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 Report of the Inspector of Mental Health Services 2012 

EXECUTIVE CATCHMENT 

AREA/INTEGRATED SERVICE AREA 

  Clare, North Tipperary, Limerick 

HSE AREA   West 

MENTAL HEALTH SERVICE   Clare 

APPROVED CENTRE   Acute Psychiatric Unit (APU), Mid West     

  Regional  Hospital, Ennis 

NUMBER OF WARDS 

 

  1 

NAMES OF UNITS OR WARDS 

INSPECTED 

 

   Acute Psychiatric Unit 

TOTAL NUMBER OF BEDS 39 

CONDITIONS ATTACHED TO 

REGISTRATION  

 

None 

TYPE OF INSPECTION  

 

Re-inspection 

DATE OF INSPECTION 23 October 2012 

 

 

Summary 

 The APU continued to be a busy acute unit and staff reported that bed occupancy generally 
ran at 113%. This meant that residents were frequently required to sleep in inappropriate 
accommodation. On the day of inspection, one resident’s bed was located on a corridor space 
with no provision for safe storage of personal belongings or privacy, and another resident was 
rummaging through these personal belongings. 

 The practice of transferring residents to Unit 5B, Limerick Regional Hospital, due to over-
crowding, continued. This was not in the best interests of the residents.  

 There was an improvement in the documentation in individual clinical files, each resident had 
an individual care plan, risk assessments had been completed and discharge planning, 
including collaboration with families, was evident. 

 The sector teams were not adequately resourced and health and social care professionals 
were stretched. This limited the range of therapeutic services and programmes available to in-
patients.  

 There was a consultant psychiatrist post and a non consultant hospital doctor post dedicated 
to the care of North Tipperary residents. A nurse from the North Tipperary mental health 
service attended a weekly review meeting in the APU. Inspection of individual clinical files 
indicated good family liaison and discharge planning.   



OVERVIEW  

In 2012, the Inspectorate inspected this Approved Centre against all of the Mental Health Act 2001 
(Approved Centres) Regulations 2006. Following this inspection the Inspectorate undertook a re-
inspection of the approved centre. 
 
DESCRIPTION 
 
The Acute Psychiatric Unit (APU) in Ennis General Hospital provided in-patient care and treatment for 
Clare and North Tipperary. The APU comprised 39 beds, incorporating five psychiatry of old age 
beds, a five-bed high observation unit and 29 general adult beds. This locked unit was laid out around 
a central courtyard which could be accessed by residents and the high observation area had its own 
garden. This busy unit had full occupancy on the day of inspection, with 39 residents of whom nine 
were detained. There were no child residents on the day of inspection.   
 
 
PART ONE: QUALITY OF CARE AND TREATMENT SECTION 51 (1)(b)(i) MENTAL HEALTH ACT 

2001 

 

DETAILS OF WARDS IN THE APPROVED CENTRE 

WARD NUMBER  OF  

BEDS 

NUMBER OF 

RESIDENTS 

TEAM RESPONSIBLE 

 

 APU  39  39    General Adult Teams 

Rehabilitation Team 

Psychiatry of Old Age 

Team 

 

 

 

 



PART TWO: EVIDENCE OF COMPLIANCE WITH REGULATIONS, RULES AND CODES OF 
PRACTICE, AND SECTION 60, MHA 2001 

2.2 EVIDENCE OF COMPLIANCE WITH REGULATIONS UNDER MENTAL HEALTH ACT 2001 
SECTION 52 (d)  

Article 16: Therapeutic Services and programmes 

Each resident had an individual care plan (ICP) and targeted therapeutic activities were specified in 

the ICP. An activities nurse provided a daily programme of recreational and activity based therapies. 

The multidisciplinary teams were not adequately resourced and this impacted on the services ability to 

provide a range of talking therapies. 

 Article 21: Privacy  

Staff reported that the APU continued to be overcrowded most of the time with the average bed 

occupancy running at 113% capacity. This meant that inappropriate spaces were used to 

accommodate extra beds. At the time of the re-inspection one male resident was sleeping in a 

corridor space which was abutted by two wards. Residents of the adjacent two-bed room were                                                                                                                                        

required to walk past this bed when leaving and entering their ward and the male occupant was 

provided with no privacy and no facility to secure personal belongings. At the time of inspection, 

another resident was rummaging through these personal belongings which were laid out on this bed 

in the corridor.  Staff reported that the activity room continued to be used on occasion to provide 

sleeping accommodation. Whilst this was now being used less frequently and for a single resident 

only, it was an inappropriate space and necessitated the bed and personal belongings being shunted 

in and out daily when the room was required for activities.  

 

Article 22: Premises 

The single bedroom which had previously been out of commission was now repaired and in operation. 

The service kitchen area had been refurbished and staff stated that a small amount of additional 

monies was required to complete the process. The approved centre remained poorly ventilated in 

certain parts. This had been highlighted in previous annual inspection reports. 

 

Article 26: Staffing 

Staff training in the therapeutic management of violence and aggression had recommenced. Two staff 

in the Ennis mental health services had been trained as trainers and a training programme was being 

rolled out for staff. The APU was fully compliant on staff training in relation to the application of 

physical restraint and the use of seclusion. 

The multidisciplinary teams continued to be inadequately resourced and the input of health and social 

care professionals was insufficient to meet the identified needs of residents. Inspection of individual 

clinical files indicated that strenuous efforts were being made by MDT team members to provide 

therapeutic services for residents, and where provided, interventions were recorded in the clinical files 

and records were of a high standard. 

The consultant psychiatrist responsible for the care and treatment of North Tipperary residents now 

had a non consultant hospital doctor in place. A nurse from the North Tipperary mental health service 

attended a weekly clinical review meeting in the APU. The clinical records were generally of a high 

standard. One individual file simply recorded “known to the service” under the heading past 

psychiatric history on the admission record.  The focus of care was medical and nursing as there were 

no health and social care professionals actively engaged with North Tipperary residents during their 

inpatient care. Nonetheless, there was good evidence of family involvement and liaison, and 

discharge planning was well documented. In response to inquiry by inspectors, management had 



previously stated that North Tipperary health and social care professionals had approval for travel to 

the APU to provide service where required. 

 

Article 29: Operating Policies and Procedures 

The majority of policies and procedures were updated and in place. The policy on admission, transfer 

and discharge had been updated. There was no policy on the care and management of an individual 

with intellectual disability and mental illness. 

 

Article 32: Risk Management 

The individual clinical files inspected all contained a risk assessment and this was reviewed by the 
multidisciplinary team. 
 
  



SECTION THREE: OTHER ASPECTS OF THE APPROVED CENTRE 

SERVICE USER INTERVIEWS 

Inspectors greeted residents throughout the inspection. Five individuals requested to meet with the 
inspectors to express and discuss their views and concerns about admission and treatment. Views 
ranged from satisfaction and appreciation of care and treatment provided within the APU to 
dissatisfaction in relation to detention and the availability of community placements. 

OVERALL CONCLUSIONS 

The APU was a very busy unit catering for acutely unwell residents. The approved centre admitted 
patients via referral from sector teams, general practitioners, the emergency department and also out-
of-hours self-referral. Staff reported that an audit had been completed on admissions and alcohol and 
substance misuse featured significantly in night time admissions. On the day of inspection 23% of 
residents were detained. Overcrowding continued to be an issue and made the environment difficult 
for both residents and staff, where a resident might be required to sleep in a bed in the activity room 
or transferred to another approved centre in Limerick. Overcrowding meant that staff were frequently 
required to juggled bed allocation with regard to patient wellbeing and safety. At the time of 
inspection, one resident’s bed was located on a corridor space which gave no privacy.  

Each resident had an individual care plan and there was an improvement in the specification of 
individual therapeutic services and programmes, risk assessment and discharge planning.   

RECOMMENDATIONS 2012  

1. The activity room and corridor space must not be used for sleeping accommodation. 

2. The approved centre should have a policy on the care and management of individuals with 
intellectual disability and a mental illness. 

3. The transfer of a resident should be in the best interests of the resident. 

4. The therapeutic programmes provided should be reviewed on an ongoing basis to ensure that 
services meet identified needs as specified in the individual care plans. 

5. The sector teams should be fully resourced. 

 
 
 
 

 

 


