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Report of the Inspector of Mental Health Services 2012 

EXECUTIVE CATCHMENT AREA/INTEGRATED SERVICE 

AREA 

Galway, Mayo, Roscommon 

MENTAL HEALTH SERVICE Mayo 

APPROVED CENTRE Teach Aisling 

NUMBER OF WARDS 

 

1 

NAMES OF UNITS OR WARDS INSPECTED 

 

Teach Aisling 

TOTAL NUMBER OF BEDS 10 

CONDITIONS ATTACHED TO REGISTRATION  

 

No 

TYPE OF INSPECTION  

 

Unannounced Night Re-inspection  

DATE OF INSPECTION 

 

19 November 2012 

Summary 

 Despite a recommendation following the night inspection of 18 June 2012, bedroom doors and the 

door leading to the bedroom corridor continued to be locked; this was a concern from a fire safety 

aspect. 

 Staff were unable to state why a mattress had been removed from one area of the approved centre to 

the unused seclusion room in another area or for what purpose.  
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Description of ward inspected 

 
Staffing levels  
 

There were three registered psychiatric nurses (RPN) on duty in the approved centre on the night 

of inspection. A senior nurse manager covered all four approved centres in Castlebar. 

 

Residents  
 

There were nine residents in the approved centre, two of whom were detained. There had been no 

admissions to or discharges from the unit on the day of inspection. 

 

 

Medication  
 

Night medication was administered at 2200h. 

 

Seclusion  
 

Although there was a seclusion room in the unit, seclusion was not used in the approved centre. 

On the night of inspection, there was a large square mattress in the seclusion room, with two light 

blankets on it. Staff were unable to say why this mattress had been placed in the room, or when. It 

was reported that the mattress had not been there two nights previously. The mattress appeared to 

have been moved from the Snoezelen room to the seclusion room. It was suggested that it might 

have been for the purpose of affording one particular resident “time out”. However, on inspection of 

this resident’s clinical file, there was no evidence of such intervention being directed within the 

previous five days.  
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Mechanical restraint  
 

Mechanical restraint was not used in the approved centre. 

 
 

Risk Management  
 

Bedroom accommodation was in two corridors. Six bedrooms were located on one corridor. The 

door to this corridor was locked, as were five of the six bedrooms at the time of the inspection. A 

second corridor had two bedrooms, one of which was locked. 

Staff reported that it was the residents themselves who locked the doors and that it was their wish 

to so do. One resident who was awake at the time of the inspection stated that the door was locked 

for privacy.  

Staff reported that during the night, they regularly unlocked the bedroom doors and observed the 

residents.  

 

 

Environment  
 

The approved centre was calm and quiet at the time of inspection. All residents except one were 

either asleep or in their bedrooms.  
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Conclusion 
 
 
This was the second unannounced night inspection of Teach Aisling; a previous night inspection 
took place on 18 June 2012. During that inspection, inspectors found that bedrooms were locked 
(by the residents themselves), and it was reported that this was done to prevent a resident from 
intruding into the other residents’ rooms. Following this finding, the Inspectorate recommended that 
neither bedrooms nor the access corridor should be locked at night. However, despite this 
recommendation, inspectors found that this practice was continuing.  
 

It was unclear to the inspectors and the night staff on duty, why a mattress had been placed in the 

seclusion room. This was a large, heavy mattress which would have required some effort to re-

locate it to the seclusion room. If it was required for the purpose of “time out”, staff were unable to 

state why this could not have been carried out whilst the mattress was still in the Snoezelen room, 

or indeed for use by which resident.    

 

 

Recommendations 
 

1. Bedroom doors should not be locked at night. This was a recommendation in the report of June 2012. 

2. The door leading to the bedroom corridor should not be locked at night. 

3. If a resident requires the use of “time out”, this should be documented in the resident’s clinical file. 

4. Handover from day to night staff should include information such as the removal of items such as 

fittings from one area of the approved centre, and the reason for the changes. 

 

 


