 INTEGRATED
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

Warrenstown Child and Adolescent In-patient Unit 
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

Warrenstown Child and Adolescent In-patient Unit 
provided tertiary in-patient services for children and 
adolescents between 6 and 16 years. It was a 6-bed 
open unit, but a clinical decision could be made to lock 
the door if necessary. On the day of the inspection three 
females and three males were voluntarily admitted. 
Referrals were made from child and adolescents services 
throughout the country. A waiting list for admission was 
in operation. The service operated mostly on a five-day 
basis. Weekend cover was provided for 20 percent of the 
time. It was reported that it was not possible to provide 
a seven-day service due to staff shortages.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  Personal alarms and panic buttons need to be 
installed as a matter of urgency.

	 Outcome:	A contract for the provision of alarms in 
the offices and school buildings and personal alarms 
for staff had been agreed with a contractor. Funding 
had been allocated and agreed. The matter was 
progressing.

2.  Recruitment of additional staff to provide 24/7 access 
to the unit for young people is required.

	 Outcome:	This recommendation had not been 
progressed. A major recruitment drive was planned 
for additional nursing staff and childcare workers.

3.  Recruitment of a full multidisciplinary team, including 
an occupational therapist, is required.

	 Outcome:	Staff reported that agreement had been 
reached for the provision of some occupational 
therapy hours on a regular basis to the unit were 
unsure when this was to begin. A major recruitment 
drive was planned for the existing vacancies in the 
psychologist, social worker and occupational therapist 
posts.

4.  Outside area needs to be landscaped for use as a 
play and recreational area.

	 Outcome:	The approved centre did not have an 
outdoor play and recreational space. Staff reported 
that the landscaping of the current garden areas had 
been superseded by the priority to build the new 12-
bed unit after which landscaping would be addressed. 
However, it is likely that such a development will 
take some time to come to fruition and the outdoor 
recreational needs of the young people should be 
addressed in the meantime.

5.  A large indoor recreational facility to cater for 
physical activities is required.

WARRENSTOWN CHILD AND 
ADOLESCENT IN-PATIENT UNIT
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	 Outcome:	This is still a requirement and it should be 
incorporated into the new development.

6.  The HSE needs to progress plans for the purpose-
built unit, to include an intensive care area and 
accommodation facilities for parents.

 Outcome: A number of staff went to Newham in East 
London to view a purpose-built unit for children and 
adolescents. It was expected by staff that work on 
the unit will commence shortly. Given the shortage of 
child and adolescent beds nationwide the HSE should 
prioritise this development.

7.  Information should be given to the young people 
and their carers on admission about the role and 
function of the Inspectorate and a system put in place 
to facilitate the young people in meeting with the 
Inspectorate pursuant to the rights afforded to them 
under the Mental Health Act 2001.

	 Outcome:	All of the young people and their families 
were informed of the Inspectorate’s visit. Parental 
consent was obtained should any of the young 
people wish to speak with the Inspectorate. Parental 
permission for the young person to speak to the 
Inspectorate had been included in one of the consent 
forms given prior to the young person’s admission to 
the unit.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

The team had 1.3 whole-time-equivalent consultant 
psychiatrists, 1.0 whole-time-equivalent senior registrar, 
1.0 whole-time-equivalent NCHD, 1.0 whole-time-
equivalent CMN2, 1.0 whole-time-equivalent CNM1, staff 
nurses and social care staff. There was 1.0 whole-time-
equivalent social worker, 1.0 whole-time-equivalent 
psychology and 0.5 whole-time-equivalent speech 
and language therapy posts which were vacant. Staff 
reported that the team has secured some occupational 
therapy hours from the community child and adolescent 
mental health services to commence in the near future. 
There were weekly team meetings.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

The centre did not have MDT care plans as specified in the 
Regulations. There was a weekly team meeting and from 
that a weekly multidisciplinary team progress report was 
completed. Separate medical and nursing files were kept. 
Each young person had a nursing plan which was up to 
date and reviewed regularly by the team.

1.5  THERAPEUTIC ACTIVITIES

The therapeutic activities were linked to the nursing care 
plan. There was a key worker system in place. The range 
of therapeutic activities was limited due to the vacancies 
on the team.

1.6  ENVIRONMENT AND FACILITIES

The waiting room, two sitting rooms, one activity room, 
a medical examination room and a programme room 
for recreational activities were located on the ground 
floor. The main kitchen had a serving hatch connected 
to the cramped dining room which had been tastefully 
refurnished. It also held a pool table. There were five 
toilets on the ground floor. Six staff offices, including one 
family therapy suite, adjoined the main building. On the 
upper floor there were six bedrooms, some of which 
had twin beds but the rooms were only used as single 
rooms, apart from a rare emergency. The bedrooms had 
open shelving and wardrobe space and were bright and 
in a good state of decor. There were two bathrooms, two 
toilets, a sensory room, conference room, a staff kitchen 
and bathroom. There were plans to build a replacement 
12-bed unit. Across the basketball court there was a 
school which was open for use during term time but also 
can be used for study during holiday periods. There was 
no facility to accommodate parents.
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1.7  INTERVIEWS WITH RESIDENTS

Four young people asked to speak to the Inspectorate 
and consent for this had been sought by the approved 
centre and given by their parents. They all stated that 
they were satisfied with their care and treatment 
in the approved centre. They were aware of their 
consultant and key nurse. They reported that they had 
all been asked to complete a food preference sheet 
when they came to Warrenstown and their individual 
food preferences were catered for within reason. They 
described numerous recreational activities that were 
available to them during the day and in the evenings, 
including computer console games, board games and 
outings. They described the facilities as good in general 
but complained that there was no large space to use for 
physical activities during bad weather.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  One of the consent forms had been amended to include 
space for obtaining parental consent for the young person 
to speak to the Inspectorate during an inspection.

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

1.  The centre is required to have MDT care plans as 
specified in the Regulations. This was discussed with 
staff on the day of the inspection that the weekly 
multidisciplinary team progress report could be easily 
amended into a multidisciplinary care plan.

2.  The team should identify suitable advocacy 
arrangements for the young people.

3.  The planned purpose-built unit should be progressed 
as a matter of urgency.

4. The full complement of nursing and multidisciplinary staff 
should be recruited as a matter of urgency.

5. The recommendations from last year’s report must be 
progressed in full.

 
PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 5 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 base: 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 consultant psychiatrist, the CNM1 
and a group of young people, a review of relevant paper 
documentation, and photographic evidence gathering 
on the day of the inspection. The policies received on 
the day of the inspection had not been signed off by 
the senior management team. Following the inspection, 
the Inspectorate received copies of all policies 
demonstrating that they had been signed off and had 
been implemented in July 2007 and were due for review 
in July 2009.

Article 4: Identification of Residents 

The small number of young people were known to the 
staff. One registered nurse administered medication 
with another staff member. The resident’s name was 
called out for safe administration of medication. A policy 
was in place with the title Identification of Patients 
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for Medication, Health Care and other Services within 
Warrenstown Child and Adolescent In-patient Unit. The 
policy referred to patients and should be relevant to all 
young people not just those may be detained.

COMPLIANT YES       3 NO

Article 5: Food and Nutrition

On the day of the inspection, there was a menu posted 
on the board in the dining room. The young people 
reported that they had all been asked to complete a 
food preference sheet when they came to Warrenstown 
and their individual food preferences were catered for 
within reason. There was a fresh supply of water and 
diluted fruit drinks available to the young people. A 
policy relating to food and nutrition was in place.

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. A policy relating to food safety was in place.

COMPLIANT YES       3 NO

Article 7: Clothing

The young people wore their own clothing. Their clothes 
were stored in open plan wardrobes in their bedrooms. 
Night clothes were only worn during the day if 
prescribed by the medical registered practitioner as part 
of the care plan and recorded in the clinical file. A policy 
relating to young people’s personal clothing was in place.

COMPLIANT YES       3 NO

Article 8: Residents’ Personal Property and 
Possessions 

Young people were allowed to keep possession of most 
personal items except those considered hazardous. Sharp 
objects were taken and returned to parents. The young 
person may use his or her razor for hygiene purposes 
and when not in use it was stored securely by staff. A 
policy was in place policy relating to young persons’ 
personal property and possessions. A list of possessions 
was taken at admission and was available to the young 
person.

COMPLIANT YES       3 NO

Article 9: Recreational Activities

A programme room for recreational activities was 
provided, which had a TV, games consoles, selection 
of DVDs, videos, books, paints, arts and crafts, sewing 
kits and knitting. There was no activities programme 
but each day one planned activity, such as a trip to the 
cinema or cooking, took place. Once a week, a planned 
excursion was arranged if practicable. The centre had a 
policy on recreational activities.

COMPLIANT YES       3 NO

Article 10: Religion

Religious practice was facilitated in conjunction with 
the key worker. The approved centre had a policy on 
religion and culture.

COMPLIANT YES       3 NO

Article 11 (1–6): Visits

All visits were arranged in advance as the young people 
may be involved in activities outside the centre. During 
school term, visits may only take place after school 
time and up to 2000h. Visits were normally by parents 
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and siblings only. Anyone else, for example aunts and 
uncles, had to be vetted by parents in consultation 
with the key worker. Friends might visit if vetted by the 
parents of the young person but must be accompanied 
by a parent or legal guardian. There were arrangements 
for children to visit. The Policy Relating to Contact with 
Persons who Visit or Telephone Warrenstown Child and 
Adolescent In-patient Unit and the policy Dealing with 
Visitors to the Unit included means to ensure resident, 
staff and visitor safety.

COMPLIANT YES       3 NO

Article 12 (1–4): Communication 

The young people were facilitated to make phone calls to 
and receive phone calls from parents in private. Friends 
were only allowed to phone if the young person’s parent 
had given permission. The young people and staff were 
not allowed to have mobile phones in their possession. 
The Internet was used for educational purposes in school 
and its use was closely monitored. Outgoing mail from 
the young person was not examined unless there was 
a clinical decision made in this regard. Staff reported 
that on one occasion in the past a letter addressed to a 
young person was examined and withheld in order to 
protect the young person from harm. The Policy Relating 
to Communication to, from and within Warrenstown Child 
and Adolescent In-patient Unit was in place.

COMPLIANT YES       3 NO

Article 13: Searches

No searches had been carried out on a young person. 
Searches of room and possessions had been conducted. 
This was done with the consent of the young person 
and was carried out by two members of staff. Consent 
for searches was obtained at admission. Information 
on searches was contained in the information booklet, 
which was given to the young person on first contact 
with the service prior to admission. A written record of 
searches, the reason it was carried out and the names of 
the staff members who carried it out were documented 

in the nursing file. The centre had policies relating to 
searching rooms and young people’s property but not 
relating to finding illicit substances.

COMPLIANT YES NO       3

Article 14 (1–5): Care of the Dying

An arrangement was in place between the approved 
centre and Tallaght Hospital when children were in need 
of specialist physical care. The approved centre had 
policies relating to care of the dying and management of 
sudden death.

COMPLIANT YES       3 NO

Article 15: Individual Care Plan

The care plans did not meet the requirements as defined 
in the Regulations. Each young person had a nursing 
care plan. The nursing file was kept separate from the 
medical file for the duration of the admission and were 
integrated after discharge. The centre had a policy on 
nursing care plans.

COMPLIANT YES NO       3

Article 16: Therapeutic Services and Programmes

Warrenstown Child and Adolescent In-patient Unit provided 
a therapeutic milieu by the creation of a relaxed, stable 
and informal environment where the young person’s needs 
can be balanced with the demands made on them by the 
community of which she or he is part. Everyday activities 
of life provided an opportunity for the young person 
to become aware of his or her potential, and establish 
appropriate limits of acceptable behaviour in everyday 
situations. The young people were seen by their assigned 
psychotherapist for a number of individual one-to-one 
sessions each week. Family therapy could be availed 
of. Psychological assessment may also form part of the 
assessment or treatment. There was a group work session 
at least once a week that centred on social skills. The range 
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of therapeutic services was limited by the absence of health 
and social care professionals on the team. The centre had a 
policy on therapeutic service and programmes.

COMPLIANT YES NO       3

Article 17: Children’s Education

There was a school on campus. Teachers participated 
in the team review meeting. The school was divided 
between Primary and Secondary levels. The centre had a 
policy in relation to children’s education.

COMPLIANT YES       3 NO

Article 18: Transfer of Residents

It was the responsibility of the doctor to write a referral 
letter outlining the relevant information and the 
responsibility of staff to ensure that this information was 
brought with the young person. At least two staff were 
required to accompany the young person. The approved 
centre had a policy on transfers.

COMPLIANT YES       3 NO

Article 19 (1–2): General Health

An arrangement was in place between the approved 
centre and Tallaght Hospital when children were in need 
of specialist physical care. Outpatient appointments 
were facilitated and parents were encouraged to bring 
the young person as necessary. The approved centre 
had a policy on dealing with medical emergencies. All 
young people had up-to-date physical and mental health 
reviews documented in their clinical files. The centre had 
a policy on young people’s general health.

COMPLIANT YES       3 NO

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

This information, in booklet form, was furnished to the 
young person before he or she was ever admitted to 
the centre and on the day of the admission. Each young 
person, on admission, was introduced to the members 
of the team and to the other young people attending the 
centre. Information leaflets were available in the waiting 
area on various mental health problems and on mental 
health promotion specific to young people. The young 
person could also seek information from their key 
worker or other member of the multidisciplinary team. 
Regular meetings were held between the clinical team 
and the young people and their parents. The approved 
centre had a policy on provision of information to 
young people.

COMPLIANT YES       3 NO

Article 21: Privacy

The bedrooms were single. The bathrooms were secured 
and supervised. A number of sitting and lounge rooms 
were provided that young people could use and there 
was space for visitors. The centre had a policy on privacy.

COMPLIANT YES       3 NO

Article 22: Premises

The premises were clean and maintained in good 
structural order. The unit was adequately heated, lit and 
ventilated. It was reported by staff that any maintenance 
was attended to promptly.

COMPLIANT YES       3 NO

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

Medications were stored in a locked cupboard. The 
medication card index was in good order. A signature 
bank for both doctors and nurses was kept. One 
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registered nurse administered the medications with 
another staff member. The medication card index was 
rewritten every month and a note was kept in the diary 
when it was reviewed and rewritten. The approved 
centre had policies relating to ordering, prescribing, 
storing, and administration of medications.

COMPLIANT YES       3 NO

Article 24 (1–2): Health and Safety

A health and safety statement was in place that included 
policies and procedures and an up-to-date health and 
safety audit and risk assessment.

COMPLIANT YES       3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was used on the landings but there were blind 
spots due to the age and structure of the building. The 
snoezelen multisensory room was also covered by CCTV. 
The young people were made aware of this and could 
therefore be left alone in the snoezelen multisensory 
room while a member of staff remained seated outside 
the “blackout” canopy to survey the monitor. The use 
of CCTV was clearly labeled and evident to ensure 
disclosure of its existence and usage. It was incapable of 
recording and could be switched off. The draft policy on 
the use of CCTV was discussed with staff on the day of 
the inspection and the Inspectorate advised that it also 
include reference to the use of CCTV in the snoezelen 
multisensory room. The Inspectorate subsequently 
received a signed and amended policy covering all 
usages of CCTV.

COMPLIANT YES       3 NO

Article 26: Staffing

The approved centre had a policy on recruitment, selection 
and vetting of staff which was awaiting sign-off. There was 
one consultant psychiatrist post, which was shared by two 

consultants. There was one senior registrar and one NCHD. 
There were existing posts for an occupational therapist, 
which will be shared by another team, a psychologist, 
social worker and 0.5 whole-time-equivalent speech and 
language therapist, which, on the day of the inspection, 
were not filled. The Inspectorate was informed that there 
was a major recruitment drive imminent.

Table 1: Unit staff levels

Staff 
Member

Day (0800h 
to 1530h)

Evening 
(1300h to 

2030h)

Night 
(2030h to 

0800h)
Registered 
Nurse 

1 (min) 1 (min) 1 (min)

Social care 1-2 2-3 1

A copy of the Act, the Regulations, Rules and Codes 
of Practice were available to staff at the centre. All 
nursing and care staff were trained in Therapeutic Crisis 
Intervention (TCI) and attended a 6-monthly refresher 
course. Staff reported that TCI did not meet all their 
needs and there was no monitoring system from within 
the HSE. All staff had professional clinical supervision for 
one hour each month. The training register was made 
available to the Inspectorate. Staff were trained in the 
use of the snoezelen multisensory room and equipment. 
One nurse had trained as an art psychotherapist.

COMPLIANT YES NO       3

Article 27: Maintenance of Records

The clinical files reviewed were generally in good order 
and were up to date. One file had an entry written in 
black felt pen and a number of entries did not have the 
staff member’s designation or printed name, or did not 
use the 24-hour clock. This was discussed with the senior 
staff on the day of the inspection. Active files were held 
in a cabinet in a locked office. Policies were in place 
relating to the creation of, access to, maintenance, storage, 
removal and destruction of files. The approved centre 
sent documentation relating to inspections of food safety, 
health and safety and fire inspections to the Inspectorate.

COMPLIANT YES       3 NO
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Article 28: Register of Residents

The information collected did not contain all the items 
specified in Schedule 1. There was a named person 
currently updating the register of residents in line 
with the information specified in Schedule 1 of the 
Regulations.

COMPLIANT YES NO       3

Article 29: Operating Policies and Procedures

The approved centre had a policy relating to written 
operational policies and procedures that specified all 
policies and procedures were to be reviewed at least 
every three years. The policies and draft policies received 
by the Inspectorate included a date of implementation 
and a review date within 2 years.

COMPLIANT YES       3 NO

Article 30: Mental Health Tribunals

None of the young people were detained under the 
Mental Health Act 2001.

COMPLIANT YES       3 NO

Article 31: Complaint Procedures

The nurse in charge of the centre was responsible 
for dealing with complaints and to ensure that the 
complaint was followed through and dealt with 
appropriately. A record of complaints was maintained 
in the centre and was reviewed by the Inspectorate. 
Complaints had been followed up quickly and external 
investigators had assisted as required. The complaints 
procedure was contained in the information booklet and 
was also displayed on the noticeboard in the waiting 
room. The centre had a policy for the investigation and 
management of complaints.

COMPLIANT YES       3 NO

Article 32: Risk Management Procedures

The approved centre had a comprehensive written risk 
management policy. Policies were in place in relation 
to assessment of young people at risk of self-harm, 
suicide or assault, to protect and prevent abuse of 
children and young people and the management of 
abuse against employees, transportation of specimens 
to the laboratory, smoking, use of Hoffman knife and the 
snoezelen multisensory room and reporting of serious 
incidents. A policy on dealing with young people who 
abscond and on levels of supervision was implemented 
in April 2004 and was due for review in June 2007. A 
policy on locking of doors and windows was implemented 
in December 2005 and was due for review in June 2007. 
The policies did not specify arrangements for learning 
from serious or untoward incidents or adverse events.

COMPLIANT YES NO       3

Article 33: Insurance

The HSE’s insurance arrangements applied to this 
approved centre and staff reported that documentation 
was stored at Bridge House, Cherry Orchard Hospital. A 
copy of the insurance details was sent to the Inspectorate.

COMPLIANT YES       3 NO

Article 34: Certificate of Registration

The certificate of registration was displayed on a 
noticeboard in the waiting area. It was suggested by the 
Inspectorate that it be displayed in a more prominent 
position in the centre.

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

 
SECLUSION

There were no seclusion facilities in the centre and staff reported 
that seclusion was not used. There was a policy on seclusion.

ECT

ECT was not provided at the centre. There was a policy 
on seclusion.

MECHANICAL RESTRAINT

Mechanical restraint was not used at the centre. There 
was a policy on mechanical restraint.

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

PHYSICAL RESTRAINT

All nursing and care staff were trained in TCI. The physical 
restraint part of this intervention has not been used. There 
was a HSE policy on relation to the use of TCI which was 
implemented in August 2004 and was due for review in 
August 2006. All staff had been trained in TCI and training 
records were reviewed by the Inspectorate. The centre 
had a policy on physical restraint.

COMPLIANT YES       3 NO

ADMISSION OF CHILDREN

Consent forms were completed by parents and the 
young person for admission and treatment in the centre. 
All admissions had been on a voluntary basis.

COMPLIANT YES       3 NO

2.4  EVIDENCE OF COMPLIANCE 
WITH ADMINISTRATION OF 
MEDICATION – MENTAL HEALTH 
ACT 2001, SECTION 60

This was not applicable.


