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Introduction

To the Minister for Health

In pursuance of the provisions of Sections 247 and 248 of the Mental
Treatment Act, 1945, I am submitting to you my report for the year
ending 31st December, 1988 and the year ending 31st December, 1989
on psychiatric hospitals and services and the care of patients therein.
This is the first complete report since my appointment in November,
1987.

The report is presented in two parts. The first contains a general
commentary on the inspections, deals with the issues of manpower and
training which, in view of the way the services were developing, I felt
were of considerable importance and gives an overall view of the
problems found in the hospitals. The remainder of the Report is
devoted to the detailed inspection of hospitals and their services.

I carried out the inspections on all the hospitals except those in the
Eastern Health Board area which were inspected by Dr Liam Hanniffy,
Assistant Inspector of Mental Hospitals. In addition, Dr Hanniffy
assisted me on a number of the other inspections and we were also
assisted by Mr Martin Hynes, Psychiatric Nursing Advisor at the
Department of Health. Mr David Smith of the Department of Health,
assisted in the preparation of the report and it was typed by Ms. Ann
Tarpey also of the Department. Finally, I would like to thank all those
who helped us during our inspections.

Dermot Walsh,
Inspector of Mental Hospitals
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ACNO

Catchment Area

Clinical Director

CNO

De-designation

Integration

Long-Stay
Patient

New Long-Stay
Patient

NCHD

PLANNING FOR

THE FUTURE

GLOSSARY
Assistant chief nursing officer

Refers to the area traditionally served by a district
mental hospital. In many cases, catchment areas
correspond with county boundaries. In Dublin
and Cork, the catchment boundaries correspond
in most cases with those of the community care
areas of the health boards.

The clinical director is the consultant psychiatrist
responsible for a psychiatric hospital and services
in the catchment area served by the hospital.
Clinical directors may also be known as resident
medical superintendants, see RMS below.

Chief nursing officer .

The term used to indicate that a part of a
psychiatric hospital has been formally separated

- from the hospital and its patients are no longer

considered to  be psychiatric  patients.
Accommodation for the elderly and the mentally
handicapped in a number of hospitals has been
de-designated.

May refer to the integration of male and female
patients in the same ward or the integration of
male and female nursing staff or both.

A patient who has been continuously hospitalised
for over one year.

A patient who has become continuously
hospitalised for over one year in the past year.

Non-consultant hospital doctor. A doctor in one
of these posts is usually in training for a consultant
post or as a general practitioner.

Title of the Report of a Study Group on the
Development of the Psychiatric Services.
December 1984, (PL. 3001).
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PUM

RMS

Sector/
Sectorisation

Temporary
Patient

Acronym for person of unsound mind. Such
persons are a category of patient who may be
admitted to and detained in a district mental
hospital under section 162 of the Mental Treatment
Act, 1945.

Resident Medical Superintendent. The RMS is
the consultant psychiatrist responsible for a
district mental hospital with defined functions
under the Mental Treatment Act, 1945.

Planning for the Future (see above) described
sectorisation as the process of providing a
comprehensive service for a population of known
size normally resident within a clearly defined
district. The recommended population for a sector
is 25-30,000. In many parts of the country,
psychiatric services are organised in sectors on
the model recommended in the report.

A patient detained in a psychiatric hospital for 6

months at a time under the Mental Treatment
Act, 1945,
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CHAPTER ONE

THE PSYCHIATRIC SERVICES IN 1988 AND 1989: AN
OVERVIEW

GENERAL COMMENTS ON INSPECTIONS

Qur inspections of psychiatric services were guided by two main
considerations. The first concerned the quality of the service. The
second concerned the availability of an alternative to hospitalisation
and the extent to which the recommendations of the policy document
for the psychiatric services, Planning for the Future, had been
implemented or were in the course of implementation. Qur overall
impression was that the quality of psychiatric services in Ireland was
variable. Some services provided in-patient care of a high quality and
offered good community services as an alternative to institutional care.
On the other hand, there were services where the quality of in-patient
care was poor and little progress had been made in providing a
community alternative. In general terms, most progress had been made
where the hospital was of small size (i.e. under 400 beds) and least
where hospitals were large (i.e. over 400 beds). This reflected the general
organisational and administrative difficulties associated with large
institutions, the range of disabilities among their patients and the
difficulties of organising good rehabilitative programmes in them. It
was significant that services which had little to offer by way of a
community alternative to hospitalisation had a rate of hospitalised
persons per head of catchment population six times greater than services
with community facilities.

THE LARGE INSTITUTION

The larger institutions gave the impression of lacking appropriate
administrative and clinical direction and of being resistant to rational
management from a constructive planning point of view. Too often
such institutions seemed to lack formal policies about the types of
patients to be admitted. Where such policies existed they sometimes
were not implemented. Because an alternative to hospitalisation did not
exist, a wvicious circle may have resulted whereby inappropriate
admissions to hospital continued to occur. The situation was aggravated
in hospitals where either there were no restrictions on the number of
admission beds or where beds could easily be provided by the transfer
of patients from admission facilities to longer stay accommodation.
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Lack of Rehabilitation

Another major difficulty in most hospitals, but particularly the larger
hospitals, was the lack of rehabilitation. Too often on inspection we
were struck by the large number of patients who spent their day in
purposeless inactivity. Staff did not appear to be aware of the need for
rehabilitation which could have been carried out on a day-to-day basis
in wards or did not know how to go about it. In some cases we formed
the impression that consultant medical staff had ceased to look after
long-stay patients and concentrated their activities on the acute
population. In one service, four consultants were employed exclusively
with an in-patient complement of 30 beds and yet one other consultant,
within- the same service, was responsible for the care of 400 long-stay
patients. Another major concern of ours was the substandard physical
conditions and living arrangements that existed in many hospitals,
particularly in the larger hospitals. Many patients lacked personal
clothing and were clad from a common pool of hospital clothes all
looking drearily similar. The absence of personal wardrobes was also
noted and in many cases, particularly in male accommodation, lavatory
and bathing facilities were dirty and 1nadequate w1thout basic essentials
such as soap, towels and hot water. :

Integration - : g

Progress towards integrated nursing and the integration of patients by
sex within hospitals was pursuing a slow and tortuous path and in
many cases was- still unresolved or incomplete. In one instance, an
attempt to integrate nursing staff' led to industrial action. This episode
is the subject of separate consideration later on in this report.

Planning

We were struck, too, by the general lack of a planned and programmed
approach to service development. Regular meetings between health
board executives and professionals working towards identified objectives
and targets as recommended in Planning for the Future did not take
place. Although we were aware that considerable restraints had been
imposed on the services by reason of capital and non-capital restrictions,
we believed that the amount of money expended on the Irish mental
health services was considerable but that its apphcatlon was often
misdirected. :

The Elderly

Two groups of patients continued ‘to pose particular problems for the
psychiatric services. The first of these was the elderly. It was our
impression that because adequate and comprehensive medico-social care
for the elderly in this country had developed slowly, the psychiatric



services had taken on this burden by admitting elderly persons with
dementia, who were not in need of psychiatric care and would have
been more appropriately placed in a community-oriented -and
comprehensive geriatric service. Because such a service did not always
exist, they had been too readily accepted in psychiatric hospitals,thereby
putting a considerable burden on admission facilities. In addition there
was the further problem that as many as 50 per cent of the existing
long-stay patients in some cases had become elderly and were
inappropriately placed in a psychiatric setting. Their care was linked to
the wider problem of properly organised services for the elderly. We
hoped that the implementation of the recommendations of the Report
of the Working Party on Services for the Elderly, The Years Ahead —
A Policy for the Elderly would go some way towards dealmg with this
problem. : -

The Mentally Handlcapped | :
The problem of the mentally handlcapped remalnlng in psychlatrlc
hospitals also needed highlighting. Although the admission of mentally
handicapped persons without psychiatric illness to psychiatric hospitals
had virtually stopped, considerable numbers of mentally handicapped
patients remained in the hospitals. In some instances, they constituted
a quarter of all patients. In certain areas, the number of mentally
handicapped militated against the rehabilitation of other patients and
the mentally handicapped themselves. In most hospitals, the mentally
handicapped had been segregated from other patients, in separate
accommodation, but it was our view and recommendation that .such
patients without significant psychiatric disturbance should have been
cared for by the mental handicap services.

De-de51gnat10n -
This is a term used.to indicate that part of a psychlatnc hosp1tal has
been formally separated from the hospital and its patients are no longer
considered to-be psychiatric patients. Accommodation for the elderly
and mentally handicapped has been de-designated in some psychiatric
hospitals and this procedure is becoming increasingly common. In 1989,
there were approximately 320 persons residing within the grounds of
psychiatric hospitals, being looked after by the nursing staff of these
hospitals, who were not regarded as being patients of the psychiatric
hospital. These arrangements gave ris¢ to some anxiety in as much as
some of these people, particularly the elderly, may have had psychiatric
needs that were not being adequately catered for. Many such elderly
patients had little or minimal impairment from psychiatric causes and
were capable of community placement if suitable accommodation were
available. It was hoped that de-designation would not prevent such
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opportunities being offered to these people, as to all others in care. The
same applied to the mentally handicapped. Because of the danger that
they would be forgotten and their rehabilitation and community
resettlement prospects neglected, a circular was issued to health boards
by the Department of Health in 1988 in relation to the standards which
must be met before approval would be given to de-designate a building.

PSYCHIATRY AND PRIMARY HEALTH CARE
Planning for the Future emphasised the important role of general
practitioners in psychiatric care in acknowledgement of the considerable
component of psychiatric morbidity encountered in primary care. The
improved and expanded teaching of psychiatry to medical students and,
more particularly, the placement of general practice trainees in
psychiatric settings were to be welcomed in this respect.

In some regards, however, psychiatric practice tended to draw patients
away from general practice into specialist psychiatric care and retain
them there. A re-orientation on the part of some mental health
professionals was needed so that they could see themselves as having a
true training and advisory function in relation to general practitioners
and other primary care professionals, helping them to deal with cases
themselves rather than taking them into the specialist psychiatric
network. The scope for mental health professional involvement in
general practice settings was therefore considerable. It must be conceded,
however, that in some respects the organisation of general practice in
Ireland made this difficult to achieve.

MANPOWER AND TRAINING

There were significant changes in psychiatric nursing during 1988.
Following five years of negotiations, agreement was reached on a new
method of promotion. This agreement was necessary because the old
system, which was based on senionty, contravened equality legislation.
Interviews were held during 1988 to select candidates for permanent
appointment to nursing officer and deputy nursing officer posts. The
nursing officer grade replaced the grades of ward sister and charge
nurse. The traditional arrangements whereby male nurses cared for
male patients and female nurses cared for female patients on hospital
wards, also changed significantly. This integration of nursing staff began
in some hospitals more than a decade ago but was strongly resisted by
nursing staff in others. Integration followed the implementation of
legislation on equality in the work place. This brought psychiatric
nurses into line with other health professionals and helped to normalise
the ward situation.
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As in the public service generally, there were some redundancies among
nurses and many vacancies were not filled. It was difficult at this stage
to judge what effect the reduction in staff numbers would have on the
service. In many cases the reduction in staff numbers was paralleled by
a reduction in-patient numbers and in other cases it coincided with the
reorganisation of services.

Prior to 1989 there was a reduction in the number of student nurses
being trained. Of greater concern was the abandonment by several
health boards of training of existing staff. We hoped that this would be
a temporary situation and that any additional skills required to cope
with changes taking place in the service, would be provided for by the
on-going training of existing staff.

Consultant Requirements in Psychiatry

There was apprehension that more trainees were being accepted through
the post graduate training programme in psychiatry than could be
absorbed as consultants in the forseeable future. This was mitigated by
the high proportion of psychiatrists who were unavailable for consultant
appointments outside restricted geographical areas. We considered that
the intake to the training programme should be restricted, as far as
possible, to candidates who were of a high quality and willing to work
anywhere in the country. Every person accepted into the training
programme should have the potential to become a consultant. The
trainee/consultant ratio should be such that every trainee in return for
the time and money spent in training him or her, should be willing to
serve anywhere in the country as required. Thus the reciprocal
responsibility of service to trainee and trainee to service could be
adequately discharged.

Recommendations

We recommended that four years of senior registrar training should be
a qualification for a consultant post and that senior registrar posts
should be expanded from the level in 1989 to the numbers required.
The selection of persons for senior registrar training would be of crucial
importance and should stress capacity for service organisation and
delivery equally with academic ability. For the purposes of senior
registrar training the country should be regarded as a single entity and
as far as possible the rotation should include a mandatory year or two
in a comprehensive psychiatric service. This segment of psychiatry
should receive the greatest emphasis as the majority of consultant posts
for the forseeable future would be in such a setting. Greater emphasis
should be placed on rehabilitation and on management techniques in
training in psychiatry.



In Dublin there was fragmentation of teaching resources because of the
number of clinical schools and professorships distributed in a variety
of teaching locations with little communication between them. We
recommended that this unsatisfactory situation should ‘be rationalised
and that in particular, services of an appropriate kind be twinned with
one another. A general hospital psychiatric unit should have a close
relationship with psychiatric hospital services and students should be
rotated between the two. - | R

The situation concerning psychologists, social workers and occupational
therapists was far from satisfactory. In certain services there appeared
to be doubt and confusion about the role and function of these
professionals. In one or two cases their usefulness to the psychiatric
services was questioned. The importance ‘of recruiting such personnel
to the psychiatric services as co-professionals with other team members
needed to be recognised. Their involvement was imperative if services
were to be recognised by the Royal College of Psych1atnsts as accredlted
medical training centres.

STATISTICS

We have included in Appendix 1 brief statistical information. The data
presented show only the bare essentials. The Health Research Board has
been publishing detailed information on admissions and discharges to
and from psychiatric hospitals since 1963. In-patient numbers (excluding
the private hospitals) continued to decline and stood at 8,494 in 1989
compared with 11,876 in 1983. Hospitalisation rates per thousand .of
the population varied considerably as did the rate at which they were
reducing. Two of the largest hospitals, St. Brendan’s, Dublin and QOur
Lady’s, Cork showed significant reductions in 1988. Some of these
reductions, however, had been brought about by the transfer of patients
to other hospitals. There may have been differences between statistics
given in the main body of the report and those in the Appendix. This
was because the statistics in the report related to information available
on the date of inspection. The statistics in the Appendix relate to the
31st December of the relevant year.

PARTICULAR PROBLEMS — 1988 - :
There were certain services in the country which presented problems in
1988 of such a degree that in our opinion they merited special mention
in this report. They are set out below under their appropriate health
boards.

6
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Eastern Health Board L
The main concern about the psychiatric service of the Eastern Health
Board related to St Brendan’s Hospital, Grangegorman. In common
with every psychiatric service throughout the country, budgetary
constraints and rationalisation of services called for urgent policy
decisions which could only be effected by a cohesive management
structure composed of medical, administrative and nursing personnel.
Regrettably such a structure did not obtain at St Brendan’s. This
appeared to have caused endless confusion and frustration to clinical
directors and to other medical, administrative and nursing staff of all
grades. We recommended that this situation needed be tackled as a
matter of urgency.

Another concern was the lack of consultation in the evolution of service
policies. Both this and a marked hiatus in meaningful communications
led to a noticeable fall in staff morale. Unrealistic objectives and target
dates for specific goals resulted in a credibility gap between management
and service deliverers. Perhaps the most significant flaw in the St
Brendan’s services was the manner in which its admission units were
being used. Too many catchment areas funnelled their admissions to St
Brendan’s. The resulting over-crowding led to the situation whereby
patients had to be lodged out to other wards at night for bed
accommodation. In general, there was a lack of a therapeutic milieu. A
custodial ambience’ prevailed throughout the hospital wards.

On the credit side was the establishment of a resettlement team and
while it was only a short time in existance at the time of our visit we
were nevertheless impressed with the dynamism..of its personnel and
had reason to hope for a brighter picture to emerge in the future.

Mid Western Health Board _ o
Conditions in St Joseph’s Hospital, Limerick were quite unsatisfactory.
In many cases, the wards were untidy and dirty and there was an
almost total lack of rehabilitation for longer stay patients. We
recommended that there be no further admissions -to St Joseph’s
Hospital and that, as soon as possible, all admissions from the
catchment area should be sent to the psychiatric unit in the Regional
Hospital, Limerick and that no transfers take place from there to St
Joseph’s. Certain adaptations to the Unit were necessary to implement
this recommendation and it was recommended that these should be
carried out as quickly as possible.

In November 1988 an unnecessary strike occurred in St. Joseph’s in
which members of the nursing staff walked off the wards without
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organising any emergency cover. This happened after the local branch
of the Psychiatric Nurses Association placed pickets on the hospital on
Monday 14th November. Nurses who were members of the Irish
Transport and General Workers Union did not pass the pickets while
a dozen or so nurses who were members of the Irish Nurses Organisation
simultaneously reported sick. The Psychiatric Nurses Association gave
a verbal notice at 8.25 p.m. on Sunday 13th November, to the Assistant
Chief Nursing Officer on duty, that they would be placing pickets on
the hospital at 7.15 a.m. on the following morning. The only nurses
working in the hospital for the two days were the Chief Nursing Officer
and six Assistant Chief Nursing Officers. Together with the medical,
paramedical and administrative staff they maintained a limited service
to patients at the hospital. Catering and household staff carried out
their normal duties. Patients at the Regional Hospital Unit were
discharged on Monday 14th. The immediate cause of this dispute was
alleged to have been the assignment of a female nursing officer to a
male ward. This surely could not be a justification for over 200 nurses
to abandon their patients. It must be recorded as the most shameful
episode in the annals of mental health care in this country. It is unlikely
that so many patients were ever before, so suddenly and so wantonly
placed at risk, all in pursuance of a cause which had so little
Justification. That this was done by members of a caring profession,
whose role was to protect and care for highly dependent patients, was
incomprehensible.

North Western Health Board

We regarded the admission facilities in St. Conal’s Hospital, Letterkenny
as unsatisfactory. We recommended that, as soon as possible, all
admissions be directed to the psychiatric unit in the General Hospital,
Letterkenny with no further admissions or transfers to St Conal’s. It
was, in our view, imperative that the Unit in the General Hospital
should have reverted to its original and intended function as a
psychiatric unit to enable the psychiatric service for this county to
develop.

South Eastern Health Board

We believed that conditions in parts of St. Dympna’s Hospital, Carlow
were unacceptable, both physically and from the point of view of lack
of rehabilitation and other activity, As the Eastern Health Board had
agreed to take responsibility for the County Kildare psychiatric services
and had bought premises in the county for this purpose which were
currently lying idle, we recommended that negotiations between the two
health boards involved take place as a matter of urgency to effect the
transfer of responsibility and to enable the South Eastern Health Board
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to plan services for County Carlow in conjunction with the existing
Kilkenny service.

Southern Health Board

We were seriously concerned about the organisation, administration
and quality of psychiatric services in Cork. We were unhappy about
the irrational sectorisation of Cork services as exemplified by certain
sectors having their in-patient base outside their own catchment area.
We were also unhappy about the general organisation of the services
and in particular the lack of effective communication and planning
between management and professionals. We were very critical of the
standards of care provided in Our Lady’s Hospital which were not
acceptable to us. We expressed our apprehension about the virtual
abandonment of long-stay patients in this hospital and the absence of
rehabilitation facilities. Subsequent to our inspection, however, the
Southern Health Board undertook a specific project whereby the Grey
Building of 23 wards where conditions had been worst, was progressively
emptied by the transfer of patients to St Stephen’s Hospital,
Sarsfieldscourt. At the end of 1988 this process was well under way and
it was expected that it would be completed during 1989. We welcomed
this initiative but believed that the transfer of patients from one
institution to another, albeit of a considerably higher standard, was
only the beginning of a process which should have led ultimately to
community resettlement of as many of these patients as possible. In
this regard we were somewhat concerned that the move to Sarsfieldscourt
included West Cork patients who might have been appropriately placed
in alternative residential accommodation in Clonakilty or Bantry or
elsewhere in West Cork prior to rehabilitation and community
placement.

We were concerned about the care of the mentally handicapped by the
statutory services and, despite the existence of a co-ordinating committee,
by the absence of a plan for dealing with the unsatisfactory conditions
in St Raphael’s, Youghal which accommodates over 200 patients. As
indicated in the report of inspection we believed that a separate
administrative arrangement should have been set up to bring a co-
ordinated and integrated approach to providing services for the mentally
handicapped in the Southern Health Board area. The present arrangement
whereby the health board service to the mentally handicapped was
provided by the psychiatric service of the North Lee team was
unsatisfactory.

We believed that the North Cork psychiatric team should have had its
in-patient presence within its catchment area, possibly at Mallow, and
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not in Glanmire. We recommended that the in-patient base for all four
Cork catchment teams, in Skibbereen, in the Regional Hospital in
Cork, St Anne’s, Shanakiel and for the North Cork team should have
become independent and self sufficient. We have also recommended
that under no circumstances should further admissions continue to Our
Lady’s or to St Stephen s. :

We belleved that the Psychlatnc Unit, Tralee, General Hospltal Wthh
had been completed and was lying idle, should have been opened to
provide all in-patient services for County Kerry and that the admission
unit in St. Finan’s should have been closed and no further admissions
or transfers should have occured to that hospital. -

Western Health Board e e
We were very unhappy about the Galway services. We were not
convinced that appropriate planning and consultation had :occurred
between management and professional personnel in relation to these
services. We were particularly concerned at the poor quality of service
available in St Brigid’s Hospital, Ballinasloe, its admission policies and
and lack of rehabilitation and.-community facilities. We found it
worrying that this hospital still accepted up to 300 admissions per year
from the West Galway catchment area and that these were not dealt
with by the psychiatric unit in Galway Regional Hospital. We were
perturbed that there were approximately 250 West. Galway patients in
St. Brigid’s and no adequate rehabilitation was being provided by the
West Galway service for resettlement of these patients in their catchment
area of origin. We believed that facilities should have been given.to the
West Galway service to transfer these patients for rehabilitation to
West Galway. We made the suggestion that some vacant units in Merlin
Park Hospital be made available for this purpose.

Child Psychiatry - : :
The lack of adequate child psychlatrlc services out51de Dubhn Galway
and to a lesser extent Cork was disturbing but we were encouraged in
the knowledge that plans were afoot by more than one health board to
create consultant positions in child psychiatry and to build up a
comprehensive service.

DEVELOPMENTS — 1989

Southern Health Board

Perhaps the most significant development was the progress towards
closure of the Grey Building in Our Lady’s Cork which was the subject
of critical comment in 1988. By the end of 1989 the numbers of wards
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in this building had been reduced to 7 from the 1988 figure of 23. This
reduction had been effected by the transfer of large numbers of patients
to St. Stephen’s, Sarsfieldscourt. The -Board was to be applauded for
this action but considerable problems remained to be dealt with in the
Southern Health- Board area. Among these. were the closure of the
remaining wards in the Grey Building, the remedying of shortcomings
in St. Raphael’s Hospital Youghal, the necessity of opening the
psychiatric unit in the General Hospital at Tralee, the provision of in-
patient facilities for the North Cork service within its catchment area,
the provision of more appropriate locally based in-patient facilities for
the West Cork service than were available in Skibbereen and community
resettlement from Sarsfieldscourt. :

Eastern Health Board

In the Eastern Health Board area the closure of the Lower House in
St. Brendan’s just before Christmas was a significant- development for
the Dublin service and reduced patient numbers in St. Brendan’s to
approximately -400. Notwithstanding, three catchment area teams were
still admitting patients to St. Brendan’s and it was important that this
situation be terminated as soon as possible by the provision .of
appropriate in-patient accommodation in the Vergemount catchment
area, and at the James Connolly Memorial Hospital and St. Vincent’s
Hospital Fairview for the three north Dublin teams which still sent
patients to St. Brendan’s. Elsewhere in the Eastern Health Board area
further progress was made by the provision of additional community
based facilities. In addition, negotiations were proceeding towards
planning the provision of services in the Kildare area by the Board.

North-Western Health Board : |

In the North Western Health Board, the opening of the psychlatnc unit
in Letterkenny General Hospital was most encouraging and, because of
the generous bed allocation provided, should have obviated the necessity
to admit or transfer anyone to the parent hospital, St. Conal’s,

Western Health Board

In the Western Health Board we contmued to be unhappy about the
Galway services. Not a great deal of progress had been made towards
ensuring that West Galway provided a comprehensive service for its
catchment area and it was discouraging that large numbers of patients
from West Galway were still being admitted to St. Brigid’s, Ballinasloe.
We understood that plans were afoot to provide accommodation for
the psychiatric service in a number of units in Merlin Park, Galway
which should have helped to end West Galway admissions to Ballinasloe
and would further provide for the transfer and rehabilitation of a
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number of West Galway patients in St. Brigid’s. Matters in relation to
Ballinasloe were given an added urgency by the necessity of deciding
on the future of the New Building in that hospital which housed almost
200 elderly patients and which was in need of refurbishment at
considerable cost or abandonment with provision of care elsewhere.
The Unit in Roscommon General Hospital was ready for occupation
and we hoped that its use, together with an expanded community
provision, would bring to an end admissions to St. Patrick’s Castlerea.

Mid-Western Health Board

In the Mid West in 1988 we were very critical of conditions in St.
Joseph’s Hospital, Limerick. We were glad to say that considerable
progress was made during 1989 towards rectifying the various defects
in this service pointed out in 1988. Much still remained to be done but
at least the will and the mechanisms towards improvement had been
set in place. We recommended that as far as possible admissions to in-
patient care in Limerick, which were above the national average in any
case, should be reduced and confined to the psychiatric unit in Limerick
Regional Hospital. Because of some physical limitations imposed by
the existing structure, the Department jointly with the local service
providers, was examining, as a matter of urgency, the structural changes
necessary to ensure that this unit would cope with all admissions,
without transfer to St. Joseph’s, from as early a date as possible.

South-Eastern Health Board _

In the South East we welcomed the opening of the auxiliary hospital in
Kilkenny as a day treatment facility for that service. In Waterford we
were happy that provision was being made to continue general hospital
psychiatric accommodation in Ardkeen and it was satisfying that there
was a commitment in this service to restrict admissions to Ardkeen and
eliminate them altogether from St. Otteran’s. We were pleased that a
site had been acquired by the Tipperary service for day centre and
other community facilities in the centre of Clonmel and also that
negotiations were proceeding smoothly between the Mid Western and
South Eastern Health Boards on the provision by the Mid West of a
self contained service, based on Nenagh for Tipperary North Riding.
Conditions in St. Dympna’s Hospital Carlow were commented on
adversely in 1988 and, unfortunately, the situation persisted in 1989.
We were hopeful that with the transfer to the Eastern Health Board of
services for County Kildare, the fundamental problems affecting the
Carlow service would begin to be rectified. We were worried about the
large number of mentally handicapped patients in all of the South
Eastern Health Board hospitals and particularly in Clonmel where they
numbered 100. It was important that negotiations proceeded with local

12




mental handicap agencies to enable some of these patients to transfer
to services more appropriate to their needs than to have continuing
care provided for them in the psychiatric hospitals.

North-Eastern Health Board

We acknowledge that agreement had been reached in the North East
that services for County Meath would be provided from Ardee rather
than from Mullingar as had been the case. However, we were unhappy
that these services had so far been developed only in a rudimentary
fashion and that the search for an in-patient base for the service still
remained elusive.

We were also concerned that the long-stay in-patients from County
Meath currently cared for in St. Loman’s Hospital, Mullingar may
have become lost between the two services and ended up as nobody’s
responsibility. There was a particular urgency about rehabilitating some
of these patients back to community placement.

Midland Health Board

We welcomed the de-designation of mentally handicapped patients in
St. Loman’s Hospital, Mullingar which ~occurred during 1989.
Nonetheless the admission rate and the numbers of patients who became
long-stay during 1988 remained disturbingly high. We were happy to
see that a high support community residence was opened in Longford
and that there was progress in the provision of day care in Athlone,
Mullingar and Longford. In the absence of the immediate availability
of accommodation in Mullingar General Hospital, we urged the
refurbishment of the existing admission unit as a matter of urgency.

In St. Fintan’s Portlaoise we were happy to see major developments in
providing specialised and recently refurbished and redecorated mental
handicap units for 75 patients. Similarly we noted, with some
reservations, the reorganisation of the admission facilities.
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'CHAPTER TWO

EASTERN HEALTH BOARD
The Eastern Health Board delivers its psychiatric service through ten
catchment area services with a total population of 1,250,000.

These individual catchment area services are based on community care
areas or combinations of these.

‘ Population
Area 1. Dun Laoghaire . 120,000
Area 2. Dublin South East 121,000
Area 3. Dublin South Central 95,000
Area 4. Dublin South West 150,000
Area 5. Dublin West 109,000
Area 6. Dublin North West 142,000
Area 7. Dublin North Central 133,000
Area 8. Dublin North East - 187,000
Area 9. Kildare | 103,000
Area 10. Wicklow . _ 90,000
Total - S .. 1,250,000

In addition, the Eastern Health Board is respbnsible for providing
forensic psychiatric services on a national basis at the Central Mental
Hospital, Dundrum. :

ST. BRENDAN’S HOSPITAL, DUBLIN — 1988_INSPECTION .
INSPECTED ON 11TH AND 18TH JANUARY, 1988

Introduction .

The situation in St. Brendan’s Hospital has to be considered in the
context of its history. It was established in 1810 and was known as the
Grangegorman Mental Hospital until the 1930s. At that stage it catered
for the city and county of Dublin as well as counties Wicklow.and
Louth. St. Ita’s Hospital, Portrane served as an auxiliary hospital. In
the 1930s St. Brigid’s Hospital, Ardee was established to serve county
Louth and admissions from that county to St. Brendan’s ceased. During
the 1960s beds became available in a number of sanatoria due to the
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decline in the incidence of tuberculosis. These were availed of for
psychiatric patients to relieve the overcrowding in St. Brendan’s. As a
result Newcastle Hospital in County Wicklow and St. Loman’s in
Ballyowen became part of the psychiatric service.

Initially St. Loman’s served as an auxiliary hospital in a similar manner
to St. Ita’s and was eventually given a defined area in south west
Dublin as its catchment area. Newcastle Hospital was designated to
serve the psychiatric needs of the population in county Wicklow and
St. Ita’s was given a defined area in north county Dublin as its
catchment area. Agreement was reached with the St. John of God
Hospital in Stillorgan and St. Patrick’s Hospital to provide beds on an
agency basis for the catchment areas of Dun Laoghaire and south
central Dublin respectively. Further in-patient beds were made available
at St. Vincent’s Hospital Fairview to serve north central Dublin and at
Vergemont Hospital to serve south east Dublin. The plan was that St.
Brendan’s would provide acute services for Dublin north-west until
acute facilities were developed at the James Connolly Memorial
Hospital, Blanchardstown. '

In 1988 St. Brendan’s continued to be used as an acute admission
facility for areas 2, 6 and 7. It also continued to admit patients from
other areas of Dublin and to accept transfers from other hospitals.
Some of these admissions were patients who were deemed to be
unmanageable by their local catchment area hospital. In-patient numbers
continued to fall and one building had been demolished. There was
serious concern about the physical condition of the Lower House and
there were plans for its closure.

Ge/wral Description of the Service

Admission Wards

In 1988, admission wards 3A and 3B were situated in a relatively
modern two storey building on the west side. Ward 10A was a 30
bedded female admission ward in a separate building close to wards 3A
and 3B. Wards 3A and 3B which were male and female admission
wards respectively were originally designed and built as 25 bedded
integrated admission wards. On the 11th January, 1988 there were 43
patients in ward 3A and on the 18th January, 1988 there were 52. To
reduce overcrowding twelve patients slept in a unit close to ward 10A.,
This area was quite separate from the building housing wards 3A and
3B and was originally meant to be office accommodation. As these
extra twelve beds were inadequate, varying numbers of patients were
lodged out in other wards at night. The female admission ward 10A,
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which had 38 patients in what used to be a 30 bedded ward, did not
have a dayroom.

The external factors contributing to the problem of overcrowding were:
—Pressure to admit elderly patients to St. Brendan’s.

—The admission of disturbed patients from other catchment areas
(statistics were not available on the day of our visit).

—The admission of patients from the catchment area of St.
Vincent’'s Hospital, Fairview when the beds from the latter
hospital were full.

—Admissions, particularly at weekends, from other Dublin
catchment areas not providing a comprehensive service e.g. the
Dun Laoghaire area.

The problem was compounded by internal organisational arrangements
such as:

—There were 17 consultants on the rota of St. Brendan’s. This
meant that the decision to admit a patient could be made by a
consultant who would not again see that patient or have any
subsequent responsibility for his/her care.

—There were three catchment area teams for which these wards
were a primary admission facility.

—There was no leader or leaders with the necessary authority and
responsibility to deal effectively with such matters.

The degree of overcrowding inevitably led to pressure for the transfer
of patients, particularly those over 65 years, to long-stay wards.

The Lower House

On the day of our visit, the Lower House, a three storey building which
was part of the original hospital, housed about 400 patients. Reports
had indicated that it had serious structural defects and was also
regarded as a fire hazard. It had been accepted policy, for a number of
years past, that it should close. The quality of care for patients on the
two lower floors appeared to be quite good. The same could not be
said in regard to male wards on the top floor. Patients seldom left the
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wards. The toilets were dirty and patients had no privacy while being
bathed.

Our assessment of this building was overshadowed by proposals for its
imminent closure.

Buildings on the West Side

The buildings on the west side of St. Brendan’s consisted of three
separate ward blocks, a day centre for persons of no fixed abode and
the industrial/occupational therapy buildings. On the day of our visit
these buildings accommodated up to 300 patients and would continue
to accommodate them for the immediate future. Units 1A, 1B and 1C
had six wards which were described as ‘“long-stay chronic”. Despite
reasonably generous staffing, there was no patient-centered activity and
most patients were sitting about doing nothing. Ward 1B, especially the
toilets, was unacceptably dirty. In the secure unit, wards 8A, 70 and R
day space for patients appeared to be restricted. Between all the wards
there were six to seven patients secluded in side rooms. There were no
recreational or occupational activities taking place on any of these
wards. Ward 23, which was a 20 bedded integrated rehabilitation ward,
was not carrying out any rehabilitation. The reason given was a
shortage of staff. The day centre for persons of no fixed abode appeared
to be providing a useful service. The industrial therapy unit had about
90 attenders, 60 of whom were day patients and most resided in hostels
near the hospital. Only two or three of the in-patient attenders came
from the long-stay wards. A majority of in-patient attenders were from
the admission wards. | | |

The main problems we identified in 1988 were:
(a) overcrowding on admission wards

(b) lack of cleanliness on several wards

(¢) lack of patient centred activity on wards

(d) the poor organisation of senior medical staff.

Community Facilities

There were three sheltered workshops in the area. “Tolco” in Finglas
had 63 people attending, “Tolco™ in Cabra had 52 and there were 50
in Thomas Court Centre in Dublin 8. “Tolco” was a limited company
chaired by a consultant psychiatrist at St. Brendan’s and it had a 10
member board. There was a day centre on the North Circular Road
for the Cabra sector which had 67 patients on its books and had an
average of 15 attenders daily. This occupied the ground floor of a
house which had a 10 place hostel upstairs. On the day of visiting, St.
Dympna’s alcohol treatment centre had 18 male and 5 female in-
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patients. A further 60 to 80 attended on a daily basis, mainly for
medication. Admissions to this unit came from all areas of Dublin and
occasionally from other parts of the country. Plans were being developed
for a non-residential, decentralised, treatment programme for alcoholism.
Adare House on the North Circular Road was a high support hostel
with 12 places which opened in October, 1986. Up to January 1988,
between 40 and 50 people had passed through it and were mostly
accommodated in flats and in unsupervised hostels.

In addition to the workshops at Finglas and Cabra, “Tolco” managed
the hostels which were in the main situated on the North Circular
Road. Tolco’s involvement in the hostels included collecting the rent,
paying regular bills such as gas, electnmty and telephones and employmg
the houseparents. :

Hostel residents were generally in receipt of Disabled Persons
Maintenance Allowance or Supplementary Welfare Allowance. A
majority of them attended a workshop each day, either at Tolco or the
industrial therapy unit in St. Brendan’s. Where transport was necessary,
they used public transport to get to the workshop.

Cost
The cost of the service at St. Brendan’s in 1987 was £16.609 rmlhon
ST. BRENDAN’S HOSPITAL, DUBLIN — 1989 INSPECTION
INSPECTED ON TUESDAY 21ST NOVEMBER, 1989
Developments since last inspection
1. The number of patients in the hospltal had continued to decline

and it was hoped that the ward in the Lower House would be
closed before Christmas.

2. A management team had been established With the spectfic
responsibility for the delivery of a total care service on the campus
of St. Brendan’s Hospital.

3. Individual programmes were being introduced in ward areas.

4. The physical environment in a number of ward areas had improved
and this was something we hoped would continue.

5. The management team was in the process of setting up a day
hospital. The kitchen areas had been improved, a new conference
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- centre had opened at the nurse education centre and work was
underway on a new ECT treatment suite. A nurse specially trained
in behavioural therapy was working in the rehabilitation programme.

The Service :

Sustained efforts had led to satisfactory admission policies operatlng at
St. Brendan’s and admissions from other areas, with the exception of
Areas 2, 6 and 7, had practically stopped — with the exception of a
small number of patients admitted to the secure area and this was done
by arrangement. The lodging out and inappropriate admissions appeared
to have been brought under control. From the 1st January 1989 to the
day of our visit, 1,485 patients were admitted to St. Brendan’s Hospital.
Of this total, 1,001 came from Area 6, 109 from Area 7, 233 from Area
2 and 142 were from outside the EHB area.

Area 6

Area 6 was still serviced by St. Brendan’s Hospltal Serv1ces bemg put
in place would facilitate Area 6 becoming independent of St. Brendan’s
Hospital. It was also hoped that Area 7 would soon be in a position
to become independent of St. Brendan’s. Area-2 would not be in a
position to withdraw totally from St. Brendan’s until the in-patient
facilities at Vergemount were extended so that they could cope with all
types of admissions. : : ‘

There were 9 hostels attached to St. Brendan’s Hospital with 60 patients
on the day of our visit. There were 13 hostels in Area 6; eight of these
were on the North-Circular Road area with 170 patients on the day of
our visit.

Staffing - |

The complement of nursing staff, including area 6, consisted of: chief
nursing officers (2) — one assigned to area 6 and child psychiatry and
one with exclusive responsibility for St. Brendan’s, assistant chief
nursing officers (11), nursing officers (27), deputy nursing officers (26),
registered psychiatric nurses (311), trainee psychiatric nurses (18),
community nurses (23), part-time nurses (9), job-sharing nurses (5),
nurse tutor (1), domestics (79), attendants (54), and nursing assistants
(17), giving an overall total of nursing and allied staff of 583.

General Overview of Inspection—1989

Due to the enormous commitment and dedication of the staff, St.
Brendan’s, the old mainstay of the psychiatric system in Dublin, was
experiencing major transition, with a considerable reduction of the in-
patient population and on-going changes in the patterns of admission.
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We were pleased to report that considerable progress had been made
in St. Brendan’s since our last inspection. Management was in control
of the situation and had clear ideas as to the direction the service
would take in the years ahead. We recognised that it would take time
to sort out all of the problems and difficulties associated with a city
centre hospital like St. Brendan’s. We had confidence, that with clear
leadership and direction, the staff would respond and all treatment
areas remaining on campus would be active, innovative and dynamic
thus playing a vital if not crucial role in the overall psychiatric service
of the Eastern Health Board. We were pleased to note that the
overcrowding and lodging out problems at the admission complex were
under control.

We were particularly pleased that the health board recognised the needs
of those patients with chronic and severe disabilities and that a specific
team had been established to look after them. This new development
in St. Brendan’s ensured that the health board had a commitment to
develop a comprehensive service giving priority to the needs of the
most seriously psychiatrically ill, those patients with chronic mental
ilinesses, the chronically disabled and the elderly who might have been
ignored in the past in favour of more glamorous recipients of health
care. The admission unit block needed redecoration and required special
management attention once the problems associated with the closing of
the Lower House were sorted out. We suggested that ward 3A on the
ground floor become an active, integrated, admission unit and that the
upstairs ward 3B be converted to continuing care for the new long-stay
patients with emphasis on the active rehabilitation of those patients.

The block containing wards 1A, 2A, 1B, 2B, 1C and 2C required
immediate management attention. In-patient care in these wards, though
benevolent, was insular and would reinforce the public perception of
institutional stigma if the public had access to these parts of the
hospital. These wards were divided at some stage in the past by a series
of complicated partitions. On the day of inspection, the block
accommodated 92 patients in six wards ranging from 13 to 17 patients
per ward. In spite of the small number of patients in each ward it must
be said that, as they were organised at the date of inspection, the
patients’ privacy and dignity on the wards was not enhanced, even with
the best efforts of the staff. The patients in this block appeared to fall
into the continuing care category and some if not all had the potential
for rehabilitation. We suggested that these wards be amalgamated and
integrated and that an active, comprehensive, rehabilitation programme
be established for all of the patients residing in this block. The wards
required redecoration.
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Recommendations

1.

10.

To facilitate the many changes required in St. Brendan’s, we
recommended that Area 6 should reorganise its services away from
the campus of St. Brendan’s. Efforts also needed to be made to
ensure that Area 7 provided a comprehensive service without
having to rely on the admission wards in St. Bren