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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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ACUTE MENTAL HEALTH ADMISSION UNIT,  
KERRY GENERAL HOSPITAL

APPROVED CENTRE ACUTE MENTAL HEALTH 
ADMISSION UNIT, KERRY 
GENERAL HOSPITAL

UNIT INSPECTED ACUTE MENTAL HEALTH 
ADMISSION UNIT

DATE OF INSPECTION 10 SEPTEMBER 2007

NUMBER OF BEDS 50
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

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

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

1.1  DESCRIPTION

The Acute Mental Health Admission Unit, Kerry General 
Hospital was a 50-bed open unit consisting of two wards 
– Reask and Valentia. The two wards were integrated 
and served separate catchment areas. Reask Ward had 
25 residents: 13 male and 12 female of whom five were 
detained under the Mental Health Act 2001. Valentia 
Ward had 26 residents: 15 male and 11 female residents 
of whom three were detained under the Mental Health 
Act 2001. Five sector teams admitted to the unit. 

There were plans for the construction of a 4-bed high 
observation area as part of the 50-bed unit. 

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  Introduce multidisciplinary team care plans in full, 
and audit findings.

	 Outcome: The Inspectorate was told that through 
the refocusing project efforts were being made to 
comply with this. The Inspectorate noted that the unit 
was close to compliance with the Regulations in this 
regard.

2.  Review and update policies on admission, discharge 
and seclusion.

	 Outcome: These policies had been updated.

3.  The layout of the seclusion rooms must be addressed.

	 Outcome: There had been no change in this. One 
seclusion room was being used as a bedroom. New 
ventilation fans had been installed.

4.  A policy on the use of mechanical restraint should be 
put in place immediately.

	 Outcome: The Inspectorate was told that mechanical 
restraint was no longer in use.

5.  The unit should be repainted as soon as possible.

	 Outcome: The work had been put to tender. One 
company’s tender had been accepted and work was 
due to commence shortly.

6.  Serious consideration should be given to the 
establishment of high observation areas on the unit.

	 Outcome: There were plans for the construction of a 
4-bed high observation area.
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dining room that had a smaller flat-screen TV. A serving 
hatch connected the kitchen and the dining room. Off 
the dining room was a veranda with a canopy that led 
to a two-tiered smoking area. It was reported that a 
suitable outdoor heater was being purchased for winter 
use and that a sensory garden was being planned. A 
new ramp had been installed for wheelchair access as 
this area was also used as an entrance to the unit for 
assisted admissions. 

1.7  INTERVIEWS WITH RESIDENTS

Three residents were spoken to individually during the 
inspection. All expressed satisfaction with their care and 
treatment. One resident was concerned that the building 
needed to be painted. 

1.8  GOOD PRACTICE DEVELOPMENTS

The refocusing project was continuing. From this, a 
community meeting had been set up which met each 
Saturday morning and was attended by residents, 
nursing staff and NCHDs and occasionally, a number of 
consultants attended. A process of protected therapeutic 
time occurred each afternoon between 1500h and 
1600h which offered dedicated time for each resident to 
spend with their key worker.

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

1.  The unit should commence using individual care plans.

2.  Existing plans for the 4-bed high observation unit 
should be reviewed with clinical staff to ensure that 
the most modern and clinically sound design is used.

3.  The layout of the seclusion rooms should be addressed.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Five sector teams admitted to the unit. Each team met 
weekly on the unit. Two of the teams had a social 
worker; other teams shared a social worker. There 
were three occupational therapists, none of them full 
time, who worked on a sessional basis throughout the 
five teams. There were two psychologists available to 
the service. A clinical nurse specialist (CNS) managed 
the activation programme. Another CNS worked in the 
field of enduring mental illness. The Inspectorate was 
informed that since the inspection, a full-time social 
worker had commenced.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

The clinical file was a composite integrated file with 
input from medical, nursing, occupational therapists, 
social workers and psychologists. The approved centre 
was close to initiating integrated care plans.

1.5  THERAPEUTIC ACTIVITIES

Three occupational therapy-led sessions occurred weekly. 
There was a CNS in charge of the activation programme. 
There was a schedule of activities displayed on a 
whiteboard in the corridor, including exercise, health 
walk, relaxation, newspaper reading, art and games, and 
a daily mental health discussion, the topic on the day of 
the inspection being “Recovery”.

1.6  ENVIRONMENT AND FACILITIES

The unit had an administration corridor that led to Reask 
Ward on the right and to Valentia Ward on the left. A 
clearly labeled suggestion box was situated in the day 
room. The day room had a large flat-screen TV, a pool 
table and a well-stocked bookshelf. Off this was a large 
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PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 10 SEPTEMBER 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 
an interview with the Assistant Director of Nursing 
with responsibility for the unit. Compliance with 
the Regulations (S.I. 556, 2006) was inspected. The 
Clinical Director and the Director of Nursing met the 
Inspectorate on the morning of the inspection. The 
Inspectorate met the senior management team for 
feedback after the inspection.

Article 4: Identification of Residents

A photo ID was attached to each medication card index 
record and residents wore named wristbands. There was 
a regular core of nursing staff on the unit. The nursing 
staff also wore identification badges. 

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

A water dispenser on the unit was accessible to the 
residents. Kitchen staff compiled a full menu and this 
was displayed on the unit. The food was cook-chill 
and offered a choice of hot meal or salad for the main 
meal. Cereals and orange juice, toast, tea or coffee was 
available for breakfast. At teatime, there was a choice 

of a grill or salad. There was access to a dietician. All 
dietary types were catered for.

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. 

Article 7: Clothing

Residents had their own supply of clothing. If necessary, 
the unit could provide clothes, which the resident then 
retained. The consultant made a clinical decision if it 
was felt a resident should remain in night clothes. It was 
reported that this was documented in the clinical file. 
The clinical file of one resident who required to be cared 
for in their night clothes was examined. There was no 
documentary input in the clinical file specifying that the 
resident should wear night clothes.

COMPLIANT YES      NO      3

Article 8: Residents’ Personal Property and 
Possessions

Personal property and possessions were kept at the 
bedside in a wardrobe and bedside locker. There was a 
property cupboard located on the unit with individual 
shelving for the holding of some valuables. Residents 
were encouraged to send other valuables home. A 
facility for the safe keeping of valuables was available. 
Staff retained sharp objects. A property sheet was used 
to record personal property and possessions. Residents 
signed this sheet when removing or withdrawing items. 
This system was audited. A policy on residents’ personal 
property and possessions was 11 years old; it had been 
effective from 11 April 1996 and had no date for review. 
Since the inspection, a signed and operational policy 
on residents’ personal property and possessions was 
forwarded to the Inspectorate.

COMPLIANT YES      3 NO
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had no written operational policies and procedures on 
communication.

COMPLIANT YES      NO      3

Article 13: Searches

It was reported that searches were rare. The resident’s 
consent was always sought and if this was not forthcoming 
the policy was that the consultant psychiatrist responsible 
for the care of the resident, or the consultant psychiatrist 
on call, was contacted, however, this scenario had never 
occurred. Two nurses and the resident were always 
present during a search. Searches were kept as discreet 
as possible and the reasons for carrying out a search were 
always explained to the resident concerned and a note 
was made in the clinical file. A written operational policy 
and procedures on the searching of a resident, his or her 
belongings and the environment in which he or she is 
accommodated were effective from September 2005 and 
at the time of the inspection was under further review.

COMPLIANT YES      3 NO

Article 14 (1–5): Care of the Dying

Any resident who had become seriously physically ill was 
transferred to the general wards on campus. A written 
operational policy on care of the dying was effective from 
June 2007 and was due for review in June 2009.

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

Individual care plans as defined in the Regulations 
were not present. There was a sheet with the title 
“Multidisciplinary Care Plan” but in the six clinical files 
examined this was not completed. The unit was close to 
achieving full compliance with this Article.

COMPLIANT YES      NO      3

Article 9: Recreational Activities

There were two TV sets and a pool table. There was 
access to the garden. A basketball hoop was provided 
and was used frequently. There was computer access for 
residents. The unit had the use of a bus for social and 
recreational outings.

COMPLIANT YES      3 NO

Article 10: Religion

Pastoral care was available on the unit on a daily basis. 
Sunday worship occurred on unit. Sometimes a joint 
worship occurred on the unit with both Roman Catholic 
and Church of Ireland residents present. It was reported 
that Muslim residents were catered for on the unit.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

It was reported that there was a liberal policy on visiting. 
Visiting was discouraged during protected therapeutic 
time (1500h to 1600h) but this was negotiable. Visitors 
could be accommodated up to sleeping time. Visiting 
children had to be under the care of an adult and special 
arrangements could be catered for such as provision of 
a room for privacy. The unit had no written operational 
policies and procedures for visits. 

COMPLIANT YES      NO      3

Article 12 (1–4): Communication

Mobile phones were withheld from residents and if 
residents wanted to check for missed phone calls or text 
messages they were accompanied by nursing staff to 
check. Pay phones were provided on the unit and staff 
facilitated residents to make important phone calls on 
the unit’s phones in exceptional circumstances. The key 
worker arranged access to resident’s own mobile phone 
and staff had requested internet access for residents. 
Incoming and outgoing mail remains private. The unit 
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Article 16: Therapeutic Services and Programmes

A schedule of activities was displayed on a white board 
in the corridor including exercise, health walk, relaxation, 
newspaper reading, art and games and a daily mental 
health discussion, the topic on the day of the inspection 
being “Recovery”. Three sessions that were occupational 
therapy-led occurred weekly. There was a CNS in charge 
of the activation programme.

COMPLIANT YES      3 NO

Article 17: Children’s Education

Five children had been admitted to the unit from 1 
November 2006 to the date of the inspection. The period 
of stay was short (3 to 4 days) in all cases. The unit had 
no written operational policy on children’s education.

COMPLIANT YES      NO      3

Article 18: Transfer of Residents

Up to the time of the inspection, seven residents had 
been transferred from the unit to St. Finan’s Hospital in 
Killarney. This was considerably down from 2005 when 
21 residents had been transferred. The Inspectorate was 
informed that the Clinical Director made the decision to 
transfer in the best interests of the resident. A written 
operational policy on transfer of residents was effective 
from 10 February 2007 and for review in November 2007.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

A sample of clinical files was examined on both Valentia 
and Reask wards. There was evidence that the general 
health needs of these residents were assessed regularly.

COMPLIANT YES      3 NO

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

Details of each resident’s multidisciplinary team were 
displayed on a whiteboard on the unit. A residents’ 
information booklet was available and given to each 
resident on admission and this contained Regulations-
compliant information. A member of the Irish Advocacy 
Network visited the unit each Tuesday. Information on 
diagnosis and medications was available to residents 
through their key worker and consultant psychiatrist. The 
unit had no written operational policy on the provision of 
information to residents.

COMPLIANT YES      NO      3

Article 21: Privacy

There were curtains around all beds in rooms that had 
more than one bed. There were a number of single 
rooms on the unit.

COMPLIANT YES      3 NO

Article 22: Premises

The Inspectorate was informed that funding had 
been approved for the development of a 4-bed high 
observation area. The Inspectorate was also informed 
that the plans for this development had been drawn up 
ten years before and might need changing in terms of 
incorporating a seclusion area and access to fresh air. 
The unit was in need of redecoration and the painting 
contractors were ready to proceed with this work. The 
toilets, bathrooms and shower areas were all clean and 
well maintained. Residents’ paintings from the art groups 
were displayed on the walls of the unit. New furniture 
had been placed in the dining room. New wardrobes 
and lockers had been ordered for the bedsides. The 
noticeboards were about to be replaced with whiteboards.

COMPLIANT YES      3 NO



BOOK 4 – HSE SOUTH

Mental Health Commission Annual Report 2007 | 11

A social worker had been due to start with the 
rehabilitation team during the week of the inspection, 
the main purpose being to expedite the closure of St. 
Finan’s Hospital in Killarney. However, because of HSE 
recruitment restrictions, this person’s appointment had 
been deferred. There were three occupational therapists, 
none of them full time, who worked on a sessional 
basis throughout the five teams. There were two 
psychologists available to the service. A CNS managed 
the activation programme. Another CNS worked in the 
field of enduring mental illness. It was reported that 
there was good access to mandatory training and Mental 
Health Act training. Many nursing staff were educated to 
postgraduate degree level.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

The clinical file was a composite file with input from all 
members of the multidisciplinary team. The clinical files 
inspected were clear, secure and generally in good order. 
There was a sheet with the title “Multidisciplinary Care 
Plan”, but in the clinical files inspected this remained 
blank. The nursing care plans had problems identified 
and regularly evaluated in a clear and logical format. The 
majority of files had medical and nursing input only. There 
was evidence of some psychologist, occupational therapist 
and social worker input. One consultant psychiatrist 
recorded the team meeting review with a documented 
plan of care. This plan was followed up and evaluated 
at the next meeting documenting achieved goals with 
unachieved goals followed through to the next team 
meeting. The unit had no written policy on records.

COMPLIANT YES      NO      3

Article 28: Register of Residents

The register of residents was fully compliant with 
Schedule 1 of the Regulations.

COMPLIANT YES      3 NO

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

Policies submitted by the approved centre were nursing 
policies. They did not include a policy on ordering, 
prescribing, storing and administration of medicines to 
residents that was compliant with this Regulation.

COMPLIANT YES      NO      3

Article 24 (1–2): Health and Safety

An undated “Southern Health Board” safety statement 
was given to the Inspectorate. No written operational 
policy relating to the health and safety of residents, staff 
and visitors was forwarded. Following the inspection, 
a current safety statement was forwarded to the 
Inspectorate. No policy was forwarded.

COMPLIANT YES      NO      3

Article 25: Use of Closed Circuit Television (CCTV)

CCTV was used as a security measure at the entrance to 
the unit and not for the purpose of observing residents. 
The use of this CCTV was clearly labeled and evident. 

Article 26: Staffing

Five teams had access to the unit: There were 11 
registered nurses on duty each day including a CNM2. 
There were six registered nurses on night duty. The 
current HSE policy in relation to the recruitment, 
selection and vetting of staff was in place. 

Table 1: Unit staff levels

Staff Member Day (0800h to 
2000h)

Night (2000h to 
0800h)

RPN including 
CNM2

11

RPN 6
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Article 29: Operating Policies and Procedures

All written operating policies forwarded to the 
Inspectorate had implementation and review dates. 
Some of these review dates had expired and need 
re-evaluation. Not all policies required under the 
Regulations had been forwarded.

COMPLIANT YES      NO      3

Article 30: Mental Health Tribunals

There was a room in the unit for facilitating mental health 
tribunals. Assistance is given to any resident who needs it.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

There was a complaints and suggestions box in the day 
room that was clearly labeled. The complaints procedure 
was clearly displayed in a prominent position in the 
unit and reference was made to it in the residents’ 
information booklet. There was a nominated person 
on the unit to deal with all complaints. A written 
operational policy on complaints was 11 years old; it had 
been effective from April 1996 and had no review date. 
This policy had terminology no longer in use and needed 
to be updated to be Regulations-compliant.

COMPLIANT YES      NO      3

Article 32: Risk Management Procedures

The unit used a risk management procedure based on 
the Sainsbury Centre for Mental Health risk assessment 
format. A record of incidents was also maintained. The 
approved centre was ready to begin input into the STARS 
Web tracking system. A written operational policy on 
risk management was effective from 7 July 2007 and for 
review in July 2010.

COMPLIANT YES      3 NO

Article 33: Insurance

The local HSE insurance policy applied.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The approved centre’s certificate of registration was 
displayed in a prominent position.

COMPLIANT YES      3 NO

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

SECLUSION

There had been seven episodes of seclusion since 1 
November 2006. Three episodes were recorded on Valentia 
Ward and four on Reask Ward. The last seclusion episode 
was in May 2007. There was no clinical file available for 
review. Both seclusion registers were reviewed and in order. 
There was a seclusion room on each ward both located near 
the nurses’ stations. There was a hard finish on the walls. 
On the day of the inspection, the seclusion room on Valentia 
Ward was being used as a bedroom, in breach of the Rules. 
It was reported that this happens on a regular basis in 
response to a bed shortage. A written operational policy on 
seclusion was effective from 19 May 2007 and was due for 
review in April 2009.

COMPLIANT YES      NO      3

ECT

ECT had not been administered since October 2006. 
There was no ECT register. There was a named consultant 
psychiatrist with responsibility for ECT and two named 
nurses at CNS level had responsibility for ECT along with 
other duties. The ECT suite consisted of a waiting area, a 
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Guidelines for the management of imminent violence 
were implemented on 1.6 August 2004 with a review 
date for 16 August 2005. Since the inspection, a draft 
unsigned policy on the use of physical restraint was 
forwarded to the Inspectorate

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

On the day of the inspection, no child was admitted. 
Five children had been admitted to the unit since 
November 2006, all on a voluntary basis. The period of 
stay had been short (3 to 4 days) in all cases. This was 
an adult unit and it did not comply with Section 2.5 of 
this Code of Practice.

COMPLIANT YES      NO      3

treatment room and a recovery room. The recovery room 
was also used for meetings. There was a new ECT machine 
that met the requirements of the Rules. A nursing procedure 
was implemented on 1 February 2007 and was due for 
review in February 2009. A number of requirements were 
outstanding under the Rules,. These included information, 
consent, cognitive assessments and up-to-date protocols as 
defined in Section 10.1 of the Rules.

MECHANICAL RESTRAINT

Staff reported that mechanical restraint was not used on 
the unit. Since the inspection, a draft unsigned policy on  
Mechanical Means of Bodily Restraint was forwarded to 
the Inspectorate.

USE OF MECHANICAL RESTRAINT FOR ENDURING SELF-
HARM BEHAVIOUR

Staff reported that mechanical restraint for enduring 
self-harm behaviour was not used on the unit. Since the 
inspection, a draft unsigned policy on mechanical means 
of bodily restraint was forwarded to the Inspectorate.

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

PHYSICAL RESTRAINT

The physical restraint registers were reviewed along 
with a case file for a current resident. The file was in 
order and there was clear evidence of the reasons 
why physical restraint was used and also that family 
had been informed. It was reported that nursing staff 
had access to training in physical restraint techniques. 
This was provided by the HSE and a record of training 
was held by the Assistant Director of Nursing for the 
area. There were twenty episodes of physical restraint 
recorded on Valentia Ward and 10 episodes on Reask 
Ward since November 2006. There was no written policy 
on the use of physical restraint and subsequently no 
record that staff had read and understood the policy. 
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APPROVED CENTRE ST. FINAN'S HOSPITAL
UNITS INSPECTED ALL WARDS
DATE OF INSPECTION 11-12 SEPTEMBER 2007 
NUMBER OF BEDS 60
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

St. Finan’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. Finan’s Hospital, Killarney, had three main care groups in 
the hospital, special care, continuing care and rehabilitation, 
and elderly care. The total bed capacity was 60. The approved 
centre continued to provide a service in an old psychiatric 
hospital. The configuration of the wards was as follows. 

Speciality Ward Gender Beds
Special Care St. Martin's Ward Locked 

Female
8

St. Peter's Ward Locked 
Male

8

Continuing 
Care and 
Rehabilitation

O'Connor Unit East Male 15
O'Connor Unit 
West

Female 8

Elderly Care St. Paul's Ward Male 14

Our Lady's Ward Female 7

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

St. Paul’s Ward

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:	Since the last inspection, the Mental Health 
Commission has published a Code of Practice on the 
use of physical restraint.

2.  The proposed system of care planning and key 
working should be introduced as soon as possible.

	 Outcome:	A nursing care plan has been introduced. 
Residents were divided into groups for the purpose of 
key working by members of the nursing staff.

3.  There should be multidisciplinary team input to this unit.

	 Outcome: Limited multidisciplinary team input was 
available to the ward. In addition to medical and 
nursing staff the chiropodist and physiotherapist 
attended the ward as requested.

4.  A programme of individual-needs-based therapeutic 
activities should be designed and resourced for the 
patients of this unit.

ST. FINAN’S HOSPITAL
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	 Outcome: No progress had been made on this 
recommendation.

O’Connor Unit East

1.  This unit is in urgent need of a review to determine 
its function. In its current format the unit offers very 
little in the way of quality care. Unless an urgent 
review takes place it is strongly recommended that 
this unit closes and the patients are transferred to 
accommodation that can provide a more stimulating 
caring environment that will best meet their needs.

	 Outcome: The unit provided continuing care to a 
group of male residents. Since the last inspection 
the unit had come under the responsibility of the 
rehabilitation consultant psychiatrist. The nursing staff 
had introduced nursing care plans. The clinical files 
contained evidence that residents were reviewed at 
set intervals by both the medical and nursing staff. 

O’Connor Unit West

1.  Appoint a full rehabilitation team. Complete baseline 
current assessments and meet the needs of the 
patients.

	 Outcome:	A consultant psychiatrist in rehabilitation 
had been appointed with no team appointed. A social 
worker had joined the Kerry Mental Health Services 
since the inspection. The clinical files contained 
evidence of medical and nursing assessments and 
ongoing reviews.

2.  Establish the purpose of the ward with written 
admission, transfer and discharge policies.

	 Outcome:	The written admission, transfer and 
discharge policies forwarded to the Inspectorate 
applied to all wards.

3.  Cease the practice of admitting new patients to the 
ward.

	 Outcome:	No new admissions had taken place to the 
ward. It was reported that the residents in Our Lady’s 

	 Outcome: No progress had been made on this 
recommendation.

5.  A unit-specific policy should be put in place regarding 
the locking of the unit.

	 Outcome: A policy had been developed and this was 
now recorded in the nursing care plans.

6.  The unit should be upgraded and re-painted.

	 Outcome: The unit has been painted and the floors 
varnished.

7.  The number of beds in the dormitory area should be 
reduced.

	 Outcome:	This had been completed in full. The 
number of beds in the dormitory was now seven. Two 
extra single rooms had been provided.

St. Martin’s Ward

1.  The proposed care planning system must be 
implemented. 

 Outcome: A nursing care plan had been developed by 
the staff to meet the needs of the residents on the ward.

2.  A review should be undertaken to end the practice of 
locking two patients in their room at night.

 Outcome:	This practice has ceased. One extra staff 
nurse had been allocated at night.

3.  All essential maintenance should be carried out.

 Outcome:	A number of changes to the heating system 
was noted. It was reported by the senior management 
team that capital funding had been allocated to 
upgrading the ward before the end of the year.

4.  There should be an increase in multidisciplinary staff 
to ensure all aspects of the patients needs are met. 
In particular there should be occupational therapy on 
the unit.
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Ward would be transferred to this ward in the coming 
weeks. Our Lady’s Ward would then close.

4.  Provide a systematic training programme for all staff 
in physical restraint.

	 Outcome:	It was reported that all staff had access to 
training in this area.

5.  Install windows in the toilet and bathroom area.

	 Outcome: The bathroom and shower areas had been  
upgraded. A new clinical room had been provided. 

6.  Establish a rota for psychiatric reviews. Document 
findings and plan in a timely manner in the chart. 

	 Outcome:	It was reported that there was a weekly 
meeting on the ward to review the residents. The 
clinical files examined showed evidence of three-
monthly reviews by the consultant psychiatrist.

St. Peter’s Ward

1.  To establish the future plans for the ward and 
complete baseline functional assessments on each 
individual patient. 

	 Outcome:	Discussions were ongoing regarding the 
provision of a new building to meet the current and 
future needs of this group. The ward was under 
the clinical direction of the rehabilitation consultant 
psychiatrist. The clinical files contained evidence 
of nursing care plans and regular reviews by the 
medical staff.

2.  Commence nursing care plans and key nurse system 
as a matter of urgency.

	 Outcome: Nursing care plans were in place. They 
were reviewed every three months. It was reported 
that a key nurse system will be introduced in the near 
future. A core group of nursing staff was in place.

3.  Establish ward-based and individual programmes for 
each patient that are linked to care plans.

	 Outcome: Recreational activities had been provided 
to the residents. Individual programmes linked to MDT 
care plans were not available.

4.  Address the immediate maintenance problems 
urgently.

	 Outcome:	A number of the problems identified in last 
year’s report had been resolved. Due to the age of the 
building there is a constant need for ongoing review. 

5.  Establish multidisciplinary team input on to the ward.

	 Outcome:	A rehabilitation consultant psychiatrist had 
been appointed but no other MDT members had been 
appointed.

Our Lady’s Ward

It was reported by the senior management team that 
the ward was due to close in the coming weeks. The six 
residents were being transferred to O’ Connor Ward West. 

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

The hospital had 60 residents on the day of the 
inspection. The majority of the residents were under 
the care of the rehabilitation service. The elderly care 
wards were under the care of the elderly service. In the 
absence of MDT membership, the nursing and medical 
staff provided regular psychiatric reviews and care. This 
was enhanced by the introduction of nursing care plans 
for each resident since the last inspection. A named GP 
had daily input. The service had access to a chiropodist, 
and physiotherapist as required. 

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

MDT care plans were absent throughout the approved 
centre. A number of clinical files were examined during 
the inspection. St. Peter’s Ward had a single composite 



BOOK 4 – HSE SOUTH

Mental Health Commission Annual Report 2007 | 17

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

1.  The rehabilitation team must be resourced with 
multidisciplinary team members necessary to expedite 
the closure of the hospital, further develop the service 
and enhance the quality of care for the residents.

2.  A programme of activities should be put in place that 
meets the assessed needs of residents.

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

4.  The maintenance issues on St. Martin’s Ward should 
be addressed.

5.  Policies, procedures and protocols should be 
developed and operationalised to reflect local practice 
in line with the Regulations, Rules and Codes of 
Practice. 

 
PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 11 AND 12 SEPTEMBER 2007

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

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality 
and Standards Division prior to the inspection date, 
photographic evidence of the clinical files and physical 
environment, and interviews with staff and residents. 

integrated file. The clinical files on the other wards 
were separate from the nursing care plans. In the 
clinical files inspected, there was medical and nursing 
input. The nursing care plans were individualised, with 
problems identified, and were regularly reviewed and 
evaluated. All nursing care plans had the resident’s 
photo ID attached. 

1.5  THERAPEUTIC ACTIVITIES

Therapeutic activities and programmes were not linked 
to MDT care plans. In the absence of a fully resourced 
rehabilitation team, only medical and nursing input was 
available. 

1.6  ENVIRONMENT AND FACILITIES

St. Martin’s Ward:	The unit was in a poor state of 
decor. It was reported by the CNM2 that heating had 
been a problem in the bathroom and the dining room. 
Electric heating had been installed in the bathroom, 
toilet area, dining room, day room and bedrooms. Paint 
was peeling, dampness was evident and the shower 
area was dirty. Photographic evidence was taken. It was 
reported by the senior management team that money 
was available to upgrade the ward.

St. Peter’s Ward:	The unit was in a good state of decor. 

1.7  INTERVIEWS WITH RESIDENTS

A number of residents were spoken to informally during 
the two-day inspection. 

1.8  GOOD PRACTICE DEVELOPMENTS

1.  The introduction of nursing care plans for each 
resident since the last inspection.
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The Regulations were inspected in detail in the O’Connor 
Unit East, where there were differences in practice 
between wards these were highlighted. Meetings were 
facilitated at the start of the inspection and at the end 
of the inspection. The Clinical Director, Acting Director 
of Nursing, and a consultant psychiatrist attended. A 
number of Assistant Directors of Nursing attended the 
feedback meeting.

Article 4: Identification of Residents

Regular staff who knew the residents were on duty. The 
care plan contained a photograph of the resident in their 
care plan.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

A fresh water supply was available on the wards. It was 
reported that the quality of food had improved. Special diets 
were catered for and a number of residents were on fat-free 
diets. Access to a dietician was available if required.

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. Information was 
subsequently sent to the Inspectorate.

COMPLIANT YES      3 NO

Article 7: Clothing

Residents supplied their own clothing. Clothes were now 
purchased in the community as the hospital boutique 
has been closed. Residents were not required to wear 
their night clothes during the day.

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

There was little evidence of the residents having 
personal possessions. Their money was held at the 
general office in individual accounts. Money was 
collected for the resident and they signed a form to 
say they had received it from ward staff. A policy on 
residents’ personal property and possessions was 11 
years old; it had been effective from 11 April 1996 with 
no date for review.

COMPLIANT YES      NO      3

Article 9: Recreational Activities

Limited recreational activities were available for the 
residents. A TV set and radio were provided. Occasional 
trips out from the ward were organised when transport 
and staff were available.

COMPLIANT YES      3 NO

Article 10: Religion

Mass was held regularly and a Roman Catholic chaplain 
visited.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

A visitor’s room was available on the wards and visiting 
hours were flexible. Some residents had visits from 
children by arrangement. No policy on visits was in place.

COMPLIANT YES      NO      3

Article 12 (1–4): Communication

Staff reported residents had access to the ward phone and 
a pay phone. One resident had his own mobile phone. Post 
was given to the resident unopened. Staff sometimes had to 
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Article 16: Therapeutic Services and Programmes

A number of residents attended industrial therapy 
and one resident attended a sheltered workshop. No 
therapeutic programme linked to individualised care 
plans was available. Apart from nurses and medical staff, 
no other discipline provided regular input to the wards. 

COMPLIANT YES      NO      3

Article 17: Children’s Education

No child had been admitted to the wards.

Article 18: Transfer of Residents

A system was in place for transferring residents to Kerry 
General Hospital. Transfers within the approved centre 
were made following consultation between the relevant 
consultant psychiatrists. A policy was in place in relation to 
the transfer of residents and was implemented this year.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

On all wards within the approved centre had daily access 
to a GP. No policy in relation to responding to medical 
emergencies was in place.

St. Martin’s Ward:	General health examinations 
were being carried out annually and were labeled a 
s such in the clinical files examined. The clinical files 
contained evidence that the mental health needs of 
these residents were assessed regularly. The clinical 
files contained evidence that residents had access to 
other general health services. In the feedback meeting 
between the Inspectorate and the senior management 
team, the Clinical Director agreed to inform medical 
colleagues of the requirement for six-monthly general 
health examinations. 

assist the resident if they had difficulty reading. No policy on 
communication was in place.

COMPLIANT YES      NO      3

Article 13: Searches

St. Martin’s Ward: It was reported that no searches had 
been carried out on this ward. A policy was in place on 
searching a resident or their belongings and environment. 
The policy included a section on searching without 
consent. The policy was implemented in September 2005 
and was in need of review. No policy was available in 
relation to the finding of illicit substances.

COMPLIANT YES      NO      3

Article 14 (1–5): Care of the Dying

If a resident required a level of care that could not be met 
on the ward they are transferred to St. Paul’s Ward or to 
Kerry General Hospital. A policy was in place in relation to 
care of the dying, which was implemented this year.

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

Since the last inspection, the service had made 
considerable efforts to introduce a system of care planning 
for nurses. Nursing care plans had been implemented in 
all wards in the approved centre. The clinical file was a 
composite integrated file with medical and nursing input 
on St. Peter’s Ward. The clinical files on the other wards 
were separate from the nursing care plans. The nursing 
care plans were individualised, with problems identified, 
and were regularly reviewed and evaluated. All nursing 
care plans had the resident’s photo ID attached. No other 
disciplines provided regular input to the wards. 

COMPLIANT YES      NO      3
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O’Connor Unit East, O’Connor Unit West and Our 
Lady’s Ward: A sample of clinical files was inspected. 
Documentation showed that physical reviews were 
within the six-monthly time frame. The clinical files 
contained evidence that residents had access to other 
general health services.

St. Peter’s Ward: General health examinations were 
being carried out annually and in the clinical files 
examined were clearly labeled “Annual physical”. The 
clinical files contained evidence that residents had access 
to other general health services.

St. Paul’s Ward: The physical examinations were being 
carried out annually and in the clinical files examined 
were clearly labeled “Annual physical”. The clinical files 
contained evidence that residents had access to other 
general health services.

COMPLIANT YES      NO      3

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

No written information was available for the residents. 
The Irish Advocacy Network did not visit the wards but a 
contact number was available. No policy was in place in 
relation to the provision of information to residents.

COMPLIANT YES      NO      3

Article 21: Privacy

St. Peter’s Ward: The five-bed dormitory had no 
wardrobes, although each resident had a locker. Curtains 
were not provided for around the beds.

O’Connor Unit East: Each of the bed areas had curtains 
and three single rooms were available.

COMPLIANT YES      NO      3

Article 22: Premises

O’Connor Unit:	This was a stand-alone building divided 
into two wards, East and West. The building was 
originally built as an acute in-patient ward. The unit 
was clean and bright on the day of the inspection. A 
number of building works were ongoing to upgrade 
the bathroom areas in O’Connor Unit West. This was to 
facilitate the transfer of residents from Our Lady’s Ward 
who had physical health needs.

St. Martin’s Ward:	The ward was in a poor state of repair. 
Paint was peeling, dampness was evident, and the 
shower area was unfit for purpose. Photographic evidence 
was taken. The senior management team reported that 
capital funding was available to upgrade the ward, but no 
date was available for starting this work.

COMPLIANT YES      NO      3

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

O’Connor Unit East: Medication was ordered monthly 
from a local pharmacist and delivered in individual blister 
packs and stored on the ward. One nurse administered 
medication at night. A nursing policy was in place that 
did not include reference to prescribing.

COMPLIANT YES      NO      3

Article 24 (1–2): Health and Safety

An undated Southern Health Board safety statement 
was in place that did not comply with the Regulations. 
Subsequently health and safety statements for each 
ward were sent to the Inspectorate.

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television (CCTV)

St. Martin’s Ward:	CCTV was used on the external doors 
only. It was not used for the observation of residents.
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reviewed and evaluated. All nursing care plans had the 
resident’s photo ID attached. 

COMPLIANT YES      NO      3

Article 28: Register of Residents

This was not inspected on the day. The approved centre 
must send a copy of the register to the Inspectorate. This 
was subsequently sent.

COMPLIANT YES      3 NO

Article 29: Operating Policies and Procedures

All written operating policies forwarded to the 
Inspectorate had implementation and review dates. 
Some of these review dates had expired and need 
re-evaluation. Not all policies required under the 
Regulations had been forwarded.

COMPLIANT YES      NO      3

Article 30: Mental Health Tribunals

A full suite of offices were available for holding mental 
health tribunals.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

A complaints procedure was in place, which was displayed 
in the ward. The service had a designated complaints 
officer. A written operational policy on complaints was 11 
years old; it had been effective from April 1996 and had 
no review date. This policy had terminology no longer in 
use and needed to be updated to be compliant.

COMPLIANT YES      NO      3

Article 26: Staffing

Nursing staff are provided to the wards through a central 
rostering system. Ward staff reported that there was core 
staffing which assisted with providing continuity of care. 
The current HSE policy in relation to the recruitment, 
selection and vetting of staff was in place. A social 
worker had been due to start with the rehabilitation team 
during the week of the inspection, the main purpose 
being to expedite the closure of St. Finan’s Hospital 
in Killarney. However, because of HSE recruitment 
restrictions, this person’s appointment had been deferred. 
Three occupational therapists, none of them full time, 
worked on a sessional basis throughout the seven teams. 
Two clinical psychologists were available to the service. 
Nursing staff reported good access to mandatory training 
and Mental Health Act training. 

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

No policy was in place in relation to records.

St. Peter’s Ward: The unit used one composite 
integrated file with medical and nursing input. The 
clinical files examined were clear, in logical order 
and in good condition. The nursing care plans were 
individualised with problems identified and regularly 
reviewed and evaluated. All nursing care plans had the 
resident’s photo ID attached. 

St. Martin’s Ward, O’Connor Unit East and St. Paul’s 
Ward:	The clinical file was separate from the nursing 
care plan. The clinical files examined were clear, in 
logical order and in good condition. The nursing care 
plans were individualised with problems identified and 
regularly reviewed and evaluated. All nursing care plans 
had the resident’s photo ID attached. 

Our Lady’s Ward:	The clinical files examined were very 
bulky with numerous laboratory reports going back 
some years before. Some files had loose pagess which 
could become misplaced. The clinical file was separate 
from the nursing care plan. The nursing care plans were 
individualised with problems identified and regularly 
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Article 32: Risk Management Procedures

A risk management policy had been implemented this 
year. It was reported that clinical risk assessments are 
undertaken. 

COMPLIANT YES      3 NO

Article 33: Insurance

The HSE insurance policy applied.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The approved centre’s certificate of registration was 
displayed in a prominent position.

COMPLIANT YES      3 NO

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

SECLUSION

A seclusion policy was in place, and this had been 
updated during the current year and was due for 
review in 2009. The seclusion facilities were adequate 
considering the age of the building. Ventilation remained 
a problem. Staff were trained in crisis prevention 
intervention (CPI) techniques. 

St. Peter’s Ward: Two episodes of seclusion had been 
recorded since November 2006. The clinical notes were 
not available to the Inspectorate as the resident had 
been discharged. The order for seclusion was clearly 
stated on the register. It was policy to observe the 
resident every 15 minutes during seclusion. A consultant 
psychiatrist had signed the register. 

St. Martin’s Ward:	One resident accounted for the 
majority of episodes of seclusion within this ward. Two 
clinical files and the register were examined. The register 
was completed to a high standard: reasons for seclusion 
were clearly stated; observations were maintained every 
15 minutes; all periods of seclusion were for a short 
duration; and the reason for ending seclusion was clear. 
The attention to detail in the clinical notes examined was 
excellent. This ward should be commended for the high 
standard of adherence to the Rules on Seclusion.

COMPLIANT YES      3 NO

ECT

The centre had no ECT facilities.

MECHANICAL RESTRAINT

Staff reported that mechanical restraint was not in use.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR

St. Paul’s Ward: The Rules in relation to mechanical 
restraint applied to all residents. A voluntary resident 
was seated in a Buxton chair with a secure tabletop 
in front of him. It was reported that the resident is at 
risk of falling. Cot sides were used at night. A note was 
recorded in the file by the consultant psychiatrist. It did 
not specify the duration of usage in accordance with 
Section 21.4 of the Rules on Mechanical Restraint. The 
use of both forms of restraint was also recorded in the 
nursing care plan. Detailed entries of communication 
with the family on the matter were documented.

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

PHYSICAL RESTRAINT

St. Peter’s Ward and St. Martin’s Ward: Both wards 
recorded infrequent episodes of physical restraint. The 
clinical practice forms were completed appropriately 
and there was documented evidence in the notes 
examined. Guidelines published in 2004 were in place 
for the management of violence. A policy in relation 
to the use of physical restraint must be developed and 
implemented in line with the Code of Practice.

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

No children had been admitted to the centre.

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

A sample of clinical files of detained patients was 
examined. The clinical files reviewed were in compliance 
with Section 60.

COMPLIANT YES      3 NO
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ANNUAL REPORT
TUARASCÁIL BHLIANTÚIL2007

NORTH CORK
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APPROVED CENTRE ST. STEPHEN'S HOSPITAL
UNITS INSPECTED UNIT 2

UNIT 3
UNIT 4
UNIT 5
UNIT 7
UNIT 8 FLOOR 2
UNIT 8 FLOOR 3
UNIT 10

DATE OF INSPECTION 14 AND 15 NOVEMBER 2007

NUMBER OF BEDS 150

TYPE OF INSPECTION UNANNOUNCED 

INTRODUCTION

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

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

1.1  DESCRIPTION

St. Stephen’s Hospital, Cork, had seven wards providing 
care in acute admission, continuing care, psychiatry of 
later life and rehabilitation. Unit 1 was an Alzheimers 
Unit, which the service reported was not registered as 

part of the approved centre, and so was not inspected. 
Unit 7 was the occupational therapy department. Since 
the last inspection Unit 11 had closed and a high support 
residence had opened in Kanturk. Three children had 
been admitted.

Ward Specialty Area Beds Residents
Unit 2 Continuing Care Old Age 

(Integrated)
26 19

Unit 3 Acute Admission (Male) 13 12
Unit 4 Acute Admission 

(Female)
22 10

Unit 5 Continuing Care (Male) 14 14

Unit 8 
Floor 2

Continuing Care Old 
Age (Integrated)

25 25

Unit 8 
Floor 3

Continuing Care Old 
Age (Integrated)

25 24

Unit 10 Rehabilitation/Long 
Stay (Integrated)

25 21

Total 150 125

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

Unit 2

1.  The future of the ward needs to be reviewed in light 
of the planned closure of the hospital.

	 Outcome: No progress had been made on this 
recommendation. Following the inspection, the service 
reported that the future of the unit had been reviewed 
and a plan to relocate the residents to the community 
had not progressed because of resource constraints.

2.  An additional shower area needs to be considered 
immediately to aid the delivery of full nursing care.

	 Outcome: No progress had been made on this 
recommendation. The service reported that this was 
on the priority list for 2008.

ST. STEPHEN’S HOSPITAL
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residents were transferred for clinical reasons, not due 
to bed shortages.

Unit 4

1.  ECT facilities need to be upgraded.

	 Outcome:	The ECT suite had been decommissioned.

2.  Multidisciplinary team care plans need to be 
developed and all disciplines involved.

	 Outcome: Residents who attend Unit 7 had an MDT 
care plan. The Inspectorate did not see evidence of 
MDT care plans in all the files reviewed but all files 
had a nursing care plan based on the Tidal model. 
Following the inspection, the service reported that all 
residents on Unit 4 had MDT care plans.

3.  A computer, printer, fax and photocopier need to be 
provided immediately.

	 Outcome:	This has been achieved.

4.  Consideration needs to be given to looking at 
providing an area for exercise equipment.

	 Outcome:	It was reported that this was still being 
considered.

5.  Staffing levels for social work and occupational 
therapy need to be addressed immediately to meet 
the current needs of patients in the hospital and the 
sector teams.

	 Outcome:	No progress had been made on this 
recommendation. Following the inspection, the 
service reported that two social workers had been 
interviewed, one occupational therapist post was filled 
and recruitment for the second post was under way.

6.  The unit should be self-staffed.

	 Outcome:	Discussions were taking place within the 
hospital with regard to this but there had been no 
action to date.

3. The provision of sessional occupational therapy 
input onto the ward to provide structured group 
programme.

	 Outcome: This had been put in place.

4.  The unit should be self-staffing.

	 Outcome: There were discussions taking place within 
the hospital with regard to this but no action to date.

5.  All policies need to be updated to reflect current 
best practice.

	 Outcome: Policies were in the process of being updated.

Unit 3

1.  Each sector team should have a core multidisciplinary 
team to enable each patient to have a 
multidisciplinary care plan. 

	 Outcome:	The teams did not have full complements 
of core MDT staff.

2.  All staff should be trained in the use of the Tidal 
model so that it can be fully implemented.

	 Outcome:	Training had been completed with nursing 
staff and the Tidal model was being used.

3.  There should be a consistent approach and training 
for staff in restraint techniques.

	 Outcome:	No progress had been made on this 
recommendation. Staff on the unit were trained in 
different approaches and training had been halted 
nationally as a result of a HSE review of restraint 
approaches.

4.  Service users should not be transferred to other units 
due to bed shortages.

	 Outcome:	Staff reported that residents were being 
transferred mainly to Unit 4 due to bed shortages. 
Following the inspection, the service reported that 
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7.  All policies need to be updated to reflect current 
best practice. 

	 Outcome: The HSE South policies were in place but 
they need to be amended to reflect local practice. 
Following the inspection, the service reported that this 
would be implemented in January 2008.

Unit 5

1.  All service users should have regular mental state 
and physical checks. 

	 Outcome: A system was in place throughout the 
hospital for general health reviews and the clinical 
files recorded evidence of regular general health and 
mental state reviews.

2.  All service users should have a needs assessment to 
determine the most appropriate accommodation to 
meet their needs.

	 Outcome: Two consultant psychiatrists were involved in 
this unit and needs assessments had been completed by 
one team and were in progress by the other team.

Unit 7

1.  The recently undertaken needs assessments should 
be available to the relevant units.

	 Outcome:	This had been completed.

2.  The service should develop a composite set of notes 
for each service user.

	 Outcome: A system was being piloted in the Fermoy 
sector.

3.  As service users move to the community the 
therapeutic programme should be delivered in the 
community, eventually leading to the closure of Unit 7.

	 Outcome:	The programme was delivered more in 
the community but staffing resources are an issue. A 
rehabilitation consultant psychiatrist was in post with 

no dedicated team. After the inspection, the service 
reported that residents could access existing sector 
MDT members and that three dedicated community 
posts were to be filled in 2008.

Unit 8 Floor 2

1.  There should be regular reviews of the patient’s 
mental state leading to a care plan that best meets 
the needs of the patient.

	 Outcome:	A system was in place to ensure that 
six-monthly reviews of general and mental health 
were completed and there were care plans for each 
resident.

2.  The complement of the multidisciplinary team should 
be increased especially occupational therapy, social 
work and psychology. 

 Outcome:	The teams did not have full complements 
of core MDT staff.

3.  An activity programme should be in place for patients 
who do not leave the unit. 

	 Outcome: An occupational therapist attended the 
unit once a week. A structured programme of passive 
activities was run.

4.  The unit should be self-staffing.

	 Outcome: Discussions had taken place in the hospital 
regarding this but no action to date.

Unit 8 Floor 3

1.  A multidisciplinary team care plan, following detailed 
multidisciplinary team assessment, should be 
completed on each patient.

 Outcome: One of the files reviewed, where the 
resident was under the care of the rehabilitation 
consultant psychiatrist, had a detailed care plan as part 
of an integrated care pathway. Other files reviewed 
indicated that residents did not have a MTD care plan 
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 Outcome:	The rehabilitation consultant psychiatrist 
had introduced an integrated care pathway for the 
residents under his care. The pathway included an 
extensive history, an up-to-date presentation of needs 
and a comprehensive MDT care plan.

2.  The complement of the multidisciplinary team should 
be increased especially occupational therapy, social 
work and psychology. 

	 Outcome: No progress had been made on this 
recommendation. 

3.  An activity programme should be in place for 
patients who do not leave the unit following an 
assessment of need.

	 Outcome:	Most residents attended Unit 7. Some unit-
based activities were provided.

4.  The unit should be self-staffing. 

	 Outcome:	Discussions were taking place within the 
hospital with regard to this but no action to date.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Three general adult teams and a rehabilitation consultant 
psychiatrist had admitting rights to the wards in St. 
Stephen’s Hospital. None of these teams had a full MDT 
complement. Teams had shared access to psychology, 
occupational therapy and social work. The rehabilitation 
service consisted of a consultant psychiatrist and NCHD. 
A consultant psychiatrist from the North Lee catchment 
had clinical responsibility for some residents from this 
catchment area in St. Stephen’s Hospital. Some of the 
North Lee residents were cared for by the North Cork 
teams. Team meetings on the units varied from weekly 
to three monthly depending on the team and the unit 
needs. No further developments had taken place in 
establishing a specialist old age psychiatry team.

but they did have a nursing care plan. Following the 
inspection, the service reported that all residents on 
Unit 8 Floor 3 had individual MTD care plans.

2.  The patients who are immobile should be relocated 
to ground floor accommodation immediately.

	 Outcome:	Significant progress had been made on this 
recommendation, however one resident who used a 
wheelchair remained on this unit.

3.  If the ward is to remain open, a shower should be 
installed and other necessary maintenance requests 
completed.

	 Outcome: This was achieved.

4.  Multidisciplinary team discipline numbers (or their 
whole-time-equivalent) should be increased to reflect 
the need of patients.

	 Outcome: No progress had been made on this 
recommendation. Following the inspection, the 
service reported that recruitment was under way for 
additional social work and occupational therapy posts 
which would have input to this unit.

5.  The unit should be self-staffing.

	 Outcome: Discussions were taking place within the 
hospital with regard to this but no action to date.

6.  All policies need to be updated urgently to reflect 
best practice.

	 Outcome: The HSE South policies were in place but 
they need to be amended to reflect local practice. 
Following the inspection, the service reported that this 
would be implemented in January 2008.

Unit 10

1.  There should be regular reviews of the patient’s 
mental state leading to a care plan that best meets 
the needs of the patient.
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Unit staff levels

Staff Member Day 
(0800h to 
2000h)

Night

Unit 2 RPN including CNM2 5 2
Multi-task attendant 1 1
Household 2 (0900h 

-1100h)
0

Unit 3 RPN including CNM2 3* 2*

Multi-task attendant 1 0

Household 2 (0900h 
-1100h)

0

Unit 4 RPN including CNM2 4* 2

Multi-task attendant 1 0

Household 2 (0900h 
-1100h)

0

Unit 5 RPN including CNM2 4 2

Multi-task attendant 1 0

Household 2 (0900h 
-1100h)

0

Unit 8 
Floor 2

RPN including CNM2 5 2

Multi-task attendant 1 1

Household 2 (0900h 
-1100h)

0

Unit 8 
Floor 3

RPN including CNM2 4 2

Multi-task attendant 1 1

Household 2 (0900h 
-1100h)

0

Unit 10 RPN including CNM2 3 2

Multi-task attendant 1 1

Household 2 (0900h 
-1100h)

0

*Extra staff provided for one-to-one nursing

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

A pilot scheme had commenced in Fermoy looking at 
integrated case notes. Residents on Unit 7 had MDT care 
plans and residents on other units had comprehensive 
nursing-based care plans. The service was to be 
complimented on the improved implementation of 
nursing care plans throughout the hospital. A MDT in-
patient review form was being used on the units for team 
meetings. Some of the forms reviewed on Unit 8 Floor 
3 had been completed only by nursing and occupational 
therapy team members. Following the inspection, the 
service reported that teams regularly consulted with 
relatives and carers and this had been formalised with the 
introduction of the care planning process in 2007.

Rehabilitation Service: The rehabilitation consultant 
psychiatrist had introduced an integrated care pathway 
for all residents under his care. The pathway included an 
extensive history, an up-to-date presentation of needs, 
and a comprehensive MDT care plan. Family or carer 
involvement was prioritised and it was reported by 
ward staff that carers had commented that this was the 
first time they had felt actively consulted and involved 
in their relative’s care. The Inspectorate commends the 
rehabilitation consultant psychiatrist for implementing 
this care pathway despite the limited resources of the 
team, which had a consultant, NCHD and nursing staff. 

1.5  THERAPEUTIC ACTIVITIES

Unit 7 had the occupational therapy department and 
a recreational centre. It provided a service for Unit 
3, Unit 4 and Unit 10. The unit was staffed by three 
basic grade occupational therapists, two nurses and a 
part-time vacancy existed for a nurse. The service also 
had an occupational therapy manager and a part-time 
senior occupational therapist in the community. The staff 
were aligned with the sector teams. No extra provision 
had been made for the rehabilitation service although 
residents had access to the facility. A comprehensive 
group programme was delivered and individual needs 
were met as appropriate. The programme was regularly 
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1.8  GOOD PRACTICE DEVELOPMENTS

1.  A comprehensive care pathway had been 
implemented by the rehabilitation consultant.

2.  Individual nursing care plans were in place on all the 
wards based on the Tidal model.

3.  The occupational therapy service had input to the 
wards.

4.  MDT care plans were in the process of being 
introduced throughout the hospital.

5.  A risk assessment process had been implemented and 
the clinical files contained evidence of up to date risk 
assessments in the files examined.

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

1.  Each sector team and the rehabilitation team should 
consist of a core multidisciplinary team to ensure 
that care pathways can be fully implemented and 
a comprehensive intervention package is made 
available to the residents.

2.  All residents should have an MDT care plan.

3.  Each unit should be self-staffing.

4.  A consistent approach to the training of physical 
restraint techniques should be implemented.

5.  The HSE South policies in relation to the Regulations 
should be amended to reflect local practice.

evaluated to meet the needs of the residents. Each 
group had a written rationale that explained the purpose 
of the group and what the resident could expect from it. 
Each resident had an MDT care plan and the Camberwell 
Assessment of Needs (CAN) was used. As the hospital 
closes more work will be undertaken in the community. 
Extra resources will be required to meet the demand. 

1.6  ENVIRONMENT AND FACILITIES

Generally the premises were in good decorative order. 
The units were well maintained and there was evidence 
of recent improvements. Cleaning was provided by 
contract cleaners usually for two hours in the mornings 
and while generally the standard was good, the dining 
areas and some of the day rooms were in need of further 
cleaning following the main meal in the afternoon.

Unit 5:	Staff reported that while no episodes of physical 
restraint had occurred since 1 November 2007, there 
was potential for physical restraint to be needed on 
occasion given the profile of residents in the unit. No 
physical restraint register was available on the unit and 
staff were not aware where to locate one in the hospital. 
Subsequent to the inspection visit, staff reported that 
a physical restraint register had been requested for the 
unit. The service also informed the Inspectorate that staff 
had been informed of the location of the register and 
Code of Practice at the end of 2006.

1.7  INTERVIEWS WITH RESIDENTS

One resident asked to speak with the Inspectorate. 
This resident was generally satisfied with the care and 
treatment provided.
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PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 14 AND 15 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 
photographic evidence taken of the premises and of 
documentation. The Inspectorate also met with the 
CNM2 on each ward. Compliance with the Regulations 
was inspected in detail on Unit 4 and Unit 8 Floor 3. 
During the process of inspecting the other units a sample 
of Regulations was inspected to ensure consistency 
throughout the approved centre and these were 
reported separately. The Inspectorate met with the 
senior management team and senior staff to give initial 
feedback after the inspection.

Article 4: Identification of Residents

Residents in most of the units had been in the hospital 
a long time and were well known to the staff. On the 
admission units, new residents were introduced to staff 
as part of the handover process.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

A supply of fresh water was available. It was reported 
that the standard of food was good and choices were 
available. Special diets were catered for. The main kitchen 
in the hospital supplied the food using a cook-chill system.

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

Information and evidence demonstrating compliance 
was reviewed by the Inspectorate and was in good 
order. The kitchen in the hospital had won a number of 
hygiene and food awards.

COMPLIANT YES      3 NO

Article 7: Clothing

Residents had their own supply of clothing. Some spare 
clothes were kept on the units if needed. If a resident 
was required to wear night clothes during the day, it was 
recorded as part of their care plan. This was evident in 
the clinical files reviewed on Unit 4.

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

A property list was made on admission. Each unit had 
a safe for storing small sums of money. Each resident 
had an individual account held in the general office. 
Residents had access to their money and a written 
record was kept on the units of any withdrawals of 
money. On the admission units, personal possessions 
were removed if a risk was posed to the residents’ 
safety. This was care planned if needed. A HSE South 
policy was in place but no local policy.

COMPLIANT YES      NO      3

Article 9: Recreational Activities

A range of recreational activities was available on the 
units. Residents who were able to do so accessed the 
recreational centre in the grounds of the hospital.

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

A HSE South policy was in place. No local policy was 
in place in relation to this Article. Residents were 
transferred to the general hospital or cared for in Unit 2. 

COMPLIANT YES      NO      3

Article 15: Individual Care Plan

Unit	10: The rehabilitation consultant psychiatrist had 
introduced an integrated care pathway for the residents 
under his care. The pathway included an extensive 
history, an up-to-date presentation of needs, and a 
comprehensive MDT care plan. The care plans were 
evident in all units where residents were under his care. 

Unit	7:	Individual MDT care plans were in place for 
residents accessing this service.

Unit	3	and	Unit	4:	A pilot scheme was being facilitated 
by the Fermoy sector team looking at integrated case 
notes and MDT care plans. The other teams had separate 
nursing and medical notes. The Unit 7 MDT care plans 
were available on the units but were filed in separate 
notes. Following the inspection the service reported that 
all teams were using MDT care plans introduced in 2007.

Unit 8 Floor 3: Nursing care plans were in place. The 
medical reviews of the residents varied depending on 
the team responsible. 

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

The occupational therapy department was in Unit 
7 within the hospital grounds. There was also a 
recreational centre. Unit 7 provided a service for Unit 3, 
Unit 4 and Unit 10. A comprehensive group programme 
was available and individual needs were met as 
appropriate. The programme was regularly evaluated 
to meet the needs of the residents. Each group had a 
written rationale that explained the purpose of the group 

Article 10: Religion

A Roman Catholic chapel was situated on the grounds 
and mass was available on the units. All religions could 
be catered for.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

No restrictions on visiting were reported. Some units 
had separate facilities for visitors. Unit 4 did not have a 
visitors’ room and visitors were able to enter the unit 
without notifying the unit staff. For safety reasons, a 
reporting system should be put in place so that staff 
know who is on the unit. A HSE South policy was in 
place, but no local policy.

COMPLIANT YES      NO      3

Article 12 (1–4): Communication

Public phones were available for residents on the unit. 
Residents can have their own mobile phones as long 
as there were no camera facilities in them. Mobile 
phones were removed if used inappropriately. The 
unit telephone was also available to residents. It was 
reported by staff that they did not remember ever 
having to intercept a resident’s mail. A HSE South policy 
in place, but no local policy.

COMPLIANT YES      NO      3

Article 13: Searches

The searching of residents or their belongings was not 
common practice in the hospital. On Unit 3 and Unit 4 a 
resident’s belongings were searched if there was a risk 
identified. A policy was in place.

COMPLIANT YES      3 NO
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and what the resident can expect from it. Each resident 
had an MDT care plan and the Camberwell Assessment 
of Needs (CAN) was used. Sessional occupational 
therapy had been made available to the other units 
within the hospital and a number of residents attended 
the recreation centre in the hospital grounds.

COMPLIANT YES      3 NO

Article 17: Children’s Education

No appropriate education services were available for 
children admitted to the centre. Three children had been 
admitted since 1 November 2006.

COMPLIANT YES      NO      3

Article 18: Transfer of Residents

A HSE South policy related to the transfer of residents 
and a local policy relating to the transfer of residents to 
other units or hospitals were in place. Residents who 
required transfer were accompanied by nursing staff 
and their relevant files accompanied them. The NCHD 
provided a referral letter for residents requiring transfer.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

A stringent procedure was in place throughout the 
approved centre to ensure that all residents general health 
needs were met. Six-monthly reviews were evident.

COMPLIANT YES      3 NO

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

Unit 4:	A comprehensive information booklet was 
available for the residents which met the requirements 
of the Article. 

Unit 8 Floor 3:	No information booklet or other means 
of providing information to residents was available. The 
booklet from Unit 4 could be modified for this unit.

COMPLIANT YES      NO      3

Article 21: Privacy

Unit 4:	The bed areas had screens. Staff expressed 
concern that some elements of privacy were difficult to 
maintain when there were male residents on the unit. 
Following inspection, the service reported that separate 
toilets and bathrooms had been provided for male and 
female residents.

Unit 8 Floor 3: The beds had curtains around them. 
Separate toilets and bathrooms were provided for males 
and females.

Unit 10:	All residents had single rooms.

COMPLIANT YES      3 NO

Article 22: Premises

Generally the premises were in good decorative 
order. The units were well maintained and there 
was evidence of recent improvements. Cleaning was 
provided by contract cleaners usually for two hours in 
the mornings and, while generally the standard was 
good, the dining areas and some of the day rooms 
were in need of further cleaning following the main 
meal in the afternoon. It was reported that the response 
to maintenance requests was sometimes slow. The 
furniture in the units was appropriate. Special seats were 
obtained for residents if required. The lounge areas in 
Unit 8 Floor 3 required redecoration.

COMPLIANT YES      3 NO
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Article 27: Maintenance of Records

The clinical files reviewed were in good order and showed 
regular documented reviews by medical and nursing staff. 
Food safety records were kept by the catering manager. 
These were reviewed by the Inspectorate and were in 
good order. The kitchen had won several awards for its 
food and hygiene over a number of years.

COMPLIANT YES      3 NO

Article 28: Register of Residents

A register of residents form had been sent for printing. It 
met the requirements of Schedule 1.

COMPLIANT YES      3 NO

Article 29: Operating Policies and Procedures

HSE South policies were in place. These need to be 
amended to reflect local practice.

COMPLIANT YES      NO      3

Article 30: Mental Health Tribunals

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

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

The service followed the HSE complaint procedure. The 
complaints procedure was displayed in the information 
booklet, which had not been made available to all residents 
on Unit 8 Floor 3. It would be useful for the complaints 
procedure to be prominently displayed in all the units within 
the approved centre. A record of complaints was obtained 
and reviewed by the Inspectorate.

COMPLIANT YES      NO      3

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

All medication was ordered from the hospital. 
Prescriptions were written on a card index system. 
Medication was stored in a locked clinical room and 
dispensed by two nursing staff.

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

Each unit had a safety statement in place and had an 
annual health and safety inspection.

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television (CCTV)

CCTV was not used in the approved centre.

Article 26: Staffing

All staff were recruited through the central HSE system. 
Nursing staff were allocated to wards using a central 
rostering system. Continuity of care was hampered by 
this system. There was evidence of core staffing on the 
units. An Assistant Director of Nursing or night supervisor 
was available over a 24-hour period. Three general adult 
teams and a rehabilitation consultant psychiatrist had 
admitting rights to the wards in St. Stephen’s Hospital. 
None of the teams had a full MDT complement. Shared 
access was available to psychology, occupational therapy 
and social work. The rehabilitation service consisted 
of a consultant psychiatrist and NCHD. A consultant 
psychiatrist from the North Lee catchment had clinical 
responsibility for some residents from this catchment 
area in St. Stephen’s Hospital. It was reported that all 
staff had received training in the Mental Health Act 
2001. A number of nursing staff were funded to attend 
further education courses. 

COMPLIANT YES      3 NO
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Article 32: Risk Management Procedures

A HSE policy was in place. Incident forms were 
completed and sent to the Clinical Director and Assistant 
Director of Nursing following untoward incidents. 

COMPLIANT YES      3 NO

Article 33: Insurance

The HSE insurers insured the approved centre.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The certificate was on display in the main administration 
block in the approved centre.

COMPLIANT YES      3 NO

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

SECLUSION

Staff reported that seclusion was not used in the 
approved centre.

ECT

ECT had not been administered within the approved 
centre since 1 November 2006. Previously there 
had been an ECT suite on Unit 4 but this had been 
decommissioned. Residents requiring ECT were facilitated 
in Cork University Hospital.

MECHANICAL RESTRAINT

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR

Photographic evidence was taken in relation to 
documentation for mechanical restraint. A number of 
residents on Unit 2, Unit 4, Unit 8 Floor 2 and Unit 10 
were having cot sides applied at night for safety reasons 
because of risk of falling. The use of these was not 
recorded in the clinical file as per Part 5 of this rule. 

COMPLIANT YES      NO      3

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

PHYSICAL RESTRAINT

Unit 4: Photographic evidence was taken in relation 
to documentation regarding physical restraint. Some 
of the clinical practice forms were not completed in 
full. The clinical files contained no record that next of 
kin were routinely informed about physical restraint 
and nursing staff confirmed that this was not routinely 
done. In some cases relating to restraint to administer 
intramuscular (IM) medication, there was no evidence in 
either the clinical practice forms or the clinical files that 
the resident was posing an immediate threat of serious 
harm to self or others and that alternative interventions 
had been considered.

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

Three children had been admitted. This was an adult 
service and was not suitable for the admission of 
children. The approved centre did not comply with 
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Section 2.5. of the Mental Health Commission’s Code of 
Practice relating to Admissions of Children.

COMPLIANT YES      NO      3

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

This was not applicable on the day of the inspection.
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APPROVED CENTRE ST. MICHAEL'S UNIT,  
MERCY HOSPITAL

UNIT INSPECTED ST. MICHAEL’S
DATE OF INSPECTION 26 SEPTEMBER 2007

NUMBER OF BEDS 50 INTEGRATED

TYPE OF INSPECTION ANNOUNCED 

INTRODUCTION

St. Michael’s Unit, Mercy 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 SECTION 51 (b)(i) 
MENTAL HEALTH ACT 2001

1.1  DESCRIPTION

St. Michael’s Unit, Mercy Hospital, Cork served a 
population of 167,536 which was divided into five 
sectors. It had bed capacity for 50 residents and was 
located on the first floor. The ward was integrated and 
on the day of the inspection there were three vacancies. 
The ward was subdivided into an acute area with 18 
beds and a sub-acute area with 32 beds. Five general 
adult teams had admitting rights to the ward. There 
were no specialist teams. On the day of the inspection, 
there were 14 detained patients.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

Acute Area

1.  All teams should be implementing the pre-ward 
round review sheets. 

 Outcome:	This had been implemented in full on the 
day of the inspection by all MDTs .

2.  The nursing care plans should be regularly reviewed 
based on the progress notes.

	 Outcome: The nursing care plans were reviewed 
weekly and entries were made daily.

3.  All service users should have a multidisciplinary 
care plan.

				Outcome:	There was a system in place.

4.  All sector teams should have a core multidisciplinary 
team with at least one whole-time-equivalent post 
for each discipline.

	 Outcome: This information was not collected on the 
day. Details regarding staffing levels for each MDT were 
due to be collected from the service later in the year.

5.  The unit needs administrative support to supplement 
the clinical progress the unit is making and to assist 
with supporting further developments.

 Outcome: A ward clerk was appointed to the service 
five weeks prior to the inspection.

Sub-acute Area

1.  A ward clerk should be provided to improve the 
operational process within the ward and to maintain 
the charts.

	 Outcome:	A ward clerk was appointed five weeks 
prior to the inspection.

ST. MICHAEL’S UNIT, MERCY HOSPITAL
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1.5 THERAPEUTIC ACTIVITIES

There were two programmes available for residents, 
occupational therapy and nurse therapy. Both 
staff groups met on Mondays and residents were 
allocated to the programme depending on need. In 
addition, residents had an individual occupational 
therapy programme. On the day of the inspection, 
the occupational therapy programme was not being 
delivered due to staff being on sick leave.

1.6  ENVIRONMENT AND FACILITIES

The ward was located on the first floor. The ward had 
been open for seven years and was bright and clean 
and well maintained. There was no outdoor space that 
residents could access. It was reported that there were 
adequate facilities and equipment in place for staff and 
residents. There was CCTV in operation in the smoking 
room and the conservatory. The images were relayed 
back to the security staff base at the main entrance 
area. The monitor was in the security office and could be 
viewed by a member of the public. There were no signs 
in place that CCTV was in operation. There was no policy 
available on the day that reflected local practice.

1.7  INTERVIEWS WITH RESIDENTS

A number of residents asked to meet with the 
Inspectorate during the visit. One patient reported that 
he was unhappy with his detention. He was fully aware 
of his rights and had been given a date for his mental 
health tribunal. Another patient reported that he was 
unhappy with the process of admission to the unit 
through the Emergency Department. He complained 
about the long waiting time required to be seen. Two 
other patients were unhappy about their detention. 
They were aware of their mental health tribunal dates. 
One resident felt that the staff did not have time to 
talk to her, as they were always busy. Another resident 
highlighted how essential and beneficial the occupational 

2.  Teams should be adequately resourced with 
occupational therapy, social work and clinical 
psychologists to meet the need.

	 Outcome: This information was not collected on the 
day. Details regarding staffing levels for each MDT were 
due to be collected from the service later in the year.

3.  The pre-ward round multidisciplinary team sheets 
should be audited and evaluated.

	 Outcome: The ward sheets had been implemented in 
full on the day of the inspection. There was no audit 
in place.

4.  An appropriate transfer policy and protocols on the 
use of CCTV should be developed.

	 Outcome: There were no policies available on the day 
of the inspection.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING 

There were five MDT teams with admitting rights to 
the ward. Each had a weekly MDT meeting, which was 
attended by all disciplines. In addition there were daily 
reviews of residents. 

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Prior to each MDT meeting a “Pre-MDT Review Sheet” was 
completed. Each discipline recorded their interventions in 
relation to the overall care plan for the previous week. 
This was discussed at the MDT meeting and changes to 
the care plan were made. The nursing care plan based 
on the Tidal model was kept separate from the case file.
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therapy programme had been in her recovery during a 
previous admission and she expressed concern that the 
occupational therapy programme was not consistently 
available to residents because of staff shortages. She 
also complained that there was not enough counsellors 
and therapists available to residents and many service 
users had to access these services privately.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  A ward clerk had been appointed since the last 
inspection.

2.  There was a weekly community meeting for residents 
every Saturday.

3.  A new information booklet had been introduced.

4.  All MDTs were now using the pre-ward round sheets.

5.  The introduction of a home-based treatment team in 
the last nine months. The team was attached to the 
city sector teams. The staff reported that the number 
of admissions to the acute unit from these sectors 
had fallen.

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

1.  The service must develop and implement the outstanding 
policies, procedures and protocols that are required by the 
Regulations. They must reflect local practice.

2.  The provision of CCTV must be in accordance with 
Article 25. This must be rectified immediately and 
alternatives put in place to manage issues related to 
observation on the unit.

3.  All the sector teams should be fully staffed.

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 26 SEPTEMBER 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 members of staff and residents, 
and photographic evidence taken of documentation and 
the physical environment where necessary. A feedback 
meeting was facilitated at the end of the inspection.

Article 4: Identification of Residents

Identity wristbands had been introduced prior to the 
inspection as a method of identification of residents. 
Two nurses administered medication. Nursing staff was 
consistent on the ward.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

There were two water fountains on the ward. Jugs of 
water are also left on each individual’s locker. All food 
was prepared in the Mercy Hospital and transported to 
the ward in heated containers. It was reported that all 
diets were accommodated and that the quality of food 
was excellent. There was a 0.5 whole-time-equivalent 
dietician based on the ward. 

COMPLIANT YES      3 NO
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Article 11 (1–6): Visits

It was reported that all visitors are welcomed to the 
ward. All visitors must sign a log book on entry and 
leaving the ward. The security man maintained this 
log. There was no dedicated visitors room. Visits were 
facilitated in the conservatory, smoking room or at the 
bedside. All children visiting the ward are introduced 
to staff. There was no policy available on the day that 
reflected local practice

COMPLIANT YES      NO      3

Article 12 (1–4): Communication

It was reported that all residents could request access 
to the office phone. Personal mobile phones were 
banned and could only be used for short duration and on 
request. There were two public phones on the ward. It 
was reported that staff did not open mail. There was no 
policy available on the day that reflected local practice

COMPLIANT YES      NO      3

Article 13: Searches

It was reported that searches were rarely carried out on 
the ward. All residents had a drug screen as part of the 
admission process. There was no policy available on the 
day that reflected local practice.

COMPLIANT YES      NO      3

Article 14 (1–5): Care of the Dying

All residents who required palliative or terminal care 
were transferred to the general hospital ward. There 
were a number of single rooms available if required. 
There was a chaplaincy service available. There was no 
local policy available.

COMPLIANT YES      NO      3

Article 6 (1–2): Food Safety

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

COMPLIANT YES      NO      3

Article 7: Clothing

All residents bring their own clothes to the ward. A 
supply of clothing was available in emergencies. If 
residents were required to wear night clothes during the 
day this was documented in their care plan.

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

It was reported that a list of all property was taken on 
admission. There was a facility within the hospital for the 
keeping of valuables. Mobile phones were not allowed 
on the ward. There was no policy available on the day 
that reflected local practice. In relation to financial affairs, 
the service was using the national interim guidelines.

COMPLIANT YES      NO      3

Article 9: Recreational Activities

There was access to TV, DVDs and board games on the ward. 

COMPLIANT YES      3 NO

Article 10: Religion

A chaplaincy service was available to all residents. All 
religious needs can be accommodated on request.

COMPLIANT YES      3 NO
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Article 15: Individual Care Plan

Prior to each MDT meeting a “Pre-MDT Review 
Sheet” was completed. Each discipline recorded their 
interventions in relation to the overall care plan for the 
previous week. This was discussed at the MDT meeting 
and changes to the care plan were made. The care plan 
was goal directed. A nursing care plan based on the Tidal 
model was kept separate from the case file.

COMPLIANT YES      3 NO

Article 16: Therapeutic Services and Programmes

There were two programmes available for residents, 
occupational therapy and nurse therapy. A weekly 
meeting took place between both staff groups and 
residents were allocated to the programme depending 
on need. In addition residents had an individual 
occupational therapy programme. On the day of the 
inspection, the occupational therapy programme was 
not being delivered due to staff shortages. The unit 
had a good range of equipment facilities in place. The 
programmes were linked to an individual care plan.

COMPLIANT YES      3 NO

Article 17: Children’s Education

Four children had been admitted to the ward since 
1 November 2006. No arrangements were made to 
provide for children’s education. It was subsequently 
reported that the medical team would liaise with a 
school and arrange for suitable schoolwork assignments 
to be made available, taking account of the child’s 
mental health. This practice applied to children in 
hospital for longer than two weeks.

COMPLIANT YES      3 NO

Article 18: Transfer of Residents

There was a transfer sheet in place for internal transfers 
within the hospital complex. There was no policy 
available on the day that reflected local practice.

COMPLIANT YES      NO      3

Article 19 (1–2): General Health

It was reported that a full physical examination was 
completed on admission by the NCHD. Accesses to 
national screening programmes were arranged as 
needed. The staff reported that the emergency team 
was called in the event of a medical emergency. 
There was also an emergency trolley on the ward. The 
ward used the hospital-wide policy on responding to 
emergencies. There were two residents on the ward for 
greater than six months on the day of the inspection. 
The notes examined showed evidence of regular 
physical reviews.

COMPLIANT YES      3 NO

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

An information booklet was available to residents, 
containing information about the unit, housekeeping 
arrangements and advocacy services. Information was 
given to residents on request, by all members of the staff, 
regarding medication and diagnosis. The Irish Advocacy 
Network visited that ward weekly. There was no policy 
available on the day that reflected local practice.

COMPLIANT YES      NO      3

Article 21: Privacy

There were two single rooms. All residents had a curtain 
around their bed area. 

COMPLIANT YES      3 NO
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Article 26: Staffing

All staff were recruited through the central HSE system. 
Two CNM2s and nine staff nurses staffed the ward during 
the day. At night there were six staff nurses on duty. Also 
on duty during the day were 1.3 whole-time-equivalent 
occupational therapists and two therapy nurses. It was 
reported that the occupational therapy staffing level was 
insufficient to provide for the need. There was no cover 
during periods of leave. Since the last inspection a ward 
clerk had been appointed. In addition the ward had access 
to a dietician, pharmacist and physiotherapist. There was 
a CNM3 on duty from Monday to Friday and an Assistant 
Director of Nursing on duty over a seven-day roster. The 
Assistant Director of Nursing was based off site. It was 
reported that all staff had received training in the Mental 
Health Act 2001. A number of nursing staff were funded 
to attend further education courses. and there was a small 
library on the ward for use by staff.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

All records were stored in a filing cabinet. It was reported 
that records were maintained on site for two years. There 
was access to records as required. It was reported that there 
were yearly fire and health and safety audits. Audits for food 
safety occurred more frequently. The national HSE policy in 
relation to the retention of records applied. The condition 
of the case files was good. Records relating to food safety, 
health and safety and fire inspections were not sent to the 
Inspectorate as requested.

COMPLIANT YES      NO      3

Article 28: Register of Residents

The register was incomplete. It did not contain the ethnic 
and cultural background section.

COMPLIANT YES      NO      3

Article 22: Premises

The ward was located on the first floor. There was a lift 
in place. It was well lit, heated and ventilated on the 
day of the inspection. The nursing staff reported that the 
maintenance service was very good with good response 
times to requests. There was an assisted shower and 
bath in place. It was reported that the furnishings met 
the needs of the residents.

COMPLIANT YES      3 NO

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

All medication was ordered from the Mercy Hospital. 
Prescriptions were written on a card index system. 
Medication was stored in a locked clinical room and 
administered by two nursing staff. A clinical pharmacist 
attended the ward several times a week. There was no 
policy available on the day that reflected local practice.

COMPLIANT YES      NO      3

Article 24 (1–2): Health and Safety

It was reported that there was a health and safety 
statement for the ward.

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television (CCTV)

There was CCTV in operation in the smoking room and 
the conservatory. The images were relayed back to the 
security staff base at the main entrance area. The monitor 
was in a public place. There were no signs in place that 
CCTV was in operation. These breaches were pointed out 
to senior staff on the day of the inspection. There was no 
policy available on the day that reflected local practice.

COMPLIANT YES      NO      3
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Article 29: Operating Policies and Procedures

All outstanding policies and procedures required by 17 of 
the Regulations were requested by the Inspectorate but 
were not submitted. 

COMPLIANT YES      NO      3

Article 30: Mental Health Tribunals

There was a full suite of offices available for holding 
mental health tribunals.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

The service followed the HSE complaints procedure. The 
complaints procedure was not displayed in the unit. A 
record of complaints received in 2007 was requested by 
the Inspectorate but was not submitted.

COMPLIANT YES      NO      3

Article 32: Risk Management Procedures

All residents had a risk assessment on admission. All 
incidents were recorded and reviewed by the Clinical 
Director. A record of the number of incidents reported 
to date in 2007 was requested but not sent to the 
Inspectorate. Policies on reporting incidents, dealing 
with injury to staff, pinpoint alarms and on the use of 
specialised seating were submitted to the Inspectorate. 
There was no policy on absent without leave and suicide 
and self-harm. There were hospital-wide procedures 
in place for dealing with medical and psychiatric 
emergencies. It was reported that a number of staff had 
completed training in the Children’s Act. 

COMPLIANT YES      NO      3

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

SECLUSION

There were no dedicated facilities on the ward on the day of 
the inspection and staff reported that seclusion was not used.

ECT

ECT had not been administered since 1 November 2006. The 
ECT suite was located off the acute unit and had a waiting 
area, a treatment room and a recovery room. There was 
a dedicated ECT consultant, but not a dedicated nurse. It 
was reported that the designated nurse for ECT was taken 
from the staff numbers on the day treatment was provided. 
An anaesthetist attended from Cork University Hospital. 
The service was using the consent form published by the 
Mental Health Commission. It was reported that ECT would 
not be given without consent. There was an information 
booklet for the resident. There was a procedure to ensure 
that there was a pre and post treatment assessment. All 
residents had specified blood tests, ECG and chest X-ray prior 
to treatment. All of the necessary equipment was in place. 
The emergency drugs were checked at regular intervals and 
a record was kept. There was no policy available on the day 
of the inspection.

MECHANICAL RESTRAINT

Staff reported that mechanical restraint was not used in 
this service.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR

Cot sides, Kirton chairs and belts were used with 
residents because of risk of falling. This was not being 
documented in the resident’s clinical file in accordance 
with Part 5 of the Rules. 

COMPLIANT YES      NO      3
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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 register and a number of clinical files 
were reviewed. A number of the forms had not been 
completed by the consultant psychiatrists. The white copies 
from the register were not stored in the clinical file as required. 
There was a draft policy on physical restraint. There was no 
evidence in the files reviewed that the notes required by this 
Code of Practice were being recorded in the clinical files.

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

There were four admissions since 1 November 2006. The 
files were accessed from medical records and reviewed. 
Children who were admitted were given single rooms 
and were given special observation by nursing staff. 
Individualised one-to-one therapeutic programmes were 
provided as necessary. In cases where the Child and 
Adolescent Service were involved prior to admission, 
they remained involved. The clinical practice forms were 
in place. A number of staff had been trained in the 
Child First guidelines. The ward was unsuitable for the 
admission and treatment of children.

COMPLIANT YES      NO      3

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

This was not applicable on the day of the inspection. 
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APPROVED CENTRE CARRAIG MÓR CENTRE
UNIT INSPECTED CARRAIG MÓR
DATES OF INSPECTION 28 SEPTEMBER 2007

5 DECEMBER 2007 (PREMISES 
ONLY)

NUMBER OF BEDS 40 INTEGRATED

TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

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

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

1.1  DESCRIPTION

Carraig Mór Centre was a stand-alone two-storey centre 
on the outskirts of Cork city. The ground floor ward 
provided regional intensive care for 20 residents with 
complex challenging and forensic needs. On the day of 
the inspection, there were 17 residents, two residents 
were absent with leave and there was one vacancy. Nine 
residents were detained patients under the Mental Health 
Act 2001. This ward was under the clinical direction of the 
forensic team. It was reported that ten residents have been 
in the ward for a period greater than one year and require 
more suitable accommodation elsewhere. 

The first floor unit provided a continuing care service 
for 21 residents. On the day of the inspection, there 
were 15 men and 6 women. No resident was detained 
under the Mental Health Act 2001. Three consultant 
psychiatrists were clinically responsible for the residents. 
These residents have been in the ward since the closure 
of Our Lady’s Hospital. 

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

Ground Floor

1.  The vacant psychology and occupational therapy 
posts should be filled. 

	 Outcome: A senior occupational therapist had been 
appointed to the team. There was no clinical psychologist.

2.  The new care planning system should be 
implemented following a pilot study.

	 Outcome: The new care planning system was fully 
operational on the day of the inspection. It was 
reported that there are now plans to include a section 
for occupational therapy.

3.  A needs assessment should be undertaken on all 
service users to determine where their needs can be 
best met and appropriate resources provided.

	 Outcome: It was reported that ten residents on the 
ward required different accommodation to meet their 
needs. Discussions regarding building a community 
residence on site had commenced.

4.  All essential maintenance work should be 
undertaken in particular upgrading the single rooms 
on the male side.

	 Outcome: No progress had been made on this 
recommendation. It was reported that there are plans 
to upgrade the bathroom and toilet areas, reconfigure 
the three single rooms on the male side and increase 

CARRAIG MÓR CENTRE
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therapist, community and ward-based nursing staff, 
and a senior social worker. It was reported that funding 
for a senior registrar post was being withdrawn. This 
was in spite of the high levels of mental health tribunal 
subjects and detained patients admitted from the 
region to the ward. In the absence of regional planning 
for the provision of forensic services, the team was 
unable to develop the service further. This was a source 
of frustration. The team had a MDT ward round once 
weekly. Care plans were reviewed weekly and action 
plans agreed. Families and advocates were encouraged 
to be part of the planning process. 

First Floor: On the first floor no individual care plans 
were in place. Residents had medical and nursing input, 
access to a social worker and the NCHDs visited daily.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

On the first floor the nursing care plans used a card index 
system. The care plans were evaluated on a regular basis. 
The clinical files showed evidence of regular reviews by 
the consultant psychiatrists. On the ground floor a lot 
of work had been done in relation to care plans for the 
residents. The unit had implemented a MDT review sheet 
which included space for the residents’ comments and 
reports from the MDT members involved. It also included 
an action plan for the following week that specified the 
residents’ needs, the team member responsible and 
provided a space for recording when specific aspects of 
the care plan were completed. These were up to date 
and reviewed weekly.

1.5  THERAPEUTIC ACTIVITIES

Residents from the first floor had access to the therapy 
department downstairs. A number of activities were 
available on the ward. Some residents went swimming 
at a local facility. Residents in the ground floor had 
access to a five-day nurse-led and nurse-delivered 
programme with good facilities available. In addition 

the bed capacity in the male dormitory. No start date 
was available. Since the inspection, it was reported 
that the works will commence in the 2008. The single 
rooms have been closed.

First Floor

1.  A rehabilitation team should be appointed to assess 
and plan the rehabilitation needs of all patients. 

	 Outcome: No progress had been made on this 
recommendation. It was reported that a proposal has 
been sent to the Local Health Manager for a hostel to 
be built on the grounds for some of these residents 
and to provide a regional assertive outreach team.

2.  A multidisciplinary team care plan including nurse 
therapy to ensure best care for each patient should 
be developed.

	 Outcome: Nursing care plans were in use. The nurse 
therapy department facilitated some activities on the 
ward and residents could access the department on 
the ground floor.

3.  The locking of the ward and bedrooms must be 
documented in a policy.

	 Outcome:	The unit had no policy in place regarding 
the locked doors. Residents were not locked in their 
bedrooms.

4.  The suitability of the environment to meet the needs 
of this patient group needs to be reviewed.

	 Outcome: No progress had been made on this 
recommendation.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Ground Floor: The forensic team provided a service to 
the ward on the ground floor. The team had a consultant 
psychiatrist, senior register, NCHD, senior occupational 



50 | Mental Health Commission Annual Report 2007

BOOK 4 – HSE SOUTH

to the nursing staff, an art teacher facilitated sessions. 
The service had a mini-bus at its disposal. A number 
of long-stay residents had just commenced a weekend 
socialisation programme with nursing staff. 

1.6  ENVIRONMENT AND FACILITIES

Ground Floor:	The ground floor ward was filthy on the 
day of the inspection: there were extensive cobwebs, 
stained walls and peeling paint in the single rooms and 
the laundry area. Photographic evidence was taken. It 
was reported on the day of the inspection by the senior 
management team that there was an ongoing problem 
with the cleaning service. It was also reported that 
service had plans to upgrade the bathroom and toilet 
areas, reconfigure the three single rooms on the male 
side and increase the bed capacity in the male dormitory. 
No start date had been agreed. Since the inspection, it 
was reported that these works will commence in early 
2008. The ground floor had introduced a policy requiring 
residents to wear identification wristbands and staff 
informed the Inspectorate that this was done to achieve 
compliance with Article 4. However, in practice this had 
created some health and safety concerns given the 
population in the unit. The Inspectorate pointed out that 
neither the Regulations or the Mental Health Commission 
specified how compliance was to be achieved and this 
was a matter for each approved centre. Subsequently it 
was reported that the wristbands had been withdrawn. 
By 5 December 2007 the cleaning and decoration of 
the ward had been completed and an extensive audit 
process put in place. The single bedrooms had been 
closed pending the completion of the building works. 

First Floor:	The first floor did not have the same issues 
regarding cleanliness. The standard of cleanliness was 
good, but it was apparent that the toilet facilities needed 
upgrading. It was subsequently reported that new floor 
coverings had been installed.

1.7  INTERVIEWS WITH RESIDENTS

Three residents on the ground floor asked to speak to 
the Inspectorate. All were satisfied in general with their 
care and treatment but had some specific complaints. 
One of the residents who had been admitted the night 
before the inspection complained that it was difficult 
to get information about when she would have a first 
meeting with the consultant psychiatrist and to find out 
information about what had happened to her children 
since her admission. Staff reported to the Inspectorate 
that a meeting with the consultant psychiatrist was 
scheduled for the day of the inspection and this was 
relayed to the resident. She reported that she could not 
make herself a hot drink and had to ask for this and 
beg for cigarettes which were hers. Staff reported that 
there were risk issues attached to residents making 
hot drinks and having free access to cigarettes. Another 
resident complained that he was not facilitated to attend 
mass during the week because of staff shortages and 
that he had not been allowed to phone his solicitor. 
Staff reported that it was not always possible to escort 
residents to mass during the week and that the resident 
in question had been facilitated to have contact with his 
solicitor. Another resident complained that the days were 
long with not enough activities and that activities which 
he found useful during the week were not on available 
at the weekends. Staff agreed that activities were not 
available at weekends and that this would be beneficial.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  Some 21 MDT members participated in a course on 
clinical risk assessment. An external facilitator was 
sourced by the team.
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PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 27 SEPTEMBER AND 5 
DECEMBER

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 clinical staff and residents, and 
photographic evidence taken of clinical documentation 
and the physical environment. Both wards were 
inspected in the light of the Regulations. A feedback 
meeting was held with senior clinical staff.

Article 4: Identification of Residents

Ground Floor: All residents were well known to 
staff and a consistent staff group were on the ward. 
Medication was administered by four nurses.

First Floor: All residents were well known to staff and 
a consistent staff group wason the ward. The residents’ 
photograph was due to be attached to their care plan. Two 
members of the nursing staff administered medication.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

Ground Floor: Water fountains were available on the 
ward. They were dirty on the day of the inspection. It 
was subsequently reported that a new cleaning schedule 
had been introduced. All food was prepared freshly in 

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

1.  The renovation and building works should commence 
at the earliest possible date.

2.  The ground floor should be cleaned to an acceptable 
standard and audited regularly.

3.  Policies procedures and protocols must be 
developed and implemented in accordance with the 
requirements under the Regulations.

4.  The forensic team should be adequately staffed to 
meet the current need and the unmet need in the 
community. 

5.  The proposal for a community residence to be built on 
the grounds for some of the residents and to provide a 
regional assertive outreach team should be actioned.

6.  The policy of residents wearing identification 
wristbands on the ground floor should be reviewed 
on health and safety grounds and a policy more 
appropriate to the functioning of the unit should be 
implemented.
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the kitchen on site and it was reported that there was a 
choice in menus.

First Floor: Residents have to ask staff for a drink due to 
problems associated with one resident.

COMPLIANT YES      NO      3

Article 6 (1–2): Food Safety

Ground Floor: Evidence demonstrating compliance was 
sent to the Inspectorate.

COMPLIANT YES      3 NO

Article 7: Clothing

Ground Floor: All residents had individualised clothing. 
Laundry facilities were available on site for small personal 
items. All other laundry items were sent externally for 
cleaning. On the day of the inspection, a number of 
residents were in night clothes. In the clinical files reviewed 
this was included as part of the resident’s care plan.

First Floor:	All residents had their own clothes which 
were laundered on the ward. It was not ward policy for 
residents to be nursed in night clothes during the day.

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

No local policy was available that met the requirements 
of the Regulations. The service was following the national 
interim guidelines for the management of financial affairs.

Ground Floor: A record was taken on admission of 
personal property and possessions. 

First Floor:	Some residents had personal effects in their 
bedrooms. The administration department managed their 
finances. Some residents managed their own finances.

COMPLIANT YES      NO      3

Article 9: Recreational Activities

Ground Floor & First Floor: A range of recreational 
activities was available and the unit had a TV set, DVD 
player and access to a garden. The staff had access to a 
mini-bus and it was reported that outings were arranged 
to social and active leisure activities.

COMPLIANT YES      3 NO

Article 10: Religion

Mass was held on both wards twice weekly. Access could be 
arranged to clergy from other religious groups as required.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

Ground Floor: The unit had access to a dedicated visitors’ 
room. This room was monitored by CCTV and a notice of 
this was in place. Visiting times were flexible. No policy on 
visiting was in place on the day of the inspection.

First Floor: Visiting times were not restricted. Visits were 
encouraged and the unit had a nicely furnished visitors 
room.

COMPLIANT YES      NO      3

Article 12 (1–4): Communication

Ground Floor: The unit had no public phone, however 
it was reported that residents could access the office 
phone on request. All mobile phone use was banned. It 
was reported that staff did not open mail. No policy was 
in place on the day of the inspection.
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Ground Floor:	The care plans on the ground floor were 
compliant with this Article.

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and Programmes

Ground Floor:	All residents had access to the forensic 
team and dedicated nursing staff based on the ward. 
In addition, the social worker facilitated sessions with 
family members and there were individual referrals 
to occupational therapy. The team had no clinical 
psychologist. Besides individual sessions with team 
members, residents had access to a five-day activities 
programme. Two dedicated nursing staff were assigned 
to this area. The activities programmes were linked to 
the individual care plan and recorded in the MDT notes.

First Floor: Residents had access to the therapy 
department downstairs. A number of activities 
were available on the ward. Some residents went 
swimming or played basketball at a local facility. It was 
subsequently reported that a new care plan had been 
implemented since the inspection.

COMPLIANT YES      NO      3

Article 17: Children’s Education

Ground Floor:	One child had been admitted to the ward 
since 1 November 2006. No educational provisions were 
in place. The ward was unsuitable as a centre for the 
care of children. It was not routine practice to admit 
children. This was documented in the admission criteria. 

First Floor:	No child had been admitted.

COMPLIANT YES      NO      3

First Floor: Residents had access to the ward phone. One 
resident had his own mobile phone. It was reported that 
staff did not open mail.

Since the inspection, it was reported that two new 
phone extensions had been installed on each floor for 
use by the residents.

COMPLIANT YES      NO      3

Article 13: Searches

It was reported that no searches had been carried out on 
either ward. No policy was in place. It was reported that 
a search policy had been been developed.

COMPLIANT YES      NO      3

Article 14 (1–5): Care of the Dying

The approved centre had a policy in place.

Ground Floor: It was reported that residents were 
transferred to a general hospital if they required 
palliative or terminal care. Access was available to a 
single room and religious services if required. 

First Floor: The resident could remain on the ward for as 
long as their needs could be met, however transfer to a 
general hospital or hospice was arranged if needed.

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

First Floor: Nursing care plans based on the Roper 
Logan Tierney model of care were in use. The consultant 
psychiatrists facilitated regular reviews of their residents. 
It was subsequently reported that a new care plan had 
been implemented since the inspection.
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Article 18: Transfer of Residents

A clear operational procedure was in place for the 
transfer of residents to other approved centres and 
external hospitals, however no written policies 
were available on the day of the inspection. It was 
subsequently reported that a policy was being 
developed and would be implemented in January 2008. 

COMPLIANT YES      NO      3

Article 19 (1–2): General Health

Ground Floor: The required six-monthly physical 
examinations were completed and recorded in the 
clinical files reviewed.

First Floor:	The residents all had physical examinations 
undertaken every six months. Records of these examinations 
were clearly available in the case notes. A chiropodist 
visited weekly and a physiotherapist visited daily.

COMPLIANT YES      3 NO

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

Ground Floor: A detailed information booklet was 
available for residents, families and visitors.

First Floor:	No written information was available about 
the unit. It was reported that work was in progress 
regarding an information booklet. 

COMPLIANT YES      NO      3

Article 21: Privacy

Ground Floor: Privacy for the residents was restricted. 
On the day of the inspection, an extra mattress had 
been placed in the female observation dormitory the 
night before. This resulted in cramped conditions. The 
single rooms open directly onto a public pitch and putt 

course and in many cases there was no screening or 
frosted glass provided. In the male dormitory there were 
a number of bed screens missing. The curtains on the 
windows were falling down. The three single rooms 
had no screening in place. Photographic evidence was 
taken. Subsequently the service has applied one-way 
opaque film to all the lower level windows and that the 
dormitory screens had been replaced.

First Floor:	Each of the bed areas had curtains for privacy 
and the unit had a number of single rooms. The toilets 
and bathrooms were gender specific.

COMPLIANT YES      NO      3

Article 22: Premises

Ground Floor: The ward was filthy on the day of the 
inspection with evidence of extensive cobwebs, stained 
walls and peeling paint in the single rooms and laundry 
area. Photographic evidence was taken. An ongoing 
problem with the cleaning service was reported by 
the senior management team. Bedside lockers were 
on order. Plans were being developed to upgrade the 
bathroom and toilet areas, reconfigure the three single 
rooms on the male side and increase the bed capacity 
in the male dormitory. The office on the female side 
was also to be enlarged. A fire certificate was needed 
prior to going to tender. It was estimated that the works 
would take four months. Since the inspection, it was 
reported that the works would commence in early 2008. 
A new cleaning schedule and audit process had been 
put in place. Photographic evidence was submitted to 
the Inspectorate that the premises had been repainted 
and cleaned since the inspection. The premises were 
inspected again under this Article on 5 December and all 
the cleaning and decoration work had been completed. 
The single rooms were closed and were not in use 
pending the building works.

First Floor: The first floor did not have the same issues 
regarding cleanliness. The standard of cleanliness was 
good, but it was apparent that the toilet facilities needed 
upgrading and the ward needed redecorating. It was 
subsequently reported that new flooring had been put 
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CNM2. At night a CNM2 was on duty and six staff nurses. 
Two cleaning staff were on duty on the ward daily. The 
residents had access to a social worker, occupational 
therapist and medical staff based on the forensic team. 

First Floor: Three consultant psychiatrists were clinically 
responsible for the residents. Between four and six 
nurses were on duty during the day and five at night.

An Assistant Director of Nursing was available to the 
ward. Staff completed mandatory training and had 
received training on the Mental Health Act 2001.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

Records of food safety, fire inspection and health and safety 
inspections were made available to the Inspectorate.

Ground Floor: The clinical files were in good order 
and showed evidence of regular medical and nursing 
reviews. Records of interventions from psychologists and 
social workers were in the medical files.

First Floor: The case notes examined were in good 
condition. They contained regular reviews from the 
consultant psychiatrists and physical reviews. They were 
stored in locked filing cabinets. 

COMPLIANT YES      3 NO

Article 28: Register of Residents

The register of residents book was made available to the 
Inspectorate. This did not include all the details required 
by Schedule 1 of the Regulations. It was subsequently 
reported that a new register was being printed.

COMPLIANT YES      NO      3

in the toilet areas. New furniture had recently been 
purchased. There was a lift available.

COMPLIANT YES      3 NO

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

All medication was ordered from an external hospital. 
Medications are prescribed using a card index 
system. Medication was stored in a clinical room. No 
written policy was available. Subsequently a policy 
on medication management and administration was 
submitted to the Inspectorate.

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

An up-to-date health and safety statement was available.

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

Ground Floor:	CCTV was used for the observation of 
residents in the visitors’ and smoking room and signs were 
in place. A monitor was located at the nurses’ stations 
on both the male and female sides. No written policy 
and protocols were in place articulating its function.

First Floor:	CCTV was not used.

COMPLIANT YES      NO      3

Article 26: Staffing

Ground Floor:	The ward was under the clinical direction 
of the forensic team. Staff on duty on the ward were 
nursing and cleaning staff. The ward had a staff 
complement of nine staff during the day, including a 
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Article 29: Operating Policies and Procedures

The HSE South policies were in place but had not been 
amended to reflect local practice. A number of policies 
had been localised and submitted since the inspection. A 
group had been set up dedicated to this task.

COMPLIANT YES      NO      3

Article 30: Mental Health Tribunals

A full suite of rooms was in place on the first floor for 
holding mental health tribunals.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

A record of complaints was made available to the 
Inspectorate.

Ground Floor: The service followed the procedure as laid 
out in the HSE complaints procedure. No notices were 
displayed explaining the procedure. It was subsequently 
reported that this issue had been rectified.

First Floor: The service followed the procedure as laid 
out in the HSE complaints procedure. Posters were 
displayed explaining the procedure. 

COMPLIANT YES      NO      3

Article 32: Risk Management Procedures

Ground Floor:	Up-to-date clinical risk assessments were 
documented in the clinical files reviewed. A policy was in 
place on reporting incidents involving residents and staff.

First Floor:	No policy was in place. Since the inspection, 
it was reported that this was been developed for the 
approved centre. A summary of all incidents for the year 
was submitted to the Inspectorate.

COMPLIANT YES      NO      3

Article 33: Insurance

It was reported that the centre is covered by the HSE 
insurers. A copy of the certificate was seen on the day of 
the inspection.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The certificate of registration was on display in the 
entrance lobby.

COMPLIANT YES      3 NO

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

SECLUSION

Ground Floor: No episodes of seclusion were recorded. 
The seclusion room was decommissioned.

ECT

The approved centre had no ECT facilities.

MECHANICAL RESTRAINT

Staff reported that mechanical restraint was not used.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR

Staff reported that mechanical restraint for enduring self-
harm behaviour was not used.



BOOK 4 – HSE SOUTH

Mental Health Commission Annual Report 2007 | 57

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

PHYSICAL RESTRAINT

Ground floor: A written policy and procedure was in place on 
ordering and recording of physical restraint implemented on 
30 August 2007. All but one of the clinical practice forms had 
been signed by a consultant psychiatrist and corresponding 
notes documented in the medical and nursing files. In the 
files reviewed, not all of the information that is required to 
be recorded in the clinical files had been recorded. It was 
subsequently reported that an audit mechanism has been 
introduced at Assistant Director of Nursing level and training 
will be provided for staff on an ongoing basis.

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

One child had been admitted to the centre since 1 
November 2006. This was not a suitable centre for the 
care and treatment of children.

COMPLIANT YES      NO      3

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

The files examined contained evidence of compliance 
with Section 60.

COMPLIANT YES      3 NO
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APPROVED CENTRE SOUTH LEE ADULT MENTAL 
HEALTH UNIT CORK 
UNIVERSITY HOSPITAL

UNIT INSPECTED SOUTH LEE ADULT MENTAL 
HEALTH UNIT

DATE OF INSPECTION 25 SEPTEMBER 2007
NUMBER OF BEDS 46 INTEGRATED

TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

The South Lee Adult Mental Health Unit, Cork 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

The South Lee Adult Mental Health Unit was a 46-bed 
acute admission unit in Cork University Hospital. On 
the day of the inspection, 46 residents were admitted, 
23 male and 23 female, of whom 11 were detained 
patients under the Mental Health Act 2001. Six general 
adult sector teams, a specialist psychiatry of later life 
team and a liaison team had admitting rights to the unit. 

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  The observation and management of the current 
sleeping areas needs to be reviewed. The practice of 
sleeping female patients upstairs should be reviewed 
in the light of safety considerations.

	 Outcome: Female residents no longer slept upstairs. 
CCTV had been installed upstairs for observation 
purposes but no signs were displayed denoting its 
use. The cameras did not record. Senior clinical staff 
reported that the signs had fallen down and would 
be replaced immediately. After the inspection, it was 
reported that the signs had been replaced. No staff 
were based upstairs during the day. The upper floor 
was easily accessed though two stairwells from the 
ground floor. Two levels of nursing observation were 
used: normal and one-to-one nursing. 

2.  Serious consideration should be given to the 
establishment of a high observation area on the unit.

 Outcome: A statement of need and a design brief 
for a new in-patient unit had been put forward to 
HSE capital projects. The proposal contained a 6-bed 
high observation unit. Interim plans were in place to 
renovate the male dormitory which would increase 
the level of observation in this area.

3.  The use of space on the unit needs to be reviewed and 
the clozapine clinic should be relocated off the unit.

	 Outcome:	The clozapine clinic had been moved 
to another part of the unit, nearer the entrance. A 
number of appointments were now facilitated in the 
community. It was reported that plans for alterations 
to the first floor and portable cabin had been 
approved but no time frames were given.

SOUTH LEE ADULT MENTAL HEALTH UNIT  
CORK UNIVERSITY HOSPITAL
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1.6  ENVIRONMENT AND FACILITIES

The unit was not designed for its purpose as an acute 
admission unit. A number of risks that had been 
identified in past reports had been improved since the 
last inspection. One of the two sleeping areas was on 
the ground floor and one was on the first floor. Female 
and elderly residents (integrated) were accommodated 
on the ground floor. The design of the unit resulted in 
problems for the care of elderly residents. Male residents 
were accommodated on the first floor. No nursing staff 
were deployed to the first floor during the day and 
access to the area was open via two stairwells from 
the ground floor which were located away from the 
main day area. The corridors in the unit were narrow. 
Plans were given to the Inspectorate for the proposed 
high observation area and the renovations upstairs. It 
was reported that funding was available to renovate 
the upstairs and portable cabin. New furniture had 
been purchased and the windows had been replaced 
alleviating a problem with draughts. It was noticeable 
that fewer people were using the unit to access other 
parts of the hospital than had been the case previously. 

1.7  INTERVIEWS WITH RESIDENTS

The Inspectorate approached a number of residents 
during the course of the inspection to provide feedback 
on the service. None of the residents asked to speak 
individually to the Inspectorate.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  The creation of a CNM3 post to provide ward 
management.

2.  The publication of a South Lee Mental Health Service 
information booklet

3.  A new medical psychiatric assessment summary 
sheet had been introduced.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Seven MDTs had admitting rights to the unit. The teams 
did not have a complete core MDT. The teams shared 
psychologists and social workers and three vacant posts 
in occupational therapy were reported. Each team met at 
least weekly on the unit to review the residents. 

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Residents had nursing and medical acre plans, other 
disciplines had input where necessary. The service had 
just begun to use a record sheet for each resident, 
which contained a review of the resident’s progress 
with all team members involved and specified the 
planned interventions for the following week. This also 
included the resident’s views. While this sheet gave 
a concise record of the interventions being provided, 
it did not appear to be derived from assessment 
of need or linked to goal-directed treatment. Since 
the inspection, it was reported that a number of 
improvements had been made in the nursing care plans 
so that they would be more relevant to overall targets, 
e.g. greater commitment to a pre-ward round review, 
regulated weekly reviews lending itself to a continuous 
assessment and review process. 

1.5  THERAPEUTIC ACTIVITIES

A CNM1 facilitated the therapy programme and met 
every Monday with CNM2s on the unit. The programme 
was reviewed and residents were allocated to the 
programme depending on the group of residents on the 
unit. Additional funding had been sourced to facilitate 
yoga, music and drama. These activities took place on 
Saturdays at the residents’ request in an attempt to offer 
structured activity at the weekend.
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1.9  2007 RECOMMENDATIONS ON 
THE QUALITY OF CARE AND 
TREATMENT – MENTAL HEALTH 
ACT 2001, SECTION 51(1)(b)(i)

1.  A high observation area must be developed. 

2.  A full multidisciplinary team in rehabilitation should 
be appointed.

3.  The vacant posts in occupational therapy must be 
advertised. 

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 25 
SEPTEMBER 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 members of staff and residents, 
and photographic evidence taken of documentation and 
the physical environment where necessary. A feedback 
meeting was facilitated at the end of the inspection.

Article 4: Identification of Residents

Residents wore identity wristbands. Two nurses 
administrated medication and a consistent group of 
nursing staff were allocated to the unit.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

Access was available to drinking water in the residents’ 
canteen and the unit had plans to purchase more drinking 
water fountains. A good choice of food was available. 
Special diets were catered for and there was a daily supply 
of fresh fruit. A dietician referral system 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 subsequently 
sent to the Inspectorate.

COMPLIANT YES      3 NO

Article 7: Clothing

Each resident had an individual supply of clothes. Petty cash 
was available to purchase a small amount of clothing for 
residents if needed. The file of a resident who was being 
nursed in night clothes was reviewed and this intervention 
was written up as part of his care plan.

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

A property book was kept on the unit and sufficient safe 
storage space was available. Residents were encouraged 
to send home excess goods and valuables. The national 
interim guidelines in relation to financial affairs were in 
use. The unit had a local policy in place on the day of the 
inspection that met the requirements of the Article.

COMPLIANT YES      3 NO
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Article 13: Searches

Staff reported that it was not common practice to 
undertake searches on this unit. A HSE South policy was 
in place. Following the inspection, it was reported that 
the HSE South policies were used as a draft template and 
local policies had been developed. 

COMPLIANT YES      3 NO

Article 14 (1–5): Care of the Dying

All residents who required palliative or terminal care 
were transferred to the general hospital ward. A number 
of single rooms were available if required. A HSE 
South policy in place. Following the inspection it was 
reported that the HSE South policies were used as a draft 
template and local policies had been developed. 

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

A new nursing care plan structure was due to be 
implemented in November 2007. The service had 
introduced a team meeting record form the day before 
the inspection, and this included sections for describing 
the planned MDT interventions. The service agreed to 
send anonymous samples of completed forms to the 
Inspectorate. Each resident had an up-to-date nursing 
care plan and these were reviewed and evaluated 
regularly. Subsequently the service sent in a number of 
anonymous forms to the Inspectorate. The process will 
be monitored on future inspections.

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

A CNM1 facilitated the therapy programme and met 
every Monday with the CNM2s on the unit. An art 
therapist provided group and individual work for 

Article 9: Recreational Activities

A number of recreational activities were available. A large 
supply of DVDs had been donated to the unit. The unit 
had TV sets, a games console, a pool table and exercise 
equipment. Specific activities were organised on Saturdays. 
The decision to buy new equipment for the unit was 
discussed with the residents at the community meeting.

COMPLIANT YES      3 NO

Article 10: Religion

Residents had access to pastoral services and a weekly 
mass on the unit. Residents were encouraged to attend 
services in the community where appropriate.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

A specific area within the unit was allocated to visitors. 
Visitors were asked not to attend the unit at specific times 
each afternoon as this time was protected therapy time. 
Safety plans were in place for certain visitors and children. 
A HSE South policy was in place. Following the inspection 
it was reported that the HSE South policies were used as a 
draft template and local policies had been developed. 

COMPLIANT YES      3 NO

Article 12 (1–4): Communication

It was reported that all residents could request access to 
the office phone. Personal mobile phones were allowed 
and there were public phones on the unit. It was reported 
that staff did not open mail. A HSE South policy on 
communication was in place. Following the inspection, it 
was reported that the HSE South policies were used as a 
draft template and local policies had been developed. 

COMPLIANT YES      3 NO
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residents. Yoga and drama were available on a regular 
basis and a music project was organised twice a year. 
The unit-based programme was reviewed weekly and 
was determined by the profile and preferences of the 
current residents. Programmes were not provided on 
the basis of individual needs assessment. The unit had 
no occupational therapy staff. It was reported that the 
service had three vacant occupational therapy posts.

COMPLIANT YES      NO      3

Article 17: Children’s Education

Five children had been admitted since 1 November 
2006. Staff reported that these admissions were of short 
duration and did not require educational input.

COMPLIANT YES      NO      3

Article 18: Transfer of Residents

A HSE South policy was in place but no local policy. The 
unit had a local policy relating to the transfer of residents 
to Carraig Mór. Residents who required transfer to other 
approved centres were accompanied by nursing staff 
and their relevant files accompanied them. The NCHD 
provided a referral letter for residents requiring transfer 
to a general hospital. 

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

The clinical files examined showed evidence that 
residents had regular general health reviews conducted 
by the NCHDs and mental health reviews conducted 
by their consultant psychiatrists. In instances where 
residents refused examinations this was recorded. 

COMPLIANT YES      3 NO

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

No information leaflets were available. An information 
meeting was facilitated each Monday for new 
admissions. It was reported that verbal information was 
given to the resident regarding their diagnosis but this 
was not made available in a written format. The Irish 
Advocacy Network visited the unit every week and a 
number of voluntary agencies visited regularly. Notices 
about local services and voluntary organisations were 
on display throughout the ward. A HSE South policy and 
South Lee Mental Health Services booklet were in place. 
A local policy was in place that met the requirements of 
this Article. Subsequently an information leaflet created 
specifically for the unit was sent to the Inspectorate.

COMPLIANT YES      3 NO

Article 21: Privacy

The unit had a number of single rooms. All residents had 
a curtain around their bed area. 

COMPLIANT YES      3 NO

Article 22: Premises

The day areas and female bedroom and bathroom areas 
were located on the ground floor. The male bedroom 
areas were upstairs. There was no lift access to the 
first floor. This resulted in elderly male residents been 
nursed on the ground floor. Staff reported a number 
of practical problems when nursing elderly residents. 
The unit was well lit, heated and ventilated on the 
day of the inspection. The nursing staff reported that 
the maintenance service had good response times to 
requests. The doors of a number of wardrobes upstairs 
had not been replaced. The bathing areas needed 
upgrading and the unit required redecoration. New 
furniture had recently been purchased.

COMPLIANT YES      NO      3
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a dietician and pharmacist. A CNM3 on duty Monday 
to Friday and an Assistant Director of Nursing on duty 
over a seven-day roster. It was reported that all staff 
had received training in the Mental Health Act 2001. A 
number of nursing staff were funded to attend further 
education courses. 

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

The clinical files inspected were easily accessible and 
were up to date. Some of the larger files were coming 
apart because of their size and weight. The service 
followed the national policy on the retention of records. 
Records on food safety, health and safety and fire 
inspections were not viewed on the day. 

COMPLIANT YES      3 NO

Article 28: Register of Residents

There was a register in place that met the requirements 
of Schedule 1.

COMPLIANT YES      3 NO

Article 29: Operating Policies and Procedures

All operating policies and procedures required under the 
Regulations, Rules and Codes of Practice must reflect 
local practice and be submitted to the Inspectorate. This 
had been completed since the inspection. 

COMPLIANT YES      3 NO

Article 30: Mental Health Tribunals

A full suite of rooms was available for holding tribunals. 

COMPLIANT YES      3 NO

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

All medication was ordered from the hospital. 
Prescriptions were written on a card index system. 
Medication was stored in a locked clinical room and 
dispensed by two nursing staff. A pharmacy was 
available to the unit. The unit had a local policy in place.

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

A health and safety manual was available on the unit 
and an annual safety inspection report. It was reported 
that there was regular meetings with the health and 
safety representative from the HSE South. The health and 
safety statement was dated October 2006 and had an 
annual review date.

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was in use in some clinical areas and in the 
corridors upstairs. The camera ouput was not recorded 
and was monitored from the nurses’ station. No signs 
were prominent upstairs in the unit indicating the use 
of CCTV. It was reported that signs were now in place. A 
local policy in relation to this Article was in place.

COMPLIANT YES      3 NO

Article 26: Staffing

All staff were recruited through the central HSE system. 
Ten nurses staffed the unit during the day and at night 
six staff nurses were on duty. A CNM1 was responsible 
for the therapy programme during the day. It was 
reported the service had some vacant occupational 
therapy posts. Three social workers were in the 
catchment area and psychologists were on some of 
the sector teams. In addition, the unit had access to 
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Article 31: Complaint Procedures

The service followed the HSE complaint procedure. 
The complaints procedure was displayed in the sitting 
area. The number of complaints received in the current 
year were to be sent to the Inspectorate. These were 
subsequently received.

COMPLIANT YES      3 NO

Article 32: Risk Management Procedures

A breakdown of incidents reported to the national 
STARS Web tracking system was made available to 
the Inspectorate. This showed that the unit continued 
to have a number of falls and absconding episodes. 
It was reported that residents were required to sign 
out when leaving the unit in an effort to reduce the 
number of absconding episodes. It was not clear if this 
was effective. In the absence of a Risk Manager, the 
information was monitored by the CNM3. There were 
arrangements for responding to medical emergencies. 
The unit had no written risk management policy in place.

COMPLIANT YES      3 NO

Article 33: Insurance

The HSE insurers insured the unit.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The certificate was on display on the unit.

COMPLIANT YES      3 NO

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

SECLUSION

There were no seclusion facilities on the unit. And staff 
reported that seclusion was not used.

ECT

No detained patient had received ECT since the 
introduction of the new rules on 1 November 2006. Three 
treatments of ECT had been given to Voluntary residents. 
The service was using the sample consent form in the 
Code of Practice on the Use of ECT for Voluntary Patients. 
This was presented in booklet format and allowed the 
resident to consent to each treatment. It also included 
pre-ECT and post-ECT checklists. An information leaflet 
had been adapted from the Royal College of Psychiatrists 
for residents. The service had a named consultant 
psychiatrist with responsibility for ECT. It was reported 
that the designated nurse for ECT was taken from the 
staff numbers on the day treatment was provided. It was 
reported that two nurses were present during ECT. The ECT 
suite contained a waiting area, which also functioned as 
a clinical room, as a treatment room, and as a recovery 
room with six beds. It was reported that residents were 
recovered in the treatment room. All of the necessary 
equipment was in place. No record was available of when 
the ECT machine had last been serviced. The up-to-date 
protocols required under Section 10.1 of the Rules were 
not displayed. The emergency drugs were checked at 
regular intervals and a record kept.

MECHANICAL RESTRAINT

Staff reported that no form of mechanical restraint was 
in use.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR

Staff reported that this was not in use on the day of the 
inspection.



BOOK 4 – HSE SOUTH

Mental Health Commission Annual Report 2007 | 67

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

PHYSICAL RESTRAINT

Four episodes of physical restraint were recorded in 
the clinical practice register since 1 November 2006. 
The forms were completed and had been signed by 
the NCHD and the consultant psychiatrists. The clinical 
files had been completed by nursing staff, NCHDs and 
the consultant psychiatrist. The files indicated that the 
residents had been examined and reviewed as outlined 
in the Code of Practice. The clinical files did not show 
that residents had been informed of the reason for the 
restraint and its likely duration, or whether the next of 
kin had been informed if appropriate, or reasons why 
this did not occur.

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

Five children had been admitted since 1 November 
2006. This was an approved centre for adults and was 
not suitable for the admission of children. The approved 
centre did not comply with Section 2.5 of the Code of 
Practice for the admission of children. Four clinical files of 
children who had been admitted were examined.

COMPLIANT YES      NO      3
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APPROVED CENTRE ST. FINBARR'S HOSPITAL
UNITS INSPECTED ST. MONICA'S

ST. CATHERINE’S
DATE OF INSPECTION 24 SEPTEMBER 2007
NUMBER OF BEDS ST. MONICA'S 15 

ST. CATHERINE’S 21  
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

St. Finbarr’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. Finbarr’s Hospital, Cork, unit had two units, St. 
Monica’s unit and St. Catherine’s unit, that provided 
continuing care and rehabilitation. St. Monica’s was a 
two-storey house with 15 beds. There were 10 male 
and five female residents on the day of the inspection. 
There were no detained patients. St. Catherine’s unit 
was configured over two levels. On the day of the 
inspection, there were 19 residents, five male and 14 
female. The residents ranged in age from 32 to 70 years. 
One general adult sector consultant psychiatrist was 
responsible for the residents on both units.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

St. Monica’s Unit

1.  Appoint a full multidisciplinary team in rehabilitation.

	 Outcome: There had been no progress on this 
recommendation. A general adult sector consultant 
was responsible for the care and treatment of 
residents on the units in addition to the consultant’s 
sector responsibilities.

2.  Assess the individual needs of patients and provide 
treatment and care to meet those needs.

	 Outcome: Although there was psychology and 
social work input on the general adult sector team, 
these disciplines did not have a specific remit for the 
residents in these units. Subsequently only nursing 
and psychiatric assessments were undertaken and 
these were used to inform treatment and care.

3.  Consider the use of the building given its 
maintenance requirements and location.

	 Outcome: Unit staff reported that they were not aware 
of discussions about moving the unit. They reported 
that a Senior Assistant Technical Services Officer from 
HSE South had recommended that all alterations and 
refurbishments be completed as a single project. 
Subsequent to the inspection, the service reported 
that there had been discussions at area management 
level about the use of St. Monica’s Unit and that the 
refurbishment project for this building had gone out to 
tender and the contract had been awarded.

St. Catherine’s Unit

1.  The complement of the multidisciplinary team should 
be increased, especially in occupational therapy, 
social work and psychology. 

	 Outcome: An additional social worker post was 
allocated to the general adult team. This service and 

ST. FINBARR’S HOSPITAL
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The NCHD was available to the unit on a daily basis and 
a GP visited the unit on request.

1.4  MUTIDISCIPLINARY TEAM CARE 
PLANS

While none of the residents had a care plan as 
outlined in the Regulations, it was evident during the 
inspection that staff had worked with residents in order 
to assess their needs and preferences with regard to 
daily therapeutic activities and that this had informed 
their involvement in various therapeutic, training and 
educational services both on and off the campus. The 
residents who spoke to the Inspectorate all expressed 
satisfaction at the positive opportunities and experiences 
that this presented to them. A number of residents 
have had a housing assessment and some have had 
input from other disciplines. Some residents had tried 
alternative housing but this had not been successful. 
The team highlighted an unmet need in this regard 
as many residents required intensive rehabilitation 
input in the community which was not available in the 
service. It is the view of the Inspectorate that this entire 
process could be documented clearly in the form of an 
integrated individual care plan for each resident. These 
could then be discussed, reviewed and evaluated at the 
team meetings with the resident.

St. Monica’s Unit:	There were no individual care plans 
as defined in the Regulations. Each resident had an up to 
date nursing care plan.

St. Catherine’s Unit:	Each resident had a detailed 
nursing care plan based on the Tidal model of nursing. 
There was evidence in the medical files of regular 
psychiatric and physical reviews.

1.5  THERAPEUTIC ACTIVITIES

While there was a good range of therapeutic activates 
and programmes available to residents, these were not 
linked to care plans as defined in the Regulations. As 

clinical psychology can be accessed by referral. There 
was no occupational therapy service.

2.  An operational policy should be devised outlining the 
service provided and plans for future development.

	 Outcome: An operational framework for the unit was 
developed.

3.  All maintenance issues should be resolved.

	 Outcome: The unit was painted and the clinical room 
upgraded.

4.  The unit should be self-staffing.

	 Outcome:	There was no progress on this 
recommendation although discussions were ongoing. 
There was consistency in the staff allocated to the unit.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

The service had no rehabilitation team and this was a 
significant gap for these units. Despite this, there were 
regular team meetings and reviews of residents by the 
medical and nursing team. There was input from sector 
social workers and clinical psychologists on request. 
The three funded occupational therapy posts in the 
service were unfilled and there was no agreement about 
allocated hours to St. Monica’s Unit or St. Catherine’s 
Unit. The existing three occupational therapy posts 
remained unfilled.

St. Monica’s Unit:	The consultant psychiatrist, 
Assistant Director of Nursing, NCHD, unit nursing staff 
and activities nurses met every month to review the 
residents and the CMHNs attended if required. The 
consultant and unit nursing staff met every week to 
review the residents.

St. Catherine’s’ Unit:	The under is under the clinical 
direction of a general adult sector team. There were 
weekly meetings between the medical and nursing staff. 
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indicated above, it is the Inspectorate’s view that the 
current processes could be easily adapted and developed 
into an individual care plan, which would include 
therapeutic activities programmes.

St. Monica’s Unit: Two residents remained on the unit 
during the day. No therapeutic activities were provided 
for them but staff involved them in recreational activities 
during the day. A number of the residents attended 
workshops or training centres off campus. Six of the 
residents attended St. Catherine’s Unit during the day.

St. Catherine’s Unit: There was a unit-based programme 
for residents from both units, facilitated by dedicated 
nursing staff. It provided residents with opportunities 
in gardening, music and other leisure-based activities. 
The service also had access to local VEC teachers in yoga 
and art therapy. There was a new gardening project and 
a growing tunnel had been put in place since the last 
inspection. It was reported that the residents enjoyed 
this activity and sold much of the produce to the general 
public. It was referred to locally and in the information 
booklet as “occupational therapy” although there were 
no occupational therapists in the service. In addition, a 
number of residents were attending external training 
and social agencies off campus. A number of residents 
returned home on a daily basis. In the notes examined 
there was a brief rehabilitation plan that outlined 
community resources accessed by the resident, which 
should be adapted and developed into an individual care 
plan.

1.6  ENVIRONMENT AND FACILITIES

St. Monica’s Unit: The building had been redecorated 
during the previous year, new furniture had been provided 
and the unit was clean. An additional sitting room had 
been gained by reconfiguring the use of the rooms. 
However due to a lack of storage space, the new room 
also housed the cleaning equipment. The shortage of 
storage space also resulted in other equipment and some 
residents’ possessions being stored in various nooks 
and corners around the unit. Most of the bedrooms 
were upstairs with one 3-bed dormitory downstairs. The 
bathroom area downstairs had a step into it which had 

been identified as a risk. Staff had requested that this be 
remedied but a Senior Assistant Technical Services Officer 
from HSE South had advised that all refurbishment work 
be carried out at the same time. The downstairs toilet was 
in need of refurbishment.

St. Catherine’s Unit: The unit was located over two 
floors. The sleeping area was on the ground floor. The 
activities area, sitting room and office space was located 
on the first floor. The furniture had been upgraded since 
the last inspection. The area had been painted and there 
was a new clinical room. There was evidence of personal 
belonging and photographs of residents in the sitting 
area. A number of paintings by residents had been 
framed and hung on the walls. The internal smoking 
room on the ground floor was in a poor state with badly 
stained walls and a broken extractor fan. It was reported 
that there were plans to upgrade this area and return it 
to use as an occupational therapy room.

1.7  INTERVIEWS WITH RESIDENTS

A number of residents spoke to the Inspectorate. One 
resident had commenced attending a workshop outside 
St. Finbarr’s and was pleased with his progress. He spoke 
about the hope and opportunity that this move had given 
him. Another resident spoke about going out to learn new 
things and the positive experience this was for him. Another 
resident expressed a wish to move to accommodation of his 
own at some stage when there was more support available 
to him in the community. He had previously moved to 
alternative accommodation in the community but required 
more support than the team was able to provide from its 
limited resources. He complimented the staff in the unit for 
the good standard of care and treatment there.

1.8  GOOD PRACTICE DEVELOPMENTS

St. Monica’s Unit

1.  The residents had been divided into two groups with 
each group having an allocated key worker.
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PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 24 SEPTEMBER 2007

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

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality 
and Standards Division prior to the inspection date, 
interviews with the nurses in charge of the units, the 
consultant psychiatrist, and residents, a review of 
relevant documentation on the day, and photographic 
evidence. The information below refers to St. Monica’s 
Unit, which was inspected in detail for compliance 
with the Regulations. Additional information from St. 
Catherine’s Unit is highlighted as such. The approved 
centre was using the HSE South’s generic policies in 
relation to the Regulations. Most of these policies had 
not been localised for this approved centre. A feedback 
meeting with senior medical and nursing staff was held 
at the end of the inspection visit.

Article 4: Identification of Residents

There were photographs of all residents on their 
respective wardrobes, on nursing files and on medical 
prescription charts. All residents were well known to staff. 

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

St. Monica’s Unit: Residents who require drinking water 
have to ask for it. The service subsequently reported that 
a water cooler was being installed. The menu rotates 

2.  The frequency of formally reviewing the nursing care 
plans had increased from six to three months.

3.  A number of residents had started going away on 
weekends by themselves.

St. Catherine’s Unit

A self-medication programme had been introduced for a 
number of residents.

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

1.  All residents should have an individual care plan that 
meets with the requirements of the Regulations.

2.  The service should appoint a full multidisciplinary 
team in rehabilitation as recommended last year.

3.  The service should consider the future use of St. 
Monica’s given its maintenance requirements and 
location as recommended last year.

4.  The policies and procedures should be localised to 
reflect the particular context of the approved centre 
and to reflect local practice and issues.
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on a two-week cycle but there was no choice of food 
available. Specific diets were accommodated.

St. Catherine’s Unit: There was a water cooler on the 
unit. It was reported that the menu rotates on a two-
week cycle. All diets were accommodated. Specific 
choice in meals must be ordered in advance. The 
residents also cook produce from the unit garden.

COMPLIANT YES      NO      3

Article 6 (1–2): Food Safety

This was not inspected on the day. 

Article 7: Clothing

All residents have their own money and can go to the city to 
buy their own clothes. Staff will accompany them if necessary. 
No residents were wearing night clothes and residents were 
never nursed in their night clothes during the day.

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

There was a HSE South policy but there was no policy 
reflecting local practice. A list of personal property was 
recorded in a property book when residents arrive on the 
unit. A copy of this was given to the residents. Residents 
were responsible for their own property and had their 
own lockers and wardrobes. There was provision for the 
safe keeping of items. Individual accounts were kept on 
the unit and were in order when inspected.

COMPLIANT YES      NO      3

Article 9: Recreational Activities

St. Monica’s Unit: There were a number of recreational 
activities provided for on the unit. There was a T.V room, and 
a supply of books and board games. There were exercise 
machines and bingo was organised regularly.

St. Catherine’s Unit: It was reported that residents 
accessed local facilities including the local swimming 
pool. On the unit there was a TV set, radio and DVD.

COMPLIANT YES      3 NO

Article 10: Religion

Roman Catholic and Church of Ireland clergy attended 
weekly and a minister of the Eucharist attended 
regularly. There were currently no residents from 
other denominations. A number of residents from St. 
Catherine’s Unit attended mass in the local community.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

There were flexible visiting times and there were 
a number of rooms that could be used for visiting, 
including the new sitting room and the quiet room 
upstairs. The safety of residents and visitors was 
included in the unit’s safety statement. Visitors were 
requested to announce their arrival to nursing staff prior 
to commencing the visit. Children are facilitated to visit 
under the control of their parents. There was a HSE 
policy on visits but no local policy.

St. Catherine’s Unit: All visitors were welcome to the 
unit. There was no dedicated visitors room. Funding 
from the National Lottery had been secured and it was 
planned to commence work on creating an area in the 
near future.

COMPLIANT YES      NO      3
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would not require a significant amount of work for these 
processes to be documented in an integrated care plan.

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

The therapeutic services provided were not linked 
to care plans as required by this Article. Most of 
the residents attended the programme based in St. 
Catherine’s Unit. A number of residents attended 
educational or training centres off site, including National 
Learning Network courses where they had individual 
personal programmes. In the notes examined, there was 
a brief rehabilitation plan that outlined the community 
resources/activities accessed by the resident. Referral 
to the sector psychologist and social worker could be 
arranged if required.

COMPLIANT YES      NO      3

Article 17: Children’s Education

This was an adult centre and did not admit children. 

Article 18: Transfer of Residents

There was a HSE South policy relating to the transfer 
of patients, but no local policy. There was a local policy 
on the transfer of patients to Carraig Mór. Residents 
who required transfer to other approved centres were 
accompanied by nursing staff and their relevant files 
accompanied them. The NCHD provided a referral letter 
for residents requiring transfer to a general hospital.

COMPLIANT YES      NO      3

Article 19 (1–2): General Health

Residents were facilitated to attended outpatient 
appointments as required. They were all offered the 
flu vaccine. Physical reviews were conducted by a GP. 

Article 12 (1–4): Communication

There was a HSE South policy on communication but 
no local policy. Residents were free to send and receive 
mail. There was a unit phone that residents could use to 
make or receive phone calls. This was located in the main 
hallway and did not afford privacy. It was reported to the 
Inspectorate the following day that this had been rectified 
by the provision of a cordless handset for residents.

St. Catherine’s Unit: A number of residents on the unit had 
a personal mobile phone. In addition there was a public 
phone and the use of the office phone on request.

COMPLIANT YES      NO      3

Article 13: Searches

Staff reported that searches were never carried out on 
either unit. There was a HSE South policy on searches 
but no local policy. There was a local policy in place 
regarding illicit drugs and alcohol in St. Monica’s Unit.

COMPLIANT YES      NO      3

Article 14 (1–5): Care of the Dying

There was a HSE South policy on care of the dying but no 
local policy. There had been no deaths on the unit since 
1 November 2006.

COMPLIANT YES      NO      3

Article 15: Individual Care Plan

There were no individual care plans as defined in the 
Regulations. Nursing care plans were reviewed every 
three months by key worker and resident. However, it 
was evident to the Inspectorate, from discussions with 
members of the team, that a number of formal and 
informal assessments and multidisciplinary inputs had 
been carried out and that therapeutic interventions 
were being provided. In the view of the Inspectorate it 
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In one set of notes examined the most recent physical 
examination had been completed the previous year. 
Other physical reviews were due around the time of the 
inspection in order to comply with the six-monthly time 
frame as required under this Article. 

COMPLIANT YES      NO      3

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

Residents were informed about the multidisciplinary 
team by nursing staff. The unit had a draft information 
booklet which included information on practical 
arrangements within the unit. Residents were given 
verbal but not written information about their diagnosis. 
The Irish Advocacy Network were not actively involved 
in the unit. The service was planning to include details 
about the Irish Advocacy Network in the information 
booklet. Information was not available routinely to 
residents about medication and possible side effects. 
There was a HSE South policy but no local policy on the 
provision of information to residents.

COMPLIANT YES      NO      3

Article 21: Privacy

St. Monica’s Unit: There were segregated male and 
female bedroom areas. There were screens around each 
bed and curtains on the windows. 

St. Catherine’s Unit: Each resident had a key to their 
wardrobe.

COMPLIANT YES      3 NO

Article 22: Premises

St. Monica’s Unit: The premises were clean and had 
been decorated recently. The heating upstairs and 
downstairs was controlled separately. There was no 
programme for routine maintenance of the premises. 
Repairs were carried out on a needs basis. Some areas 

were in need of refurbishment, particularly the outside 
smoking area and the downstairs toilet and bathroom 
area, which has a step into it.

St. Catherine’s Unit: This unit was painted the previous 
November. There was new furniture in place and a lift to 
access the first floor.

COMPLIANT YES      NO      3

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

All medication was ordered from the pharmacy on 
site. Medication was stored in a locked trolley and 
administered by two nursing staff members. There was 
no local policy in relation to the ordering, prescribing, 
storing and administration of medicines.

COMPLIANT YES      NO      3

Article 24 (1–2): Health and Safety

There was a HSE South policy. There was a local health 
and safety statement.

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television (CCTV)

Closed circuit TV was not used in the service.

Article 26: Staffing

St. Monica’s Unit:	There were two nursing staff on duty 
during the day and two at night. A record of staff on 
duty and in charge was kept in the nursing report book 
and in the diary. There was one household staff on duty 
during the day and additional household hours were 
available on Wednesdays for a few hours. 

St. Catherine’s Unit:	There was a CNM2 and three staff 
nurses on duty for the unit by day. At night there was 
two staff nurses on duty. A CNM1 and a staff nurse 
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Article 30: Mental Health Tribunals

Tribunals could be held in South Lee Adult Mental Health 
Unit in Cork University Hospital if necessary.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

The complaints procedure was displayed in the TV room. 
There was a HSE national policy available. Staff reported 
that there had been no complaints about the service 
since 1 November 2006.

COMPLIANT YES      3 NO

Article 32: Risk Management Procedures

The approved centre had a number of policies related to risk 
management, including a safety statement that identified 
risks throughout the unit and the precautions in place to 
control them. This did not address the risk of suicide and 
self-harm. There were local policies in relation to a number 
of risk issues for residents and staff. There was a local policy 
on recording serious incidents. The Trust in Care policy was 
in place. A record of adverse or serious incidents relating 
to residents was maintained and copies sent to the South 
Lee Adult Mental Health Unit for input to the STARS Web 
tracking system. The incidents reports were held in the acute 
admission unit. They were reviewed the next day. There 
were five incidents in total. They related to slips and trips. 
Staff reported that there was no system in place for the units 
to get feedback from incidents.

COMPLIANT YES      NO      3

Article 33: Insurance

It was reported that the HSE insurance applied to this 
approved centre.

COMPLIANT YES      3 NO

delivered the activities programme. They were located 
on the unit. There was an Assistant Director of Nursing 
on duty at all times. It was reported that there was 
ongoing access to nurse training programmes.

There was no rehabilitation team for the service. There 
was limited access to clinical psychology and social work. 
There were no occupational therapists. Staff had completed 
training on the Mental Health Act. There were copies of the 
Act, Regulations, and Rules available on the unit.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

Clinical files were kept in a locked filing cabinet in the 
nurses’ office which was locked when not in use. The files 
were in good condition. A number were bulky in content. 
The HSE policy on records was available. Records of health 
and safety, food safety and fire inspections must be sent 
to the Inspectorate.

COMPLIANT YES      NO      3

Article 28: Register of Residents

There was a register of residents which included all the 
information required in Schedule 1.

COMPLIANT YES      3 NO

Article 29: Operating Policies and Procedures

The HSE South and the local policies contained review 
dates. Copies of outstanding local policies needed to be 
sent to the Inspectorate.

COMPLIANT YES      NO      3
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Article 34: Certificate of Registration

This was framed and on display in St. Catherine’s Unit. 

COMPLIANT YES      3 NO

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

SECLUSION

There were no dedicated seclusion facilities on the units. 
Staff reported that seclusion was not used in the service.

ECT

There were no ECT facilities in place.

MECHANICAL RESTRAINT

Staff reported that mechanical restraint was not used.

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

PHYSICAL RESTRAINT

Staff reported that physical restraint was not used.

ADMISSION OF CHILDREN

Children were not admitted to this service.

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

This was not applicable to this service.
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APPROVED CENTRE ACUTE PSYCHIATRY 
UNIT, BANTRY GENERAL 
HOSPITAL

UNIT INSPECTED ACUTE PSYCHIATRY UNIT
DATE OF INSPECTION 13 SEPTEMBER 2007
NUMBER OF BEDS 18
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

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

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

1.1  DESCRIPTION

The Acute Psychiatry Unit, Bantry, was located on the 
grounds of a general hospital. It had 18 acute admission 
beds. Fifteen residents were admitted, two were 
detained under the Mental Health Act 2001. Three 
consultant psychiatrists had admitting rights to the unit.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  The process of transferring service users to Carrig Mór 
needs to be resolved

	 Outcome: No major changes had taken place in 
the process of admission. Following the inspection 
management reported that a plan was being 
considered to improve the situation.

2.  Each service user should have a single set of notes which 
all members of the multidisciplinary team access.

	 Outcome: It was reported that a template for 
integrated case files had been agreed and these 
would be introduced on 1 October 2007.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

An additional consultant psychiatrist had been 
appointed since the last inspection. Two weekly MDT 
review meetings were held on the unit. The additional 
consultant shared clinics across both sectors. The team 
coordinator managed the referral process and new 
referrals were discussed at team meetings. The full 
MDT attended the meetings. Additional ward rounds 
were facilitated as needed. A CNM2 and three staff 
nurses were on duty on the unit during the day and a 
CNM2 and two staff nurses at night. All other disciplines 
worked on the ward on a sessional basis.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

The development of a comprehensive individual care plan 
as defined in the Regulations was still at an early stage 
of development. Each resident had a nursing and medical 
assessment on admission. There was evidence of a team 
plan in each file. The unit had separate medical and 

ACUTE PSYCHIATRY UNIT, BANTRY GENERAL HOSPITAL
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1.8  GOOD PRACTICE DEVELOPMENTS

1.  team coordinator post had been appointed to manage 
the referral and discharge process for the sector teams.

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

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

2.  The unit should develop a private interview area.

3.  The unit should develop localised policies and 
procedures as required under the Regulations.

 
PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 13 SEPTEMBER 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 members of staff and 
residents. A feedback meeting with senior clinical and 
administrative staff was facilitated in the afternoon.

nursing files. The senior clinicians reported on the day of 
the inspection that integrated notes had been agreed and 
a new file would be introduced in October 2007. 

1.5  THERAPEUTIC ACTIVITIES

The three sector teams had 1.8 whole-time-equivalent 
occupational therapy posts assigned across them. The 
unit had a weekly programme which was dependent on 
staffing levels and demand on resources for community 
work. The occupational therapy progress notes were 
recorded in the clinical file. The group rooms were 
located on the lower ground floor and were accessible 
by stairs and lift. None of the other disciplines were 
regularly involved in delivering the unit-based group 
programme. It was reported that a weekly community 
group was facilitated by nursing staff at weekends.

1.6  ENVIRONMENT AND FACILITIES

The ward was configured over three floors. The reception 
area, offices and dining facilities for residents were 
located on the ground floor. The ward was located on the 
first floor. A lift had been added since the last inspection. 
The unit had no interview space, quiet area for residents, 
or clinical room. Residents were interviewed in the 
lobby area outside the lift. The occupational therapy 
department was located on the lower ground floor and 
had a small garden area attached. It was reported that 
plans were being progressed to develop the garden area 
further and that the project was being costed.

1.7  INTERVIEWS WITH RESIDENTS

A number of residents were spoken to informally during 
the inspection. They reported that lack of interview 
space was a problem. One resident wrote to the 
Inspectorate on the day of the inspection complaining 
about the introduction of identity wristbands on the 
ward. Following the inspection, the registered proprietor 
reported that wristbands were a matter of choice.
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Article 4: Identification of Residents

Residents had the option of wearing an identification 
wristband. This was a new initiative on the ward. It was 
reported that two members of nursing staff administered 
all medication. 

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

All meals were prepared in the general hospital and 
transported to the ward in heated containers. A water cooler 
was provided in the sitting room. A choice of meals was 
available and all special diets were accommodated.

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. A report dated 
February 2007from the senior environmental health 
officer was sent to the Inspectorate. It was reported in 
writing that the items addressed in the report had been 
addressed in full.

COMPLIANT YES      3 NO

Article 7: Clothing

All residents had their own clothing. None of the residents 
were wearing night clothes on the day of the inspection.

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

On admission a record of property was taken and 
this was logged and signed by the staff nurse and 
resident. Arrangements were in place for safe keeping 
of valuables. The unit did not have written policy and 
procedure available. Subsequent to the inspection, a 

policy dated June 2004 that had a review date of June 
2006 was submitted to the Inspectorate.

COMPLIANT YES      NO      3

Article 9: Recreational Activities

The residents had access to a TV, radio, library and board 
games on the ward. 

COMPLIANT YES      3 NO

Article 10: Religion

The main hospital had a chapel and residents had access 
to weekly mass. The unit had access to a chaplaincy 
service.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

It was reported that visiting times were flexible. The unit 
did not have a dedicated visitor room and residents often 
met visitors in an area outside the lift, which had no privacy. 
The nursing staff were aware of all visits that took place 
on the unit and children were welcome. No written policy 
and procedure was available on the day of the inspection. 
Subsequently a policy dated June 2004 that had a review 
date of June 2006 was submitted to the Inspectorate.

COMPLIANT YES      NO      3

Article 12 (1–4): Communication

Residents had access to a pay phone, the use of the 
office phone on request and were allowed use their own 
personal mobile phones. It was reported that mail was 
not opened, but given directly to residents. No written 
policy and procedure was available.

COMPLIANT YES      NO      3
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Article 17: Children’s Education

Provision for the education of children was not available 
in the approved centre. One child had been admitted to 
the unit since 1 November 2006. 

COMPLIANT YES      NO      3

Article 18: Transfer of Residents

Staff articulated a very clear process in transferring a 
resident to a medical or surgical ward. The transfer of 
residents to Carraig Mór was in line with the Mental 
Health Act 2001. No written policy and procedure was 
available on the day of the inspection. Subsequently a 
policy dated June 2004, with a review date of June 2006 
was submitted to the Inspectorate. It was out of step 
with current mental health law. 

COMPLIANT YES      NO      3

Article 19 (1–2): General Health

Each resident had a full physical examination on 
admission. On the day of the inspection, two residents 
had been admitted for longer than six months. They 
were not formally examined every six months as 
required by the Article. A liaison service was in place 
with the medical and surgical teams in the hospital.

COMPLIANT YES      NO      3

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

An information booklet was available for residents. It 
was reported by the staff that it was under review in 
order to include the information required by this Article. 
No time frame was given for completion. The Irish 
Advocacy Network and AA visited the ward weekly. 
Verbal information regarding medication and diagnosis 
was given on an individual basis.

COMPLIANT YES      NO      3

Article 13: Searches

Staff reported that searches were not common practice on 
the ward. No written policy and procedure was available. 
Subsequently a policy dated June 2004 that had a review 
date of June 2006 was submitted to the Inspectorate.

COMPLIANT YES      NO      3

Article 14 (1–5): Care of the Dying

Residents who required palliative or terminal care were 
transferred to a medical ward in the hospital. Three 
single rooms were available on the ward if needed. 
No written policy and procedure was available on 
care of the dying or the reporting of sudden deaths. 
Subsequently a policy on unexpected death, dated 
June 2004 and with a review date of June 2006, was 
submitted to the Inspectorate.

COMPLIANT YES      NO      3

Article 15: Individual Care Plan

Individual care plans as defined in the Regulations 
were not in use. It was reported that the service has 
been developing a template. A draft was ready to be 
considered by the senior management team. Each 
resident had a nursing care plan, individual reports from 
team members and a typed statement of needs. 

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

On the ward, residents had access to an occupational 
therapy programme, both individual and group-based. 
The group programme varied from week to week and 
was staff and time dependent. In the absence of a 
comprehensive care plan the programme could not be 
linked to one. 

COMPLIANT YES      NO      3
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Article 21: Privacy

A mix of bedrooms was provided: three single, two 4-bed 
and one 2-bed area. Each bed had a curtain around it for 
privacy. The unit had a sitting room but no dedicated area 
for interviews or visits. It was subsequently reported that 
an office could be made available on the ground floor at all 
times for the purpose of interview.

COMPLIANT YES      3 NO

Article 22: Premises

The building was configured over three floors. On the day 
of the inspection, it was clean and bright with adequate 
and suitable furnishing in place. A lift had been installed 
since the last inspection.

COMPLIANT YES      3 NO

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

It was reported that medication was ordered from the 
hospital pharmacy. It was prescribed on a card index 
system. The prescription cards examined were in order. 
The medication was stored in a locked trolley that was 
housed in the main office. Two members of the nursing 
staff administered medication. The unit did not have 
a written policy and procedure available on the day 
of the inspection that was compliant with this Article. 
Subsequently a policy with the title Administration of 
Medical Preparation dated June 2004 and with a review 
date of June 2006 was submitted to the Inspectorate.

COMPLIANT YES      NO      3

Article 24 (1–2): Health and Safety

No health and safety policy for the unit was available on 
the day. A copy was made available to the Inspectorate 
at a later date. 

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

A CCTV camera was directed at the external doors. No 
other CCTV was in use.

Article 26: Staffing

All staff were recruited through the HSE recruitment and 
selection procedure. Input to the unit-based programme 
from occupational therapy was inconsistent because of 
inadequate staffing levels. All other staff based on the unit 
were nursing. The Director of Nursing was in charge of the 
unit from Monday to Friday. At the weekends the person 
in charge of the acute ward was an Assistant Director of 
Nursing, based 29 kilometres from the unit. It was reported 
that the night superintendent was based on campus.

Table 1: Unit staff levels

Staff Member Day Night
Nurses 4 3
Household staff 2 0
Registered psychiatric nurse 2 2

A record was kept of training programmes for staff in 
CPR, manual handling and physical restraint. All staff 
were trained in Mental Health Act 2001 and a reference 
guide was available on the ward.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

Two files were maintained; one used by nursing staff 
and the other by all other disciplines. Plans were in 
place to introduce an integrated file from October 2007. 
The files examined were in good condition. However 
the resident’s name was not on the progress notes 
in the medical files and a number of signatures were 
illegible. All records were held in accordance with the 
HSE national policy. The medical records department was 
on site. It was reported that the fire extinguishers were 
reviewed regularly. 

COMPLIANT YES      3 NO
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change was unclear. A system was in place for 
responding to emergencies. All staff carried a personal 
alarm and staff reported if it went off the unit staff 
and security staff based at the main hospital reception 
responded. Staff reported a number of recent problems 
with the alarm system. It was subsequently reported 
that this problem was been dealt with. On the day 
of the inspection, it was reported that an external 
investigation would be held in the coming weeks into 
a serious incident that occurred 16 months before. The 
incident forms were made available to the Inspectorate 
on request at the end of the inspection. The forms 
were appropriately completed. It was apparent to 
the Inspectorate that while the nursing staff on duty 
expressed a number of concerns regarding the level 
of incidents on the ward, the incident forms examined 
did not justify these concerns. It was reported since 
the inspection that the senior management team were 
addressing this area.

COMPLIANT YES      NO      3

Article 33: Insurance

It was reported that the HSE insurance arrangements 
applied to the unit.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The certificate was displayed in the reception area.

COMPLIANT YES      3 NO

Article 28: Register of Residents

The register of residents was reviewed. It was 
maintained on computer. Two aspects required under 
Schedule 1 were missing. The senior management team 
reported that these two fields would be included and the 
current records amended.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

All policies and procedures required under the 
Regulations were requested by the Inspectorate. On the 
day of the inspection, the local policies referred to the 
Mental Treatment Act, 1945. 

COMPLIANT YES      NO      3

Article 30: Mental Health Tribunals

There was a suite of rooms, on the ground floor for the 
provision of mental health tribunals.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

It was reported that all complaints were dealt with at local 
level if possible. The service also used the national HSE 
complaints procedure. Copies of the quarterly statistical 
returns on complaints were sent to the Inspectorate. 
Complaints leaflets were available on the unit.

COMPLIANT YES      3 NO

Article 32: Risk Management Procedures

No policies on risk management procedures were 
available for inspection. All incidents were recorded 
and a copy was sent to the Director of Nursing. It was 
reported that the CNM3 collated all incidents but the 
feedback mechanism to the staff on implementing 
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2.2  EVIDENCE OF COMPLIANCE WITH 
RULES – MENTAL HEALTH ACT 
2001, SECTION 52(d)

SECLUSION

The unit did not have dedicated seclusion facilities and 
staff reported that seclusion was not used.

ECT

The unit did not have an ECT suite on the ward.

MECHANICAL RESTRAINT

It was reported that mechanical restraint had not been 
used on the ward. 

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR

This was not in use on the day of the inspection.

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

PHYSICAL RESTRAINT

The physical restraint register was reviewed. Two 
episodes of physical restraint were recorded since 
November 2006. The resident concerned on both 
occasions had been discharged so the case notes were 
not available to the Inspectorate. The clinical practice 
forms were completed appropriately. Staff of the same 
gender as the resident being restrained carried out the 
restraint. Concern was expressed by the staff regarding 
training available to them in the management of 
aggression. Not all staff had received training in restraint 

techniques. It was subsequently reported that training 
techniques were under review and an outcome on how 
to proceed was expected in November 2007.

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

One child had been admitted to the ward. The ward was 
unsuitable for the admission of children.

COMPLIANT YES      NO      3
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ANNUAL REPORT
TUARASCÁIL BHLIANTÚIL2007

WEXFORD

CHAPTER 2
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APPROVED CENTRE ST. SENAN'S HOSPITAL
UNITS INSPECTED ALL WARDS
DATE OF INSPECTION 23 TO 25 JULY 2007
NUMBER OF BEDS 157
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

St. Senan’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. Senan’s Hospital, Wexford, had three main care groups in 
the hospital, acute admissions, continuing care/rehabilitation 
and Intellectual disability. The total bed capacity was 157. 
The configuration of the wards is shown below.

Speciality Ward Gender Beds
Acute care St. Claire's Ward Male 

Admissions
13

St. Anne's Ward Female 
Admissions

13

St. Bridget's 
Ward

Elderly 
Admissions

 8

Pre-Discharge 
Ward

Mixed 15

Continuing 
Care

St. Gertrude's Mixed 23

St. Fidelma's Female 16

St. Enda's Male 16

St. Elizabeth's Female 15

Intellectual 
Disability

St. Christopher's 
Ward

Male 14

St. Brendan's 
Ward

Mixed 9

St. Aidan's 
Ward

Male 15

This approved centre continued to provide acute in-patient 
care in a large psychiatric hospital. A liaison service was 
attached to Wexford General Hospital. An NCHD and a 
nurse delivered this service over five days from 0900h to 
1700h. The acute admission wards had an occupancy rate 
of 123 per cent. This resulted in the practice of sleeping 
residents out in other wards during the night.

A large number of residents with a dual diagnosis of 
mental illness and intellectual disability were in St. 
Senan’s. Accommodation in Oilgate, which was more 
suitable, remained unopened. It was reported that the 
reason for the residents remaining in an unsuitable 
environment was lack of funding to staff the facility. 

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

St. Bridget’s Ward

1.  Redevelopment of the ward into an 8-bed integrated 
ward for psychiatry of later life.

ST. SENAN’S HOSPITAL
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worker and some input was available from clinical 
psychologists. Occupational therapists provided a 
service on the unit and in the community. Clinical files 
contained evidence of weekly ward rounds that all 
disciplines attended. 

3.  The provision of therapeutic psycho-educational 
programme to meet the needs of the client group 
that are linked to the care plans.

	 Outcome: Occupational therapy staff provided a group 
programme and individual work. The programme was 
not linked to MDT care plans.

4.  All policies need to be updated to reflect current best 
practice.

 Outcome:	The HSE south policies were in place but 
not local ones.

St. Anne’s Ward

1.  The practice of admitting up to 20 patients into this 
unit and sleeping several of them in other wards 
should cease.

	 Outcome:	There was no progress on this 
recommendation. On the day of the inspection there 
were 18 residents, which resulted in five residents 
sleeping out on other wards.

2.  A needs-based programme of therapeutic activities 
should be put in place on the unit.

	 Outcome: Occupational therapy staff provided a group 
programme and individual work. The programme was 
not linked to MDT care plans.

3.  A maintenance programme should be put in place 
for the unit and issues such as re-painting, dampness 
and replacement of old curtains and bedclothes 
should be addressed. 

	 Outcome:	There has been progress on this 
recommendation. The unit had been repainted and 
old bedclothes and curtains had been replaced.

	 Outcome:	This recommendation has not been 
achieved. The unit provided a service for male 
residents. The two sector teams and psychiatry 
of later life team had admitting rights. It was 
subsequently reported by the registered proprietor 
that negotiations were well advanced to close the 
ward.

2.  Provision of therapeutic programmes linked to care 
and treatment plans following assessment of need.

	 Outcome: The occupational therapist from the 
psychiatry of later life team provided input to 
residents from that team. Therapeutic programmes 
were not linked to MDT care plans.

3.  The provision of a senior occupational therapist, social 
worker and clinical psychologist to the psychiatry of 
later life team.

	 Outcome: Three teams provided care. Some input 
was available from occupational therapy, social work 
and psychology.

St. Claire’s Ward

1.  The environment needs to be upgraded to improve 
facilities and privacy for patients. 

 Outcome: The bathroom and toilet facilities had 
been upgraded to a high standard. The dormitory 
was a large area that did not provide the optimum 
level of privacy. The Inspectorate was informed that 
a plan had been submitted to divide the dormitory 
into three smaller areas in a way that would enhance 
residents’ privacy. It was subsequently reported that 
consideration was given but not progressed as it was 
deemed not to be technically feasible. Residents now 
had access to a garden. 

2.  There is a need for multidisciplinary team input on 
the ward and this should be documented in the 
multidisciplinary team care plans.

	 Outcome: There was no multidisciplinary care plans. 
The care plans were nurse led. Four teams had 
admitting rights to the unit. Each team had a social 
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4.  The seclusion policy should be strictly adhered to.

	 Outcome: Since the last inspection the MHC has 
published Rules for Seclusion. This is discussed later in 
the report.

Pre-Discharge Unit

1.  The unit should be under the clinical direction of the 
rehabilitation team.

	 Outcome: The management team stated that the  
unit currently functions as a step down from the 
acute wards and it would not be appropriate for the 
residents to be managed by the rehabilitation team. 

St. Enda’s Ward

1.  The rehabilitation team should undertake a 
comprehensive needs assessment of each of the 
patients and appropriate placements should be 
identified for all patients.

	 Outcome: The rehabilitation team had taken over 
responsibility for the ward and all residents had been 
assessed. Two residents were being prepared to move 
to medium supported accommodation in December 
2007.

2.  A needs-based programme of therapeutic activities 
should be put in place on the unit.

	 Outcome: A number of residents attended the day 
centre or the on-site Skill Base programme, and 
others had leave home. All feedback is verbally to the 
nursing staff.

3.  A cleaning and maintenance programme should be 
put in place for the unit. 

	 Outcome: The ward had been painted and the 
bathroom was upgraded.

4.  A policy should be put in place on the use of 
mechanical restraints.

	 Outcome:	There were no policies that reflected local 
practice on the day of the inspection. One resident 
had cot sides at night and the chart was reviewed. 
This is discussed later in the report.

5.  Plans to build a high support residence for some of 
these patients should be expedited. 

	 Outcome: There was no progress on this 
recommendation. Subsequently it was reported by 
the registered proprietor that the Wexford Mental 
Health Association on behalf of the Wexford Mental 
Health Services were in discussions with Wexford 
County Council to build a community residence. It was 
reported that a site had been identifiesd.

St. Gertrude’s Ward

1.  Multidisciplinary team reviews and care planning are 
required.

	 Outcome:	The clinical notes reviewed did not show 
evidence of regular psychiatric review by either the 
NCHD or the consultant psychiatrists.

2.  The unit requires refurbishment.

	 Outcome: There was no progress on this 
recommendation. On the day of the inspection, 
the ceiling was leaking in a dormitory room. 
Photographic evidence was taken. The room was 
closed and repair of the roof was in progress at the 
time of the inspection.

3.  A protocol for formal psychiatric review of patients 
on this unit needs to be implemented so that each 
patient is reviewed by the treating team weekly. 

	 Outcome:	The clinical notes reviewed did not show 
evidence of regular psychiatric review by either the 
NCHD or the consultant psychiatrists.

4.  The function of this unit should be clarified along with 
the treating team(s) responsible for managing it.

	 Outcome: There was no progress on this 
recommendation. The ward had a mixed profile of 
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2.  An ongoing programme needs to be provided in 
conjunction with the staff and a partition needs to 
be erected.

	 Outcome: There had been no progress on this 
recommendation. After the inspection it was reported 
that the fire officer was not in favour of this action.

3.  Consideration should be given as to how patients can 
access fresh air.

	 Outcome: It was reported that residents can access 
the grounds using the lift.

4.  Therapeutic programmes should be provided 
following MDT assessments.

	 Outcome:	There had been no progress on this 
recommendation.

5.  MDT care plans should be developed.

 Outcome:	There had been no progress on this 
recommendation.

6.  Policies on restraint, admission and transfers need to 
be updated in line with best practice.

	 Outcome:	There had been partial progress on this 
recommendation. There was a policy on restraint. It 
was reported that there were no direct admissions to 
the ward.

7.  The practice of sleeping patients out onto this ward 
should cease.

 Outcome:	There had been no progress on this 
recommendation.

St. Christopher’s Ward

1.  Appoint a full-time multidisciplinary team, with a 
special interest in the care and treatment of this 
client group.

	 Outcome: The residents were under the care of the 
rehabilitation team. 

residents and the future of the ward was documented 
in the five-year plan.

St. Fidelma’s Unit

1.  Appoint a therapy officer or activity officer.

	 Outcome:	Three residents attended recreational 
therapy off the ward.

2.  The bathroom urgently needs to be refurbished.

	 Outcome:	There was no progress on this 
recommendation. There were no plans or time frames 
within which it would be addressed. The bathroom is 
totally unacceptable and unsuitable for the provision 
of bathing care to the residents.

3.  There should be a policy on the use of restraint, 
which should be medically prescribed and agreed 
with the family.

	 Outcome: There was no policy that reflected local 
practice available on the day of the inspection. 

4.  The key nurse system should be reintroduced.

 Outcome:	A key nurse system was introduced. There 
were two permanent CNM2s allocated to the ward.

5.  The function of this unit should be clarified along with 
the treating team responsible for managing it.

	 Outcome:	The future of the ward was documented in 
the five-year plan.

St. Elizabeth’s Ward 

1.  The physical environment needs to be upgraded in 
the bathing area in order to meet health and safety 
requirements

	 Outcome:	This recommendation had been completed 
in fully and the new bathroom was well appointed 
and in good condition.
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2.  Provide ongoing maintenance programme to ensure 
that the facilities are adequate in order to provide 
good care.

	 Outcome: There was some progress on this 
recommendation. The ward had been cleaned and 
there was new flooring in a number of areas. The 
ward is unsuitable for the provision of care to this 
patient group. 

3.  Provide structured therapeutic programmes for each 
client that is linked to multidisciplinary team care plan.

	 Outcome: There was no progress on this 
recommendation. Three residents attended a 
recreational programme of the ward. 

4.  Upgrade the minibus so that outings can continue 
to be facilitated and provide a valuable recreational 
purpose for each person.

	 Outcome: It was reported by the registered proprietor 
that the minibus was in good mechanical repair and 
was used regularly.

St. Brendan’s Ward

1.  The planned relocation and closure of this unit should 
take place.

	 Outcome: There was no progress on this 
recommendation. It was reported that the opening of 
suitable accommodation in the community was not 
proceeding due to a lack of funding.

2.  There should be full recruitment of a multidisciplinary 
team. This should come under the remit of consultant 
psychiatrists with special interest in learning disability.

	 Outcome: There was no progress on this 
recommendation. The residents were under the 
clinical responsibility of the rehabilitation team.

3.  An activities officer for the hospital would be useful 
to bring people to the snoezelen multisensory room 
and gym.

	 Outcome: There was no progress on this 
recommendation.

4.  There should be regular refresher training courses for 
all staff.

	 Outcome:	Training courses were provided, however 
due to a staffing shortage staff did not attend on a 
regular basis.

St. Aidan’s Ward

1.  A maintenance programme needs to be put in place 
to make the unit as hygienic and comfortable as 
possible for the duration of its continued use.

	 Outcome:	There were a number of changes made 
since the last inspection. A new shower room was 
fitted, the holes in the walls had been repaired and 
new furniture and fitting had been provided.

2.  A dedicated multidisciplinary team should undertake 
a comprehensive needs assessment of each of the 
patients and formulate care plans that are reviewed 
on a regular basis.

	 Outcome:	The residents were under the clinical 
direction of the psychiatry of later life team. The 
consultant psychiatrist visited the ward weekly.

3.  A needs-based programme of therapeutic activities 
should be put in place on the unit.

	 Outcome:	There was no progress on this 
recommendation.

4.  A policy should be put in place on the use of 
mechanical restraints.

	 Outcome: There was no policy on the day of the 
inspection.
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St. Elizabeth’s Ward: A composite set of notes was 
maintained for each resident. The files examined 
showed no record that the consultant psychiatrist had 
seen the residents recently.

St. Claire’s Ward, St. Anne’s Ward, St. Bridget’s Ward 
and Pre-discharge Unit:	These units had a single 
composite set of clinical notes. The care plan was nurse-
led with problems identified and regularly evaluated. 
Multidisciplinary entries were recorded in the clinical 
file. Regular mental health and physical reviews were 
documented. 

1.5  THERAPEUTIC ACTIVITIES

Residents on the acute admissions units could access a 
ward-based programme. The programme was not linked 
to a MDT care plan.

1.6  ENVIRONMENT AND FACILITIES

The teams were delivering a service in an old and 
unsuitable building. Maintenance of the building created 
a constant demand for repairs and expenditure. The 
toilet, bathroom and shower facilities in two of the acute 
admissions units had been upgraded. The condition 
of some of the wards was very poor with damp, dirt 
and cobwebs common. Photographic evidence was 
taken. Since the last inspection some structural changes 
identified in last year’s report had been completed. It 
was reported that the remaining basic work was not 
completed due to a lack of funding. In general the 
facilities did not uphold privacy and dignity. This was 
evident in the lack of curtains and screens and in the 
overcrowding in some dormitory areas. The walls in 
the nursing offices on St. Claire’s Ward, St. Bridget’s 
Ward and St. Aidan’s Ward did not extend to the ceiling. 
Confidentiality of clinical information being discussed 
within these offices was compromised. 

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

There were two sector teams serving a population of 
130,000. The teams were poorly resourced with MDT 
membership and access to alternatives to acute hospital 
admission. The service had two specialty teams, one 
in rehabilitation and one in psychiatry of later life. The 
latter team was very poorly resourced with disciplines. 
Three occupational therapists had been appointed 
to the teams since the last inspection. This was a 
welcomed development but falls short of the number 
and career structure outlined in Vision for Change. 
One full-time therapist had responsibility for the acute 
ward programme. The other therapists were allocated 
across the two general adult sector teams: 0.5 whole-
time-equivalent per team, 0.8 whole-time-equivalent 
to rehabilitation and 0.2 whole-time-equivalent to 
psychiatry of later life team. The shortage of nursing staff 
in the approved centre meant a reliance on overtime. In 
the acute wards, third-year student nurses were included 
in the complement of staff replacing a qualified nurse. 

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

There were no MDT care plans in the approved centre as 
defined in the Regulations. 

St. Enda’s Ward: The nursing and medical notes were 
integrated in one file. 

St. Fidelma’s Ward: The medical and nursing notes 
were kept separately. The files examined showed no 
record that the consultant psychiatrist had seen the 
residents recently.

St. Gertrude’s Ward: Although many of the residents 
were seen regularly by the NCHDs for physical 
complaints, the clinical notes did not show evidence 
of regular psychiatric review by either the NCHD or 
the consultant psychiatrists. Some of the clinical files 
contained notes from the social workers.
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1.7  INTERVIEWS WITH RESIDENTS

One resident on St. Anne’s Ward asked to be seen by 
the Inspectorate and was seen. Her concerns were fed 
back to the nursing staff. All residents were given the 
opportunity to speak to a member of the team during 
the inspection. A number of residents spoke informally 
to the Inspectorate. Two residents expressed serious 
concerns about the management of their finances and 
were concerned that the Inspectorate would identify 
them. A number of the residents commented on the lack 
of privacy, particularly in some of the toilets where it 
was not possible to lock the doors.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  A number of occupational therapists had been 
employed to the service since the last inspection. 

2.  Following a consultation process with the residents on 
St. Claire’s Ward, a new information booklet is being 
designed.

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

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

2.  There should be a maintenance plan and funding 
provided to address the deficits in the condition of the 
building. 

3.  The HSE should put in place a funded plan to move 
the residents with an intellectual disability to the 
unopened facility in Oilgate as a matter of urgency.

4.  Policies, procedures and protocols should be put in place 
that reflect local practice and meet the requirements of 
the Regulations, Rules and Codes of Practice. 

5.  The practice of sleeping out residents from the acute 
admission wards should cease.

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

7.  Each resident on the long-stay wards should have 
a physical examinations and psychiatric review 
completed within a six-month period.

 
PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 23 TO 25 JULY 2007

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

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality 
and Standards Division prior to the inspection date, 
interviews with staff and residents, and photographic 
evidence taken of clinical files and the physical 
environment. In addition a feedback meeting was 
facilitated with senior clinical staff from all disciplines 
and hospital management. The Regulations were 
inspected in detail on a number of wards. Where there 
was a difference in practice it was reported separately.
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Article 7: Clothing

St. Gertrude’s Ward: All residents had their own 
clothing. Clothing was labeled for laundry reasons. No 
residents were in night clothes during the inspection.

St. Anne’s Ward:	Two residents were required to be 
nursed in night clothes at the time of the inspection. 
Neither of these residents’ files specified this. 

St. Claire’s Ward:	It was part of the admission policy that 
all new residents were nursed in night clothes for the 
first 24 hours of admission.

COMPLIANT YES      NO      3

Article 8: Residents’ Personal Property and 
Possessions 

The national interim guidelines were available. 

St. Gertrude’s Ward: It was reported that a list of 
property was kept in the back of the case file. Some 
valuables were kept on the ward for short periods. All 
other items are stored off the ward.

St. Anne’s Ward and St. Claire’s Ward:	A property list 
was completed on admission; residents were requested 
to hand in any valuable item for safe keeping. It was 
reported that residents could lodge money in the 
hospital shop for their use while in hospital.

COMPLIANT YES      3 NO

Article 9: Recreational Activities

The hospital had a day centre that provided a range of 
recreational activities. Residents from all wards were 
welcome to attend. The hospital shop operated on cashless 
system as residents lodged money to their shop account. 

St. Gertrude’s Ward: A limited number of recreational 
activities were available on the ward. The ward had a TV 
set, radio and music. A hairdresser attended the ward 
every six weeks.

Article 4: Identification of Residents

St. Gertrude’s Ward: The ward had 17 residents and 
all were well known to the staff. Two members of the 
nursing staff administered medication.

St. Brendan’s:	One nurse administered the medication. 
All residents were well known to the staff.

St. Anne’s Ward and St. Claire’s Ward: At the 
beginning of each shift staff did a visual check to 
identify each resident.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

St. Gertrude’s Ward: A drinking water tap was located in 
the toilets. All meals were prepared off site in St. John’s 
Hospital and transported to the ward in hot containers. 
No choice of meal was available in the middle of the day 
but an element of choice was provided in the evening 
meal. Special diets were accommodated on request.

St. Anne’s Ward and St. Claire’s Ward: Chilled water 
dispensers were available.

COMPLIANT YES      NO      3

Article 6 (1-2): Food Safety

This was not inspected on the day. Information and 
evidence demonstrating compliance was sent to the 
Inspectorate. This information included Hazard Analysis 
Critical Control Points (HACCP) monitoring records. All 
food was prepared off site in St. John’s Hospital.

St. Gertrude’s Ward: The ward kitchen was dirty and 
damp, photographic evidence was taken of extensive 
damp on the walls.

COMPLIANT YES      NO      3
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St. Anne’s Ward and St. Claire’s Ward: A limited 
number of recreational activities were on the wards.

COMPLIANT YES      3 NO

Article 10: Religion

St. Gertrude’s Ward: Mass was held twice weekly in 
the hospital.

St. Anne’s Ward and St. Claire’s Ward:	The HSE 
provided a directive for contacting relevant people for 
other denominations.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

St. Gertrude’s Ward:	Visitors were welcomed on the 
ward. Visiting time finished at 2100h each night. A 
number of visitors took residents off the ward. The unit 
had a visitor’s room. No policy was available.

St. Anne’s Ward and St. Claire’s Ward:	Open visiting 
was facilitated on the admission wards. The unit had no 
specific areas for visiting. Safeguards were put in place 
for children to visit. No visiting policy was in place.

COMPLIANT YES      NO      3

Article 12 (1–4): Communication

St. Gertrude’s Ward:	It was reported that all mail was 
given unopened to residents. Residents did not have 
access to a phone. It was subsequently reported that a 
public phone was located on the main corridor. No policy 
was available.

St. Anne’s Ward and St. Claire’s Ward:	Each unit had a 
public phone. Residents were allowed to have mobile 
phones. It was reported that all mail is given unopened 
to residents.

COMPLIANT YES      NO      3

Article 13: Searches

St. Gertrude’s Ward: There was no record of any 
searches. It was reported that searches were not 
routinely carried out on the ward. A draft policy was 
available dated May 2006.

St. Anne’s Ward and St. Claire’s Ward:	The units had on 
occasion searched residents and an appropriate policy 
was in place.

COMPLIANT YES      NO      3

Article 14 (1–5): Care of the Dying

St. Gertrude’s Ward: All residents who required palliative 
or terminal care were transferred to Wexford General 
Hospital where necessary. All sudden deaths were reported 
to the Mental Health Commission. No policy on sudden 
death or care of the dying were available.

COMPLIANT YES      NO      3

Article 15: Individual Care Plan

St. Gertrude’s Ward: Individual care plans as defined in the 
Regulations were not in place. The clinical notes showed 
records of nursing care plan reviews, medical treatment 
plans and input from other disciplines as required. 

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

St. Gertrude’s Ward: A number of residents attended the 
occupational therapy programme. Other residents attended 
the Skill Base programme and recreational therapy. These 
programmes were delivered on the campus. 
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dentists and medical consultants and regular specialist 
review of epilepsy and diabetes.

St. Fidelma’s Ward:	A number of clinical files were 
examined. The NCHDs had carried out general 
physical reviews recently on all residents. The files 
lacked evidence of recent reviews by the consultant 
psychiatrists and showed records of access to a range of 
other health care professionals.

St. Elizabeth’s Ward:	Six-monthly physical review of 
general health for a number of residents was overdue.
They had been done last in the middle of January 2007.

St. Claire’s Ward, St. Anne’s Ward, St. Bridget’s Ward, 
Pre-discharge Unit, St. Brendan’s Ward and St. 
Aidan’s Ward:	A sample of clinical files were examined 
from each of these wards: Documentation showed 
that current physical reviews and recent mental health 
reviews had taken place. The files contained evidence of 
access to a range of health care professionals.

COMPLIANT YES      NO      3

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

St. Gertrude’s Ward:	All information was given verbally 
to residents on request. No written information was 
provided. A notice for the Irish Advocacy Network 
was displayed, however the Irish Advocacy Network 
representative did not attend the ward.

St. Anne’s Ward and St. Claire’s Ward: An information 
booklet was available on the admission wards. However 
the booklet did not contain all the required information 
as set out in the Regulations.

COMPLIANT YES      NO      3

Article 21: Privacy

St. Gertrude’s Ward:	Limited privacy was available to 
residents. It was reported that new curtains and screens 
had been ordered. When the three female toilets were 

St. Anne’s Ward and St. Claire’s Ward:	Access was 
available to a ward-based programme. The programme 
was not linked to a MDT care plan.

COMPLIANT YES      NO      3

Article 17: Children’s Education

Six children had been admitted to the approved centre on 
ten occasions since 1 November 2006. No provision was 
made for children’s education within the approved centre.

COMPLIANT YES      NO      3

Article 18: Transfer of Residents

St. Gertrude’s Ward: The unit had a clear procedure in place 
for the transfer of residents to Wexford General Hospital or 
other facilities. A transfer letter from the referring doctor and 
nurse was completed. No policy available.

St. Anne’s Ward and St. Claire’s Ward:	The same 
applied for the admission wards. The practice of sleeping 
out was common in both wards. A brief risk assessment 
was undertaken and forwarded to the receiving ward.

COMPLIANT YES      NO      3

Article 19 (1–2): General Health

St. Gertrude’s Ward:	The full physical examination of six 
residents were overdue. The nursing staff maintained a 
weekly weight record. It was reported that the national 
breast cancer screening programme was offered to 
the female residents. All residents were offered the flu 
vaccine yearly. The notes contained evidence of referral 
to other professionals for medical problems. 

St. Enda’s Ward:	The clinical files examined indicated 
regular and up-to-date general health reviews 
undertaken by the NCHDs and psychiatric reviews by the 
consultant psychiatrist. The files also had evidence of 
access to a range of health care professionals including 
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in use the doors did not close properly, due to the 
position of the handrails.

St. Bridget’s Ward: The sinks in the bathroom lacked 
privacy for residents. One shower had no curtain for 
privacy. 

St. Claire’s Ward:	The bathroom and toilet facilities had 
been renovated to a high standard.

St. Anne’s Ward:	Screens for the residents’ bed areas 
were on order.

COMPLIANT YES      NO      3

Article 22: Premises

St. Gertrude’s Ward:	The ward was located on the top 
floor of the building. On the day of the inspection, the 
roof was being repaired. In another dormitory dampness, 
a leaking ceiling and peeling paint was evident. 
The window frames were in a poor state of repair. 
Photographic evidence was taken. This problem had 
been identified in previous years’ reports. The shower 
room was not ventilated. There were three female 
toilets. The doors did not close when the toilets were in 
use, due to the position of the handrails. 

St. Brigid’s Ward:	The bathroom had five wash-hand 
basins in a row and an exposed shower area that had 
no screening. The nurses’ office was separated by a 
wood partition of approximately 2.4 metres in height 
and it was reported that confidential information could 
not be discussed there, without it being overheard by 
a third party present on the ward. The mental health 
tribunal suite was situated off this ward. The unit had a 
seclusion room.

St. Claire’s Ward:	The toilet and bathroom and shower 
facilities had been upgraded and were clean, bright and 
adequately ventilated. Three beds in the dormitory area 
were without privacy curtains. The nurses’ office was a 
wooden partition that failed to reach the ceiling and it 
was reported that confidential information could not be 
discussed there, without it being overheard by a third 
party present on the ward.

St. Anne’s Ward: One bed in the 4-bed unit was missing 
a curtain for privacy. The bathroom and toilet area was 
clean and brightly painted but one of the toilets in the 
toilet area had a toilet seat missing. The unit had a 
seclusion room.

Pre-Discharge Unit: The unit had a dedicated visitors 
lounge. The residents’ shower room needed to be 
upgraded. 

St. Brendan’s Ward: The unit had a seclusion room. The 
Director of Nursing informed the Inspectorate that the 
seclusion room had been decommissioned. Space was 
cramped and one resident’s bedroom was being used as 
a storeroom for an usused electric wheelchair and hoist. 

St. Aidan’s Ward:	The nurse’s office partition failed to 
reach the ceiling so that confidential information could 
not be discussed within, without it being overheard 
by a third party present on the ward. The unit had a 
snoezelen room and a dedicated visitor’s room. The 
bathroom and shower area was in a good state of decor. 

COMPLIANT YES      NO      3

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

St. Gertrude’s Ward: All medicines were ordered 
weekly form the pharmacy in Wexford General Hospital. 
Prescriptions were written on a card index system. A 
number of prescriptions were inspected and it was found 
they had not been re-written since 2005. No current 
signature banks were available for medical or nursing 
staff on the day of the inspection. It was subsequently 
reported that they were available and up to date on 
each ward. The medicine trolley was stored in the 
nursing office. One prescription was difficult to read as it 
had been written in felt pen and had been splashed with 
liquid causing it to blur.

St. Christopher’s Ward: The medical card index was 
reviewed and was in good order. 

St. Fidelma’s Ward: This ward had begun to use a 
new card index system that incorporated a booklet for 
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ward. This was not available unless the resident was 
able to travel off the premises.

St. Fidelma’s Ward: One resident required a seating 
assessment and had been referred to the community 
occupational therapy service for this. Documentation was 
recorded in the resident’s file to indicate that neither 
the Hospital Manager or the community occupational 
therapist service could facilitate this assessment and the 
resident’s needs remained unmet.

St. Anne’s Ward and St. Claire’s Ward:	In the acute 
wards third-year student nurses were included in the 
complement of staff replacing a qualified nurse. 

Central rostering was still used to deploy nursing staff to 
the wards. This resulted in an inconsistent approach to 
care. Core staffing should be introduced in this approved 
centre. While copies of the Act, the Rules and Codes 
of Practice were present on these units, copies of the 
Regulations were not available.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

St. Gertrude’s Ward:	All records were stored on the 
ward in a locked filing cabinet. The hospital had a 
medical records department. Records were retained in 
accordance with the HSE national policy. Records for food 
safety, health and safety and fire inspections were sent 
to the Inspectorate after the inspection.

St. Anne’s Ward and St. Claire’s Ward:	All records were 
stored on the ward in a locked filing cabinet. When a 
resident was discharged their case notes were sent to 
the relevant sector team.

COMPLIANT YES      3 NO

Article 28: Register of Residents

The register of residents was incomplete at the start of 
the inspection. It was reported on the final day of the 
inspection that the computer system had been amended 

each resident. The booklet allowed space for a certain 
number of administrations of a medication and then the 
prescription had to be rewritten. The booklets reviewed 
were up to date and in good order.

St. Anne’s Ward and St. Claire’s Ward: St. Claire’s 
Ward was planning to pilot a new medication card. All 
medicines were ordered weekly form the pharmacy in 
Wexford General Hospital.

COMPLIANT YES      NO      3

Article 24 (1–2): Health and Safety

St. Gertrude’s Ward:	A health and safety statement was 
in place dated 2004.

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television (CCTV)

St. Gertrude’s Ward:	CCTV was not used on the ward.

St. Anne’s Ward and St. Claire’s Ward: CCTV was not 
used on these wards.

Article 26: Staffing

St. Gertrude’s Ward:	The ward was under the clinical 
direction of two admitting consultant psychiatrists and 
was staffed daily by a CNM2 and one staff nurse. At 
night one staff nurse was on duty. The residents had 
mixed dependency levels. A 4-bed area was regularly 
used to sleep residents out from the female acute 
admission ward. An Assistant Director of Nursing 
was on duty at all times for the approved centre. 
Training records were held centrally. A regular training 
programme for cardio-pulmonary resuscitation (CPR) 
and manual handling was provided. Staff were 
recruited through the HSE recruitment, selection and 
vetting procedure.

St. Elizabeth’s Ward: A number of residents had 
swallowing and mobility problems and required speech 
and language therapy and physiotherapy input on the 
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to incorporate all requirements under Schedule 1. A copy 
was sent to the Inspectorate.

COMPLIANT YES      3 NO

Article 29: Operating Policies and Procedures

The HSE South policies were in place. A number of 
localised policies were submitted to the Inspectorate, 
some were in draft form and required updating. 

COMPLIANT YES      NO      3

Article 30: Mental Health Tribunals

A suite of offices was available on the ground floor.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

St. Gertrude’s Ward: It was reported that all complaints 
were dealt with at a local level if possible. A record 
of complaints received in 2006 was sent to the 
Inspectorate. The HSE national policy on complaints 
applied.

COMPLIANT YES      3 NO

Article 32: Risk Management Procedures

St. Gertrude’s Ward:	All incidents were reported to the 
Director of Nursing using an internal system. Records 
were then sent to the clinical Risk Manager for Wexford. 
No copies of incidents were kept on the ward. A record 
of the number of incidents reported in 2006 was sent to 
the Inspectorate. All emergencies were responded to by 
a bleeper system. A number of policies and procedures 
were available as required under the Article. 

COMPLIANT YES      3 NO

Article 33: Insurance

It was reported that the insurance certificate was held at 
HSE headquarters in Naas.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The certificate was framed and on display in the front 
reception area.

COMPLIANT YES      3 NO

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

SECLUSION

St. Christopher’s Ward: The unit had one seclusion 
room. It also doubles as a bedroom and this is prohibited 
in the Rules. The seclusion register was reviewed and 
had been completed in full by nursing staff, NCHDs and 
the consultant psychiatrist on the unit. The clinical notes 
were in good order and included documentation of all 
of the information required under the seclusion Rules. 
The unit had an information leaflet on seclusion, which 
staff gave to the residents or family. A number of staff 
members reported that they had received training in 
breakaway techniques and a 5-day control and restraint 
course had been available to all staff, but not all staff 
had completed this training.

St. Anne’s Ward:	The unit had one seclusion room. It 
was adequately ventilated from the ceiling and also 
had a vented door. It was bright and had a nurses 
seating area immediately outside. The seclusion register 
was reviewed and had been completed satisfactorily. 
The seclusion register showed that seclusion occurred 
infrequently and only as a last resort. The clinical file of 
a resident who had been secluded was examined. The 
file did not contain a record that either the next of kin 
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qualification in ECT. No dedicated ECT staff were appointed. 
Staff with the necessary skills were also rostered to clinical 
duties on the wards. Clinical responsibility for ECT was 
rotated between four wards on a quarterly basis 

The ECT register was missing and was not located by the 
staff during the inspection. It was not reviewed. A copy 
of the register from November 2006 was submitted to 
the Inspectorate. The pre-ECT and post-ECT guidelines 
were dated July 2005.

St. Claire’s Ward:	The clinical file of one detained patient 
in receipt of ECT was examined. This patient had not 
consented to ECT. All the necessary paperwork had 
been completed and a copy sent to the Mental Health 
Commission.

St. Anne’s Ward:	The clinical file of one resident due to 
commence ECT was examined. The resident’s clinical file 
was in order.

St. Bridget’s Ward: The clinical file of one resident 
currently in receipt of ECT was examined. The resident’s 
clinical file was in order.

COMPLIANT YES      NO      3

MECHANICAL RESTRAINT

Staff reported that mechanical restraint was not used in 
the approved centre.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR

St. Enda’s Ward:	The clinical file of one resident who 
was seated in a Buxton chair and who had cot sides 
used at night was inspected. The file had no record of an 
order by the consultant psychiatrist for their use. The files 
contained an order for the occasional use of a lap belt 
if required for the prevention of self-injury, written in 
November 2006. The file contained no evidence that this 
had been reviewed.

St. Fidelma’s Ward: A number of files were inspected 
and there were some entries from the consultant 

was informed regarding this resident’s seclusion, or the 
reason for not informing the next of kin. 

St. Brendan’s Ward: The unit had one seclusion room, 
with a mattress in place. The Director of Nursing 
informed the Inspectorate that the seclusion room on 
this ward had been decommissioned.

St. Claire’s Ward:	The unit had one seclusion room. The 
seclusion room was inadequately ventilated and was 
stuffy and had a musty odour. The seclusion register 
showed that seclusion occurred infrequently and only 
as a last resort. The clinical files of two residents, one 
adult and one child, who had been prescribed seclusion 
were examined. A child, currently resident on the ward, 
had been secluded for a period of 45 minutes. The 
clinical practice form in relation to the child’s seclusion 
was filed in the clinical file. The clinical file recorded 
evidence of telephone contact between the CNM2 and 
the child’s mother when the seclusion had been ordered. 
The child’s Personal Public Service (PPS) number was 
not entered on the register. In the other file examined 
both the seclusion register and the resident’s clinical 
file regarding this seclusion episode were in order. The 
resident’s PPS number was not entered on the register.

COMPLIANT YES      NO      3

ECT

The service was using the consent form in the Rules on 
ECT for all residents. They were also requesting consent 
for each ECT and anaesthesia before each ECT treatment. 
An information leaflet was available and detailed all the 
requirements of the Rules. The ECT suite was located on 
the second floor. It had a waiting room, treatment room 
and recovery area. It was reported that on a number of 
occasions residents were transferred to Wexford General 
Hospital for ECT following anaesthesia assessment. The 
equipment was in order and present. Up-to-date protocols 
on cardiac arrest and malignant hyperthermia were not 
displayed. A named consultant psychiatrist and consultant 
anaesthetist had responsibility for ECT. On the first day 
of the inspection, the anaesthetist cancelled ECT, due 
to lack of qualified nursing staff with expertise in ECT. It 
was reported that there were two nurses with a suitable 
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psychiatrist prescribing the use of mechanical restraint 
in accordance with Part 5. These orders were written in 
December 2006 and had not been reviewed since then. 
Cot sides and a Buxton chair were being used with one 
resident and no supporting prescription was recorded in 
the residents’ notes.

St. Elizabeth’s Ward: A number of residents had been 
prescribed the use of cot sides at night in their notes 
in December 2006. These required review by the 
consultant psychiatrist.

St. Aidan’s Ward:	The clinical files of two residents 
were inspected. The Inspectorate was told that both 
residents were being nursed in Kirton chairs and required 
the use of restraints at all times. The clinical files in 
both cases were found to  document that periodic use 
of restraint might be necessary. It was brought to the 
attention of the nurse in charge of the unit on the day 
of the inspection and to the attention of the senior 
management team that the order for restraint, in 
respect of these two residents, needed to be amended 
accordingly. It was also stated that all residents require 
cot sides at night. The clinical files inspected had no 
record that cot sides had been prescribed. The residents’ 
PPS numbers were not entered on the register.

St. Brendan’s Ward: It was reported that mechanical 
restraint for enduring self-harm behaviour was not used.

COMPLIANT YES      NO      3

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

PHYSICAL RESTRAINT

One set of clinical practice forms was located on the 
female admissions ward. No copy was available on the 
male admissions ward. 

St. Claire’s Ward: One voluntary male child resident had 
been physically restrained. The child required subsequent 
seclusion. This restraint was documented in the child’s 
clinical file. Clinical practice forms for physical restraint 
were not available on the ward and no form was kept in 
the child’s clinical file. 

St. Anne’s Ward: The file of one resident who had 
been physically restrained was examined. The resident 
required subsequent seclusion. The physical restraint 
register and the resident’s clinical file were examined. 
The duration of restraint and PPS number were not 
completed. The clinical file was in order. 

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

Six children had been admitted to the acute admissions 
wards since the commencement of the Mental Health Act 
2001 up to the date of the inspection. The approved centre 
was unsuitable for the care and treatment of children. The 
service was non-compliant with the Code of Practice. 

St. Claire’s Ward:	The clinical file of one child currently 
resident on the ward was examined. The Inspectorate 
also requested the clinical file of a child no longer 
resident on the unit. Both clinical files were in order. 

COMPLIANT YES      NO      3
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APPROVED CENTRE DEPARTMENT OF 
PSYCHIATRY, WATERFORD 
REGIONAL HOSPITAL

UNIT INSPECTED ACUTE UNIT
DATE OF INSPECTION 10 OCTOBER 2007
NUMBER OF BEDS 44
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

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

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

1.1  DESCRIPTION

The Department of Psychiatry acute psychiatric unit in 
Waterford Regional Hospital was a 44-bed integrated 
open unit that included nine observation beds in a 
locked special care area. On the day of the inspection, 29 
residents were admitted, 11 male and 18 female. This 
included five residents in the special care area, and one 
female and one male resident who were detained. The 
remaining residents were voluntary. Six teams, consisting 
of four sector teams, a psychiatry of later life team and a 
rehabilitation team, admitted to the unit. 

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

Acute Area

1.  Multidisciplinary team care plans including the Tidal 
model of nursing must be developed.

	 Outcome:	Plans were being developed and copies of 
a discussion document were made available to the 
Inspectorate, but overall no progress had been made. 

2.  The sector team composition needs to be greatly 
improved to reflect need and appropriate norms.

	 Outcome: This had not happened. Full-time posts 
were required in psychology, occupational therapy 
and social work in order to expedite national policy 
in relation to care in the community but funding was 
not forthcoming.

3.  The therapeutic programme needs to be reviewed and 
reflect the needs of the group. Assessments and 
outcomes should be linked to the care plan and 
documented.

	 Outcome:	There was no change in this regard. 

4.  The garden area access should be reconsidered. 

	 Outcome: It was reported to the Inspectorate during 
the feedback meeting that the garden remained 
inaccessible for safety reasons and that office 
windows also overlooked the area.

5.  Relocation of the clozapine clinic should be considered.

	 Outcome: The clozapine clinic had been relocated 
to the resource area near the main entrance to the 
unit, which was away from the clinical area. This 
had offered some relief to outpatients who did not 
wish to enter the in-patient clinical area. Clinical staff 
informed the Inspectorate that a more permanent 
location in the community was preferable.

DEPARTMENT OF PSYCHIATRY,  
WATERFORD REGIONAL HOSPITAL
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meeting with the Irish Advocacy Network, yoga, art, 
aromatherapy, and bingo. A snooker table, a table 
tennis table, an exercise bike, books, DVDs and a games 
console were also available. 

1.6  ENVIRONMENT AND FACILITIES

The unit was bright and well ventilated. There were painting 
contractors at work in the unit at the time of the inspection. 
The toilet and bathroom areas were clean and well 
ventilated. Single shower rooms were poorly ventilated and 
had a damp and musty odour; the ceilings of these shower 
rooms were peeling; photographic evidence was taken of 
this. The garden could not be accessed by residents. 

1.7  INTERVIEWS WITH RESIDENTS

One resident asked to meet with the Inspectorate. The 
issues raised were brought to the attention of the staff 
on the day.

1.8  GOOD PRACTICE DEVELOPMENTS

No good practice developments were reported on 
the day of the inspection. However, following factual 
correction, the approved centre submitted the following:

1.  Articles were to be submitted to peer review journals 
on prediction of violent behaviour following admission 
to a psychiatric ward, the use of ECT and the general 
health of non-nationals attending the service. 

2.  The drug sheets were subject to ongoing review.

3.  The nursing care plans had been audited.

4.  A service user feedback questionnaire had been 
introduced.

5.  An audit on the use of bed rails had been done.

Special Care Area

1.  Seclusion should be recorded on a 24-hour basis 
and should be countersigned by the consultant 
psychiatrist.

	 Outcome: In a number of cases, the consultant 
psychiatrist was not countersigning the seclusion register. 

2.  There should be full staffing of multidisciplinary teams 
to enable multidisciplinary review.

	 Outcome: There was no change in this regard. 

3.  Seating area in main area to be established.

	 Outcome:	There was no change in this regard. 

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Weekly team meetings were held on the unit by each 
sector team, but minutes of these meetings were not 
kept. The resident’s key worker attended the meetings.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Individual care plans were not in use. Medical and 
nursing files were maintained separately. The notes 
inspected had no entries showing input from social 
work, psychology and occupational therapy. 

1.5  THERAPEUTIC ACTIVITIES

An activities programme was prominently displayed 
on the unit and inside each dormitory. These activities 
took place on the unit in a large twin-room area known 
as the day ward, under the direction of a CNM2 and 
included such activities as relaxation, music, crossword, 
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6.  The National Institute of Clinical Excellence guidelines re. 
Falls assessment and prevention were implemented.

7.  Updated resident information leaflets.

8.  The Mental Health Alliance provided information 
sessions to residents on a regular basis.

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

1.  Individual care plans should be introduced in line with 
the requirements of the Regulations.

2.  Policies should be updated to be compliant with the 
Regulations and Rules.

3.  The composition of the sector teams should be 
enhanced with the necessary multidisciplinary input in 
order to expedite National policy a ‘Vision for Change’.

4.  A risk assessment should be completed regarding 
access to the garden for residents.

 

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 10 OCTOBER 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 residents, the Director of Nursing, the Clinical 
Director and the Assistant Director of Nursing, the CNM2 
and CNM1, photographic evidence of the environment 
and documentation. The Inspectorate facilitated a 
feedback meeting after the inspection, which was 
attended by the Director of Nursing, the Assistant 
Director of Nursing, the Hospital Administrator, CNM2, 
CNM1, and a number of staff nurses.

Article 4: Identification of Residents

Two RPNs, or one RPN and one student nurse, administered 
medication. The resident’s name was called, the resident 
responded and the second nurse confirmed the identity 
of the resident. It was reported that getting to know the 
residents was seen as a priority for nurses.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

A menu was displayed. A choice of hot meal was 
available with a good range of vegetables. A choice of 
hot meal or salads was served at teatime. All dietary 
requirements were catered for. Residents had plastic jugs 
of water and plastic glasses distributed on their locker 
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Article 9: Recreational Activities

A snooker table, a table tennis table and an exercise 
bike were provided. Books, a TV set, DVDs and a games 
console were also available. 

COMPLIANT YES      3 NO

Article 10: Religion

A Roman Catholic pastoral care team run by the Franciscan 
Order had access to the unit. Mass took place each day 
in the hospital. Sunday Eucharist was distributed on the 
unit. The local Church of Ireland rector visited weekly. Any 
religious requirements were catered for.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

The unit had a flexible visiting policy. However, visiting 
was discouraged at meal times. Visitors could come to 
the unit up to 2115h but in exceptional circumstances 
visiting could be facilitated after that time. Visiting 
children had to be accompanied by an adult relative at 
all times and were usually catered for in the day ward. 
The unit had a number of areas where visitors and their 
relatives could request privacy if necessary. No dedicated 
visitors room was available. The unit did not have a 
written operational policy and procedure for visits.

COMPLIANT YES      NO      3

Article 12 (1–4): Communication

Incoming and outgoing mail remained private. Residents 
in the acute area retained possession of their mobile 
phone; in the special care area, residents were not 
allowed to keep their mobile phone but could seek 
access to it. The unit had a public telephone. The unit 
had no written operational policies and procedures on 
communication.

COMPLIANT YES      NO      3

each morning and could seek accompanied access to the 
kitchen whenever they needed more.

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. 

Article 7: Clothing

Residents had their own supply of clothing. If a resident 
required clothing there was a small bank of clothing held 
on unit or clothing could be accessed from St. Otteran’s 
Hospital. The resident retained ownership of any 
clothing donated. All residents in the special care area 
had to wear night clothes. It was reported that this was 
documented in each resident’s clinical file. There was no 
documentation in these residents’ clinical files specifying 
that they should wear night clothes.

COMPLIANT YES      NO      3

Article 8: Residents’ Personal Property and 
Possessions 

Personal property and possessions were kept in the 
resident’s wardrobe or locker at the bedside. Some 
residents asked nursing staff to lock their wardrobes to 
ensure the safety of their belongings. Any time they 
required access, they could ask staff. The residents in 
the special care area had their property and clothing 
locked in the wardrobe and could temporarily access 
their wardrobe to retrieve an item. A property sheet was 
completed for each resident on admission to the unit. 
Large sums of money or important documentation were 
held in the central office. The unit did not have a written 
operational policy on personal property and possessions. 

COMPLIANT YES      NO      3
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Article 13: Searches

It was reported to the Inspectorate that searches have 
not and do not take place on the unit. The unit had 
no written operational policies and procedures on 
the searching of residents, their belongings and the 
environment in which they is accommodated.

COMPLIANT YES      NO      3

Article 14 (1–5): Care of the Dying

Any resident taken seriously physically ill was transferred 
to one of the general wards on campus. The unit had no 
written operational policies and procedures for care of 
residents who are dying.

COMPLIANT YES      NO      3

Article 15: Individual Care Plan

The medical and nursing notes were maintained 
separately. The unit did not have individual integrated 
care plans as defined in the Regulations.

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

An activities programme was prominently displayed on 
the unit and inside each dormitory. These activities took 
place on the unit in a large twin-room area known as 
the day ward. The activities programme was under the 
direction of a CNM2. Activities included relaxation, music, 
discharge planning, meeting with the Irish Advocacy 
Network, yoga, art aromatherapy and social activities. 
These activities were not linked to the resident’s 
individual care plan. No other disciplines had input.

COMPLIANT YES      NO      3

Article 17: Children’s Education

Six children had been admitted to the unit since 1 
November 2006. The unit had no written operational 
policy on children’s education.

COMPLIANT YES      NO      3

Article 18: Transfer of Residents

In the case of transfers to St. Otteran’s Hospital, the 
resident’s clinical file and nursing care plan accompanies 
the resident. Any resident transferred to outside 
agencies are accompanied by photocopies of their 
current treatment plan, the NCHD’s referral letter and a 
completed nursing transfer form.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

Arrangements were made for residents to access outside 
agencies for general health treatment, such as radium 
therapy, ophthalmology, or dental orthopaedics. The 
clinical files examined showed evidence that the general 
health needs of the residents were assessed regularly. 

COMPLIANT YES      3 NO

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

The unit had an information booklet. This booklet was in 
the process of being updated. The booklet gave details 
of housekeeping practices, meal times, visiting times and 
visiting arrangements but did not include arrangements 
for personal property. The booklet did not give details of 
the resident’s multidisciplinary team. Details of the Irish 
Advocacy Network and the unit’s advocate and contact 
number were displayed on the unit. Information on 
diagnosis and medications was available to the resident 
through their primary nurse and consultant psychiatrist 
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Article 24 (1–2): Health and Safety

The unit had a current health and safety statement. 
The unit did not have written operational policies and 
procedures relating to the health and safety of residents, 
staff and visitors.

COMPLIANT YES      NO      3

Article 25: Use of Closed Circuit Television (CCTV)

CCTV was used only in the seclusion area. The monitor 
was not in a secure and discreet area and, although, 
used for the purpose of observing a resident by a health 
professional, could also be observed by other residents. 
Its use was not evident and clearly labeled. The system 
was incapable of recording. The unit did not have a clear 
written policy and protocols articulating its function, in 
relation to the observation of a resident.

COMPLIANT YES      NO      3

Article 26: Staffing

The HSE policy and procedures relating to the recruitment, 
selection and vetting of staff applied. Nursing staff were 
allocated to the unit by a central rostering system. The 
CNM2 indicated that, although a core group of nursing 
staff remained attached to the unit, nursing staff were 
not consistent. One psychologist’s time was divided 
between three sector teams. The service had three social 
workers; one dedicated to one sector team and two 
divided between three sector teams. The one occupational 
therapist was attached to the psychiatry of later life team. 
An Assistant Director of Nursing was responsible for the 
unit during the day and a CNM3 was responsible for the 
unit at night. In-service training was ongoing but was 
adversely affected by nursing staff shortages. A number 
of nurses had obtained their degree and one member of 
the nursing staff had obtained her masters degree. It was 
evident that nursing staff were cognisant of the provisions 
of the Act and Regulations. Copies of the Act, the 

or NCHD. The unit had no written operational policy on 
providing information to residents.

COMPLIANT YES      NO      3

Article 21: Privacy

Each bed on the unit had a curtain around it to provide 
privacy. The unit had four single rooms. Each bed had a 
wardrobe and locker. A number of dormitories looked 
out on to the car park but privacy was curtailed by 
cars being illegally parked right up to the dormitory 
windows. Curtains could be drawn closed but this would 
inhibit natural light. It was subsequently reported to the 
Inspectorate that this issue had been addressed.

COMPLIANT YES      3 NO

Article 22: Premises

The unit was bright and well-ventilated. The toilet and 
bathroom areas were clean and well-ventilated. Single 
shower rooms were poorly ventilated and had a damp 
and musty odour; the ceilings of these shower rooms 
were peeling. The unit was well-furnished. The special 
care area did not have a sitting area. Painting contractors 
were at work in the unit. It was reported that the 
response rate for maintenance was good.

COMPLIANT YES      3 NO

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

The unit had no written operational policies relating to 
the ordering, prescribing, storing, and administration of 
medicines to residents. 

COMPLIANT YES      NO      3
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Regulations, Rules and Codes of Practice were available to 
staff on the unit and were present on the unit.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

Some clinical files examined were bulky and not 
in a clear and logical format. It was difficult for the 
Inspectorate to ascertain certain information. Other 
clinical files were neat, clear and in a logical format. The 
nursing care plans were of the OREM model. The care 
plans evaluated the resident and identified problems; 
progress notes were current. Two care plans inspected 
had no evaluation documented in the appropriate 
section. The unit had no written policies and procedures 
relating to the creation of, access to, and retention and 
destruction of records.

COMPLIANT YES      NO      3

Article 28: Register of Residents

The register of residents was not fully compliant with 
Schedule 1 of the Regulations.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

All operating policies and procedures required under 
the Regulations, Rules and Codes of Practice must be 
submitted to the Inspectorate. 

COMPLIANT YES      NO      3

Article 30: Mental Health Tribunals

A room on the unit facilitated mental health tribunals. 
Assistance was given to any resident who required or 
requested it.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

The complaints procedure was not displayed in the 
unit. The information in the residents’ booklet offered 
insufficient information, but this booklet was being 
updated. The HSE leaflet on making a complaint was 
available on the unit. The unit had no written operational 
policies and procedures relating to the making, handling 
and investigating of complaints from any person about 
any aspects of the service, care and treatment provided 
in, or on behalf of an approved centre.

COMPLIANT YES      NO      3

Article 32: Risk Management Procedures

The unit had no written risk management policy in place. 
An incident report form, which was in triplicate, was 
used and was kept by the Assistant Director of Nursing. 
A record of incidents and accidents was maintained and 
was input into the STARS Web tracking system.

COMPLIANT YES      NO      3

Article 33: Insurance

The local HSE insurance policy applied.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The approved centre’s certificate of registration was 
displayed in a prominent position.

COMPLIANT YES      3 NO
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in the file as required under this Rule. The files were 
very bulky and it was difficult to find the information. 
No detained patient had received ECT with consent. 
The ECT register was reviewed. It recorded 17 ECT 
treatments for voluntary patients and outpatients. This 
error was brought to the attention of the staff nurse and 
Assistant Director of Nursing with responsibility for ECT. 
An information pack had been developed by the service 
that included information, consent form, capacity to 
consent form, protocol for preparation for ECT, physical/
anaesthetic assessment prior to ECT, mini-mental state 
examination, consent to anaesthesia by the patient to 
each individual treatment, and an ECT record. A number 
of completed assessments were examined on the day. 
The service was advised to include the legal status of 
each resident receiving ECT for auditing purposes. The 
file was not filed in the patient’s clinical notes as per 
Rule 12.3. The consultant anaesthetist had not signed 
the Assessment of Fitness for Anaesthesia for ECT section 
in any of the files reviewed. The ECT suite was in order 
and met the requirements of the Rules. The ECT machine 
was last serviced on 8 October 2007. The service had a 
named consultant psychiatrist and two named nurses with 
responsibility for ECT. It was reported that nursing staff had 
regular training updates in cardio-pulmonary resuscitation 
(CPR). A draft policy on ECT was available on the day. 

COMPLIANT YES      NO      3

MECHANICAL RESTRAINT

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

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR

Staff reported that this was not in use on the day of the 
inspection.

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

SECLUSION

The unit had one dedicated seclusion room in the acute 
area. On the day of the inspection, no resident was in 
seclusion. The seclusion register and the clinical file of 
a detained patient placed in seclusion recently were 
reviewed. The file reviewed was in order. Evidence was 
recorded of the orders for seclusion, ending seclusion and 
of discussion with a family member. A toilet was located 
next door to the seclusion room. There was a camera in 
the ceiling of the seclusion room and no sign to denote its 
presence. The monitor was located at an open desk area 
in the middle of the ward. It was on view to staff, visitors 
and residents. This breach of the Rules was brought to 
the attention of senior clinical and managerial staff on 
the day. It was reported that plans were being developed 
to redesign the seclusion area in the near future. It was 
reported that attempts to move the monitor in the past 
had failed due to the location of electrical cables. Since 1 
November 2006, 71 episodes of seclusion were recorded. 
The consultant psychiatrists or NCHD did not sign 23 
forms. In a number of cases, white sheets had not been 
transferred to the resident’s file. Photographic evidence 
was taken and feedback was given to staff on the day. 
A draft policy on seclusion was in place but no policy on 
the use of CCTV. Staff reported that mandatory training in 
control and restraint techniques was provided. The training 
records were not viewed.

COMPLIANT YES      NO      3

ECT

An ECT suite was located in Waterford Regional Hospital. 
Two detained patients had received ECT without consent 
since the introduction of the Rules. Both files were 
reviewed and contained evidence that the correct 
procedure had been followed and that the MHC had 
been informed. The Form 16 in both cases was not filed 
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2.3  EVIDENCE OF COMPLIANCE WITH 
CODES OF PRACTICE – MENTAL 
HEALTH ACT 2001, SECTION 
51(1)(b)(iii)

PHYSICAL RESTRAINT

It was reported by staff that physical restraint was not used.

ADMISSION OF CHILDREN

No child was admitted on the day of the inspection. 
Six children had been admitted to the unit since 1 
November 2006. The file of one child was reviewed.

COMPLIANT YES      NO      3

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

No detained patient had been on the unit for a period in 
excess of three months.
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Ward Specialty Area Beds Residents 
on the day

St. Enda's Rehabilitation 16 11
St. Claire's Rehabilitation 24 14
St. Monica's Continuing Care 34 22
St. Joseph's Continuing Care 34 26

St. Aidan's Elderly Care 24 19
Total 132 92

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT 

St. Enda’s Ward

1.  Each of the patients should have a comprehensive 
multidisciplinary assessment of their needs to 
determine the appropriateness of their placement.

	 Outcome:	A comprehensive psychiatric and 
nursing review had commenced. In the absence of 
occupational therapists, clinical psychologists and a 
full-time social worker the process was limited. It 
was reported that all patients have had a Camberwell 
Assessment of Needs (CAN) completed.

2.  Unit-specific policies should be put in place regarding 
admission, transfer and discharge and the locking of 
the unit.

	 Outcome: There was no progress on this 
recommendation. There were active admissions from 
the Department of Psychiatry, Waterford Regional 
Hospital. All residents admitted to the ward were 
under the rehabilitation team.

3.  There should be multidisciplinary team input to this 
unit and a system of multidisciplinary care planning 
and key working should be introduced.

	 Outcome: A limited rehabilitation team had been 
appointed. There was an absence of occupational 
therapists and clinical psychologists.

APPROVED CENTRE ST. OTTERAN'S HOSPITAL
UNITS INSPECTED ALL WARDS
DATE OF INSPECTION 8 AND 9 OCTOBER 2007 
NUMBER OF BEDS 132
TYPE OF INSPECTION UNANNOUNCED

INTRODUCTION

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

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

1.1  DESCRIPTION

St. Otteran’s Hospital, Waterford, had five wards 
providing continuing care or rehabilitation and one 
ward provided specialist elderly care. Since the last 
inspection, a consultant psychiatrist had been appointed 
to rehabilitation. Appointments were also made for 
an NCHD, a clinical nurse specialist and 0.5 whole-
time-equivalent social worker to this team, which had 
clinical responsibility for four wards. St. Aidan’s Ward 
was under the clinical direction of the psychiatry of later 
life team. A building project had commenced on site, 
creating accommodation that would provide intensive 
rehabilitation for 19 residents and would open in April 
2008. It was reported that this was the first step in the 
closure of the hospital wards. 

ST. OTTERAN’S HOSPITAL
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4.  A programme of individual-needs-based therapeutic 
activities should be designed and resourced for the 
patients of this unit.

	 Outcome: There was some nurse led activities provided 
on an individual basis. There was no evidence of an 
individual needs-based rehabilitation programme. The 
team was limited by the lack of disciplines available.

5.  A policy should be put in place on the locking of the unit.

	 Outcome: It was reported that the door was opened 
and can be locked as required by the CNM2. There 
was no policy in place.

St. Monica’s Ward

1.  There should be a policy on the use of mechanical 
restraint available on the unit.

	 Outcome:	There was no policy in place.

2.  This unit should be under the care of a dedicated 
multidisciplinary team.

	 Outcome:	The unit is under the clinical direction of 
the rehabilitation team. This team commenced work 
in May 2007 and had limited resources.

3.  The proposed system of care planning and key 
working should be introduced as soon as possible.

	 Outcome: There was evidence of primary nursing 
in place. The nursing care plan was based on OREM 
model of nursing.

4.  A programme of individual-needs-based therapeutic 
activities should be designed and resourced for the 
patients of this unit.

	 Outcome: There were no individual needs-based 
therapeutic activities in place. The nursing staff 
provided access to music and DVDs on a regular basis. 
It was planned to introduce a reminiscence group and 
music therapy.

5.  The problems with the male toilet area and the 
dampness affecting the staff rest area and the male 
lounge should be addressed.

	 Outcome:	There was no progress on this 
recommendation.

6.  The windows in the unit need to be cleaned regularly.

	 Outcome: There was no progress on this 
recommendation.

St. Joseph’s Ward

1.  There should be a policy on the use of mechanical 
restraint available on the unit.

	 Outcome:	There was no progress on this 
recommendation.

2.  There should be multidisciplinary team input to this 
unit and a system of multidisciplinary care planning 
and key working should be introduced.

 Outcome:	A comprehensive psychiatric and 
nursing review had commenced. In the absence of 
occupational therapists, clinical psychologists and full 
time social work the process was limited.

3.  A programme of individual-needs-based therapeutic 
activities should be designed and resourced for the 
patients of this unit.

	 Outcome: There was no individual needs-based 
therapeutic activities in place. The nursing staff 
provided occasional bus trips and reflexology.

4.  Screens or bed curtains need to be installed for the 
privacy of patients.

	 Outcome:	There was no progress on this 
recommendation.

5.  Information on patients’ rights and complaints should 
be displayed.
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	 Outcome:	There was no progress on this 
recommendation. In the absence of self-staffing it was 
reported that key working was not possible.

2.  A comprehensive care planning system should be 
implemented.

	 Outcome:	There were nursing care plans based on 
the Roper Logan Tierney model of nursing. It was 
reported that the care plans were reviewed every 
three weeks and an entry made at least weekly.

3.  A therapeutic programme should be developed based 
on service user need.

	 Outcome: There was no progress on this 
recommendation. The friends of St. Aidan’s Ward had 
introduced a music group once a week.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

There was evidence on the wards that there were 
regular team meetings held by the rehabilitation 
team and the psychiatry of later life team. In addition 
there were ward rounds and reviews held as needed. 
The primary nurse attended the team reviews. It was 
reported that where appropriate families and carers are 
involved in case conferences.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

There were no MDT care plans in place. The rehabilitation 
team had just commenced assessment of each resident. 
There was evidence of nursing care plans and medical 
treatment plans. The psychiatry of later life team had 
separate medical files and nursing notes.

	 Outcome:	The HSE policy on complaints was on 
display on the noticeboards in the day room.

6.  A cleaning programme should be put in place 
regarding the windows and ceiling areas.

	 Outcome: There was no progress on this 
recommendation.

St. Claire’s Ward

1.  The function of the unit should be clarified.

	 Outcome: The unit was under the clinical direction of 
the rehabilitation team. 

2.  The patients of this unit should be under the 
care of a multidisciplinary team and a system of 
multidisciplinary care planning should be put in place.

	 Outcome: The unit was under the clinical direction of 
the rehabilitation team. This team commenced work 
in May 2007 and had limited resources.

3.  A comprehensive assessment of the needs of each 
individual patient should be undertaken.

	 Outcome:	A comprehensive psychiatric and 
nursing review had commenced. In the absence of 
occupational therapists, clinical psychologists and full 
time social work the process was limited.

4.  A needs-based therapeutic programme should be put 
in place on the unit as soon as possible.

	 Outcome: There was no individual needs-based 
therapeutic activities in place. The nursing staff 
provided a weekly cookery group and Solution for 
Wellness programme. It was reported that a small 
number of residents attend training centres off site, 
one resident attends industrial therapy on site, and 
another attends work in the laundry.

St. Aidan’s Ward

1.  A key worker system should be introduced with 
appropriate training for staff.
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1.5  THERAPEUTIC ACTIVITIES

There were very few therapeutic activities for residents 
on the wards. In the absence of multidisciplinary team 
availability this task was very difficult. A number of 
the nursing staff had been trained in massage and 
reflexology and provided this service to the residents. 
There was access to a befriending service and to the 
Waterford Healing Arts group on some wards. 

1.6  ENVIRONMENT AND FACILITIES

Some wards were located in an old psychiatric hospital. 
The remainder were located in building on the campus. 
The condition of each ward varied. In a number of cases 
there was little or no privacy in the dormitories and the 
dining area was cramped damp and very dark. The wards 
in the main building were unsuitable and must be closed. 
There were builders on site completing a new 16-bed 
integrated intensive rehabilitation unit. It was reported 
that the capital project would be completed in April 2008.

1.7  INTERVIEWS WITH RESIDENTS

A number of residents were spoken to informally on 
all the wards. In St. Enda’s ward a number asked to 
speak to the Inspectorate individually. All expressed 
satisfaction with the quality of medical and nursing care 
they were receiving.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  The appointment of a rehabilitation team for the hospital 
and community residences with 24-hour supervision.

2.  The introduction of formulation meetings on St. 
Aidan’s ward.

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 policies 
procedures and protocols in line with the Regulations 
and reflect local practice.

2.  The service should enhance the rehabilitation team 
with all disciplines in order to ensure complete 
assessments and the provision of rehabilitation 
programmes.

3.  The service should development a written plan for 
the closure of the hospital, including time frames 
and the reduction of bed capacity. All sector and 
specialty teams should be enhanced to ensure that 
residents have adequate follow-up on discharge to 
the community. 

4.  An interim plan and costings to address the lack of 
privacy and condition of a number of wards should be 
developed and action taken.

5.  Each resident should have an integrated individual 
care plan as defined in the Regulations. 
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Article 6 (1–2): Food Safety

This was not inspected on the day. Information and  
evidence demonstrating compliance was requested but 
not received by the Inspectorate.

COMPLIANT YES      NO      3

Article 7: Clothing

All residents had their own individualised clothing. There 
was a new laundry room on the ward since the last 
inspection. No resident was in night clothes by day. 

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

It was reported that a list of property was taken on 
admission. This record was kept separately from the 
resident’s care plan. All valuables were stored in 
the accounts department. There was no local policy 
available on the day. 

COMPLIANT YES      NO      3

Article 9: Recreational Activities

There was limited access to recreational activities. 
There was a TV set and DVD player on the ward. It 
was planned to introduce a video club in the future. A 
number of external agencies provided activities to the 
residents. These included a Schizophrenia Ireland group, 
befriending group and music through the Waterford 
Healing Arts Group.

COMPLIANT YES      3 NO

PART TWO – EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 8 AND 9 OCTOBER 2007

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

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality 
and Standards Division prior to the inspection date, 
interviews with staff and residents and where necessary 
photographic evidence. St. Claire’s Ward was inspected in 
detail in the light of the Regulations. Where there were 
differences in practice they were highlighted. A feedback 
meeting was facilitated at the end of the inspection.

Article 4: Identification of Residents

All residents were well known to staff. Medication was 
administered on St. Claire’s Ward by two nursing staff 
during the day and one staff member at night. On all 
the other wards, two members of staff administered 
medication at night.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

There was free access to water. Residents must request 
access to the kitchen from nursing staff. All food was 
prepared in a kitchen on the campus. It was reported 
by staff that the quality of food was good and that all 
diets were accommodated on request. Fresh fruit was 
delivered to the ward weekly.

COMPLIANT YES      3 NO
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Article 10: Religion

There was weekly mass available on the campus and 
daily communion on the elderly care wards. A Roman  
Catholic priest was available on request and anointed the 
residents on a regular basis on all the wards.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

Visitors were welcomed on all the wards. There were a 
number of visitors rooms in place and there were set visiting  
times. Visiting by children was discussed in advance at ward 
level with the residents and families as required. There was 
no policy available.

COMPLIANT YES      NO      3

Article 12 (1–4): Communication

It was reported that mail was given unopened directly to 
residents. There was access to office phones and public 
phones on the wards. On St. Claire’s Ward a number of 
residents had mobile phones. There was no policy available.

COMPLIANT YES      NO      3

Article 13: Searches

It was reported that no searches were completed on any ward 
in the approved centre. There was no policy available. On St. 
Enda’s Ward, drug screening was carried out on admission.

COMPLIANT YES      NO      3

Article 14 (1–5): Care of the Dying

All residents were nursed in St. Otteran’s Hospital for as 
long as possible and appropriate to their physical needs. 
In St. Aidan’s Ward there was access to a single room. 

Religious services were available on request. There was 
no policy in place.

COMPLIANT YES      NO      3

Article 15: Individual Care Plan

There were no individual care plans as defined in the 
regulation. In St. Claire’s Ward the medical and nursing 
notes were in the process of being reconfigured into a 
single composite clinical file with multidisciplinary input. 
A number of these files had been completed. They were 
clear and had a logical format and were easy to follow. 
St. Aidan’s Ward, St. Joseph’s Ward and St. Monica’s Ward 
had separate medical and nursing notes. All notes were 
current and clear. Nursing care plans identified problems. 
All were regularly evaluated and progress notes were 
logical and current.

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and Programmes

The residents had access to the therapeutic services 
of nursing and medical staff on a regular basis. In 
addition social worker, physiotherapist and speech and 
language therapist inputs were accessible by referral. 
The psychiatry of later life team had an occupational 
therapist, clinical psychologist and social worker. The 
rehabilitation team was limited in MDT membership. 
Very limited therapeutic activities were provided and 
none were linked to an integrated care plan. Feedback 
from external training agencies and industrial therapy 
was by way of verbal reports.

COMPLIANT YES      NO      3

Article 17: Children’s Education

No child had been admitted to the approved centre. 
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Article 21: Privacy

There were no curtains around some of the beds in 
St. Claire’s Ward and St. Aidan’s Ward. Photographic 
evidence was taken.

COMPLIANT YES      NO      3

Article 22: Premises

The condition of the wards varied. In St. Claire’s Ward 
there was little or no privacy in the dormitories and 
the dining area were cramped damp and very dark. 
Residents had to change in the bathrooms to ensure 
privacy. There was evidence of cobwebs and the shower 
area was in poor condition. Photographic evidence was 
taken on the ward. Access to the ward was via stairs 
only. The lack of privacy in the dormitory areas was a 
problem in all wards.

COMPLIANT YES      NO      3

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

All medication was ordered from the pharmacy in Waterford 
Regional Hospital and stored in a trolley and administered 
by two nursing staff. At night one nurse administered 
medication in St. Claire’s Ward. In all other wards there were 
two nurses for administering medication at night. There was 
a nursing signature bank but no medical signature bank in 
place. There was no policy available.

COMPLIANT YES      NO      3

Article 24 (1–2): Health and Safety

The health and safety statement was current and was for 
review in March 2008. The hospital had no policies and 
procedures relating to the health and safety of residents, 
staff and visitors.

COMPLIANT YES      NO      3

Article 18: Transfer of Residents

There was evidence that there was a clear procedure in 
place for the transfer of residents to an external hospital. 
There was no policy available on the day.

COMPLIANT YES      NO      3

Article 19 (1–2): General Health

It was reported that all residents had a physical 
examination twice yearly. The examination was completed 
by the NCHD. Residents were offered flu vaccination 
and this was charted in the card index. In the event of a 
medical emergency it was reported that the NCHD was 
called, and the ambulance if needed. A sample of clinical 
files was inspected on each ward. In St. Monica’s Ward 
one resident had not received a physical examination 
for 16 months. This was confirmed by nursing staff who 
informed the Inspectorate that they would contact the 
NCHD to rectify the situation immediately. On all remaining 
wards there was evidence of regular six-monthly physical 
examinations. There was no policy in place for responding 
to medical emergencies. 

COMPLIANT YES      NO      3

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

There was no written booklet available for residents. 
It was reported that information on medication and 
diagnosis was given on request by the medical and 
nursing staff. An advocate attended the ward weekly. 
There was no policy available on the day.

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

There was a CCTV camera in the seclusion room in St. 
Enda’s Ward. There was no signage in place. There was 
no policy available. 

COMPLIANT YES      NO      3

Article 26: Staffing

All staff were recruited through the HSE recruitment 
system. On St. Claire’s Ward there were nursing staff and 
household staff on duty. There was clinical input from the 
medical staff on the rehabilitation team. The team was 
poorly resourced in relation to MDT membership. Specialist 
services from physiotherapy, speech and language 
therapy and chiropody was provided as required. There 
was always an Assistant Director of Nursing on duty for 
the approved centre. The nursing staff reported that they 
had access to training and educational courses. All staff 
reported receiving training in the Mental Health Act 2001. 

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

All files were maintained on site. The service applied the 
HSE-wide policy on retention of records. It was reported by 
staff that there were regular checks by the fire office, health 
and safety officer and food safety officer on a regular basis. 
On St. Claire’s Ward, the files were been restructured to 
improve the layout and ease retrieval of information.

COMPLIANT YES      3 NO

Article 28: Register of Residents

All residents were logged on the computerised 
administration system. It did not contain the ethnic/cultural 
background of the residents as required under Schedule 1.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

All operating policies and procedures must be developed 
to reflect local practice. Copies must be sent to the 
Inspectorate for review. They were not received.

COMPLIANT YES      NO      3

Article 30: Mental Health Tribunals

There were facilities for the tribunals in place.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

The HSE complaints procedure was followed. There were 
a number of named complaints officers. A record of 
complaints was not viewed on the day of the inspection. 
A report on the number of complaints for 2007 was 
requested but not received by the Inspectorate.

COMPLIANT YES      NO      3

Article 32: Risk Management Procedures

There was an incident book and incident forms on each 
ward. Incidents were sent to nursing management fro 
review and then forwarded to the Risk Manager. There 
was a procedure in place to respond to emergencies. 
There were no policies available that are required by 
the regulation.

COMPLIANT YES      NO      3

Article 33: Insurance

It was reported that the HSE public liability insurance 
applied.

COMPLIANT YES      3 NO
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MECHANICAL RESTRAINT

It was reported that this was not used.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR

St. Monica’s Ward: The clinical file of one resident, who 
required to be restrained in a chair, was reviewed. The 
documentation in it was compliant with Part 5 of the Rules.

St. Aidan’s Ward:	The clinical files of two residents, who 
required to be restrained in chairs and needed cot sides 
at night, were reviewed. In both cases the order for the 
use of the chair restraints complied with Part 5 of the 
Rules. The documentation regarding the use of cot sides 
did not comply with Part Five of the Rules and this was 
brought to the attention of staff on the day.

COMPLIANT YES      NO      3

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

PHYSICAL RESTRAINT

There were no completed Clinical Practice Forms. It was 
reported that there was no form of physical restraint in use.

ADMISSION OF CHILDREN

No child had been admitted to the approved centre. 

Article 34: Certificate of Registration

The certificate was framed and on display in the main 
entrance of the hospital.

COMPLIANT YES      3 NO

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

SECLUSION

There was one dedicated seclusion room in St. Enda’s 
Ward. On the day of the inspection, there was no resident 
in seclusion. A shutter was closed down over the window 
and this blocked natural light. There was electric light 
from the ceiling. There was nearby access to a toilet. CCTV 
was in operation in the seclusion room, but there was no 
signage to denote its presence. The monitor was located in 
the nursing office. Rates of seclusion were minimal since 1 
November 2006. The seclusion register and the clinical file 
of one detained patient placed in seclusion were reviewed. 
The file reviewed was in order and the seclusion register 
was in order; all parts were completed appropriately and 
signed. There was evidence of the orders for seclusion and 
ending seclusion. The seclusion register correlated with the 
documentation in the clinical file. There was no evidence, 
from examination of the clinical file, that the next of kin 
or representative was informed of the patient’s seclusion 
or if this had not occurred, why this had not occurred. The 
appropriate form had been transferred to the resident’s file. 
There was a draft policy on seclusion. There was no policy 
on the use of CCTV. Staff reported that they were offered 
training in control and restraint techniques. These training 
records were not viewed.

COMPLIANT YES      NO      3

ECT

There were no ECT facilities on site.
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2.4  EVIDENCE OF COMPLIANCE 
WITH ADMINISTRATION OF 
MEDICATION – MENTAL HEALTH 
ACT 2001, SECTION 60

On St. Enda’s ward, the clinical file of one detained 
patient, to whom medicine had been administered for 
the purposes of ameliorating his mental disorder for a 
continuous period exceeding three months, was examined. 
There was no evidence in the clinical file of compliance 
with Section 60 of the Mental Health Act 2001. This was 
discussed with the consultant psychiatrist on the day 
and it was reported that the form had been completed. 
It was agreed during the feedback session following 
the inspection that this form would be forwarded to the 
Mental Health Commission.

COMPLIANT YES      NO      3
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ANNUAL REPORT
TUARASCÁIL BHLIANTÚIL2007
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APPROVED CENTRE ST. LUKE'S HOSPITAL, CLONMEL
UNITS INSPECTED ST. CLARE'S WARD

ST. PAUL’S WARD
ST. MARY’S WARD
ST. BRIDGET’S WARD
ST. KEVIN’S WARD
ST. KEVIN’S WARD
ST. JOHN’S WARD
ST. TERESA’S WARD

DATE OF INSPECTION 14 AND 15 NOVEMBER 2007

NUMBER OF BEDS 131

TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

St. Luke’s Hospital, Clonmel, 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. 

In July 2007 the Mental Health Commission established 
an inquiry under Section 55 of the Mental Health Act 
2001. The terms of reference of the inquiry were “To 
review care and treatment practices in St. Michael’s Unit, 
South Tipperary General Hospital, Clonmel and St. Luke’s 
Hospital, Clonmel, including the quality and planning of 
care and the use of restraint and seclusion and to report 
to the Mental Health Commission”. The report was not 
available at the time of inspection.

 

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

1.1  DESCRIPTION

St. Luke’s Hospital, Clonmel, had seven wards providing 
continuing care and rehabilitation. St. Mary’s Ward 
specialised in psychiatry of later life. A number of wards 
had residents with challenging behaviours and residents 
with an intellectual disability. An internal refurbishment 
process was under way. St. Bridget’s and St. Kevin’s 
Wards are due to merge into one which will have the 
effect of closing one ward.

Ward Specialty Area Beds Residents
St. Clare's Continuing Care 18 18
St. Paul's Continuing Care 22 22
St. Mary's Elderly 23 22
St. Bridget's Continuing Care/

Intellectual 
Disability

13 12

St. Kevin's Continuing Care/
Intellectual 
Disability

12 12

St. John's Continuing Care 21 21

St. Teresa's Rehabilitation 22 20

Total 131 127

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

St. Clare’s Ward

1.  There should be multidisciplinary team input to this 
unit and a system of multidisciplinary care planning 
put in place.

	 Outcome:	The multidisciplinary team met each 
Friday. This included the CNM3 from the Resettlement 

ST. LUKE’S HOSPITAL, CLONMEL
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and the ward staff were carrying out the Camberwell 
Assessment of Needs (CAN) with the residents.

4.  Consideration must be given to the provision of an 
enclosed garden space.

	 Outcome:	This had not been achieved. The main 
reason for not addressing this was the planned 
closure of the ward. 

St. Mary’s Ward

1.  Team members on the multidisciplinary team should 
increase according to need.

	 Outcome:	The psychiatry of later life team had no 
social worker.

2.  A restraint policy needs to be developed and 
documented in the notes.

	 Outcome:	This had been achieved. The clinical 
files were being completed accordingly. An audit 
on restraint had been carried out by the Consultant 
Psychiatrist, the CNM2 and the Clinical Risk Manager.

3.  Staff need to be provided with the necessary hoists 
and beds to facilitate patient care and meet moving 
and handling criteria.

	 Outcome: The ward had acquired two electronic profiling 
beds and two new hoists had been ordered. A manual 
handling audit had been carried out on the ward.

4.  Complete repainting of the bedroom area is required.

	 Outcome:	This had been achieved.

5.  Consideration should be given to building an 
additional bathroom area.

	 Outcome:	This had not been achieved. It was 
subsequently reported that major extension/
upgrading or replacement of this unit is under 
consideration. 

6.  The ward should be given direct phone line access.

Programme. No system of multidisciplinary care 
planning was in place.

2.  A programme of individual-needs-based therapeutic 
activities should be designed and resourced for the 
patients of this unit.

	 Outcome:	This had not been achieved.

3.  A maintenance programme should be put in place 
for this unit and new furniture and equipment should 
be provided. 

	 Outcome: This had been achieved. The unit had 
been painted. New flooring, new furniture and new 
wardrobes had been acquired. The unit had a new 
hoist.

4.  A comprehensive policy should be put in place on the 
use of Buxton chairs and cot sides.

 Outcome: The Buxton chairs were no longer in use. 
A policy on mechanical restraint was in operation.

St. Paul’s Ward

1.  The environment needs to be improved, equipment 
provided and wardrobes given to patients.

	 Outcome:	This had been achieved. The unit had been 
painted. New flooring, new furniture and new wardrobes 
had been acquired. The unit had two new hoists.

2.  There is a need for occupational therapy input to 
provide a structured therapeutic programme.

	 Outcome:	No occupational therapist was attached to 
the ward and no structured therapeutic programme 
was provided.

3.  Clear assessment of needs completed on patients 
who have potential to live in community residence 
with 24-hour nursing staff supervision must be 
completed and recorded in the chart.

	 Outcome:	This had commenced in the last few 
weeks. The CNM3 from the Resettlement Programme 
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	 Outcome:	This had been achieved.

7.  Consideration should be given to an enclosed 
garden space.

	 Outcome:	This had not been achieved. It was 
subsequently reported that major extension and 
upgrading or replacement of this unit was under 
consideration. 

St. Bridget’s Ward

1.  The building project needs to be implemented and 
completed.

	 Outcome: Building work had been completed.

2.  Input from the full multidisciplinary team to the 
patients on the ward needs to be developed.

	 Outcome: No specialist mental health intellectual 
disability services were available in South Tipperary 
Mental Health Services. The general adult consultant 
psychiatrist in mental health also had responsibility for 
the residents with an intellectual disability.

3.  Therapeutic programmes based on needs assessment 
need to be developed.

	 Outcome:	A new activity of daily living (ADL) kitchen 
had been opened. The programme of activities was 
based on the interests and skills of the nursing staff. 
No individual assessments of need had been carried 
out in this area as the unit had no occupational 
therapist attached.

St. Kevin’s Ward

1.  There should be multidisciplinary team input to this 
unit and a system of multidisciplinary care planning 
put in place.

	 Outcome: A working group had been set up to 
achieve this recommendation. 

2.  Each of the patients should receive a comprehensive 
assessment of their needs and appropriate 
placements should be provided in accordance with 
these.

	 Outcome:	A number of assessments had been carried 
out, for example, each resident with an intellectual 
disability had been assessed using the Adaptive 
Behaviour Scale. It was reported to the Inspectorate 
that some residents were inappropriately placed on 
the ward, however, there was a planned move of 
residents with enduring mental health problems to St. 
Teresa’s Ward. It was subsequently reported that there 
was a steering group overseeing the assessment 
and community placement of residents with an 
intellectual disability in St. Luke’s Hospital.

3.  A programme of individual-needs-based therapeutic 
activities should be designed and resourced for the 
patients of this unit.

	 Outcome: This had not been achieved.

4.  The proposed provision of an interim refurbished 
unit for patients with intellectual disabilities needs 
to be expedited.

	 Outcome:	St. Kevin’s Ward will be amalgamating with 
St. Bridget’s Ward to achieve this. Plans were at an 
advanced stage.

5.  All admissions or transfers to this unit should cease

	 Outcome: This had been achieved.

6.  A maintenance programme should be put in place for 
this unit and new furniture and equipment should be 
provided.

	 Outcome: Maintenance was reported to be good. The 
remainder of the recommendation had been achieved.

St. John’s Ward

1.  Although efforts have been made to reduce 
admissions they should cease.
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3.  The unit should have occupational therapy input 
providing a needs-based therapeutic programme.

	 Outcome: The occupational therapist was a member 
of the team.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Four general adult consultant psychiatrists had 
responsibility for in-patient wards in St. Luke’s Hospital, 
along with rehabilitation and psychiatry of later life 
consultant psychiatrists. The service has two occupational 
therapists, two psychologists and three social workers. 
The rehabilitation psychiatrist was also the Clinical Director. 
One of the general adult consultant psychiatrists was also 
a lecturer. Each team met formally once a week to review 
residents’ care and treatment. The nurse in charge of the 
ward was a member of nursing staff who attended these 
meetings. Minutes were kept in St. Theresa’s Ward. 

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

No individual care plans were in use as defined in the 
Regulations. The care plans were nurse led and separate 
to the clinical file. A working group had been set up 
to address the need for MDT care plans. The service 
had introduced a number of standardised assessments, 
for example, Camberwell Assessment of Needs (short 
version), Sainsbury Centre for Mental Health risk 
assessment, falls assessments and a multidisciplinary 
review sheet had been introduced in St. Teresa’s Ward.

1.5  THERAPEUTIC ACTIVITIES

A recreational therapy programme of activities was 
available. The service needed to develop therapeutic 
programmes based on individual needs assessments. 
No occupational therapists were attached to the general 

	 Outcome:	Eight admissions had taken place to St. 
John’s Ward up to November 2007. This compared to 
46 in 2006 and 57 in 2005. The plan was to cease 
admissions to the ward.

2.  Needs assessments should be undertaken to ascertain 
the most appropriate accommodation for service users

	 Outcome: The CAN and the Sainsbury Centre for 
Mental Health risk assessment had been completed 
on eight residents and will be discussed at the 
multidisciplinary team meetings. It was reported that 
the remaining residents will go through the same 
assessment process.

3.  The renovations to the unit should occur if there are 
sufficient numbers following the needs assessment.

	 Outcome:	This had been achieved.

4.  Multidisciplinary team input to the unit should be 
increased.

	 Outcome: One full-time social worker was attached 
to the team. Referrals to psychology were by request. 
The team had no occupational therapist.

St. Teresa’s Ward

1.  There should be a multidisciplinary rehabilitation 
team responsible for this unit.

	 Outcome: Since the last inspection, a rehabilitation 
team had been appointed. Full-time posts included a 
consultant psychiatrist and an occupational therapist. 
Nursing staff attached to the team are ward based. 
Referrals could be sent to social work and psychology.

2.  All the service users should have a needs assessment 
to determine the most appropriate accommodation 
for them.

	 Outcome: Eight residents were due for transfer to 
a community residence with 24-hour supervision 
in Cashel. The CAN had been completed with these 
residents. 
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adult teams covering these wards. St. Bridget’s Ward had 
a new ADL kitchen. Two residents from St. Clare’s Ward 
were attending the Solutions for Wellness programme. 
It was subsequently reported to the Inspectorate that 
occupational therapy services were attached to St. 
Theresa’s Ward (rehabilitation) and St. Mary’s Ward 
(psychiatry of later life).

1.6  ENVIRONMENT AND FACILITIES

Since the last inspection a programme of refurbishment 
was in progress throughout the hospital. St. Bridget’s 
Ward, St. John’s Ward and St. Kevin’s Ward were located 
together in one building. St. Paul’s Ward and St. Mary’s 
Ward were stand-alone units on campus. St. Teresa’s 
Ward and St. Clare’s Wards were in the original building. 
All the wards were clean, bright and well-heated on the 
day of the inspection. It was reported that the female 
sleeping areas on St. Teresa’s Ward could be quite hot 
when the heat was on due to inadequate ventilation. 

1.7  INTERVIEWS WITH RESIDENTS

A number of residents asked to speak to the Inspectorate. 
Other residents were greeted by the Inspectorate.

1.8  GOOD PRACTICE DEVELOPMENTS

The Camberwell Assessment of Need and the Sainsbury 
Centre for Mental Health risk assessment were being 
carried out in many areas of the hospital.

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

1.  Admissions to the hospital should cease.

2.  The planned closure of wards should progress and 
appropriate placements arranged for individuals based 
on need. 

3.  The development of individual care plans for each 
resident should be implemented.

4.  Therapeutic activities should be based on individual 
need following assessment.

5.  The programme of refurbishment should continue.

 
PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 14 & 15 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, meeting 
with the CNM2 on each ward, and photographic 
evidence taken of the premises and of documentation. 
Compliance with the Regulations was inspected on St. 
John’s Ward. During the process of inspecting the other 
wards a sample of Regulations was inspected to ensure 
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Article 8: Residents’ Personal Property and 
Possessions 

A written operational policy was in place since 
November 2007 and was due for review in November 
2010. The majority of residents kept their own key for 
their wardrobe. Those residents who did not retain their 
own key could access their property with the assistance 
of staff. A list of the resident’s property was available: 
one copy was retained in the property book and the 
other was placed in the back of the file, separate to 
the care plan. A list of valuable property was also 
kept. Facilities were in place for the safe keeping of 
valuables. A log of each resident’s personal accounts was 
maintained. The residents had access to their accounts.

COMPLIANT YES      3 NO

Article 9: Recreational Activities

Among the recreational activities carried out were: 
personal grooming, current affairs, and board games. The 
wards had access to a seven-seat vehicle and trips to the 
cinema, restaurant, swimming and walks were organised 
weekly. In the evening, a TV set and board games were 
available. 

COMPLIANT YES      3 NO

Article 10: Religion

Roman Catholic Eucharist could be received each 
Wednesday. Religious services occurred on Sundays. A 
general anointing of the sick took place each month. All 
religions were catered for.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

Each ward had a dedicated visitor’s area. There was no 
restriction on visiting. If visitors were with a resident during 
meal times, a dinner was kept hot for them to have later. 

consistency throughout the approved centre; where 
there were differences these are reported separately. 
The Inspectorate met with members of the senior 
management team for feedback after the inspection.

Article 4: Identification of Residents

Photo identification of each resident was on their 
prescription file on each ward. 

St. John’s Ward:	One RPN administered medication. It 
was reported that staff knew all residents. A written 
operational policy on was in place since November 2007 
and was due for review in November 2010. 

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

Each ward had a menu with a good choice of meals. The 
main meal was at lunch time. Water dispensers were 
located on each ward except St. Paul’s Ward, where 
water could be requested by the residents and was 
readily available. Dietary requirements were catered for. 

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. 

Article 7: Clothing

Residents had their own supply of clothing. Each ward 
could provide clothing to a resident if necessary, which 
the resident then retained. No resident was required to 
remain in night clothes. 

COMPLIANT YES      3 NO
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In exceptional circumstances visitors could be facilitated 
at night at the discretion of the nurse in charge. Children 
could visit if supervised by a responsible adult. A written 
operational policy on visiting was in place since November 
2007 and was due for review in November 2010.

COMPLIANT YES      3 NO

Article 12 (1–4): Communication

Letters to and from residents were unopened. Some 
residents asked nursing staff to open letters for them 
and to read to them. In circumstances where a resident 
lacked capacity, letters were opened and read to them 
having received prior permission from next of kin. 
Wards had a public phone and the residents could also 
use the office phone. Residents retained possession of 
their mobile phones. A written operational policy on 
communication was in place since November 2007 and 
was due for review in November 2010.

COMPLIANT YES      3 NO

Article 13: Searches

No searches were carried out in the approved centre. 
A written operational policy and procedures on the 
searching of a residents, their belongings and the 
environment in which they were accommodated was in 
place since November 2007 and were due for review in 
November 2010.

COMPLIANT YES      3 NO

Article 14 (1–5): Care of the Dying

A written operational policy and protocols were in 
place since November 2007 and were due for review 
in November 2010. Medical care was provided in 
accordance with need as assessed by the service. It was 
reported that any resident who became gravely ill was 
transferred to St. Paul’s Ward. 

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

No individual care plans were in use as defined in the 
Regulations.

St. Teresa’s Ward:	Each resident on the ward had two 
clinical files, the medical file including health and social 
care professionals and the nursing file. Each resident 
had a Camberwell Assessment of Need and a Sainsbury 
Centre for Mental Health risk assessment completed. A 
system was in place for reviewing of residents by the 
rehabilitation team. The clinical files showed evidence of 
regular medical and nursing reviews. The occupational 
therapist had typed reports in the medical file. 

St. Mary’s Ward:	The clinical files showed evidence 
of regular psychiatric and physical reviews for each 
resident. The occupational therapist and the speech and 
language therapist wrote their notes in the clinical file. 

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

A recreational therapy programme of activities was 
available. St. Bridget’s Ward had a new ADL kitchen. 
The general adult teams had no occupational therapists. 
A full-time occupational therapist was attached to the 
rehabilitation team. Therapeutic programmes were not 
linked to individual care plans.

COMPLIANT YES      NO      3

Article 17: Children’s Education

The approved centre did not admit children.

Article 18: Transfer of Residents

If a resident required transfer to St. Michael’s Unit, the 
clinical file, nursing care plan and progress notes and a 
transfer checklist and doctor’s cover letter went with the 
resident. Transfers to other approved centres were by 
consultant psychiatrist to consultant psychiatrist contact 
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Article 20 (1–2): Provision of Information to 
Residents

A general information booklet was available. A number 
of wards in the approved centre were localising 
these booklets even more. Details of each resident’s 
multidisciplinary team were available on each ward. 
Details of the Irish Advocacy Network advocate were 
visible on each ward. A written operational policy and 
procedures on provision of information to relatives were 
in place since November 2007 and were due for review 
in November 2010. Staff reported that the doctors 
explained the purpose of medication and side effects 
at the time that it had been prescribed and whenever 
requested by the resident. 

COMPLIANT YES      3 NO

Article 21: Privacy

All beds in dormitories in all wards had curtains around the 
bedside. Lower windows were frosted or had net curtains.

St. Bridget’s Ward:	A new dormitory had been created 
from a former sitting room because St. Kevin’s Ward 
had taken over the dormitory formerly belonging to St. 
Bridget’s Ward. The windows of this dormitory looked 
out onto a car park. The lower sections of the windows 
were not frosted and had no net curtains in place.

COMPLIANT YES      NO      3

Article 22: Premises

The wards had been newly painted and were undergoing 
a process of refurbishment. A process of purchasing more 
modern equipment was also under way. The wards were 
clean and bright, adequately lit and heated. 

St. John’s Ward: It was reported to the Inspectorate that 
maintenance was poor. In one instance, a requisition for 
an extractor fan had been written as early as March and 
had only been attended to in November. Requisitions for 
other items had been re-submitted as there had been 
no response to the initial requests. 

over the telephone, the consultant psychiatrist’s referral 
letter and a nursing assessment. A written operational 
policy and procedures on the transfer of residents was in 
place since November 2007 and were due for review in 
November 2010.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

Six-monthly physical examinations had commenced 
throughout the hospital. They were completed by the 
NCHDs and there was a physical examination sheet placed 
in the case file. A number of general health reviews were 
outstanding on the day of the inspection. It was expected 
that all would be completed by the end of 2007. 

St. Mary’s Ward: It was reported to the Inspectorate 
that nine residents on the ward were in need of a 
physiotherapy service. A 0.6 whole-time-equivalent 
physiotherapist post had been allocated to the ward by 
the HSE but the post had never been filled. The CNM2 
reported that there was more than enough work on this 
ward for this 0.6 post allocation. The Inspectorate was 
informed that the only alternative was a community 
physiotherapist service available in Cashel. This meant 
transporting each of the nine residents separately by 
ambulance with a nurse escort. The CNM2 asserted the 
cost effectiveness of having this essential service based 
in St. Mary’s Ward. It was subsequently reported to the 
Inspectorate that arrangements are in place with the 
senior physiotherapist in older people services at Cashel 
to accept referrals for physiotherapy service for residents 
of St. Luke’s Hospital. A written operational policy and 
procedures on general health, incorporating responding 
to medical emergencies, were in place since November 
2007 and were due for review in November 2010.

COMPLIANT YES      3 NO



130 | Mental Health Commission Annual Report 2007

BOOK 4 – HSE SOUTH

St. Paul’s Ward:	It was reported to the Inspectorate that 
the new lino had been put down in haste and that it 
had bubbled up and become uneven. This defect had 
been circled in marker by nursing staff to identify and 
make more visible the affected areas to those walking 
on the surface; photographic evidence was taken of this. 
The ward was well heated and ventilated. The bathroom 
and shower areas were in need of redecorating, the 
living and sleeping areas were in a good state of decor 
and were bright, and the smoking area was large and 
well-ventilated.

St. Kevin’s Ward:	New window curtains, privacy curtains 
around the bedside and furniture had been ordered.

St. Bridget’s Ward: A former store room had been 
converted into an ADL kitchen and the unit had a 
snoezelen multisensory room. The shower/bathroom 
areas were clean and bright. An enclosed courtyard had 
potted plants and a number of decorative figures. The 
windows of a newly commissioned dormitory looked out 
onto a public car parking area.

St. Teresa’s Ward: The male toilets had offensive 
odours emanating from within. The female toilets were 
bright and clean although the shower was in need of 
replacement. It was reported that the female dormitory 
could be quite hot and was not adequately ventilated. 

St. Mary’s Ward: A smoking room was due for 
completion for three residents who smoke. It was 
reported to the Inspectorate that the ramp outside the 
main door of the ward was of insufficient gradient and 
constituted a hazard. 

St. Clare’s Ward: A 4-bed dormitory was in need of 
refurbishment. The Inspectorate was informed that this 
dormitory had been prioritised for closure.

COMPLIANT YES      NO      3

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

Pharmacy requirements were ordered weekly. If an 
urgent product was needed it could be accessed 

immediately. The policy relating to the ordering, 
prescribing, storing and administration of medicines to 
residents was in draft form. The service reported that it 
was operating under the 2004 policy in the interim.

COMPLIANT YES      NO      3

Article 24 (1–2): Health and Safety

The health and safety statement was dated January 
2007. A written operational policy and procedures 
relating to the health and safety of residents, staff and 
visitors were in place since November 2007 and were 
due for review in November 2010.

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

St. John’s Ward: CCTV for the observation of residents was 
used in the seclusion room only. CCTV was clearly labeled 
and evident. The system was incapable of recording. CCTV 
was used for security purposes at the entrance.

St. Bridget’s Ward:	CCTV for the observation of residents 
was used in the seclusion room only. CCTV was clearly 
labeled and evident. The system was incapable of 
recording.

St. Theresa’s Ward:	It was subsequently reported in 
writing by the registered proprietor that CCTV was 
also used in the corridors of this ward for the purpose 
of assisting in the observation of residents by health 
professionals. 

The approved centre had a clear written policy and 
protocols articulating the use of CCTV in relation to the 
observation of a resident in place since November 2007 
and due for review in November 2010.

COMPLIANT YES      3 NO
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St. Mary’s Ward

Staff Member Day 
(0800h to 
1800h)

Evening 
(1800h to 

2000h)

Night 
(2000h to 

0800h)
RPN including 
CNM2

5 2 2

Household 2 0 0

 
St. Teresa’s Ward

Staff Member Day 
(0800h to 
1800h)

Evening 
(1800h to 

2000h)

Night 
(2000h to 

0800h)
RPN including 
CNM2

3 1 1

Household 2 0 0

Staffing numbers from St. Kevin’s Ward and St. Clare’s 
Ward were not recorded by the Inspectorate.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

The service complied with the HSE national policy on 
the retention and destruction of records. Each resident 
had a medical and nursing file. All the files reviewed 
were current and up to date and had records of regular 
reviews of the residents. All records were stored in a 
locked filing cabinet. 

COMPLIANT YES      3 NO

Article 28: Register of Residents

The register of residents was compliant with Schedule 1 
of the Regulations.

COMPLIANT YES      3 NO

Article 26: Staffing

The current HSE policy in relation to the recruitment, 
selection and vetting of staff was in place. Nursing staff 
and medical staff formed the core team. Each ward had 
household staff during daytime, up to 1800h. There was 
always an Assistant Director of Nursing on duty during the 
day and a Night Superintendent during the night. Nursing 
staff reported they had access to training and educational 
courses. The psychiatry of later life team had a full-time 
occupational therapist but no social worker; none of the 
other teams were as well staffed in this regard.

Table 1: Unit staff levels recorded on the day of the 
inspection

St. Bridget’s Ward

Staff Member Day 
(0800h to 
1800h)

Evening 
(1800h to 

2000h)

Night 
(2000h to 

0800h)
RPN including 
CNM2

5 2 2

Household 1 0 0

 
St. Paul’s Ward

Staff Member Day 
(0800h to 
1800h)

Evening 
(1800h to 

2000h)

Night 
(2000h to 

0800h)
RPN including 
CNM2

5 2 2

Household 2 0 0

St. John’s Ward

Staff Member Day 
(0800h to 
1800h)

Evening 
(1800h to 

2000h)

Night 
(2000h to 

0800h)
RPN including 
CNM2

5 2 + 2 
specials

2 + 2 
specials

Household 1 0 0
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Article 29: Operating Policies and Procedures

All written policies required under the Regulations were 
forwarded to the Inspectorate and had implementation 
and review dates.

COMPLIANT YES      3 NO

Article 30: Mental Health Tribunals

A room was available that facilitated mental health 
tribunals. Assistance was given to any patient who 
required it.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

In addition to the HSE’s Your Service, Your Say complaints 
procedure which was clearly available on all wards, 
each ward had the approved centre’s own complaints 
procedure clearly displayed. A written operational policy 
and procedures relating to complaints were in place 
since November 2007 and were due for review in 
November 2010. A record of complaints was not sent to 
the Inspectorate as requested.

COMPLIANT YES      NO      3

Article 32: Risk Management Procedures

The approved centre used the Sainsbury Centre for 
Mental Health risk assessment which was being 
completed on a number of residents. A record of 
incidents was also maintained using an incident/
accident book, which was in triplicate form. One sheet 
was retained in the book, one went to the general 
manager and the other went to health and safety. The 
risk management policy was in draft form.

COMPLIANT YES      NO      3

Article 33: Insurance

The local HSE insurance policy applied.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The approved centre’s certificate of registration was 
displayed in a prominent area.

COMPLIANT YES      3 NO

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

SECLUSION

St. John’s Ward:	The service had adopted the HSE South 
policy on seclusion and the local management team had 
signed it. Since November 2006, 27 episodes of seclusion 
had occurred for seven residents. The seclusion register was 
signed and in order. It was reported that training in control 
and restraint techniques was provided to staff on a regular 
basis. Training records were not viewed. A CCTV camera was 
directed at the seclusion room. The monitor was located in 
a boxed cupboard in the nursing office. The unit had one 
dedicated seclusion room, located on the main sleeping 
corridor, and this had safe furniture in place. On the day of 
the inspection, a patient was in seclusion and his clinical file 
was reviewed. He was being nursed in his night clothes. The 
file was in order. The patient had requested that his next of 
kin should not be informed and this was documented. It was 
reported that on a number of occasions another resident 
was secluded in his bedroom when the seclusion room 
was occupied. The use of bedrooms for seclusion is not in 
accordance with the Rules governing the use of seclusion.

St. Bridget’s Ward:	None of the residents were in 
seclusion on the day of the inspection. The last resident 
to be secluded had been discharged and no past 



BOOK 4 – HSE SOUTH

Mental Health Commission Annual Report 2007 | 133

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

PHYSICAL RESTRAINT

St. John’s Ward: Three residents had been physically 
restrained on the ward. Two files were inspected; the third 
was unavailable due to the holding of a mental health 
tribunal. Since November 2006, four episodes of physical 
restraint had been recorded in the ward for three residents. 
The clinical practice form book was shared with the female 
ward, St. Bridget’s. The white sheets for the female residents 
had not been removed and filled in the clinical file. All the 
white sheets had been filled for the male residents. The HSE 
South policy on physical restraint had been adopted by the 
local management team and signed in November 2007. It 
was reported that training in control and restraint techniques 
was offered yearly to nursing staff. Information given to the 
resident’s next of kin was recorded in the nursing notes. The 
orders for physical restraint in the files reviewed were in order.

COMPLIANT YES      3 NO

ADMISSION OF CHILDREN

No children were admitted to the approved centre.

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

This was not examined during the inspection.

records were reviewed. The seclusion facilities were in 
compliance with the Rules.

COMPLIANT YES      NO      3

ECT

The approved centre did not have ECT facilities and no 
resident was receiving a programme of ECT.

MECHANICAL RESTRAINT

Staff reported that mechanical restraint was not in use in 
the hospital on the day of the inspection.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR

A written operational policy on mechanical restraint 
had been in place since October 2007 and was due for 
review in October 2010. 

St. Paul’s’ Ward: On the day of the inspection, two 
residents had been prescribed bed rails by the consultant 
psychiatrist with clinical responsibility for the ward. This 
prescription was made following a falls assessment and 
bed rail assessment. These assessments were completed 
by the nursing staff and available in the nursing notes. 
The prescription did not indicate the duration of restraint 
or a review date.

St. Mary’s Ward:	On the day of the inspection, a 
number of residents had bed rails and seat belts, 
and one resident was prescribed a cat suit. These 
prescriptions were made following a falls assessment, 
bed rail assessment and seat belt assessment. These 
assessments were completed by the nursing staff and 
available in the nursing notes. The prescription did not 
indicate the duration of restraint or a review date. It 
was also difficult to locate the prescription easily in the 
clinical file. 

COMPLIANT YES      NO      3
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APPROVED CENTRE ST. MICHAEL'S UNIT, 
SOUTH TIPPERARY 
GENERAL HOSPITAL

UNITS INSPECTED MALE ADMISSIONS
FEMALE ADMISSIONS

DATE OF INSPECTION 13 AND 14 NOVEMBER 
2007

NUMBER OF BEDS 50

TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

St. Michael’s Unit, South Tipperary 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.

In July 2007 the Mental Health Commission established 
an inquiry under Section 55 of the Mental Health Act 
2001. The terms of reference of the inquiry were “To 
review care and treatment practices in St. Michael’s Unit, 
South Tipperary General Hospital, Clonmel and St. Luke’s 
Hospital, Clonmel, including the quality and planning of 
care and the use of restraint and seclusion and to report 
to the Mental Health Commission”. This report was not 
available at the time of inspection.

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

1.1  DESCRIPTION

St. Michael’s Unit was the acute admissions unit for 
North and South Tipperary. It was located in a general 
hospital in Clonmel town. Five general adult teams and 
one psychiatry of later life team admitted residents to 
the unit. On the day of the inspection, there were 51 
residents, the additional number was accommodated 
by a resident who was absent with leave. 12 detained 
patients were admitted. The ward was divided by 
gender and each area had a high observation section. 
This included a 6-bed observation dormitory, seclusion 
room and a single room. One resident was receiving 
one-to-one observation by a care assistant in a locked 
area at the end of the ward. 

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

Female Admissions Area

1.  Admissions and transfers to St. Luke’s units should cease

	 Outcome: It was reported that no transfers to St. 
Luke’s Hospital had occurred during the year.

2.  All multidisciplinary teams should be fully staffed

	 Outcome:	The teams did not have a core complement 
of MDT members. This information will be collected 
separately and reported in the catchment’s report.

3.  A system of multidisciplinary care planning should be 
put in place

	 Outcome: The service had introduced a number 
of standardised assessments, the Camberwell 
Assessment of Needs (CAN) and the Sainsbury Centre 

ST. MICHAEL’S UNIT,  
SOUTH TIPPERARY GENERAL HOSPITAL
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distance. The sector teams covering South Tipperary had 
weekly team meetings. The service had three social 
workers and two clinical psychologists for the two sector 
teams. No occupational therapists were attached to the 
general adult teams. Each ward had a permanent clinical 
nurse manager. Staff nurses were allocated as primary 
nurses to the sector teams per duty rota. 

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Individual MDT care plans were not in use. Separate 
medical and nursing notes were maintained. The health 
and social care professionals recorded entries in the 
medical notes. Some resident had a nursing care plan, a 
CAN (shorter version) and the Sainsbury risk assessment 
completed following admission. This was a new clinical 
practice introduced in the previous weeks. It was 
reported that a group had been set up to look at an MDT 
care plan and that discussions had commenced. 

1.5  THERAPEUTIC ACTIVITIES

A recreational therapy programme of activities was 
available. A dedicated member of nursing staff delivered 
this. A number of voluntary agencies attended and 
facilitated groups at set intervals throughout the year. 
One room was available for groups. An art teacher also 
attended the ward. All groups were open and no referral 
or assessment procedure was in place. No occupational 
therapy assessment or interventions were available.

1.6  ENVIRONMENT AND FACILITIES

St. Michaels’s Unit was a stand-alone single storey 
building. It was divided in male and female areas with 
a number of communal areas, including a small dining 
room, sitting room and quiet room. The building was in 
need of repainting and structural changes to a number 
of showers. It was reported that this work would 

for Mental Health risk assessment. It was reported 
that a group had been set up to look at an MDT care 
plan and that discussions had commenced. 

4.  A programme of individual needs-based therapeutic 
activities should be established.

	 Outcome:	No progress had been made on this 
recommendation.

5.  The provision of a secure external area should be 
considered for the high observation area.

	 Outcome: It was reported that this project was under 
consideration. Space was difficult to find for it at the 
female end of the unit.

Male Admissions Area

1.  Admissions and transfers to St. Luke’s units should cease

	 Outcome:	It was reported that six male transfers had 
taken place to St. Luke’s Hospital during the year.

2.  All multidisciplinary teams should be fully staffed

	 Outcome: The teams did not have a core composition 
of MDT members. This information will be collected 
separately and reported in the catchment’s report.

3.  The provision of a secure external area should be 
considered for the high observation area.

	 Outcome:	It was reported that this project was at 
tendering stage.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Five general adult teams had admitting rights to the unit. 
The two sectors serving North Tipperary were attended 
by a consultant psychiatrist based in the hospital, NCHD 
and primary nursing staff from the ward. Other members 
of the team did not attend due to the geographical 
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commence in early 2008 following the awarding of the 
tender. The dining room was to be reconfigured so all 
residents can be accommodated in one setting. 

1.7  INTERVIEWS WITH RESIDENTS

None of the residents asked to speak to the Inspectorate. 
The Inspectorate asked to meet with two residents and 
both accepted the offer. Both expressed satisfaction with 
the service. One resident complained about the amount 
of “fatty foods” on the menu. This was clarified by the 
fact that there was always of choice of salad. 

1.8  GOOD PRACTICE DEVELOPMENTS

1.  The recent introduction of the CAN (shorter version) 
and the Sainsbury risk assessment for some residents. 
It was intended to extend this to all residents.

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

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

2.  The recent introduction of the CAN (shorter version) 
and the Sainsbury risk assessment should be 
extended to all residents.

3.  The maintenance work required should be 
commenced as soon as possible.

4.  All residents on the wards for longer than six months 
must have a six-monthly physical examination.

5.  All residents on the wards for longer than a year 
should have an individual plan and active intervention 

from a MDT to determine their optimum function and 
placement.

6.  The skill mix on the community mental health 
teams should be improved, especially in relation to 
occupational therapy.

 
PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 13 & 14 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, 
interviews with nursing staff and residents and a 
review of clinical documentation. The Regulations 
were inspected in detail on both areas, where there 
were differences in practice these were highlighted 
individually.

Article 4: Identification of Residents

All residents wore an identification wristband. This 
was introduced recently. Two members of nursing staff 
administered medication. 

COMPLIANT YES      3 NO
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Article 10: Religion

Mass was available on the ward every Friday. Daily 
communion and a chaplaincy service was available on 
request.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

A visiting policy was in place dated November 2007. 
Visitors were welcome at all times except meal times 
and there were notices on display around the ward. No 
dedicated visitors’ room was available. Visitors were 
received in the main entrance lobby the day room or by 
the residents’ bedside. Children under 14 years of age 
were not allowed visit the high observation areas. 

COMPLIANT YES      3 NO

Article 12 (1–4): Communication

Residents were free to communicate at all times. Mobile 
phones with cameras were banned. A public phone was 
available on the ward. It was reported that mail was never 
opened. A localised policy was in place dated November 
2007 and signed by the senior management team.

COMPLIANT YES      3 NO

Article 13: Searches

It was reported that searches were very rare. The HSE 
South policy had been adapted by the service and 
signed by the senior management team in November 
2007. A procedure was in place for the finding of illicit 
substances. This was also documented in the residents’ 
information booklet.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

A supply of fresh drinking water was provided from water 
fountains on the wards and jugs of water at the bedside. 
All meals were prepared off site in an external hospital 
and transported to the ward. The menu changed on a 
four-week cycle and a choice of meals was available. 

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. 

Article 7: Clothing

All residents had their own clothes on admission. A number 
of residents were in night clothes on the day of the 
inspection. This was recorded in the clinical files reviewed.

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

All property was recorded and listed on admission. A 
property book was kept on the ward. Residents were 
advised to send large amounts of money and valuables 
home. Facilities were available for the safe keeping of 
valuables. An old policy on personal property was in 
place on the ward. The service also used the national 
interim guidelines issued by the HSE. 

COMPLIANT YES      3 NO

Article 9: Recreational Activities

A recreational programme was in place during the day. 
A variety of activities that all residents could attend was 
provided. In the evening there was access to a quiet 
room and TV room. A hairdresser attended the ward.

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

Residents were transferred to the general hospital based 
on clinical need. A number of single rooms available for 
privacy and dignity and a chaplaincy service was in place. 
A localised policy was in place since November 2007. 

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

Individual care plans as defined in the Regulations were 
not in use. It was reported that a working group was 
looking at this issue. Each resident had a nursing care 
plan and medical treatment plan. A number of residents 
had standardised assessments completed on admission.

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

Each resident had access to a consultant psychiatrist, 
NCHD and primary nurse. The service had two social 
workers and two clinical psychologists. No occupational 
therapists were attached to the general adult teams. 
The psychiatry of later life team had an occupational 
therapist attached. Referrals were sent to the dietician 
and physiotherapist based in the general hospital. A 
pharmacy technician attended the ward twice weekly 
to maintain stock control on medications. A chiropodist 
service was available every Tuesday. It was reported that 
available staff facilitated individual therapy sessions. No 
therapeutic group programme was available that was 
based on an individual care plan.

COMPLIANT YES      NO      3

Article 17: Children’s Education

No provision was made for the education of children on 
the unit. Five children had been admitted including one 
admission from the courts since the commencement in 
full of the Mental Health Act.

COMPLIANT YES      NO      3

Article 18: Transfer of Residents

All transfers to the general hospital were arranged by 
the NCHD and a transfer sheet was completed. Transfers 
of detained patients to other approved centres were 
arranged in accordance with the Mental Health Act.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

All residents had a full physical examination on 
admission. Referrals were sent to the general hospital 
for consultations if necessary. Four residents had been 
resident on the ward for longer than a year. Six-monthly 
physical examinations were being introduced. A crash 
trolley was located on the male ward and a crash 
procedure was in place. The trolley was meant to be 
checked by the night staff nightly. A review of the 
records indicated that this had not been achieved. It 
was reported that nursing staff were offered training in 
cardio-pulmonary resuscitation (CPR) every two years. 

COMPLIANT YES      3 NO

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

A draft information leaflet had been finalised and sent 
for printing. In the interim it was available on the wards. 
Each area of the ward had a notice board. Staff provided 
information on medication on request. The recreational 
therapy programme included a group on medication 
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management. The Irish Advocacy Network attended the 
ward weekly. Other voluntary agencies also facilitated 
groups every month on the ward.

COMPLIANT YES      3 NO

Article 21: Privacy

A number of single rooms were available on both wards. 
Each bed area had a screen around it. The unit had 
gender-specific toilets. A number of rooms in the high 
observation areas looked directly onto a public car park 
area and there was no screening on the window panes 
apart from curtains which blocked out natural light.

COMPLIANT YES      NO      3

Article 22: Premises

It was reported that the tendering process had begun 
and that painting would commence in early 2008. The 
showers were also to be upgraded. There was evidence 
of peeling paint. A maintenance record book was kept 
on the ward. All urgent referrals were dealt with in a 
timely manner. The unit had a ramp at the front door for 
accessibility.

COMPLIANT YES      NO      3

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

All medication was ordered from the pharmacy in the 
general hospital. A new card index had been introduced 
in 2007. A single clinical room was used for both areas 
of the unit and a pharmacy technician checked the stock 
on a weekly basis. Regional policy guidelines were in 
place, dated November 2004, and were due for review 
in November 2005.

COMPLIANT YES      NO      3

Article 24 (1–2): Health and Safety

A recently completed health and safety statement and 
action plan were in place. It was dated February 2007. 
A fire safety report was available on the ward dated  
July 2007. 

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was in use for security reasons at the front and 
back doors. Residents were observed by CCTV in the 
quiet room and in both seclusion rooms. The monitors 
were located in the nurses’ stations. Notices about 
the use of CCTV were displayed on the residents’ 
noticeboards and in the seclusion rooms. It was 
subsequently reported in writing by the registered 
proprietor that there was CCTV in use in the interview 
room, both smoking rooms and the TV lounge. It 
was reported that the use of CCTV in these areas was 
Regulation compliant. 

COMPLIANT YES      3 NO

Article 26: Staffing

All staff were recruited via the HSE central procedures 
on recruitment selection and vetting of staff. An 
Assistant Director of Nursing was on duty at all times, 
based a short distance away in St. Luke’s Hospital. Two 
permanent CNM2s and three CNM1s were rostered 
to the male and female areas. All staff nurses rotated 
for holiday and night duty purposes. A number of care 
assistants were employed from an agency. A CNM1 
coordinated recreational therapy over five days. No other 
permanent clinical staff were based on the wards. It 
was reported that nursing staff were offered mandatory 
training courses and facilitated to complete higher 
education. All staff had completed training in the Mental 
Health Act 2001. A copy of the Act and Regulations were 
available on the unit. 

COMPLIANT YES      3 NO
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Article 27: Maintenance of Records

The service followed the national guidelines on the 
retention of records. Each area had a filing room with 24-
hour access to files. Health and safety and fire inspection 
reports were maintained on the ward. Mental Health 
Act forms were kept separately from the main clinical 
file and were stored in a separate office. The files were 
complete and very neat. 

COMPLIANT YES      3 NO

Article 28: Register of Residents

A computerised system was in place for recording 
admissions and discharges. A number of items required 
under Schedule 1 were not recorded.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

The HSE South policies had been localised and signed 
by the senior management team. They were dated 
November 2007.

COMPLIANT YES      3 NO

Article 30: Mental Health Tribunals

They were facilitated in the conference room located on 
the ward.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

The service followed the national HSE complaints 
procedure. Leaflets were available on the wards. It was 
reported that if possible complaints were dealt with at a 

local level. The nursing staff reported that no complaints 
had been received to date for 2007. A policy in place 
dated and signed by the senior management team.

COMPLIANT YES      3 NO

Article 32: Risk Management Procedures

The risk management policies were in draft form and 
currently under review. Some admissions to the wards 
had a Sainsbury Centre for Mental Health risk assessment 
completed on admission. Sharp objects were removed as 
clinically indicated on a case-by-case basis. A procedure 
was in place to deal with residents absent without leave. 
The risk of suicide and self-harm was addressed by using 
a standardised assessment on all new admissions and 
different levels of observation. An incident reporting 
procedure was in place. It was reported that a fortnightly 
meeting took place with the Clinical Risk Managers to 
review clinical incidents throughout the service. A procedure 
was in place to respond to all medical emergencies. 

COMPLIANT YES      3 NO

Article 33: Insurance

The HSE insurance applied.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The certificate was framed and on display at the main 
entrance.

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

SECLUSION

The unit had one seclusion room in the male admissions 
area and one on the female admissions area. Both were 
clean and well-ventilated. The window in each seclusion 
room enabled fresh air to pass through and could be 
closed and a shutter secured safely over it. When in use, 
the seclusion room was artificially lit. The high mattress 
in the male admission area had been damaged and a 
replacement had been ordered. CCTV was in use and it 
was evident and clearly labeled. The monitor for each 
seclusion room was situated securely in the respective 
nursing offices. The CCTV system did not record. There 
was no intercom system, but verbal communication was 
possible through the door. Each seclusion room had a 
toilet, shower and sink en suite and this area had both 
natural light from a window and artificial light. A single 
seclusion register was used between the male and 
female areas of the unit. On the day of the inspection, 
no residents were in seclusion. The clinical file of one 
detained patient in the male admissions area, who had 
been placed in seclusion recently, was reviewed and was 
in order. The orders for seclusion and ending seclusion 
were documented. No documentation was evident of 
discussion with the next of kin. The seclusion register 
was in order. Since 1 November 2006, 29 episodes of 
seclusion had been recorded. The white sheets had been 
transferred to the residents’ files. A policy on the use of 
seclusion was effective from 3 August 2007 and was due 
for review in August 2010.

COMPLIANT YES      3 NO

ECT

The approved centre had an ECT suite that was in order 
and met the requirements of the Rules. The service had 
a named consultant psychiatrist and a named nurse 
with responsibility for ECT. It was reported that nursing 
staff had regular training updates in cardio-pulmonary 
resuscitation (CPR). Thirteen residents had received 

ECT since 1 November 2006 (twelve females and one 
male), one of whom was detained. The clinical file of 
the detained patient, who had received ECT without 
consent, was examined. The patient had refused to give 
consent. Evidence was documented that the correct 
procedure had been followed and that the MHC had 
been informed. Form 16 had been completed and was 
present in the patient’s clinical file. Documentation in the 
patient’s clinical file was in order as per Rule 12. The ECT 
register was reviewed. It recorded all 13 ECT treatments 
for voluntary patients and outpatients. It was brought to 
the attention of the CNM1, who was accompanying the 
Inspectorate during the inspection, that the requirement 
under the Rules was that only the names and details 
of detained patients in receipt of a programme of 
ECT required entry into the register. The service had 
developed a newly updated information pack, which 
included information on ECT for both residents and 
outpatients, a consent form, pre-ECT medical checklist, 
a pre-ECT and a post-ECT nursing checklist, physical/
anaesthetic assessment prior to ECT, consent to 
anaesthesia by the patient to each individual treatment, 
and an ECT record. A policy on ECT was effective from 
November 2007 and was due for review in May 2008.

COMPLIANT YES      3 NO

MECHANICAL RESTRAINT

Mechanical restraint was not used on the unit.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR

Mechanical restraint for enduring self-harm behaviour 
was not used on the unit. 
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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 clinical file of one resident who had been physically 
restrained was examined. The physical restraint register 
was examined. The white copy from the register was 
stored in the clinical file as required. The documentation 
required by this Code of Practice was recorded in the 
clinical file. The next of kin had been contacted and 
this was documented in the clinical file. It was reported 
that a five-day training course in control and restraint 
was offered every five years to nursing staff and a 
two-day training course in breakaway techniques was 
offered every two years. It was reported that a register 
of this training was maintained in the Assistant Director 
of Nursing’s office and was not examined by the 
Inspectorate. A policy on physical restraint was effective 
from October 2007 and was due for review in  
October 2008.

COMPLIANT YES      3 NO

ADMISSION OF CHILDREN

Eleven children had been admitted to the unit since 
1 November 2006. The clinical file of one detained 
patient was examined. All elements of treatment, as 
documented within the clinical file, were appropriate. 
The centre did not comply with Section 2.5 of the 
Code of Practice Relating to Admission of Children. The 
approved centre had a policy not to admit children that 
was implemented in November 2007 and was due for 
review in November 2010.

COMPLIANT YES      NO      3

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

The clinical files of two detained patients, who had 
been admitted for longer than a period of three months, 
were examined. One patient had been unwilling and 
and the other patient unable to give written consent 
to the continued administration of medication. The 
clinical files showed evidence of documentation by the 
treating consultant psychiatrist and the authorisation for 
the continued administration of medicine by another 
consultant psychiatrist. The completed Form 17 was 
completed in both cases showing that authorisation for 
the continued administration of medicine by another 
consultant psychiatrist had occurred. 

COMPLIANT YES      3 NO
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APPROVED CENTRE DEPARTMENT OF 
PSYCHIATRY, ST. LUKE'S 
HOSPITAL, KILKENNY

UNITS INSPECTED ACUTE
SUB-ACUTE UNIT

DATE OF INSPECTION 5 JUNE 2007

NUMBER OF BEDS 44 INTEGRATED
19 ACUTE
25 SUB-ACUTE

TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

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

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

1.1  DESCRIPTION

The Department of Psychiatry was a single-story 
purpose-built building located in St. Luke’s General 
Hospital in Kilkenny. It had two interconnecting units – 
an acute unit which had 19 beds including three high 
dependency beds and was always locked, and a sub-
acute unit which had 25 beds. These were all integrated. 
The unit generally ran at 60 per cent capacity. On the 

day of the inspection there were 5 detained patients in 
total. There were 20 residents in the sub-acute unit and 
17 in the acute unit. There had been one admission of a 
child since 1 November 2006.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

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

	 Outcome: Multidisciplinary team care plans had not 
been introduced. Some of the catchment teams had 
made some progress in developing a recording sheet 
for the multidisciplinary team meetings. Following the 
inspection visit, the service reported that a working 
group had been established to develop a suitable 
multidisciplinary care plan.

2.  Update and write policies on seclusion, mechanical 
restraint and physical restraint in line with best practice.

	 Outcome:	This had been done.

3.  Provide an improved ventilation system where 
needed on the ward.

 Outcome:	This had been partially achieved in that 
windows were now opening out. The skylights in 
the roof cannot be opened. The seclusion room 
window now can be opened. The dining room can get 
very hot. Following the inspection visit, the service 
reported that quotations had been received on the 
installation of an air conditioning unit to the dining 
area and funding was being sought.

4.  A systemised approach to risk assessment should be 
implemented leading to risk management plans.

	 Outcome:	There had been no progress on this 
recommendation. Following the inspection visit, the 
service reported that a multidisciplinary working group 
had been established to identify a risk assessment 
tool appropriate to the needs of the unit

DEPARTMENT OF PSYCHIATRY,  
ST. LUKE’S HOSPITAL, KILKENNY
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5.  A multidisciplinary working group should be 
established to review the current documentation 
practices regarding prescriptions.

	 Outcome:	The local policy multidisciplinary group had 
addressed this issue. A new system for prescription 
documentation had been piloted and was being introduced. 

6.  The roles and responsibilities of the clinical nurse 
specialists should be clarified.

	 Outcome: Clinical nurse specialist were no longer 
required to deputise on the unit and have had their 
roles and responsibilities described.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

There were five community-based mental health teams 
and two specialty teams, psychiatry of later life and 
rehabilitation, which admitted to the unit.

Table 1: Multidisciplinary team staffing June ‘07

Staff member Number (whole-time-
equivalent)

Consultant psychiatrist 7
Psychologist 4
Social worker 4
Occupational therapist 4

Family therapist 4

Addiction counsellor 4

Nurse counsellor 3

CMHN 8
NCHD 12

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

There were separate medical, nursing and occupational 
therapy care plans and separate medical and nursing 
notes. Some of the sector teams had introduced a 

Multidisciplinary Team Recording Sheet for Clients Progress 
Plan which recorded the team members involved in client 
reviews, the MDT care plan and progress. There was 
space for the key-worker and client to sign. The approved 
centre must provide an individual care plan according 
to the Regulations and this must be recorded in a single 
composite set of notes. Since the inspection, the service 
reported that a working group had been established to 
develop suitable individual care plans.

1.5  THERAPEUTIC ACTIVITIES

There was an occupational therapy area located on the 
sub-acute unit that catered for all residents. Residents 
were referred to the programme by the MDT as part of 
their care plan and were assessed by the occupational 
therapist prior to commencing the programme. The 
area was staffed by an occupational therapist and two 
clinical nurse specialists. The occupational therapist and 
each clinical nurse specialist did individual work. There 
was also a 10-week group programme that focused on 
life skills. There was an informal evaluation after each 
group with the residents. Every six weeks there was a 
formal audit undertaken with residents. The focus of 
the group programme was planned on a weekly basis 
depending on the needs of the residents attending. 
Verbal feedback was given to nursing staff on the units 
on a daily basis about residents who attended the 
programme. The occupational therapist kept written 
records in the occupational therapist area and the clinical 
nurse specialist wrote into the residents’ clinical files. The 
clinical nurse specialist also provided a programme most 
weekends and the area was open at weekends for use 
by residents and other staff. A family consultation service 
had been introduced for each new admission which 
covered family views of hospitalisation, its context and 
impact and expectations and hopes for the future.

1.6 ENVIRONMENT AND FACILITIES

The main entrance to the acute and sub-acute units was 
through a reception area that housed a waiting room, 
interview and clinical rooms, a receptionist area and 
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an administrative office. There was a library for staff 
and residents which had internet and email access. The 
acute unit was accessed using a swipe card for staff or 
using an intercom for others. The sub-acute unit was 
accessed directly from the reception area. The premises 
were in good decorative order and parts of the acute 
unit had been recently refurbished. There were a mix 
of bedroom configurations and toilets, showers and 
bathrooms. The bedrooms, toilets and showers were 
segregated according to gender. The dining room was 
shared between the two units. There was a spacious 
and private enclosed garden that residents used for 
relaxation, recreation and gardening. There was no direct 
access to the garden area from either unit. There were 
a number of clinical /interview rooms on the units. 
The nurses’ station had an office behind it for privacy 
and confidentiality. Adjacent to the nurses’ station in 
the acute unit there was a 3-bed area that could be 
separated from the rest of the unit to provide a high 
observation facility if necessary.

1.7  INTERVIEWS WITH RESIDENTS

Residents interviewed expressed their satisfaction with 
the service, which they compared favourably to other 
services. In particular, they were pleased with the 
frequency of their meetings with the clinical team and 
confirmed that a consultancy service for first admissions 
had been provided.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  A Multidisciplinary Team Recording Sheet for Clients 
Progress Plan had been introduced in some of the 
sector teams.

2.  Both local policy groups and a regional policy group 
had been established. The regional group had 
prepared draft documentation, including policies for 
the HSE South that related to the Regulations. This 
documentation had been distributed to all Clinical 
Directors, Directors of Nursing and Hospital Managers 
for feedback. The feedback was scheduled for review 

by the regional group the day after the inspection 
took place.

3.  A consultancy services for all first admissions to 
the service had been commenced. This involved a 
meeting with family and next of kin with consent and 
facilitated the provision of information, education and 
obtaining collateral history.

4.  A temporary consultant psychiatrist had been appointed 
to provide rehabilitation in Carlow and Kilkenny.

5.  The centre had developed a checklist for staff to use 
during seclusion and had devised an information 
booklet titled Information for Clients and Families on 
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 must have individual care plans as 
defined in the Regulations. The Inspectorate suggested 
to the senior management team that this could 
be progressed by a MDT working group that would 
facilitate the involvement of all disciplines in the roll-
out of this requirement. Since the inspection, a working 
group had been established to progress this.

2.  The registers for seclusion and restraint must be 
completed in full, originals filed in clinical files, copies 
left in the register and the relevant records entered in 
the clinical file. The draft policies on physical restraint 
refer to seclusion and mechanical restraint and need 
to be amended.

3.  Physical reviews of general health must be completed 
as required, or at least not less often than every six 
months. Following the inspection visit, the service 
reported that a template had been devised and 
introduced to monitor each individual to ensure that 
they receive a physical examination/mental health 
assessment every six months. This template also 
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monitors breast checks, cervical smears, and prostate-
specific antigen (PSA) tests annually.

4.  Direct access to enclosed garden from both units 
should be considered.

5.  The signage for CCTV must be more prominent, 
specifically around the seclusion room. Following 
the inspection visit the service reported that this had 
been done.

6.  ECT Rules must be complied with as specified 
below. In particular, consent to anaesthesia must 
be documented by the anaesthetist. Following the 
inspection visit, the service reported that issues 
regarding the consent form had been addressed.

7.  A systematised approach to risk assessment should 
be implemented leading to risk management plans. 
Following the inspection, the service reported that 
a clinical governance group had been established 
to meet every three months with the Clinical Risk 
Manager to review incidents.

8.  The approved centre must have policies relating to the 
admission of children. Following the inspection, the 
service reported that the requirement of an admissions 
policy for children, pending the provision of interim 
dedicated beds in St. Stephen’s Hospital, Cork, had been 
referred to the local policy group for consideration.

 

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 5 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 the senior management team, the CNM3, relevant 
documentation gathered on the day of the inspection and 
photographic evidence. On the day of the inspection, the 
policies were in draft form. Following the inspection, the 
approved centre sent documentation to the Inspectorate 
indicating that these had been signed off by the senior 
management team and had been implemented.

Article 4: Identification of Residents

A policy had been developed. Name wristbands were in 
use and photograph IDs were used for care of the elderly.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

Filtered and bottled water was available to the residents. 
Menus were prepared by the catering officer and rotated 
 
on a three-week cycle. There was a choice of items for 
lunch and at teatime. Tea and sandwiches were provided 
at 2100h. The kitchen was Hazard Analysis Critical 
Control Points (HACCP) compliant.

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

This was not inspected on the day. Following the 
inspection, information and evidence demonstrating 
compliance was sent to the Inspectorate.

COMPLIANT YES      3 NO

Article 7: Clothing

Where the resident did not have adequate income to 
provide their own personal clothing, the HSE provided 
funding to allow the resident to select clothing at a local 
drapery store. There was a policy on residents who were 
prescribed to wear night clothes by day. In one of the 
clinical files reviewed, a resident was prescribed nursing 
in night clothes by the consultant and this was recorded 
in the care plan.

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

There were written operational policies and procedures 
on personal property and possessions in place – the HSE’s 
Private Property Interim Guidelines, March 2006. There 
was a record of each resident’s personal property and 
possessions in a separate file.

COMPLIANT YES      3 NO

Article 9: Recreational Activities

Residents had access to a full range of activities. There 
was a life skills programme which was provided over 
a 12-week schedule by an occupational therapist and 
clinical nurse specialists. This programme incorporated 
twice daily relaxation sessions and twice weekly art and 
craft sessions. The department had access to transport 
which allowed regular community trips for residents to 
assist socialisation and confidence building.

COMPLIANT YES      3 NO

Article 10: Religion

A chaplaincy service was available to the department. 
There was an oratory in the hospital. Mass was held on 
the unit every week for the hospital. Religious beliefs 
were respected by staff and included in policy on care of 
the dying.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

Visitors were encouraged and a relatively open visiting 
policy existed. Visiting times were from 1400h to 1700h 
and from 1830h to 2100h. Apart from visiting in the 
bedrooms, visitors used designated areas, for example 
the quiet room, the training room or the enclosed 
garden, to ensure privacy where appropriate. Visitors’ 
and residents’ safety was ensured through compliance 
with health and safety legislation and provision of a safe 
environment. Visits by children could take place off the 
unit, unless deemed to be risky, in which case special 
provision needed to be made. Written policies and 
procedures had been developed.

COMPLIANT YES      3 NO

Article 12 (1–4): Communication

Residents were free to communicate at all times 
unless the Clinical Director or a senior staff member 
designated by the Clinical Director determined that the 
communication might result in harm to the resident 
or others. There were policies and procedures on 
communication in place. There were public phones and 
cordless phones for privacy. Email and fax access was 
available in the library on request. Residents had use of 
mail facilities. There was a policy on removing mobile 
phones in the acute unit.

COMPLIANT YES      3 NO
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Article 13: Searches

The centre was Regulation compliant. A consent form 
was used where searches were conducted. There was a 
policy in place.

COMPLIANT YES      3 NO

Article 14 (1–5): Care of the Dying

A policy on care of the dying was available which had 
been amended to cover all aspects specified in this 
Regulation. The centre was compliant with all aspects of 
this Regulation.

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

Multidisciplinary care plans were not in use. A 
Multidisciplinary Team Recording Sheet for Clients 
Progress Plan had been introduced in some sectors. 
There was a nursing care plan for each resident. Since 
the inspection, a working group had been established to 
develop a suitable care plan.

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

Each resident had access to a range of therapeutic 
services and programme.

COMPLIANT YES      3 NO

Article 17: Children’s Education

This was an adult service and there were plans to develop 
an appropriate child service for the region. One child had 
been admitted since introduction of the Mental Health 
Act. When necessary educational requirements of children 

were met by accessing appropriate educational resources 
through the Department of Education and Science

COMPLIANT YES      3 NO

Article 18: Transfer of Residents

Policies were in place and arrangements were made 
for full relevant information to be made available for 
residents transferred from the approved centre. 

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

Adequate arrangements were in place for access by 
residents to general health services and for their referral 
to other health services as required. There were written 
operational policies and procedures for responding 
to medical emergencies. Not all of the residents had 
received a general physical review within the time 
frame specified in the Regulations. Following the 
inspection visit, the service reported that a template had 
been devised and introduced to monitor each individual 
to ensure that they receive a physical examination 
and mental health assessment every six months. This 
template also monitors breast checks, cervical smears, 
and prostate-specific antigen (PSA) tests annually.

COMPLIANT YES      NO      3

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

There was a detailed booklet titled Information for 
Patients and Families which was given at admission. 
There were also a number of noticeboards on the units 
that showed the resident’s MDT, the primary nurse and 
information about voluntary and advocacy agencies. 
A family consultation service had been introduced. 
Information on the resident’s diagnosis was provided 
verbally at the ward rounds. In addition leaflets on 
medication were provided. There was a policy in relation 



150 | Mental Health Commission Annual Report 2007

BOOK 4 – HSE SOUTH

to the provision of information to residents. The Irish 
Advocacy Network visit once a week and a group 
discussion was facilitated with the clinical nurse specialist.

COMPLIANT YES      3 NO

Article 21: Privacy

The unit was not overlooked. There was one 6-bed, two 
4-bed and five single bedrooms on the acute unit. In 
addition there was a second 6-bed area in the sub-acute 
unit. The single rooms had en suite facilities. The beds in 
the dormitory-style rooms all had curtains around them. 
There were segregated male and female toilets which 
were lockable and shower rooms. 

COMPLIANT YES      3 NO

Article 22: Premises

The premises were clean and in good decorative order 
and were bright and spacious. Staff reported that repairs 
are generally carried out quickly. The fixed windows had 
been opened and the ventilation was being addressed.

COMPLIANT YES      3 NO

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

There was a HSE-wide policy in place on ordering, 
prescribing, storing and administration of medicines.

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

Health and safety policies and procedures were available 
in each unit and were regularly reviewed. Guidelines 
were available on investigation of accidents, incidents 

and near misses. Training on the Health and Safety at 
Work Act was provided in April 2007.

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television (CCTV)

CCTV was in use in the seclusion room, the reception area 
and the external perimeter of the unit. The monitors were in 
the high observation area. There was a sign at the front door 
of the unit indicating its use. There were no signs around 
the seclusion room indicating that CCTV was in use in the 
seclusion room. The images from the CCTV in the seclusion 
room were not recorded or transmitted elsewhere. Following 
the inspection visit, the service reported that additional 
signage had been displayed in the seclusion bay areas.

COMPLIANT YES      3 NO

Article 26: Staffing

There were written policies and procedures in place for the 
recruitment, selection and vetting of staff and the number of 
staff and skill mix of staff provided were in accordance with 
the needs of the residents. There was a CNM3 for the unit. 
At night there was one CNM2 covering both units. If there 
were two nursing students they were rostered to replace 
a trained nurse. In addition there were two clinical nurse 
specialists based on the unit and an occupational therapist.

Table 2: Unit staff levels
Acute Area

Staff Member Day 
(0800h to 1700h)

Night

CNM2 2
Staff nurse 3 3

Sub-acute Area

Staff Member Day 
(0800h to 1700h)

Night

CNM2 1
Staff nurse 3 2
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Training was being rolled out to all staff on the 
provisions under the Rules and Regulations. All staff sign 
that they have read a copy of the Act, Regulations, Rules 
and Codes of Practice.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

The clinical files reviewed were in good order and 
were up to date. The files were kept in a locked filing 
cabinet at the nurses’ station which was also locked. 
Records were kept in the Department of Psychiatry 
for two to three months. The medical records were 
kept in St. Luke’s Hospital and the outpatient notes 
were stored in St. Canice’s Hospital. The Inspectorate 
requested a number of files from medical records and 
these were easily retrieved. There were policies for 
access and retention of records but not for maintenance 
or destruction of records. Following the inspection, the 
service reported that the outstanding policies would 
be referred back to the regional policy committee for 
deliberation.

COMPLIANT YES      NO      3

Article 28: Register of Residents

The register of residents did not contain all the 
information specified in Schedule 1 of the Regulations. 
Following the inspection, the service reported that the 
computerised register of residents had been updated to 
include the relevant information in Schedule 1.

COMPLIANT YES      3 NO

Article 29: Operating Policies and Procedures

All written operational policies and procedures were being 
reviewed at the time of inspection. The approved centre did 
not have the full set of policies and procedures required by 
the Regulations. The statement on operating policies and 
procedures was not localised for the centre.

COMPLIANT YES      3 NO

Article 30: Mental Health Tribunals

A number of mental health tribunals had been held in 
the centre.and patients had been facilitated to attend 
with staff when necessary. There was a tribunal room.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

The HSE complaints procedure was displayed 
prominently in the acute and sub-acute units. The 
information booklet for residents and families also 
described the complaints procedure.

COMPLIANT YES      3 NO

Article 32: Risk Management Procedures

There was a regional risk management policy. This 
risk management policy needed to be applied to the 
approved centre separate to the safety statement and 
operational procedures developed including clinical risk 
assessment. The precautions in place to control the 
specified risk of suicide and self-harm needed to be 
included in the risk management policy. There were 
accident investigation procedures and arrangements for 
responding to emergencies. There was no system in 
place for learning from serious incidents. Subsequent to 
the inspection visit, the service reported the following:

• An absence without leave policy had been developed 
and implemented.

• The policy on suicide and self-harm was included in 
the care of the dying policy.

• With regard to assaults, a general risk assessment form was 
completed and maintained in the safety statement folder.

• Guidelines and procedures were in place for dealing 
with accidents, incidents and near misses; incident 
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report forms for the reporting of incidents to the MHC 
were available in the hospital.

• A standardised set of incident reporting forms for the 
HSE and its insurers were available on each ward to 
report incidents relating to residents, public or staff.

• A working group was being established to work on a 
clinical risk assessment tool.

• A clinical governance group had been established.
• Arrangements were made by the management team 

to hold three monthly meetings with the Clinical Risk 
Manager to review incidents relating to the service.

COMPLIANT YES      NO      3

Article 33: Insurance

The HSE corporate offices in Naas processed the 
insurance for this centre. 

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The certificate was displayed in the reception area which 
was located between the acute and sub-acute units.

COMPLIANT YES      3 NO

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

SECLUSION

There was a seclusion area in the acute unit. The seclusion 
room had air conditioning, mechanical blinds that were 
operated from outside the room, a CCTV camera and an 
intercom. There was a toilet and shower that was accessed 
directly from the seclusion room. The room was finished 

to a high standard but was in need of contract cleaning. 
The area was recently repainted and staff reported that the 
clock had not been replaced on the wall. Signage indicating 
the use of CCTV in the seclusion area was necessary. The 
seclusion register and a number of relevant clinical files 
were reviewed on the two units. The clinical files were up 
to date and clearly documented the actions of medical and 
nursing staff including informing the registrar, the consultant, 
the resident and next of kin, where appropriate, as outlined 
in the Rules for Seclusion. A number of the records in the 
seclusion register had not been signed by the consultants. 
The approved centre had introduced a checklist for staff in the 
event of seclusion and a seclusion care plan, and had devised 
a leaflet with the title Information for Clients and Families 
on Seclusion. Following the inspection, the service reported 
that the clock had been refitted and issues highlighted 
by the Inspectorate related to cleaning and signage had 
been addressed. The issue of records not being signed by 
consultants was to be addressed by the Clinical Director.

COMPLIANT YES      NO      3

ECT

The ECT suite was located off the acute unit. It had a waiting 
area, a treatment room and a recovery room. There was a 
dedicated ECT consultant and nurse. There was a dedicated 
anaesthetist who attended from the general hospital. ECT 
had been given to a number of patients since November 
2007. There was no record of consent to anaesthesia. The 
MHC consent form for ECT was in use but the anaesthetist 
responsible was not completing this. It was reported that the 
anaesthetist is devising a specific consent form. Following 
the inspection, the service reported that the consent form 
had been completed. There was full compliance with 
Rules on prescription, assessment and administration of 
anaesthesia and ECT. All patients had specified blood tests, 
ECG and chest X-ray prior to treatment. ECT was reported as 
never being administered to high risk patients. The ECT suite 
was satisfactory. There was no means for measuring end-
tidal carbon dioxide and there was no protocol regarding the 
use of dantrolene and its storage. Following inspection the 
service reported that they were in the process of upgrading 
their monitoring system to incorporate end-tidal carbon 
dioxide and that quotations and funding had been sought to 
allow this equipment to be upgraded. There was a protocol 
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regarding the use of dantrolene and the decision of the 
anaesthetist was that it should be stored in the theatre of St. 
Luke’s General Hospital.

COMPLIANT YES      NO      3

MECHANICAL RESTRAINT

Mechanical restraint was not used. There was a policy. 
Each approved centre must have a written policy in 
relation to the mechanical means of bodily restraint, 
including the provision of information to the patient.

COMPLIANT YES      3 NO

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

PHYSICAL RESTRAINT

Physical restraint was being used in the approved centre and 
was inspected on the acute area. In relation to the orders 
for restraint, there was evidence that this was noted in the 
residents’ clinical files. There was no evidence in the file 
that the NCHD informed the consultant psychiatrist when 
physical restraint had been initiated. Some of the clinical 
files did not document that the reason and likely duration 
of the restraint had been explained to the resident or next 
of kin as appropriate. There were policies and procedures 
in relation to physical restraint. Sections 5.12 and 8.1 
referred to mechanical means of bodily restraint instead 
of physical means. The clinical practice form book was 
reviewed and this had not been completed on all occasions 
by the consultant psychiatrist. Following the inspection, 
the service reported that the Clinical Director would advise 
the NCHDs to inform the consultant psychiatrists of any 
incidents of physical restraint. A checklist had been devised 
to ensure that the resident will be informed of the reason 
and likely duration of restraint and that the next of kin is also 
informed. All consultant staff were advised of the necessity 

to complete the clinical practice form book in relation to 
physical restraint.

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

On the day of the inspection, one voluntary admission 
of a child had taken place. The approved centre did not 
comply with section 2.5 of this Code. It was an adult 
hospital and not suitable for the admission of children. 
The local policy group had been asked to develop a 
policy on admission of children pending the planned 
opening of interim beds in Cork.

COMPLIANT YES      NO      3
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APPROVED CENTRE ST. CANICE'S HOSPITAL
UNITS INSPECTED ST. LUKE'S WARD

ST. GABRIEL’S WARD
DATE OF INSPECTION 6 JUNE 2007
NUMBER OF BEDS ST. LUKE'S WARD: 30

ST. GABRIEL’S WARD: 24
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

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. Canice’s Hospital, Kilkenny, had two wards dedicated 
to mental health, St. Luke’s Ward and St. Gabriel’s ward. 
A number of clinical and management services for the 
local health office region were delivered from the main 
campus. On the day of the inspection, there were 23 
residents in St. Gabriel’s Ward. In St. Luke’s Ward there 
were 30 residents.

St. Gabriel’s Ward: This was a 24-bed integrated unit 
providing continuing care. It was under the clinical 
direction of the psychiatry of later life team. On the day 
of the inspection, there were two residents detained 
under the Mental Health Act.

St. Luke’s Ward:	This was a 30-bed integrated unit 
located in the grounds of St. Canice’s Hospital. The 
function of the unit was to provide continuing care. The 
Inspectorate was informed that it was under the care 
of the consultant psychiatrist for rehabilitation. It was 
an open unit; on the day of the inspection all of the 
residents were Voluntary status. 

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

St. Gabriel’s Ward 

1.  A full multidisciplinary team needs to be appointed to 
the psychiatry of later life team. 

	 Outcome:	There was some improvement in the 
staffing of this team, an occupational therapist had 
been appointed full-time to the team. There were two 
community mental health nurses, one NCHD and one 
Assistant Director of Nursing. The team could refer to 
social work and clinical psychology staff based on the 
general adult teams.

St. Luke’s Ward

1.  The unit should come under the psychiatry of later life 
team, which should be fully staffed. 

	 Outcome: It was unclear to the Inspectorate on the 
day of the inspection as to who was the clinical leader 
for this ward. Since the inspection it was reported by 
the registered proprietor in writing that the residents 
were under the care of the rehabilitation team. 

2.  The day hospital should be opened as soon as 
possible. 

	 Outcome:	The psychiatry of later life day hospital 
remains closed. It was reported that funding had been 
sought.

3.  There should be multidisciplinary team care planning. 

ST. CANICE’S HOSPITAL
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	 Outcome: There has been no change on this 
recommendation. It was reported that a working 
group had been established to develop an appropriate 
multidisciplinary care plan.

4.  There is a need for clear policies and documentation 
on mechanical restraint. 

	 Outcome: Since the last inspection, the Rules governing 
the use of mechanical restraint have been implemented. 
There was no policy on mechanical restraint made 
available to the Inspectorate. A policy was received after 
on inspection. It was dated July 2007. 

5.  There should be a full psychiatric and physical review 
of each resident every six months. 

	 Outcome: During the inspection the files were 
reviewed. All residents had received regular mental 
health reviews. However, not all residents had 
received six-monthly physical reviews.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

St. Gabriel’s Ward:	There was a weekly sector team 
meeting on Wednesday am and there was a ward round 
every Friday. The NCHD attended two to three times 
weekly or as required. There were no multidisciplinary 
care plans. There was nursing care plans and a medical 
treatment plan. The nursing care plans are updated 
monthly with progress reports written weekly. 

St. Luke’s Ward: This was under the care of the 
consultant psychiatrist for rehabilitation, this was a 
new appointment. There was a weekly ward round 
every Thursday. Six-monthly physical and psychiatric 
examinations were completed. The NCHD attended the 
ward as required and when requested. There was no 
other multidisciplinary team input into the ward. 

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

There were no individual care plans as defined in the 
Regulations. There is a single case file, with nursing care 
plans and medical treatment plans. Since the inspection 
it was reported by the registered proprietor that a 
working group had been established to develop an 
appropriate multidisciplinary care plan.

1.5  THERAPEUTIC ACTIVITIES

St. Gabriel’s Ward:	The occupational therapist had begun 
assessing all of the residents within St. Gabriel’s Ward. An 
initial programme had been designed and commenced 
in the ward, this included activities and hobbies that are 
relevant and appropriate for the residents. 

St. Luke’s Ward:	A number of residents attended 
industrial therapy off the ward during the day; there was 
no structured programme on the ward on a daily basis. 
A number of external staff attended the ward these 
included the physiotherapist, aromatherapist, chiropodist 
and hairdresser. The residents were referred individually 
to these disciplines.

1.6  ENVIRONMENT AND FACILITIES

St. Gabriel’s Ward: This was a locked single-storey 
building in the grounds of St. Canice’s Hospital. The 
building had been opened for one year. A number of 
ongoing structural problems resulted in difficulties for 
the nursing staff and the residents. These included 
holes in the walls as a result of pressure from the beds, 
shower chairs coming off the walls in the bathrooms 
and a toilet bowl that had become dislodged, from 
the floor. All requests for maintenance improvements 
had been sent back to the original builder. There was 
no time frame or maintenance plan in place as to 
when these will be addressed. St. Gabriel’s Ward had 
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a number of problems with the kitchen area opening 
onto the day area. Since the inspection, the Inspectorate 
received a copy of correspondence from the Principal 
Environmental Health Officer outlining what needs to be 
put in place for food safety. 

St. Luke’s Ward:	This is located in the single-storey 
building and has capacity for 30 residents. There are 
three single rooms and the other rooms are configured 
in larger four beds, six beds and eight beds areas. One 
of the bedrooms did not have a smoke alarm. Since 
the inspection, the registered proprietor reported that a 
smoke detector had been fitted.

1.7  INTERVIEWS WITH RESIDENTS

A number of residents were spoken to informally during 
the inspection process. No resident asked to speak to the 
Inspectorate individually. 

1.8  GOOD PRACTICE DEVELOPMENTS:

1.  An occupational therapist was appointed to the 
psychiatry of later life team. 

2.  It was reported that two sessions a week would be 
provided to St. Lukes’ Ward from July 2007. 

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

1.  The orders for mechanical restraint must be written in 
accordance with Part 5 Section 21.4 of the Rules. The 
orders must be reviewed regularly. 

2.  The issue of responsibility for the maintenance 
work in St. Gabriel’s Ward must be sorted out so 
that necessary remedial work can be undertaken 
and the environment for the residents restored. At 
present, staff are reporting faults and repairs to the 
maintenance department who are referring these on 
to the builder. However to date no remedial action 
has been taken. It is likely that the situation will get 
worse over the next while as the ward is ordering a 
number of new beds that will continue to put holes in 
the walls unless a solution is found.

3.  Multidisciplinary care plans must be introduced.

4.  Regular six-monthly physical reviews should beare 
carried out.

 
PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 6 JUNE 2007

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

This part of the report was completed using a number 
of evidence bases: including a self-assessment report 
completed by the service and submitted to the MHC 
Quality and Standards Division prior to the inspection 
date and photographic evidence taken on the day. 
Interviews were held with clinical nurse managers on 
the ward and other relevant personnel on the day of the 
inspection. St. Gabriel’s Ward and St. Luke’s Ward were 
inspected for compliance with the Regulations.
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Article 4: Identification of Residents

All residents are long stay within both wards and are 
well known to staff. Two registered psychiatric nurses 
administered medication on both wards.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

All food is prepared off site and transported to the ward. 
Each ward had a kitchen from which food is prepared, 
plated and served to the residents. There was access to 
a large variety of diets. Each ward had access to make a 
referral to the dietician and speech and language therapist 
in relation to preparing diets appropriate to the residents. 

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. It was reported to 
the Inspectorate that the Health Inspector had been in 
St. Gabriel’s Ward and was not fully satisfied with the 
location of the kitchen in relation to the main sitting 
area. Since then the Inspectorate have received a copy of 
correspondence from the Principal Environmental Health 
Officer outlining what needs to be put in place. There 
was no time frame included.

COMPLIANT YES      NO      3

Article 7: Clothing

Residents had their own clothes, all clothes were labeled 
and a listing was taken of all clothes for each resident. 
Every effort was made that all residents wear their day 
clothes during the day. There was a policy on wearing 
of night clothes during the day by the HSE South Mental 
Health Services. It was in draft form and not signed by 
the service. Since the inspection, the policy has been 

signed. Families are encouraged to help out with laundry 
on St. Gabriel’s Ward.

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

On St. Gabriel’s Ward, residents had all their property 
and possessions logged in a book that was maintained 
in the office. There was a locked area where valuables 
were kept. Within the laundry area, each resident had 
a separate cupboard to keep their personal clothing. 
Residents also had a locked wardrobe beside their 
beds. The registered proprietor was using the national 
interim guidelines dated March 2006 for patient’s private 
property (long stay charges). They were in guideline 
form on the day of the inspection and had not been 
signed or localised to St. Canice’s Hospital. Since the 
inspection, the registered proprietor has reported that 
the national interim guidelines have been signed. 

COMPLIANT YES      NO      3

Article 9: Recreational Activities

Both wards offered similar access and provision of 
recreational activities. These included TV, radio, games, 
gardening and outings. Each ward had access to a 
minibus. A number of residents in St. Gabriel’s Ward 
attended day centres off site, two residents attended 
industrial therapy on the grounds of St. Canice’s Hospital.

COMPLIANT YES      3 NO

Article 10: Religion

There was mass available every second week on St. 
Gabriel’s Ward. The local Roman Catholic parish priest 
attended the ward as requested and also on a regular 
basis. All the residents on the day of the inspection on 
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both wards were Roman Catholic and their religious 
needs were being met. 

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

On both wards the nursing staff encouraged and 
welcomed visitors and also encouraged visitors to take 
residents off the ward or on weekend leave. There 
were no defined times for visiting. There was a small 
visitors room in St. Gabriel’s Ward but visitors also used 
the garden area during the Summer or the day room. 
The HSE South Mental Health Services have developed 
a generic policy on visits. This is in draft form, it is yet 
to be localised for St. Canice’s Hospital and signed off by 
the management team and the registered proprieter. 
Since the inspection this has now been completed. The 
policy is dated 2007, with a review date of 2010.

COMPLIANT YES      3 NO

Article 12 (1–4): Communication

The registered proprietor had developed a policy on 
communication that covered the HSE South Mental Health 
Services. It was in draft form and had not been signed 
off by the management team for St. Canice’s Hospital or 
the registered proprieter. It did not detail local procedures 
within the hospital. Since the inspection, this has now 
been completed. The policy is dated 2007 with a review 
date of 2010. It was reported by staff on the day of the 
inspection that all residents receive mail directly and 
unopened. Residents can access the ward phone as 
required and are encouraged to phone relatives. 

COMPLIANT YES      3 NO

Article 13: Searches

The HSE South Mental Health Services have a draft policy 
on searches to be used across the entire region. On the 
day of the inspection, this was in draft form. It remained 
unsigned by the management team for St. Canice’s 

Hospital and was not in use on the ward. The nursing 
staff on both St. Luke’s Ward and St. Gabriel’s Ward 
reported that searches were not carried out on the ward. 
There was no record on either ward of any searches that 
have been conducted. Since the inspection the registered 
proprietor has reported in writing that this policy is not 
relevant to St. Cancice’s Hospital.

COMPLIANT YES      3 NO

Article 14 (1–5): Care of the Dying:

The registered proprietor had a HSE South Mental Health 
Services policy on care of the dying and also on a sudden or 
unexpected death, both in draft form. Since the inspection 
these have now been signed. The policy was dated 2007 
with a review date of 2010. The nursing staff reported 
on the day of the inspection that a resident would be 
transferred to a general hospital in the event of needing 
palliative care. St. Gabriel’s Ward can facilitate a resident to 
die on the ward as it has a single room; there are a number 
of single rooms on St. Luke’s Ward. 

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

There were no individual care plans on either ward. Each 
resident had a nursing care plan and a medical treatment 
plan. It was reported that a working group had been 
established to develop an appropriate MDT care plan.

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes:

On St. Gabriel’s Ward, the occupational therapist had 
initiated a programme for the residents, and each 
resident was undergoing an assessment. The ward staff 
have referred residents to the speech and language 
therapist, dietician, physiotherapist and chiropodist 
as required. All had attended the ward in the recent 
past and referral response times are very quick. In 
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St. Luke’s Ward there is access to an art therapist, 
dietician, chiropodist and physiotherapist. There was 
no occupational therapist input into St. Luke’s Ward and 
there was no input from any other discipline outside of 
medicine and nursing. 

COMPLIANT YES      NO      3

Article 17: Children’s Education

This approved centre did not accept nor is not 
appropriate for the admission of children. 

Article 18: Transfer of Residents

The HSE South Mental Health Services had developed a 
transfer policy, it was in draft form and remains unsigned 
and not operational within St. Canice’s Hospital. The 
transfer policy refers to detained patients only and makes 
no reference to Voluntary patients or residents within the 
wards. Since the inspection these have now been signed 
and amended to include all residents. The policy was 
dated 2007 with a review date of 2010. The nursing staff 
reported that there are transfer forms in operation when 
transferring residents to a general hospital.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

On St. Gabriel’s Ward a log was kept of the physical 
examinations completed. It was noted by the Inspectorate 
that the physical examinations were not up to date and 
within the six-month time frame allowed for by the 
Regulations. The nursing staff reported that the NCHD 
completes all of the physical examinations. All residents 
were offered flu vaccination and a record of this was kept 
on the ward. The medical response/emergency response 
procedure on these wards is to telephone the ambulance 
if the NCHD is not on the campus. 

COMPLIANT YES      NO      3

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

In St. Canice’s Hospital there was no written information 
detailing the resident’s multidisciplinary team or 
other aspects of care required under the regulation. 
All information was given in verbal format regarding 
medication and side effects and only if requested. In St. 
Luke’s Ward, there was a white board, which detailed 
the nursing staff on duty for the day. The Irish Advocacy 
Network did not attend the ward on a regular basis. 
It was noted however, that there was signs detailing 
where that service could be contacted. A number 
of voluntary agencies attended St. Luke’s Ward and 
provided recreational and spiritual input for the residents. 

COMPLIANT YES      NO      3

Article 21: Privacy

Efforts have been made to ensure the privacy and 
dignity of all residents. On St. Gabriel’s Ward, each bed 
had a curtain around it to offer privacy. In St. Luke’s Ward 
space was limited. There was a mixed bedroom area 
that was used at night that opened into the night nurse 
office. A small number of residents have a single room. 

COMPLIANT YES      3 NO

Article 22: Premises

Both wards were located close to each other; they were 
clean bright and well maintained. There were a number 
of problems with the structural aspects within St. Gabriel’s 
Ward. These included the need for additional high-low 
adjustable beds and additional chairs for residents who 
required advanced seating positions. It was reported to the 
Inspectorate that four chairs were due on trial in St. Gabriel’s 
Ward on the 29 June, following an occupational therapy 
assessment. Both wards were wheelchair accessible and 
had wheelchair accessible shower and toilet areas. There 
were outstanding maintenance issues on St. Gabriel’s Ward. 
It was reported to the Inspectorate that the building was 
under guarantee from the builder and that these issues had 
been referred from the maintenance department to the 
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builder. However, it was not clear to the Inspectorate that 
there was a plan or time frame for repair.

COMPLIANT YES      NO      3

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

The HSE South Mental Health Services had a draft policy 
and procedure document on the ordering, prescribing 
and administration of medicines. It was in draft form 
and not operational in St. Canice’s Hospital. On the day 
of the inspection, it was reported all medicines were 
ordered monthly through St. Luke’s General Hospital. 
Prescriptions were written on a card index system and 
were reviewed during the inspection. Some of the 
morning and lunchtime medications on the day of the 
inspection had not been entered on the index system or 
signed by the nurse. This was discussed with staff on the 
day of the inspection. It was reported by the registered 
proprietor that when the card index was examined after 
the inspection no omissions were evident. The hospital 
doctor had not entered one of the prescriptions written 
by a resident’s private GP to the prescription sheet. All 
medicines were stored in a locked trolley, which was 
kept in the office. Other medications were locked in a 
locked press. It is policy on both wards inspected that 
medications were administered by two nurses.

COMPLIANT YES      NO      3

Article 24 (1–2): Health and Safety

St. Canice’s Hospital did not have a health and safety 
statement that met the requirements of the Regulations 
under 24 (1). Staff reported on St. Luke’s Ward that they 
had completed a two-day course in health and safety 
and that they were in the process of writing a health and 
safety statement.

COMPLIANT YES      NO      3

Article 25: Use of Closed Circuit Television (CCTV)

The CCTV was not in use for the purpose of monitoring 
a resident or observing a resident in St. Gabriel’s Ward 
as defined in the Regulations. There were two CCTV 
cameras on the external doors to monitor people 
attending. There was no notice at the door to indicate 
that CCTV was in operation. The system did not record.

Article 26: Staffing

All staff were recruited by the HSE recruitment, selection 
and vetting procedure. On St. Gabriel’s Ward on the day 
of the inspection there were three staff nurses and one 
CMN2. In addition there were two health care assistants 
on duty during the day. At night it was reported that 
two staff nurses were on duty. Visiting staff to the ward 
include consultant psychiatrists, NCHD and occupational 
therapist. Visiting staff by referral included physiotherapist, 
speech and language therapist and chiropodist. There 
were similar staffing levels in St. Luke’s Ward. There was 
an Assistant Director of Nursing on duty at all times for 
the approved centre campus. Nursing staff had access 
to education and training. Most staff reported they had 
training in the Mental Health Act 2001. The amount of 
training that had been received varied between half 
a day, one day and full two days training. Since the 
inspection, it was reported that the training had been 
delivered in modules, and a small number of staff had yet 
to complete all modules and that this training was due to 
be completed within the coming months. It was reported 
that the record of attendance of the Mental Health Act 
training were kept within the Assistant Director of Nursing 
office. Staff were not able to locate and find a copy of the 
Act, Regulations, Codes and Rules relevant to the Act on 
the wards. 

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

In both wards all resident records were kept in a locked 
filing cabinet. There was a procedure in place for the 
creation, access to and retention of records. Old archived 
records were kept on campus site and access was through 
the Assistant Director of Nursing. There were no records 
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on either ward of food safety, health and safety or fire 
inspections. Copies of all inspection reports under 27 (3) 
were submitted since the inspection. Dates were kept of 
when the fire inspections had occurred in the nursing diary. 

COMPLIANT YES      3 NO

Article 28: Register of Residents

There was no register of residents that met the 
requirements of Schedule 1 within this approved 
centre. It was reported since the inspection that the 
computerised register is being updated to include all the 
requirements.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

All policies and procedures relating to the Regulations 
under the Mental Health Act 2001 were in draft form. They 
remained unsigned and were generic to the HSE South 
Mental Health Services. There is a need that all of the 
policies, procedures, protocols, and Regulations required 
under the Mental Health Act be localised to this approved 
centre. This has been completed since the inspection.

COMPLIANT YES      3 NO

Article 30: Mental Health Tribunals

St. Gabriel’s Ward had a number of residents detained 
under the Mental Health Act 2001. All mental health 
tribunals are held off the ward on the main hospital block. 

COMPLIANT YES      3 NO

Article 31: Complaint Procedures 

There were a number of old complaints procedures 
displayed on the wall in St. Luke’s Ward. All complaints 
were dealt with if possible at local level. It was difficult 
to establish who the complaints officer was for the 

approved centre. The HSE South Mental Health Services 
have a detailed policy that reflects the national health 
services policy on complaints systems. There were no 
information leaflets provided to residents or carers on 
how to make a complaint. 

COMPLIANT YES      NO      3

Article 32: Risk Management Procedures

There was no risk management procedure for St. 
Canice’s Hospital available on the day of the inspection. 
No formal clinical risk management assessment is 
completed on each resident. The Inspectorate was 
unable to find policies relating to resident absence 
without leave, suicide and self harm, assault, accidental 
injury to residents or staff. The incident report book 
on St. Luke’s Ward could not be located. A number 
of residents smoked in their bedrooms in St. Luke’s 
Ward and there was no corresponding risk assessment 
completed. Since the inspection, a policy on absence 
without leave was submitted. Guidelines and procedures 
were submitted for dealing with incidents, accidents and 
near misses. It was reported that a working group was 
being established to work on a clinical assessment tool.

COMPLIANT YES      NO      3

Article 33: Insurance

St. Canice’s Hospital was covered under the general 
insurance for the HSE. All records of insurance were 
maintained in HSE headquarters in Naas, Co. Kildare.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The certificate of registration was on display on St. 
Gabriel’s Ward. 

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

SECLUSION

The hospital did not have seclusion facilities and staff 
reported that seclusion was not used.

ECT:

ECT was not administered in the approved centre. 

MECHANICAL RESTRAINT

This was inspected on St. Gabriel’s Ward and St. Luke’s 
Ward. The mechanical restraint register was not available 
on St. Luke’s Ward. Since the inspection it was reported 
that a register had been placed on both wards.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR

During the inspection six files were reviewed. They were 
a mixture of those who were detained and those who 
were Voluntary. In all cases the consultant psychiatrist 
had written an order for mechanical restraint in the 
clinical file. In some cases the type of mechanical 
restraint, or the reason for its use or the duration of 
its usage was not documented. In most cases the 
consultants had recorded that the order should be 
reviewed in three months. There was no evidence that 
these reviews had taken place. In one case the order 
had not been reviewed since July 2006.

COMPLIANT YES      NO      3

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

PHYSICAL RESTRAINT

Staff reported that physical restraint was not used in the 
approved centre.

ADMISSION OF CHILDREN

St. Canice’s Hospital did not accept the admission of 
children. There was no policy on the admission of children.
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APPROVED CENTRE ST. DYMPNA'S HOSPITAL, 
CARLOW

UNITS INSPECTED KELVIN GROVE
ST. PATRICK’S WARD

DATE OF INSPECTION
Follow-up

5 JUNE 2007 AND 6 JUNE 2007
OCTOBER 2007

NUMBER OF BEDS 69 INTEGRATED

TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

St. Dympna’s’s Hospital, Carlow 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. Dympna’s Hospital, Carlow, had four wards. The wards 
were configured as shown in the table below.

Table 1: Wards

Ward Specialty Number of 
residents

Kelvin Grove Intellectual 
Disability

15 Integrated

St. Patrick's Ward Rehabilitation 16 Male
St. Mary's Ward Continuing Care 17 Integrated
St. Anne's Ward Continuing Care 9 Male

Kelvin Grove:	This was an 18-bed unit for people with 
a dual diagnosis of mental illness and an intellectual 
disability. On the day of the inspection, 15 residents 
were admitted and all had Voluntary status under the 
Mental Health Act 2001. The unit was under the clinical 
direction of a named consultant psychiatrist. The door to 
the house was locked at all times.

St. Patrick’s Ward:	This was a rehabilitation and 
continuing care ward, which was under the care of a 
rehabilitation consultant at the time of the inspection 
and was apparently due for closure. The Inspectorate was 
told that a number of residents were being discharged to 
community residences and others to the continuing care 
wards. However the Clinical Director and rehabilitation 
consultant stated that they were unaware of this.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

Kelvin Grove

1.  The plans to relocate the service must be expedited 
as a matter of urgency. Any urgent maintenance 
work must be carried out to ensure that the patient’s 
needs are met.

 Outcome: No progress had been made on this 
recommendation. The Inspectorate was of strong 
conviction that the building was unfit for providing 
care and treatment and that it had deteriorated since 
the last inspection. It was unjustifiable that vulnerable 
residents continued to live in these surroundings. 

2.  The staffing input to the unit must be enhanced to 
include the full membership of a core multidisciplinary 
team. Staff must have experience and expertise in 
working with people with an intellectual disability.

	 Outcome:	No progress had been made on this 
recommendation. No multidisciplinary clinical or 
management team meetings were held in the unit.

ST. DYMPNA’S HOSPITAL, CARLOW



164 | Mental Health Commission Annual Report 2007

BOOK 4 – HSE SOUTH

3.  A therapeutic programme must be initiated by 
appropriately qualified staff to ensure that service 
users needs are met.

	 Outcome: No progress had been made on this 
recommendation. During the inspection, the 
Inspectorate observed a group of residents in a 
locked room unsupervised and exhibiting repetitive 
behaviour without any means of external stimulation. 
No therapeutic programmes were provided. 

4.  While it was reported to the Inspectorate that the CNM2 
has access to the sector team meeting, this is insufficient 
to ensure that each service user is reviewed on a regular 
basis. Regular reviews must occur on the unit.

	 Outcome: No progress had been made on this 
recommendation. A number of clinical files examined 
showed that residents had not been reviewed for 
over six months on St. Anne’s Ward or in Kelvin Grove. 
No clinical reviews had taken place in the Kelvin 
Grove since the previous inspection. 

5.  Clarity regarding the use of time out must be 
established and records kept.

	 Outcome: Despite this recommendation the Inspectorate 
found a Voluntary resident, with end-stage cancer,  
locked in a room. This room was small, with natural light 
blocked out by shutters, and poorly ventilated. Nursing 
staff reported that the resident was continuously locked 
in a room at night and for regular periods during the 
day. Staff did not consider this to be seclusion. The 
unit had no seclusion register completed and the 
Rules for Seclusion were not available. The senior 
management on duty on the day of the inspection 
were informed of this and accompanied the 
Inspectorate to Kelvin Grove to review this room. 

St. Patrick’s Ward

1.  The future of this ward needs to be outlined in the 
overall hospital plan.

	 Outcome:	No progress had been made on this 
recommendation.

2.  The care and treatment of patients needs to be with 
a full multidisciplinary team in rehabilitation.

	 Outcome: An acting consultant psychiatrist had been 
appointed to the rehabilitation service. A number of 
nursing posts were dedicated to the rehabilitation 
team but no other disciplines had been appointed. 

3.  Therapeutic programmes need to be established to 
meet the individual rehabilitation needs of patients 
and be linked to a multidisciplinary team care plan.

	 Outcome: No progress had been made on this 
recommendation.

4.  The seclusion room needs to be upgraded.

	 Outcome:	The seclusion area had been 
decommissioned.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

No evidence was found of any multidisciplinary team input 
to the residents in Kelvin Grove. The team with clinical 
responsibility for the residents did not hold meetings in 
the unit and did not attend to review residents. The CNM2 
attended a team meeting in the main hospital. 

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Residents did not have multidisciplinary team care 
plans. A review of residents in the hospital, with the 
exception of Kelvin Grove, had commenced and it was 
intended that this would form the basis for integrated 
care planning. Single files were used, with separate 
sections for recording interventions by medical and 
nursing staff. The files reviewed showed no evidence 
of current assessment of each resident’s needs, no 
evidence of regular review by the consultant psychiatrist, 
and minimal input of progress notes by nursing staff. A 
rota for completing six-monthly physical examinations 
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for each resident had commenced recently and a chart 
showed that a number had been completed. 

St. Patrick’s Ward:	The nursing care plans were excellent 
but integrated MDT care planning had not commenced.

1.5  THERAPEUTIC ACTIVITIES

In Kelvin Grove, the residents had no assessment of 
individual needs and no structured therapeutic activities or 
programmes. The complete lack of appropriate assessment 
and activities for residents resulted in the repetitive 
behaviours of rocking, sitting in corners and spinning odd 
pieces of cloth that the Inspectorate observed there. A 
number of residents required full seating support and were 
immobile. A shoulder support on one chair was torn. Staff 
reported that the reason for this was that the chair did not fit 
through the doorways in the building. 

1.6  ENVIRONMENT AND FACILITIES

Kelvin Grove:	This unit was in a state of disrepair 
and was unsuitable for the residents. The absence of 
a maintenance programme resulted in peeling paint, 
neglect and obvious wear and tear. The unit had two 
single rooms; a resident was locked in one room at 
night. Two segregated dormitory areas were available 
but no means of privacy was available around the 
bed areas. One long narrow room functioned as both 
a day area and dining area. The residents who were 
seated in special chairs remained in this room during 
the day. The residents with challenging behaviour and 
those who were mobile were placed in a separate 
room. This room was locked during the inspection and 
the residents within were not supervised and had no 
activities provided for them. At the front of the house 
was an office, off which there was a large room that 
had some old snoezelen multisensory equipment. This 
room was not used as a snoezelen facility. One resident 
under direct nurse supervision during the day used the 
remaining two rooms in the front of the house. The 
access door to this room was locked. 

St. Patrick’s Ward:	The environment in St. Patrick’s 
Ward was bright, clean and homely. Although it was a 
large ward with wide corridors and big rooms, the staff 
had arranged furniture to provide as comfortable an 
area as possible.

1.7  INTERVIEWS WITH RESIDENTS

Some of the residents on St. Patrick’s Ward were 
interviewed.

1.8  GOOD PRACTICE DEVELOPMENTS

No good practice developments were reported.

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

1.  Kelvin Grove should close immediately. A MDT with 
expertise and experience in working with people 
with an intellectual disability must individually assess 
each resident. 
This unit closed in late 2007

2.  A full MDT in rehabilitation should be appointed.

3.  A plan for the closure of the hospital should be 
developed and agreed with set time frames.
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PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 5 AND 6 JUNE 2007

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

This part of the report was completed using a 
number of evidence bases: a self-assessment report 
completed by the service and submitted to the MHC 
Quality and Standards Division prior to the inspection 
date, interviews with staff on Kelvin Grove and St. 
Patrick’s Ward, discussion with members of the senior 
management team available at the time of inspection, 
photographic evidence of the physical conditions and 
clinical files in Kelvin Grove and interviews with residents 
in St. Patrick’s Ward.

Article 4: Identification of Residents

Each resident in Kelvin Grove had a photo on their 
nursing care plans. This means of identification was not 
followed in the rest of the hospital. However nursing 
staff in the hospital were familiar with all residents.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

In Kelvin Grove, most residents were severely disabled 
and required and received special diets. Some variation 
was available in menus. In other parts of the hospital 
residents had a choice of menu.

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. 

Article 7: Clothing

Residents had their own supply of clothing and storage 
space and wore their own clothes

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

Due to the severe disability of the resident group in Kelvin 
Grove, staff managed all possessions and property. The 
approved centre had no policy in relation to this Article. 

COMPLIANT YES      NO      3

Article 9: Recreational Activities

In Kelvin Grove there were few recreational facilities. 
An outside yard was available but was unsuitable as a 
recreational area. Recreational activities were available 
in St. Patrick’s Ward including a pool table.

COMPLIANT YES      NO      3

Article 10: Religion

A chaplaincy service was available in the approved centre.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

Visiting was open and actively encouraged by staff. No 
specific private visiting areas were designated. The approved 
centre had no operational policy for visits. A written 
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operational policy for visits was subsequently forwarded to 
the Inspectorate with a review date of July 2010.

COMPLIANT YES      3 NO

Article 12 (1–4): Communication

A draft policy for the HSE South was in place. No local 
policy was available. A localised written operational 
policy and procedures on communication was 
subsequently forwarded to the Inspectorate with a 
review date of July 2010.

COMPLIANT YES      3 NO

Article 13: Searches

A draft policy was in place for the HSE South but no local 
policy. A written operational policy, with procedures for 
carrying out searches with the consent of a resident 
and carrying out searches in the absence of consent, 
was subsequently forwarded to the Inspectorate with a 
review date of July 2010.

COMPLIANT YES      3 NO

Article 14 (1–5): Care of the Dying

One resident in Kelvin Grove was receiving care for a 
terminal illness and had her own room. However this 
room was not ventilated, with daylight excluded and the 
resident was locked into the room alone at the time of 
the inspection. Hospice care was provided. A draft policy 
was available on the day of the inspection. Written 
operational policies and procedures for care of residents 
who are dying were subsequently forwarded to the 
Inspectorate with a review date of July 2010.

COMPLIANT YES      NO      3

Article 15: Individual Care Plan

The approved centre did not have individual care plans. 
Nursing care plans that were variable in quality were 
used; some were excellent on St. Patrick’s Ward.

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

Therapeutic activities were not available for the residents 
in Kelvin Grove, many of whom displayed serious 
behavioural problems. The snoezelen multisensory 
room equipment in Kelvin Grove was not utilised. No 
assessment of individual need had been carried out. 
Residents in St. Patrick’s ward could attend activities in 
the activation centre. 

COMPLIANT YES      NO      3

Article 17: Children’s Education

This was not applicable as the approved centre did not 
admit children

Article 18: Transfer of Residents

A draft policy for the HSE South was in use on the 
transfer of patients to another approved centre, or to 
the Central Mental Hospital. The policy did not refer to 
the transfer of residents to other hospitals or facilities. 
A written operational policy and procedures on the 
transfer of residents was subsequently forwarded to the 
Inspectorate with a review date of July 2010.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

Six-monthly physical reviews were carried out by the 
NCHD, who also saw residents when requested to do 
so by nursing staff. Residents requiring medical review 
were seen at the general hospital. Routine screening 



168 | Mental Health Commission Annual Report 2007

BOOK 4 – HSE SOUTH

was not carried out for breast cancer or cervical 
screening. A written operational policy and procedures 
for responding to medical emergencies were forwarded 
to the Inspectorate.

COMPLIANT YES      NO      3

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

No written information was provided to residents in 
Kelvin Grove because of their severe disability. An 
information leaflet was available for residents in other 
parts of the hospital, outlining housekeeping practices, 
general information about the services and complaints 
procedure. Notices regarding advocacy services were 
displayed within the hospital. A written operational 
policy and procedures for the provision of information to 
residents were forwarded to the Inspectorate.

COMPLIANT YES      NO      3

Article 21: Privacy

Little privacy or dignity was afforded to residents in 
Kelvin Grove. 

COMPLIANT YES      NO      3

Article 22: Premises

Kelvin Grove:	This was a two-storey period house in 
a severe state of disrepair, the upstairs floor was now 
closed and the stairs barricaded. Some of the rooms 
are almost bare of stimulation and some areas were 
painted in a strong orange colour. The walls had holes 
in them and the paint was peeling. Some doors were 
too small to allow wheelchair access comfortably. The 
toilets, bathrooms and showers were in poor condition 
and were not suitable for this group of people. Apart 
from a few new tables and chairs, the furniture was 
of extremely poor quality and suitability. Privacy was 
lacking around any of the bed areas. 

St. Patrick’s Ward:	The environment was bright, clean 
and as comfortable as was possible given the limitations 
of the design of the ward.

COMPLIANT YES      NO      3

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

Medication was stored in an unsuitable clinical room 
in Kelvin Grove. A draft policy for the HSE South was 
available on the day of the inspection. It had not been 
agreed by the local management team and had not 
been localised for the approved centre. A written 
operational policy relating to the ordering, prescribing, 
storing and administration of medicines to residents 
was subsequently forwarded to the Inspectorate with a 
review date of July 2010.

COMPLIANT YES      NO      3

Article 24 (1–2): Health and Safety

The HSE South Health and Safety statement was 
available and in use. 

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television (CCTV)

CCTV was not used.

Article 26: Staffing

The HSE South staffing policies were available for 
recruitment selection and vetting of staff. Apart from 
psychiatry and nursing, no other disciplines had input. 
The nursing staff in Kelvin Grove were unaware of the 
Mental Health Act and the requirements under the law 
in relation to seclusion. It was reported that all staff had 
received training in the new Act. 

COMPLIANT YES      NO      3
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Article 27: Maintenance of Records

Some case notes inspected were not up-to-date (over 
six months since last review). A policy and procedures for 
maintenance of records was forwarded to the Inspectorate.

COMPLIANT YES      NO      3

Article 28: Register of Residents

The register was not compliant with Schedule 1 of the 
Regulations.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

The HSE South was in the process of developing policies 
for all approved centres in the area which are due to be 
signed by the senior management team within a few 
weeks from the date of inspection. Policies and Procedures 
were subsequently forwarded to the Inspectorate.

COMPLIANT YES      NO      3

Article 30: Mental Health Tribunals

No detained patients had been admitted since 1 
November 2006.

Article 31: Complaint Procedures

The national HSE complaints policy was available. 

COMPLIANT YES      3 NO

Article 32: Risk Management Procedures

A HSE South draft policy was available but no localised 
policy. The policy forwarded to the Inspectorate was not 
adequate for compliance with this Regulation.

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 compliance 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

While carrying out an inspection of Kelvin Grove, the 
Inspectorate found a resident who had been locked into a 
small room with no fresh air or daylight. The nurses stated 
that she had been locked into her bedroom all night and 
was then moved and locked into this room while they 
tended to other residents and that this was a regular feature 
of her care. Staff demonstrated a lack of awareness of and 
adherence to the Rules on Seclusion and seclusion had not 
been ordered by a medical practitioner. The nursing staff 
were also unaware of the legal definition of seclusion. 
Senior management were made aware of the situation 
immediately by the Inspectorate and undertook to cease 
the practice of seclusion without delay. The Inspectorate was 
informed that seclusion was not carried out anywhere else 
in the approved centre and no other evidence of seclusion 
was found during the inspection.

COMPLIANT YES      NO      3

ECT

The approved centre did not have ECT facilities and none 
of the residents had had ECT since 1 November 2006.



170 | Mental Health Commission Annual Report 2007

BOOK 4 – HSE SOUTH

MECHANICAL RESTRAINT

Staff reported that mechanical restraint was not in use.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR

Staff reported that mechanical restraint for enduring self-
harm behaviour was not in use.

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

PHYSICAL RESTRAINT

Staff reported that physical restraint was not uses.

ADMISSION OF CHILDREN

The approved centre did not admit children.

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

This was not applicable as the approved centre had no 
detained patients.


