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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 

 

One 

NAMES OF UNITS OR WARDS INSPECTED 

 

Teach Aisling 

TOTAL NUMBER OF BEDS 10 

CONDITIONS ATTACHED TO REGISTRATION  

 

No 

TYPE OF INSPECTION  

 

Unannounced night 

DATE OF INSPECTION 

 

18 June 2012 

Summary 

 Residents slept in locked bedrooms that could be opened by the resident from the inside.  

 The approved centre was calm and quiet on the night of inspection. 

 There had been no admission on the night of the inspection. 
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Description of ward inspected 

 
Staffing levels 
  

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

of inspection. An assistant director of nursing (ADON), a non consultant hospital doctor (NCHD) 

and a consultant psychiatrist were available on call. 

The NCHD on call had not been called that night. 

Night nursing staff came on duty at 2015h and remained on duty until 0730h the following day.  

All staff were employees and no agency staff were on duty.   

 
 
 

Residents  
 
There were 10 residents in the approved centre at the time of inspection, eight of whom were in the main 
building and the two remaining being accommodated in two adjoining one-bed bed-sits. The age range of 
residents was from 30s to 60s. No residents were sleeping out and there had been no admissions that 
night.     

 
 

Medication  
 

Medication was administered by two nurses and night medication was administered at 2230h either 

in the nurses’ office or in the individual’s room. A small number of ‘as required’ (PRN) medication 

had been administered; in the case of one resident, PRN medication had been administered every 

night for the previous seven nights at least. 

It was noted in the medication kardex of one resident that no medication had been administered on 

the morning of the night inspection but there was nothing documented in the resident’s clinical file 

indicating why this was the case.  

 

 

 

 

Seclusion  
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Seclusion was not used in the approved centre. 

 

 

Mechanical restraint  
 
No resident was mechanically restrained on the night of inspection. 

 
 

Risk Management  

No incidents had been recorded on the night of inspection. Risk assessment was completed at the 

time of admission. Many of the residents had been resident for some years.  

Bedrooms were located on two corridors, with five bedrooms on one corridor and three bedrooms 

on another corridor. The access doors to the two corridors were locked. The corridors were in 

darkness on inspection and all bedrooms were locked; staff reported that one bedroom was 

unoccupied but on unlocking the room, a resident was found asleep in the room. Residents could 

unlock their rooms from inside and the inspectors were informed that staff locked the bedrooms to 

prevent one particular resident from entering the bedrooms of other residents. On the following 

morning, the inspectors were informed by staff that residents themselves locked the bedrooms. 

On reading the medication kardex of one resident it was not clear if the resident had received the 

previous morning’s medication.  

 

 

 

Environment  
 

The approved centre was calm and quiet at the time of inspection; the television was switched off. 

The corridors were dark and the unit was conducive to sleep; all residents had their own bedrooms. 

Two residents were up and awake during the inspection. The smoking room, which opened directly 

onto an enclosed garden space, was open and the floor was littered with small pieces of charred 

rolled up newspaper which one resident had apparently been trying to smoke.   
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Access to food and water/hot drinks at night  

Tea was provided to residents at 2200h. 

 
 
 

Documentation/Handover procedure  
 

A verbal handover from day staff was at 2015h. Staff were informed of any incidents during the day. 

The night staff completed a written report and this was given to oncoming day staff at a handover 

meeting. 

 

 

Interviews with service users  
 

Only two residents were awake at the time of inspection (2315h); these residents were greeted by 

the inspectors during the inspection but they did not request to speak formally with the inspectors.  

 

 

 

Other comments  

The inspectors were concerned at the practice of residents being locked in their bedrooms at night, 

whether by their own choice or not. The possibility of having to evacuate sleeping residents 

speedily in the event of a fire or other incident would be impeded if both the access doors to the 

bedroom corridors and all bedrooms had to be unlocked individually. This practice of locking 

bedrooms had arisen in response to one individual resident’s propensity to enter the rooms of other 

residents during the night. In this regard, meeting the needs of one resident had the effect of 

penalising the freedom of other residents. A more proportionate response was required and a 

review of the available accommodation within Teach Aisling and room allocation should be 

considered. 
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Conclusion 
 

The approved centre at Teach Aisling was calm and quiet at the time of the night inspection; 

conditions were conducive to sleep and rest but the practice of residents sleeping in locked rooms 

was a cause of concern to the inspectors. There had been no admission on the day on inspection. 

One incident of a medication error was detected as reported above.  

 

 

Recommendations 
 

1. The practice of residents sleeping in locked rooms must be discontinued. 

 
 


