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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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APPROVED CENTRE ACUTE PSYCHIATRIC UNIT, 
MID-WESTERN REGIONAL 
HOSPITAL, ENNIS

UNIT INSPECTED ACUTE ADMISSIONS UNIT
DATE OF INSPECTION 11 JULY 2007
NUMBER OF BEDS 39
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

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

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

1.1  DESCRIPTION

The Acute Psychiatric Unit, Midwestern Regional Hospital, 
had 39 beds. Six teams admitted to the unit: four sector 
teams, one rehabilitation team and one psychiatry of 
later life team. On the day of the inspection, there were 
38 residents: 18 males and 20 females, including three 
male and three female Detained patients. One male 
resident was having one-to-one nursing care and one 
was on leave at a general ward within the main hospital. 

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  The service needs to review its use of the high 
observation area and develop a policy regarding 
criteria for admission and methods and levels of 
observation. 

	 Outcome:	The high observation area operated with 
an open door policy and the unit had adapted a more 
person-centred approach to its use.

2.  All staff should receive appropriate training in 
restraint techniques and in the de-escalation of 
violence and aggression.

	 Outcome: Funding had been received for three staff 
members to study the Professional Management of 
Aggression and Violence (PMAV) course at Dundalk 
Institute of Technology. They will then train the 
remaining staff, but this will not take place until 2009.

3.  The service should continue to develop its 
multidisciplinary team approach to care planning in 
line with the refocusing project.

	 Outcome: The multidisciplinary team completed a 
double-sided MDT care planning sheet. The resident was 
also involved in completing this. However, the resident’s 
specific goals must be identified on this sheet along with 
the actions and evaluation of the goals.

4.  Currently the service users have to attend the unit to 
have bloods taken for clozaril monitoring. Adequate 
resources should be put in place to provide this 
service in the community.

	 Outcome:	This had not changed. Some service users 
still had concerns about this.

5.  The use of CCTV should be signposted where 
appropriate.

 Outcome: Although some signposting was present 
about the use of CCTV, it was not sufficiently evident 
and clearly labeled in all areas covered by CCTV to 

ACUTE PSYCHIATRIC UNIT,  
MID-WESTERN REGIONAL HOSPITAL, ENNIS
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1.6  ENVIRONMENT AND FACILITIES

The unit was situated on the ground floor and it was 
accessible for people with mobility restrictions. It was 
bright, clean and in a good state of decor. Storage 
space was limited and a number of shower areas were 
being used as store rooms. The central nurse’s station 
was large and somewhat overwhelming with window 
hatches that slid open only a few centimetres to facilitate 
communication. The high observation area operated with 
an open door policy. The seclusion room door was of a poor 
standard and ventilation was inadequate. Three enclosed 
gardens were accessible from the unit. There were 4-bed, 
3-bed and a number of double and single rooms. Most 
bedrooms had en suite toilets, showers and wash-hand 
basins. In one 3-bed unit, the curtain rails had been pulled 
down but replacements had been ordered. The high 
windows in the bedrooms of the high observation area 
had no curtains and outside lights shone through them at 
night. It was pointed out to the Inspectorate that the large 
windows in some areas had venetian blinds that were 
faulty and that the cords attached were ligature hazards. 
This was identified in the unit’s recent environmental and 
ligature hazard audit. The residents in the high observation 
area had no facilities to keep personal property. The 
Inspectorate was informed that appropriate wardrobes and 
lockers were on order. One of the shower rooms had been 
out of order for the previous few days and a maintenance 
request had been submitted for this. CCTV was in use on 
the unit but its usage was not evident and clearly labeled. 
Noticeboards were appropriately placed about the unit with 
information on unit activities and the refocusing project 
that was happening on the unit. However, the complaints 
procedure was hard to find. Notice of the visit of the 
Inspectorate had been displayed for residents’ information. 

1.7 INTERVIEWS WITH RESIDENTS

Two residents asked to be seen by the Inspectorate. Both 
said they were satisfied with the service offered and 
particularly with the community outings offered by the unit.

ensure disclosure of its existence and usage. It was 
subsequently reported to the Inspectorate that this 
had been rectified.

6.  The activation nurse should write his interventions in 
the resident’s file.

	 Outcome: The activation nurse attended the 
multidisciplinary team meetings and documented 
interventions in the multidisciplinary file.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

There were four sector teams, one psychiatry of later 
life team and one rehabilitation team admitting to the 
unit. Each of these teams had a full core multidisciplinary 
complement and met weekly.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

The clinical files inspected showed evidence of 
multidisciplinary team input. The care plans remained 
nurse-led. Although there was a double-sided form 
MDT care plan and the resident completed a section 
of this, goals were not identified on it. It needs only 
slight modification to encompass fully integrated 
multidisciplinary team care planning. 

1.5  THERAPEUTIC ACTIVITIES

Therapeutic activities form part of the resident’s nursing care 
plan. The unit had a full weekly timetable involving a needs-
based activation programme including relaxation, yoga, art 
therapy and Solution for Wellness group, self esteem, anger 
management, and concordance of medication group. The 
activation nurses, who attended team meetings, the clinical 
psychologists and the addiction counsellors were all involved 
in providing the programme.
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1.8 GOOD PRACTICE DEVELOPMENTS

It was reported to the Inspectorate by senior nursing 
management staff that the developments below had 
given the unit a renewed sense of purpose and resident 
participation in the activation unit had increased.

1. The open door policy change regarding the use of the 
high observation unit.

2. The enhanced needs-based activation on unit.

3. A refocusing project had started.

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

1.  The unit should continue to develop fully-integrated 
multidisciplinary team care planning.

2.  The complaints procedure should be made more 
visible to residents. 

3.  The seclusion room door was of a poor standard 
and ventilation was inadequate. Both need urgent 
rectification.

4.  CCTV signage should be clearly labeled and be evident 
to ensure disclosure of its existence and usage.

5.  The replacement of venetian blinds due to the string 
ligatures should be considered in favour of more 
adequate and suitable fittings.

6.  The high windows in the bedrooms of the high 
observation area should be curtained as outside lights 
shone through them at night. 
 
 

PART	TWO:	EVIDENCE	OF	
COMPLIANCE	WITH	REGULATIONS,	
RULES	AND	CODES	OF	PRACTICE	
ON	11	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 and a 
meeting held between the Inspectorate and the Director 
of Nursing, the Assistant Director of Nursing and the 
CNM3 before and after the inspection on the day of the 
inspection. One consultant psychiatrist was also met by 
the Inspectorate during the course of the inspection.

Article 4: Identification of Residents 

A key worker system was in operation. Two RPNs, or one 
RPN and one nursing student, administered medication. 
One nurse asked the resident his or her name and the 
second nurse verified it. The unit had a core group of 
nursing staff. 

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

Water dispensers were located in each of the three TV 
areas and another in the central nurse’s station. On the 
day of the inspection, no menu was available to the 
residents, although it was subsequently reported to the 
Inspectorate that this had been rectified. Residents had 
a choice of two hot meals or salad on the day of the 
inspection. Fresh fruit was also available. Special dietary 
requirements were catered for. 

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

This was not inspected on the day. 

COMPLIANT YES      3 NO

Article 7: Clothing

Clothes were available for residents who did not have their 
own supply. Once used, the resident kept them. It was 
reported to the Inspectorate that night clothes were only 
worn by residents if documented in the clinical file. However 
the Inspectorate examined the clinical file of one resident 
who required special one-to-one nursing in night clothes 
and found that this was not documented in the clinical file. 

COMPLIANT YES      NO      3

Article 8: Residents’ Personal Property and 
Possessions 

All residents were responsible for their own possessions. 
No record of residents’ personal property was kept 
by the unit, although the Inspectorate was informed 
that this had now been rectified. Residents in the high 
observation area had nowhere to store their personal 
property although wardrobes and lockers had been 
ordered. Sharp items, such as razors, were retained 
securely by staff. Facilities were provided for the 
safe keeping of valuables although residents were 
encouraged to give them to a relative to take home. The 
unit had a policy on personal property and possessions. 

COMPLIANT YES      NO      3

Article 9: Recreational Activities

A full timetable was provided that included garden 
maintenance, beauty therapy, basic cooking and baking 
skills, trips to the cinema and social outings and the 
unit had its own seven-seater transport. The unit had 

a number of TVs, a games room with a pool table, an 
exercise bike and a boxing punch bag.

COMPLIANT YES      3 NO

Article 10: Religion

Sunday mass was available for Roman Catholics in 
the main hospital. Relatives could accompany those 
residents who were able to attend mass in the town. 
Nurses accompanied residents who are unable to 
attend alone. TV and radio broadcasts of mass are also 
facilitated. A variety of other religions had been catered 
for. The unit had a diverse cultural population. 

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

Visiting time was from 1300h to 1400h and 1800h to 
2030h Monday to Friday. Exceptions were made to this 
but it was mostly adhered to due to the therapeutic 
and recreational programme and as advised under the 
current refocusing project. Visiting during the weekend 
was between 1300h and 2000h. Child visitors had to be 
accompanied by an adult at all times. The pantry, when 
not in use, doubled up as a visitors room. A quiet areas 
around the unit facilitated privacy. The unit had a written 
operational policy for visits.

COMPLIANT YES      3 NO

Article 12 (1–4): Communication 

To date, letters in and out had never been opened. 
Residents who wanted to send letters were given paper, 
pens and envelopes. Mobile phones were allowed 
if appropriately used. Camera phones and recording 
equipment were not permitted on the unit. The unit had 
a communication policy.

COMPLIANT YES      3 NO
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Article 13: Searches

The policy and procedure on searches did not incorporate 
the searching of a resident’s belongings or environment. 
The Inspectorate received evidence that the policy had 
been updated to include this. The unit had a written 
operational policy and procedure in relation to the 
finding of illicit substances.

COMPLIANT YES      3 NO

Article 14 (1–5): Care of the Dying 

The unit had a written operational policy and procedure 
for the care of residents who were dying. 

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

Multidisciplinary team input was recorded in the clinical files 
inspected. The care plans remained nurse led. Although 
there was a double-sided MDT care planning form and 
the resident completed a section of this, goals were not 
identified. It needed only slight modification to encompass 
fully integrated multidisciplinary team care planning.

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

The activation programme was individualised and 
needs-based but was not tied in with the resident’s 
individual MDT care plan. Evidence was forwarded to the 
Inspectorate that this had since been rectified.

COMPLIANT YES      3 NO

Article 17: Children’s Education

No appropriate educational services were available 
should a child be admitted to the unit. 

COMPLIANT YES      NO      3

Article 18: Transfer of Residents

Relevant information about the resident was provided 
to the receiving approved centre. The unit had a written 
operational policy and procedure on the transfer of 
residents.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

Residents were facilitated to ensure that appointments 
were kept. It was reported that female residents 
had access to the national breast cancer screening 
programme. Transport was available to the unit for this 
purpose. In the case of one resident, who has been on 
the unit for a lengthy period, the required six-monthly 
general medical assessment had not been completed. 
The unit had a written operational policy and procedure 
for responding to medical emergencies.

COMPLIANT YES      NO      3

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

Each sector had its own dedicated information leaflet. 
It was reviewed and updated every six months as 
the NCHDs changed. The Inspectorate was shown an 
up-to-date copy. A number of noticeboards detailing 
relevant information were located around the unit. 
Verbal information on the resident’s diagnosis was 
provided by the key worker, NCHD or consultant. 
Relevant information sessions occur through the 
activation programme. Information leaflets on diagnoses 
were available in the activation area. A member of the 
Irish Advocacy Network visited the unit each Monday 
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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 signage was not evident and clearly labeled 
to ensure disclosure of its existence and usage. The 
Inspectorate checked the CCTV monitor to determine the 
areas covered by its use and discovered that not all areas, 
for example the courtyard of the high observation area, 
the space outside the seclusion room and along a corridor, 
had signage relating to its existence and usage. It was 
reported that this had since been rectified. The unit had a 
written operational policy and protocol about CCTV.

COMPLIANT YES      3 NO

Article 26: Staffing

The HSE West recruitment department had written policies 
and procedures relating to the recruitment, selection and 
vetting of staff. The Assistant Director of Nursing and the 
CNM3 ensured an appropriate skill-mix of nursing staff 
appropriate to the assessed needs of the residents. 

Table 1: Unit staff levels

Staff Member Day 
(0800h to 

2000h)

Night 
(2000h to 

0800h)
RPNs (including 2 CNM2s) 9
CNM3 (0900h – 1730h) 1
CNM2 ECT (0900h – 1730h) 1 1
CNM2 Activation unit  
(0830h – 1700h)

1 5

CNM2 Crisis nurse  
(1630h – 0330h)

1

RPNs 5

Four nurses were trained in the use of advanced cardiac life 
support. Staff were being trained in the use of breakaway 
techniques. Three nurses were studying the PMAV course in 

from 1000h to 1230h. The activation nurse facilitated a 
medication information meeting weekly. The unit had a 
written operational policy on the provision of information 
to relatives. 

COMPLIANT YES      3 NO

Article 21: Privacy

One 3-bed room had no curtain rail around the beds as 
it had been recently pulled down. The CNM3 had placed 
an order for the rectification of this. 

COMPLIANT YES      3 NO

Article 22: Premises

On the day of the inspection, the unit was clean and 
maintained in good structural and decorative condition. 
It was adequately lit, but not well ventilated. A good 
system of maintenance procurement was reported 
between the CNM3 and the maintenance department. 
The premises were on the ground floor and were 
accessible for persons with disabilities.

COMPLIANT YES      3 NO

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

The unit had a written operational policy and procedure 
relating to the ordering, prescribing, storing and 
administration of medicines to residents.

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

The unit’s Health and Safety Statement had not been 
updated in accordance with the Health and Safety 
at Work Act, 2005. The unit did not have written 
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Dundalk Institute of Technology and once trained wil train 
the remaining staff. All staff received regular training in basic 
life support, manual handling and preceptorship. All staff had 
undergone the Mental Health Act training course. There was 
a copy of the Act, the Regulations and the Rules on the unit 
and available to all staff.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

All clinical files examined were current and in good 
order. The unit’s written operational policy and procedure 
relating to the recording of clinical information was not 
fully compliant with this Article. The unit was unable 
to furnish the Inspectorate with documentation of 
inspections relating to food safety, health and safety fire 
inspections were maintained on the unit.

COMPLIANT YES      NO      3

Article 28: Register of Residents

The register of residents did not comply with Schedule 
1 of the Regulations. Evidence was forwarded to the 
Inspectorate that this had since been rectified.

COMPLIANT YES      3 NO

Article 29: Operating Policies and Procedures

A working policy committee, attached to the unit, met 
every month. The written operational policies presented 
to the Inspectorate were not signed and dated to ensure 
future compliance with this Article.

COMPLIANT YES      NO      3

Article 30: Mental Health Tribunals

Facilities were available for mental health tribunals.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

The unit had a written operational policy and procedures 
relating to the making, handling and investigation of 
complaints. The CNM3 was the nominated complaints 
officer. The unit had a suggestion/complaints box. The 
complaints procedure was not, however, displayed 
in a prominent position in the unit; the Inspectorate 
was informed that this had since been rectified. The 
nominated person did not maintain a record of all 
complaints relating to the unit. 

COMPLIANT YES      NO      3

Article 32: Risk Management Procedures

The unit did not have a written risk management policy in 
place. The various sector teams used an appropriate risk 
management tool where appropriate. The unit used an 
incident report form for recording serious or adverse events.

COMPLIANT YES      NO      3

Article 33: Insurance

The unit was covered by the general HSE insurance policy.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

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

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

SECLUSION

Four clinical files of detained patients authorised 
for seclusion were reviewed by the Inspectorate. In 
some cases, Part 19 of the seclusion register was not 
completed by the consultant psychiatrist; it was reported 
that this matter had been addressed. No record of the 
patient’s next of kin being notified or reasons for not 
notifying next of kin was documented in the clinical 
files. It was noted by the Inspectorate that episodes of 
seclusion were infrequent and also brief in duration. 
No orders for renewal of seclusion were evident. It 
was brought to the attention of the Inspectorate that 
the seclusion room door was of a poor standard. The 
socket that remained in the seclusion room was not live 
according to senior nurse management. On the day of 
the inspection, ventilation in the seclusion room, which 
relied on wind circulation of natural air, was inadequate. 
The Inspectorate also noted that the relevant copy of the 
seclusion register was not being placed in the patient’s 
clinical file; it was reported to the Inspectorate that this 
had since been rectified. The seclusion room had no 
signs indicating the existence and usage of CCTV. The unit 
reported that this had been rectified after the inspection. 
The unit has a written operational policy and procedures 
relating to the use of seclusion.

COMPLIANT YES      NO      3

ECT

Two residents were in receipt of ECT on the day of 
the inspection. The unit had a designated consultant 
psychiatrist, two designated nurses and two designated 
anaesthetists responsible for ECT. The consent form 
for ECT did not include all the particulars required by 
this Rule. The clinical files examined did not have a 
record of pre-anaesthetic assessment. The unit had a 
written operational policy and procedures relating to the 
administration of ECT. Subsequent to the inspection, the 

unit reported that the requirements of the Rules were 
now incorporated in the consent form.

COMPLIANT YES      3 NO

MECHANICAL RESTRAINT

The Inspectorate was informed that mechanical restraint was 
not used on the unit. The unit had a written operational policy 
and procedures relating to the use of mechanical restraint.

COMPLIANT YES      3 NO

USE OF MECHANICAL RESTRAINT FOR 
ENDURING SELF-HARM BEHAVIOUR 

The Inspectorate was informed that mechanical restraint 
for enduring self-harm behaviour was not used on 
the unit. The unit had a written operational policy and 
procedures relating to the use of mechanical restraint for 
enduring self-harm behaviour.

COMPLIANT YES      3 NO

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

PHYSICAL RESTRAINT

It was reported by staff that physical restraint had been used 
on a number of occasions since 1 November 2006. The clinical 
practice forms relating to the use of physical restraint had 
not been completed by staff and its use had not been clearly 
recorded in the resident’s clinical file. It was subsequently 
reported to the Inspectorate that the clinical practice forms 
in relation to physical restraint were now being used by staff 
and a copy being placed in the clinical file.

COMPLIANT YES      3 NO
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ADMISSION OF CHILDREN

There had been one Voluntary admission of a child since 
1 November 2006. The child had since been discharged. 
The child’s clinical file was in storage off campus but it was 
retrieved and examined by the Inspectorate. Copies of the 
Child Care Act, 1991, Children Act, 2001 and the Children 
First guidelines were available on the unit. Not all staff who 
had contact with the child had undergone Garda vetting. 
Appropriate accommodation, including segregated sleeping 
areas and bathroom areas were not available on the unit. 
Staff had not received training in relation to the care of 
children. Children admitted to the unit did not have access 
to appropriate education provision. The unit had a written 
operational policy and protocols in relation to the admission 
of a child but this did not include a policy and procedure in 
relation to parental consent.

COMPLIANT YES      NO      3
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ORCHARD GROVE

was allocated to the centre which operated under 
the clinical direction of the rehabilitation team. One 
admission had occurred since 1 November 2006 
and three discharges had taken place in the last 18 
months.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  The current philosophy and team approach to 
rehabilitation and recovery should be developed and 
promoted.

	 Outcome: The approved centre remained under the 
clinical direction of the rehabilitation team. There 
was limited evidence of inputs from all members 
of the team to the residents. It was reported by the 
registered proprietor that a discussion document about 
the development of the community rehabilitation 
service was developed and disseminated in February 
2007. It was also reported that recovery plans were 
developed in collaboration with residents and were 
commenced in August 2007. 

2.  The remaining assessments should be completed and 
set review times agreed. 

	 Outcome: Each of the nine residents had a completed 
Functional Analysis of Care Environment (FACE) 
assessment. This included a risk assessment, however, 
no overall MDT care plan was in place and no review 
dates had been set. 

3.  The structural work needs to be completed.

	 Outcome:	A new clinical room and sluice room had 
opened and a fully equipped snoezelen multisensory 
room had been provided. Some outstanding work 
identified in last year’s report remained to be carried 
out, including the upgrading of one of the toilet areas 
and the removal of the stainless steel urinals.

4.  Students from all disciplines should be facilitated 
within the unit and team. 

APPROVED CENTRE ORCHARD GROVE 
UNIT INSPECTED ORCHARD GROVE
DATE OF INSPECTION 11 JULY 2007
NUMBER OF BEDS 10 MALE
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

Orchard Grove 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

Orchard Grove was an approved centre registered 
under the Mental Health, 2001 and accommodated 
ten residents. The primary function of the unit was 
to provide intensive rehabilitation for male residents 
with complex and challenging needs. On the day 
of the inspection, nine residents were admitted to 
the approved centre, all with Voluntary status. Two 
residents were terminally ill and receiving palliative 
care and two other residents had a primary diagnosis 
of moderate learning disability with challenging 
behaviour. The residents ranged in age from 37 to 
75 years. The approved centre was staffed daily by 
one CNM2 and three staff nurses. Three staff nurses 
were on duty at night. A core group of nursing staff 
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 It was reported on the day inspection that nursing 
students were expected in October 2007. 

 The approved centre was due to be audited by the 
School of Nursing in Limerick in July.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

The rehabilitation team had one consultant psychiatrist, 
one social worker, one clinical psychologist, one 
Assistant Director of Nursing and two outreach nurses. 
The occupational therapy post was vacant. A team 
meeting to review the ten residents was held in the 
approved centre every fortnight. The medical staff visited 
weekly and provided same-day emergency reviews at 
the request of nursing staff.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Each resident has had a formal assessment using the FACE 
standardised assessment. However, overall there were still 
no multidisciplinary team care plans. Each resident had 
a nursing care plan, but many of these were out of date 
and required new evaluations. Since the inspection, it was 
reported that recovery plans had been developed and all 
would be completed by September 2007.

1.5  THERAPEUTIC ACTIVITIES

On the day of the inspection, two residents were 
attending a day centre. Many of the others remained in 
the house during the day and had developed hobbies 
in relation to swimming and outings. One resident 
was attending the rehabilitation hostel. An art teacher 

attends the approved centre weekly and there was a 
designated activities room.

1.6  ENVIRONMENT AND FACILITIES 

The approved centre consisted of three linked bungalows 
set in a housing estate. A number of improvements had 
been made to the environment since the last inspection. 
These included the addition of the new clinical room, sluice 
room and snoezelen multisensory room. However, there 
were still outstanding issues in relation to the upgrading of 
the toilets and repainting of the building. The building was 
due for repainting in the near future. The back garden had 
been developed with additional seating and planting. The 
front garden opened out to the car park area.

1.7  INTERVIEWS WITH RESIDENTS

Two residents asked to speak to the Inspectorate. They 
expressed satisfaction with their care and treatment in the 
approved centre but had concerns about their future. One 
resident stated that he would like more discussion and 
planning about where he would move on to after Orchard 
Grove and expressed dissatisfaction with the lack training 
opportunities that were available to him. He reported that 
he would like more discussion with the team about what 
he could do to move himself on. Both residents reported 
that they did not have dealings with any other team 
members other than the nurses and psychiatrists.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  Staff had completed FACE assessments on all residents.
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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.  The approved centre should develop policies, 
procedures and protocols relating to the Regulations, 
Rules and Codes of Practice that reflect local practice.

2.  All registers and clinical practice forms relating to the 
Rules and Codes of Practice should be kept within the 
approved centre.

3.  The rehabilitation team should develop a 
multidisciplinary care plan for each resident and set a 
review date.

4.  All residents should have a physical examination 
every six months.

5.  A health and safety statement for the approved centre 
should be developed.

6.  The remaining structural/maintenance work must be 
completed.  

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 11 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 the nursing staff and residents, and 
photographic evidence taken of documentation. There 
were no other members of the rehabilitation team 
available on the day of the inspection.

Article 4: Identification of Residents 

The nine residents in the approved centre were all 
well known to the staff. Medication was administered 
from a blister pack. It was packed by two nurses and 
administered by one nurse.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

All the residents had access to a safe supply of fresh 
drinking water. Main meals were prepared in St. Joseph’s 
Hospital and delivered to the approved centre. A choice 
for breakfast and supper was available however; there 
was no choice for the main meal. Special diets were 
accommodated and can be requested. The approved 
centre from time to time cancelled dinner and arranged 
takeaway meals or the residents went out for dinner to a 
restaurant in the local community. 

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

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

COMPLIANT YES      NO      3

Article 7: Clothing

Residents had their own clothing, which was labeled. 
All clothing was sent out to the laundry. The unit had a 
supply of clothing available if needed. No residents wore  
night clothes during the day. 

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

The residents have been in the approved centre 
for some time and record of personal property and 
possessions since admission were not available. The unit 
did not have a policy on resident’s personal property and 
possessions. Arrangements were in place for the safe 
keeping of valuables. Two nurses and the resident signed 
for all items held for the residents by staff. 

COMPLIANT YES      NO      3

Article 9: Recreational Activities

A range of recreational activities was available to the 
residents in the approved centre. These included TV, 
video, DVD, pool room and exercise equipment. An 
activities room was provided and there was access to art 
equipment. Many of the residents took part in gardening 
activities and maintained the garden and flowers. A 
number of residents also used the local swimming pool.

COMPLIANT YES      3 NO

Article 10: Religion

Residents had access to a local Roman Catholic chapel 
and many attend weekly mass. The local Roman Catholic 
parish priest attended the approved centre on the first 
Friday of every month.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

The approved centre had developed strong links with 
all of the resident’s family and friends. Visitors were 
welcomed and encouraged. Although the unit did not 
have designated visiting rooms, options for residents to 
visits; these included the dining room, activity room or 
one of the sitting rooms. The unit did not have a policy 
on visits on the day of the inspection. 

COMPLIANT YES      NO      3

Article 12 (1–4): Communication 

It was reported on the day of the inspection that 
residents could request the use of the phone in the 
main office. All mail received for residents was given 
directly to them unopened. The unit did not have written 
operational policies and procedures on communication. 

COMPLIANT YES      NO      3

Article 13: Searches

It was reported by the nursing staff that searches did 
not take place. The unit had no policy and procedures in 
place for the carrying out of searches. 

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

It was the policy of the approved centre that where 
possible all residents who required palliative care were 
maintained in the unit. On the day of the inspection, two 
residents required palliative care and they were being 
accommodated within the unit. The approved centre had a 
number of single rooms and the dignity and privacy of the 
resident was upheld. The unit had a policy on care of the 
dying and on sudden death that needed to be updated to 
include reporting of all sudden deaths to the Mental Health 
Commission within 48 hours of the death occurring. 

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

Each resident has had a standardised assessment of 
need using the FACE assessment. The assessments had 
not been developed into individual care plans. Although 
each resident had a nursing care plan, many were out of 
date and required re-evaluation. 

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

There was limited input by various disciplines from the 
team to the residents in the approved centre. All residents 
could be referred to individual disciplines but this was not 
happening at the time of the inspection. A number of 
residents attended therapeutic services off the unit and 
there was no record in their nursing care plans. 

COMPLIANT YES      NO      3

Article 17: Children’s Education

No child had been admitted to this approved centre 
since 1 November 2006. It was not a suitable 
environment for the provision of care and treatment 

to children and there was no provision for children’s 
education within the approved centre. 

Article 18: Transfer of Residents

It was reported by the nursing staff on the day of the 
inspection that all residents who required transfer to a 
general hospital or other care facility were accompanied 
by a referring letter and a member of staff and taken to 
the appropriate unit. The unit had no written policy or 
procedure in place for the transfer of residents from this 
approved centre.

COMPLIANT YES      NO      3

Article 19 (1–2): General Health

All of the residents had been in the unit for longer than 
six months. The clinical files were examined and it 
was noted that the full physical examinations for each 
resident had not been completed within the six-month 
time frame. Nursing staff reported that the GP who 
attends the centre as required completed the physical 
examinations. It was also planned that the NCHD would 
complete all physical examinations as part of their role 
within the rehabilitation team. All residents had been 
offered flu vaccination within the previous year. The unit 
did not have a written operational policy and procedure 
for responding to medical emergencies. The nursing staff 
reported that medical emergencies were responded to 
by phoning 999 and locating an ambulance. 

COMPLIANT YES      NO      3

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

All residents within the unit received verbal information 
from the rehabilitation team. The nursing staff and the 
medical staff discussed all changes regarding medication 
with the residents. The Irish Advocacy Network had not 
recently visited the approved centre and no leaflets were 
available detailing how to access this service. Since the 
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inspection, it was reported that a new representative 
for the Irish Advocacy Network had been appointed and 
arrangements would be put in place to facilitate visits to 
this approved centre. The unit did not have policy and 
procedures in place for this regulation. 

COMPLIANT YES      NO      3

Article 21: Privacy

The unit aimed to uphold the dignity and privacy of all 
residents. A number of residents had their own single 
room and no more than two residents shared a room. 
Each resident had their own wardrobe and locker and 
there was adequate space within the three bungalows for 
residents to have private time away from other residents. 

COMPLIANT YES      3 NO

Article 22: Premises

On the day of the inspection, the premises were clean and 
maintained in a good condition and were adequately lit 
heated and ventilated. Household staff were on duty daily 
to maintain the communal areas. A number of outstanding 
deficits from the 2006 report remained, including the 
upgrading of the toilets. Overall the unit was in need of 
repainting. A number of structural improvements had been 
completed since the last inspection; including the provision 
of a clinical room and the provision of a sluice room. The 
shower area had badly stained tiles that require industrial 
cleaning. The urinals in one of the toilet areas was badly 
stained, it was reported by the nursing staff on the day of 
the inspection that new urinals had been ordered and would 
be fitted in the near future. 

COMPLIANT YES      NO      3

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

All medication was ordered through a local pharmacy in 
town. Prescriptions are written on a card index system. 
Medication was stored in a locked cabinet within the clinical 
room. Medication was administered by one member of 
nursing staff to each resident. Two members of nursing 
staff filled the blister packs. The unit had written operational 
policies and procedures relating to the ordering, prescribing, 
storing and administering of medicines. 

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

The unit did not have a health & safety statement that 
met the requirements of this regulation. Since the 
inspection, it was reported that a statement would be 
prepared.

COMPLIANT YES      NO      3

Article 25: Use of Closed Circuit Television 
(CCTV)

There was no CCTV in operation within the unit.

Article 26: Staffing

All staff were recruited through the central HSE 
recruitment process. On the day of the inspection, one 
CMN2 and three staff nurses were on duty by day and 
three staff nurses were on duty at night. The nursing staff 
on duty during the day and at night within the approved 
centre can access the Assistant Director of Nursing for 
Clare Mental Health Services. Residents had access to the 
rehabilitation team, which had a social worker, consultant 
psychiatrist, clinical psychologist and community nurses. 

Table 1: Unit staff levels

Staff Member Day Night
Nursing 4 3 
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The nursing staff accessed the general training 
programme for the wider service. All had received 
training in the Mental Health Act 2001. 

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

Each resident had a single case file; all files were created 
on the unit and held there. Records were only destroyed 
in compliance with the HSE national policy on the 
Destruction of Records. On discharge, the chart or case 
file was sent with the resident to their new residence 
or care facility. It was reported by nursing staff on the 
day of the inspection that the fire officer attended once 
a year to inspect the fire extinguishers. The food safety 
officer and the health and safety officer attended the 
centre. Copies of these reports were requested but not 
received by the Inspectorate.

COMPLIANT YES      NO      3

Article 28: Register of Residents

Although some information contained in Schedule 1 was 
completed within the case files, the unit did not have a register 
of residents that gathered all the information required.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

This unit needs to have the 17 operational policies and 
procedures required under the Regulations localised 
to reflect the practices and procedures in the unit. All 
policies should be signed off by the rehabilitation team 

and the senior management team for the area and 
dated with the review within three years. While some 
policies were available on the day, they were not specific 
to local practice in Orchard Grove. 

COMPLIANT YES      NO      3

Article 30: Mental Health Tribunals

Residents who required a mental health tribunal were 
facilitated in in Ennis General Hospital. All preparatory 
work prior to a tribunal was facilitated within Orchard 
Grove. One resident had had a mental health tribunal 
since the commencement of the Act of the on 1 
November 2006. On the day of the inspection, all 
residents were Voluntary status. 

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

On the day of the inspection, a notice was on display in 
the sitting room regarding complaints. All complaints 
went directly to the Director of Nursing. No complaints 
had been received in the recent past. Nursing staff 
facilitated informal meetings with the residents to 
provide an opportunity to raise any local day-to-day 
issues and to try and resolve them at a local level. The 
HSE policy on complaints was in use.

COMPLIANT YES      3 NO

Article 32: Risk Management Procedures

Each resident has had a clinical risk assessment. The 
clinical case files and risk assessments were examined. 
All assaults, accidental injuries to residents and staff 
were reported through the national STARS Web incident 
reporting and tracking system. It was reported by the 
nursing staff that the number of incidents are low. The 
Clare Mental Health Services had a clinical risk adviser 
who attended the unit and provided feedback on all 
incidents recorded and reported. Copies of the clinical 
risk forms were not kept in the case files or in the 
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unit. The unit’s response to emergencies was to access 
the emergency services through 999. The unit had a 
defibrillator and staff were trained in cardio-pulmonary 
resuscitation (CPR). The Trust in Care policy was in place. 
The unit adhered to the HSE area risk management 
policy and procedures. 

COMPLIANT YES      3 NO

Article 33: Insurance

The approved centre was covered under the HSE 
Insurance Policy held centrally.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The certificate was on display and framed in the main 
hallway of 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 and there 
were no seclusion facilities.

ECT

There were no facilities within the approved centre for ECT. 

MECHANICAL RESTRAINT

Staff reported that mechanical restraint was not used in 
the approved centre. There was a service-wide policy on 
the use of mechanical restraint. 

USE OF MECHANICAL RESTRAINT FOR 
ENDURING SELF-HARM BEHAVIOUR 

This was not used in the unit.

COMPLIANT YES      3 NO

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

PHYSICAL RESTRAINT

It was reported on the day of the inspection that physical 
restraint had not been used in the unit and there was no 
record of any physical restraint having being applied. The 
unit did not have a copy of the clinical practice forms in 
relation to physical restraint. Three staff had been identified 
to complete a course in the Professional Management 
of Aggression and Violence, and when completed will 
undertake training of all staff in the Clare Mental Health 
Services. The wider catchment service was updating a 
number of staff and were planning to roll out a new 
programme on physical restraint in the near future. The unit 
had a policy on the use of physical restraint.

ADMISSION OF CHILDREN

No child had been admitted to this approved centre 
since 1 November 2006. The approved centre was 
unsuitable for the admission of children. 
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ACUTE PSYCHIATRIC UNIT 5B,
MIDWESTERN REGIONAL HOSPITAL

the Mental Health Act 2001Mental Health Act 2001 on 
the day of the inspection.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  The plans to facilitate an area for the purpose of high 
observation should be implemented.

	 Outcome: This recommendation had not been 
implemented. Staff reported that planning permission 
was being sought for the changes in the building. It 
was estimated that this could take up to six months to 
complete.

2.  The service needs to develop a policy regarding 
criteria for admission and methods and levels of 
observation within the high observation area.

	 Outcome:	This recommendation had not been 
implemented. The unit had no high observation area.

3.  The service should determine what system of 
multidisciplinary care planning they are going to 
adopt and implement the system, ensuring that all 
disciplines agree to implement it.

	 Outcome: This recommendation had been partially 
implemented. Each resident had a single set of 
notes for all disciplines to access and document their 
interventions. However in the notes inspected, only 
written interventions from medical and nursing staff 
were included. There was no multidisciplinary care 
plan. It was reported by staff that funding had been 
applied for to implement the refocusing of the system 
of care planning. Since the inspection, it was reported 
by the registered proprietor that an MDT care planning 
system would be implemented in Autumn 2007.

4.  A critical review of the current programme and the 
role and need for a therapeutic programme that is 
based on individual needs, meaningful and linked to 
the multidisciplinary care plan.

APPROVED CENTRE ACUTE PSYCHIATRIC UNIT 5B,
MIDWESTERN REGIONAL 
HOSPITAL

UNIT INSPECTED UNIT 5B
DATE OF INSPECTION 11 JULY 2007

NUMBER OF BEDS 50

TYPE OF INSPECTION UNANNOUNCED

INTRODUCTION

Acute Psychiatric Unit 5B, Midwestern Regional 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

Acute Psychiatric Unit 5B, Midwestern Regional Hospital, 
was an approved centre with 50 beds. Five general adult 
teams, and two specialty teams in psychiatry of later life 
and forensic care had admitting rights to the unit. Four 
child and adolescent teams operated in the catchment 
and 12 children had been admitted voluntarily to the 
unit since the commencement of the Mental Health Act 
2001. On the day of the inspection, the external door 
was locked. Three adult patients were Detained under 
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 Outcome:	This recommendation had not been 
implemented. Although a programme existed it 
was not linked to individual multidisciplinary care 
plans. The service had no occupational therapists. 
The programme was facilitated by a CNM2 who was 
assisted by an art therapist and healthcare assistant. 

5.  To record and document in the care plan outcomes 
and interventions from the programme.

	 Outcome:	This recommendation had not been 
implemented. Since the inspection, it was reported by 
the registered proprietor that a system of recording 
the specific input of individual practitioners had been 
implemented.

6.  The Rules published by the Mental Health Commission 
with regard to ECT must be adhered to.

	 Outcome: A number of sections in the Rules that 
were not met. This is dealt with later in the report.

7.  Ensure community mental health teams are 
adequately resourced especially in relation to 
disciplines that cross over a number of sector teams 
(social work and occupational therapy).

 Outcome: This data was not collected on the day of 
the inspection. 

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Team meetings were held weekly for each sector team 
and all team members attended. The unit was staffed 
daily by nursing staff. Deficits remained in the skill mix 
on the teams, especially in relation to the disciplines of 
occupational therapy and social work.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Individual care plans as defined in the Regulations were 
not used. Each resident had a single set of notes for all 
disciplines to access and document their interventions. 
In the notes inspected, there was written intervention 
from medical and nursing staff only. Each resident 
had a nursing plan. The service was seeking funding 
to introduce the refocusing project on the unit. This is 
a MDT approach to acute in-patient care. The project 
was being led by nursing staff. Since the inspection, 
it was reported by the registered proprietor that a 
multidisciplinary team was researching various models of 
care planning with the intention of identifying the most 
appropriate model for this service. It was reported that 
the chosen model will be introduced in the autumn. 

1.5  THERAPEUTIC ACTIVITIES

A varied programme of activities was available to 
the residents. It aimed to meet a range of needs. It 
was coordinated by a CNM2 with groups delivered by 
members of the MDT. An art therapist, social worker 
and clinical psychologist had input. The unit had no 
occupational therapy input. A large number of advocacy 
and voluntary agencies attended the unit on a regular 
basis. The programme was not linked to a multidisciplinary 
care plan and interventions were not recorded in the 
residents’ case notes. It was reported to the Inspectorate 
that verbal reports were sometimes given to the primary 
nurse. The programme was delivered over five days with 
a Sunday service provided once a fortnight. Since the 
inspection, it was reported by the registered proprietor 
that a system of recording the specific input of individual 
practitioners had been implemented.

1.6  ENVIRONMENT AND FACILITIES

This is a single storey building located on the grounds 
of a large general hospital. CCTV monitored the external 
door. The layout of the unit had a number of risks for 
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observation. These were minimised by placing a nurse in 
the dormitory areas and having four graded observation 
levels. The unit had six single rooms, three 6-bed 
dormitories and one 4-bed dormitory in the segregated 
male and female areas. Planning permission was being 
sought for a high observation area. Two dormitory rooms 
were being used for the observation of acutely unwell 
residents. The unit had an internal smoking room and 
two small external courtyards.

It was reported on the day of the inspection that no 
training programme was in place for physical restraint. 
Subsequently the registered proprietor informed the 
Inspectorate that all training in the area of prevention 
and management of violence and aggression was 
suspended in the HSE West and nationally. A report from 
an expert group was due before any further training. 
Pending this report the service seconded a number 
of nursing staff to a B.Sc. course in Prevention and 
Management of Violence and Aggression in Dundalk 
Institute of Technology.

1.7  INTERVIEWS WITH RESIDENTS

Two residents asked to meet with the Inspectorate. They 
were both satisfied with the care they received. 

1.8  GOOD PRACTICE DEVELOPMENTS

1.  An audit of medical records was completed and the 
results disseminated to all heads of discipline.

2.  A typed discharge summary was developed and 
introduced and was in use for all residents discharged 
from the unit.

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 MDT care plan.

2.  The multidisciplinary care plans should be linked to 
the therapeutic programme.

3.  A clear admission policy and procedure should be in 
place for children and it should be agreed by all staff. 

4.  A training programme in the use of physical restraint 
available should be available to all staff.

5.  Policies, procedures and protocols should be in place 
that meet the requirements of the Regulations.

6.  The high observation area should be developed.

7.  The community mental health teams should be 
adequately resourced with all disciplines.

8.  The unit should have a regular maintenance 
programme in place 

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 9 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 
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and Standards Division prior to the inspection date, 
photographic evidence of the clinical files and physical 
environment, and interviews with staff. There was a 
meeting facilitated at the start of the inspection and at 
the end of the inspection. The meetings were attended 
by the Clinical Director, CNM3 and CNM2.

Article 4: Identification of Residents 

The unit was partially self-staffing and all the nurses knew 
the residents. An induction programme was in place for 
all new staff. Each resident had a file with their name and 
unique hospital number. Two nurses dispensed medication 
and a third nurse called the residents.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

Residents had access to two water coolers within the unit. 
Residents had three meals a day. A choice was provided 
at each meal and special diets can be ordered. Snacks 
and drinks were available between meals. The unit put an 
emphasis on providing healthy choices for the resident: 
fruit and yoghurt were offered as an alternative to biscuits. 
A dietician was available to offer advice and support. The 
Solution to Wellness program was facilitated on the unit. 
Staff reported that the residents gave positive feedback 
about the food available at the community meeting.

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. A report was sent to 
the Inspectorate, dated December 2006, that stated that 
Hazard Analysis Critical Control Points (HACCP) controls 
did not appear to be well maintained at ward level. A 
list of actions required was given but no time frame for 
implementation was indicated.

COMPLIANT YES      NO      3

Article 7: Clothing

Residents had their own supply of clothes. However there 
were pyjamas available for those residents who needed 
them. It was reported by staff that residents had a choice 
whether to wear night clothes during the day on the unit. 
If it was deemed necessary by the team that a resident 
wear night clothes for safety it was documented in the case 
notes. On the day of the inspection, a number of residents 
were in their night clothes by choice.

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

A record was made of the resident’s possessions on 
admission. This was evident in all the case notes 
inspected. Possessions were removed if there were safety 
implications, an explanation was given to the resident 
and a record was kept. The unit had a facility for the safe 
keeping of valuables. Each resident had a bedside locker. 
No policy was in place on the day of the inspection. A 
policy was sent subsequently to the Inspectorate.

COMPLIANT YES      3 NO

Article 9: Recreational Activities

A number of recreational activities were available to the 
residents. These included TV, a games console, a book 
library, a CD library, table tennis and an exercise bike.

COMPLIANT YES      3 NO

Article 10: Religion

The residents had access to the hospital Roman Catholic 
chaplain service. Communion was available daily. On-call 
arrangements were in place to make contact for other 
denominations.

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

The unit had set visiting times that were displayed at 
the main entrance. The lounge, garden area and the 
foyer were used for visiting. Bedrooms were not used 
for visits and the unit had no dedicated visiting room. 
Specific arrangements were made for visitors with small 
children. All visitors reported to reception on their arrival. 
No policy was in place on the day of the inspection. A 
policy was sent subsequently to the Inspectorate.

COMPLIANT YES      3 NO

Article 12 (1–4): Communication 

Two public phones were available for residents on the 
unit. Residents can have their own mobile phones as 
long as there are no camera facilities. The mobile phone 
was removed if used inappropriately. Staff said they did 
not remember ever having to intercept a resident’s mail. 
No policy was available on the day. A policy was sent 
subsequently to the Inspectorate.

COMPLIANT YES      3 NO

Article 13: Searches

No policies, procedures or protocols for searching a 
resident or finding illicit substances were available on the 
day of the inspection. A policy was sent subsequently to 
the Inspectorate. It was reported by staff that searches 
were only undertaken for safety reasons. The resident 
was informed of any search and their consent was asked 
for, usually by the residents’ consultant psychiatrist. Staff 
said that two staff were present during searches.

COMPLIANT YES      3 NO

Article 14 (1–5): Care of the Dying

Staff said a resident was transferred to the general 
wards in the Midwestern Regional Hospital when it was 
identified that they was dying. Six single rooms on the 
unit were of a type that could be used to maintain the 

dignity and privacy of the residents. No policies were 
available on the day of the inspection on care of the 
dying and sudden death. Subsequently policies were 
sent to the Inspectorate.

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

Individual care plans as defined in the Regulations were 
not in use. Each resident had a single set of notes. A 
nursing care plan was in place. Since the inspection, it 
was reported by the registered proprietor that an MDT 
was researching various models of care planning with the 
intention of identifying the most appropriate model for 
this service. It was reported that the chosen model would 
be introduced in the Autumn 2007. 

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

Although a therapeutic programme existed, it was not linked 
to individual multidisciplinary care plans, and interventions 
were not recorded in the residents’ case notes. It was 
reported to the Inspectorate that verbal reports were 
sometimes given, usually when a resident was unwell. The 
programme was facilitated by a CNM2 who was assisted 
by an art therapist and healthcare assistant. A number of 
groups were facilitated by clinical psychologists and social 
workers, although no occupational therapy input was 
available to the unit. A varied programme was available 
to the residents. Residents had access to a number of 
advocacy groups and a group was facilitated to ensure that 
residents and patients were aware of their rights in relation 
to the Mental Health Act 2001. Since the inspection, it 
was reported by the registered proprietor that a system of 
recording the individual input of individual practitioners had 
been implemented.

COMPLIANT YES      NO      3
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Article 17: Children’s Education

Since 1 November 2006, 12 children had been admitted 
to the unit. The unit had a link with the paediatrics 
department in the Midwestern Regional Hospital and the 
staff had accessed a teacher in the recent past to meet 
the educational needs of the children who were in the 
unit at the time. Communication with the child’s school 
was maintained. No set educational programme was in 
place. The unit had a policy outlining the MDT response 
to meeting educational needs on an individual basis.

COMPLIANT YES      3 NO

Article 18: Transfer of Residents

A procedure was in place to transfer residents to other 
parts of the hospital. A doctor’s letter accompanied the 
resident along with their case notes and drug card index 
record. A nurse escort was provided when needed. 
It was reported that no transfers had been made to 
St. Joseph’s Hospital, Limerick this year. No policy was 
available on the day of the inspection. A policy was sent 
subsequently to the Inspectorate.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

Residents received care and treatment from the 
Midwestern Regional Hospital when required. On the 
day of the inspection none of the residents was in the 
unit for more than six months. No policy on responding 
to medical emergencies was available on the day of 
the inspection. A policy was sent subsequently to the 
Inspectorate.

COMPLIANT YES      3 NO

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

No policy available on the provision of information 
to residents. A policy was sent subsequently to the 
Inspectorate. An information leaflet was available to all 
residents. It contained all the requirements under the 
Article except details of the wider MDT membership. 
Since the inspection, the information booklet had been 
updated to include all information.

COMPLIANT YES      3 NO

Article 21: Privacy

Single rooms were available. All bed areas in the 
shared rooms had individual curtains. One of the male 
dormitories looked out on the main public car park. The 
window panes needed to be covered to ensure privacy. 
Since the inspection, it was reported that an action 
plan was in place to address this issue. The toilets and 
bathrooms were gender specific. 

COMPLIANT YES      NO      3

Article 22: Premises

The unit was clean and well maintained, though some 
areas required minor repainting. The premises were 
adequately lit, heated and ventilated. There was a 
maintenance department on site and staff reported that 
response was sometimes slow to requests for repairs, 
dependent on funding. The unit had a mixture of chairs, 
beds, hoists and baths available for residents depending 
on need. The unit was a single-storey building and was 
wheelchair accessible.

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

All medication was ordered from the pharmacy on site. 
Prescriptions were written on a card index system and 
stored in the clinical room. The clinical room was spacious 
enough for storage of the various medications. A signature 
bank for nursing and medical staff was in operation. No 
policy in place on the day of the inspection. A policy was 
sent subsequently to the Inspectorate.

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

A safety statement was in place and regular health and 
safety audits had taken place.

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television (CCTV)

CCTV was not used for the observation of residents. 

Article 26: Staffing

All staff were recruited through the central HSE procedure. 
The unit employed 37 nurses. A CNM3 was based in the unit 
and an Assistant Director of Nursing. A number of general 
adult sector teams provided input, as well as a forensic 
team and a psychiatry of later life team. Not all disciplines 
were represented on these teams. At weekends and out of 
hours an Assistant Director of Nursing was available on call. 
A CNM3 was on duty seven days a week. 

Table 1: Unit staff levels

Staff Member Day Night
Nursing 12 7

Staff had access to the training programme at the 
Midwestern Regional Hospital and St. Joseph’s Hospital. 
Most of the nursing staff were educated to degree 
level or higher. Staff had access to mandatory training. 
However there was no training in physical restraint 

techniques. All staff had attended training on the Mental 
Health Act, 2001. The Act and related Rules, Regulations 
and Codes of Practice were available on the unit.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

Current case notes of residents were kept on the unit. 
On discharge, the case files were stored in the sector 
headquarters. Each resident had a single set of notes. 
No policy available on the day of the inspection; it was 
reported that the service operated from the national 
policy on retention periods. Food safety audits, health 
and safety checks and fire inspection records were made 
available to the Inspectorate.

COMPLIANT YES      3 NO

Article 28: Register of Residents

The unit had a register of residents but this did not 
contain all the information required in Schedule 1. Since 
the inspection, it was reported that the system manager 
had been contacted to include the missing field.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

No policies, procedures and protocols were available on 
the day of the inspection. Subsequently policies were 
sent to the Inspectorate.

COMPLIANT YES      3 NO

Article 30: Mental Health Tribunals

Facilities were available for mental health tribunals on 
the unit. It was reported that no patient had required 
assistance from staff during a tribunal.

COMPLIANT YES      3 NO
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Article 31: Complaint Procedures

No policy and procedures were available on the day of the 
inspection. Subsequently the HSE policy was sent to the 
Inspectorate. The complaints procedure was documented 
in the information leaflet for residents. The designated 
complaints officer was the Clinical Director. A comprehensive 
record of complaints was made available to the Inspectorate. 
All complaints had been investigated. Each complaint was 
filed separately with all appropriate correspondence. Detailed 
investigations and responses were evident in all cases.

COMPLIANT YES      3 NO

Article 32: Risk Management Procedures

No composite risk management policy was in place. 
Subsequently the service sent the Inspectorate the 
HSE policies on corporate risk management and risk 
assessment. All incidents were recorded and sent to the 
Clinical Risk Manager. Copies of incidents were not kept 
on the ward. Reports were received from the STARS Web 
tracking system and the Clinical Risk Manager. Since the 
inspection, it was reported that the risk advisor provided 
feedback on a quarterly basis to the management 
team and the risk management MDT steering group. No 
policies were in place for the management of risks on 
suicide and self-harm. The management team reported 
that the management of risks on suicide and self-harm 
was addressed through the observation policy and 
one-to-one nursing policy. It was reported that each 
resident’s level of risk was assessed on admission and 
the appropriate level of observation assigned.

COMPLIANT YES      NO      3

Article 33: Insurance

A copy of the insurance certificate was provided to the 
Inspectorate on the day of the inspection.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

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

COMPLIANT YES      3 NO

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

SECLUSION

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

ECT

The unit had a full ECT suite with a waiting area, toilets, a 
preparation room, treatment room and recovery room. It 
was located in a private area within the ward. No Detained 
patient had ECT since the commencement of the Rules. On 
the day of the inspection, two outpatients and one resident 
had received ECT. A total of 19 people had received ECT since 
the beginning of the year. The consent form in use did not 
meet the requirements of this Rule. The service was advised 
to consider using the sample consent form in the ECT Rules. 
Each resident received an information sheet developed 
by the Royal College of Psychiatrists, which had been 
amended to include Irish Law. The ECT nurse reported that 
she met with the person and explained the procedure. A 
maintenance programme was in place for all the equipment 
in the suite. All the required equipment and drugs were in 
place. The unit had an ECT nurse, dedicated ECT consultant 
psychiatrist and anaesthetist. The ECT register was reviewed 
and it was noted that the register had been used for 
Voluntary residents but it was intended only for use with 
Detained patients. No policy; consent form for anaesthesia, 
or cognitive assessment were in place. The protocols 
required by Section 10.1 needed updating. A policy was sent 
to the Inspectorate, dated July 2006. It was reported that the 
requirements to undertake a cognitive assessment pre-ECT 
and post-ECT were under review.
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MECHANICAL RESTRAINT

Staff reported that mechanical restraint had not been 
used on the unit to date. 

USE OF MECHANICAL RESTRAINT FOR 
ENDURING SELF-HARM BEHAVIOUR 

There was no evidence that this form of mechanical 
restraint was in use on the day of the inspection.

COMPLIANT YES      3 NO

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

PHYSICAL RESTRAINT

Since 1 November 2006, 23 episodes of physical 
restraint had been recorded. In all cases it was clearly 
stated why physical restraint was deemed necessary. 
The appropriate forms were completed by the nursing 
staff. However in 13 cases there was no NCHD signature 
on the form. In 14 cases there was no consultant 
psychiatrist signature. Five episodes of restraint were on 
children, only one was signed by a doctor to indicate a 
review had taken place. None of the current residents 
had been restrained. Staff reported that no training in 
physical restraint was in place. The training record was 
not examined. Subsequently the registered proprietor 
informed the Inspectorate that all training in the area of 
prevention and management of violence and aggression 
was suspended in the HSE West and nationally. A 
report from an expert group was due for publication. It 
was reported that pending this report the service had 
seconded a number of nursing staff to a B.Sc. course in 
Prevention and Management of Violence and Aggression 
in Dundalk Institute of Technology.

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

Since 1 November 2006, 12 children had been admitted 
voluntarily to the unit. The four child and adolescent 
teams had clinical responsibility for children aged 0 
to 16 years. It was reported by clinical staff that the 
general adult teams had been directed by the HSE to 
provide care and treatment for all adolescents aged 16 
to 18 years. The unit was inappropriate for the provision 
of care and treatment to children under 18 years. The 
nursing staff did not have expertise in the area of 
child and adolescent mental health. No policies and 
procedures were in place for the admission of children. 

COMPLIANT YES      NO      3



BOOK 5 – HSE WEST

Mental Health Commission Annual Report 2007 | 33

ST. JOSEPH’S HOSPITAL

relocate to this unit by November 2007. The previous 
deadline for relocation of St. Martin’s had passed.

St. Martin’s Unit (formerly known as Male 5) was 
described as a long-stay unit for males with challenging 
behaviour. It was located on the first floor of the hospital 
and this isolated it from the other units. The unit had 
15 beds, but 16 residents were admitted on the day 
of the inspection: one resident was sleeping out in St. 
Brendan’s Unit. All admissions were voluntary and the 
unit was locked as staff reported that there were 4 to 5 
residents who were allowed out only if accompanied. On 
the day of the inspection, the unit did not have a policy 
for the locking the doors and no evidence of clinical 
decision or risk was documented in the residents’ files.

St. Brendan’s Unit (formerly known as Male 7) was 
described as a long-stay psychogeriatric unit providing 
continuing care for male residents. It was located on the 
ground floor of the hospital and had an enclosed garden 
space. Two temporary beds had been erected in the 
visiting room. All admissions were voluntary and the unit 
was locked to prevent residents from wandering. 

St. Rita’s Unit (formerly known as Female 3) was 
described as a long-stay unit for females with 
challenging behaviour. The living areas were located on 
the ground floor and the bedroom areas were located on 
the first floor. The unit was locked as five residents were 
only allowed out only if accompanied. This had not been 
documented in their care plan as required in the unit’s 
policy on locking the doors. The unit had 13 beds, with 
14 residents admitted on the day of the inspection. One 
resident was sleeping out in St. Mary’s Unit, as she was 
unable to manage the stairs up to the bedrooms.

St. Mary’s Unit (formerly known as Female 6) was 
described as a long-stay psychogeriatric unit providing 
continuing care for female residents. It was located on 
the ground floor of the hospital. Staff reported that the 
unit had operated as an open unit until May 2007. On 
the day of the inspection, the unit was locked as one 
resident was only allowed out if accompanied. 

Rehabilitation Unit (formerly known as Unit 10) was 
an open 25-bed unit with 20 male residents admitted, 
including one who was detained, and 4 female 

APPROVED CENTRE ST. JOSEPH'S HOSPITAL
UNITS INSPECTED ST. MARTIN'S UNIT

ST. BRENDAN'S UNIT
ST. RITA'S UNIT
ST. MARY'S UNIT
REHABILITATION UNIT

DATE OF INSPECTION 9 AND 10 JULY 2007

NUMBER OF BEDS 84 INTEGRATED

TYPE OF INSPECTION UNANNOUNCED

INTRODUCTION

St. Joseph’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. Joseph’s Hospital, Limerick, had five units, one 
of which, St. Peter’s, had been closed since the last 
inspection for refurbishment. A number of the residents 
from St. Peter’s Unit had been transferred to the 
Rehabilitation Unit. The Inspectorate was informed that 
the contract for the refurbishment work had been signed 
off and work was due to commence shortly. It was 
planned that the residents from St. Martin’s Unit would 
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residents. One of the residents on this ward was 
described as being on long-term pass since 2005. The 
person attended the ward at set intervals which was 
recorded in the medical notes. No nursing plan had been 
in place for this resident since 2005 and no evidence 
was found in the file of regular mental state and 
physical examinations. It was unclear to the Inspectorate 
why this person remained registered as a resident of 
the approved centre. In addition to residents placed 
in this unit for rehabilitation purposes, the unit also 
accommodated residents from St. Peter’s (formerly Male 
3) Unit following its closure. The unit was configured 
over three floors. The dining and day areas were on the 
ground floor and sleeping and bathroom facilities on the 
second and third floors. It was reported that the second 
floor had opened in the previous month. The floors were 
accessible by stairs only. 

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

General 

1.  Each service user must have a care plan that meets 
the requirements of the Regulations.

	 Outcome:	This recommendation had not been 
progressed. Following the inspection the service 
informed the Inspectorate that a multidisciplinary 
group had begun researching various models of care 
planning and it was expected that the chosen model 
would be implemented in the Autumn of 2007.

St. Martin’s Unit

1.  The ward should be under the active care and 
management of a named consultant psychiatrist.

	 Outcome:	The unit was under the care of a named 
locum consultant psychiatrist.

2.  Every effort should be made to ensure that the 
patients and staff relocate to an environment that is 
more suitable.

	 Outcome: This recommendation had not been 
progressed. Following the inspection, the Inspectorate 
was informed that an alternative environment was 
being refurbished and was expected to be available in 
December 2007.

3.  Each patient should have an individual MDT care plan 
that is based on formal assessment.

	 Outcome:	This recommendation had not been 
progressed.

4.  Each patient should have an individual therapeutic 
programme to achieve goals that are linked to the 
care plan.

	 Outcome: This recommendation had not been 
progressed. 

5.  There should be specific admission and discharge 
policies in place for this ward.

	 Outcome: This recommendation had not been 
progressed. Specific admission and discharge policies for 
this unit were not available on the unit on the day of the 
inspection. Following the inspection, the service informed 
the Inspectorate that there was a general Limerick Mental 
Health Services Policy in place for all units.

St. Brendan’s Unit

1.  Essential maintenance must be carried out and the 
unit returned to its original base.

 Outcome: This had been completed.

St. Rita’s Unit

1.  The therapeutic programme available to the residents 
must meet the requirements of the Regulations.

	 Outcome: This recommendation had not been 
progressed.

2.  A core MDT should be responsible for the residents on 
the unit and the emphasis of care and assessments 
should be linked to the residents’ rehabilitation.
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	 Outcome: A named consultant psychiatrist had 
responsibility for the unit and multidisciplinary 
had input to the unit. Each resident had one 
integrated clinical file. Care plans were nurse led. 
The interventions documented in the clinical files 
of residents indicated that care and treatment was 
directed towards ongoing care rather than any specific 
needs-based rehabilitation. 

3.  The seclusion facility must meet the requirements 
of the Rules Governing the Use of Seclusion and 
Mechanical Means of Bodily Restraint issued by the 
Mental Health Commission.

 Outcome:	This recommendation had not been 
progressed. The location of the seclusion room 
remained directly off the sitting room and no toilet 
facilities were nearby. Following the inspection visit, 
the service reported that a concerted effort was 
being made to phase out seclusion with a view to 
decommissioning the seclusion room in the future and 
develop alterative care management strategies was 
ongoing. Three episodes of seclusion had occurred 
and development of alternative care management 
strategies was ongoing.

4.  Nursing staff must have training in the management 
of violence and aggression and continue to use 
alternative strategies to seclusion.

	 Outcome:	Nursing staff reported that they had 
not received training in violence and aggression 
management since the last inspection. Control and 
restraint was the model used in the service but 
training in this model has been suspended by the 
HSE. Staff reported that they use alternatives to 
seclusion when possible and there was a low rate 
of seclusion documented in the seclusion register. 
Following the inspection the service reported that 
three staff from the Limerick Mental Health Service 
had been seconded to a B.Sc. course in Prevention 
and Management of Violence and Aggression. It was 
not clear to the Inspectorate if these staff members 
had input to St. Rita’s Unit.

St. Mary’s Unit

1.  The standard of care and treatment being delivered 
should be maintained and developed.

 Outcome: Some progress had been achieved on this 
recommendation. While the standard of care had 
been maintained, no specific developments were 
reported to the Inspectorate.

2.  There should be a single MDT care plan for each 
resident in accordance with the Regulations.

	 Outcome:	Some progress had been made on this 
recommendation. Staff from the unit attended the 
team meeting in the day hospital every month where 
there was a full team discussion of three or four 
residents at each meeting. The unit did not have care 
plans as specified in the Regulations. (See General 
Recommendation 1).

3.  A structured meaningful activity programme should 
be delivered by an occupational therapist for 
residents with dementia.

	 Outcome: This recommendation had not been 
progressed. The unit had no occupational therapist. 
Following the inspection, the service reported that an 
occupational therapist visited the unit as required and 
provided a service to all residents including those with 
dementia.

4.  A physiotherapist service should be provided as required.

 Outcome: A physiotherapist attended the unit 
regularly.

Rehabilitation Unit

1.  A full rehabilitation team should be put in place and 
training provided to all staff.

	 Outcome: A full-time temporary rehabilitation 
consultant psychiatrist had been employed by the 
service since early 2007. Part-time occupational 
therapists and a shared social worker were on the 
team but no NCHD or dedicated clinical psychologist 
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had been allocated. Referral to clinical psychology could 
be made through the sector teams. Team meetings 
took place off the unit. Following the inspection, the 
service reported that an occupational therapist had 
been in post since 2 April 2007, a NCHD had been in 
post since 8 August 2007, and a permanent consultant 
psychiatrist with special interest in rehabilitation had 
been in post since 10 September 2007.

2.  Each patient should have a multidisciplinary team 
assessment and care plan developed.

	 Outcome: All residents originally referred to the 
rehabilitation programme have had a multidisciplinary 
team assessment conducted. Those who have been 
recently transferred to the unit because of a ward 
closure were in the process of being assessed. It was 
reported by staff that copies of the assessment were 
maintained in the rehabilitation headquarters and not 
in the residents’ clinical files on the unit.

3.  An individual rehabilitation plan and programme 
should be developed following an assessment.

	 Outcome: This recommendation had not been progressed. 

4.  The ward should continue to be upgraded and 
ongoing maintenance provided.

	 Outcome: The beds had been upgraded. The plans to 
develop a kitchenette where residents could learn and 
practice skills have not proceeded.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

St. Mary’s Unit: Staff from St. Mary’s Unit attended MDT 
meetings in the day hospital every month where two or 
three of the residents were reviewed at each meeting. 
A team meeting form was completed and placed in the 
resident’s clinical file. It documented those present at the 
meeting and the decisions that were taken. 

St. Martin’s Unit: No MDT meetings took place on the 
unit and limited MDT input was seen in the clinical files 

examined. A psychologist ran a weekly group on the 
ward and an art therapist attended weekly.

Rehabilitation Unit (Unit 10):	Plans for one 
rehabilitation team to manage all the residents in this 
unit had not yet occurred. While the team met regularly 
at the team headquarters they did not attend the unit. 
The team needs to be fully staffed and view all the 
residents in the rehabilitation service as being within its 
remit and entitled to full access. The team conducted 
detailed needs assessments on its client group.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Individual care plans were not used. Following the 
inspection, the service reported that a multidisciplinary 
group had begun to research various care planning 
models and it was reported that the one chosen would 
be implemented in Autumn 2007.

1.5  THERAPEUTIC ACTIVITIES

St. Martin’s Unit: The psychologist ran a group on the unit 
every week. The art therapist provided input once a week.

Rehabilitation Unit: All the residents in the 
rehabilitation unit could attend the activation programme 
which was conducted nearby on the campus. This 
was separately staffed and managed. A ward-based 
programme was not available although staff reported 
that newspaper reading groups and card games took 
place. Ashleigh House, a staffed residential unit had not 
yet re-opened despite plans. A group of residents had 
been identified as being ready to move into it. 
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1.6  ENVIRONMENT AND FACILITIES

St. Martin’s Unit: This was an old run-down unit which 
was locked. There were damp patches and fungus 
on the walls in the dormitory and the bathroom. Two 
wardrobes and two beds were beside the damp patch in 
the dormitory. The paint was peeling from the walls and 
ceilings in the sitting and dining rooms, the toilets and 
the bedroom areas. The smoking room was particularly 
run down. The dormitory was partially partitioned into 
four areas each with a number of beds. None of the 
beds had curtains around them for privacy. The glass 
fire escape door had no curtains to block out the light 
at night. Glass was missing from one of the windows 
above a resident’s bed. Entry to the unit was hampered 
by the external bell which was not working on the day 
of the inspection.

St. Mary’s Unit: This was generally in good condition 
except for the shower area and the ceiling on the 
corridor just inside the entrance to the unit, which were 
in need of thorough cleaning and some repainting. 
Although the unit was on the ground floor and was 
locked there was no enclosed outdoor space for 
the residents to use. This could have been easily 
accommodated.

St. Brendan’s Unit:	The unit had been recently 
refurbished and was in good decorative order. It was 
bright and clean. The visitors room had been converted 
into a double bedroom to facilitate the practice of sleeping 
out from other units and the dormitory area had an 
extra bed in it. This gave meant that not all the beds had 
curtains around them. The doors to the kitchen and toilet 
were beside each other. The unit had an enclosed outdoor 
area. Following the inspection, the service reported that 
the bed total in the unit had been reduced by one.

St. Rita’s Unit:	The furniture in the unit was outdated 
and in need of repair. The upstairs sleeping area had 
paint peeling off the walls and ceilings. It was in poor 
condition and required repainting. Although the unit 
was on the ground floor and was locked, there was no 
enclosed outdoor space for the residents. This could have 
been easily accommodated. The issue of the location of 
the seclusion room remained unchanged from last year’s 
report. Following the inspection, the service reported 

that painting of the unit was under way and that 
new suitable furniture had been selected. The service 
reported that it had considered enclosing the garden 
area but decided against this, as it was thought that 
passers-by would form negative impressions.

Rehabilitation Unit: The capacity of this unit had 
increased in the previous month to accommodate 
residents from St. Peter’s Unit, the former Male 3 Ward. 
The ground floor had the dining, day and office areas. 
The first floor was a sleeping area for both male and 
female residents. The second floor was a sleeping area 
for male residents. Access upstairs was limited to the 
stairs and sleeping areas were locked during the day. 
Toilets and bathing facilities were located on each floor. 
The general decor was bare with few homely features 
and very few personal possessions. A number of the 
toilets were in need of cleaning and paint was peeling 
from the walls. Photographic evidence was taken.

1.7  INTERVIEWS WITH RESIDENTS

St. Martin’s Unit: Four residents spoke with the 
Inspectorate. All expressed unhappiness about the 
physical conditions they were required to live in. Two 
expressed a wish to leave the unit and live in a hostel. 
One spoke about the lack of privacy and the volume of 
noise within the dormitory at night. Two said the quality 
of the food was poor.

Rehabilitation Unit:	A number of residents spoke with 
the Inspectorate. They reported that there was very little 
activity on the ward and would sit around watching TV 
for most of the day.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  St. Brendan’s Unit had been redecorated.

2. The appointment of a consultant psychiatrist with 
responsibility for rehabilitation and the assessment by 
rehabilitation team of all residents referred to the team.
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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.  St. Martin’s Unit was not suitable for the provision 
for care and treatment to residents and provides no 
privacy or dignity. It should be closed and residents 
moved to more suitable accommodation.

2.  The practice of sleeping out residents must cease. 
Following the inspection, the service reported that this 
practice had ceased. However, on a subsequent visit 
the Inspectorate was informed that one resident from 
St. Martin’s was sleeping out.

3.  The approved centre should have MDT care plans as 
specified in the Regulations for all residents.

4.  The approved centre should have local unit policies for 
locking doors when necessary as part of a resident’s 
care plan, particularly when the residents are of 
voluntary status.

5.  A fully staffed rehabilitation team should be in place 
and MDT meetings held on the unit. Following the 
inspection visit, the service reported that weekly team 
meetings had commenced on the unit.

6.  The use of seclusion and the seclusion facility in St. 
Rita’s must meet the requirements of the Rules on the 
use of seclusion. 

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 9 AND 10 JULY 2007

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

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality 
and Standards Division prior to the inspection date, 
photographic evidence taken on the day of clinical notes 
and the physical environment, interviews with CNMs on 
the units, and a review of relevant paper documentation. 
Residents were given the opportunity to speak to the 
Inspectorate during the two inspection days. A feedback 
meeting with the Hospital Manager and members of 
senior nurse management was facilitated at the end of 
the inspection process. St. Martin’s Unit was inspected in 
detail for compliance with the Regulations. All comments 
refer to St. Martins’ Unit unless otherwise specified. A 
number of policies required by the Regulations were 
not available on the day of the inspection. The approved 
centre subsequently submitted a number of them to the 
Inspectorate. These were implemented on 16 July 2007, 
included dates for review and were signed by the senior 
management team.

Article 4: Identification of Residents 

Although central rostering of nursing staff was in operation 
a consistent group of staff was generally allocated to the 
unit. Two nurses administered medication.

COMPLIANT YES      3 NO
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Article 5: Food and Nutrition

Water dispensers were located in the nurses’ office as a 
safety precaution for polydipsia. Residents were able to 
access the dispensers. No choice of food was available 
for the main meal. The nurse in charge ordered special 
diets as required. Breakfast was served at 0800h and the 
evening meal was served at 1650h with lunch at 1245h. 
Tea and biscuits were available at 1900h and 2130h. 
Residents could buy snacks in the hospital shop. Following 
the inspection, the service reported that a committee 
comprising staff and service users had convened to 
improve the quality variety and choice of food available.

COMPLIANT YES      NO      3

Article 6 (1–2): Food Safety

This was not inspected on the day. Food was supplied 
from St. Camillus’ Hospital and a copy of their food 
safety policy was made available to the Inspectorate.

COMPLIANT YES      3 NO

Article 7: Clothing

St. Martin’s Unit: Residents could buy their own clothes 
by withdrawing money from the accounts office. Usually 
they bought clothes in the hospital boutique. They can 
also go to town, accompanied if necessary, to purchase 
clothes. The boutique also put individual name labels on 
resident’s clothes. None of the residents were in night 
clothes on the day of the inspection and staff reported 
that this was only done if agreed as part of the residents 
care plan.

Rehabilitation Unit: It was reported by staff that not all 
residents had their own individual clothes.

COMPLIANT YES      NO      3

Article 8: Residents’ Personal Property and 
Possessions 

Each resident had a personal locker and wardrobe for their 
own belongings. Valuables and money were kept in the 
general accounts office. A facility was provided for the 
safe keeping of valuables. Staff reported that a property 
book was kept in the store room with a list of each 
resident’s property. On the day of the inspection, the book 
could not be found and copies had not been given to the 
residents. Residents kept their own money. The unit had a 
policy on personal property and possessions.

COMPLIANT YES      NO      3

Article 9: Recreational Activities

The unit had TV sets, radios, cards, some board games 
and a pool table. Residents who were allowed out could 
go for walks in the grounds.

COMPLIANT YES      3 NO

Article 10: Religion

The hospital Roman Catholic chaplain and ministers of 
the Eucharist visited regularly and mass was held every 
Sunday. Staff showed awareness of the religious and 
cultural needs of a number of religions. 

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

The unit had a dedicated visitors room and visits could 
also take place in the common areas on the ward. Staff 
reported that visiting was flexible apart from meal times 
and after 2030h. Children were allowed to visit. A policy 
on visiting was in place.

COMPLIANT YES      3 NO
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Article 12 (1–4): Communication 

Two phones, both located in nurses’ offices were 
available for residents. This made it difficult to ensure 
privacy for the resident. Residents were free to receive 
and send post and post had never been examined. 
Internet or email access was not provided. A policy on 
communication was in place. Public phones were also 
located in the hospital.

COMPLIANT YES      3 NO

Article 13: Searches

Staff reported that no searches had been carried out on 
the unit. Staff were able to describe a search procedure 
that included informing the resident of the reason for the 
search, seeking their permission and having two staff 
present for the search. Written policies and procedures 
on patient searches, which included the finding of illicit 
substances were in place.

COMPLIANT YES      3 NO

Article 14 (1–5): Care of the Dying

Residents who required palliative or terminal care would 
normally be admitted to the general hospital for care of 
their medical condition. Staff were aware of the need 
to respect cultural and religious practices and facilitate 
family and next of kin as appropriate. A policy on care of 
the dying and sudden death was in place.

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

Individual care plans were not in use. Nursing care plans 
were based on the OREM King model and were reviewed 
once a month. The service expected that a multidisciplinary 
care plan would be implemented in Autumn 2007.

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

Therapeutic services were limited to the input of a 
psychologist and an art therapist who attended the 
unit weekly. These interventions were not linked to an 
overarching care plan.

COMPLIANT YES      NO      3

Article 17: Children’s Education

This was an adult hospital and did not have facilities to 
ensure continuation of children’s education. Children who 
required admission were referred to Acute Psychiatric 
Unit 5B, Midwestern Regional Hospital.

Article 18: Transfer of Residents

The NCHD arranged transfers of residents and completed a 
referral letter. The nurse in charge of the unit was responsible 
for putting together a nursing report with relevant 
information about the resident. The approved centre had a 
policy on the admission and transfer of patients.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

All six-monthly physical reviews of residents had been 
completed and documented on St. Martin’s Unit, St. 
Brendan’s Unit, St. Rita’s Unit and the Rehabilitation Unit. 
On St. Mary’s Unit, physical examinations were completed 
and recorded in the previous six months apart from one 
resident who was on continued pass from the approved 
centre who had not had a general health review in some 
time. A policy for responding to medical emergencies was 
in place. Documentation in the clinical files indicated access 
to a range of general and specialist health care professionals 
such as dentists and chiropodists. 

COMPLIANT YES      NO      3
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Article 20 (1–2): Provision of Information to 
Residents

Nursing staff informed the residents about their consultant 
psychiatrist and about local housekeeping arrangements on 
the unit. No written information was available to residents 
about diagnoses. Leaflets about the Irish Advocacy Network 
and voluntary agencies were provided. Information on 
medication and side effects was not routinely given to 
residents. The approved centre had a policy for the provision 
of information to residents.

COMPLIANT YES      NO      3

Article 21: Privacy

St. Martin’s Unit:	The unit did not provide adequate 
privacy or dignity for the residents. A large dormitory 
was divided by low partitions into four areas. Each area 
contained three to four beds that had no curtains around 
them for privacy. 

COMPLIANT YES      NO      3

Article 22: Premises

The service did not have a routine programme of 
maintenance for the approved centre. The maintenance 
department on campus carried out repairs. The response 
time varied from unit to unit. The furnishings were out of 
date and in need of upgrading.

St. Martin’s Unit: The furniture on the unit was old 
and in poor condition. No curtains or other means of 
blocking out the light from the glass fire door had been 
provided. The large damp stain on the wall beside 
two of the beds had been left unattended. Broken and 
missing glass in one of the windows had not been 
replaced. All of the living areas on the ward were in 
need of major refurbishment and redecoration. The toilet 
and shower areas were in bad repair and in need of 
urgent refurbishment. The heating system could not be 
controlled locally on the ward. The lift to the unit was 
not operating properly.

Rehabilitation Unit: The environment was more typical 
of an old-fashioned institutional-type ward than a modern 
rehabilitation unit. It was difficult to see how rehabilitation 
could occur in such poor physical surroundings.

COMPLIANT YES      NO      3

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

The approved centre had written policies and procedures 
for the ordering, prescribing, storing and administration 
of medicines. The policy had no date of implementation 
or review.

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

The approved centre did not have written operational 
policies and procedures relating to the health and safety 
of residents, staff and visitors. A HSE corporate safety 
statement was in use.

COMPLIANT YES      NO      3

Article 25: Use of Closed Circuit Television (CCTV)

CCTV was not in use on St. Martin’s Unit or anywhere 
within the approved centre. A policy in relation to the 
use of CCTV was in place.

COMPLIANT YES      3 NO

Article 26: Staffing

The HSE policies and procedures relating to the 
recruitment, selection and vetting of staff applied to this 
approved centre. Staff reported that they had access to 
a number of training days and had completed courses 
in control of infection, leg ulceration, care planning and 
the Mental Health Act, 2001. Copies of the Act, and 
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associated Regulations, Rules and Codes of Practice were 
not available on the units.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

The clinical files that were examined were current, 
legible and generally in good order. A policy on records 
was in place. 

COMPLIANT YES      3 NO

Article 28: Register of Residents

The register of residents did not contain all the 
information required in Schedule 1 of the Regulations. 
Following the inspection, the service reported that work 
had been commenced to capture and record the required 
information.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

Most policies had a date of review and this was within 
three years of the date of implementation.

COMPLIANT YES      3 NO

Article 30: Mental Health Tribunals

A dedicated room for mental health tribunals was 
provided and staff were available to assist patients if 
required.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

The complaints procedure was displayed on the 
noticeboards around the hospital. The HSE complaints 
policy was used and a record of complaints was 
submitted to the Inspectorate after the inspection.

COMPLIANT YES      3 NO

Article 32: Risk Management Procedures

The approved centre had a risk management policy in 
place. Specific policies included HSE Incident Reporting 
Policy and Procedure, Mid Western Area Health Care Risk 
Management Strategy, HSE West Disclosure Policy, HSE 
Guideline for the Review and Investigation of Adverse and 
Near Miss Incidents and HSE Guideline for Undertaking Risk 
Assessments. Staff reported that incident reports were sent 
to the Risk Manager. The risk management policy did not 
cover precautions in place to control for risks of resident 
absent without leave, suicide and self-harm, assault and 
accidental injury to residents or staff or arrangements for the 
protection of children and vulnerable adults from abuse. A 
record of incidents was submitted to the Inspectorate after 
the inspection. Following the inspection, the service reported 
that risk management precautions in relation to suicide and 
self-harm were included in the Observation Policy and the 
Nurse Specialling policies and precautions related to resident 
absent without leave was handled in the policy on absence 
with and without leave. The service reported that the Trust 
in Care policy was implemented in relation to the protection 
of vulnerable adults from abuse.

COMPLIANT YES      3 NO

Article 33: Insurance

The approved centre was covered by the HSE insurance 
arrangements.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration
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The certificate was framed and displayed at the main 
reception area to the approved centre.

COMPLIANT YES      3 NO

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

SECLUSION

St. Rita’s Unit: Three episodes of seclusion (involving two 
residents) were recorded in the register. They occurred 
in January and March of 2007. A number of consistent 
recording errors were noted: entries were not timed in 
the clinical notes, no record was made of an explanation 
given to the resident or next of kin, the ending of seclusion 
was not recorded in all cases. Personal Public Service (PPS) 
numbers for the residents secluded were missing on the 
register. A policy on the use of seclusion was available. The 
use of seclusion was permitted only on St. Rita’s Unit. A 
copy of the Rules on seclusion was on the ward. Following 
the inspection the service reported that it has been working 
to phase out reliance on seclusion and develop alternative 
management strategies.

COMPLIANT YES      NO      3

ECT

The approved centre did not a have ECT facilities. A 
policy on ECT was in place. If residents required ECT this 
was provided in Acute Psychiatric Unit 5B, Midwestern 
Regional Hospital.

MECHANICAL RESTRAINT

A policy on mechanical means of restraint was in place.

USE OF MECHANICAL RESTRAINT FOR 
ENDURING SELF-HARM BEHAVIOUR 

St. Rita’s Unit: One resident had cot sides at night. This 
was charted in the nursing care plan and initialled by the 
NCHD. Photographic evidence was taken. The initial was 
illegible. No prescription for cot sides was documented 
in the case file as required in Part 5. Following the 
inspection visit, the service reported that clinical staff 
had been made aware of the Limerick Mental Health 
Service policy in this regard.

COMPLIANT YES      NO      3

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

PHYSICAL RESTRAINT

St. Rita’s Unit: One entry was recorded on the clinical 
practice forms. The form was in order. The approved 
centre had a policy on physical restraint.

COMPLIANT YES      3 NO

ADMISSION OF CHILDREN

This approved centre was an adult hospital and was not 
suitable for the admissions of children. No admissions 
of children had taken place and children requiring 
admission were directed to Acute Psychiatric Unit 5B, 
Midwestern Regional Hospital. 
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ANNUAL REPORT
TUARASCÁIL BHLIANTÚIL2007

CHAPTER 2

GALWAY EAST
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APPROVED CENTRE ST. BRIGID'S HOSPITAL, 
BALLINASLOE

UNITS INSPECTED ADMISSION UNITS, WARD 
16 AND WARD 21

DATE OF INSPECTION 13 AND 14 AUGUST 2007
NUMBER OF BEDS 133 (127 OCCUPIED)
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

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

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

1.1  DESCRIPTION

St. Brigid’s Hospital, Ballinasloe was a large Victorian 
building on extensive grounds. The conditions in the 
hospital had been strongly criticised in Inspectors’ 
reports over successive years. However since the 2006 
inspection, Ward 5, Ward 6, Ward 7 and Ward 10 have 
closed in one part of the building. Five long-stay wards 
remained open at the time of the inspection with 83 
residents: Ward 16, Ward 17, Ward 19, Ward 21 and 
Ward 21A. The hospital had two admission units, Our 
Lady’s Unit and St. Dympna’s Unit, and a newly opened 
10-bed unit, St. Luke’s Unit, with five long stay beds for 
residents with challenging behaviour and five beds for 
residents newly admitted with disturbed behaviour. At 

the time of the two-day inspection, there were seven 
Detained patients in the hospital: one female and six 
males. The complex had 133 beds and 127 of these 
were occupied. The Inspectorate visited each ward and 
three wards were inspected in detail.

The lack of a fully staffed multidisciplinary rehabilitation 
team was hindering progress in moving the service 
forward. A large number of long-stay residents remained 
in hospital as well as community residence and there was 
an urgent need to set up an active rehabilitation unit. 
A considerable amount of work had been done in the 
development of a care planning system over the previous 
year and a comprehensive care plan had been produced 
and commenced in the long-stay wards. However input 
to individual care plans from medical staff had not yet 
taken place, though the Inspectorate was assured that this 
would take place shortly. An occupational therapist had 
been appointed with sole responsibility for the long-stay 
wards and considerable work had been done both in 
assessments of residents and in introducing a programme 
of recreational and therapeutic activities. All staff are to 
be commended for the considerable work that has taken 
place in a twelve-month period to improve the care and 
treatment for residents.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

Our Lady’s Unit and St. Dympna’s Unit

1.  The multidisciplinary team care plan system should 
be introduced in all four sectors.

	 Outcome: The care plans were nurse led. At the time 
of inspection individual care plans were not used. 
However an integrated care plan had been developed 
and was to be introduced within a few months.

2.  Residents should have an opportunity to attend the 
multidisciplinary care planning meeting.

	 Outcome: There had been no progress with this 
recommendation. It was reported to the Inspectorate 
that the residents did not attend this meeting. The 

ST. BRIGID’S HOSPITAL, BALLINASLOE 
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resident has the opportunity to address issues around 
their care and treatment after the meeting has taken 
place or with the staff at any other time.

3.  Therapy services should be expanded

 Outcome:	An occupational therapist had been 
employed. There was a therapy unit within the 
admission complex. A member of the therapy unit 
attended the multidisciplinary care planning meeting 
and documents in the clinical files.

4.  Regular refresher courses in the management of 
disturbed behaviour should be conducted.

	 Outcome: One of the trainers in crisis prevention 
reported that training was being carried out regularly.

Ward 21

1.  A decision on the long term future of this unit 
should be made as soon as possible. Considerable 
investment of resources will be required to bring it up 
to an acceptable standard.

	 Outcome: There has been no real progress in this 
unit. Although efforts have been made to improve 
conditions within the constraints of the building, it 
remained unsuitable for residents.

2.  The unit should be under the care of a dedicated 
multidisciplinary team and integrated care and 
treatment plans should be put in place.

	 Outcome: Considerable progress had been made 
on this recommendation. A dedicated consultant 
psychiatrist, occupational therapist and CNM3 were 
responsible for all long-stay wards. Integrated care 
plans had been introduced. The team did not have 
a dedicated social worker or occupational therapist. 
Subsequent to the inspection, the Inspectorate was 
informed that approval had been sought to appoint a 
dedicated social worker and a psychologist to the team.

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

	 Outcome:	There has been considerable progress on 
this recommendation. An occupational therapist was 
in the process of assessing residents and introducing 
needs-based activities and programmes.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

One consultant psychiatrist had responsibility for the 
long-stay wards as well as a dedicated CNM3, a nurse 
practice development coordinator and an occupational 
therapist. The team had no social worker or clinical 
psychologist. Regular team meetings were held on these 
wards and an integrated care plan had been introduced. 
There was evidence in the files that most residents 
are regularly reviewed. Regular multidisciplinary team 
meetings were held in the admission ward attended by 
the available multidisciplinary team members.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

The Inspectorate was shown the new individual care 
plan, which had been introduced in the long-stay wards. 
Plans to introduce these to the admission units were 
advanced. Ongoing difficulties with introducing continuity 
of staff was impacting on the new care plan system. 
Each resident was reviewed fully at a team meeting at 
least once every six months. 

1.5  THERAPEUTIC ACTIVITIES

An activation unit was located in the admission block 
and was run by nursing staff. Residents were referred 
for specific activities by their sector team and were 
individually assessed by the activation staff. In the long-
stay wards, activities and groups had commenced and 
the emphasis was on improving activities of daily living 
and decreasing institutionalised behaviour. Ongoing 
assessments of physical needs were in place, but the 
response to identified unmet needs with appropriate 
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equipment and assistive devices had been slow. A 
number of recreational supplies remained outstanding, 
which was hindering the development of programmes. 

1.6  ENVIRONMENT AND FACILITIES

St. Brigid’s Hospital remained unsuitable for residents. 
The sanitary facilities were inadequate in a number of 
wards. Some wards were too small and cramped. It was 
noted by the Inspectorate that there were definite plans 
to close the remaining wards in the hospital.

1.7  INTERVIEWS WITH RESIDENTS

A number of residents asked to speak to the Inspectorate 
on the admissions unit. They all spoke highly of the 
care and help they received from nursing staff despite 
the conditions of the hospital building. One resident 
expressed concern about the dormitory-style bedrooms. 
She reported that it was difficult and upsetting for 
residents when an agitated resident was admitted and 
there were times when she felt unsafe. Another resident 
with limited mobility reported that he was unable to 
access the therapeutic activates located on the first floor 
because there was no lift in the building. All residents 
were highly critical of the building but appreciated the 
outdoor space that was available to them.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  Integrated care plans had been introduced to the 
long-stay wards with plans to commence them in the 
admission units.

2.  The appointment of an occupational therapist for 
the long-stay wards was a welcome development. 
The introduction of needs-based activities had 
commenced.

3.  A clinical audit on documentation was carried out by a 
member of staff on Our Lady’s Unit and St. Dympna’s 

Unit. The expanding role of the nurse with regard to 
admission assessments was taking place. A number of 
assessment tools were being introduced.

4.  The service had an excellent information booklet for 
residents.

5.  The obvious dedication and commitment of all staff to 
improving care and treatment of residents over the past 
year was recognised and they are commended for this.

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

1.  Plans to close the remaining long-stay wards within 
St. Brigid’s Hospital should continue with appropriate 
accommodation found for the remaining residents

2.  The full staffing of the rehabilitation team should take 
place as soon a matter of urgency.

3.  A psychiatry of later life team should be put in place

4.  Plans to develop and integrate East Galway and West 
Galway services should take into account the existing 
excellent community services and their accessibility 
for service users: the specialist functioning and skills 
of the mental health teams and the provision of 
sub-specialty teams such as rehabilitation, liaison and 
psychiatry of later life teams. All service users should 
have access to these services regardless of location.

5.  The units should be accessible to people with limited 
mobility.
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PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 13 AND 14 AUGUST 2007

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

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality and 
Standards Division prior to the inspection date, interviews 
with the nurses in charge, the residents, a review of 
relevant documentation, and photographic evidence.

Article 4: Identification of Residents 

Our Lady’s Unit and St. Dympna’s Unit: A team system 
of nursing was used and the team nurse administered 
medication for each resident according to sector of 
origin. A checking procedure was carried out to establish 
the location of residents five times per day shift. Three 
levels of observation were used: Level 1, where the 
resident was on special one-to-one observation; Level 2, 
where the resident was checked every 15 minutes; and 
Level 3, where the routine was a five-times-a-day check. 
In all wards two RPNs administered medication.

Ward 16 and Ward 21:	A key worker system was in 
place. Residents were long stay and nurses know the 
residents. Two RPNs administered medication.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

Water dispensers were located around the units. The 
kitchen was located on campus. Menus were displayed 
in all units and wards. At lunch time, when the main 

meal was served, a choice of three hot meals and two 
desserts were available. The evening meal consisted of 
a hot meal or a salad. It was reported that sandwiches 
were sent from the kitchen at supper time. Specific 
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

Our Lady’s Unit and St. Dympna’s Unit: A stores 
department supplied day or night clothes if necessary 
and these clothes were then retained by the resident. 
The family was contacted if clothes are required. All 
residents were in their day clothes apart from one 
resident who had opted to remain in night clothes. Night 
clothes were only prescribed during the day if it was 
indicated through formal risk assessment.

Ward 16 and Ward 21: All residents had their own 
clothing. The stores were contacted if necessary. All 
residents were in their day clothes.

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

Our Lady’s Unit and St. Dympna’s Unit:	A property 
book was kept in triplicate form: one sheet was left with 
the resident, one went to the administration office and 
one remained in the book. Property was checked and 
itemised on admission with the resident. Sharp objects 
and medication were routinely removed and kept in a 
secure place. A facility for the safe keeping of valuables 
was available. 

Ward 16 and 21: Residents’ pensions came through to 
the general office. Residents had easy access to own 
monies. 
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The policy on residents’ personal property and 
possessions was in draft form at the time of inspection.

COMPLIANT YES      NO      3

Article 9: Recreational Activities

Our Lady’s Unit and St. Dympna’s Unit: The unit had 
two TV sets: one in the veranda area and a large set 
in the day room. Access was available to an activation 
unit where therapeutic activities and recreational 
activities took place. The unit had an outdoor sitting 
area. Relaxation and flower arranging took place on the 
female long-stay wards. An occupational therapist had 
recently been appointed to the long-stay wards and was 
introducing both recreational and therapeutic activities 
for residents.

COMPLIANT YES      3 NO

Article 10: Religion

The residents could request to see a chaplain and a 
pastoral care advisor was available. Transport was 
available to bring residents to church accompanied by a 
nurse. Residents were facilitated in the practice of their 
religion. Mass took place each Saturday and Sunday.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

Our Lady’s Unit and St. Dympna’s Unit:	There was no 
dedicated visitors room. Visitors came to the bedside or 
day room and dining area, or to the smoking area. It was 
planned to divide the long veranda area into three parts 
to facilitate a dedicated visitors area. Visits could also take 
place in the garden. Visiting time was 1400h to 2200h and 
on weekdays relatives were advised to arrive from late 
afternoon onwards in order to avoid disruption to therapies. 

Ward 16:	There was no dedicated visitors’ area although 
it was planned to extend in order to provide one. The 

garden was seldom used as Ward 16 was located on the 
first floor.

Ward 21: There was a dedicated area for visitors which 
was part of the main ward

All children visiting the approved centre must be 
accompanied by an adult. At the time of inspection the 
policy for visits was in draft form.

COMPLIANT YES      NO      3

Article 12 (1–4): Communication 

Both in and out-going mail was unopened. A public 
phone was available. Residents of the Our Lady’s Unit, St. 
Dympna’s Unit and Ward 16 could use their own mobile 
phones. The policy on communication was in draft form.

COMPLIANT YES      NO      3

Article 13: Searches

Searches were only carried out when there was a clear 
reason for doing so. The resident was informed and the 
reason explained. Two qualified staff were in attendance at 
all times. This was then documented in the care plan and an 
incident form completed. The duty doctor was notified and 
the search was documented in the unit’s report book. Both 
policies on searches and on the finding of illicit substances 
were in draft form at the time of inspection. 

COMPLIANT YES      NO      3

Article 14 (1–5): Care of the Dying

Our Lady’s Unit and St. Dympna’s Unit:	Any resident 
becoming physically ill was transferred to Portiuncula 
Hospital. 

Ward 16:	A single room was used to ensure access and 
privacy for family. The policy on care of the dying was in 
draft form.
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Ward 21:	The unit had no dedicated area for care of 
residents who were dying.

COMPLIANT YES      NO      3

Article 15: Individual Care Plan

The service had focused on developing a comprehensive 
care plan incorporating risk assessment. Although this 
had been commenced in the long-stay wards, it had not 
yet been introduced to the admission wards. Medical 
staff had not yet commenced input to these care plans. 
Training for staff was being organised.

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

An activation department was located upstairs from the 
admissions unit and was run by nursing staff with some 
input from occupational therapy, social worker or clinical 
psychology. Nurse therapy staff had individual case loads, 
attended team meetings and recorded information in 
the clinical file. Occupational therapy provided individual 
assessments. 

COMPLIANT YES      3 NO

Article 17: Children’s Education

Appropriate educational services for children were not 
provided.

COMPLIANT YES      NO      3

Article 18: Transfer of Residents

A discharge letter and summary accompanied the 
transferred resident. A nursing report was completed on 
transfer of a resident to a nursing home. The policy on 

transfer of residents was in draft form at the time of the 
inspection.

COMPLIANT YES      NO      3

Article 19 (1–2): General Health

Residents whose length of stay was greater than six 
months on the admissions unit required routine physical 
examinations and these were long overdue. A small 
number of six-monthly physical reviews were outstanding 
on other units. Nursing staff reported that NCHDs did not 
routinely visit the long-stay wards and that at times it was 
difficult to get them to come to there. Residents did not 
have access to a primary care service. Regular cervical 
screening or breast examinations were not completed 
or documented in the files inspected. It was difficult to 
access outpatient appointments, radiology and Emergency 
Department services in Portiuncula Hospital as residents 
and staff endured waits up to six hours for both routine 
and urgent assessments. It was reported that there had 
been no progress on resolving these difficulties despite 
ongoing communication with the general medical services. 
The Inspectorate was informed of a nursing assessment 
carried out prior to April 2007 where unmet needs regarding 
dentistry, dietary, physiotherapy, speech and language, 
chiropody, hearing and ophthalmology were identified, 
though at the time of inspection they remained largely 
unmet. The policy for responding to medical emergencies 
was in draft form. The long-stay wards did not have a 
defibrillator and it was planned to obtain one.

COMPLIANT YES      NO      3

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

The service had an excellent information booklet 
incorporating both general, sector, staff and personal 
information. Information on sector teams, consultants, 
NCHDs and team nurses was also displayed on 
whiteboards that could be accessed by all residents 
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and staff. The name of the Irish Advocacy Network 
representative and contact number was also displayed. 

COMPLIANT YES      3 NO

Article 21: Privacy

All bed areas in the centre had curtains and individual 
storage space. However in Ward 17 there were large 
observation panels in the bedroom doors that deprived 
residents of privacy when in their rooms. 

COMPLIANT YES      NO      3

Article 22: Premises

The admission unit comprised of two wards; one upstairs 
and one downstairs. The decor and furnishings were 
satisfactory and appropriate. The toilet and bathroom 
areas required attention. Our Lady’s Unit which was 
upstairs, was not conducive to observation although 
staff were alert to this and had procedures in place. Any 
resident requiring high observation was admitted to St. 
Luke’s Unit, described as the psychiatric intensive care 
unit (PICU). This unit was on the ground floor and catered 
for five long-stay residents with challenging behaviour as 
well as new admissions. It was newly renovated.

All long-stay residents were now accommodated in 
the area described as the “New Building” which was 
actually built in the early 1900s. While efforts had been 
made to improve the conditions and furnishings within 
the existing framework of the building, in general it 
was inadequate for residents. Ward 19 was small with 
an overcrowded dormitory and sanitary facilities were 
inadequate for 19 residents. Some toilets had no seats.

COMPLIANT YES      NO      3

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

These policies were in draft form at the time of 
inspection.

COMPLIANT YES      NO      3

Article 24 (1–2): Health and Safety

Heath and Safety statements were on the units but new 
draft policies required implementation.

COMPLIANT YES      NO      3

Article 25: Use of Closed Circuit Television (CCTV)

CCTV was solely on the external parts of the hospital and 
not used within the hospital.

Article 26: Staffing

Draft policies on staffing required implementation at the 
time of the inspection. Records of staffing and those in 
charge of the units were kept by the Assistant Directors 
of Nursing.

Table 1: Unit staff levels

Unit Staff 
Member

Day 
(0740h to 
2000h)

Night 
(1940h to 
0800h)

Our Lady's 
Unit and St. 
Dympna's Unit

RPN 5 4 + 1 
CNM2

Ward 16 RPN 5 including 
1 CNM2

2

Ward 21 RPN 4 including 
CNM2

3

Subsequent to the inspection it was reported that each 
ward also has a number of attendant staff assigned.

COMPLIANT YES      NO      3
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Article 27: Maintenance of Records

The policies on maintenance of records were in draft 
form at the time of inspection. The clinical files were up 
to date and the care plans were in good condition.

COMPLIANT YES      NO      3

Article 28: Register of Residents

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

COMPLIANT YES      3 NO

Article 29: Operating Policies and Procedures

All policies were in draft form at the time of the inspection.

COMPLIANT YES      NO      3

Article 30: Mental Health Tribunals

The approved centre had facilities for holding mental 
health tribunals

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

A complaints policy was in place. Details were provided in 
the information booklet for residents. An Assistant Director 
of Nursing had been appointed as the complaints officer 
within the approved centre. However the complaints 
procedure was not displayed in a prominent position as 
required.

COMPLIANT YES      NO      3

Article 32: Risk Management Procedures

Risk management policies remained in draft form at the 
time of the inspection.

COMPLIANT YES      NO      3

Article 33: Insurance

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

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The certificate of registration was displayed in the 
admission block.

COMPLIANT YES      3 NO

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

SECLUSION

Although there were two seclusion rooms in St. Luke’s 
Unit they had not been used. Staff informed the 
Inspectorate that seclusion was not used in any part of 
the approved centre.

ECT

The ECT suite required a tipping trolley, updated 
protocol and the ECT register to be signed in order to be 
compliant with the Rules governing the use of ECT. 

COMPLIANT YES      NO      3
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MECHANICAL RESTRAINT

Staff reported that mechanical restraint was not used in 
the centre.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

A small number of elderly residents required cot sides 
while in bed. This was prescribed in accordance with Part 
5 of the Rules.

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 not recorded on the clinical 
practice forms in St. Luke’s Unit. It was recorded in the 
nursing care plan. Staff in both St. Luke’s Unit and Our 
Lady’s Unit stated that they had only received clinical 
practice forms the previous week. However the senior 
management team stated that this was not the case.

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

Children had been admitted to the admission unit 
since November 2006. All children were automatically 
nursed on a one-to-one observation level. However the 
approved centre did not meet the Code of Practice on 
admission of children to approved centres.

COMPLIANT YES      NO      3
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TUARASCÁIL BHLIANTÚIL2007

GALWAY WEST
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APPROVED CENTRE PSYCHIATRIC UNIT, 
UNIVERSITY COLLEGE 
HOSPITAL GALWAY

UNIT INSPECTED DEPARTMENT OF 
PSYCHIATRY

DATE OF INSPECTION 15 AUGUST 2007
NUMBER OF BEDS 43 INTEGRATED
TYPE OF INSPECTION UNANNOUNCED

INTRODUCTION

The Psychiatric Unit, University College Hospital, Galway, 
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

The Psychiatric Unit was a single-storey building located 
in the main campus of University College Hospital, 
Galway. It had 43 beds and on the day of the inspection 
30 male and 13 female residents were admitted, four 
male and three female patients were Detained under the 
Mental Health Act 2001. It was an open unit with four 

community-based adult mental health teams and one 
psychiatry of later life team admitting to it. An outpatient 
department was attached to the building. The unit had 
no high observation area, which continued to cause 
difficulties when residents required close observation.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  Each patient should have a multidisciplinary care 
plan.

	 Outcome: There had been no progress on this 
recommendation.

2.  All disciplines should record assessments, 
interventions and outcomes in a single MDT notes set.

	 Outcome: There had been some progress on this 
recommendation as health and social professionals 
recorded notes in the clinical file. Separate nursing 
notes were kept.

3.  The building of a high observation area should commence.

	 Outcome: There had been no action on this 
recommendation.

4.  Plans to introduce a formal patient satisfaction 
questionnaire should proceed when the resources are 
available.

	 Outcome: The senior social worker was leading this 
development and had introduced the McLean care 
quality rating questionnaire for all residents at the 
point of discharge.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Each of the admitting teams had a regular weekly team 
meeting on the unit. All members of the team attended 
and residents were reviewed. The residents did not 

PSYCHIATRIC UNIT,  
UNIVERSITY COLLEGE HOSPITAL GALWAY
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attend the team meetings. The consultant psychiatrists 
and NCHDs attended the ward several times during the 
week to see the residents.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Individual care plans were not used. Each resident had a 
nursing care plan.

1.5  THERAPEUTIC ACTIVITIES

An activities area was run by the occupational therapy 
department and a CNM2 and two staff nurses.

1.6  ENVIRONMENT AND FACILITIES

The layout of the building made it difficult for nursing 
staff to observe residents easily and the unit had no 
dedicated high observation area. This was particularly 
problematic when residents required higher levels of 
observation and it was a significant safety issue. The 
unit had to be locked on occasion in order to care safely 
for a small number of residents. Staff reported that the 
ward clerk, who used to be based on the unit, had been 
moved outside the unit and that this had caused some 
difficulties accessing the clerk.

1.7  INTERVIEWS WITH RESIDENTS

One resident spoke to the Inspectorate and indicated 
satisfaction at the care and treatment received.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  A satisfaction questionnaire had been introduced and 
this development was being led by the senior social 
worker.

2.  A number of policies had been developed and 
reviewed in light of the Regulations.

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 as 
defined in the Regulations.

2.  A high observation area must be developed to provide 
for the needs of a group of residents who have been 
identified as requiring this facility. 

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 15 AUGUST 2007

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

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality 
and Standards Division prior to the inspection date, 
an interview with the CNM2, a review of relevant 
documentation, and photographic evidence taken on the 
day of the inspection.
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Article 4: Identification of Residents 

Two nursing staff administered medication. The resident’s 
name and address were recorded on the prescription sheet 
and checked with the resident, with particular attention 
being paid to residents who had similar names.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

Bottled water dispensers were located on the male and 
female sides of the unit and in the day rooms. A private 
catering company supplied food to the unit. A choice of 
two or three options was available for each meal during 
the day. The nurse in charge liaised with the catering 
company to order any special dietary requirements.

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day. 

Article 7: Clothing

In the event of residents requiring clothing the family 
were contacted to bring in clothes. If this was not 
possible, nursing staff liaised with the social worker to 
obtain social welfare support for the resident to purchase 
clothes. Two residents were deemed to be high risk and 
were being nursed in night clothes on the day of the 
inspection, but this was not prescribed in the clinical file. 

COMPLIANT YES      NO      3

Article 8: Residents’ Personal Property and 
Possessions 

A triplicate property book was kept on the unit and was 
completed at admission. One copy was given to the 
resident or family, one copy was kept in the property 
book and one copy was sent to the accounts department 
if property was stored there. Residents generally kept 

their own possessions. The approved centre had a policy 
on residents’ property and possessions, which was 
implemented on 26 July 2007 and was due for review in 
August 2009.

COMPLIANT YES      3 NO

Article 9: Recreational Activities

The unit had a gym, TV set, DVD player, board games 
and a pool table. The library had a selection of books 
and reading material. Staff could access equipment from 
the activity area at the weekends. Residents also rented 
videos and DVDs from a local shop.

COMPLIANT YES      3 NO

Article 10: Religion

A chapel was located on the hospital campus and a 
Roman Catholic priest visited the unit regularly. The 
information booklet, given to residents at admission, had 
details about facilitating religious practices.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

A number of areas on the unit were used for visiting 
including the day rooms, bedroom areas and the garden. 
Visits could also take place in the hospital coffee shop. 
Visiting arrangements were flexible, excluding meal times 
and ward rounds. Security was available on the unit during 
the week from 1700h and all day at weekends. Information 
on visiting was contained in the information booklet. 
Children were facilitated to visit under the supervision of an 
adult. A policy on visits was implemented on 26 July 2007 
and was due for review in August 2009.

COMPLIANT YES      3 NO
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Article 12 (1–4): Communication 

Post was given directly to the resident by nursing staff. 
Residents had internet and email access in the activities 
area. The unit had a public phone and residents could 
also use the phone at the nurses’ station if necessary. 
Most residents had access to personal mobile phones. A 
policy on communication was implemented on 26 July 
2007 and was due for review in July 2008.

COMPLIANT YES      3 NO

Article 13: Searches

Searches of personal belongings were undertaken at 
admission, with the resident’s consent. Other searches 
on the unit were reported by staff to be infrequent. Staff 
were aware of the procedures for conducting searches. 
The policy on searches referred to searches with and 
without consent. This policy was implemented on 18 
October 1995 and reviewed on 16 June 2003. A policy 
on the finding of illicit substances was implemented 
on 16 June 2003 with no date of review. These policies 
need to be updated with reference to the Regulations.

COMPLIANT YES      3 NO

Article 14 (1–5): Care of the Dying

Residents who required palliative or terminal care were 
usually transferred to the medical wards for appropriate 
care and treatment. Staff were aware of the requirement 
to report deaths to the Mental Health Commission. A 
policy on care of the dying was implemented on 26 July 
2007 and was due for review in August 2009.

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

Residents did not have an individual care plan as defined 
in the Regulations.

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

Residents were seen by the psychologists as required. 
The social workers reviewed each new admission and 
when appropriate met with families and undertook 
home visits. The occupational therapists saw residents 
who were referred to the activities area and also 
undertook individual work with residents on the unit.

COMPLIANT YES      3 NO

Article 17: Children’s Education

The unit did not provide for the educational needs of 
children who were admitted.

COMPLIANT YES      NO      3

Article 18: Transfer of Residents

For transfers to the general hospital the NCHD wrote 
a referral letter to the medical team who then usually 
saw the resident on the unit in the first instance and 
then requested relevant information. The nurse in 
charge coordinated other transfers. Decisions about the 
amount of information that was required to accompany 
the resident was made on an individual case basis. The 
policy on transfers was implemented on 26 July 2007 
and was due for review in August 2009.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

Residents were facilitated to attend outpatient 
appointments with other medical specialists as 
necessary. Nursing staff were available to accompany 
the resident if this was required. The flu vaccine was 
available to those who were vulnerable. Each resident 
had a general health review at admission. The unit had a 
policy on responding to medical emergencies which was 
implemented on 26 July 2007 and was due for review 
in August 2008. One resident had been on the ward 
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for longer than six months and the routine six-monthly 
physical review was overdue. 

COMPLIANT YES      NO      3

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

An information booklet was given to residents at 
admission. This contained information about housekeeping 
arrangements, details of advocacy and voluntary agencies. 
The Irish Advocacy Network representative visited once or 
twice a week. Written information was not available on 
the unit for residents in relation to their diagnosis. Staff 
reported that information on medication, including side 
effects, was not routinely given to residents. A policy on 
providing information to residents was implemented on 
26 July 2007 and was due for review in August 2008.

COMPLIANT YES      NO      3

Article 21: Privacy

Personal meetings were held in private and private areas 
were available for phone calls. The male and female 
sleeping areas and bathroom areas were segregated. 
Screens were provided around the beds and the 
windows had curtains. 

COMPLIANT YES      3 NO

Article 22: Premises

No programme of routine maintenance and renewal was 
in place, although staff reported that repairs were carried 
out quickly. The layout of the building posed problems 
for observation of residents who required higher levels 
of observation. The absence of high observation area 
had been identified by staff as a risk to the safety and 
well-being of some residents. On both male and female 
sides of the unit, the toilet cubicles could accommodate 
wheelchairs and contained grab rails.

COMPLIANT YES      NO      3

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

A policy on ordering, prescribing, storing and 
administration of medications was implemented on 26 
July 2007 and was due for review in July 2009.

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

An interim health and safety policy was implemented in 
July 2007 with a review date for August 2008.

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television (CCTV)

CCTV was not used in the approved centre.

Article 26: Staffing

The HSE policies on the selection, recruitment and 
vetting of staff were used. A multidisciplinary staff mix 
was available to the unit. The duty book recorded the 
staff on duty and in charge of the centre and a copy was 
also kept in the Assistant Director of Nursings’ office. 
There was a CNM3 who coordinated training information 
for nursing staff. Nursing staff were supported to 
undertake additional training and qualifications.

Table 1: Unit staff levels

Staff Member Day 
(0800h to 
1700h)

Evening 
(1800h to 
2000h)

Night

Nursing 10 
minimum

1 6

Occupational 
therapist

1 0 0

Ward clerk 1 0 0

COMPLIANT YES      3 NO
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Article 27: Maintenance of Records

The clinical files that were examined were current, legible 
and generally in good order. The nursing notes were 
separate from the clinical file. The policies relating to the 
creation of, access to, and storage and destruction of records 
were signed but had no implementation or review dates.

COMPLIANT YES      3 NO

Article 28: Register of Residents

The new register was implemented on the day of the 
inspection for all new admissions. This was in accordance 
with Schedule 1.

COMPLIANT YES      3 NO

Article 29: Operating Policies and Procedures

The policies all had review dates within three years.

COMPLIANT YES      3 NO

Article 30: Mental Health Tribunals

Facilities were available for holding tribunals and 
patients were helped to attend if necessary.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

The complaints procedure was outlined in the 
information booklet given to residents at admission. A 
designated complaints officer was identified. A draft HSE 
complaints policy was in use. A record of complaints was 
not sent to the Inspectorate as requested.

COMPLIANT YES      NO      3

Article 32: Risk Management Procedures

Incidents were recorded in an incident book and a copy 
sent to the Director of Nursing and Clinical Director, 
who sign it. A risk management policy was in place. 
However, no documentation was made available to the 
Inspectorate from the multidisciplinary risk management 
group showing identification of risks and any precautions 
put in place to control for such risks, including those 
specified in this Article.

COMPLIANT YES      NO      3

Article 33: Insurance

The approved centre was covered by the HSE insurance 
arrangements.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The certificate of registration was displayed in the unit.

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 on the unit.

ECT

No Detained patients had received ECT. The ECT facilities 
complied with the requirements of the Rules governing the 
use of ECT and the service had received Electroconvulsive 
Therapy Accreditation Service (ECTAS) approval.

COMPLIANT YES      3 NO
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MECHANICAL RESTRAINT

The Inspectorate was informed that mechanical restraint 
was not used.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

Staff informed the Inspectorate that one resident, 
who was discharged on the day of the inspection, had 
needed cot sides at night. The clinical file of this resident 
was examined. The use of cot sides, the reasons for 
its use and duration, had not been prescribed in the 
resident’s clinical file. 

COMPLIANT YES      NO      3

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

PHYSICAL RESTRAINT

Physical restraint had not been used on any of the 
residents in the unit at the time of inspection. The clinical 
file of a former resident who had undergone physical 
restraint was examined. The documentation in the 
clinical file matched the register. The original copy from 
the register was affixed in the clinical file. The physical 
restraint register was examined. Part 13 (stating who 
had ended the physical restraint) and Part 15 (naming 
the consultant psychiatrist authorising the use of physical 
restraint) were not completed in the majority of cases.

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

Four children had been admitted to the unit since 
November 2006, all on a Voluntary basis. The clinical 
files of all four admissions were examined by the 
Inspectorate. One child had undergone physical restraint. 

The physical restraint register was examined with the 
original copy being attached to the clinical file. The 
physical restraint episode had been recorded in the 
clinical file and there was documentary evidence that 
the parents had been informed immediately. All clinical 
files were in order. Children who were admitted were 
provided with one-to-one nursing. The approved centre 
was not compliant with Section 2.5 of the Code of 
Practice Relating to Admission of Children. 

COMPLIANT YES      NO      3
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APPROVED CENTRE UNIT 9A, MERLIN PARK 
UNIVERSITY HOSPITAL

UNIT INSPECTED UNIT 9A
DATE OF INSPECTION 15 AUGUST 2007
NUMBER OF BEDS 30
TYPE OF INSPECTION UNANNOUNCED

INTRODUCTION

Unit 9A, Merlin Park University 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

Unit 9A was located on the grounds of Merlin Park 
Hospital, Galway. It was a 30-bed unit facilitating the 
needs of continuing care residents and residents suitable 
for rehabilitation. There was no rehabilitation team and 
four sector teams had clinical care input to the unit. 
Overall management of the unit was the responsibility 
of the specialist registrar. On the day of the inspection, 
27 residents were admitted, 17 males and 10 females, 
including two females and one male who were Detained 
under the Mental Health Act 2001. One resident was 
a Ward of Court. It remained the practice to sleep 

residents from the acute unit in UCHG in order to release 
admission beds.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  The service must enhance the multidisciplinary team 
to ensure that there is a core team.

	 Outcome:	Four sector teams admitted to Unit 9A. Each 
team met on a monthly basis and had a consultant, 
an NCHD and a key worker (RPN). An occupational 
therapist and a social worker also attended. This was an 
improvement on the situation previously.

2.  The service should continue to develop as a 
rehabilitation service and come under the care of a 
rehabilitation team. 

	 Outcome: No evidence of any progress in this regard 
was demonstrated.

3.  Each resident should have an individual rehabilitation 
programme facilitated by the multidisciplinary team.

	 Outcome:	A needs-based programme focused on 
activities of daily living (ADLs) was available to each 
resident. This programme was signed by the key 
worker but not by the resident. The Inspectorate 
was informed that the programme was discussed 
with the resident. Some residents had individualised 
programmes in their nursing care plans.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Four sector teams admitted to the unit. No dedicated 
rehabilitation consultant post was in place. Each sector 
team consisted of a consultant, an NCHD, and an RPN 
as key worker. An occupational therapist and social 
worker were also in attendance. Each team reviewed the 
residents under its care monthly. These meetings were 

UNIT 9A, MERLIN PARK UNIVERSITY HOSPITAL
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planned in advance and the Inspectorate was informed 
the resident received timely notice. 

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

No multidisciplinary care plans were in place. The medical 
file was separate to the nursing notes and they were kept 
in separate offices. The nursing care plans were reviewed 
regularly. However, in the files reviewed it was evident 
that interventions were not changed or updated despite 
evidence in the evaluations that the goals and needs 
remained unchanged over a number of years.

1.5  THERAPEUTIC ACTIVITIES

A programme of ADLs was attached to each resident’s 
wardrobe. This was signed by the key worker but not 
by the resident. The Inspectorate was informed that 
this programme was discussed with each resident, but 
there was no evidence of co-signed documentation 
to corroborate this. Some programmes were based on 
assessment of need, but most were based on the routine 
of the ward, as highlighted on the noticeboard, and 
were not individualised or based on needs assessment. 
A whiteboard in the corridor displayed the timetable for 
daily activities. Basic skills could be assessed in the flats, 
which consisted of four single bedrooms, a shower area 
and a kitchen. The Inspectorate was informed that the 
occupational therapist attended once or twice a week to 
facilitate these assessments. Art therapy took place once 
a week. Beauty therapy occurred once per week. The unit 
had a well-equipped snoezelen multisensory room and a 
room containing foot spa equipment. 

1.6  ENVIRONMENT AND FACILITIES

This was an open unit and the mission statement and 
philosophy of care of the unit was framed and displayed 
in a prominent area. It was clean, bright and in good 
decorative order. Framed paintings by residents were 

displayed on the walls of the unit. A flat had been 
constructed in the unit to focus on independent living. 
However it was not fully operational. Residents could 
access a pleasant garden featuring two gazebos, one 
for smokers and one for non-smokers. A number of 
bathrooms and shower rooms were available along with 
a Parker bath. A number of toilet seats were missing. 
Most of the bedrooms were upstairs; a small number 
were downstairs. Residents who shared two-bed rooms 
had limited privacy as there was no screening or curtain 
facility. The unit had a day room and a kitchen that was 
large and clean and adjoined the dining room. The unit 
had a minibus available.

1.7  INTERVIEWS WITH RESIDENTS

A number of residents, including one detained patient, 
asked to speak with the Inspectorate. All stated that they 
was content with their treatment and met regularly with 
their sector team and consultant psychiatrist.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  More therapeutic activities such as art therapy and 
beauty therapy had been introduced. 

2.  A minibus was based at the unit to facilitate 
excursions.

3.  The general decor and the garden area had been 
improved.

4.  Two flats had been constructed within the unit for the 
purposes of rehabilitation. 
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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.  The unit should develop individual care plans as 
described in the Regulations.

2.  The lack of privacy for male residents sharing twin 
bedrooms should be rectified 

3. The flats should become fully operational as 
rehabilitation units as soon as possible  

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 14 AUGUST 2007

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

This part of the report was completed using a number of 
evidence bases: self-assessment report completed by the 
service and submitted to the MHC Quality and Standards 
Division prior to the inspection date, interviews with the 
nurse in charge and her staff nurse colleagues, a review 
of relevant documentation, and photographic evidence.

Article 4: Identification of Residents 

Two RPNs administered medications and the resident’s 
name was confirmed. A core group of nursing staff were 
usually allocated to the unit and resident throughput 
was low. It was reported to the Inspectorate that the 

residents were very aware of their own medications and 
question nursing staff regularly about them.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

The water dispensers were shut down due to the 
ongoing water contamination problems in Galway. 
Bottled water was available throughout the unit for 
residents. Food came from the main hospital kitchen. 
The residents had a choice of porridge, cereals and 
toast with tea, coffee and juice for breakfast. The main 
meal was at lunchtime and no choice of main course 
was available to the residents. At teatime, a variety of 
food was available, with a choice of hot meal, salad or 
sandwiches. 

COMPLIANT YES      NO      3

Article 6 (1–2): Food Safety

This was not inspected on the day. 

Article 7: Clothing

Residents wore their own clothing. If they required 
additional or new clothing they purchased it with their own 
money and were accompanied by staff to a number of 
shops to facilitate this. Sometimes relatives brought in extra 
clothing. No arrangement was in place to supply clothing to 
a resident as staff informed the Inspectorate there had never 
been a need to do so. On the day of the inspection, one 
resident was wearing night clothes. This had been noted 
in the nursing notes, which included an instruction that the 
resident could have day clothes returned.

COMPLIANT YES      NO      3
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Article 8: Residents’ Personal Property and 
Possessions 

A property book was kept on the unit. This was 
completed on admission to the unit. The residents 
retained control of their property. A facility was available 
for the safekeeping of valuables. Residents could access 
their money at any time and this was clearly evident 
from a review of the process. Each resident had a 
wardrobe and bedside a locker. A policy on residents’ 
property and possessions was implemented on 26 July 
2007 and was due for review in August 2009. 

COMPLIANT YES      3 NO

Article 9: Recreational Activities

A weekly programme of activities was in place and 
displayed on a flip chart in the activities room. The unit 
had an electric keyboard, art and crafts, and a TV room. 
Make-up and beauty therapy and outings were facilitated.

COMPLIANT YES      3 NO

Article 10: Religion

A Roman Catholic priest visited each Sunday. Residents 
also attended the local chapel. Other religious 
denominations could be facilitated if required.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

The unit did not have a dedicated visiting room. Visitors 
used the resident’s bedroom or sat out in the garden. 
A number of other rooms were available for privacy 
if requested. Visiting time was up to 2000h. It was 
reported that staff could facilitate special arrangements. 
An adult must accompany child visitors. A policy on 
visiting was implemented on 26 July 2007 and was due 
for review in August 2009.

COMPLIANT YES      3 NO

Article 12 (1–4): Communication 

A public phone was located on the unit. Residents 
could retain their own mobile phones for personal use. 
Letters were received and sent unexamined. A policy on 
communication was implemented on 26 July 2007 and 
was due for review in July 2008.

COMPLIANT YES      3 NO

Article 13: Searches

Staff stated that there had never been a need to search 
a resident. A policy on searches that referred to searches 
with or without consent was implemented on 18 
October 1995 and reviewed on 16 June 2003. A policy 
on the finding of illicit substances was implemented on 
16 June 2003 with no date for review. 

COMPLIANT YES      3 NO

Article 14 (1–5): Care of the Dying

If residents became physically unwell, they were 
transferred to a more appropriate unit within the 
campus. It was reported to the Inspectorate that there 
had been no deaths on the unit. A policy on the care of 
the dying was implemented on 26 July 2007 and was 
due for review in August 2009.

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

The care plans were nurse led. No individual care plans 
as defined in the Article were in place.

COMPLIANT YES      NO      3
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Article 16: Therapeutic Services and 
Programmes

Some residents had an individualised ADL programme. 
A snoezelen multisensory room was available and 
art therapy and beauty therapy were provided. Some 
residents attended the day centre on campus but these 
programmes were not needs-based.

COMPLIANT YES      3 NO

Article 17: Children’s Education

This approved centre did not admit children. 

Article 18: Transfer of Residents

The Inspectorate was informed that the procedure 
was that the NCHD writes a referral letter. The clinical 
file remained on the unit and the two consultant 
psychiatrists involved communicate directly with each 
other. A policy on transfers was implemented on 26 July 
2007 and was due for review in August 2009.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

Three of the files inspected indicated that the six-
monthly physical examinations had not been carried out 
since February 2006. Referrals to outside agencies were 
made if deemed necessary by the treating consultant 
psychiatrist. Appointments for other physical illness, 
optician, dental were facilitated. A policy on responding 
to medical emergencies was commenced on 26 July 
2007 and was due for review in August 2008.

COMPLIANT YES      NO      3

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

No resident information booklet was available. It was 
reported by staff that residents were involved in the 
multidisciplinary team meetings and were aware of 
the identity of their consultant psychiatrist, NCHD 
and RPN key worker. Relevant information regarding 
this was displayed on a white board. The advocate 
visited regularly. Written information in relation to their 
diagnosis was not available to the resident. A policy on 
providing information to residents was implemented on 
26 July 2007 and was due for review in August 2008.

COMPLIANT YES      NO      3

Article 21: Privacy

Female residents had single rooms. Male residents who 
shared twin rooms had limited privacy as the beds had 
no screens or curtains around them.

COMPLIANT YES      NO      3

Article 22: Premises

The premises were clean, bright and in good structural 
and decorative order. It was reported that maintenance 
was generally good.

COMPLIANT YES      3 NO

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

A policy on the ordering, prescribing, storing and 
administration of medicines was implemented on 26 July 
2007 and was due for review in July 2009.

COMPLIANT YES      3 NO
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Article 24 (1–2): Health and Safety

The health and safety statement was dated September 
2002. It had not been updated since the introduction of 
the Health and Safety at Work Act, 2005.

COMPLIANT YES      NO      3

Article 25: Use of Closed Circuit Television (CCTV)

CCTV was not used on the unit. 

Article 26: Staffing

The unit was short one RPN on the day of the inspection. 
A record was maintained of nursing staff on duty and the 
designated nurse in charge.

Table 1: Unit staff levels

Staff 
Member

Day 
(0730h to 1700h/

1800h/2000h)

Night 
(1930h to 0800h)

 RPN 4 2

Crisis prevention training was provided and staff had 
been trained in the Mental Health Act. Regular manual 
handling and cardio-pulmonary resuscitation (CPR) 
training was provided. One RPN had received training in 
the Children First guidelines. Copies of the Mental Health 
Act 2001 the  Regulations, and the Rules governing the 
use of ECT were not available on the unit.

COMPLIANT YES      NO      3

Article 27: Maintenance of Records

The clinical records were generally up to date and in good 
order. The unit had policies relating to the creation of, access 
to, storage of and destruction of records. These were signed 
but had no date of implementation or review.

COMPLIANT YES      3 NO

Article 28: Register of Residents

The register of residents did not comply with Schedule 1 
of the Regulations.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

The policies all had review dates that were within three 
years.

COMPLIANT YES      3 NO

Article 30: Mental Health Tribunals

Mental health tribunals took place in University College 
Hospital, Galway, and a member of the nursing staff 
accompanied the patient.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

On the day of the inspection, awareness of the unit’s 
complaints procedure was not demonstrated. The 
complaints procedure was not displayed in a prominent 
position in the unit. There was a draft HSE complaints 
policy on the unit.

COMPLIANT YES      NO      3

Article 32: Risk Management Procedures

The unit had a risk management policy. However, 
there was no documentation made available to 
the Inspectorate from the multidisciplinary risk 
management group showing identification of risks, and 
any precautions put in place to control for such risks, 
including those specified in this Article.

COMPLIANT YES      NO      3
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Article 33: Insurance

The centre was covered by the insurance arrangements 
of the HSE.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The certificate of registration was displayed in a 
prominent position on the unit.

COMPLIANT YES      3 NO

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

SECLUSION

No seclusion facility existed on the unit and the 
Inspectorate was informed that seclusion was not used.

ECT

No ECT facility existed on the unit and no resident was 
undergoing a programme of ECT.

MECHANICAL RESTRAINT

It was reported by staff that mechanical restraint was 
not used on the unit.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

It was reported by staff that mechanical restraint for 
enduring self-harm behaviour was not used on the unit.

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

PHYSICAL RESTRAINT

It was reported by staff that no physical restraint had 
been used on the unit since 1 November 2006.

ADMISSION OF CHILDREN

Children were not admitted to the unit. 
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FACILITY ST. ANNE'S CHILDREN'S 
CENTRE

DATE OF INSPECTION 13 MAY 2007
NUMBER OF BEDS 6 INTEGRATED
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

At the time of inspection St. Anne’s Children’s Centre was 
applying for registration as 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. Anne’s Children’s Centre, Galway, was a stand-alone 
mental health in-patient unit for children. The building 
was an old period house that was generally unsuitable 
for a children’s in-patient unit. A dedicated school was 
attached to the building, providing both primary and 
secondary level instruction. The unit accepted admissions 
from East and West Galway, Mayo and Roscommon, 
as well as from the greater HSE West area when beds 
were available. The maintenance and safety of the unit 
was strongly criticised in the Inspector’s Report in 2006. 
Planning permission had been applied for for a new 20-
bed children and adolescent centre in Merlin Park on the 
outskirts of Galway City.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  The unit must undergo a programme of refurbishment.

	 Outcome: An extensive programme of refurbishment 
had taken place in the unit which will allow for a total of 
10 beds. Safety concerns emphasised in the 2006 report 
had been addressed. Increased staffing for the extra beds 
had been approved and were being recruited. 

2.  Appropriate training and supervision must be in place.

 Outcome:	All staff were trained in the Children First 
guidelines. Each team had a budget for training and 
nursing and medical staff had separate budgets for 
continuous education. Courses in cognitive behavioural 
therapy (CBT) and in management were available if 
staff wished to avail of them.

3.  Senior management must support the development 
of this specialist service to meet the increasing 
demands placed on it.

	 Outcome: The significant efforts by senior 
management, general management and local health 
management to progress the service and to address 
the deficits within the service were evident. 

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

At the time of the inspection the in-patient unit was 
under the clinical direction of a consultant-led MDT. 
With the planned increase in bed numbers a total of an 
additional 10 whole-time-equivalent posts had been 
approved which would provide a dietician, an NCHD, a 
senior registrar, an occupational therapist and six nurses. 
Approval for two further consultant psychiatrist posts had 
been sent to the National Hospitals Office/Comhairle 
for approval and it was intended that one of these 
posts would be for the in-patient unit. Nursing staff 
will increase to four nursing staff on duty day and night 
when the last four beds are opened.

ST. ANNE’S CHILDREN’S CENTRE
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3.  Staff morale and enthusiasm had improved and staff 
were reasonably clear about what decisions had been 
taken about the service.

4.  The renovations in the existing building were 
substantial and provided a safer and more appropriate 
environment as well as reorganising consulting and 
waiting areas. 

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

1.  All new posts should be recruited and filled and the 
centre should begin to operate at full bed capacity.

2.  MDT care planning should be introduced to the service.

3.  The team should continue to work with senior 
management staff to ensure that the planned new 
unit is progressed.

 
PART TWO: COMPLIANCE WITH 
REGULATIONS, RULES AND CODES 
OF PRACTICE ON 13 MAY 2007

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

This part of the report was completed using a self-
assessment report completed by the service and 
submitted to the MHC Quality and Standards Division 
prior to the inspection date. The Inspectorate met with 
the senior management team and heads of discipline on 
the day of the inspection.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Individual integrated care planning was not in use. 
Nursing care plans were not in use The Inspectorate was 
informed that appropriate individual care plans were 
being researched. Separate clinical and nursing files 
were maintained. All disciplines except nursing staff 
documented their interventions in the clinical file. Team 
meetings were held regularly and decisions recorded in 
the medical file.

1.5  THERAPEUTIC ACTIVITIES

A wide range of group and individual therapeutic 
activates were available.

1.6  ENVIRONMENT AND FACILITIES

The building was an old period house that was generally 
unsuitable for a children’s in-patient unit. The building 
had been extensively refurbished and this had resulted 
in four additional beds and a safer environment.

1.7  INTREVIEW WITH RESIDENTS 

None of the residents asked to speak to the Inspectorate.

1.8  GOOD PRACTICE DEVELOPMENTS 

1.  Planning permission had been sought for the new unit 
in Merlin Park and initial plans were available.

2.  Ten whole-time-equivalent posts had been approved 
to increase staffing.
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Article 4: Identification of Residents 

The unit had six beds. All children were known to 
staff and had their own primary nurse. Identification 
wristbands were not considered appropriate in this unit

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

Bottled water was available. Tap water was unfit to 
drink throughout Galway at the time of the inspection. 
A choice of food was not available. Special diets were 
catered for and a dietician available once a week. Since 
the inspection, it was reported that the team and the 
chef were addressing this and expected to have a choice 
of menu in the near future.

COMPLIANT YES      NO      3

Article 6 (1–2): Food Safety

This was not inspected on the day. 

Article 7: Clothing

All children had their own clothes and clothes were 
provided in the event that a child did not have their own 
clothing. Night clothes were not worn during the day 
unless prescribed as part of a bed-rest programme. A 
policy was submitted on 28 May 2007.

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions

The unit did not have a policy available regarding 
personal possessions on the day of the inspection. 
Children retained control of their possessions as far as 
was possible. Where personal possessions were removed 
for reasons of safety, access was under supervision. No 
inventory was kept of personal possession. A policy 

submitted on the 28 May 2007 was in accordance with 
this Article.

COMPLIANT YES      3 NO

Article 9: Recreational Activities

A variety of recreational activities was provided including 
inside and outside games and play areas, books, games 
consoles and table tennis.

COMPLIANT YES      3 NO

Article 10: Religion

The unit had no policy on provision of chaplaincy or 
religious services. Children were accommodated as far 
as was possible with attending church services. A policy 
was submitted on the 28 May 2007 in accordance with 
this Article.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

The unit did not have a policy on visiting. Visiting times 
were open and depended on team decision. The unit did 
unit have a specific visiting area but vacant rooms were 
used to provide privacy. Policies regarding visitors’ safety 
were out of date. A policy submitted on the 28 May 
2007 was in accordance with this Article.

COMPLIANT YES      3 NO

Article 12 (1–4): Communication 

The unit did not have a policy on communication. Internet 
access was under supervision only. Mobile phones were 
not allowed. Letters were not usually opened unless illicit 
substances were suspected. A policy submitted on 28 May 
2007 was in accordance with this Article.

COMPLIANT YES      3 NO
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Article 13: Searches

The unit had a satisfactory policy on searches, which 
incorporated both searches with consent and without 
consent and was in compliance with this Article. A 
minimum of two staff carried out searches. The unit 
had a separate policy with regard to finding of illicit 
substances. A standard form for the completion of 
searches was submitted on 28 May 2007. 

COMPLIANT YES      3 NO

Article 14 (1–5): Care of the Dying

The unit had no policies on caring for the dying as 
terminally ill children would not be appropriately placed 
in a children’s mental health centre. The unit had no 
policy on sudden death of a child. Detailed policies were 
submitted on 28 May 2007. 

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

The unit did not use individual integrated care planning. 
Nursing care plans were not in use. Suitable care plans were 
being researched. Clinical and nursing files were maintained 
separately. All disciplines except nursing documented 
interventions in the clinical file. Team meetings were held 
regularly and decisions recorded in the medical file. Since 
the inspection, the team had drafted and implemented MDT 
care and treatment plans on 23 May 2007. A copy of the 
paperwork was submitted to the Inspectorate. 

COMPLIANT YES      3 NO

Article 16: Therapeutic Services and 
Programmes

A wide range of therapeutic activities was provided.

COMPLIANT YES      3 NO

Article 17: Children’s Education

A dedicated school that offered primary and secondary 
education was located on the premises and was run by 
the Department of Education and Science.

COMPLIANT YES      3 NO

Article 18: Transfer of Residents

The unit had a policy on the transfer of children and all 
relevant documentation accompanied the child on transfer.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

Physical examinations were regularly carried out. An 
established network existed with the paediatric service 
in University College Hospital, Galway.

COMPLIANT YES      3 NO

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

An information leaflet had been developed. However 
this did not meet the requirements of this Article in that 
it was not child friendly. The unit did not have a system 
for provision for individual information such as diagnosis, 
medication and clinical team. The service has updated its 
information booklet to include these items and submitted 
a copy to the Inspectorate. A policy was also submitted.

COMPLIANT YES      3 NO

Article 21: Privacy

With the new layout of the unit the centre meets the 
Article on providing privacy.

COMPLIANT YES      3 NO
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Article 22: Premises

Major improvements have been made in relation to 
the bedrooms, recreation area, and living rooms. The 
renovations have ensured that the requirements of this 
Article have been met. 

COMPLIANT YES      3 NO

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

The unit had policies for medication.

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

The HSE policies on health and safety for staff were 
available. The policies were dated 2002 and were out of 
date. A policy was submitted on 28 May 2007 that met the 
requirements. It was reported that the Health and Safety 
Officer would review the health and safety statement for 
the building on completion of all building works.

COMPLIANT YES      NO      3

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was used externally only. 

Article 26: Staffing

All staff in St. Anne’s Children’s Centre were registered 
psychiatric nurses. Once the ten beds are open four 
nurses will be on duty during the day with a Director of 
Nursing and a CNM2 and four nurses at night. Records 
were maintained of staffing. 

Table 1: Unit staff levels

Staff 
Member

Day (0800h 
to 1700h)

Evening 
(1700h to 

2000h)

Night

Registered 
psychiatric 
nurse

2 2

CNM2 1

A number of education and training opportunities were 
available and each clinical team has its own training 
budget.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

The records were neat and tidy and easily accessible and 
the unit had a policy on records.

COMPLIANT YES      3 NO

Article 28: Register of Residents

The unit did not have a register of residents. A register has 
since been developed and submitted to the Inspectorate 
on 28 May 2007. It met the requirements of this Article.

COMPLIANT YES      3 NO

Article 29: Operating Policies and Procedures

Policies and procedures had not been regularly reviewed. 
The policies, procedures and protocols have now all been 
reviewed. They should be dated and a review date set 
for no later than 2010.

COMPLIANT YES      3 NO

Article 30: Mental Health Tribunals

Not applicable.
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Article 31: Complaint Procedures

Although a complaints procedure was in operation and 
the HSE policy applied this was not readily evident to 
the residents or their family. It was reported in writing 
since the inspection that the team were updating the 
information leaflet for parents and families to include a 
complaints policy.

COMPLIANT YES      NO      3

Article 32: Risk Management Procedures

The risk management procedures do not meet the 
requirements of the Regulations. Although some 
individual policies were available they were out of date. 
The unit had a system for reviewing serious or adverse 
incidents. The Trust in Care policy was available. The 
risk management policies were reviewed, updated and 
submitted to the Inspectorate on 28 May 2007. 

COMPLIANT YES      3 NO

Article 33: Insurance

Insurance cover was provided for through the HSE insurers.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

At the time of inspection the centre was not registered.

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

SECLUSION

Staff informed the Inspectorate that seclusion was not used.

ECT

ECT was not used.

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.

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

PHYSICAL RESTRAINT

The unit did not have a policy on the use of physical 
restraint. A policy on physical restraint was submitted to 
the Inspectorate on 28 May 2007. 

COMPLIANT YES      3 NO

ADMISSION OF CHILDREN

The unit was compliant with this Code of Practice.

COMPLIANT YES      3 NO



76 | Mental Health Commission Annual Report 2007

BOOK 5 – HSE WEST



BOOK 5 – HSE WEST

Mental Health Commission Annual Report 2007 | 77

ANNUAL REPORT
TUARASCÁIL BHLIANTÚIL2007

ROSCOMMON



78 | Mental Health Commission Annual Report 2007

BOOK 5 – HSE WEST

APPROVED CENTRE DEPARTMENT OF 
PSYCHIATRY, COUNTY 
HOSPITAL, ROSCOMMON

UNIT INSPECTED ACUTE PSYCHIATRIC UNIT
DATE OF INSPECTION 20 JULY 2007
NUMBER OF BEDS 30 INTEGRATED
TYPE OF INSPECTION UNANNOUNCED

INTRODUCTION

Roscommon, 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

The Department Of Psychiatry was a 30-bed integrated 
unit located in Roscommon County Hospital. Three 
general adult teams had admitting rights to the unit. One 
adult patient was Detained under the Mental Health Act 
2001. On the day of the inspection, the unit was locked, 
although it remained open for the remainder of the day.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  The care plans should be based on assessments by 
the multidisciplinary team.

	 Outcome: Nursing care plans were in use. They were 
not based on a multidisciplinary assessment. The 
service had had discussions about MDT care planning 
but these discussions had not been advanced.

2.  There should be a single set of notes for each patient 
that all disciplines access.

	 Outcome: There was limited progress with this 
recommendation. The medical, nursing and 
occupational therapy staff were writing in the case 
notes. Other disciplines were reported to be keeping 
their own notes. Subsequent to the inspection, the 
Inspectorate was informed that the social worker had 
been making entries in the clinical file. 

3.  Individual discipline assessment should be complete, 
up to date and located in a single case file.

	 Outcome: The medical, nursing and occupational therapy 
staff were writing in the case notes. Other disciplines 
were reported to be keeping their own notes. 

4.  The recording of seclusion must be clearer and in line 
with best practice.

	 Outcome: The recording of seclusion met with the 
requirements of the Rules on seclusion.

5.  The coding system for risk should be easily accessible 
and clear in the notes.

 Outcome:	The service had implemented a new 
review form as part of the observation policy. 
Reviews of residents’ observation status were clearly 
identifiable in the notes examined.

6.  All documentation should be regularly audited to 
ensure they meet the standards in documentation.

DEPARTMENT OF PSYCHIATRY,  
COUNTY HOSPITAL, ROSCOMMON
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 Outcome: The case notes were not audited. The 
medicine record cards have been audited and a new 
system will be implemented.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

The Inspectorate did not have information about this.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

The clinical files examined showed evidence of 
multidisciplinary team input. The sector teams did 
not have full complements of staff. Social work and 
psychology were shared between teams. Most clinical 
files were generally in good order, although one clinical 
file examined was overflowing and needed a new 
volume. The care plans were nurse led.

1.5  THERAPEUTIC ACTIVITIES

The occupational therapy department was attached 
to the ward and consisted of a computer room, a 
relaxation room and a group room, which on the day 
of the inspection was inaccessible due to an overhead 
overflow pipe that had flooded the floor. A programme 
of activities was displayed on the wall. The programme 
was not linked to a multidisciplinary care plan.

1.6  ENVIRONMENT AND FACILITIES

When the Inspectorate arrived, the unit was locked, 
although it remained open for the remainder of the 
day. The unit was long and narrow. Renovation to the 
bathroom and toilet areas was in progress and they were 
securely boarded up for safety reasons. The disabled 
shower room was situated directly opposite the dining 
area and quite some distance from the sleeping area 

and the unit’s nursing office. The occupational therapy 
room was inaccessible on the day of the inspection due 
to an overhead overflow pipe that had flooded the floor. 
The Inspectorate was assured that maintenance had 
been informed and a member of that department was 
on his way to the unit. The smoking area was situated in 
the open air, across from the main entrance to the unit; 
it was the Inspectorate’s view that it was disconcerting in 
appearance as it was made of vertical steel railing fence 
and was in full view of the general wards above, to 
people waiting for outpatient consultant appointments, 
and to the general public using the rear car park.

1.7  INTERVIEWS WITH RESIDENTS

Five residents were interviewed. They were generally 
satisfied with the care they received. Their comments 
were shared with nurse management.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  Following an audit, new medication cards will be 
implemented.

2.  The community service had been extended to seven 
days a week for a trial period.

3.  Feedback from advocacy groups had led to better 
facilities for the residents.

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 MDT care plan.

2.  The multidisciplinary care plans should be linked to 
the therapeutic programme. 
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3.  Policies, procedures and protocols should be in place 
that meet the requirements of the Regulations, Rules 
and Codes of Practice issued by the Mental Health 
Commission.

4.  The high observation area should be developed.

5.  The community mental health teams should be 
adequately resourced with all disciplines.

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

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

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality 
and Standards Division prior to the inspection date, 
photographic evidence of the clinical files and physical 
environment, and interviews with staff and residents. 
Meetings were facilitated at the start and end of the 
inspection. The meetings were attended by a consultant 
psychiatrist, an Assistant Director of Nursing and CNM2.

Article 4: Identification of Residents 

The unit was self-staffed. All new staff had an induction 
with an emphasis on resident identification. Two nurses 
administered medication.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

A fresh drinking water dispenser was available to 
residents on the unit. A supply of tea and coffee from 
dispensing flasks was also available to the residents. All 
meals were prepared off the unit in the hospital’s main 
kitchen. It was reported that the Assistant Director of 
Nursing was meeting the catering manager to introduce 
a new system of ordering food. The new system would 
result in residents having more individual choice. Some 
of the residents interviewed were dissatisfied with the 
food. A clinical nurse specialist facilitated a Solution to 
Wellness and health education programme. A dietician 
was available through a referral system.

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 clothes. The unit had 
a small supply of clothes for residents who did not have 
their own clothes. The observation policy stipulated that 
night clothes must be worn by the resident in three 
of the four levels. However this was not stated in the 
individual care plan. One resident, who had asked to see 
the Inspectorate, was being nursed in her night clothes. 
She stated that she was happy to be in her night clothes 
but that her consultant psychiatrist had recommended 
this to her. The resident’s clinical file was examined 
and did not contain documentation specifying that the 
resident was required to wear night clothes.

COMPLIANT YES      NO      3

Article 8: Residents’ Personal Property and 
Possessions 

On admission a record was made of the resident’s 
possessions. This was evident in all the case notes 
inspected. The unit had a policy in place. Personal 
possession were removed if there were safety 
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implications and an explanation was given to the 
resident and a record was kept. Arrangements could be 
made for the safe keeping of valuables. 

COMPLIANT YES      NO      3

Article 9: Recreational Activities

The unit had an activities room with a TV set, a separate 
TV screen for games console use, and a table football. A 
punch bag was also available. Outside, two tarmacadam 
tennis courts were provided. One of the residents 
reported that one court needed attention to the surface 
which was full of weeds.

COMPLIANT YES      3 NO

Article 10: Religion

Communion and mass were regularly available for the 
Roman Catholic residents. On-call arrangements were in 
place to arrange pastoral visits for other denominations.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

The unit had open visiting times, but people were asked 
to avoid meal times. The unit had no dedicated visiting 
rooms or facilities for children visiting. The unit did not 
have a policy on visits.

COMPLIANT YES      NO      3

Article 12 (1–4): Communication 

Public phones were available for residents on the unit. 
Residents could use their own mobile phones as long 
as there were no camera facilities. Mobile phones were 
removed if used inappropriately. Staff reported they did 

not remember ever having to intercept a resident’s mail. 
The unit did not have a policy on communication.

COMPLIANT YES      NO      3

Article 13: Searches

No policies were in place in relation to searching. A draft 
policy was made available to the Inspectorate. The draft 
policy would meet the requirements of the Regulations 
if implemented.

COMPLIANT YES      NO      3

Article 14 (1–5): Care of the Dying

No policies were in place in relation to care of the dying. 
A draft policy was made available to the Inspectorate. 
The draft policy would meet the requirements of the 
Regulations if implemented.

COMPLIANT YES      NO      3

Article 15: Individual Care Plan

Indivualised care planning as defined in the Regulations 
were not in use on the unit. The care plans were nursing 
care plans. They were not based on a multidisciplinary 
assessment. The service had had discussions about 
MDT care planning but these discussions had not been 
advanced.

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

The occupational therapy room was inaccessible on the 
day of the inspection due to an overhead overflow pipe 
that had flooded the floor. The occupational therapy staff 
and clinical nurse specialist facilitated a range of groups. 
Access was available to an art therapist, dance therapist, 
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aromatherapy and yoga. The programme was not linked 
to a individualised care plan.

COMPLIANT YES      NO      3

Article 17: Children’s Education

Appropriate education services were not available for 
children admitted to the centre. One child had been 
admitted since 1 November 2006.

COMPLIANT YES      NO      3

Article 18: Transfer of Residents

A procedure was in place to transfer residents to other parts 
of the hospital. A doctor’s letter accompanied the resident as 
well as their case notes and drug card index record. A nurse 
escort was provided when needed. No policy on transfers 
was available on the day of the inspection.

COMPLIANT YES      NO      3

Article 19 (1–2): General Health

The clinical files examined by the Inspectorate contained 
 
 
 
 records of regular mental health review and regular 
physical review. No resident had been on the unit for a 
period longer than six months. The unit did not have a 
policy on responding to medical emergencies available 
on the day of the inspection.

COMPLIANT YES      NO      3

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

No policy was available on the provision of information 
to residents. An information leaflet available to all 
residents. It contained most of the information referred 

to in this Article, except for details of the wider MDT 
membership.

COMPLIANT YES      NO      3

Article 21: Privacy

Each bed, apart from single bedrooms, had a curtain 
that could be pulled round to ensure privacy. Each 
resident had a wardrobe and locker. Residents retained 
possession of their mobile phones. There was a lack of 
privacy for those residents using the smoking area as it 
was in full view of the general wards above and to the 
general public using the rear car park. The toilets and 
bathrooms were gender specific. 

COMPLIANT YES      3 NO

Article 22: Premises

On the day of the inspection, the bathroom, shower 
and toilet areas were being upgraded. The unit was 
clean, bright, well-ventilated and maintained in good 
structural and decorative condition. Maintenance was 
reported to be good. The unit was accessible to persons 
with disabilities. Seating areas were provided for the 
residents. The unit had an activities room, a sitting 
room and a dining room. All beds had accompanying 
wardrobes and lockers. No dedicated visitors room was 
available but the resource room could be made available 
if necessary. Visitors usually came to the bedside. There 
was no staff rest room. 

COMPLIANT YES      3 NO

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

All medications were ordered from the pharmacy 
on site. Prescriptions were written on a card index 
system and stored in the clinical room. Adequate and 
appropriate storage was available in the clinical room 
for storage of medications. An up-to-date signature bank 
was held on the unit with signatures of nursing staff, 
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NCHDs and consultant psychiatrists. The unit did not have 
a policy in place.

COMPLIANT YES      NO      3

Article 24 (1–2): Health and Safety

A safety statement was in place and regular health and 
safety audits were done.

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television (CCTV)

CCTV was not used on the unit.

COMPLIANT YES      NO

Article 26: Staffing

All staff were recruited through the central HSE procedure. 
The unit had 28 nurses employed. A CNM2 was on duty at 
all times, and there were five whole-time-equivalent posts. 
Three general adult sector teams provided input, but not all 
disciplines were represented on these teams. 

Table 1: Unit staff levels

Staff Member Day Night
Nursing 6 4

Staff had access to a training programme that included 
mandatory training. Mandatory training included cardio-
pulmonary resuscitation (CPR), manual handling and 
physical restraint techniques. Staff had received training 
on the Mental Health Act, 2001. A copy of the Act, 
Regulations, Rules and Codes of Practice were kept on 
the unit and available to all staff. 

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

Current case notes of residents were kept on the unit. 
Each resident had a single set of notes that all disciplines 
can access and record their interventions. No policy 
was available on the day of the inspection. Records of 
food safety audits, health and safety checks and fire 
inspections were made available to the Inspectorate.

COMPLIANT YES      NO      3

Article 28: Register of Residents

The unit had a register of residents but this did not 
contain all the information required in Schedule 1.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

No policies, procedures and protocols were available 
on the day of the inspection. A number of draft policies 
were made available to the Inspectorate, but these were 
not in operation.

COMPLIANT YES      NO      3

Article 30: Mental Health Tribunals

Facilities were available for mental health tribunals on the 
unit. It was reported that if a patient required assistance 
from staff during a tribunal their key worker was available.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

A complaints officer was not in post. Complaints were 
sent to the Assistant Director of Nursing who would 
investigate or pass them on to the Director of Nursing. 
A draft policy was made available to the Inspectorate.

COMPLIANT YES      NO      3
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Article 32: Risk Management Procedures

The unit did not have a comprehensive risk management 
policy. It was reported that a health and safety group had 
met recently and terms of reference for the group were 
being established.

COMPLIANT YES      NO      3

Article 33: Insurance

A copy of the insurance certificate was provided to the 
Inspectorate on the day of the inspection

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The unit’s current certificate of registration was displayed 
in a prominent position in the unit.

COMPLIANT YES      3 NO

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

SECLUSION

The physical structure of the seclusion room was of 
a high standard. CCTV was not used. The recording 
of seclusion met the requirements of the Rules. The 
seclusion facilities were of a good standard. A draft 
seclusion policy outlined the frequency of observation 
and review of the resident in seclusion. It was noted that 
there was a high frequency of use of seclusion, with 110 
episodes since 1 November 2006.

COMPLIANT YES      3 NO

ECT

ECT had not been administered on the unit since 
2005. A full ECT suite was located on the unit with a 
waiting area, treatment room and recovery area. The 
suite was well-equipped and was to a high standard. 
All policies and forms were available. The emergency 
drug trolley on the unit was available if ECT was to be 
administered. The continued existence of the ECT suite 
was questionable, bearing in mind that the treatment 
had not been administered on the unit since 2005. 

COMPLIANT YES      3 NO

MECHANICAL RESTRAINT

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

COMPLIANT YES      NO

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.

COMPLIANT YES      NO

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

PHYSICAL RESTRAINT

One person had been physically restrained since 
1 November 2006. The clinical practice form (CPF) 
register had been completed satisfactorily. The original 
CPF was secured within the resident’s clinical file. It was 
evident from the clinical file that the resident had been 
afforded the opportunity to discuss his physical restraint 
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with the nursing and medical staff. Documentation 
within the clinical file correlated with the information 
contained within the CPF. Staff received training in 
restraint techniques.

COMPLIANT YES      3 NO

ADMISSION OF CHILDREN

One female child had been admitted on a Voluntary 
basis to the unit. The child was no longer a resident. 
The child’s clinical file was examined. The Mental Health 
Commission had not been notified about this child’s 
admission within the specified time period. The unit 
had subsequently been in telephone contact with the 
Commission regarding this admission. However, on the 
day of the inspection, the relevant notification form 
(Clinical Practice Form ADMC1) had yet to be completed 
and returned to the Commission. 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.

COMPLIANT YES      NO      3
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APPROVED CENTRE ADULT MENTAL HEALTH 
UNIT, MAYO GENERAL 
HOSPITAL 

UNIT INSPECTED ACUTE UNIT
DATE OF INSPECTION 23 OCTOBER 2007
NUMBER OF BEDS 32
TYPE OF INSPECTION ANNOUNCED

Adult Mental Health Unit, Mayo 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 Adult Mental Health Unit was part of Mayo General 
Hospital in Castlebar. It had 32 beds. On the day of 
the inspection, 12 male and 15 female residents were 
admitted and eight of them were detained patients. Five 
residents were on leave. The unit was locked on the day 
of the inspection. Since 1 November 2006, 12 children 
had been admitted. Seven teams admitted to the unit: 
5 general adult mental health teams, the psychiatry 
of later life team and the rehabilitation team. A liaison 
team was based on the unit.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  The nurses who deliver the activities programme 
should have a section in the integrated notes 
and record directly assessment, observations and 
outcomes.

	 Outcome: No progress had been made on this issue. 
Unit-based staff and activities-based staff reported 
that the latter kept their own records and did not 
routinely write daily progress notes in the resident’s 
file. They wrote in the integrated clinical file when 
there was an issue to highlight. Subsequent to the 
inspection, the service stated that activities staff 
gave feedback both verbally and in writing via the 
integrated case notes

2.  The philosophy of multidisciplinary team care 
planning needs to be enhanced within the unit. 
The ethos of implementation and evaluation 
of the multidisciplinary team care plan by the 
multidisciplinary team must continue.

	 Outcome: No further developments had been made 
on this recommendation.

3.  Staff should have regular updates of the crisis 
prevention intervention training.

 Outcome: Substantial progress had been made on 
this recommendation with staff reporting that only 
four had to complete this training.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Seven teams admitted to the unit. The consultant 
psychiatrists, NCHDs and sometimes the CMHNs covering 
Sector 2 (Ballina), Sector 3 (Wesport, Ballinrobe, 
Tourmaceady), Sector 4 (Claremorris, Swinford) and 
Sector 5 (Achill, Belmullet, Newport) met weekly at 

ADULT MENTAL HEALTH UNIT,  
MAYO GENERAL HOSPITAL
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different times on the unit. Unit-based staff reported that 
clinical psychologists, social workers and occupational 
therapists did not routinely attend these ward-based 
meetings. Subsequent to the inspection, the service 
reported that these professionals did routinely attend. 
The multidisciplinary team covering Sector 1 (Castlebar) 
met weekly in the local day hospital and a nurse from 
the acute unit attended. The psychiatry of later life and 
rehabilitation teams held reviews on the unit when they 
had residents admitted. A liaison team was based on the 
unit with 1 NCHD and 2 liaison nurses. They had weekly 
team meetings. Staff reported that this service has had a 
positive impact on admissions to the acute unit and the 
liaison team have audited their work.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Although the unit had introduced multidisciplinary care 
plans the previous year no further development of these 
had taken place. The care plans specified general medical, 
nursing and psychosocial interventions, the key professionals 
involved with the service user and included a space for 
the service user to sign the agreed care plan. The plans 
were written in a user-friendly format. The clinical files 
examined had evidence of work, including assessments and 
recommendations, by the allied health professionals, which 
was not reflected in the care plan. The MDT integrated 
care plans should include all aspects of assessment and 
planned interventions for the resident. The care plans 
could be enhanced by linking the needs identified at 
assessment to related goals and setting time frames and 
targets for achieving these goals. There was also scope for 
documenting unmet needs of residents. The unit was using 
a single composite clinical file. However staff based in the 
activities centre were not routinely recording residents’ daily 
progress in the integrated clinical file. On the day of the 
inspection the door into the unit was locked. The unit had no 
documentation on locking the doors either in individual care 
plans or in a policy. Subsequent to the inspection visit the 
service developed and implemented the policy Locked Main 
Entrance and Exit Doors in Approved Centres, which was 
forwarded to the Inspectorate. 

1.5  THERAPEUTIC ACTIVITIES

An activities area on the unit provided diversionary 
activities for the residents who chose to attend. The 
programme was not based on needs assessment. Access 
was available to occupational therapy and the rural 
training centre, which provided a range of activities 
including gardening and computer training. 

1.6  ENVIRONMENT AND FACILITIES

The environment in the acute unit was of a high standard. 
The unit was bright, spacious, and clean and was well 
decorated and maintained. The decor and the various works 
of art on display added to the environment. Staff reported 
that at times the unit could get too warm. The bedrooms 
and toilet areas were clean and private. The building was 
wheelchair accessible. The unit had a number of day areas 
including a sitting area, a quiet room, a dining room and 
TV lounge. The unit had four female 4-bed dormitories 
two 5-bed male dormitories and six single rooms. The 
beds in the dormitory areas had screens and the windows 
had curtains. Each resident had a wardrobe and locker. A 
sufficient number of bathrooms and bathing and shower 
areas were on the unit. An activities area was located on 
the unit, an occupational therapy. kitchen and an art room 
with an area for groups. The enclosed outdoor garden had a 
smoking shelter. Overall the unit was well laid out to provide 
personal space and privacy for residents. The nurses’ station 
was small and did not provide sufficient space for working. 
The Inspectorate was informed that plans to extend this 
section of the unit were at an advanced stage. The ECT suite 
was located on the unit.

1.7  INTERVIEWS WITH RESIDENTS

Two residents asked to be seen by the Inspectorate. They 
were both generally happy with their care and treatment. 
Concerns that they both had were relayed to nursing staff. 



90 | Mental Health Commission Annual Report 2007

BOOK 5 – HSE WEST

1.8  GOOD PRACTICE DEVELOPMENTS

1.  A second full-time nurse had been appointed to the 
liaison team.

2.  The nursing care plans had been audited regularly by 
a CNM3.

3.  The local Risk Manager had begun to attend 
management meetings to provide feedback on 
incidents and facilitate the process of learning from 
incidents.

4.  Funding was approved for an air-conditioning system 
on the unit.

5.  A document on assisted admissions was being 
developed.

6.  A new information booklet for residents had been 
introduced.

7. An information sheet to accompany the booklet was 
developed to provide individualised information for 
residents.

8.  The service implemented a policy on locking the doors.

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

1.  The MDT care plans should include all the work 
undertaken by all members of the multidisciplinary team.

 

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 23 
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 a number of senior nursing 
staff, a review of relevant paper documentation, and 
photographic evidence. Feedback on the inspection was 
given to senior staff after the inspection.

Article 4: Identification of Residents 

The unit was self-staffed, which meant that all residents 
were known to staff. Two nursing staff administered 
medication on the male and female side of the unit. 

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

A water dispenser was located on the main corridor. A 
choice of food was available for the main meal. Special 
diets were organised by the key nurse who liaised 
with the kitchen staff. The meal times were as follows: 
breakfast at 0900h the main meal at 1230h and the 
evening meal at 1700h. Tea, coffee and light snacks 
were served at 1100h, 1500h and 1900h. Two flasks one 
for tea and one for coffee were left out at night time for 
the use of residents. No facility was provided to make 
tea or coffee during the day for the residents. 

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

The approved centre provided copies of food safety 
inspections and documentation to the Inspectorate on 
the day of the visit. 

COMPLIANT YES      3 NO

Article 7: Clothing

A supply of night clothes was kept available on the unit 
for emergencies. Family and relations were asked to 
bring in clothes if necessary. Sometimes residents were 
nursed in night clothes and this was based on individual 
needs assessment. On the day of the inspection, a 
number of residents were wearing night clothes. Some 
of these clinical files were reviewed and wearing night 
clothes had been documented as part of the individuals’ 
care plans. 

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

The approved centre had written operational policies and 
procedures relating to residents’ personal property and 
possessions. A property book was kept, with an up-to-date 
list for each resident’s property and possessions. A copy of 
this list was given to the resident at the time of admission. 
Most residents kept their own property and possessions. 
Residents were allowed to use mobile phones on the unit 
as long as these did not also contain cameras. A facility was 
available for the safe keeping of valuables.

COMPLIANT YES      3 NO

Article 9: Recreational Activities

The unit had a number of TV rooms and quiet rooms 
containing books, puzzles, jigsaws available for residents. 
An activities programme was held on the unit, which 

provided a range of recreational and diversional and 
psycho-educational activities. 

COMPLIANT YES      3 NO

Article 10: Religion

The noticeboard displayed an invitation for residents to 
contact staff to make contact with ministers from their 
respective religions. Mass was held for Roman Cathoic 
residents in St. Mary’s Hospital every day at 1130h. 
A minister of the Eucharist or priest attended every 
weekend. 

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

Several areas were available for visits, including the 
bedrooms, quiet rooms and sitting rooms. Visiting 
arrangements were flexible up to 2100h, but relatives 
and friends were asked not to visit during activities 
or at lunch-time. A notice on the door displayed the 
visiting arrangements. All visitors to the unit had to 
pass through the main reception area, which was open 
Monday to Friday from 0900h to 1700h. Outside of those 
times there were nursing staff around the reception 
area. Children visiting a resident were required to be 
supervised by an adult while on the unit. Written Mayo 
Mental Health Services policy and procedures were in 
place in relation to visits. 

COMPLIANT YES      3 NO

Article 12 (1–4): Communication 

The hospital porter brought post to the unit and staff 
delivered it to residents as required. Staff reported that 
in-coming and out-going communications had never 
been examined. A Mayo Mental Health Services policy 
was in place in relation to communication. Residents did 
not have fax, email or internet access. 

COMPLIANT YES      3 NO
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Article 13: Searches

The approved centre had written operational policies 
and procedures on searching of a resident. Staff reported 
that no searches had been carried out since 1 November 
2006. Staff were aware of the procedure in relation to 
searching of residents or his/her property. 

COMPLIANT YES      3 NO

Article 14 (1–5): Care of the Dying

A written operational policy and protocols were in place 
for the care of residents who were dying. It was usual 
practice for residents to be transferred to the general 
hospital for their medical needs in these circumstances. 
Facilities were in place for insuring that the resident’s 
family or next of kin were accommodated and that the 
wishes of the resident were respected. The unit had not 
had any sudden deaths since 1 November 2007. 

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

Each resident had an individual care plan recorded in 
their integrated file. 

COMPLIANT YES      3 NO

Article 16: Therapeutic Services and 
Programmes

A range of therapeutic services and programmes were 
available to residents in the approved centre including 
the rural training centre. Access was available to clinical 
psychology, occupational therapy and social work, and 
was linked to the residents’ care plans.

COMPLIANT YES      3 NO

Article 17: Children’s Education

Educational services for children were not provided. This 
was an adult centre and not suitable for the admission of 
children.

COMPLIANT YES      NO      3

Article 18: Transfer of Residents

Arrangements were in place to ensure that relevant 
information about the resident was provided to other 
approved centres or the general hospital. The location of 
the Adult Mental Health Unit in the general hospital made 
for easy access to other specialties in medicine. Prior to 
referral to other consultants, the medical staff from the 
general ward came down and reviewed the patient. 
The policy for transfer of residents was in draft form. 
Subsequent to the inspection, the service reported that 
this policy had been signed off and implemented and a 
copy of the policy was forwarded to the Inspectorate.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

None of the residents in the unit were there more than 
six months. Good access to the health services in the 
general hospital was reported. Residents had a physical 
examination on admission. The unit had an emergency 
trolley and the emergency crash team from the general 
hospital was accessible. Written operational policies 
and procedures were in place for responding to medical 
emergencies. 

COMPLIANT YES      3 NO

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

On admission, the sector nurse on the unit told the 
residents about their consultant psychiatrist and the 
NCHD. An information booklet was given out after 
admission explaining the practical arrangements and 
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providing information about the unit. A number of 
books and videos were available on the unit in relation 
to the major psychiatric illnesses. Information was 
displayed on the resident’s noticeboards about the Irish 
Advocacy Network, which visited the unit every week. 
On occasion, if a resident had dual diagnosis of alcohol 
misuse, Alcoholics Anonymous had been involved. 
Notices were displayed around the unit in relation to 
a range of voluntary agencies operating in the area. 
Staff reported that the doctors explained the purpose of 
medication and possible side effects when medication 
was being prescribed. In addition the literature that 
accompanied the medication was available to the 
residents if they requested it. The approved centre had 
written operational policies and procedures for the 
provision of information to residents.

COMPLIANT YES      3 NO

Article 21: Privacy

Beds in the dormitory areas had screens around them 
and there were curtains on all the windows. The unit 
had segregated bathing and sleeping facilities for men 
and women. 

COMPLIANT YES      3 NO

Article 22: Premises

The premises were clean and maintained in good 
structural and decorative condition. Contract cleaners 
were on the unit every morning and again in the 
evening time. The unit had been redecorated or repaired 
as required. The unit was adequately lit, however some 
problems had been reported with ventilation, especially 
in hot weather. Staff reported that funding had been 
secured for air conditioning in the unit. The unit had been 
in operation for approximately four years and was in a 
good state of repair. The response from the maintenance 
section was reported as being very good. The furnishings 
on the unit were suitable for its purpose and the condition 
of the physical structure of the unit was of a very high 
standard. The unit had been re-configured for use as an 

adult mental health in-patient unit. The building was 
accessible to people with disabilities. 

COMPLIANT YES      3 NO

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

The unit had written policies in relation to the ordering, 
prescribing, storing and administration of medicines. The 
pharmacist attended every week, stocked the trolley, 
and did an audit of the medication on the unit. 

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

A health and safety policy was in place on the unit. 

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was in use at the main entrance door to the unit 
and in the seclusion room. CCTV usage was clearly 
labeled and the cameras were evident. CCTV images 
could not be recorded or stored. The monitor for the 
CCTV camera at the entrance to the unit was located at 
the nurses’ station. The monitor for the CCTV camera in 
the seclusion room was located in the wall outside the 
seclusion room. This monitor could be shielded from 
other residents and staff.

COMPLIANT YES      3 NO

Article 26: Staffing

The HSE national policies in relation to recruitment 
selection and vetting of staff applied to this approved 
centre. A record of nursing staff on duty was kept on the 
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unit and this also indicated who was in charge of the 
approved centre at any given time. 

Table 1: Unit staff levels

Staff Member Day Night
Nurse 8 5
Care assistant 0 0

Staff had access to the centre of nursing education on 
the grounds of St. Mary’s Hospital which ran a range of 
courses. Staff reported good access to education and 
training facilities. All staff had trained in the Mental 
Health Act. Copies of the Act, Regulations, Rules and 
Codes of Practices were all available in the nurses’ 
station on the unit. 

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

The clinical files were kept in the nurses’ station behind 
a locked door. The clinical files were generally kept on 
the unit for up to five years. A medical records office 
was available for storage of files that were not in use. 
Documentation of food safety, health and safety, and fire 
inspections were viewed by the Inspectorate and were 
all in order and up to date. 

COMPLIANT YES      3 NO

Article 28: Register of Residents

The register of residents did not contain all of the 
information specified in Schedule 1. Subsequent to the 
inspection the service reported that the register was 
being further developed.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

The policies received by the Inspectorate were up to 
date and had a date of implementation and a date of 
review included on them. 

COMPLIANT YES      3 NO

Article 30: Mental Health Tribunals

The approved centre had two areas that could be used 
for holding tribunals. Patients were assisted to tribunals 
if required. 

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

The HSE national complaints policy applied this approved 
centre. The process of making complaints was contained 
in the information booklet Your Service, Your Say which 
was available throughout the unit. The complaints 
procedure was clearly documented in the booklet. 
The CNM3 was the nominated person for dealing with 
complaints. A record of complaints was viewed by the 
Inspectorate and this indicated that complaints had been 
dealt with in a timely fashion. 

COMPLIANT YES      3 NO

Article 32: Risk Management Procedures

Children who were admitted to the unit were given 
special one-to-one nursing observation. Some staff had 
received training in the Children First guidelines. The 
Trust in Care policy was in operation in the unit. Regular 
meetings were held with the Clinical Risk Manager to 
review and provide feedback on incidents.

COMPLIANT YES      3 NO
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Article 33: Insurance

The HSE insurance arrangements applied to this 
approved centre. 

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The certificate of registration issued by the Mental 
Health Commission was prominently displayed in the 
approved centre. 

COMPLIANT YES      3 NO

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

SECLUSION

On the day of the inspection, the seclusion room was 
not in use. The seclusion room was spacious and clean. 
Temperature control and light switches were on the 
outside. The window frame was chipped in one part 
and needed repair. The mattress was low on the floor; 
the mattress base was in the process of being replaced. 
Subsequent to the inspection the service reported that 
the maintenance department had been asked to repair 
the window frame and a replacement mattress had 
been ordered. A toilet was located nearby. No intercom 
or means of direct communication was available in the 
seclusion room. CCTV was in use was evident and clearly 
labeled. The monitor, which was malfunctioning on the 
day of the inspection, was encased in the wall outside 
the room and screened off. The Inspectorate examined 
the clinical file of one patient who had been in seclusion 
recently. There was no documented record that an 
explanation for using seclusion had been given to the 
resident or next of kin and the reasons for not doing 

so were also not documented. The notes documented 
in the clinical file correlated with the documentation in 
the seclusion register. Part 19 of the seclusion register 
was not completed in a number of cases; photographic 
evidence of this was taken. A written operational policy 
and procedures on seclusion were effective from July 
2007 and were due for review in July 2008.

COMPLIANT YES      NO      3

ECT

ECT had not been administrated to a detained patient 
since 1 November 2006. The unit had a named 
consultant psychiatrist and a named CNM2 with 
responsibility for ECT. The ECT suite had a waiting 
area, treatment room and recovery room. The waiting 
area was furnished with two armchairs, a table with 
fresh flowers and a number of suitable trolleys, and 
had information leaflets, relaxation music and lighted 
aromatherapy oils. The treatment room was well-
equipped and scented oxygen face masks were used. 
All requirements under the Rules were met. A written 
operational policy and procedures on ECT were effective 
from July 2007 and were due for review in July 2008.

MECHANICAL RESTRAINT

Staff reported that mechanical restraint was not used on 
the unit. A written operational policy and procedures on 
mechanical restraint were effective from July 2007 and 
were due for review in July 2008.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

Staff reported mechanical restraint for enduring self-
harm was not used and it was not observed during the 
inspection.
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2.3  EVIDENCE OF COMPLIANCE WITH 
CODES OF PRACTICE – MENTAL 
HEALTH ACT 2001, SECTION 
51(1)(b)(iii)

PHYSICAL RESTRAINT

None of the current residents had been physically 
restrained. The register indicated that 11 residents had 
been physically restrained since 1 November 2006. In 
some cases, either Part 14 or Part 15 of the register 
had not been completed; photographic evidence was 
obtained. The Inspectorate obtained the clinical file of 
one ex-resident from medical records for examination. 
The notes in the clinical file correlated with the 
documentation in the register. No record had been 
documented to indicate that an explanation for using 
physical restraint had been given to the resident or 
next of kin and the reasons for not doing so were not 
documented. No record had been documented in the 
resident’s clinical file of a review of the physical restraint 
by the multidisciplinary team involved in the resident’s 
care. A written operational policy and procedures on 
physical restraint were effective from July 2007 and 
were due for review in July 2008.

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

This was an adult centre and was not suitable for the 
admission of children. The service did not comply with 
all the requirements of Section 2.5 of the Code of 
Practice.

COMPLIANT YES      NO      3

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

This was not applicable at the time of inspection as no 
patient in the approved centre was detained for more 
than three months.
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APPROVED CENTRE AN COILLÍN
UNITS INSPECTED REHABILITATION UNIT

FEMALE UNIT
MALE UNIT

DATE OF INSPECTION 22 OCTOBER 2007
NUMBER OF BEDS 40
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

An Coillín 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

An Coillín was an open 44-bed facility consisting of a 
10-bed Rehabilitation Unit whose present occupants 
were two female and five male residents, one of whom 
was detained; a 22-bed Male Unit with 22 residents all 
of whom were voluntary; and a 12-bed Female Unit with 
12 residents including one “on leave”, all of whom were 
voluntary. The rehabilitation team were responsible for 
all the residents in An Coillín.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

Rehabilitation Unit

1.  The rehabilitation team needs to be fully staffed 
and adequately resourced. There should be a social 
worker, an occupational therapist and a clinical 
psychologist employed full time on the team at an 
appropriate grade. There should also be a sufficient 
number of nursing staff based on the needs of the 
population.

 Outcome: No progress had been made with this 
recommendation.

2.  Each individual should have an individualised 
rehabilitation and recovery plan with identifiable 
goals and target dates. 

 Outcome: This had been achieved.

3.  The therapeutic activities should begin to reflect the 
rehabilitation needs of patients and build on progress 
to date.

 Outcome: Each resident was assessed on an 
individual basis with regard to his or her individual 
rehabilitative needs.

4.  The team needs to write an operational policy 
document including admission and discharge policies.

 Outcome:	This policy was in draft form. A working 
policy group had been set up to write policies.

Male Unit and Female Unit

1.  The philosophy of multidisciplinary team care 
planning needs to be enhanced within the unit. 
The ethos of implementation and evaluation 
of the multidisciplinary team care plan by the 
multidisciplinary team must continue.

AN COILLÍN
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	 Outcome: Some progress had taken place with this 
recommendation with the appointment of a dedicated 
consultant psychiatrist in rehabilitation.

2.  The occupational therapist assistant should be made 
permanent.

	 Outcome:	This had not occurred.

3.  There should be a core multidisciplinary team working 
with the patients on this unit. The team should consist 
of medical staff, nursing, psychology, occupational 
therapy and social work. The staff should be graded 
at appropriate levels to ensure high quality care is 
provided and that career progression is maximised.

 Outcome: The team had no psychology post. Staff 
nurses stand in as CNM2 on a six-week rotational basis.

4.  The unit should become self-staffing.

 Outcome:	This had not occurred.

5.  The assessments undertaken prior to the move to An 
Coillín must be made available in the files on the unit.

 Outcome: This had been achieved.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

The consultant psychiatrist on the rehabilitation team 
also had responsibility for the continuing care residents 
on the Male Unit and Female Unit. The team met 
each week. Minutes were recorded. The team had 
no psychologist. The occupational therapist and social 
worker were shared with another team. The clinical 
files of some of the residents examined did not show 
evidence of direct regular consultant review.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

The approved centre was using MDT care plans that 
were compliant with the Regulations. In the clinical 
files reviewed there was evidence of multidisciplinary 
work, including assessments and recommendations, by 
the allied health professionals, which was not reflected 
in the MDT care plan. The MDT integrated care plans 
could be enhanced by linking the needs identified at 
assessment to related goals, setting time frames and 
targets for achieving these goals, documenting evidence 
of progress and recording unmet needs of residents. 

1.5  THERAPEUTIC ACTIVITIES

The approved centre provided therapeutic activities 
through a weekly programme such as music therapy, 
healthy living group, aromatherapy, reminiscence, art, 
meeting with the Irish Advocacy Network representative, 
and mental stimulation. Each resident was individually 
assessed by the occupational therapist prior to 
commencing the therapeutic programme or activity.

1.6  ENVIRONMENT AND FACILITIES

The approved centre was clean, bright, well-ventilated and 
in a good state of decor. Accommodation consisted of 4-bed 
rooms,  double bedrooms and single bedrooms, all with 
en suite facilities. The smoking room was well-ventilated. 
Paintings were prominently displayed on all the internal 
walls of the approved centre. The residents of the male and 
female units shared a dining area which was clean, bright 
and spacious; the menu was displayed at the entrance door. 
The Rehabilitation Unit had its own dining room.

1.7  INTERVIEWS WITH RESIDENTS

Two of the residents asked to speak to the Inspectorate. 
They complained that they could not make tea for 
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themselves during the day. They said they could come 
and go from the unit as they wanted, often went into 
town and found the activities useful. One of them said she 
would like to have access to a psychologist to talk to as 
she had found this helpful in the past. One said she was 
worried about her future and where she would end up.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  A dedicated consultant was responsible for the 
rehabilitation team. 

2.  Regular meetings occurred between clinical staff and 
the Risk Manager.

3.  A policy in relation to the locking of the main entrance 
and exit doors had been put in place.

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

1.  There should be regular direct reviews of residents by 
the consultant psychiatrist.

2.  Input into the MDT care plans should include all 
multidisciplinary team members.

3.  All residents should have six-monthly physical 
examinations.

4.  The complaints procedure should be displayed in a 
prominent position to be more visible to residents. 

5.  The approved centre should provide information to 
residents in compliance with the Regulations.

 

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 22 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, 
photographic evidence taken of documentation, and 
interviews with the CNM2s in each of the three units. 
Compliance with the Regulations was inspected in detail 
on the Male Unit. The Assistant Director of Nursing 
and three CNM2s on the unit were met prior to the 
inspection. Feedback from the inspection was given to 
the senior management team and heads of discipline.

Article 4: Identification of Residents 

A minimum of two RPNs administered medication. The 
resident’s name was called out and responded to if 
possible but also verified by the second nurse. Nursing 
students were required to adhere to this procedure. 
Nursing staff was consistent and the resident population 
remained mostly unchanged. 

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

A daily menu was provided. The main meal was at 
lunchtime and a choice of hot meals was available. 
Breakfast consisted of porridge, cereals, eggs, toast and 
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orange juice. At teatime residents had a choice of one 
hot meal or salad. Each unit had a water dispenser.

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

Documentation in relation to food safety was reviewed 
by the Inspectorate.

COMPLIANT YES      3 NO

Article 7: Clothing

Residents had their own clothing, which was labeled. 
The clothing was sent out to be cleaned in Ballina. 
A facility was available for residents who needed 
clothing, e.g. at admission, but this was rarely used. 
Residents went shopping for their own clothing or were 
accompanied to do so. Residents did not wear night 
clothes during the day. 

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

A triplicate property book was completed on the 
admission of the resident. One copy was retained in 
the book, one was given to the resident and one was 
retained in the back of the clinical file separate to the 
care plan. Each unit had a safe. Clerical staff managed 
each resident’s account. Residents had full access to their 
accounts. A written operational policy and procedures 
on residents’ personal property and possessions were 
effective from August 2007 and were due for review in 
February 2010.

COMPLIANT YES      3 NO

Article 9: Recreational Activities

Each unit had a TV set. The smoking room was well-
ventilated. Activities included creative writing, bingo, 
music, art and crafts, outdoor walks. 

COMPLIANT YES      3 NO

Article 10: Religion

The approved centre had an oratory and there was a 
chapel on campus. Mass was celebrated for Roman 
Catholic residents every other day; on alternate days the 
eucharist was distributed. A variety of religions could be 
facilitated but the Inspectorate was informed that the 
situation had not yet arisen.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

The unit had adequate space for visitors. Rooms could 
be made available, residents could use their own room, 
and the garden was also available. The Female Unit had 
a dedicated visitors room. Visiting hours were flexible 
and generally up to 2100h. After this time, visiting 
was at the discretion of the CNM2. It was reported that 
children only visited on rare occasions but were required 
to be accompanied by a responsible adult at all times. 
A written operational policy and procedures on visiting 
were effective from February 2007 and were due for 
review in February 2010.

COMPLIANT YES      3 NO

Article 12 (1–4): Communication 

Residents were free to communicate at all times. Letters 
in and out were unopened. Residents retained access to 
their mobile phones. No public phones were available 
in the approved centre but the office phone was made 
available to the residents. A written operational policy 
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and procedures on communication were effective from 
March 2007 and were due for review in March 2010.

COMPLIANT YES      3 NO

Article 13: Searches

It was reported that no searches were carried out on the 
units. A written operational policy and procedures for 
carrying out searches with and without the consent of 
the resident and on the finding of illicit substances were 
effective from March 2007 and were due for review in 
March 2010.

COMPLIANT YES      3 NO

Article 14 (1–5): Care of the Dying

A terminally ill resident could be cared for in a single 
room. Generally residents were transferred to Mayo 
General Hospital for specialist treatment. A written 
operational policy and protocols for care of residents 
who are dying were effective from March 2007 and 
were due for review in March 2010.

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

All units had an individual care plan as defined in the 
Regulations.

COMPLIANT YES      3 NO

Article 16: Therapeutic Services and 
Programmes

A range of therapeutic services and programmes 
was provided in accordance with each resident’s 
individual care plan, which was individually assessed 

by the occupational therapist prior to commencing the 
therapeutic programme or activity.

COMPLIANT YES      3 NO

Article 17: Children’s Education

The unit did not admit children.

Article 18: Transfer of Residents

A referral letter and prescription was sent by the NCHD. 
Nursing staff sent a standardised nursing assessment 
sheet. The policy for the transfer of patients was in draft 
form. Subsequent to the inspection, the service submitted 
an operational policy on the transfer of residents.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

The clinical files examined provided evidence that the 
general health needs of the residents with regard to 
dental, ophthalmology, chiropody and the treatment 
for ongoing physical illnesses were assessed regularly. 
A list informing staff of the due date pertaining to 
the maintaining of six-monthly physical examinations 
was kept in each unit. However it was clear from 
examination of these lists and the subsequent 
examination of a number of clinical files that these 
physical examinations were overdue. A written 
operational policy and procedures for responding to 
medical emergencies were effective from March 2007 
and were due for review in March 2010.

COMPLIANT YES      NO      3

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

No arrangements were in place to provide information 
to residents about housekeeping practices, including 
arrangements for personal property, meal times, visiting 
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times and visiting arrangements were provided to 
residents. Written information was not provided on 
diagnosis. Information about medication and possible 
side effects was verbally communicated to residents. 
Details of advocacy services and voluntary agencies 
were available. A written operational policy and 
procedures for the provision of information to residents 
were effective from March 2007 and were due for 
review in March 2010.

COMPLIANT YES      NO      3

Article 21: Privacy

The unit had a number of single rooms. All other beds had 
curtains around them to facilitate the resident’s privacy. 

COMPLIANT YES      3 NO

Article 22: Premises

The premises were clean, bright, well-ventilated, heated 
and in a good state of decor. Maintenance was reported 
to be good. All furnishings were in good order. Toilets and 
bathrooms were clean and bright and in a good state of decor.

COMPLIANT YES      3 NO

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

A written operational policy on ordering, prescribing, 
storing and administration of medicines were effective 
from November 2005 and were due for review in 
November 2007.

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

The health and safety statement was updated in 
February 2007. A written operational policy and 
procedures relating to the health and safety of residents, 

staff and visitors were effective from March 2007 and 
were due for review in March 2010.

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was not in use.

Article 26: Staffing

The current HSE policy in relation to the recruitment, 
selection and vetting of staff was in place. The team had 
shared access to an occupational therapist and a social 
worker but no clinical psychologist. An Assistant Director 
of Nursing was on duty during the day and at night there 
was a CNM3 who could be contacted or met with for 
professional advice.

Table 1: Unit staff levels

Unit Staff Member Day 
(0730h 

to 
1930h)

Night 
(1930h 

to 
0730h)

Male Unit RPN including 
CNM2

4 2

Female Unit RPN including 
CNM2

3 3

Health care 
assistant

2 0

Rehabilitation 
Unit

RPN including 
CNM2

2 2

Health care 
assistant

1 0

Good access to continuing professional development and 
to other training programmes, such as crisis prevention 
intervention (CPI), cardio-pulmonary resuscitation 
(CPR), and the Mental Health Act and Regulations, was 
available. Copies of the Mental Health Act, Regulations, 
Rules and Codes of Practice were available on the unit.

COMPLIANT YES      3 NO
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Article 27: Maintenance of Records

A single composite clinical file was in use with MDT 
input. There were medical, nursing, occupational 
therapist, psychologist, social worker and art therapist 
entries. An old Health Board policy relating to the 
maintenance of records and dated 1999 was in 
existence. Records relating to fire and health and safety 
inspections were viewed on the day of the inspection.

COMPLIANT YES      3 NO

Article 28: Register of Residents

The register of residents did not contain all the 
information necessary to make it compliant with 
Schedule 1 of the Regulations.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

All policies had review dates that were within three years.

COMPLIANT YES      3 NO

Article 30: Mental Health Tribunals

Facilities were available for holding mental health 
tribunals and patients were helped to attend if necessary.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

The complaints procedure was not displayed in a 
prominent position in the approved centre and no 
information leaflets were available regarding it. The 
Inspectorate was told that measures would be put in 
place imminently to localise the complaints procedure 
and make it more visible to residents. No written 
operational policies and procedures were in place 
relating to the making, handling and investigating 

of complaints. Subsequent to the inspection, the 
Inspectorate was informed that a complaints procedure 
was displayed publicly on the unit, together with the 
relevant leaflets, and that the complaints policy was 
available on the unit.

COMPLIANT YES      3 NO

Article 32: Risk Management Procedures

Active risk management procedures were in place. An 
incident/accident report book was kept. A copy of the 
incident or accident report was kept in the book, one 
copy was sent to the Assistant Director of Nursing with 
administrative responsibility for the approved centre 
and one copy was sent to the Risk Manager. The Risk 
Manager held regular formal meetings with clinical staff. 
This enabled a more proactive approach and awareness 
to risk management. A Risk Management policy was in 
place and was for review in March 2010.

COMPLIANT YES      3 NO

Article 33: Insurance

The centre was covered by the insurance arrangements 
of the HSE.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

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

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

SECLUSION

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

ECT

The unit had no ECT facilities and no resident was 
undergoing a programme of ECT.

MECHANICAL RESTRAINT

Staff reported that mechanical restraint was not used in 
the approved centre.

USE OF MECHANICAL RESTRAINT FOR 
ENDURING SELF-HARM BEHAVIOUR 

The Inspectorate examined the clinical file of one 
resident who required a chair restraint for periods 
during the day and cot sides at night. The use of such 
restraints was not documented in the resident’s clinical 
file as required in Part 5 of the Rules. A written policy on 
mechanical restraint was effective from July 2007 and 
was due for review in July 2008.

COMPLIANT YES      NO      3

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

PHYSICAL RESTRAINT

Staff reported that physical restraint was not in use in 
the approved centre.

ADMISSION OF CHILDREN

Children had not been admitted to the approved centre.

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

This was not applicable at the time of inspection. The 
detained patient had not been in the centre longer than 
three months. 
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APPROVED CENTRE TEACH AISLING
UNIT INSPECTED TEACH AISLING
DATE OF INSPECTION 23 OCTOBER 2007
NUMBER OF BEDS 10 INTEGRATED
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

Teach Aisling, Castlebar, 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

Teach Aisling was a stand-alone 10-bed unit in Castlebar. 
The rehabilitation team had clinical responsibility for 
the residents. The unit was open on the day of the 
inspection. Ten residents were admitted: six male and 
four female, one of whom was a detained patient.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  The rehabilitation focus of the unit needs to be 
enhanced and supported by senior management.

	 Outcome:	The approved centre formed part of the 
rehabilitation and recovery service. The rehabilitation 
team had a designated consultant.

2.  A decision must be made whether the day service 
remains under the care of the sector consultant or a 
rehabilitation team. Either way the service must have 
a core multidisciplinary team.

	 Outcome: The approved centre was under the care 
of the rehabilitation team. The team had no clinical 
psychologist, although one resident had been referred 
to a psychologist. There was a 0.25 whole-time-
equivalent social worker post and a 0.5 whole-time-
equivalent occupational therapist post, both of which 
were shared posts. 

3.  All patients must have an individual rehabilitation 
programme or be moved to a more appropriate 
environment where their needs can be best met.

	 Outcome:	All residents had had individual 
assessments that led to an individual rehabilitation 
programme. A number of residents who had been 
inappropriately placed had been assessed and an 
alternative placement had been found. One such 
assessment of a resident was currently under way in 
the unit.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

The rehabilitation team had sole access to the unit. The 
team had a designated consultant psychiatrist. It met 
each week on Wednesday, with minutes recorded. Two 
RPNs and the NCHD attended. The team had no clinical 
psychologist. The occupational therapist and social worker 
attached to the rehabilitation team, who were shared 
with another team, also attended the team meeting.

TEACH AISLING
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1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

The approved centre was using MDT care plans compliant 
with the Regulations. The clinical files examined 
contained evidence of multidisciplinary work, including 
assessments and recommendations, by the allied health 
professionals, but these were not reflected in the MDT 
care plan. The MDT integrated care plans could be 
enhanced by linking the needs that were identified at 
assessment to related goals, setting time frames and 
targets for achieving these goals, documenting evidence 
of progress and recording unmet needs of residents. 
Staff reported that at times it was necessary to lock the 
main door of the unit. On the day of the inspection, 
there was no policy on locking the door and staff 
reported that it was not routinely documented as part of 
an individual resident’s care plan in the event that it was 
required. Subsequent to the inspection, the Inspectorate 
was informed that a policy on the locking of the main 
entrance and exit doors had been put in place.

1.5  THERAPEUTIC ACTIVITIES

The approved centre provided therapeutic activities 
through a weekly programme that included elements 
such as art therapy, music therapy, solutions for 
wellness, creative writing, keep fit programme and the 
rural training centre, which facilitated health-focused 
outdoor activities. The unit had its own vegetable 
patch, which was tended by both staff and residents. 
The unit also had a minibus for outdoor activities and 
excursions. Each resident was individually assessed by 
the occupational therapist prior to commencing the 
therapeutic programme or activity.

1.6  ENVIRONMENT AND FACILITIES

The environment was in good decorative order and was 
well maintained. Repainting had commenced at the time 
of the inspection visit. The enclosed outdoor garden was 
used a lot by residents. 

1.7  INTERVIEWS WITH RESIDENTS

One of the residents asked to speak to the Inspectorate. 
She indicated that she wanted to make a complaint but 
did not know how to go about this. She was given a 
copy of the HSE complaints leaflet Your Service, Your Say 
and staff were advised to display the HSE complaints 
procedure as required by the Regulations. She stated 
that she had nothing to do during the day apart from art 
and playing pool.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  A designated consultant was leading the rehabilitation 
team. 

2.  Regular training and continuing professional 
development was evident.

3.  The approved centre had a policy on the locking of 
the main door.

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

1.  Input into the MDT care plans should include all 
multidisciplinary team members.

2.  The complaints procedure should be displayed 
in a prominent position to be visible to residents 
in compliance with the Mental Health Act 2001 
(Approved Centre) Regulations 2006.

 



BOOK 5 – HSE WEST

Mental Health Commission Annual Report 2007 | 107

PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 23 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 the CNM3, CNM2 and staff nurses 
on the unit, a meeting with the Assistant Director of 
Nursing with responsibility for the unit, and a review 
of documentation on the unit. The senior management 
team and heads of discipline were met after the 
inspection for feedback.

Article 4: Identification of Residents 

It was reported that all staff knew the residents. Staffing 
was consistent. Two RPNs administered medication at 
medication times. The resident’s name was called and 
the name verified by the second nurse. The unit was also 
in the process of attaching a photo ID to the clinical file.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

No menu was displayed. A choice of hot meal was 
available at lunchtime when the main meal was 
provided. At breakfast time, porridge, a choice of cereals, 
a boiled egg, toast and orange juice were available. 
A choice of meal was available at teatime. Fruit was 

available to the residents at all times. A water dispenser 
was located on the unit.

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

This was not inspected on the day.

Article 7: Clothing

All residents wore their own clothes. No resident was 
in night clothes. Clothes were laundered on site by the 
resident and their key worker together. 

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

A written operational policy and procedures were 
effective from August 2007 and were due for review 
in February 2010. A facility was provided for the safe 
keeping of valuables. Residents retained control of their 
personal property and possessions. Each resident had a 
wardrobe and locker. No record was maintained of each 
resident’s personal property. Residents were encouraged 
to be responsible for their own property and personal 
belongings. Subsequent to the inspection, the Inspectorate 
was informed that a property book was now in operation.

COMPLIANT YES      3 NO

Article 9: Recreational Activities

Creative writing, a keep fit programme, and health-
focused outdoor activities described as “rural training” 
were among the recreational activities available to 
residents. The unit also had its own vegetable patch, 
which was tended by both staff and residents, and had a 
minibus for outdoor activities and excursions.

COMPLIANT YES      3 NO



108 | Mental Health Commission Annual Report 2007

BOOK 5 – HSE WEST

Article 10: Religion

There was a chapel on campus. Mass was celebrated 
for Roman Catholic residents every second day and on 
the other days the Eucharist was distributed to them. A 
number of religions could be facilitated.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

Visiting hours were flexible and generally up to 2100h. 
After this time, visiting was at the discretion of the 
CNM2. Children were required to be accompanied by a 
responsible adult at all times. The unit had a dedicated 
visitors room. The residents’ own rooms could also be 
used, as could a number of sitting rooms. A written 
operational policy and procedures on visiting were 
effective from February 2007 and were due for review in 
February 2010.

COMPLIANT YES      3 NO

Article 12 (1–4): Communication 

Residents were free to communicate at all times. Letters 
in and out were unopened. Residents retained access to 
their mobile phones. No public phones were available in 
the approved centre but the office phone was used by 
residents. A written operational policy and procedures 
on communication were effective from March 2007 and 
were due for review in March 2010.

COMPLIANT YES      3 NO

Article 13: Searches

It was reported that no searches were carried out in 
the approved centre. A written operational policy and 
procedures for carrying out searches with and without 
the consent of the resident and on the finding of illicit 

substances were effective from March 2007 and were 
due for review in March 2010.

COMPLIANT YES      3 NO

Article 14 (1–5): Care of the Dying

A written operational policy and protocols for care of 
residents who are dying were effective from March 2007 
and were due for review in March 2010.

COMPLIANT YES      3 NO

Article 15: Individual Care Plan

The approved centre had an individual care plan as 
defined in the Regulations.

COMPLIANT YES      3 NO

Article 16: Therapeutic Services and 
Programmes

An appropriate range of therapeutic services and 
programmes was available in accordance with each 
resident’s individual care plan, which was individually 
assessed by the occupational therapist prior to 
commencing the therapeutic programme or activity.

COMPLIANT YES      3 NO

Article 17: Children’s Education

The unit did not admit children

Article 18: Transfer of Residents

A referral letter and prescription was sent by the NCHD. 
Nursing staff sent a standardised nursing assessment 
sheet. The policy on transfers was in draft form. 
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Subsequent to the inspection, an operational policy 
on the transfer of residents was submitted to the 
Inspectorate.

COMPLIANT YES      3 NO

Article 19 (1–2): General Health

Six-monthly reviews of general health were recorded in 
the clinical files inspected. They also included evidence 
of access to other health services such as dentists. A 
written operational policy and procedures for responding 
to medical emergencies were effective from March 2007 
and were due for review in March 2010.

COMPLIANT YES      3 NO

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

Teach Aisling was a small unit with an emphasis on creating 
a home atmosphere. Information regarding housekeeping 
practices, arrangements for personal property, meal 
times and visiting times was known by residents but also 
displayed in the noticeboard in the visitor’s room and in the 
dining area. A suggestion box for residents was operated by 
the advocate, whose name and number were prominently 
displayed. Written information on the resident’s diagnosis 
and suitable written information relevant to the resident’s 
diagnosis was provided to the resident from the Internet 
upon request. Information on the use of all medications to 
be administered to the resident was provided. A written 
operational policy and procedures for the provision of 
information to residents were effective from March 2007 
and were due for review in March 2010.

COMPLIANT YES      3 NO

Article 21: Privacy

The single bedrooms all had en suite facilities and could 
be locked by the resident. Each resident had their own 
wardrobe and bedside locker. The bedroom windows 
had curtains.

COMPLIANT YES      3 NO

Article 22: Premises

The unit was clean and well maintained and in a 
good state of decor. It was adequately lit, heated 
and ventilated. On the day of the inspection, painting 
contractors were at work in the unit. The en suite toilets 
and shower areas were clean and bright.

COMPLIANT YES      3 NO

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

A written operational policy on ordering, prescribing, 
storing and administration of medicines was effective 
from November 2005 and was due for review in 
November 2007.

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

The health and safety statement was updated in 
February 2007. A written operational policy and 
procedures relating to the health and safety of residents, 
staff and visitors were effective from March 2007 and 
were due for review in March 2010.

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

CCTV was in use at the doorways for security purposes 
and was present in one sitting room for observation 
purposes. The images from the sitting room were 
displayed on the monitor on the day of the inspection. 
The sitting room had a clear and evident notice that 
CCTV was in operation within. The doorways inside 
and outside also had such signage. The CCTV had no 
recording facility. A written operational policy on CCTV 
was effective from June 2007 and was due for review in 
February 2010.

COMPLIANT YES      3 NO

Article 26: Staffing

Teach Aisling was a self-staffing unit with 28.5 whole-
time-equivalent nursing posts and four attendants, 
operating under the clinical direction of the rehabilitation 
team. Five registered psychiatric nurses were on duty 
each day, including a CNM2 and/or a CNM3. Five 
registered psychiatric nurses were on night duty. An 
Assistant Director of Nursing was on duty during the day 
and at night there was a CNM3 who could be contacted 
or met with for professional advice. The current HSE 
policy in relation to the recruitment, selection and 
vetting of staff was in place. The team had access to a 
shared occupational therapist and a social worker.

Table 1: Unit staff levels

Staff 
Member

Day  
(0800h to 1930h)

Night  
(1930h to 0800h)

RPN including 
CNM2

5 5

Staff reported good access to continuing professional 
development and to other training programmes, 
such as crisis prevention intervention (CPI), cardio-
pulmonary resuscitation (CPR), and the Mental Health 
Act and Regulations. Copies of the Mental Health Act, 

the Regulations and Rules and Codes of Practice were 
available on the unit.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

A single composite clinical file was in use with MDT 
input. There were medical, nursing, occupational 
therapist, psychologist, social worker and art therapist 
entries. The National HSE policy on the maintenance of 
records was in place.

COMPLIANT YES      3 NO

Article 28: Register of Residents

The register of residence did not contain all the 
information necessary to make it compliant with 
Schedule 1 of the Regulations.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

All policies had review dates that were within three years.

COMPLIANT YES      3 NO

Article 30: Mental Health Tribunals

Facilities for mental health tribunals were provided and 
patients were helped to attend if necessary.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

The complaints procedure was not displayed in 
a prominent position in the approved centre. No 
information leaflets were available regarding the 
complaints procedure. It was reported to the Inspectorate 
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that measures were being put in place immediately to 
localise the complaints procedure and make it more 
visible to residents. The suggestion box was opened 
regularly by the advocacy representative. No written 
operational policies and procedures were in place 
relating to the making, handling and investigating 
of complaints. Subsequent to the inspection, the 
Inspectorate was informed that the national HSE 
complaints operational policy and procedure relating to 
complaints was in place and a laminated complaints flow 
chart was displayed publicly. The HSE Your Service, Your 
Say leaflets were made available on the unit.

COMPLIANT YES      3 NO

Article 32: Risk Management Procedures

Active risk management procedures were in place. An 
incident/accident report book was kept. A copy of the 
incident or accident report was kept in the book, one 
copy was sent to the Assistant Director of Nursing with 
administrative responsibility for the approved centre, 
and one copy was sent to the Risk Manager. The Risk 
Manager held regular formal meetings with clinical staff. 
This enabled a more proactive approach and awareness 
to risk management. A Risk Management policy was in 
place and was for review in March 2010.

COMPLIANT YES      3 NO

Article 33: Insurance

The approved centre was covered by the insurance 
arrangements of the HSE.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The Certificate of Registration was displayed in a 
prominent position 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 in use in the 
approved centre. 

ECT

There were no ECT facilities in the approved centre. No 
resident was undergoing a programme of ECT.

MECHANICAL RESTRAINT

Staff reported that mechanical restraint was not in use in 
the approved centre.

USE OF MECHANICAL RESTRAINT FOR 
ENDURING SELF-HARM BEHAVIOUR 

Mechanical restraint for enduring self-harm behaviour 
was not in use in the approved centre. 

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

PHYSICAL RESTRAINT

Staff reported that physical restraint was not in use in 
the approved centre

ADMISSION OF CHILDREN

No children were admitted to the approved centre.
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2.4  EVIDENCE OF COMPLIANCE 
WITH ADMINISTRATION OF 
MEDICATION – MENTAL HEALTH 
ACT 2001, SECTION 60

No patient currently residing in the approved centre was 
Detained for more than three months.
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ANNUAL REPORT
TUARASCÁIL BHLIANTÚIL2007

SLIGO

CHAPTER 3
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APPROVED CENTRE BALLYTIVNAN SLIGO/
LEITRIM MENTAL HEALTH 
SERVICES

UNITS INSPECTED MALE ADMISSION
FEMALE ADMISSION
SPECIAL CARE

DATE OF INSPECTION 22 AND 23 OCTOBER 
2007

NUMBER OF BEDS 54
TYPE OF INSPECTION UNANNOUNCED

INTRODUCTION

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

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

1.1  DESCRIPTION

Sligo/Leitrim in-patient mental health services were 
delivered in a stand-alone building with three wards: Male 
Admissions Ward (21 beds), Female Admissions Ward 
(21 beds) and Special Care Ward (12 beds). Five general 
adult teams and two specialty teams, in rehabilitation and 
psychiatry of later life, had admitting rights to the wards. 
The Special Care Ward was under the clinical direction of a 

named consultant psychiatrist. It also provided a service to 
Donegal Mental Health Service.

Female Admissions Ward: This ward was located on the 
first floor. On the day of the inspection, twenty residents 
were admitted, five were detained and one was absent 
with leave. Four staff nurses were on duty by day and 
two at night.

Male Admissions Ward:	This ward was located on the 
ground floor. On the day of the inspection 15 residents 
were admitted, seven were detained and one was 
absent with leave. 

Special Care Ward:	This ward was located on the ground 
floor. It was a locked facility with 10 beds. On the day of 
the inspection, five residents were admitted, all detained 
under the Mental Health Act 2001.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

General

1.  Each resident must have an integrated care and 
treatment plan.

	 Outcome: The unit did not have individualised care plans 
as defined in the Regulations. It was reported by senior 
clinical staff that these would be implemented by the 
end of the year. Each resident had an integrated file. 
Following the inspection, senior management reported 
that the service was in the final stages of introducing MDT 
care plans and an MDT group had been established to 
agree the format for the service.

Male Admissions Ward

1.  The units should be self-staffing to increase continuity 
of care

 Outcome:	No progress had been made on this 
recommendation. Staff were rotated between the 
three wards with a consistent CNM-grade staff in 
place. Following the inspection it was reported by 

BALLYTIVNAN SLIGO/LEITRIM  
MENTAL HEALTH SERVICES
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senior management that this issue would be raised 
with staff representatives.

2.  Residents should have access to a core MDT

 Outcome: This information was not collected on the 
day of the inspection but was due to be collected 
from the service later in the year.

Female Admissions Ward

5.  All sector and specialist teams should be fully staffed

	 Outcome:	This information was not collected on the 
day of the inspection but was due to be collected 
from the service later in the year.

6.  The policy of requesting that a pregnancy test be 
carried out on all new patients who had not yet 
reached menopause should be reviewed immediately

	 Outcome:	The policy had been reviewed and it stated 
that female residents are given a choice whether they 
have a pregnancy test or not. The Inspectorate still 
has concerns that tests are expected to be carried out 
on all female admissions. The service should further 
develop the policy to give the resident information 
about the drugs they are prescribed, highlighting 
side effects and contraindications that might affect a 
pregnancy, and then give residents the choice. 

7.  Residents should have access to an independent 
advocacy service

 Outcome: No progress had been made on this 
recommendation. 

8.  Door handles should be installed.

	 Outcome:	This was addressed in full.

Special Care

9.  The future role of the unit needs to be determined so 
that staff work to an agreed agenda.

	 Outcome:	No progress had been made on this 
recommendation. Senior management have reported 
that engagement has taken place with the Clinical 
Director in Donegal. The Clinical Director has prepared 
a position paper outlining clients who could be 
resident in the new acute unit. This paper has been 
sent to the Local Health Managers and subsequently 
the lead Local Health Manager for mental health 
outlined the urgent need to prioritise capital funding 
for an intensive care rehabilitation unit for people 
with enduring mental health problems.

10. The management plan of a man who is managed in 
a locked area of the unit needs to be addressed.

 Outcome:	This recommendation has been addressed 
in full.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

A rota system was in place for each team meeting. 
Meetings were held on the wards and recorded in the 
clinical file. A stamp was put in the clinical file for each 
team meeting and who attended. All disciplines attended 
the ward meetings except clinical psychologists. It has 
been reported that no psychologists were employed in 
the Sligo/Leitrim Mental Health Services. Community 
care psychologists could be accessed by a referral system. 
The two occupational therapists on the ward shared 
attendance at the six unit team meetings. The Special 
Care Ward team had a dedicated occupational therapist. 
Senior management reported two senior and one 
occupational manager post were vacant. The pharmacist 
attended the ward meetings also. The units had no access 
to an advocate for residents.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

Individualised care plans as defined in the Regulations 
were not used. It was reported by senior clinical staff 
that the paperwork was nearing completion and that 
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these would be implemented by the end of the year. 
Each resident had an integrated file, divided into sections 
by discipline and included a section for forms on the 
Mental Health Act. Each resident had a nursing care plan 
and MDT meeting recorded in the notes.

1.5  THERAPEUTIC ACTIVITIES

Two occupational therapists were based on the admission 
wards full time and they facilitated a therapeutic 
programme and individual sessions over five days. The 
programme was based on an individual assessment. The 
department was located on the first floor. The occupational 
therapy area had limited space with a multipurpose 
room, a small kitchenette and a small office for two staff 
members. A number of residents under the psychiatry of 
old age team attended the day hospital in the town as 
part of their care and treatment plan.

1.6  ENVIRONMENT AND FACILITIES

The units were in an old two-storey building. The building was 
clean, bright and heated. It was not designed for its purpose. 
A number of problems were identified in the male admissions 
ward that required action. Theses included the upgrading 
of the shower room, creating a wheelchair-accessible toilet, 
relocation of a bath, redecoration in areas affected by damp 
and the completion of the external smoking shelter. Senior 
staff reported on the day of the inspection that the work was 
agreed and was at tendering stage. 

1.7  INTERVIEWS WITH RESIDENTS

A number of residents asked to speak with the 
Inspectorate. Residents had a number of questions 
regarding their detention in hospital. 

1.8  GOOD PRACTICE DEVELOPMENTS

1.  A new consultant psychiatrist had been appointed for 
intellectual disability services.

2.  The service had integrated notes which were all 
available for disciplines to access.

3.  Pharmacists attended ward meetings and provided 
advice on medication management. 

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

1.  Each resident should have an individual care plan as 
defined in the Regulations. This must be introduced at 
the earliest possible date.

2.  An independent advocacy service should be established 
for all residents. Agreement must be reached with an 
external agency to provide this service.

 
PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODE OF PRACTICE ON 
23 AND 24 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 
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Standards Division prior to the inspection date and 
interviews with staff and residents. The Regulations 
were inspected in detail on the Female Admissions 
Ward and where there were differences in practice they 
were reported separately. At the end of the inspection, 
a feedback meeting was held with senior clinical and 
administrated staff present.

Article 4: Identification of Residents 

All residents wore wristbands on the acute wards. 
Two staff administrated medication. It was planned to 
introduce photo identification for long-stay residents.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

All food was prepared in an external hospital and 
transported to the wards. It was reported that there 
was a choice in meals and a good variety in the diet 
provided. Special diets were catered for as needed. 
Drinking water was available on the wards. 

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

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

COMPLIANT YES      3 NO

Article 7: Clothing

All residents had individualised clothing. It was the 
policy of the wards to place all new admissions in night 
clothes. This was charted in the notes reviewed in the 
male admissions ward.

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

On admission a property listed was taken placed in the file 
and a copy given to the resident. The service reported that 
it was compliant with the national interim guidelines on 
patient property. A local policy that met the requirements 
of the Article and that was practice on the ward was 
requested by the Inspectorate. This policy was forwarded 
to the Inspectorate on 21 November 2007. 

COMPLIANT YES      3 NO

Article 9: Recreational Activities

A range of recreational activities were available to the 
residents on each ward. These included TV, library books, 
board games and a pool table. Access was available to a 
garden area for walks. The service also had a minibus for 
outings.

COMPLIANT YES      3 NO

Article 10: Religion

A Roman Catholic chaplain was assigned to the service. 
Access was provided to daily communion and weekly 
mass. Access to clergy from other denominations was 
arranged as required.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

Visiting times were on display in the wards. A visitors’ 
room was available on the Male Admissions Ward. 
Upstairs a number of rooms were multi-purpose and 
could be used for visits. Children attending the ward are 
introduced to nursing staff. A local policy was in place, 
due for review in June 2010.

COMPLIANT YES      3 NO
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Article 12 (1–4): Communication 

It was reported that all post was given directly to 
residents and remained unopened. There was a public 
telephone on each ward, located in a private call box. 
There was supervised internet access. A policy on 
communication was in place.

COMPLIANT YES      3 NO

Article 13: Searches

It was reported that no searches had been recorded 
since 1 November 2006. It was stated that it was not 
practice in the service to search residents. A policy was 
in place that was developed at corporate level. The 
policy did not reflect local practice. 

COMPLIANT YES      NO      3

Article 14 (1–5): Care of the Dying

Residents were transferred to the general hospital for 
palliative and terminal care. A small number of single 
rooms were available if necessary. A policy was in place.

COMPLIANT YES     3 NO 

Article 15: Individual Care Plan

No individualised care plans as defined in the 
Regulations were in place It was reported by senior 
clinical staff that the paperwork was nearing completion 
and that it would be implemented by the end of the 
year. Each resident had an integrated file, divided into 
sections by discipline and included a section for forms 
under the Mental Health Act. Each resident had a nursing 
care plan and MDT meeting recorded in the notes.

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

Residents had access to medical, nursing, occupational 
therapy and social work staff through the MDT structure. 
Two occupational therapists were based on the wards 
full time and they facilitated a therapeutic programme 
and individual sessions over five days. The programme 
was based on an individual assessment but was not 
linked to an overall integrated care plan. A pharmacist 
and a pharmacy technician attended the wards on 
a regular basis. They attended the special care ward 
meeting and reviewed the drug card index on a regular 
basis. Referrals for clinical psychology were sent to the 
local Primary Community and Continuing Care office.

COMPLIANT YES      NO      3

Article 17: Children’s Education

No child had been admitted to the wards. No provision 
for education was in place.

Article 18: Transfer of Residents

Residents were transferred to the general hospital for 
medical care. A local procedure was in place and the nursing 
staff articulated this. A policy was in place for the transfer of 
patients to the Central Mental Hospital and other approved 
centres. The policy did not include the transfer of residents to 
general hospitals or other care facilities.

COMPLIANT YES      NO      3

Article 19 (1–2): General Health

A routine physical examination was completed on each 
resident on admission. A number of residents on the 
wards were there for periods greater than six months. 
Their files were examined regular physical reviews were 
documented. A medical emergency crash trolley was 
located on the first floor and a local procedure was in 
place. All residents were offered flu vaccination if required.

COMPLIANT YES      3 NO
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Article 20 (1–2): Provision of Information to 
Residents

No information leaflet was in place that met the 
requirements of the Article. It was reported that the 
leaflet was being updated and reprinted. There was no 
advocacy service in place for residents and this was 
brought to the attention of senior clinical staff on the day 
of the inspection. A number of leaflet stands on each 
ward detailed local services. It was reported that verbal 
information was given to residents on diagnosis and on 
side effects of medication. Subsequently it was reported 
that written information was available to residents 
regarding medication.

COMPLIANT YES      NO      3

Article 21: Privacy

Two single rooms were available on the Female 
Admissions Ward and four in the Male Admissions Ward. 
Each bed in the dormitory areas had a functioning curtain 
in place. The windows all had curtains. A small number 
of bedrooms did not have net curtains in place and the 
wards looked directly out onto a public car park area.

COMPLIANT YES      3 NO

Article 22: Premises

This was an old two-storey building. It was not designed 
for its purpose. A number of problems were identified 
in the Male Admissions Ward that required action. 
These included the upgrading of the shower room, 
creating a wheelchair-accessible toilet, relocation of a 
bath, redecoration in areas affected by damp and the 
completion of the external smoking shelter. Senior staff 
reported on the day of the inspection that the work was 
agreed and was at tendering stage. The building was 
clean, bright and heated. There was a lift in place.

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. It was prescribed on a card 
index system. The pharmacist reviewed prescriptions 
regularly. Two members of nursing staff administered all 
medication. The policy in place referred to patients only.

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

A recent health and safety audit had been completed. 
It was reported that the health and safety statement 
was being updated as a result and risk assessments 
been put in place. Health and safety reports were sent 
subsequently to the Inspectorate.

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television (CCTV)

CCTV was in use in the Special Care Ward. A camera was 
used in the visitors room and seclusion room. Both were 
for observation, were not able to record and were clearly 
labeled. The monitors were discretely placed in ward offices.

COMPLIANT YES      3 NO

Article 26: Staffing

Nurses staffed the ward. A central roster was in place 
that allocated staff on a daily basis to one of the three 
wards. All nursing staff were recruited and vetted by 
the HSE central system. A number of senior clinical 
nurse managers were in acting posts on the day of the 
inspection. Two basic grade occupational therapists were 
based on the ward full time. All other staff provided 
sessions and consultations to residents on the ward as 
required. A CNM3 and/or Assistant Director of Nursing 
was on duty at all times. It was reported by nursing staff 
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that access to further education and mandatory training 
was good.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

There was a single integrated file for each resident. All 
files were stored in a locked filing cabinet. Medical records 
were located on the premises and there was 24-hour 
access to files. The HSE policy on the retention of records 
was applied. The files were well laid out and easy to 
follow. In a number of cases, the Mental Health Act forms 
were not transferred from Volume One of the notes to 
subsequent notes. This was brought to the immediate 
attention of staff. There were training records available. 

COMPLIANT YES      3 NO

Article 28: Register of Residents

The register book kept in the administration block 
had been updated to include the requirement under 
Schedule 1 of the Regulations. In some cases not all 
fields were completed.

COMPLIANT YES      3 NO

Article 29: Operating Policies and Procedures

A number of policies were outstanding. 

COMPLIANT YES      NO      3

Article 30: Mental Health Tribunals

All mental health tribunals were held in the 
administration block a short distance from the wards.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

A local complaints procedure was in operation, along 
with the national complaints procedure. Leaflets were 
available on the wards detailing the procedure. The local 
complaints register was reviewed. Seven complaints 
were recorded to date in 2007. 

COMPLIANT YES      3 NO

Article 32: Risk Management Procedures

A written risk management policy was in place. 
Following a recent health and safety audit, a number 
of hazard sheets identifying risks in some areas were 
on display. A clinical risk assessment was completed as 
part of the admission process. Local procedures were in 
place to control residents absent without leave, suicide 
and self-harm and incidents. The individual wards were 
locked if clinically indicated; all harmful objects were 
handed in at the time of admission, including electrical 
items. All incidents of assaults and accidents were 
recorded on the national STARS Web tracking system. A 
copy of all incidents to date was sent to the Inspectorate. 
It was reported that training was offered to staff in 
relation to the Trust in Care policy.

COMPLIANT YES      3 NO

Article 33: Insurance

The HSE insurers applied to the service.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

This 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

Seclusion was only used in the Special Care Ward. None of 
the current residents had been secluded since 1 November 
2006. The file of a resident who had been discharged, 
but who had been secluded while admitted, was made 
available to the Inspectorate. The reasons why seclusion 
was used were clearly stated in the seclusion register and in 
the case file. There was evidence that the resident’s privacy 
and dignity were being maintained. The resident was 
monitored every 15 minutes when in seclusion. Reviews 
were carried out in accordance with the Rules. The ending of 
seclusion was clearly stated. The room appeared to be safe. 
The door lock was cumbersome in that there were three 
separate locks. A toilet and bathroom were adjacent to the 
room. On the day of the inspection, there was a strong 
smell of urine in the room. The room was subsequently 
cleaned. The seclusion policy was not in accordance with 
the Rules. It referred to the old Mental Treatment Act and 
the required monitoring was not in line with the Rules on 
seclusion. The Inspectorate received an updated seclusion 
policy on 22 November 2007. Most of the staff were trained 
in de-escalation techniques and physical restraint. CCTV was 
in place for observation purposes.

COMPLIANT YES      NO      3

ECT

ECT was provided in the general hospital. On the day of 
the inspection, there was one patient who was receiving 
ECT without consent. The service had complied with the 
requirements of the Rules. His file was not available due 
to a mental health tribunal sitting. There was a dedicated 
nurse for ECT. The person was on leave on the day of 
the inspection. The following were not inspected as a 
result and copies were requested by the Inspectorate: 
information pack, a copy of the register and of the policy.

MECHANICAL RESTRAINT

Staff reported that this was not in use on the wards.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

Staff reported that this was not in use on the wards.

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

PHYSICAL RESTRAINT

None of the current residents had been restrained since 
1 November 2006. The file of a resident who had been 
discharged, but who had been restrained during their 
admission, was made available to the Inspectorate. It 
was evident from the clinical practice forms and case 
file that the orders for restraint were appropriate. Staff 
of the same gender were involved in the restraints. The 
ending of restraint was clearly stated, on most occasions 
the restraint ended with the resident being secluded. 
There was no policy on the use of physical restraint 
made available to the Inspectorate. Most of the staff 
are trained in de-escalation techniques and physical 
restraint. It was reported by staff that the main problem 
was releasing staff from the wards to attend training.

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

No child had been admitted to the wards.
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2.4  EVIDENCE OF COMPLIANCE 
WITH ADMINISTRATION OF 
MEDICATION – MENTAL HEALTH 
ACT 2001, SECTION 60

Section 60 was appropriately adhered to.

COMPLIANT YES      3 NO
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APPROVED CENTRE ACUTE PSYCHIATRIC UNIT, 
CARNAMUGGAGH 

UNIT INSPECTED DEPARTMENT OF 
PSYCHIATRY

DATE OF INSPECTION 8 AUGUST 2007
NUMBER OF BEDS 42 INTEGRATED
TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

The Acute Psychiatric Unit, Carnamuggagh 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

Six weeks prior to the inspection, the Acute Admission Unit 
in Letterkenny had moved from the general hospital campus 
to Carnmamuggagh. This was to facilitate the building of 
a new purpose-built unit in Letterkenny General Hospital. 
It was located approximately 5 kilometres from the main 
campus in a building that had been used previously as a 
nursing home. It was an open unit with 42 beds, 21 male 
and 21 female. On the day of the inspection, there were 10 
male residents, 5 of whom were Detained, and 10 female 
residents who were all voluntary. Four general community-
based adult mental health teams and two specialty teams, 

a rehabilitation team and a psychiatry of later life team, had 
admitting rights to the unit. No children had been admitted.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  Each patient should have a multidisciplinary team 
care plan. Each discipline should write in the notes 
available on the ward.

	 Outcome: Individual MDT care plans were not in use. 
Some of the disciplines were writing progress notes in 
the medical files on the unit.

2.  The design brief and proposed layout of the new unit 
should be inclusive of all staff. 

	 Outcome:	The acting CNM3 reported that all nursing staff 
had been consulted. It was not clear to the Inspectorate if 
all multidisciplinary staff had been consulted.

3.  The community mental health teams need to reflect 
a core multidisciplinary team.

	 Outcome: Additional occupational therapists and 
social workers had been recruited but other posts had 
also become vacant in these disciplines.

4.  The therapeutic programme should be developed and 
reviewed in order to ensure that the groups provided 
meet the individual needs of patients and are linked 
to the multidisciplinary team care plans.

 Outcome: Staff in the activities centre who provided 
therapeutic activities had developed a rationale for 
the groups that they delivered which were linked to a 
recovery model. However, activities were not linked to 
individual needs assessment or individual care plans.

5.  The policy of nursing patients in night clothes should 
be reviewed.

 Outcome:	This policy had ceased unless it was part of 
a resident’s care plan.

ACUTE PSYCHIATRIC UNIT, 
CARNAMUGGAGH
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6.  The unit should be self-staffing.

	 Outcome: Central rostering of staff continued between 
St. Conal’s Hospital and the Acute Psychiatric Unit.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

Weekly meetings of all the teams were held on the unit. 
The consultant psychiatrist, the NCD and the allocated unit 
nurse attended team meetings routinely and the community 
mental health nurses sometimes attended. Residents 
attended the team meeting when they were being 
reviewed. Other members of the MDT did not routinely 
attend the unit-based meeting. Regular full team meetings 
were held at the local team’s base where feedback on in-
patients was provided.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

The individual residents in the approved centre did not have 
MDT care plans as described in the Regulations. Up-to-date 
nursing care plans were in use and these were reviewed 
weekly at the ward round.

1.5  THERAPEUTIC ACTIVITIES

The activities centre provided therapeutic activities based on 
a recovery approach. The activities provided were reviewed 
regularly and were determined in conjunction with the 
preferences of the residents. Some residents had input from the 
clinical psychologists, social workers and occupational therapists 
on their sector teams. These health and social care professionals 
highlighted a lack of offices or group rooms available on the 
unit to accommodate their work with the residents. 

1.6  ENVIRONMENT AND FACILITIES

As the unit had been built for a different purpose, a 
number of design problems arose in using it as an acute 
admissions unit. The bedroom doors had no observation 
panels and this led to staff locking bedroom doors 
during the day and having to open the doors every 
night at regular intervals to check on residents. One 
3-bed dormitory was used as a room for residents who 
required higher levels of observation. The door was left 
open at night and was within direct observation of the 
night nurses’ station. All the doors opened inwards to 
the rooms which meant that the doors could not be 
opened if blocked from the inside. The doors had spring 
hinges on the inside, which were potential ligature 
points. The day areas of the unit were bright and 
spacious. The premises were in good decorative order 
and clean. The unit had moved six weeks before and 
work was continuing in order to upgrade the existing 
facilities, e.g. putting up noticeboards and repairing 
problems with one of the toilet waste pipes.

1.7  INTERVIEWS WITH RESIDENTS

A number of residents asked to meet with the inspection 
team. They were seen individually and expressed 
satisfaction with the new facility. One reported no 
longer requiring night sedation because of the new 
environment and that the groups were excellent. They 
were satisfied with the treatment offered.

1.8  GOOD PRACTICE DEVELOPMENTS

1.  Referrals were going to the MDTs rather than straight 
to the Acute Psychiatric Unit.

2.  A new rehabilitation team was being developed with 
a consultant psychiatrist and a number of clinical 
nurse specialists being appointed. 
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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.  Each resident should have an individual care plan as 
defined in the Regulations.

2.  Each MDT team should be fully staffed.

3.  The safety issues on the unit related to night-time 
observation should be reviewed on an ongoing basis.

4.  Removal of the spring arms on the doors should be 
considered.

5.  The unit would benefit from having a Hoffman rescue 
knife available in case of emergency.

 
PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 8 AUGUST 2007

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

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality 
and Standards Division prior to the inspection date, 
interviews with the CNM3 and residents, a review of 
relevant documentation on the day and photographic 
evidence taken on the day of the inspection.

Article 4: Identification of Residents 

Two nursing staff administered medication. Staff reported 
that they tried to ensure that one of those nurses had 
been on duty the day before. Subsequent to the inspection 
visit the service reported that a policy on identification of 
residents had been signed off and implemented.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

Water coolers were available throughout the approved 
centre. Food was supplied from the general hospital and 
meals were prepared using the cook-chill method and 
transported to the Acute Psychiatric Unit. No menu system 
was in place for residents to choose their main meal but a 
choice of salad or hot dish was available every day. Snacks 
and tea or coffee were provided at intervals during the day 
between main meals. Vegetarian, vegan and special cultural 
or religious diets could be requested from the kitchen. 

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

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

COMPLIANT YES      NO      3

Article 7: Clothing

A fund was available to purchase clothes if required. 
Residents were facilitated to purchase their own clothes 
and accompanied by staff if necessary. None of the 
residents were in night clothes and wearing night 
clothes in the day time was only permitted if written up 
as part of the individual’s medical care plan.

COMPLIANT YES      3 NO
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Article 8: Residents’ Personal Property and 
Possessions 

The unit had a policy on personal property and possessions 
that had been implemented on 1 July 2007, with no review 
date. A property book was kept and a copy of this was filed 
in the resident’s medical file and made available to the 
resident if requested. Residents each had a wardrobe and 
locker for keeping their own possessions. Facilities were 
provided for the safe keeping of possessions and a record 
was kept of money and valuables.

COMPLIANT YES      3 NO

Article 9: Recreational Activities

A TV set, DVDs, videos, music, board games and books 
were available. Residents could go for walks and there 
was a minibus for day trips and outings.

COMPLIANT YES      3 NO

Article 10: Religion

The Roman Catholic chaplain from the general hospital 
visited once a week to conduct a prayer group and was 
also available to see individual residents. Mass was held 
in the general hospital and residents were facilitated to 
attend whenever possible. A weekly service was held in 
St. Conal’s for residents from the Church of Ireland. Other 
religions were facilitated as required.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

The visiting times were flexible and visitors were 
encouraged not to attend during the mornings as that was 
when the activities programme and the ward rounds were 
scheduled. A notice on the door indicated official visiting 
hours from 1430h to 1630h and from 1730h to 2030h. 
Visitors reported to the nurses’ station on arrival. Visits 

took place in the day rooms and a quiet room, which was 
used for children’s visits. Nursing staff were around the 
unit during visits. The unit had a draft policy on visits.

COMPLIANT YES      NO      3

Article 12 (1–4): Communication 

Residents had access to the phones in the nurses’ station. 
Residents were free to send and receive post. Internet 
access could be arranged if required by a resident. The 
unit had a draft policy on communication. Subsequent 
to the inspection, the service reported that a policy on 
mobile phones had been signed off and implemented.

COMPLIANT YES      NO      3

Article 13: Searches

The unit had a draft policy on searches that included 
a page for staff to sign to indicate they had read and 
understood the policy. The policy document also included 
a consent form for the resident to complete. The form 
sought consent for search of the person, personal 
property and environment without regard to whether a 
search of the person was necessary or being sought. This 
was discussed at a feedback meeting with senior nursing 
and health and social care professionals. The Inspectorate 
advised them to amend the consent form. Staff reported 
that no searches had been conducted since November 
2007. While there no policy relating to the finding of 
illicit substances, the unit had a procedure which was 
included in the policy on property and possessions.

COMPLIANT YES      NO      3

Article 14 (1–5): Care of the Dying

The unit had a draft policy that was being compiled 
in conjunction with the general hospital. Residents 
who required palliative or terminal care were usually 
transferred to the general hospital for medical care and 
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treatment. A number of single rooms were available 
that could be used to ensure dignity and privacy for the 
resident and next of kin if necessary. 

COMPLIANT YES      NO      3

Article 15: Individual Care Plan

Residents did not have an individual care plan as defined 
in the Regulations.

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and Programmes

A unit-based activities programme provided therapeutic 
and psycho-educational groups based on the preferences 
of the residents. The clinical psychologists, social workers 
and occupational therapists provided therapeutic services 
for specific residents.

COMPLIANT YES      3 NO

Article 17: Children’s Education

The unit did not have facilities for the provision of 
educational services to children.

COMPLIANT YES      NO      3

Article 18: Transfer of Residents

The NCHD was responsible for providing a written 
referral letter and the nurse in charge was responsible 
for ensuring that relevant nursing reports accompanied 
any resident who was being transferred. The nurse in 
charge was responsible for deciding if the voluntary 
residents needed to be accompanied. Detained patients 
were always accompanied.

COMPLIANT YES     3 NO 

Article 19 (1–2): General Health

The files inspected contained evidence that residents 
had attended general health services, e.g. epilepsy 
clinics. The residents all had physical examinations 
done at the time of admission. The files of two of the 
four residents who had been admitted for more than 
a year were examined. Their general health needs had 
not been assessed within the last 12 months. Residents 
were free to attend the national breast cancer screening 
programme if applicable. The unit had no policy for 
responding to medical emergencies but had a written 
procedure that had been implemented on 10 July 2007.

COMPLIANT YES      NO      3

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

A noticeboard displayed the name of the resident’s 
consultant psychiatrist, NCHD and the allocated team nurse. 
Other MDT members were introduced to the residents 
by nursing staff prior to them engaging in work with the 
resident. Staff reported that residents were informed about 
housekeeping arrangements verbally at admission and that 
verbal information was given about diagnosis. No written 
information was available about diagnosis. Noticeboards in 
the unit displayed information about advocacy agencies and 
voluntary agencies. A STEER advocacy representative visited 
the unit regularly. Staff reported that medication and side 
effects were discussed with residents by the medical and 
nursing staff. Some information on medication and diagnoses 
was available in the activities area. The unit did not have a 
policy on the provision of information to residents.

COMPLIANT YES      NO      3

Article 21: Privacy

The male and female bedrooms and bathrooms were 
segregated. The unit had a number of single bedrooms. 
All dormitory areas had curtains around the beds. The 
windows had curtains for privacy.

COMPLIANT YES      3 NO
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Article 22: Premises

The premises were clean and in good decorative condition 
and were adequately lit, heated and ventilated. The 
corridors, bedrooms and day rooms were bright and 
spacious. The unit had moved to this building six weeks 
before and staff reported that the maintenance department 
were responsive in repairing and upgrading the premises 
as required. The bedroom doors did not have observation 
panels, could not by opened outwards and had spring 
hinges. The risk of ligatures and the door being barricaded 
from the inside were highlighted to senior nursing and 
health and social care professionals. The bedroom doors 
were wide enough to facilitate wheelchairs and all the 
bathrooms were wheelchair accessible and equipped with 
grab rails and shower chairs. The mental health tribunal suite 
was in a wing of the building.

COMPLIANT YES      NO      3

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

The unit had a policy on the ordering, prescribing, storing 
and administration of medicines that was implemented on 
26 July 2007. The review date had not been completed.

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

A health and safety statement for the unit had been in 
place when it was located in the general hospital. This 
had not been updated to take into account the relocation 
of the unit and the specific issues and changes that 
this required, e.g. responding to medical emergencies. 
The Inspectorate advised that this be updated. An 
updated health and safety statement was subsequently 
submitted to the Inspectorate. 

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was not used in the approved centre.

Article 26: Staffing

The HSE policies on staff recruitment, selection and 
vetting applied to this centre. The unit used to have an 
occupational therapist who had direct input to the unit 
but this post was vacant. A record was kept on the unit 
and by nursing management of the nurse in charge of 
the unit and of who was on duty.

Table 1: Unit staff levels

Staff Member Day Night
Nurses 12 6
Health care assistants 1 0

The nurse practice development unit provided 
education and training for nursing staff. Staff were also 
able to access HSE and DIT Letterkenny courses. All 
nursing staff with the exception of some new staff who 
had not yet had the opportunity, had been trained in 
the care and responsibility programme for managing 
aggressive behaviour. Staff reported that all nursing 
staff had been trained in the Mental Health Act 2001. 
Copies of the Mental Health Act, Regulations and Rules 
were not all available in the approved centre on the 
day of the inspection.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

All clinical files were kept in the approved centre for two 
years after the discharge of the resident and after that 
were sent to a central storage facility. The HSE policy on 
record keeping was used. The unit had no written local 
policy or procedures that reflected this centre’s practices 
in relation to access to or storage of clinical files. 
Documentation relating to health and safety, food safety 
and fire inspections was sought by the Inspectorate 
but was not made available during the inspection. This 
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documentation was subsequently submitted to the 
Inspectorate.

COMPLIANT YES      NO      3

Article 28: Register of Residents

The register of residents was not made available to the 
Inspectorate on the day of the inspection. The register 
was not sent to the Inspectorate as requested with the 
factual accuracy response from the service.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

The review date had been left blank on many of the policies 
reviewed by the Inspectorate. The Inspectorate advised 
senior nursing and health and social care professionals that 
many of the policies, in particular the health and safety and 
risk management policies, required updating in view of the 
relocation of the approved centre.

COMPLIANT YES      NO      3

Article 30: Mental Health Tribunals

A room and facilities were available for mental health 
tribunals and staff accompanied patients as required.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

The complaints procedure was displayed on the noticeboards in 
the day areas. The HSE complaints policy was in use. The Clinical 
Director and the CNM2 were designated to deal with complaints 
in the first instance. A record of complaints was sought by the 
Inspectorate but was not available during the inspection. This 
was subsequently submitted to the Inspectorate.

COMPLIANT YES      3 NO

Article 32: Risk Management Procedures

The approved centre had both the Non-clinical Risk 
Management Strategy and Clinical Risk Management 
Strategy policies implemented on the 6 November 
2006 and due for review on 1 January 2008. The health 
and safety statement included identification of risk 
and precautions but this had not been updated since 
the approved centre moved from the general hospital 
to the new site in Carramuggagh. Senior nursing and 
health and socialcare professionals were advised by the 
Inspectorate that these needed updating. The updated 
safety statement was subsequently submitted to the 
Inspectorate. All nursing staff had received training in the 
management of violence in the workplace. The unit did 
not have a system in place for learning from serious or 
untoward incidents or adverse events. Copies of incident 
reports were not kept on the unit. The Children First 
guidelines and Trust in Care policy were available on the 
unit and some staff had received training in the former.

COMPLIANT YES      NO      3

Article 33: Insurance

The HSE insurance arrangements applied to this approved centre.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The certificate of registration was framed and displayed 
prominently in the approved centre.

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

SECLUSION

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

ECT

When the Acute Psychiatric Unit was located in Letterkenny 
General Hospital, ECT was delivered in theatre. Arrangements 
and policies were now under review following the move of 
the unit off campus to Carnamuggagh. Consideration was 
being given to day case admission to the general hospital 
for those residents requiring ECT. Two of the current residents 
had had a course of ECT treatment since 1 November 2006 
and both sets of case files were examined, along with the 
ECT register. One of the residents was not recorded in the 
register at all. The clinical notes were good in both cases. 
The unit was compliant with the Rules on prescription of 
ECT, consent and its absence, information and assessment. 
A designated consultant anaesthetist with responsibility 
for ECT was available. The pre-anaesthetic assessment and 
the delivery of anaesthesia was always conducted by a 
specified consultant anaesthetist. The theatre and record of 
treatments was not inspected.

COMPLIANT YES      NO      3

MECHANICAL RESTRAINT

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

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

The Inspectorate was informed that mechanical restraint 
for enduring self-harm behaviour was not used in the unit.

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

PHYSICAL RESTRAINT

Physical restraint had been used in this service. The case notes 
of two residents who had been restrained were reviewed 
along with the restraint register. The case notes were 
satisfactory for both, however in one case the register had 
not been signed by the consultant psychiatrist. The record of 
attendance at training was not inspected. Subsequent to the 
inspection visit the service reported that a policy on the use of 
restraint had been signed off and implemented.

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

No children had been admitted since the introduction of 
the Mental Health Act 2001.
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APPROVED CENTRE ST. CONAL'S HOSPITAL
UNITS INSPECTED ST. BERNADETTE'S WARD

ST. CIARAN’S WARD
DATE OF INSPECTION 7 AUGUST 2007
NUMBER OF BEDS
ST. BERNADETTE'S UNIT
ST. CIARAN'S UNIT

18 FEMALE
21 MALE

TYPE OF INSPECTION ANNOUNCED

INTRODUCTION

St. Conal’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. Conal’s Hospital, Letterkenny, had two long-stay wards, 
St. Ciaran’s with 15 male and St. Bernadette’s with 6 
female residents. Plans to amalgamate these units had 
not progressed. At the time of inspection, there was one 
detained male patient. All the residents were under the 
care of the rehabilitation consultant psychiatrist.

1.2  RECOMMENDATIONS ARISING 
FROM THE 2006 REPORT

1.  A core fully staffed multidisciplinary team should be 
available to these units to meet the needs of the 
patients. 

 Outcome:	The rehabilitation team had a consultant 
psychiatrist, NCHD, CNM3, a full-time psychologist, one 
occupational therapist (reduced from two), a social 
worker (shared with other sectors), six community 
mental health nurses and a secretary. The number 
of social workers in the Donegal Mental Health 
Service needed to be increased to have dedicated a 
social worker on each team. The loss of the second 
occupational therapist had an impact on the quality of 
life of the residents remaining in these units. Following 
the inspection, the service reported that a social worker 
for the central sector had taken up post and a second 
social work post was being advertised.

2.  Space needs to be redeployed to create a more 
home-like environment. The personal care areas 
where patients were able to attend to their hygiene 
were no longer used for doing their own laundry. It 
would be useful to develop this again.

	 Outcome:	Following the inspection the service 
reported that amalgamation of the two remaining 
long-stay wards was under way and it was expected 
that this would provide more rehabilitative facilities.

3.  There should be a system of centralised notes that 
are easily accessible to all team members.

 Outcome: There were separate medical and nursing 
notes. In addition there were rehabilitation notes 
and assessments, and multidisciplinary entries kept 
separately in the Willows building. Following the 
inspection, the service informed the Inspectorate 
that centralised notes would be available when all 
assessments were complete and MDTs were fully 
developed. The Inspectorate was of the view that 
substantial progress on the issue of access and 

ST. CONAL’S HOSPITAL
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centralised notes could be made in the absence of 
completed assessments or fully developed MDTs.

4.  Incident books should be available on the units. 

 Outcome:	There had no progress on this 
recommendation. Following the inspection visit the 
service reported that incidents books had been made 
available on the wards.

1.3  MULTIDISCIPLINARY TEAM 
FUNCTIONING

All residents were under the care of the rehabilitation 
team. Team meetings took place in the Willows and 
representatives from the units attended. The meetings 
included a review of residents in the rehabilitation 
service. Ward rounds attended by the medical and 
nursing staff took place on the unit. Since last year’s 
inspection a key worker system had been introduced and 
each of the CNSs had a case load. Residents identified as 
not being eligible to move to supported accommodation 
had little access to the rest of the team. Since the last 
inspection, one of the occupational therapists had left 
and this resulted in ward-based occupational therapy 
being discontinued. Following the inspection the service 
reported that recruitment of an occupational therapist 
was planned for 2008.

1.4  MULTIDISCIPLINARY TEAM CARE 
PLANS

The key worker used standardised assessments to 
develop a care plan involving the multidisciplinary 
team. This documentation was kept in the Willows. The 
majority of the residents did not have a multidisciplinary 
care plan or multidisciplinary review. Instead they had a 
nursing care plan based on the OREM Leninger model. 
Following the inspection the service reported that the 
rehabilitation team was engaging with staff to complete 
assessments on the remaining residents and that the 
key worker system would be identified from the existing 
ward staff complement.

1.5  THERAPEUTIC ACTIVITIES

An art therapist and music therapist both attended once a 
week. The key workers conducted individual programmes 
with their residents, which could include cooking in the 
Willows, shopping and outings. An occupational therapist who 
had conducted programmes on the unit had recently left the 
service and not been replaced. Residents were encouraged to 
attend an activation centre on the ground floor.

1.6  ENVIRONMENT AND FACILITIES

The units were clean, bright and spacious and generally 
in good condition. A mix of single and dormitory style 
bedrooms were provided. New bedroom furniture had 
been purchased. The night toilets were in need of some 
attention on both units. The staff room in St. Bernadette’s 
had no natural light and was poorly ventilated. Both 
units had a dedicated visitors room and a team meeting 
room. The latter was also used as an interview room. 
St. Bernadette’s had a training room, which was used by 
the hairdresser and chiropodist. It contained a washing 
machine and ironing facilities.

1.7  INTERVIEWS WITH RESIDENTS

Four residents spoke to the Inspectorate. All were 
generally happy with their care and treatment in 
the hospital. The two residents from St. Bernadette’s 
reported that the unit was kept clean and was nicely 
decorated. They said there was always somewhere you 
could go on the unit if you wanted to be on your own. 
They reported that the nursing staff were very helpful 
and that they found their regular contact with the 
community mental health nurses very helpful as they 
would spend time with them discussing their options 
and their problems. One of the residents from St. Ciaran’s 
was unhappy about his detention and was preparing for 
his tribunal. Both residents from St. Ciaran’s reported that 
the nursing staff were helpful to them.
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1.8  GOOD PRACTICE DEVELOPMENTS

1.  Introduction of key worker system for residents 
identified as appropriate for discharge from hospital.

2.  Introduction of standardised rehabilitation assessment 
and care plans.

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 full access to the 
rehabilitation team and have a needs-based 
assessment conducted.

2.  All residents should have a multidisciplinary care plan.

3.  Copies of incident reports should be available on the unit.

4.  A system of centralised notes should be introduced 
that is easily accessible to all team members.

 
PART TWO: EVIDENCE OF 
COMPLIANCE WITH REGULATIONS, 
RULES AND CODES OF PRACTICE 
ON 7 AUGUST 2007

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

This part of the report was completed using a number 
of evidence bases: a self-assessment report completed 
by the service and submitted to the MHC Quality 

and Standards Division prior to the inspection date, 
interviews with the nurses and residents, a review of 
relevant documentation on the day, and photographic 
evidence gathered on the day of the inspection.  
A feedback meeting was facilitated after the inspection 
with senior managers and clinicians.

Article 4: Identification of Residents 

Residents were well known to the staff of the service.  
A system in use on the ward register and the case notes 
alerted staff when residents had similar names.

COMPLIANT YES      3 NO

Article 5: Food and Nutrition

Filtered water was available. Meals prepared using 
the cook-chill method were provided by the kitchen in 
Letterkenny General Hospital. The units did not have a 
menu system for residents to choose their main meal 
but a choice of salad or hot dish was available every 
day. A snack and tea or coffee were provided at intervals 
during the day between main meals. Special diets were 
catered for as requested.

COMPLIANT YES      3 NO

Article 6 (1–2): Food Safety

Information and evidence demonstrating compliance 
was sent to the Inspectorate.

COMPLIANT YES      3 NO

Article 7: Clothing

Individual clothing was provided as required with 
funding given on an individual basis as required for 
personal choice of clothing. Night clothes were not 
worn by residents during the day unless specified in 
a resident’s care plan or directed by the consultant 
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psychiatrist. All clothes were labeled and there was a 
laundry on site.

COMPLIANT YES      3 NO

Article 8: Residents’ Personal Property and 
Possessions 

It was reported a new draft policy was in place but this was 
not available on the day of the inspection. Following the 
inspection, the service reported that this policy had been 
signed off and implemented. A document with the title 
Patient Clothing and Personal Property dated 1999 was 
available on the unit. A record was maintained of each 
resident’s personal property and possessions and this was 
kept separately from care plan. Residents had money lodged 
in the canteen and records were kept of spending. Individual 
lockers were available but they could not be locked. Locked 
storage was available for larger items.

COMPLIANT YES      3 NO

Article 9: Recreational Activities

Regular group outings were arranged, as were individual 
outings with staff. Residents were taken on annual 
holidays. TV, video, radio, and games were available on 
the units along with exercise equipment and computers. 
Residents could attend the therapy area downstairs 
where bingo and art were available.

COMPLIANT YES      3 NO

Article 10: Religion

The Roman Catholic chaplain from the general hospital 
visited regularly and residents were facilitated to attend 
the chaplaincy service in the general hospital also. Other 
religions were facilitated as required.

COMPLIANT YES      3 NO

Article 11 (1–6): Visits

Flexible visiting arrangements were in place with an 
open visiting policy, excluding meal times up to 2100h. 
A visitors’ room off the day room and the canteen could 
also be used for visits. The units had a visiting policy 
dated June 2002 and it was reported that there was a 
new policy being drawn up.

COMPLIANT YES      3 NO

Article 12 (1–4): Communication 

Residents had access to the phones in the nurses’ 
station. A public telephone was located just outside the 
unit. Incoming and outgoing communication was never 
examined unless there was reasonable cause to believe 
that the communication might result in harm to the 
resident or others. A policy dated 1999 was in place on 
communication which covered telephone communication 
and communication in person. It was reported that there 
was a new draft policy on communication which would 
include fax, email and internet access.

COMPLIANT YES      3 NO

Article 13: Searches

The units had no policy on searches, or on finding illicit 
substances, available on the unit on the day of the 
inspection. Staff were aware of the procedures on the 
searching of a resident, his or her belongings and the 
environment in which he or she was accommodated. 
Searches were reported as being rarely conducted and 
consent was always sought. Following the inspection, 
the service reported that it was working on developing 
relevant policies.

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

The unit had no policies and protocols for care of residents 
who were dying. Following the inspection the service 
reported that it was working on developing a policy.

COMPLIANT YES      NO      3

Article 15: Individual Care Plan

Individual care plan, as defined in the Regulations, were 
not in use. Nursing care plans based on the OREM Leninger 
model were in place. A small number of residents had a 
multidisciplinary care plan prepared by the key worker. 
Following the inspection, the service reported that 
multidisciplinary assessments were continuing and that this 
would result in MDT care plans for the residents.

COMPLIANT YES      NO      3

Article 16: Therapeutic Services and 
Programmes

An art therapist and music therapist both attended 
once a week. The key workers conducted individual 
programmes which included cooking in the Willows, 
shopping and outings. Staff reviewed the newspapers 
with the residents. An occupational therapist who had 
conducted programmes on the unit had recently left 
the service and not been replaced. Residents were 
encouraged to attend an activation centre on the ground 
floor. Some of the residents organised their own laundry.

COMPLIANT YES      NO      3

Article 17: Children’s Education

Children were not admitted to this unit. Admissions went 
to the Acute Psychiatric Unit, Carnamuggagh.

Article 18: Transfer of Residents

Nursing transfer and discharge forms available. The units had 
no written policy and procedure on the transfer of residents 
available on the units on the day of the inspection although 
it was reported that they were being updated.

COMPLIANT YES      NO      3

Article 19 (1–2): General Health

Arrangements were in place for access by residents to 
general health services and for their referral to other 
health services as required. Inspection of case files of 
residents who had been in the service indicated that 
the required six-monthly physicals were not being done 
even on an annual basis. A medical emergency protocol 
dated May 2004 was in place. Following the inspection 
the service reported that the issue of physical reviews 
was being reviewed by the Clinical Director and the 
rehabilitation consultant.

COMPLIANT YES      NO      3

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

Information about the multidisciplinary team, 
housekeeping practices, diagnoses and treatment was 
provided verbally by the key worker and the medical 
staff. Only two of the residents in St. Ciaran’s had 
a key worker. Residents attended the ward round. 
Limited written information was available to residents. 
Noticeboards on the units displayed some information. 
The advocacy service, which used to attend the units, 
had stopped coming unless specifically requested. 
The unit had no written policy on the provision of 
information to residents. Subsequent to the inspection 
the service reported that advocacy services had been 
contacted and would continue to visit the units.

COMPLIANT YES      3 NO
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Article 21: Privacy

The residents’ privacy and dignity were appropriately 
managed. However, some of the toilets had no locks. 
None of the lockers could be locked.

COMPLIANT YES      3 NO

Article 22: Premises

The units were clean, bright and spacious and generally 
in good condition. New bedroom furniture had been 
purchased. The night toilets were in need of some 
attention on both units. The staff room in St. Bernadette’s 
had no natural light and was poorly ventilated.

COMPLIANT YES      3 NO

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

The centre had a signed policy document dated 2006, 
which covered all aspects of this Article. Following the 
inspection visit the service reported that a reviewed 
policy on safe storage, ordering and prescribing 
medication had been signed off and implemented.

COMPLIANT YES      3 NO

Article 24 (1–2): Health and Safety

The health and safety statement for St. Conal’s Hospital 
was updated annually and was available.

COMPLIANT YES      3 NO

Article 25: Use of Closed Circuit Television 
(CCTV)

CCTV was not used in this service.

Article 26: Staffing

The HSE policies on staff recruitment, selection and vetting 
applied to this centre. Three trained nursing staff were on 
duty during the day in St. Ciaran’s and two at night. An 
occupational therapist had provided ward-based activities 
but had left the service. Staff reported adequate access 
to education and training. The Mental Health Act and the 
Regulations were not available on the units. Subsequent 
to the inspection the service reported that copies of these 
documents had been placed on the units.

COMPLIANT YES      3 NO

Article 27: Maintenance of Records

In-patient files were stored in the nursing office with 
limited access. The HSE policy on the access, retention, 
and destruction of records was used. Subsequent to 
the inspection, the service reported that a policy on 
abbreviations, documentation and recording had been 
signed off and implemented. Documentation of inspections 
relating to food safety, health and safety and fire inspections 
were not kept in the centre. Documentation relating to food 
safety was submitted to the Inspectorate.

COMPLIANT YES      3 NO

Article 28: Register of Residents

The register of residents was not made available to the 
Inspectorate.

COMPLIANT YES      NO      3

Article 29: Operating Policies and Procedures

The policies submitted to the Inspectorate had review 
dates included. A number of policies were outstanding.

COMPLIANT YES      3 NO
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Article 30: Mental Health Tribunals

Facilities were available for mental health tribunals and 
staff accompanied patients as required.

COMPLIANT YES      3 NO

Article 31: Complaint Procedures

The complaint procedure was displayed on the 
noticeboards. The HSE complaints policy was in use. A 
record of complaints was sought by the Inspectorate but 
was not made available. 

COMPLIANT YES      NO      3

Article 32: Risk Management Procedures

The approved centre had both Non-Clinical Risk 
Management Strategy and Clinical Risk Management 
Strategy for Donegal policies, which were implemented 
on 6 November 2006 and scheduled for review in January 
2008. Subsequent to the inspection the service confirmed 
that they had signed off and implemented a clinical risk 
assessment and a non-clinical risk management policy. 
A record of incidents was requested by the Inspectorate 
but was not available in the units. It was subsequently 
submitted to the Inspectorate and the service reported 
that incident registers had been placed on both units.

COMPLIANT YES      3 NO

Article 33: Insurance

It was reported that a full public liability insurance policy 
was in place.

COMPLIANT YES      3 NO

Article 34: Certificate of Registration

The certificate of registration was available but was not 
displayed. Following the inspection the service reported 
that this had been remedied.

COMPLIANT YES      NO      3

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

SECLUSION

The Inspectorate was informed that seclusion was not 
used on these units.

ECT

ECT was not used. 

MECHANICAL RESTRAINT

The Inspectorate was informed that mechanical restraint 
was not used on these units.

USE OF MECHANICAL RESTRAINT FOR ENDURING 
SELF-HARM BEHAVIOUR 

The Inspectorate was informed that mechanical restraint 
for enduring self-harm behaviour was not used in this 
service.
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2.3  EVIDENCE OF COMPLIANCE WITH 
CODES OF PRACTICE – MENTAL 
HEALTH ACT 2001, SECTION 
51(1)(b)(iii) 

PHYSICAL RESTRAINT

Clinical practice forms for physical restraint were not 
available on either of the units on the day of the inspection. 
Physical restraint was reported as being used rarely. 
Following the inspection the service reported that clinical 
practice forms had been made available on both units. 

COMPLIANT YES      NO      3

ADMISSION OF CHILDREN

No children had been admitted to these units.
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