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Introduction

To the Minister for Health & Children

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 1997 on psychiatric hospitals and services
and the care of patients therein. This is my tenth report since my appointment in Nov
ember, 1987.

In Chapter 1, the report details some general matters affecting the psychiatric services at
the time of inspection and highlights the main developments envisaged in the psychiatric
services in each health board. The report then proceeds to deal with each individual ser
vice. Each health board is allocated a separate chapter, with a chapter also being devoted
to registered psychiatric hospitals. Finally there is a presentation of the latest statistical
information on the psychiatric services.

"I carried out the inspections in all hospitals and services except those in the Eastern Health
Board which were inspected by Doctor Liam Hanniffy, Assistant Inspector of Mental
Hospitals. Doctor Hanniffy accompanied me on a number of other inspections, The
inspections were enhanced by the professional advice and guidance of Mr. Michael
Hughes, Psychiatric Nursing Adviser to the Department of Health & Children. Ms. Anne
Tighe and Ms. Margaret McDonnell of the Department of Health & Children assisted
with the compilation of this report.

As in previous years, we followed the protocol of first presenting a draft report to the
Chief Executive Officers of health boards and the Medical and Administrative Directors
of private and voluntary hospitals for their observations. In matters rei~ting to factual
errors as pointed out by them our reports were amended and finally prepared for presen
tation to the Minister for Health and Children. The reports presented here are summaries
of the final reports. Much fuller and more detailed accounts of our inspections were
presented· to the Chief Executive Officers of each health board and to voluntary and
private hospitals.

On behalf of the Inspectorate, I would like to thank the many individuals in the psychiatric
services throughout the country who co-operated fully with us in providing all necessary
information relating to their services and for affording us access to information requested.

Those who wish to obtain more statistical information about the activities of Irish psychi
atric services and quantitative .data concerning the facilities they provide, should consult
the "Activities of Irish Psychiatric Services" published by the Health Research Board in
association with the Department of Health & Children on an annual basis.

Dermot Walsh
Inspector of Mental Hospitals
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A&E 

ACNO 

Catchment Area 

Clinical Director 

CNO 

CPN 

CPR 

Day Centre 

Day Hospital 

De-designation 

DNO 

ECT 

ESF 

FBAO 

GP 

Glossary 

Accident and Emergency 

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 
superintendents, see RMS below. 

Chief Nursing Officer. 

Community Psychiatric Nurse. 

Cardio Pulmonary Resuscitation. 

A day centre provides social care for patients and it may also offer 
treatment. Rehabilitation and activation services may be provided 
and could include occupational therapy, social skills training and 
light industrial therapy. 

A day hospital provides comprehensive treatment equivalent to 
that available in a hospital in-patient setting for acutely ill patients. 
Clinics can also be held and a range of investigative procedures 
performed. The day hospital acts as the focus of psychiatric care in 
an area and is primarily for active treatment of patients with psychi
atric disorders. 

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 
older people and the mentally handicapped in a number of hospitals 
has been de-designated. 

Deputy Nursing Officer. 

Electro-convulsive therapy. 

European Social Fund. 

Foreign body in airway obstruction. 

General Practitioner. 
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Integration

Long-stay

Mental Health
Centre

New long-stay

NCHD

NO

PRN Prescription

Planning for tJJe
Future " ".

PUM

Restraint

RMHN

RMS

Seclusion

Sector/
Sectorisation

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.

The mental health centre offers both day hospital and day care
facilities but has a wider remit than a combined day facility .. It acts
as the centre of the psychiatric service in a sector and the sector
team has its headquarters there. It also provides a number of
twenty-four hour care beds for assessment and crisis prevention
purposes and the development of a comprehensive mental health
centre is a particularly suitable method of moving towards a more
community-oriented psychiatric service.

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.

Nursing Officer.

Pro re nata prescriptions. Prescriptions given, as necessary.

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

Acronym for person of unsound mind. Such persons are a category
.'~otpatient who may be admitted to and detained in a district mental
'~··1ibspital under section 162 of the Mental Treatment Act, 1945.

Restraint of a patient in a mental institution is the application of
.. clothing or'oth~r material means whereby the movements of the

body or any part of the limbs of a patient are restrained or impeded.

Registered Mental Handicap Nurse.

Resident Medical Superintendent. The RMS is the consultant psy
chiatrist responsible for a district mental hospital with defined func
tions under the Mental Treatment Act, 1945.

Seclusion of a patient means the placing of a patient (except during
the hours fixed generally for the patients in the institution to retire
for sleep) in any room alone and with the door of exit locked or
fastened or held in such a way as to prevent egress of the patient.

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 25,000-30,000. In many
parts of the country, psychiatric services are organised in sectors on
the model recommended in the Report.
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Temporary 
Patient 

WTE 

A patient who is suffering from mental illness believed to require 
for his/her recovery not more than six months suitable treatment 
and is unfit on account of his/her mental state for treatment as a 
voluntary patient or who is an addict and is believed to require, 
for his/her recovery, at least six months preventive and curative 
treatment. 

Whole-time Equivalent. 
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CHAPTER ONE

The Psychiatric Services in 1997
An Overview

INTRODUCTION

During 1997, steady progress was made towards improving the quality of mental health
care in this country. Some unsuitable in-patient accommodation in psychiatric hospitals
closed and more suitable community-based alternatives were provided. The availability
of capital funding dictated the rate at which community alternatives to out-moded and
unsatisfactory long-stay institutional care was provided. Funding limitations were, in part,
responsible for some unsuitable (and in some cases unacceptable) in-patient accommo
dation for this patient group. Capital funding also dictated the rate of progress towards
the provision of acute psychiatric units in general hospitals. While no new psychiatric unit
in a general hospital opened in 1997, steady progress was made in planning such units in
those catchment areas throughout the country which were still without them. It was
expected that this progress would result in a number of units coming on stream over the
next few years. Community residential facilities continued to grow slowly as did the pro
vision of day care, including day hospitals and day centres.

On 31 December, 1997 the number of in-patients in our psychiatric hospitals - public,
private and general hospital psychiatric units - was 5,192 of whom approximately 2,100
were over sixty-five years of age. The number of admissions to our psychiatric hospitals
and units has remained fairly constant over recent years and there were 25,968 admissions
in 1997: 23.5% were first time admissions, 15.5% were to private hospitals, 30% were to
general hospital psychiatric units and the remainder were to the national psychiatric
hospitals. 10.5% of admissions were involuntary and on 31 December, 1997 there were
approximately 900 involuntary patients in Irish psychiatric hospitals. There was some con
cern that there had been little decline in the percentage of patients being admitted as
involuntary patients and of those detained. The figures compared badly with other Euro
pean countries where the percentages were smaller.

The number of child psychiatric services in the country continues to grow but there are
still some areas without a specific child psychiatric service. This matter is being remedied
as funds allow. The number of specialised psychiatric services for older citizens is also
increasing slowly, although there are specific plans being put in place to expedite the
development of services from 1998 onwards.

GUIDELINES TO GOOD PRACTICE IN MENTAL HEALTH SERVICES

During 1997, the Inspectorate spent some time compiling a code of practice to improve
practices in mental health services. The publication is to be issued to all service providers
in 1998. At the same time, the Inspectorate co-operated in providing guidelines for
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reporting and investigating allegations of physical or sexual assault in the psychiatric ser
vices. During the year, guidelines on reporting incidents and accident~, including injuries
to patients and staff in psychiatric services, were re-issued.

NURSING

In April 1997, the Minister for Health and Children announced a major expansion of the
diploma-based Programme of Nursing Education and Training. This programme replaces
the traditional apprenticeship model of nurse training and is operated by nursing schools
in association with third level institutions. Twelve new schools of nursing and 362 training
places were provided in 1997 and this brought the total number of training places on the
new programme to 876 compared to 514 in 1996. The programme was substantially
expanded in the psychiatric nursing service and was introduced for the first time in the
mental handicap nursing service.

The selection process on the new diploma programme is handled by a nursing application

centre which was established in 1995 on a pilot basis to provide a national centralised
application ,~~nd selection system for nursing. There were some difficulties in the psychiatric
selection process but these were seen as teething difficulties. The management consultants
were carrying out an evaluation of the nursing application centre with the overall aim of
insuring the most up-to-date application and selection procedures were employed with
equity and effectiveness. A total of 106 psychiatric nurse training places were provided at
the following locations: Eastern Health Board in association with Dublin City University,
Eastern Health Board in association with Trinity College, North-Western Health Board
in association with Letterkenny RTC, South-Eastern Health Board in association with
Waterford Institute of Technology, St John of God Hospital, Stillorgan in association with
U.CD. and St Patrick's Hospital, Dublin in association with Trinity College.

The Minister for Health and Children established a commission on nursing to examine
and report on the role of nurses in the health service. It was examining the evolving role
of nurses reflecting their professional development, their role in the overall management
of services, promotional opportunities and related difficulties, structural opportunities and
related difficulties and structural and work changes appropriate for the effective and
efficient discharge of that role. Other issues being examined were the requirements plac~d

on nurses both in training and in the delivery of services, segmentation of nursing grades,
and training and educational requirements. The aim of the commission was to seek to
provide a secure basis for the further professional development of nursing in the context
of the anticipated changes in health service organisation and delivery. The commission
produced an interim report in late 1997 and a final report is expected in 1998.

Nurses, one of the five professional groups in the health services who are regulated by
statute (the others being doctors, dentists, pharmacists and opticians), are given the oppor
tunity to elect colleagues to represent them on An Bord Altranais every five years. Seven
teen nurses were selected and took up office on 3 October, 1997. Four nurses were on the
psychiatric register and three were on the mental handicap register. The new Board will
undertake and implement the functions provided for in the Nurses Act, 1985. The Board
will be required to co-operate with the Commission on Nursing whose task it is to review

2



the 1985 legislation as the Minister for Health and Children approved a new term of
reference for the Commission to include the role and function of An Bord Altranais
generally, including, inter-alia, education and professional development, regulation and
protection of the citizen.

An Bord Altranais published a framework for continuing professional education for
nurses in Ireland. The report addresses many of the key elements and principles underlin
ing continuing professional education relating to planning, funding, access, accreditation,
career development and a framework to enable delivery of education and training to
nurses. Under this framework, An Bord Altranais will establish a National Advisory Com
mittee on continuing professional education, a specialist continuing education unit to carry
out research and an evaluation of continuing education programmes, an accreditation
framework to ensure that a system of mutual recognition and credit accumulation and
transfer is agreed between higher education institutions together with a recording system
of post registration courses. This will further stimulate the development of regional con
tinuing nurse education committees working in conjunction with An Bord Altranais.

During 1997, a new Bachelor of Nursing Studies degree programme was provided by the
National Distance Education Centre at Dublin City University. This offers all registered
nurses the opportunity to gain a degree in nursing studies regardless of location, employ
ment, domestic or personal circumstances. The degree programme is also provided on a
part-time basis over one calendar year on the University Campus. In order to gain access
to the degree programme, students must successfully complete the Diploma Registration
Programme offered by one of the schools of nursing approved by An Bord Altranais. In
partnership with a third level institution, nurses who are educated and trained under the
traditional programme will be assessed on an individual basis. Registered nurses can also
claim and gain credit towards qualifications based on evidence of their past achievements.

INDUSTRIAL RELATIONS ISSUES

There were some" minor industrial relations difficulties in a number of services in 1997.
The most evident was in St Loman's Hospital, Palmerstown where a nine week work to
rule, including a picket for one day on the hospital, delayed plans to transfer. acute in
patient services from St Loman's Hospital to the new Tallaght Hospital.

.' . ..

ESCORTING OF PATIENTS TO PSYCHIATRIC HOSPITALS

Difficulties continued, in some services, re the provision of escorts for involuntary patients
to in-patient care due to the refu;sal of members of one of the psychiatric nursing unions
to provide escorts for patients to psychiatric hospitals and the reluctance of gardai, in
many instances, to convey patients to hospital. To some extent these problems have been
overcome by using the PUM certificate. The conceptual basis for this form of certification
is quite outmoded and unsuitable to modern psychiatric thinking and practice. However,
in certain"cases, and because this category of certification obliges gardai to provide escorts,
it has been necessary to use it due to the stance taken by members of the union referred
to above.

3
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OTHER ACTIVITIES OF THE INSPECTORATE

During 1997, the Inspectorate participated on the Task Force on Suicide, research on
Mental Health Evaluation in the community (a project concerned with ascertaining the
extent to which the needs of chronic psychotic patients were being met by contemporary
services) and a study of the acute bed provision and perceived needs in the Eastern Health
Board region.

FORENSIC PSYCHIATRIC SERVICES

There was growing disquiet, as evidenced by the visiting committee to Mountjoy Prison
in Dublin, concerning the availability and quality of forensic services to the prisons and
the courts. The Inspectorate shared this concern and was pleased that the Department of
Health and Children would be addressing the issue with the Eastern Health Board and
the Department of Justice, Equality and Law Reform.

MATCHING PROVISION TO NEED

The Inspectorate feels that a more closely reasoned appraisal, monitoring and audit ofthe
extent of need caused by the disabilities and impairments of psychiatric illness should be
carried out in each p'sychiatric service. There are two main aspects to this problem. One
is that evident needs are frequently not met, whether in the clinical or social area. The
second is that many patients are over-provided for to the extent that it prevents them
from developing their full capacities. Many patients in high-support facilities are examples
of people who are over-provided for and who do not require such a high level of support.
They should be rehabilitated and encouraged to move to lower levels of support. Similarly,
many so-called day hospitals are not functioning as such in so far as the level of treatment
for serious ill~ess is minimal. Some are obviously providing social care rather than acute
medical care.

COMMUNITY MENTAL HEALTH CENTRES AND SECTOR HEADQUARTERS

It is felt that mental health teams should utilise and provide community-based mental
health facilities for the assessment and treatment of patients to a greater extent than is
done at present. It is often difficult to re-Iocate professional teams from in-patient facilities
to community settings where their services are more readily available to primary patient
care and other community-based services without neglecting acute in-patient care. All
assessments of acute referrals for psychiatric appraisal and care should take place in such
settings rather than by direct referral to in-patient settings. In this -regard, it is imperative
that in the years to come, large metropolitan areas such as Dublin, Cork, Galway and
Limerick should have a twenty-four hour emergency service available to primary care and
other community-based agencies whereby a psychiatric team, working in conjunction with
the gardai where necessary, are available to deal with community-based emergencies.

CLINICAL SUPPORT PROFESSIONALS

Once again, it is necessary to refer to the lack of clinical support services in the social
work, psychology and occupational therapy fields in many services. It must be emphasised,
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once again, that it is quite impossible to provide multi-disciplinar'y teams without such 
professionals. 

SUB-SPECIALISATION IN PSYCHI~TRY 

The Royal College of Psychiatrists recognises six sub-specialisations within psychiatry. As 
a result, there is an increasing clamour for sub-specialisation of consultant psychiatric 
input, with associated team support, in this country. While the practice of sub-specialis
ation is already established and desirable for children and adolescents and for older 
people, the case for development in other areas of psychiatry must be tailored to local 
needs and circumstances. Thus specialisation, if it leads to improvements in the forensic 
psychiatric services, would be welcome. Similarly, one consultant team in each psychiatric 
service should have responsibility for rehabilitation and the larger general hospitals, will 
need psychiatric consultation and advice for general hospitals and specialised units. The 
provision of such a service will have to be worked out, according to need and culture, in 
each general hospital. The role for sub-specialisation in local Irish psychiatric services may 
be more limited. At any rate, the sub-committee of Comhairle na nOspideal, on which 
the Inspectorate is represented, is examining this issue with a view to providing a report 
to the Comhairle. 

GENERAL HOSPITAL PSYCHIATRIC UNITS IN THE DUBLIN AREA 

The slow rate of progress in providing quality, general hospital based care for acute psychi
atric illness in the Dublin area is a cause for concern. The psychiatric unit at St James's 
Hospital provides this level of care but due to a lack of community alternatives to hospital
isation in this service there has been a build up of long-stay patients both in the unit itself 
and in St Patrick's Hospital where approximately twenty-five patients, not undergoing 
active rehabilitation, are being paid for by the Eastern Health Board. The transfer of 
acute psychiatric in-patient services from St Loman's Hospital, Palmerstown to the new 
Tallaght Hospital will provide for Areas 4 and 5. Discussions between the Departm,ent of 
Health and Children, the Eastern Health Board and St Vincent's Hospital, Elm Park will 
result in the provision of an acute psychiatric unit for the catchment area at that hospital. 
The existing psychiatric unit in the hospital provides only a limited service to the catch
ment area. The psychiatric unit at Beaumont Hospital had not opened by the end of 1997, 
although some senior consultant psychiatric appointments had been made during the year. 
Nevertheless the number of beds being provided is less than that which was initially pro
posed and is inadequate to deal with the catchment area. It should be expanded to meet 

_ the needs of North County Dublin and the ~djoining city areas served by the hospital. 

Much of the in-patient care for Dublin North Central is provided at the new psychiatric 
unit in St Vincent's Hospital, Fairview which is not a general hospital. A small sector in 
this catchment area is served by a fifteen-bed unit in the Mater Hospital. In light of the 
national commitment to providing acute in-patient care in a general hospital setting, the 
arrangement in this catchment area is unsatisfactory. The in-patient unit in the Mater is 
too small to serve the catchment area and most of its activities are directed towards the 
needs of the general hospital rather than the needs of its community-based catchment 
area. In Dublin North-West, the psychiatric unit at James Connolly Memorial Hospital is 
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unsatisfactory, both in size and in quality and is providing only a partial service to its
catchment area. As a result, many patients from this catchment area must receive in
patient care in St Brendan's Hospital which is totally inadequate and inappropriate.

RISK OF ASPHYXIA

Because of the risk of asphyxia due to inhaled gastric content in older patients, a circular
was issued in 1997 directing that medications for older patients be reviewed on a regular
basis. In addition, services were asked to ensure that all staff are trained in CPR and in
the use of FBAO emergency procedures.

THE EASTERN HEALTH BOARD

The Task Force established by the Government to oversee and manage the implemen
tation of the proposal to replace the Eastern Health Board by a new Eastern Regional
Health Authority submitted its interim report to the Minister in June, 1997. The Eastern
Regional Health Authority will be responsible for funding all health and personal social
services, both statutory and voluntary, in counties Dublin, Kildare and Wicklow. The
transition to the new authority is expected to take up to two years and in the meantime
the Eastern Health Board continues to meet the many challenges in delivering a wide
range of health and personal social services to 1.3 million people. Some re-organisation at
managerial level took place within the Board in 1997. The Old Age Psychiatry Service is
the responsibility of the Programme Manager for Acute Hospital Services and the Older
People, Mental Handicap ServiCes and the vocational training and employment services
is the responsibility of the Programme Manager for Services for Persons with Disabilities.
Mental health is included in a programme which takes in health promotion, adult home
less, refugees, drug users, community and area development, addiction and HIV services.,
It is proposed' to appoint a director of Mental Health Services who will report to the
Programme Manager.

There are now approximately two hundred patients in St Brendan's Hospital which func
tions both as an admission unit and a continuing care unit for disturbed patients. Most of
the acute patients come from the Dublin North-West catchment area due to inadequate
admission faCilities in James Connolly Memorial Hospital. The Board is committed to
closing this hospital but little progress was made in 1997. The Inspectorate cannot stand
over conditions pertaining in St Brendan's Hospital and the Board are urged to double
its efforts in an attempt to close St Brendan's. Following the recommendations by the
Inspectorate to provide twenty acute beds in St Brendan's by transferring long-stay
patients from St Brendan's to other settings, money was made available for this purpose.
However, by' the end of 1997 no progress had been made. The special care units in St
Brendan's continue to serve a number of functions that are not clearly specified. As well
as providing secure facilities for some other psychiatric services in the Eastern Health
Board, it is felt that these locked facilities are used unnecessarily for patients admitted to
St Brendan's.

To a much lesser extent, admissions from the Dublin South-East catchment area continue
to come to St Brendan's because of the unsatisfactory nature of acute facilities in that
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catchmeI1t area. St Camillus Unit in St Vincent's Hospital, Elm Park provides only a 
very limj,ted general psychiatric service to its catchment area and admission facilities in 
Vergem<?~nt Clinic, Clonskeagh which serve this catchment area are quite inadequate. 
Consequently; difficulties for St Brendan's are compounded due to an overflow of patients 
from this catchment area. 

A numbeJ; of community residences in ~he vicinity of St Brendan's Hospital provide v,ary
ing degre.es of nursing support and approximately two hundred places. In March 1997, a 
terrible tragedy occurred in one of the community residences when it was reported that 
two women had been savagely attacked during the night and there was evidence of a 
break-in through a rear window on the ground floor. Both ladies were pronounced dead 
and a murder investigation by the Gardaf commenced. The tragic event traumatised the 
staff of St Brendan's who knew the ladies well ~nd appropriate de-briefing and support 
services were put in place by the Eastern Health Board. The sad events led to genuine 
concerns on the part of St Brendan's staff that misinformed public opinion might hamper 
the valiant" efforts which staff at the hospital had exercised in rehabilitating patients from 
long-stay wards within the hospital to independent living; an achievement which all of 
them are justifiably proud. The closure of Units lA and 2A on 3 January, 1997 was 
welcomed.·The heating system in both units broke down and management were obliged 
to transfer the patients to more suitable and appropriate accommodation as the out-dated 
heating system was irreparable. 

St Joseph's Mental Handicap Service on the campus of St Ita's Hospital, Portrane was the 
subject of much criticism on radio programmes in November, 1997. This criticism, which 
had an effect on staff morale, enhanced the stigma associated with the service and caused 
anxiety among patients, relatives and friends. Whilst there are indeed aspects of St 
Joseph's Mental Handicap Service which are unsatisfactory and unacceptable, a consider
able number of wards within the St Ita's Complex are quite satisfactory. Despite the 
constraints of the building, patients are housed in acceptable conditions and appropriate 
therapeutic programmes are provided. 

In 1997, the Eastern Health Board adopted a development plan for St Joseph's Mental 
Handicap Service. It deals with commissioning four community houses in addition to com
missioning the Hawthorn Complex in B1ackrock, County Dublin to accommodate thirty 
people. Opening these facilities will facilitate the closure of three units within the old 
building at St Joseph's Complex. A further development in Old Town will provide thirty 
places and it is due to be completed in September, 1998. Re-location to these facilities 
will allow staff to provide the highest quality care in the most appropriate setting. There 
are plans to provide four additional core services to facilitate re-locating a further group 
of patients from the long-stay section at St Joseph's. In tandem with this, the Board has 
adopted proposals to provide 150 places on the St Ita's Hospital campus in the longer
term and this facility will act as a resource to the proposed specialised village complexes. 
It is anticipated that patients will move throughout the various services on the basis of 
need. 

St Ita's Hospital, Portrane continues to provide admission facilities for Dublin North-East 
and North. County Dublin. The facilities are inadequate and it is hoped that appropriate 
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facilities will be made available and will be utilised in Beaumont Hospital for this catch
ment area. Elsewhere in the long-stay components of St Ita's, including the mental handi
cap wards, conditions varied from being relatively good in some areas to unacceptable in
others.

St Loman's Hospital, Palmerstown is due to close with the acute admission component
moving to a fifty-bed unit in Tallaght Hospital. A six-bed assessment unit for the psy
chiatry of later life will adjoin the unit. It is hoped that this transfer will take place early
in 1998. The sooner this happens the better, as conditions in St Loman's have continued
to deteriorate to the point where some relatives have refused to have patients admitted
to the hospital and have taken them home instead. However, some facilities such as the
residential unit in St Joseph's and the unit for older people - Beech Haven - will
continue to provide care. Similarly, Unit F in this hospital will continue to function as a
rehabilitation crisis intervention unit for some time to come. There is a commitment to
rebuilding these units on a small parcel of land on the St Loman's campus which the
Eastern Health Board intends retaining for this purpose.

THE CENTRAL MENTAL HOSPITAL, DUNDRUM

The Central Mental Hospital is the basis of the psychiatric forensic service for the Eastern
region. It provides services to the prisons and has two new units which provide much
improved accommodation for the patients. Much of the older building has been closed
and the remainder has been upgraded. However, more renovation work needs to be done.
During 1997, the Governor's House on the grounds of Dundrum opened as a community
residence. Community residential facilities of a rehabilitatory nature are urgently required
for this service.

THE MIDLAND HEALTH BOARD

Planning for the acute psychiatric unit at Portlaoise General Hospital is now complete
and its construction awaits funding which should become available shortly. In the mean
time: the number of long-stay patients in St Fintan's continues to decline. The Rathdowney
premises opened during the year and provides both residential accommodation for former
long"stay patients in St Fintan's and a mental health centre. The facility is functioning
satisfactorily. Premises have been purchased in Birr in order to provide more residential
accommodation for long-stay patients from St Fintan's and a mental health centre. St
Loman's Hospital, Mullingar has completed a refurbishment of its acute admission facili
ties. However, they are still unsatisfactory and are just one of many concerns relating to
the hospital that are detailed in the body of the report. It is a source of regret that the
provision of an acute psychiatric unit in Mullingar General Hospital is still several years
away.

THE MID-WESTERN HEALTH BOARD

The Limerick service extended its community commitment and reduced the number of
patients in St Joseph's Hospital. In particular, patients with a mental handicap from St
Joseph's have been placed in more suitable accommodation and plans for placing the
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remaining patients are in hand but require capital funding. The up-grading of the psychi
atric unit in Limerick General Hospital has, apart from uncertainties about the intensive 
care component, served patients aqd staff very well and now provides a much higher level 
of care than it did previously. Progress in the Clare psychiatric service seems to be at a 
standstill. It is imperative that a unit be provided as soon as possible in Ennis General 
Hospital to replace the unsatisfactory, if recently refurbished, admission facilities in Our 
Lady's. The relatively large number of patients with a mental handicap who need appro
priate placement is also a problem. However, it should be pointed out that the monastery 
premises in Kilrush reduced the overall number of patients with a mental handicap in Our 
Lady's. The recently acquired hotel premises in Kilrush will take a number of long-stay 
patients from Our Lady's and will result in ward closures in the hospital. 

THE NORTH-EASTERN HEALTH BOARD 

The community services in the CavanlMonaghan catchment area were extended during 
the year with the opening of a new premises in Bailieboro. At the same time, the number 
of acute units in St Davnet's Hospital, Monaghan was reduced to one and the rehabili
tation unit is now functioning in St Davnet's. A plan for an intensive rehabilitation service 

in Monaghan has been presented and deserves support. With increased community~pased 
input in County Monaghan, particularly on an emergency and home care basis, the need 
for admission to St Davnet's will undoubtedly ease off. The unit in Cavan continues to 
cater for acute admissions from that county and, should admissions to St Davnet's decline 
as anticipated, all admissions will be dealt with by the unit in Cavan. 

The psychiatric unit at Our Lady's Hospital, Navan opened towards the end of 1996 and 
is functioning well. However, it is felt that a third psychiatric team is necessaty for County 
Meath .. When additional community-based residential and mental health centre facilities 
become available for the county, a case for. the independence of the Meath psychiatric 
service will be indisputable. More active thought and planning should be given to provid
ing a general hospital based unit in County Louth to replace the admission facilities in St 
Brigid's, Ardee. Likewise, there is some concern that no further progress has been made 
in placing patients with a mental handicap in St Brigid's in more appropriate accommo
dation where they can acquire appropriate specialised professional care. 

THE NORTH·WESTERN HEALTH BOARD 

The Inspectorate participated in discussions leading to the preparation of a plan and 
design for a psychiatric unit in Sligo General Hospital for the Sligo/Leitrim Mental Health 
Service. This matter is now all the more urgent as a local educational authority has shown 
considerable interest in acquiring the rest of qle land occupied by the service on the former 
St Columba's Hospital site. Developments in the Donegal psychiatric service included the 
new residential and day centre facilities in Donegal town and the new facility on the 
Inishowen peninsula. 
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THE SOUTH·EASTERN HEALTH BOARD

Plans for a psychiatric unit at St Luke's Hospital, Kilkenny for Carlow and Kilkenny have
been completed but building has not yet begun. In the meantime, admissions from the
two counties are to St Canice's Hospital, Kilkenny and St Dympna's Hospital, Carlow. The
Kilkenny service urgently needs both day hospital and day centre mentalhealth facilities in
Kilkenny City but no progress has been made in this direction during the past year. Con
cern about physical conditions in St Michael's Unit, Clonmel have been raised before
and an extensive prog!amme of refurbishment and re-modelling is necessary for the unit.
Residential facilities are to be provided in Cashel and Cahir which will further develop
the community aspect of the Tipperary service. No progress has been made in relation to
building an acute psychiatric unit in Nenagh and the service is waiting for capital funding
for the project.

In Waterford, the new unit at Waterford Regional Hospital is functioning well. Plans to
further reduce patient numbers in St Otteran's Hospital are progressing and more move
ment in this direction is anticipated in the coming years. Difficulties in relation to admis
sion facilities in St Senan's Hospital, Enniscorthy are, unresolved despite the provision of
adequate capital monies for this purpose by the Department of Health & Children pending
the establishment of an, acute psychiatric unit at Wexford General Hospital. This is a
matter of particular concern and it is hoped that the service will be able to agree, as soon
as possible, on steps to be taken to provide temporary admission facilities in St Senan's.
Planning has commenced in relation to the provision of acute psychiatric treatment facili
ties at Wexford General Hospital.

THE SOUTHERN HEALTH BOARD

Th,ere has been considerable progress towards rehabilitating the remaining patients in Our
L~dy's Hospital. This, together with the plan to move in-patient accommodation for the
North Lee catchment area service to the Mercy Hospital unit, which by the end of 1997
was almost complete, is a considerable help to the catchment area service. By contrast,
the're has been little progress in the North Cork catchment area where the in-patient base

, '

is still largely provided by the institutional St Stephen's Hospital, Glanmire. There has
been no progress towards the provision of a general hospital psychiatric unit in Mallow
Hospital fOf the catchment area and this would be considered a matter of priority. The
acquisition of community residential centres for long-stay patients in St Stephen's is also
a priority.

In West Cork, the unit at Bantry Hospital is functioning well 'and is providing a much
higher standard of care than was formerly available at Skibbereen HospitaL The psychi
atric unit in Cork University Hospital provides acute services for the South Lee catchment
area. Increased beds in the unit improved matters in relation to in-patient care and the
next step is to de-designate the facilities in St Finbarr's Hospital for appropriate residential
status. In the Kerry service, the acute component at Tralee General Hospital is functioning
well but an accelerated closure of St Finan's ,Hospital, where conditions for some long
stay patients are far from satisfactory, would be welcome.
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THE WESTERN HEALTH BOARD 

Meetings took place between the Western Health Board, Portiuncula Hospital and the 
Department ofHeaIth and Children in relation to the provision of acute admission facili
ties in Portiuncula Hospital. It is hoped that progress on this unit will be made as soon as 
possible. The closure of St Enda's Ward and the transfer of patients with a mental handi
cap from St Brigid's, Ballinasloe to community-based residential accommodation rep
resents a significant step forward for that hospital. Ward closures and amalgamations in 
the long-stay units in St Brigid's continue. Overflow from the psychiatric unit at University 
College Hospital, Galway to St Brigid's has been virtually eliminated with the opening of 
the day facility and additional beds in this unit. 

The psychiatric unit at Roscommon General Hospital is functioning well and the increased 
admission rates which are reported have been reversed and are at more manageable levels. 
The facility at the Don Arms, the former hotel in Castlerea which is providing a multi
plicity of functions, is somewhat overcrowded and at times leads to confusion of roles and 
purpose. It would be better if some of these functions were transferred elsewhere thus 
making it more comfortable for all concerned. Plans for the acute psychiatric unit in Mayo 
General Hospital were finalised during the year and will lead to the closure of admission 
facilities in St Mary's Hospital. Further rationalisation and closure of wards in St Mary's 
occurred during the year. This is satisfactory as there was some concern regarding the 
physical conditions and lack of rehabilitation and occupational activities for long-stay 
patients in St Mary's. Likewise, the provision of sector headquarters and day hospital 
facilities in Westport, as a replacement for the present unsatisfactory premises, are 
regarded as a priority. 

PRIVATE HOSPITALS 

A number of the smaller private hospitals closed in recent years including ~arriglea, Dun
garvan, Waterford; St Augustine'S, Rathoath, Meath; and Lindville, Blackrock, Cork. We 
would like to record our thanks and gratitude to the directors of these hospitals, mydical 
and administrative, who have been so helpful on our inspections over the years. In Dublin, 
St Patrick's Hospital and St John of God Hospital continue to. operate as relatively large 
psychiatric hospitals which provide care primarily to the private sector. Most private 
hospitals have upgraded their facilities considerably in recent years. Smaller private 
hospitals such as Hampstead and Highfield in North Dublin and Bloomfield and Kylemore 
in South Dublin provide mainly for older patients. 

LEGISLATION 
A new Mental Health Bill is currently being prepared by the Department of Health and 
Children with the assistance of the Office of the Attorney General. It is hoped that this 
matter proceeds with all due urgency as the operational difficulties surroundIng the cur
rent mental health legislation becomes more evident with each passing year. 

11 



CHAPTER TWO 

EASTERN HEALTH BOARD 

CLUAIN MHUIRE FAMILY CENTRE, BLACKROCK -1997 INSPECTION 

INSPECTED ON 24 JUNE, 1997 

GENERAL DESCRIPTION OF THE SERVICE 

The catchment area comprised Dun Laoghaire and South-East County Dublin and had a 
population of 161,000. The Cluain Mhuire Service was a community-based psychiatric 
service which purchased in-patient beds from St John of God Hos·pital, Stillorgan. This 
report should be read in conjunction with the St John of God report. 

IN· PATIENT CARE 

Patients needing in-patient treatment were admitted to St John of God Hospital. Nursing 
care was provided by staff at the hospital who worked closely with the Cluain Mhuire 
clinical teams. Continuity of patient care was maintained by the multi-disciplinary team 
from the Cluain Mhuire service. Public patients, depending on their clinical needs and if 
nearing the end of hospitaIlsation, could attend day hospitals or rehabilitation and training 
programmes. The average daily occupancy during 1996 was 40.5 hospital beds. The service 
maintained a rigorous bed management procedure due to perceived budgetary difficulties 
and this matter was the subject of discussion between the service and the Eastern Health 
Board. Additional funding had allowed a small increase in bed numbers in 1996. 

ADMISSIONS 

There were 487 public patient admissions to St John of God in 1996 and 127 were first 
time admissions to the service. There were thirty-six public patients in the hospital on 31 
December, 1996. Twenty-nine had been hospitalised for less than three months and the 
remainder for between six and twelve months. Forty-five patients were admitted on tem
porary certificates. Fifty-one public patients were in the hospital on the day of inspection. 

COMMUNITY SERVICES 

The Cluain Mhuire adolescent service which included an in-patient programme in St 
Anne's Unit at St John of God Hospital, the provision of support groups and a consul
tation service providing diagnosis, evaluation and treatment for young persons referred 
was an integral part of the catchment area community mental health service. Due to 
staffing difficulties, the day programme component of the service closed in 1996 but there 
were plans to re-introduce a structured day care service in 1997 in conjunction with other 
developments within the overall re-organisation of the St John of God Order's child and 
adolescent service. Ninety-six new patients were referred to the service in 1996. 
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Twenty patients were on the register of the day hospital on the hospital campus and the
average daily attendance· was nineteen. This service had previously been based in Dun
Laoghaire. There were 279 referrals to the day hospital in 1996. Day centres were located
in Dalkey and Dun Laoghaire.

Adolescent and adult out-patient clinics were held at the Cluain Mhuire Family Centre.
There were 434 new referrals to the adult service during 1996. A total of 165 persons
attended a community sheltered workshop at Burton Hall. The Cluain Mhuire residential
services comprised six community residences offering residential care and rehabilitation
to fifty-five patients. The high-support residence in Stillorgan provided twenty places,
residences at Avalla provided medium-support housing for fifteen patients includin,.g one
respite bed and the low-support residences provided twenty places. .

STAFFING

Fourteen medical staff comprised five consultant psychiatrists, one senior registrar and
eight registrars. Ten paramedical staff, comprising four social workers, three psychologists,
one occupational therapist, one pharmacist and one programme manager, were employed.
Twenty-seven nursing, eleven administrative and 16.5 non-nursing staff were also
employed.

COST

The cost of the Cluain Mhuire mental health service was approximately £4.3 million in
.1996.

GENERAL COMMENTS

There had been a number of positive developments in the service since the previous
inspection. Building work to replace the unsatisfactory facilities at the Orapisa residence
had started and the Cran6g low-support residence was also to be replaced. A renewed
dynamic and imaginative approach to service provision was noted. This was highlighted
by the relatively neutral cost approach to provide alternative accommodation to the facili
ties at Orapisa and Cran6g. In addition, there were plans to replace the buildings at Burton
Hall with· purpose-built, single-storey facilities. This would allow the rehabilitation and
training of people with multiple disabilities in appropriate settings. The proposals outlined
by local management were realistic and feasible and were most welcome.

A first episode psychosis study had been on-going in the St John of God adult and ado
lescent service for the previous two years and more than 150 patients had been involved
in the study. A research report produced by the Order discussed some of the biological
and clinical aspects of various projects specifically in relation to schizophrenia. All of these
research initiatives were welcomed. Financial support for the research initiatives came
from the Order of St John of God and was augmented by grants from other agencies.

There was an annual review of the quality, efficiency and effectiveness of the service which
identified both strengths and weaknesses in operational policy and which outlined short
term and long-term goals. They were detailed in a comprehensive annual report and were
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anchored to local service objectives. This was one of the few community services in the 
country which produced an overall annual report and staff were to be commended. The 
catchment area was notsectorised and this needed consideration. Although the facilities 
at the Orapisa high-support residence were to be replaced with a purpose-built modern 
structure, the overall therapeutic programme at the residence needed review. Staffing 
levels and support structures at Orapisa also required review. 

There was a safety statement in each local area that reflected the service's safety policy. 
In 1996, there were a number of safety initiatives relating to the upgrading of the glass
houses at Burton Hall; the completion of work on the new reception area and treatment 
room in the day hospital; the implementation of improved operational procedures and 
standards in catering, housekeeping and horticulture; staff development and training in 
relation to first aid. The short-term aims of the safety committee were to introduce training 
on the management of patients who had a tendency towards violent behaviour and to 
undertake an audit of the accident/incident and near-miss reports. All of this was very 
positive and encouraging. 

The average daily occupancy of 40.5 beds appeared to represent an overrun of approved 
budgetary expenditure for in-patient care. It was noted that the actual number of public 
patient admissions to the hospital continued to decrease. The service's commitment to 
audit the critical factors which lead to prolonged in-patient care, as a measure for targeting 
available resources more effectively, was welcomed. It was important to maintain a rigor
ous bed management policy but it should not involve an excessive number of clinical 
manpower hours or any hardship for patients and their families. Dialogue between the 
service managers and the EHB should continue so that adequate and equitable in-patient 
care and community mental health care can be provided. 

RECOMMENDATIONS 

1. Existing dialogue between the funding agency - the Eastern Health Board - and 
the service management to continue with a view to ensuring an adequate and equitable 
service is provided in this catchment area. 

2. If possible, day hospital services should be located off the St John of God campus. 

3. Therapeutic programming and operational policies relating to the Orapisa residential 
centre require review before re-Iocating to the new, upgraded facility. 

4. The proposal relating to the provision of facilities at Burton Hall is supported and 
should be expedited. 

5. The proposal to re-Iocate the sheltered workshops and temporary buildings at the rear 
of Burton Hall to a purpose-built, permanent premises as soon as appropriate finance 
is available is also supported and should also be expedited. 

15 



CENTRAL MENTAL HOSPITAL - 1997 INSPECTION

INSPECTED ON 13 MARCH, 1997

GENERAL DESCRIPTION OF THE SERVICE

The Central Mental Hospital was the in-patient base for the national forensic service
and was managed and funded by the Eastern Health Board. Eighty-three patients were
accommodated in the hospital on the day of inspection and thirty-nine had been trans
ferred from the prison system. Seventeen patients were detained in the hospital as they
had been found guilty but insane and six patients were found unfit to plead. The remaining
twenty patients were transfers from the psychiatric services. The hospital was divided into
six nursing units and one residence.

COMMUNITY FACILITIES

The service provided out-patient facilities for the forensic service at Usher's Island day
centre. A community training workshop, run in conjunction wit~ FAs, was ~llso provided
and dealt with referrals from the prison service, the probation service and the forensic
service. In addition, staff attached to the Central Mental Hospital provided sessional
inputs to prisons in the Dublin area.

STAFFING

Medical staff comprised one clinical director, one consultant psychiatrist, two psychiatrists
and four registrars with one job-sharing post. Nursing staff comprised one CNO, two
ACNOs, two superintendent care officers, ten charge care officers, two NOs, thirty-five
RPNs, sixty-three care officer staff including twelve RPNs and five vocational officers.
Paramedical staff comprised one clinical psychologist and one social worker.

COST

The overall cost of the service was approxi~ately £4.2 million in 1996.

GENERAL COMMENTS

Since the previous inspection, the ten bed assessment unit, Unit A, had opened. It accom
modated nine short-stay patients on the day of inspection. The residence on the grounds
of the hospital had also opened as a nine-bed social rehabilitation unit. The objective of
the residence was to continue the rehabilitation process by facilitating successful inte
gration of patients within the residence prior to discharge. The opening of these re-hab
units, which facilitated the closure of some of the more unsatisfactory areas in the main
hospital complex, was welcomed.

Staffing improvements in the hospital had occurred with the appointment of fourteen staff
nurses in April, 1996. All had successfully passed the national forensic psychiatric nursing
course accredited by An Bord Altranais. The care officers who had qualified as RPNs
were now working as nurses within the overall system. Two NO posts were filled in Units
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A & B and two additional NO posts were in the process of being filled at the time of 
inspection. Five vocational officers had recently been appointed in the areas of recreation, 
horticulture, education and woodwork. These new appointees were undergoing a training 
programme devised by the National Rehabilitation Board and Eve Holdings and would 
return to facilitate the restructuring and re-organisation of day and activity services in the 
hospital when they completed the programme. 

An integration committee was· established to oversee the integration of all units within 
the forensic service and Units A, B, 7, 14 and the occupational therapy units all had male 
and female staff. The key worker system was introduced in Unit A, Unit B and Unit 4 
and the locally devised human needs care model, had facilitated the introduction of this 
new care system approach. In tandem with this unit-based patient review, meetings were 
held in all units within the hospital and all staff had the opportunity to attend on a 
rotational basis. Two staff members had completed an instructor's training course in CPR 
and were organising training modules for all staff within the hospital. This was together 
with the on-going in-seryice training programme. A new comprehensive seclusion policy 
had been introduced and the seclusion registers were satisfactory. The new fifteen minute 
nursing seclusion observation form was very comprehensive. 

The closure of the unsatisfactory units in the main building and refurbishing and re-decor
ating the remaining units was to be commended. The atmosphere in Unit 4 and Unit 7 
was homely and welcoming. The decorative improvements in Unit 1 were welcome but 
the day room and the dining-room still required refurbishment and Unit 5 needed to be 
upgraded to the same standard as the female Unit 4. The refurbishment programme should 
continue until all areas are up to an acceptable standard. The provision of in-room sani
tation in all patient care areas in the old building should be examined. Drug procedures 
in the various clinical locations were satisfactory, but the discontinuation column should 
be completed when drugs are discontinued. 

The appropriate provision of psychiatric facilities and adequate staff for, or within, the 
prison system should be explored with the Department of Justice, Equality and Law 
Reform and may contain many of the acute disturbances in prison settings and reduc~ the 
need to transfer patients to the Central Mental Hospital. It would ensure that psychiatric 
help was more readily available to the prison system than through the current occasional 
visits from staff of the Central Mental Hospital. This should not interfere with the inter
changeable system currently existing between the Central Mental Hospital and the prison 
system which operated flexibly and satisfactorily. 

The staff ~oster, a twenty-eight day cycle with staff working thirteen of the twenty-eight 
days, was unsatisfactory in a modern forensic service. While genuine attempts had been 
made to ensure an exte.nded day for patients, the current rostering system failed to 
respond adequately to the needs o(patients who needed to be locked in their room at 
either 7 p.m. or 9 p.m. Due to maintenance problems, the swimming pool was closed on 
the day of inspection. As these facilities were provided they should be available to patient~. 

A comprehensive information book for relatives and friends of patients with information 
on public transport, enquiries about patients, visiting times and visiting regulations, com
plaints and other useful information was available. The service had a mission statement 
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which was to provide a quality specialist service to individuals requiring care in a secure
environment. Philosophy of care and principles of care were clearly stated at the front of
the new procedure manual. A number of pertinent policies and procedures had been
introduced and a considerable number were under discussion at the time of inspection.
The policies should be indexed, dated and held in separate folders and be available for
staff information.

RECOMMENDATIONS

1. The wider question of providing therapeutic facilities for patients with mental health
problems within the prison system to be explored with the Department of Justice,
Equality and Law Reform.

2. Refurbishment of existing patient care areas in the main hospital building to continue.

3. The feasibility of in-room sanitation in the main hospital building to be examined..

4. Modern furniture, curtains, pictures etc. to be provided in all patient care areas.

5. The professional training of care officer staff and the recruitment of trained nursing
staff to the service to continue.

'·:1,1

6. Personal clothing to be introduced for all patients. This may require the provision of
equipment.to wash personal clothing in some of the units of the service.

CENTRAL MENTAL HOSPITAL -1997 INSPECTION

INSPECTED ON 18 NOVEMBER, 1997

GENERAL DESCRIPTION OF THE SERVICE

On the day of inspection there were eighty-six patients in the hospital and only six were
female. Eight patients were being held under Section 208 of the Mental Treatment Act.
Eleven patients were being held under Section 207 of the Mental Treatment Act and
virtually all of them were long-stay patients.

STAFFING

There were 137 personnel, including forty-one nurses, working in the hospital and the
staff complement for anyone day was thirty-three. The training scheme, whereby non~

trained staff could obtain nurse training, should be promoted. The scheme seemed to have
ground to a halt and no one had availed of the training option in the past two years.
Medical staff comprised two consultant psychiatrists, one psychiatrist and four registrars.
Medical services were supplied to the prisons and clinics were held in Mountjoy and
Wheatfield prisons. The clinics were usually conducted by the registrars. A consultation
service was also provided to the prisons. A part-time psychologist and a full-time social
worker were also employed. There were five full-time vocational trainers and two rec
reational officers were job-sharing. A gardener and a horticultural instructor were also
employed.
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GENERAL COMMENTS 

The Central Mental Hospital had seen considerable improvement in recent years. The 
first improvement was the opening of the new building to accommodate thirty-one patients 
in two units. The second major improvement was the refurbishment of sections of the old 
building. The opening of the Governor's House as a nine-place residential unit was also 
welcomed. These measures had improved the physical surroundings and the quality of 
care for patients. 

The majority of patients in the Central Mental Hospital were from the prison system. 
Some had been transferred to the Central Mental Hospital for short-term spells due to 
disturbed behaviour in prison. Others were longer-term patients who had been declared 
unfit to plead or guilty but insane. Section 207 of the Mental Treatment Act for the 
transfer of patients to the Central Mental Hospital had fallen into disuse in recent years 
and the number of 207 patients was quite small. A number of longer stay 207 patients had 

been transferred back to their respective psychiatric services. Use of Section 208 of the 
Mental Treatment Act was a recent and welcome innovation, resulting from a decision of 
the High Court. It -allowed patients to be transferred to another psychiatric hospital for 

treatment not available in their own hospital, and for this purpose the court found that 
the Central Mental Hospital constituted "another hospital". In reality, most Section 208 
patients were detained in the Central Mental Hospital for security reasons. 

Despite improvements in the physical conditions of the hospital there were still some 
areas of concern. In particular, the conditions in Unit 1 and in the seclusion rooms in Unit 

4 were unsatisfactory. Concern was also expressed at the extensive use of seclusion. It was 
felt that the use of seclusion in this hospital should be a matter of urgent clinical review. 
Attention also needed to be drawn to the lack of community-based facilities, particularly 
in relation to the rehabilitation of long-stay patients. However, the provision of a residen
tial unit in the former Governor's House was seen as a significant advance. 

KILDARE MENTAL HEALTH SERVICE -1997 INSPECTION 

INSPECTED ON 25 SEPTEMBER, 1997 

GENERAL DESCRIPTION OF THE SERVICE 

The Kildare catchment area had a population of 147,500 and it was divided into five 
sectors:- North Kildare, Mid-East Kildare, Mid-West Kildare, South Kildare and West 
Wick low. 

'-'-., 

IN-PATIENT CARE 

In-patient care was provided at Naas General Hospital whichha:d'·~h~rtY-beds. Twenty-six 
patients were in the unit when it was inspected and twelve were·o~. temporary certificates. 
At 31 December 1996, twenty-three patients had been hospitalisect"';c()~iiiiuously for less 
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than three months, six for between three and twelve months and one for more than a
year.

ADMISSIONS

There were 494 admissions to the service in 1996: 166 were first time admissions and
seventy-three were on temporary certificates. The admission rate was 3.3 per 1,000 of
the catchment area population. In addition, seventy-one patients were lodged in the unit
overnight .but were not formally admitted to the hospital. There were 486 discharges in
the same year. The bed occupancy rate at the Lakeview Unit was eighty-eight per cent
and the average length of stay was twenty days.

COMMUl'lITY FACILITIES

In 1996, 595 out-patient clinical sessions were held at twelve locations and 555 new patients

attended. Three day hospitals in Athy, Kildare and Kilcock were staffed by six psychiatric
nurses and provided forty places. Eighty-seven new patients were referred to the day

hospital service during the year. A day centre in Kildare Town provided twenty places.

Three community residences owned by· the Eastern Health Board provided thirteen
places.

STAFFING

Medical staff comprised four consultants, one senior registrar and eight NCHDs. Paramed

ical staff comprised one psychologist, two social workers, three occupational therapists
and one alcoholism counsellor. Forty-nine nursing staff and five administrative staff were

also ~mployed.

COST

The cost of the service. was £2.4 million in 1996, excluding the administration of North
Kildare which remained the responsibility of the St Loman's service.

GENERAL COMMENTS

There had been no structural developments in the service since the last inspection. Some
funding had been made available to assist with the increased staffing costs associated with

the development of the service. The inadequate provision of alternative residential facili
ties and community support structures had placed pressure on the existing acute psychi
atric unit, in spite of the very low admission rate. Pressure on beds had led to the unsatis
factory circumstances where patients were not being admitted due to a lack of beds,
patients were being transferred to other hospitals, patients were discharged early and

patients on temporary release were unable to return to the hospital because their beds
were occupied. An enormous amount of time was spent searching for beds in other
hospitals. Patients were often Woken early in the morning and transferred to another
hospital to facilitate the. admission of an acute patient to the Lakeview Unit. Some pat~ents

were transferred unacc9mpa~ied while others were accompanied by staff which further
depleted the nursing resources supervising the remaining patients in the hospital.
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The slow development pace of this service was a source of frustration to all staff. Proposed
developments of high-support residences in Monasterevin and other locations had not
come to pass. The North Kildare nursing component of the service continued to be admin
istered by the St Loman's service. It was disappointing to note that despite previous
recommendations, no progress had been made on the transfer of this component to the
nursing management of the Kildare service. It was hoped that the needs of the service
would be dealt with speedily and appropriately and as a first step, the nursing element of
North Kildare should be transferred immediately to the Kildare Mental Health Service.

An annual review of the quality, efficiency and effectiveness of the service should be
carried out in order to identify strengths and weaknesses in the facilities, determine policy
and set a number of programme goals for each year. The service providers, in conjunction
with the health board management team, should produce a strategy with clearly stated
objectives and budgetary targets to ensure the preferential allocation of resources for the
implementation of the serviCe development strategy. This strategy should identify a num
ber of achievable programme priorities and should include:-

(a) The transfer of the North Kil9are resour.~es to the. Kildare service.
• I . . • I. .

(b) The provision of continuing care beds to enable movement of long-stay patients from
the Lakeview Unit to appropriate care facilities.

(c) The provision of additional alternative residential facilities.

(d) The provision of a sector headquarters and day hospital in Naas.

(e) The provision of appropriate day places throughout the various sectors.

(f) A review of space utilisation at the Lakeview Unit.

RECOMMENDATIONS

A plan for the development of this service should be produced following consultation
between service providers and senior management of the Eastern Health Board. The plan
should include a strategy programme, development priorities and implementation targets.
No further recommendations were made on this occasion and will not be made until
evidence of an appropriate plan for the future development of the service is produced.

PSYCHIATRIC UNIT, ST JAMES'S HOSPITAL -1997 INSPECTION

INSPECTED ON 16 JUNE, 1997

GENERAL DESCRIPTION OF THE SERVICE

The catchment area had a population of 95,000 and it was not sectorised.
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IN·PATIENT CARE

In-patient care was provided at the fifty-one bed acute psychiatric unit in St James's
Hospital. Fifty-one patients were accommodated in the unit on the day of inspection and
eleven were on temporary certificates. Thirty-seven beds for public patients were provided
in St Patrick's Hospital and community services for the area were delivered by staff at
that hospital.

ADMISSIONS

There were 517 admissions to the acute unit in St James's Hospital in 1996. Thirty-nine
patients were admitted on temporary certificates and two people were admitted as PUMs.
The matter relating to the admission of patients on PUM certificates to St James's had
been rectified. A further 144 patients, including eleven temporary patients, were admitted
to St Patrick's Hospital. This brought the total number of admissions to 661 and rep
resented an admission rate of 6.9 per 1,000 of the catchment area population. There were
517 discharges from the Acute Unit and 143 from St Patrick's Hospital during 1996. There
were five deaths in St Patrick's and one in St James's in the same year.

COMMUNITY FACILITIES

Three low-support community residences, one medium-support residence and one high
support residence provided fifteen, fourteen and ten places respectively. Day hospitals
were located at the Jonathan Swift Clinic in St James's Hospital and the Martha Whiteway
Day Hospital for the Old Age Psychiatry Service at St Patrick's Hospital. They provided
fifty and twenty places respectively. Out-patient clinical sessions were held at St James's.
There were 387 clinical sessions in 1996 at which 273 new patients attended. A social
support centre/day centre, located on the campus of St Patrick's, provided thirty places.

STAFFING

Medical staff comprised five consultant psychiatrists and seven NCHDs. Paramedical staff
comprised four social workers, four occupational therapists, two instructors and one psy
chologist. Five administrative staff and twenty-eight nursing staff were employed at St
James's Psyc4iatric Unit.

COST

The cost of the St James's Mental Health service was approximately £2.6 million in 1996.

GENERAL COMMENTS

While there had been little change in the service since the last inspection, there were
. outline plans for the future development of the service. There were plans for a separate

area within the Beckett Ward for older patients and plans to move the existing day
hospital in St James's to St Martha's community residence in Kilmainham. The provision
of additional high-support residential accommodation for long-term patients who were
inappropriately accommodated at the Jonathan Swift Clinic (formerly the Acute Psychi
atric Unit) was also being considered. Preliminary plans to sectorise the catchment area
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had been drawn up but no progress had been made as discussions were on-going with the.
EastemHealth Board relating to the request that this catchment area expand its popu
lation by 51,000 to facilitate the move of the Sf1I!:bman's service to Tallaght. Discussions
were also underway concerning the provision of a number of places at St Patrick's Hospital
but no firm decision had been made. Proposals to establish a dedicated rehabilitation
team would requite the services of a part-time consultant, a community co-ordinator and
appropriate staff within the community facilities. All of these proposed developments
related in some way to the expansion of this catchment area.

Psychiatric consultations on the general wards at St James's Hospital and appropriate
liaison work took up a considerable amount of staff time and there was a need for separate
recording and documentation of all liaison work in order to facilitate a future audit of this
activity. There was an annual review of the quality, efficiency and effectiveness of the

service and the documented plans set out a number of programme goals.

Each new admission had a full medical evaluation and the results were recorded in
patients' case files. Acute patients had a daily medical evaluation and other patients were

examined arleast twice a week. There was a written policy relating to the care of patients'

case notes. All entries in medical notes should be signed in full by the professional making
·the entry, the time and date of entry should be recorded and the designation of the person
concerned should also be stated. Inputs by consultant medical staff in the case notes
required review.

The adminIstrative reporting system, indicating activity in the in-patient care areas, was

satisfactory. There was reasonable continuity of nursing staff at the Jonathan Swift Clinic
and a team allocation nursing system was in use. All staff at the unit should wear an
identification badge to facilitate easier communication between staff, patients and

members of the public. Written care plans, using an agreed model of nursing care, were
available and all aspects of the care plans were ·interrelated. Nursing inputs required the
full signature and designation of the nurse making the entry. A nursing procedure book,

setting out clear nursing guidelines, was available and the service should consider produc
ing a psychiatric nursing manual designed to provide an overview of the most frequently

treated psychiatric conditions presenting in the service.

There were written procedures for dealing with complaints from patients and families and

since the previous inspection written information had been made available for patients
and relatives on their rights under the Mental Treatment Act. Written information was

also available on how to make a complaint or how to make suggestions on improving the
service. There was an information handbook for patients and relatives on admission to
the servic~ which contained information pertinent to a patient's stay in hospital along with
a comprehensive information board which provided useful information for patients and
families on mental illness, other health and social services and how to access them.

The procedures relating to ECT were satisfactory and there was adequate CPR and FBAO
training for all staff. The treatment unit had adequate monitoring and resuscitation equip
ment. External signposting at St James's needed to be improved to facilitate visitors to
the Jonathan· Swift Clinic. It was assumed that this would be provided once building work
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on the campus was completed. Facilities for the disabled and for leisure activities were
good. The service was accredited with the Royal College of Psychiatrists and the Irish
College of General Practitioners for medical training and was approved by An Bord
Altranais for nurse training. Multi-disciplinary undergraduate and postgraduate nursing,
paramedical and medical training in the service was satisfactory.

The introduction of a comprehensive set of policieS and guidelines pertinent to local needs
was welcomed. These policies were indexed, filed in separate folders and available in each
ward area for staff information. Additional high-support residential accommodation and
the provision of day hospitals and day support centres in community settings were required
by this service.

RECOMMENDATIONS

1. The catchment area to be sectorised and additional community facilities to be pro

vided in order to facilitate the introduction of sectors within the catchment area.

2. Additional community residential places in the form of medium and high-support

residences to be provided.

3. An urgent review of medical inputs into patients' case notes to take place.

4. A dedicated smoking room to be introduced in the acute admission unit.

5. The day hospital in St James's Hospital to be re-Iocated to St Martha's.

PSYCHIATRIC UNIT, ST VINCENT'S HOSPITAL, ELM PARK
- 1997 INSPECTION

INSPECTED ON 21 OCTOBER, 1997

GENERAL DESCRIPTION OF THE SERVICE

The twenty-one bed psychiatric unit at St Vincent's Hospital, Elm Park was located in St

Camillus Unit. Four beds were reserved for the old age psychiatry service, three for the
eating disorders programme and three for medical psychiatric emergencies from the

hospital casualty unit. There was a small activity unit and 106 out-patients attended in
1996. Eighteen voluntary patients were in the unit on the day of inspection and three were

participating in the eating disorder programme. Nine patients were accommodated in the
unit at the end of 1996. Seven had been hospitalised for less than three months and two
for between three and twelve months. One patient was over seventy-five years of age and
the remainder were between fifteen and forty-four years of age. There were 401 episodes

of special nursing supervision during the year.

ADMISSIONS

There were 388 voluntary admissions to the unit in 1996 and there were thirteen transfers
to other catchment area services. Two hundred admissions came via the Accident and
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Emergency Departnient or transferred to the unit from other units in St Vincent's follow
ing a suicide attempt or drug overdose. One hundred and seventeen admissions were joint
care admissions between the medical and psychiatric services. There were 393 discharges
from the unit in 1996.

DAY FACILITIES

The day hospital beside the acute unit was staffed by a qualified nurse and a student
nurse. In 1996, 105 people attended the day hospital service and eighty-five were first time
referrals. There were 196 out-patient clinical sessions during the year and 441 new patients
attended.

STAFFING

Medical staff comprised one professor of psychiatry, one consultant psychiatrist, one
senior registrar, two registrars, one senior house officer, one special lecturer in psychiatry,
one tutor in psychiatry and a shared intern. Paramedical staff comprised a social worker,
an occupational therapist and a part-time psychologist. The service had access to pharma
cists, physiotherapists and dieticians within the overall hospital complement. One junior
ward sister, twelve staff nurses and nine student nurses were also employed. Student
nurses rotated in and out of the psychiatric unit for training purposes.

COST

The cost of the service was approximately £0.82 million in 1996.

GENERAL COMMENTS

The proposal to establish a purpose-built acute psychiatric unit at St Vincent's Hospital
service was awaited. This unit would cater for the needs of the catchment area 2 service
in addition to St Vincent's Hospital and would replace the unsatisfactory facilities at Verg
emount Clinic in Clonskeagh and St Camillus Unit. Designated beds for the Old Age
Psychiatry Service, the Eating Disorders Programme and for liaison psychiatry would be
provided in the new acute unit.

Safety considerations relating to the stairway leading to the day centre in the basement
should be reviewed by the local safety committee. The waste paper bins in the unit consti
tuted a fire hazard and should be replaced. Difficulties relating to the recruitment of
qualified psychiatric nurses had been resolved but the rapid change-over of nursing staff
between the unit and the general hospital posed considerable problems with continuity of
care for patients in St Camillus Unit. The overall nursing complement available for service
in this spe.cialised area needed to be reviewed, particularly the requirement for all nurses
working in St Camillus Unit to have a dual nursing qualification of Registered General
Nurse and Registered Psychiatric Nurse.

Given the high level of special nursing supervision, a local written policy, incorporating
appropriate review mechanisms, should be available for staff information. The ethos of
care within St Camillus Unit was, to some extent, directed towards general nursing. The
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transfer of patient~ to the unit from the medical wards and the joint care arrangements
contributed to the medical and general nursing care approach that prevailed. The appoint
ment of a dedicated nursing officer was welcomed and it was hoped that a psychiatric
nursing ethos would develop in time. .

The unit at St Vincent's Hospital was an approved unit under the provisions of the Mental
Treatment Act, 1945 and amending legislation and it may accept voluntary and temporary
patients. Whilst all admissions to the unit were of voluntary status, the provisions as set
out in Section 190 and 191 of the Mental Treatment Act, 1945 were not followed. Persons
submitting for treatment in the unit are required to make a written application for admis
sion on the prescribed form. When a person under sixteen years of age is admitted, appli
cation under Section 191 should be made by a parent or guardian. It is necessary to
produce a recommendation from a registered medical practitioner stating that he has
examined the person whose admission is being sought on a specified date. The examin
ation date should not be more than seven days before the date of the application and the
GP should state that the patient would benefit by being admitted. The statutory provisions
relating to the admission of non-voluntary patients'under Sections 184 and 185 also applied
to the unit. The unit was asked to comply with the statutory provisions relating to the
admission of patients.

A written saf<:?ty statement was needed for the unit and evidence of periodic safety audits
should be available for information and reference. The service was reviewing and updating
administrative policies and guidelines in accordance with local service needs and once
updated these policies should be indexed, kept in separate folders, dated and available in
the unit for staff information and reference.

RECOMMENDATIONS

1. The fifty-four bed acute unit catering for the needs of the local catchment area and
St Vincent's Hospital itself to be provided at this location as soon as possible.

2. The service should comply with the statutory provisions of the Mental Treatment Act,
,1945 relating to the admission of patients. All voluntary patients admitted to the unit
should sign a voluntary form in order to comply with the terms of the Act.

3. The out-p"atientsection used by the psychiatric services at St Vincent's Hospital should
be upgraded to meet the needs of a modern Mental Health Service.

4. Written information should be available to patients and relatives on their rights under
the Mental Treatment Act.

5. Nurse staffing at St Camillus Unit required review; the use of agency nurses should
be kept to a minimum and continuity of nursing staff within the unit is also required.

PSYCHIATRIC UNIT, VERGEMOUNT CLINIC -1997 INSPECTION

INSPECTED ON 21 OCTOBER, 1997

GENERAL DESCRIPTION OF THE SERVICE

The catchment area population of approximately 118,000 was divided into three sectors.
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IN-PATIENT CARE

In-patient care was provided at the twenty-nine bed Vergemount Clinic which had twenty
two patients on the day of inspection. There were twenty-four patients in the clinic on 31
December, 1996 and two were on temporary certificates.

ADMISSION

There were 598 admissions to the clinic in 1996. This represented an overall admission
rate of five per 1,000 of the catchment area population. Thirty-six patients were admitted
on temporary certificates and forty-nine patients were lodged in the unit overnight but
were not formally admitted to the hospital. An average of two patients were brought to
the clinic from St Brendan's Hospital each night and were returned the following morning
due to overcrowding at that hospital. This was most unsatisfactory. The service also had
access to a total of ninety beds in two continuing care wards for the psychiatry of old age
at Clonskeagh Hospital and one unit at Tivo"ti Road in Dun Laoghaire. -in 1996, 589
patients were discharged from the clinic, a number of whom were transferred to the con
tinuing care units and the community residences.

COMMUNITY FACILITIES

A day hospital in Milltown provided forty-five places. In 1996, there were 1,034 attend
ances and 260 were new referrals. Staff at the day hospital comprised 3.5 nurses; one
registrar and two occupational therapists. A day centre was located in Ringsend. It pro
vided twenty-four places and there were thirty-five persons on the register. Out-patient
clinical sessions were held at three locations. There were 432 clinical sessions during the
year at which 302 patients attended and 195 persons attended for the first time; One
low-support community residence, one medium-support residence and one high-support
residence provided a total of thirty-five places and accommodated twenty-three people at
the end of 1996.

STAFFING

Medical staff comprised five consultant psychiatrists, one senior registrar, one psychiatrist
and eight NCHDs. Paramedical staff comprised two social workers, four occupational
therapists, five alcoholism counsellors and one pharmacist. Eighty-six nursing staff,- forty
two non-nursing staff and 95 administrative staff were also employed in the service.

COST

The budget for the Area 2 Mental Health Service was £4.3 million in 1996.

GENERAL COMMENTS

The lack of community facilities in the various sectors made the development of a sector
based service difficult. A sector headquarters and day facility was needed in the
Rathmines/Rathgar area. Additional day centres were required to cater for the needs of
long-stay patients in -thIS service. More medium and high-support residential accommo
dation was also required. The provision of a new fifty-four bed acute psychiatric unit at
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St Vincent's Hospital, Elm Park would facilitate the re-Iocation of the acute admission
facilities for Area 2 from Vergemount Clinic to St Vincent's Hospital.

Although the accommodation at Vergemount Clinic was inadequate, overcrowded and
unsuitable for the care of acute patients it was reasonably comfortable and well decorated.
Staff working at the clinic provided a satisfactory service despite the limitations of the
building. The facilities in the two de-designated units were satisfactory and a number of
patients had been transferred from the acute unit to these units during the year. As they
were staffed and administered by the Mental Health Service, consideration should be
given to approving one of them as capable of accepting temporary and voluntary patients
under Section 158 of the Mental Treatment Act, 1945 and amending legislation.

An annual review of the quality, efficiency and effectiveness of the service should be
considered. Strengths and weaknesses in the unit programme should be identified with a
view to setting a number of programme goals for each year. A written report of the annual
review should also be kept. In each area, a local written policy on philosophy and model
qf care was available. It included information about the working schedule of the unit and
the degree of family involvement expected in the care of patients.

Each newly admitted patient had a full medical evaluation and the results were recorded
in patients' case files. Acute patients had a daily medical evaluation. Documentation of
administrative data in patients' case files was satisfactory but provision should be made
for recording a patient's maiden name, allergies and time of admission on the administrat
ive form. There was a written policy on the care of patients' case notes stating who had
access to files and the system of transferring records between the various departments.
The case notes were legible, easy to follow and all entries were signed in full by the
doctors. A patient's history and presenting complaint were well documented but their
current medication and dose should be recorded in the case file. The filing of social work,
psychology and occupational therapy notes separate from the case file needed to be
reviewed.

Continuity of nurse staffing in the acute unit required review. There were weekly ward
unit team meetings and all staff had the opportunity to attend on a rotational basis. The
administrative reporting system, indicating activity in the in-patient care areas, was satis
factory. Nurses should sign the assessment form with the date, time of assessment and
designation of the staff member. AlL entries in the nurse care plans and nursing notes
were signed in full by a nurse.

An information handbook for patients and relatives, containing information on the struc
tural lay-out of the unit, philosophy of care and matters pertinent to a patient's stay in
hospital, should be available when a patient is admitted to the unit. A comprehensive
range of information should also be available to patients and families on mental illness,
the effects and side-effects of medication and other health and social services and how to
access them. The faci.lities and documentary procedures relating to ECT were all
satisfactory.
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A written admission policy was avail~ble and consultant psychiatrists signed all involun
tary admission forms. Although there were clear discharge guidelines, a discharge check
list should be available for staff information. A standard discharge information form was
sent to the GP on the day of discharge and a comprehensive discharge summary issued
within fourteen days. When discharged, a patient should be given a standard form with
information on drugs prescribed, the name of their GP, the name and telephone number
of the hospital where patients and families could get help if out-patient facilities were
closed and the next appointment date at the out-patient clinic. The form should be in
triplicate: one copy for the patient, one for the medical file and one for those responsible
for follow-up care. The policy on medical preparations required review. Prescription cards
were completed satisfactorily.

A fire committee should be established and incorporated into the health and safety com
mittee. The fire committee should monitor and review training courses for staff on fire
prevention. The checking system to ensure fire equipment operated effectively in emerg
encies was satisfactory and all inspections were recorded, dated and signed. There was an
identifiable safety officer but no evidence of a safety committee. Safety statements were
available in each local area and a safety audit had recently been completed.

The quality of food was satisfactory and the dining areas were reasonable given the physi
cal limitations of the building. Meetings should take place between representatives of staff,
patients and the local catering department to review menu cycles. Meals were provided at
socially acceptable times and snacks were available outside normal mealtimes. The stan
dard of accommodation in the alternative residential care settings was high. The houses
were well maintained with a homely atmosphere and there was easy access to public
transport and community facilities.

The service administration should review and update policies and procedures in accord
ance with service needs and current good practice. They should be dated, indexed and
retained in separate folders and they should be available for staff information and
reference.

RECOMMENDATIONS

1. Provision of a fifty-four bed acute admission unit at St Vincent's Hospital, Elm Park.

2. Additional community residences to be provided including day centres, a sheltered
workshop, a sector headquarters and residential facilities.

3. Policies and guidelines to be reviewed and updated in accordance with local service
needs.

4. The practice whereby patients from St Brendan's Hospital are lodged in Vergemount
Clinic to be discontinued.
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ST BRENDAN'S HOSPITAL, DUBLIN AND CATCHMENT AREA 6
- 1997 INSPECTION

INSPECTED ON 5 & 6 NOVEMBER, 1997

GENERAL DESCRIPTION OF THE SERVICE
The population of the catchment area was approximately 143,500 and it was divided into
four sectors as follows:-

Sector Population

Blanchardstown A 37,452
Blanchardstown B 26,102
Cabra 40,000
Finglas 40,000

IN-PATIENT CARE

Inopatient care for the catchment area was divided into two components. Blanchardstown
A and B utilised acute admission beds at James Connolly Memorial Hospital (JCMH).
The Cabra and Finglas sectors utilised admission beds at St Brendan's Hospital. At the
end of 1996, seven male units, four female units and two integrated units accommodated
252 ,patients but since that time three units in the hospital had closed. On the day of
inspection, there were 187 patients in the hospital. Twenty-two acute beds were available
in Unit 9, JCMH and there were eight patients in the unit at the end of 1996. There·were
sixteen patients in the long-stay unit (Unit 10) and thirty-four patients in Unit 3. Unit 3
was administered by the psychiatry of old age service.

ADMISSIONS

There were 1,070 admissions to St Brendan's during 1996 and 342 were first time admis
sions to the service. One hundred and fifty-four patients were admitted on temporary
certificates, one patient was a PUM admission and two patients were admitted as Wards
of Court. There were 1,001 discharges from St Brendan's during the year and fourteen
deaths. In 1996, 102 patients were re-Iocated from St Brendan's to other health facilities.
There were 280 admissions to and 282 discharges from the Acute Unit at James Connolly
Memorial Hospital during 1996. Twenty patients were admitted on temporary certificates.

COMMUNITY FACILITIES

St Brendan's administered four low-support community residences which were in the
vicinity of the hospital. They provided ten places and accommodated four people at the
end of 1996. Five high-support residences, providing sixty-four places, accommodated
fifty-six people at the end of 1996. Medium-support residences provided fifteen places and
accommodated thirteen people at the end of the year. Area 6 administered four low
support community residences which provided forty-five places and accommodated thirty
two people at the end of 1996. Five medium-support community residences provided sev
enty-four places and accommodated fifty-five residents at the end of the year while two
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high-support residences provided thirty-three places and accommodated twenty-five
people at the end of 1996.

Day hospitals which provided thirty places were located at Wellmount Health Centre and
the North Circular Road. There were 247 new referrals to the day hospitals during 1996.
Day centres were provided at three locations. Eighty places were available and 318 per
sons attended during the year. Out-patient clinics were held at three locations and in 1996
there were 253 clinical sessions at which 458 new patients attended. In addition, the Cabra
sector provided an out-patient clinic in the sector headquarters on the North Circular
Road. There were 156 clinical sessions during the year at which 541 patients attended.
One hundred and seventy-four people attended for the first time.

STAFFING

Staffing for the catchment area was divided between St Brendan's and Catchment Area 6.
Additional staff were employed in the unit at James Connolly Memorial Hospital. Sixteen
administrative staff were employed at St Brendan's and nine were employed in Catchment
Area 6. There were 421.25 nursing staff employed in St Brendan's and forty-five in·the
catchment area service. Four occupational therapists were employed in the catchment area
and three in StBrendan's Hospital. Three pharmacists were employed. Other paramedical
staff were employed on a sessional basis. Medical staff at St Brendan's comprised five
consultant psychiatrists and ten NCHDs. Five consultants, one registrar and 12.5 NCHDs
were attached to the Area 6 service. 153.5 non-nursing staff were employed in St Brend
an's Hospital and ten household cleaning staff were employed in the catchment area
service.

COST

The budget for the St Brendan's Service was £12.8 million and for Catchment Area 6 was

£3.1 million in 1996.

GENERAL COMMENTS

St Brendan's was a composite service providing four different service 'elements

including:-

(a) The provision of acute beds for Area 2 and Area 6 services;

(b) Acute in-patient accommodation and continuing care for the homeless mentally ill;

(c) Continuing care and rehabilitation of long-stay patients from various catchment
areas;

(d) Special care units for acute and more persistently disturbed patients in the EHB.

Facilities in the assessment unit and in two wards in an adjacent building provided sixty
seven beds. Approximately twelve beds in the two wards were used for acute patients and
the remainder were for long-stay patients who had been continuously hospitalised for
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more than one year. The eight beds in the assessment unit were also used as acute in
patient admission beds bringing the number of acute beds in St Brendan's to approxi
mately twenty. The admission beds catered for part of catchment area 6 with a population
of 80,000, part of catchment area 2 for over-flow purposes and for the needs of the home
less. Fifty-four places were provided in the special care units and only eighteen were used
for acute purposes. These places served the entire Eastern Health Board population of
over 1.2 million. Beds in the special care units were used disproportionately for patients
from Area 6, Area 2 and the programme for the homeless. Thirty-four patients in the
special care unit were long-stay patients. About half of them were considered suitable for
community placement but the remainder required intensive care as provided in the special
care unit in St Brendan's Hospital. The remaining units in St Brendan's catered for the
needs of long-stay patients.

The Blanchardstown sectors had in-patient beds at JCMH while the Finglas and Cabra
sectors relied on admission beds in St Brendan's. The provision of new accommodation

in JCMH, which was under consideration, would provide the psychiatric bed needs for

Area 6. The use of Vergemount Clinic in Area 2 for the care of some acutely disturbed
patients who were transferred or admitted directly to St Brendan's Hospital was unsatis

factory. A fifty-four bed psychiatric unit was to be built at St Vincent's Hospital, Elm Park

and this would provide the psychiatric bed needs of Area 2. Pending these two devel
opments, the provision of acute beds would continue in St Brendan's Hospital.

Services for the homeless utilised acute admission beds and a locked in-patient unit in St

Brendan's Hospital. A day ceritre was also located on the campus but it was to be re
located to an upgraded facility at Usher's Island as the facilities at St Brendan's were

inadequate. A specialised service for the homeless mentally ill was being developed in the
Eastern Health Board area. Pending the development of this service, the provision of
acute and continuing care beds for the homeless mentally ill would continue at St Brend

an's Hospital.

The fifty-four bed special care unit in St Brendan's had undergone major refurbishment

but it continued to provide a multiple service rather than a dedicated specialised service.
For example, it was providing acute care for patients for whom no acute beds were avail

able in the admission unit of the hospital. These were patients with moderate psychiatric
ailments who did not need the special care this unit provided. The special care unit also

catered for a small number of patients with a mental handicap and for continuing care
patients for whom no alternative facilities were available. However,. the unit provided

satisfactory care for its appropriate target group i.e. acutely and chronically disturbed
patients in need of special care. On the day of inspection they comprised thirty-five of the
fifty-four patients in the unit.

A considerable number of community residences in the vicinity of the hospital offered
varying degrees of nursing support and provided a large number of places. Around half
of the community residences were the direct responsibility of the clinical director at St
Brendan's Hospital who worked in close collaboration with senior nursing staff and nurses
assigned specifically to these residences. The rest were administered by the Area 6 team.
In March, 1997 a terrible tragedy occurred in one of the community residences when two
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female residents were savagely attacked and killed. Staff who knew the women were

deeply traumatised and appropriate de-briefing and support services were put in place by

the Eastern Health Board. This tragic event led to genuine concerns on the part of St
Brendan's staff that misinformed public opinion might hamper the valiant efforts which

the staff at St Brendan's Hospital had exercised in rehabilitating patients from long-stay
wards within the hospital to independent living. This was an achievement of which they

were justifiably proud.

The clinical director was responsible for the medical running of St Brendan's Hospital.

The two consultants from the CabralFinglas sectors who admitted patients to St Brendan's

managed their own patients and also arranged for their patients' discharges and follow

up. Admission to the special care unit was, in theory, controlled by the relevant consultant,

although the clinical director also exercised a controlling function in relation to this unit.

The consultant in charge of acute beds in St Brendan's had direct admission rights to the

. special care units as required. The CNO in St Brendan's was responsible for the hospital

itself, the community residences adjoining the campus and Area 6 which had previously

been administered by a separate CNG. The entire complex at St Brendan's was admiqis

tered by the special hospital care programme.

Clinical administrative arrangements in St Brendan's seemed to be confused, overlapping,.
and in part contradictory. None of the component services which St Brendan's provided

were clearly defined in terms of function, staffing or responsibility. This had resulted in a

blurring of roles and misunderstandings in terms of authority, control and responsibility

which had led to unsatisfactory industrial relations and unrest. Unsatisfactory administrat

ive arrangements were felt to lie at the heart of the problems in the hospital and they

needed to be addressed urgently. Each of the services provided in St Brendan's needed

to be administered separately and Area 6 and Area 2 services needed to become the

responsibility of personnel in those areas. Specialised services needed to be autonomous

both administratively and clinically.

The provision of acute beds for Area 6 and Area 2, while waiting for the new units at

JCMH, Blanchardstown and St Vincent's Hospital, Elm Park, was a priority. The number

of acute beds needed to be increased from the current provision of twenty to around forty.

Five beds should be allocated to the Programme for the Homeless. Following recommend

ations that were proposed earlier in the year, revenue had been allocated to transfer

twenty-two long-stay patients to alternatiye care facilities. This would facilitate the re

organisation of admission beds. In relation to the special care unit, alternative accommo

dation would be needed for around seventeen patients and three patients with a mental

handicap. The additional acute beds would remove acute patients from Area 2 and Area

6 who were utilising the special care unit and the overall development of services in the

catchment area should reduce accommodation in the special care unit to approximately
forty beds. As well as these physical provisions, it would be necessary to assign staff
specifically to each programme. For example, the consultant and other medical staff

responsible for the programme for the homeless would have responsibility for patients in
the five acute beds allocated to this programme.
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The closure of Units lA and 2A in January was welcomed as the overall physical facilities
were most unsatisfactory. At that time the heating systems in both units broke down and
the engineers report revealed they could not be repaired or replaced in the short-term.
As the weather was bitterly cold management had to transfer the patients to suitable
accommodation. Some patients were easily placed but industrial relations difficulties
prevented the transfer of the remaining patients to St Ita's Hospital and Vergemount
Clinic. As a result, patients were transferred directly to the nursing home at St Brendan's.
The overall environment and therapeutic atmosphere of Weir House was unsatisfactory.
There were plans to upgrade this facility and reduce the number of residential places
available. Efforts should be made to disperse the residents from Weir House to community
residences as soon as possible.

RECOMMENDATIONS

1. The mix of acute and long-stay patients in the admission units at St Brendan's was
unsatisfactory and the plan to transfer twenty-two long-stay patients currently occupy
ing these beds to alternative care facilities with the appropriate re-structuring of
admission beds within St Brendan's should be implemented as soon as possible.

2. The day care centre for the homeless should be re-Iocated to the upgraded facility at
Usher's Island. The rehabilitation unit at St Brendan's should be upgraded and re
decorated to the same standards as Unit 23 and the upgraded Special Care Units.

3. Weir' Home to be upgraded and refurbished and the number of beds reduced.

4. The review of acute psychiatric beds in the Dublin region by the Health Research
Board to be conducted as soon as possible and structures to be put in place to enable
Area 2 and Area 6 to provide comprehensive mental health services in their own area.
This will be facilitated with additional acute beds at James Connolly Memorial
Hospital and the new upgraded facility at St Vincent's Hospital, Elm Park.

5. The procedure relating to documentation of the re-certification of temporary patients
in the medical case notes should be reviewed.

6. The use of the assessment unit at St Brendan's Hospital as an alternative admission
unit and the shuffling of acute patients from St BreI].dan's Hospital to other hospitals
is most unsatisfactory and should cease.

7. The kitchen at Unit R should be refurbished and upgraded. The apparent excessive
reliance on agency nurses at the units in James Connolly Memorial Hospital is not
satisfactory and requires review.

8. A system should be put in place for the continued re-decoration and upgrading of all
community residences within the catchment area.
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ST ITA'S HOSPITAL, PORTRANE -1997 INSPECTION

INSPECTED ON 27 NOVEMBER, 1997

GENERAL DESCRIPTION OF THE SERVICE

The catchment area population was 203,000 and it was divided into five sectors as follows:

Sector Population

Kilbarrack East 40,000
Kilbarrack West 32,000
Coolock 25,000
Killester 25,000
Dublin North County 81,000

IN-PATIENT CARE

In-patient care was provided at St Ita's Hospital, Portrane where 289 beds were provided.
The psychiatric component of the hospital was divided into five male, six female and three
integrated· wards.- Six wards were' locked and the assessment unit catered for patients
exhibiting disturbed behaviour. There were eight occupational industrial therapy units
where ninety-one in-patients and twenty-four out-patients attended. There were 240
patients in St Ita's on 31 December, 1996. Twelve were on temporary certificates and
fifteen were Wards of Court. In 1996, there were 240 episodes of seclusion involving sixty
one patients. Forty-nine patients had their temporary reception orders extended during
the year and seventy-three patients were placed on special nursing supervision. Sixty-nine
per cent of the in-patient population had been hospitalised for five years or more and a
further sixteen per cent for between one and five years. Thirty-eight per cent of patients
were over seventy-five years and a further twenty-nine per cent were between sixty-five
and seventy-four years.

ADMISSIONS

There were 825 a~missions to St Ita's Hospital in 1996 and 198 were first time admissions.
Ninety-five patients were lodged in the hospital overnight but were not formally admitted.
Twenty-five patients became new long-stay patients in 1996 and twenty-one were over
sixty-five years of age. One hundred and eight persons were admitted on temporary certifi
cates and this represented thirteen per cent of all admissions to the hospital. There were
810 discharges, forty deaths and four patients were transferred to other psychiatric
services.

COMMUNITY FACILITIES

Three low-support community residences provided twenty-three places, three medium
support residences provided twenty-four places and one high-support residence provided
twenty-two places. The high-support residential facility and one of the low-support resi
dences were located on the grounds of St Ita's Hospital. Day hospitals, with a total of
ninety places, provided comprehensive treatment and were located in Raheny, Coolock,
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Balbriggan and Artane. Eight hundred and seven out-patient clinical sessions were held
at seven locations during 1996 and 779 patients attended. One hundred and sixty-six
people attended for the first time. The service had access to a sheltered workshop at
Mahylok and forty-six patients from St Ita's were on the register.

STAFFING

Medical staff comprised 18.5 posts including six consultant psychiatrists and the clinical
director. Seven paramedical staff comprised three social workers, two occupational thera
pists, one art teacher and one domestic science teacher. 17.5 administrative' staff, 248
nursing staff and 159 non-nursing staff were also employed. Seven WTE administrative
staff were assigned to the Mental Handicap Services at St Ita's Hospital.

COST

The budget for the St Ita's Mental Health Service was £10.5 million in 1996.

GENERAL COMMENTS

A development programme was required for St Ita's Mental Health and Older Persons
Service. The first priority issue to be considered was the provision of an acute psychiatric
unit at Beaumont Hospital. It should be sufficiently large to accommodate beds for the
entire catchment area. It should provide a small acute disturbed area, professional and
liaison beds and assessment beds for the old age psychiatry service. It would be necessary
to upgrade the admission and assessment facilities at St Ita's, pending the provision of an
acut'e facility at Beaumont. At the time of inspection, a review of these facilities was taking
place and it was hoped that funds would be made available to rectify many of the physical
defects in the hospital.

The priority maintenance budget for St Ita's was in excess of £100,000 for 1996/1997 but
local managers had no direct control over or input into this budget. This was very unsatis
factory and required immediate review. Monthly meetings between management and
maintenance should b.e held to prioritise the outstanding maintenance work and the
minutes of these meetings should be recorded.

As the population of the catchment area continued to expand and place greater demands
on the service, there was a need to review medical and nursing manpower needs. The
number of posts and the deployment of paramedical staff within the service in the form
of psychologists, occupational therapists and social workers also required review. In order
to ensure a truly multi-disciplinary team it was essential that staff from these disciplines
were available.

The administration of the service was shared with the St Joseph's Mental Handicap ser
vice. They reported to both the Programme Manager responsible for mental handicap
services and the Programme Manager responsible for mental health. This was unsatisfac
tory and consideration should be given to separating the administrative functions into two
distinct services. The number of clerical staff available to the Mental Health Service both
at St Ita's and in the community facilities required review. The introduction of modern IT
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systems would greatly assist the process of information gathering and communication in
the .service.

Two high-support community residences were needed in the service and additional
medium and low-support community residential places were required. All of these should
be located in communities away from St Ita's Hospital. Adequate provision needed to be
made for the mental health services in the proposed health centre in Killester and day
services were required for both sectors in Kilbarrack. In order to cater for the demand
for both assessment and long-term care within the catchment area, an old age psychiatry
multi-disciplinary team should be established. In addition, the Reilly's Hill complex should
be maintained as a long term facility for older people. The complex would require
additional upgrading and the provision of day space if this were to materialise.

Not all of the patients in St Ita's Hospital had personal clothing or toilet requisites and
greater efforts should be made to introduce a personal clothing policy in all areas,
especially in the long-stay areas. Individual curtain screens should be provided to ensure
adequate privacy for patients. The condition of the corridors and stairways at St Ita's
Hospital needed to be improved. Internal sign-posting was also required in the hospitai
corridors.

The six month extensions of temporary periods of hospitalisation were endorsed on the
temporary forms in the admission office but this information and the reason for the exten
sion were not recorded in patients' case notes. This was unsatisfactory and required
review. The level of seclusion should be carefully authorised and monitored. Authorisati~n
was, for the most part, given by junior doctors - consultant psychiatrists should have an
input into such major decisions. The local seclusion policy needed review and the room
used for seclusion needed to be upgraded. A ventilation system should be installed and
an appropriate mattress supplied.

A considerable number of patients attended the admission unit for assessment. In general,
only emergency cases should be seen at the unit for assessment. However, on occasion,
GPs referred patients to the unit rather than to the community mental health centres and
a number of cases had been referred for assessment from Beaumont due to concern at
the delay in offering an out-patient appointment in the community facilities. Day patients
should be assessed in day hospitals or clinics in the community and this function should
be re-Iocated.

.. .

The service needed a written smoking policy and smoking should be discouraged. Desig
nated smoking areas with adequate signposting should be provided. A panic alert system
was installed at St Ita's Hospital but a written policy on its use was required. The entrance·
foyer to the admission unit needed to be refurbished.

St Ita's Hospital grounds were attractive and reasonably well maintained. External sign
posting was satisfactory but the driveways surrounding some of the long-stay blocks were
in a very poor state of repair. Two first floor wards in the long-stay block had closed since
the last inspection and the patients had re-Iocated to the ground floor. A comprehensive
range of operational policies and procedures were available for staff information and
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reference in each clinical area and an adequate supply of health education leaflets were
available in acute patient areas. There was a comprehensive leaflet for patients and visitors
with information on philosophy of care, methods of referral, admission procedures, pro
grammes of services available, discharge procedures and other pertinent information. The
service dealt adequately with complaints from patients and visitors but a written com
plaints policy should be available. Patients should be provided with information on their
legal rights under the Mental Treatment Act, 1945 and amending legislation.

The quality of food in the service was satisfactory and menus were reviewed periodically.
Meals were provided at socially acceptable times. The decor in some dining areas could
be improved and the dining areas at Reilly's Hill were overcrowded. Service management
should review and report on the quality, efficiency and effectiveness of service provision

each year.

RECOMMENDATIONS
.. ,

1. Provision to be made at Beaumont Hospital for an admission unit to' cater for the

needs of the entire catchment area, assessment beds for the old age psychiatry service

and liaison beds.

2. As an interim measure, before re-Iocating to an admission facility at Beaumont
Hospital, the admission unit complex at St Ita's (which includes the assessment unit)

to be upgraded and refurbished.

3. All maintenance work at St Ita's Hospital to be reviewed and prioritised. The man

agement of the hospital must have some input into this process. Consideration should
be given to allocating a maintenance budget to the hospital management.

4. A personal clothing policy to be introduced in all long-stay areas of St Ita's Hospital.

5. Additional high-support and medium-support community residential accommodation

to be provided in the various sectors of the catchment area.

6. Upgrading of wards and, in particular, the corridors at St Ita's Hospital to continue.

7. Adequate out-patient facilities within the entire catchment area are required. Out-
o •

patients should not have to attend the admission unit for out-patient assessment.

8. The seclusion policy at the "hospital to be reviewed and up-dated.

9. Individual curtain screens to be provided in all dormitory areas to afford greater

privacy to patients.

10. A smoking policy to be introduced and designated smoking areas provided with

adequate signposting.

11. A written policy is required for the operation of the panic alert system.

12. Procedures should be in place for notifying patients of their rights under the Mental
Treatment Act, 1945 and amending legislation.
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systems would greatly assist the process of information gathering and communication in
the service.

Two high-support community residences were needed in the service and additional
medium and low-support community residential places were required. All of these should
be located in communities away from St Ita's Hospital. Adequate provision needed to be
made for the mental health services in the proposed health centre in Killester and day
services were required for both sectors in Kilbarrack. In order to cater for the demand
for both assessment and long-term care within the catchment area, an old age psychiatry
multi-disciplinary team should be established. In addition, the Reilly's Hill complex should
be maintained as a long term facility for older people. The complex would require
additional upgrading and the provision of day space if this were to materialise.

Not all of the patients in St Ita's Hospital had personal clothing or toilet requisites and
greater efforts should be made to introduce a personal clothing policy in all areas,
especially in the long-stay areas. Individual curtain screens should be provided to ensure
adequate privacy for patients. The condition of the corridors and stairways at St Ita's
Hospital needed to be improved. Internal sign-posting was also required in the hospital
corridors.

The six mon'th extensions of temporary periods of hospitalisation were endorsed on the
temporary forms in the admission office but this information and the reason for the exten
sion were not recorded in patients' case notes. This was unsatisfactory and required
review. The level of seclusion should be carefully authorised and monitored. Authorisation
was, for the most part, given by junior doctors - consultant psychiatrists should have an
input into such major decisions. The local seclusion policy needed review and the room
used for seclusion needed to be upgraded. A ventilation system should be installed and
an appropriate mattress supplied.

A considerable number of patients attended the admission unit for assessment. In general,
only emergency cases should be seen at the unit for assessment. However, on occasion,
GPs referred patients to the unit rather than to the community mental health centres and
a number of cases had been referred for assessment from Beaumont due to concern at
the delay in offering an out-patient appointment in the community facilities. Day patients
should be assessed in day hospitals or clinics in the community and this function should
be re-located.

The service needed a written smoking policy and smoking should be discouraged. Desig
nated smoking areas with adequate signposting should be provided. A panic alert system
was installed at St Ita's Hospital but a written policy on its use was required. The entrance
foyer to the admission unit needed to be refurbished.

St Ita's Hospital grounds were attractive and reasonably well maintained. External sign
posting was satisfactory but the driveways surrounding some of the long-stay blocks were
in a very poor state of repair. Two first floor wards in the long-stay block had closed since
the last inspection and the patients had re-Iocated to the ground floor. A comprehensive
range of operational policies and procedures were available for staff information and
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reference in each clinical area and an adequate supply of health education leaflets were
available in acute patient areas. There was a comprehensive leaflet for patients and visitors
with information on philosophy of care, methods of referral, admission procedures, pro
grammes of services available, discharge procedures and other pertinent information. The
service dealt adequately with complaints from patients and visitors but a written com
plaints policy should be available. Patients should be provided with information on their
legal rights under the Mental Treatment Act, 1945 and amending legislation.

The quality of food in the service was satisfactory and menus were reviewed periodically.
Meals were provided at socially acceptable times. The decor in some dining areas could
be improved and the dining areas at Reilly's Hill were overcrowded. Service management
should review and report on the quality, efficiency and effectiveness of service provision
each year.

RECOMMENDATIONS
j

1. Provision to be made at Beaumont Hospital for an admission unit to cater for the
needs of the entire catchment area, assessment beds for the old age psychiatry service
and liaison beds.

2. As an interim measure, before re-Iocating to an admission facility at Beaumont
Hospital, the admission unit complex at St Ita's (which includes the assessment unit)
to be upgraded and refurbished.

3. All maintenance work at St Ita's Hospital to be reviewed and prioritised. The man
agement of the hospital must have some input into this process. Consideration should
be given to allocating a maintenance budget to the hospital management.

4. A personal clothing policy to be introduced in all long-stay areas of St Ita's Hospital.

5. Additional high-support and medium-support community residential accommodation
to be provided in the various sectors of the catchment area.

6. Upgrading of wards and, in particular, the corridors at St Ita's Hospital to continue.

7. Adequate out-patient facilities within the entire catchment area are required. Out
o patients should not have to attend the admission unit for out-patient assessment.

8. The seclusion policy at the hospital to be reviewed and up-dated.

9. Individual curtain screens to be provided in all dormitory areas to afford greater
privacy to patients;

10. A smoking policy to be introduced and designated smoking areas provided with
adequate signposting.

11. A written policy is required for the operation of the panic alert system.

12. Procedures should be in place for notifying patients of their rights under the Mental
Treatment Act, 1945 and amending legislation.
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ST JOSEPH'S MENTAL HANDICAP SERVICES
. ST ITA'S HOSPITAL, PORTRANE -1997 INSPECTION

INSPECTED ON 18 NOVEMBER, 1997

. GENERAL DESCRIPTION OF THE SERVICE

St Joseph's Mental Handicap Service provided 331 beds in St Ita's Hospital and the service
was sub-divided into eighteen nursing units. There were seven male, five female and six
integrated wards. In addition, there were twenty small industrial therapy, occupational
therapy or social recreational units at which 169 in-patients attended. On 31 December
1996, 331 ·patients were accommodated in St Joseph's and all had a primary diagnosis of

mental handicap. Nine were on temporary certificates, twenty-seven were PUMs, seven

teen were Wards of Court anq the remainder were voluntary. Seven patients had their
1", <)

temporary certificates extended -during 1996. In the same year, there had been 395 epi-

sodes of seclusion involving fifty-four patients. Eighty-four patients were placed on special
nursing supervision and four had one-to-one nursing supervision for periods of ten hours

or more.

The age profile of the patients at St Joseph's was as follows: three patients were between
fifteen and.nineteen years of age, 144 patients were between twenty and forty-four, 130

patients were between forty-six and sixty-four and fifty-four patients were over sixty-five.
Two hundred and ninety-eight patients had been hospitalised in St Joseph's for five years

or more, twenty-three for between one and five years, six for between three and twelve
months and four for less than three months.

ADMISSIONS

Fifty patients were admitted to St Joseph's Mental Handicap Service in 1996 and fourteen
were first time admissions. Two patients were lodged in the service overnight but were

not formally admitted. Fifty patients were discharged from St Joseph's during the year;

thirty to a home setting and the remainder to supported accommodation in various

locations. There were four deaths and four patients were admitted on temporary cer

tificates.

,.~.

COMMUNITY SERVICES

Five medium-support community residences provided twenty-nine places and accommo
dated twenty-six residents on the day of inspection. Three high-support residences pro
vided fifteen places plus three respite places. One high-support residence - Woodlawn
- was also used for respite care and there were thirty-four admissions to and thirty-four
discharges from the facility in 1996. Staff at Woodlawn comprised one nursing officer, five
staff nurses, five care staff, one behaviour therapist and one teacher. Community day
services in· Lusk had nine full-time places with twelve attendees. A sheltered workshop in
Swords had forty-nine people on the register.
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STAFFING

Medical staff comprised two consultant psychiatrists, two registrars and two visiting GPs.
Paramedical staff comprised two psychologists, two occupational therapists, a part-time.
physiotherapist, a part-time speech therapist, a part-time radiographer and a part-time PE
teacher. 249.5 nursing staff of varying grades were employed. Administrative staff were
employed for both components at St Ita's - the Mental Health and Mental Handicap
Services - and 156.5 non-nursing staff were employed within St Joseph's service.

COST

The budget for St Joseph's Mental Handicap Service was £11.03 million in 1996.

GENERAL COMMENTS

The strategy for a quality report of the Commission on the Status of People with Disabilit
ies highlighted the need for a special programme to replace the sub-standard facilities for
patients with disabilities within St Joseph's Complex at St Ita's Hospital and this pro
gramme should receive priority attention. The Commission recommended that a special
programme in capital funding should be introduced to replace the sub-standard facilities
fOL people with disabilities. They were especially anxious that the facilities at St Ita's
Hospital should be among the first to be replaced under this programme. The Commission
also recommended ring-fencing capital funding which would be managed by a special
group of experienced professionals to ensure that the sub-standard facilities in St Joseph's
Complex were phased out as a matter of urgency. The Commission regretted the delay in
implementing the Eastern Health ~oard plans to improve facilities for all patients in St
Joseph's.

In March 1997, the Eastern Health Board adopted a development plan for. St Joseph's
Mental Handicap Service dealing inter alia with the commissioning of four community
houses at the Naul; Glebe House, Malahide Road; Clonmethon House, Old Town, County
Dublin; and the Pink House on the campus of St Ita's. This was in addition to com
missioning the Hawthorn Complex in Blackrock, County Dublin which would accommo
date thirty persons. The opening of these facilities would facilitate the closure of Units F,
Hand K. The planning brief had been agreed and work was underway for the develop
ment of the Clonmethon Centre which would provide thirty-four places. These facilities
would allow staff to provide the highest quality care in the most appropriate accommo
dation and there were plans to provide four additional core and cluster services which
would facilitate the re-Iocation of another group of patients from the long-stay hospital
section of St Joseph's.

Along with the Clonmethon and Hawthorn developments, it was proposed that further
residential places should be provided to meet priorities in the community and to this
end more houses would be purchased and would act as a satellite to each of the village
developments in order to achieve a balance in the residential options available and the
overall flexibility of services provided at each location. The houses associated with each
village should achieve the appropriate mix of patients and would provide accommodation
for thirty patients with supporting day facilities. In tandem with these developments, the
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board had adopted proposals to provide 150 places on the hospital campus iri the longer
term. This facility on the campus of St Ita's would act as a resource to the specialised
village complexes and community housing with anticipated movement of patients through
out the various services on a needs basis.

The location of St Fiacra's and Hadleigh Lodge on the campus of St Ita's was ideal and
provided adequate space. There were some structural defects in the building as a result
of inadequate gutter maintenance over the years. The internal physical facilities at both
units were satisfactory but serious consideration would have to be given to the structure
of the building with a view to making good the obvious defects or replacing the building.
The long term plan for the mental handicap services in St Ita's envisaged that all the

residential accommodation and support services in the main old hospital building would
be phased out although some of the better units would be used for day services.

The active participation of the parents and friends of St Joseph's was noted. Their involve

ment was welcomed and appreciated by staff and residents at the hospital. For many

patients in St Joseph's this was their home and their only friends were other residents and
staff. The commitment and dedication of the staff working within the residential and

day component of the service, responding to the challenges presented within the service,

developing alternative approaches to care and facilitating the re-location of patients to

more appropriate care settings was most highly commended. The comprehensive range of

activities available for patients at the numerous day services located on the campus was
impressive. The on-going programme of upgrading facilities and the refurbishment of a.
number of wards was noted. This upgrading and refurbishment must continue until all

areas within the complex have been brought up to an acceptable standard. Whilst much
remained to be done in re-organising the service, it must also be recognised that a lot had

been achieved by the staff in recent years and the developments about to take place over
the next number of years in the provision of further residential facilities would ensure the

phased and orderly closure and re-Iocation of services from the long-stay unit blocks to

more appropriate domestic-style residences."

The service was the subject of criticism by the media in 1997. This criticism, which had an

effect on staff morale and which enhanced the stigma associated with the service, stimu
lated anxiety in patients, relatives and friends. Whilst some aspects of St Joseph's service

needed attention, and two wards in particular had unsatisfactory and unacceptable con

ditions, it must be noted that a considerable number of other wards within St Ita's complex

were, in spite of the constraints of the building, quite satisfactory. Patients were housed
in acceptable conditions and appropriate therapeutic programmes were provided. It was

a pity that these positive aspects of St Joseph's Mental Handicap Service were not
reflected by the media, thereby ensuring a balanced report of the entire service.

The introduction of colourful bed covers and duvets by staff, the inclusion of personal
possessions along with personal clothing and toilet requisites in the upgraded wards of the
service and the efforts made by staff to enhance the overall therapeutic environment in
these care areas should and must not go unnoticed. However, sanitary facilities in some
of the wards were poor. Some areas were cold and bleak and greater effort should be
made to ensure that sanitary facilities were maintained at an acceptable standard.
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The corridors in St Ita's in general and in St Joseph's in particular were in a very poor
state of repair. The walls were damp in certain locations, paint was peeling off the walls
along the walkways and there were broken windows, some of which had been boarded
up. In places, the lighting was inadequate. The response of local management in utilising
scarce resources directly in patient care areas was supported but inadequate maintenance
of the corridors created a feeling of dilapidation which was unacceptable and gave a poor
impression of the service, especially to visitors and members of the general public.

Overall physical standards in Unit K were unacceptable. The re-decoration of the day
area was noted but apart from that little else had changed in the unit and the unsatisfactory
and serious deficiencies reported in previous reports, mainly in the dilapidated toilet areas,
had not been addressed. The overall standard of hygiene, decor, furniture and fittings was
unacceptable. There was not enough furniture or fittings in the day-room. The dining
room was institutional in appearance and had no curtains. The dormitory area had no
screens around the beds and was in a very poor state of repair. There were no curtains
on the windows and very little privacy for patients. The plasterwork was coming away
from the walls in certain locations and the standard of hygiene in· the toilet area at the
end of the dormitory was unsatisfactory. It was noted that the unit was due to be .closed
within weeks of the inspection.

Conditions in Unit 11 had deteriorated since the previous inspection. The condition of the
toilets was unacceptable: seats were missing from the toilets, the boards at the back of the
toilets contained smeared faec~s and a terrible stench emanated from the area.. There
were no taps or handles on the wash-hand basins, no soap and no towels. Windows which
had been broken were boarded up. One exit door had been boarded up with plywood.
This constituted a serious fire hazard as this door was a fire exit. The internal locking
system appeared to be defective and some of the external doors were in a poor state of
repair. No lights were functioning in one of the day-rooms and toilet areas. 'Patients were
groping around in the toilet in the dark. All of this was unacceptable. Some of the single
rooms in the unit required decoration. The kitchen and dining-rooms were clean and
hygienic but the dishwasher was broken and had not been repaired or replaced. It was
appreciated that the patient~ in this unit were disturbed and destructive and that mainten
ance would be an on-going difficulty. The conditions and therapeutic programming in the
uriitwere unsatisfactory. The unit required immediate management attention to ensure
the coO(~itions and therapeutic programmes were restored to a level similar to the adjoin
ing female units which were very satisfactory.

RECOMMENDATIONS

1. The strategic plan for St Joseph's Mental Handicap Service at St Ita's to be
implemented as soon as possible. The plan to be reviewed and updated annually.

2. Upgrading, re-decoration and refurbishment of patient care areas within St Ita's Com
plex to continue until all in-patient care areas are brought up to the standard achieved

, by a number of units in the service.

3. The corridors of the main hospital complex to be maintained at an acceptable level
of repair and decor for as-long as patients reside in these locations.
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4. Special management attention should be paid to Unit 11 where the overall physical
conditions are unacceptable.

5. Unit K to be closed as a matter of urgency.

6. Maintenance funding should be made available directly to the local management of
the service. It should be disbursed by them to local contractors to ensure speedy
rectification of the many minor maintenance defects.

7. Toilets referred to in the body of the report within St Joseph's Complex to be
upgraded to ensure that all sanitary facilities are of an acceptable physical standard.

ST LOMAN'S HOSPITAL, DUBLIN -1997 INSPECTION

·INSPECTED ON 18 DECEMBER, 1997

GENERAL DESCRIPTION OF THE SERVICE
The catchment area population was 258,000 and it was divided into four sectors as
follows:-

Sector Population

CrumlinJDrimnaghIWalkinstown 78,000
TallaghtlRathcoole 74,000
Ballyfermot/Chapelizod 57,000
ClondalkinlLucan 49,000

IN-PATIENT CARE

In-patient care was provided at St Loman's Hospital which" had ninety-six beds in four
nursing units and accommodated ninety-two patients on the day of inspection. Fifteen
patients were temporary and" one was a Ward of Court. A further fifty-one patients were
accommodated in two de-designated wards on the hospital campus. Seventy-six patients
were accommodated in the hospital on 31 December, 1996. Three people had been hospi
talised for more than five years, twelve for between one and five years and fifty for less
than three months. Eight patients were over sixty-five years of age.

ADMISSIONS

There were 1,079 admissions to and 1,073 discharges from St Loman's in 1996. Twenty
per cent were first time admissions to the service. Seventy-one patients were admitted on
temporary certificates and eighty-one patients were lodged in the hospital overnight but
were not formally admitted. Five deaths occurred in St Loman's during the year.
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COMMUNITY FACILITIES

The service provided seven low-support community residences which provided thirty-eight
places and accommodated thirty-eight people at the end of 1996. Two-medium support
community residences with twenty-seven places accommodated twenty-seven peopie at
the end of 1996 and four high-support residences provided fifty-eight places and accommo
dated forty-nine people at the end of 1996.

A day hospital and sector headquarters were provided in each sector. They provided
ninety-one places and there were more than 280 new referrals in 1996. A total of 1,029
persons attended the combined day hospital service. Day centres, providing social care
and sheltered work, were located in Tallaght, Clondalkin and Ballyfermot. They provided
sixty-nine places" and 325 persons attended the day service in 1996. Out-patient clinical
sessions were held at eleven locations. During 1996, 3,667 patients attended and 888 were
new patients. The service had" access to sheltered workshops in Chapelizod, Crumlin,
Ballyfermot and Tallaght. Two hundred and fifty-one persons from the mental health
service register attended the various community sheltered workshop projects within the
catchment area. Another industrial training unit had opened during the year.

STAFFING

Medical staff comprised eight medical consultants, one senior registrar, three registrars
and seven house officers. Fourteen paramedical staff comprised one psychologist, three
social workers, four occupational therapists, five alcoholism counsellors and a part-time
pharmacist and pharmacy assistant. Twenty-three administrative staff,· 259 nursing staff
and thirty-four non-nursing staff were also employed in the service.

COST

The budget for the St Loman's Mental Health Service was £10.04 million in 1996.

GENERAL COMMENTS

An agreed plan, outlining the main developments for the Mental Health Services in Area
4 and Area 5 over the next number of years, had been drawn up. This plan had been
formulated bearing in mind the fact that the in-patient base was to move from St Loman's
Hospital to Tallaght Hospital in 1998. The plan to re-align the catchment areas previously
serviced by St Loman's and St James's/St Patrick's Hospitals was deferred. However; the
ultimate aim was to transfer this population sector to Area 3 in the long-term.

The service had been concentrating on re-Iocating the acute admission facilities from St
Loman's to Tallaght Hospital and the provision of adequate community-based residential
accommodation for approximately thirty-five long-stay patients in St Loman's. Two com
munity residences had been purchased and were being renovated. However, additional
community residences were required. The upgrading of Unit F which was to remain a
patient care area at St Loman's in the short-term, the provision of assessment beds for
Child and Adolescent Psychiatry at Tallaght Hospital and the provision of secure rooms
at the Acute Psychiatric Unit in Tallaght were to be implemented as part of the overall
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plan relating to the restructuring of services for the catchment area. NumeroiJs personnel 
issues, relating to the move to Tallaght Hospital, were the subject of much discussion at the 
service management meetings but actual progress on these issues was slow. Relationships 
between St Loman's management and other services, such as the Meath and Adelaide 
which were moving to Tallaght, were good. 

The hospital structure was old and deficient and management were reluctant to spend 
much money upgrading those parts of·St Loman's which had deteriorated as the acute 
facilities were soon to move to Tallaght. However some upgrading work had taken place 
in Units F and D. A number of locations in the hospital could be improved by imaginative 
maintenance and the provision of modern furnishings, curtains etc. The toilet facilities at 
Westpoint in Ballyfermot had improved so the service were able to accept more patients 
at this day unit. 

There had been a number of industrial relations disputes and difficulties at the hospital 
over the previous two years. Issues at the root of the on-going industrial relations difficult
ies at St Loman's Hospital should be identified and addressed as a matter or urgency. 
Despite the obvious physical shortcomings and on-going industrial relations difficulties, 
the psychiatric services were satisfactory and staff were to be commended for the quality 
of the service provided despite the constraints they operated under. 

Multi-disciplinary representation was lacking in the sector teams; three social workers and 
a part-time psychologist was inadequate for a service of this size. The nursing admin
istration retained responsibility for the management of nursing services in North Kildare, 
despite the fact that the in-patient unit for the sector was at Naas General Hospital. There 
had been no progress towards integrating this sector into the Kildare service which was 
unsatisfactory and disappointing. Written policy guidelines on nursing observation and the 
supervision of patients was required. A system of monitoring and reviewing all patients 
placed on special nursing supervision was also needed and there should be an administrat
ive review of patients continuously placed on special nursing supervision for more than 
seven days. 

Patient records were satisfactory. Staff were able to discuss individual patient care plans 
at regular meetings held by the consultant-led teams. Case notes were legible and easy to 
follow but all entries should be signed in full outlining designation, date and time of entry. 
A written policy on the care of patients' case notes was required. There was a need for a 
psychiatric nursing manual which should provide a useful overview of the most frequently 
used psychiatric therapies, medications, procedures etc presenting in the service. An: infor
mation handbook was available to patients and relatives which contained information 
pertinent to a person's stay in hospital. However, copies of this handbook were not avail
able in units. Written procedures for dealing with complaints were available but not in all 
the units. There was a need for written information for patients and relatives on their 
rights under the Mental Treatment Act and amending legislation. This information should 
be prominently displayed or easily accessible to patients. 
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A written admission policy was available and consultant psychiatrists signed all involun
tary admission forms. Discharge summaries were satisfactory and a new discharge checkl
ist was to be introduced. The written policy for ordering, prescribing, storing and adminis
tering medicines was satisfactory. However, the drug transportation system was
unsatisfactory and required review. While in-service education and training programmes
were on-going, there was a need to ensure that all staff had on-going training in resusci
tation, first aid and safe-lifting techniques.

Staff at St Loman's should have an input into the menu cycle and it was noted that there
were difficulties relating to the quality of food and choice for patients from time to time.
The dining areas and the quality of tableware provided also needed some improvement.

While the service administration reviewed and updated policies and guidelines in accord
ance with service needs and current good practice, the following policies and guidelines
should be available in each area for staff information and reference: reporting accidents
and incidents under Section 272 of the Mental Treatment Act, access to health records,
hepatitis B vaccination, patients' voting rights, personal searches of patients and their
belongings and search procedures for missing patients. Guidelines for professional staff
on dress and appearance were needed, as it was felt that a minority of professional staff
members were inappropriately dressed.

RECOMMENDATIONS

1. Staff attached to the North Kildare Sector to report to the Nursing Administration
of the Kildare Psychiatric Service.

2. Internal re-decoration is required and modern furnishings should be provided in those
units which will remain in use as patient care areas in the short term.

3. The money realised from the sale of land attached to St Loman's Hospital should be
earmarked for use by the Eastern Health Board's Mental Health Service Programme.

4; Issues at the root of the Industrial Relations difficulties in this service to be identified.

5. Drugs sho.uld not be transported from the pharmacy to the wards in open baskets.

6. Multi-disciplinary representation, other than doctors and nurses, on sector teams
needs to be strengthened.

ST VINCENT'S HOSPITAL, DUBLIN 3 -1997 INSPECTION
PSYCHIATRIC UNIT, MATER HOSPITAL, DUBLIN 7 - 1997 INSPECTION

INSPECTED ON 8 SEPTEMBER AND 7 OCTOBER, 1997

GENERAL DESCRIPTION OF THE SERVICE

St Vincent's Psychiatric Hospital, Fairview and St Aloysius Ward, the Mater Hospital
catered for the mental health care needs of catchment area 7 of the Eastern Health Board
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which had a population of 127,000. The catchment area was divided into five sectors as
follows:-

Sector Population

Ballymun 22,000
Marino 30,000
Mater Hospital 25,000
Millmount 32,000

. North Strand 18,000

IN-PATIENT CARE

There were five integrated wards at St Vincent's Hospital, Fairview and seventy-one
patients were accommodated in the hospital at the end of 1996. Twelve were on temporary
certificates and two were Wards of Court. Eighteen patients had been hospitalised for five
years or more, eleven for between one and five years, nine for between three and twelve
months and thirty-three for less than three months. On the day of inspection, there were
ninety-seven patients in the hospital.

St Aloysius Ward, Mater Hospital was a fifteen-bed acute admission unit which catered
for one sector of the catchment area. Fourteen patients were accommodated in the ·unit
at the end of 1996 and three were on temporary certificates. There were twenty-seven
spans of special nursing supervision involving twelve patients and thirteen episodes of
seclusion involving six patients in 1996. No patient had their temporary order extended
during the year. All but one of the patients in the Mater Hospital had been hospitalised
for less than three months.

ADMISSIONS

St Vincent's Hospital had 1,074 admissions in 1996. This represented an overall admission
rate of 8.4 per 1,000 of the catchment area population. There had been 1,073 discharges
and two deaths. One hundred and fifty-four persons were admitted on temporary certifi
cates. There were 189 admissions to and 184 discharges from the unit at the Mater Hospital
in 1996. Seventy-two were first time admissions. Twelve patients were transferred to other
psychiatric hospitals and twenty-two patients were admitted on temporary certificates dur
ing the year.

COMMUNITY FACILITIES

Four low-support community residences with thirty-one places accommodated twenty-six
patients at the end of 1996. Two high-support community residences with thirty-one places
accommodated twenty-seven patients and three medium-support community residences
provided thirty-seven places. Day hospitals were located in Fairview and Drumcondra
Road. There were 267 new referrals to the day hospitals in 1996. In addition, the psychiatry
of old age programme provided a day hospital with twenty-five places. Day centres provid
ing social care and sheltered work in Clontarf, the North Strand and Ballymun provided
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a total of 105 places. One hundred and five places were available. Out-patient clinical

sessions were held at five locations and 810 new patients attended the out-patient services

in 1996.

STAFFING

Medical staff comprised 6.4 consultant psychiatrists, one senior registrar and ten NCHDs.

Paramedical staff comprised 2.7 psychologists, 2.5 WTE occupational therapists and a

part-time pharmacist. Forty-six non-nursing staff and eighteen administrative staff were

employed in the service. The total nursing complement was 172.5 WTE posts: 123 nurses

were employed by St Vincent's Hospital, sixteen by the Mater Hospital and 33.5 by the

Eastern Health Board.

COST

The budget for the Mater and St Vincent's Mental Health service was £4.5 million in 1996.

GENERAL COMMENTS

A draft development plan prepared by the Board of St Vincent's Hospital sought to set

out the direction the hospital and the service should take in the medium to long term in

light of increasing demands placed upon the service. The top priority was to build a new

day hospital to replace the overcrowded facility at Rose Cottage. This was supported as

a first step towards developing services within the catchment area. The three agencies

administering this service, namely the Eastern Health Board, St Vincent's Hospital and

the Mater Misericordiae Hospital worked together to provide acute psychiatric care to

patients in the catchment area. There was a formal structured Area 7 Management Team

which met each month to monitor, plan and co-ordinate service delivery and development.

No progress had been made on upgrading Millmount Clinic. It afforded little privacy or

confidentiality to patients and their families presenting at the clinic for consultation. The·

conditions at Gallan House 'were a source of major concern and they had deteriorated

since the last inspection. It was very disappointing that no progress had been made upgrad

ing and refurbishing the unit. The major areas of concern included: therapeutic program

ming, the mix of residents, hygiene, health and safety standards, multi-disciplinary care

planriing, fire safety and unacceptable decorative and physical conditions. Refurbishment

and a re-orientation of the therapeutic programming at Gallan House was urgently

required.

The standard of reports relating to incidents and accidents was impressive. The research

study over the period from 1992 to 1995 which described characteristics of incidents and

established patterns emerging from analysis of the data should be repeated on an annual

basis. In the 1996 report, it was suggested that improved security should be provided at
the hospital. The Crime Prevention Unit of the Garda Siochana agreed to carry out a

security review at the hospital. Improvements had taken place and twelve hour security

was now provided.

48



There was a written information handbook for patients and relatives on admission to the 
service and adequate information for patients and relatives relating to mental illness, the 
side effects of medication, health and social services and how to access them. Written 
procedures for dealing with complaints and written information for patients and relatives 
on their rights under the Mental Treatment Act, 1945 was available. A nursing procedure 
book should be available for staff information and reference in all clinical areas. The 
service should consider producing a psychiatric nursing manual to provide a useful overv
iew of the most frequently treated psychiatric conditions presenting in the service. It 
should have guidelines on the nursing assessment of patients, possible nursing inter
ventions and nursing care. 

Documentary procedures and treatment facilities relating to ECT at St Vincent's Hospital 
were satisfactory. The seclusion policy and the policy on medical preparations should be 
reviewed and updated. Although St Vincent's Hospital administration reviewed and 
updated policies and guidelines in accordance with service needs, there was a need to 
produce policy guidelines on the following: access to health records, care of patients' 
case notes, patients' money, patients' voting rights, needle-stick injury and other exposure 
incidents, personal searches of patients and their belongings, search procedures for missing 
patients and guidance notes for staff appearing in court. 

A number of welcome research projects related to patients' perceptions of care and the 
services provided were underway. A small information manual on critical incident stress 
management was available for staff information. A critical incident stress debriefing team 
had been established with representatives from St Vincent's, the Mater and the Com
munity Services. This development was welcomed and an annual report of the operation 
of this committee should be produced. Representatives of the three service providers 
should meet to consider an annual review of the quality, efficiency and effectiveness of 
the service as a whole. It should identify strengths and weaknesses in its variou~ com-. 
ponents with a view to setting a number of achievable programme goals. The community 
service attached to the sector administered by the Mater Hospital required considerable 
development of its infrastructure. The service shared facilities with Area 6 at the Park 
Clinic on the North Circular Road and this was unsatisfactory. Consideration must be 
given to using Eccles Street as a sector headquarters for the Mater component of the 
service. 

Difficulties relating to the recruitment of suitably qualified psychiatric nurses to the Mater 
had been rectified. Adequate and appropriate outdoor space was required for patients at 
St Aloysius Ward and this matter required immediate attention. The Mater Hospital sector 
had reasonable access to community residences within the catchment area. There were 
fifty-one liaison admissions between January and August 1997 but there was no record of 
the number of liaison consultations provided by the psychiatric service to the rest of the 
Mater Hospital. This required review. 

A written drug procedure policy was available for staff information at the Mater Hospital 
Unit and the drug prescription sheet and administration record were satisfactory. There 
was reasonable nursing continuity at the unit and all staff wore identification badges. Ward 
team meetings were held each month, the unit notice-boards were well maintained and 
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the administrative reporting system was satisfactory. The money management system was
satisfactory and there was also a patient money management policy. Written information
on dealing with complaints from patients and families was required and information
should be available to patients and relatives on how to make verbal or written complaints
or suggestions on improving service provision. Written information for patients and rela
tives on their rights under the Mental Treatment Act, 1945 and amending legislation
should be provided.

RECOMMENDATIONS

1. Development of accommodation at Eccles Street as a sector headquarters and multi
disciplinary team accommodation centre to be expedited.

2. Gallan House to be extensively refurbished and upgraded or alternatively closed as a
patient care area.

3. The day hospital at Rose Cottage to be re-located to a more spacious facility.

4. Progress on improving security at St Vincent's Hospital should continue.

5. Additional community facilities to be provided in the catchment area.

6. A separate recording system, relating to liaison consultations, should be established
to facilitate review and audit of clinical practice and need.

7. Nurse staffing levels to. be kept under constant review at the Mater Hospital Unit and
all nursing staff vacancies to be filled as soon as possible after each vacancy arises.

8. Adequate outdoor space to be provided for patients at the Mater Hospital Unit.

WICKLOW MENTAL HEALTH SERVICE -1997 INSPECTION

INSPECTED ON 24 SEPTEMBER, 1997

GENERAL DESCRIPTION OF THE SERVICE

The Wicklow Mental Health Service provided services in most of Wicklow, excluding the
Baltinglass and Blessington rural districts which were part of the Kildare service. The
population of the catchment area was 90,646 and it was divided into three sectors as
follows:-

Sector Population

Wicklow (North) 42,142
Wicklow (Mid-East) 27,504
Wicklow (South) 21,000

IN-PATIENT CARE

In-patient care was provided at Newcastle Hospital which had a rehabilitation unit, an
admission ward and a continuing care ward. There were seventy-four patients in the
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hospital on the day of inspection. Thirteen were on temporary certificates and five were 
Wards of Court. Thirty-two percent of patients had been hospitalised for more than five 
years and twenty-seven percent for between one and five years. Nineteen percent of 
patients were over seventy-five and twenty-five percent were between sixty-five and 
seventy-four. 

ADMISSIONS 

During 1996 there were 570 admissions to the hospital and 173 were first-time admissions. 
Eighty-three patients lodged overnight in the admission unit but were not formally admit
ted to the service. Thirty-six patients were admitted on temporary certificates. There were 
563 discharges from the hospital and two deaths in 1996. The overall admission rate was 
6.3 per 1,000 of the catchment area population. 

COMMUNITY FACILITIES 

Four low-support community residences provided twenty-three places, four medium-sup
port residences provided thirty-six places and a high-support residence on the hospital 
grounds, which was also the rehabilitation unit, accommodated twenty-two patients. A 
day hospital in Bray provided twenty places and eighty-three persons were on the register. 
Three day centres provided eighty-two places and 105 people were on the register at the 
end of 1996. Two hundred and eighty-six out-patient clinical sessions were held at nine 
locations in 1996. Nine hundred and seventy-nine patients attended and 334 were 
attending for the first time. 

STAFFING 

Medical staff comprised three consultant psychiatrists and six NCHDs. One sessional psy
chologist, one sessional pharmacist, two social workers, one sessional physiotherapist/ 
chiropodist and one alcoholism counsellor were employed. Seventy-two nurses, nine 
administrative staff and twenty-nine non-nursing st~ff were also employed in the service. 

COST 

The cost of the Wicklow Mental Health service was approximately £3.8 million in 1996. 

GENERAL COMMENTS 
, 

Hygiene levels and general furnishings in all the in-patient care areas at Newcastle 
Hospital were of a high standard but some remedial decorative work was needed. On
going maintenance work was required in order to maintain the high standards in the 
hospital. A general maintenance programme should be agreed with local management, 
there should be a proper implementation programme and adequate funding should be 
available. 

The management difficulties referred to in the 1996 report had been addressed by the 
Board. Regular management team meetings took place, minutes were kept and all follow-. 
up arrangements were working satisfactorily. The management team needed to formulate 
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a plan for the continued development of the service in line with the health strategy and
the various policy documents adopted by the Eastern Health Board. A three year local
mental health programme should be produced and it should include a strategy with clearly
stated objectives and a number of achievable programme goals. The sector boundaries of
the catchment area needed to be reviewed as the Bray sector was too large.

The rate of admissions to the hospital had increased and the rising trend required monitor
ing and review. A written local policy on.lodging patients was also required. Eight patients
in the hospital had a mental handicap and a number of them should be considered for
transfer to the mental handicap service. A sector headquarters and additional day facilities
in South Wicklow were needed and requirements for the mid-Wicklow sector should be
reviewed.

Since the pre.vious inspection, a new residence representative committee had been estab
lished to oversee the administration of all alternative residential facilities provided ·by the
service. Each residential facility had a separate clinical admission and review committee.
A representative of that committee attended the residence management committee meet
ings. The financial and administrative arrangements relating to all of the residences in the
Wicklow service had been reviewed and were satisfactory. All of the houses were well
maintained, the living areas were comfortably furnished and a homely atmosphere had
been achieved. All residents were involved in changes to furniture or decor in each house.
The system for the management of personal allowances and housekeeping accounts was
also satisfactory. There was a scale of charges to residents which differed according to
the quality of the accommodation provided and these were reviewed by the Residence
Management Committee each year.

There was a fire committee for this service and records of minor outbreaks of fire were
kept. The service was proactive in relation to fire prevention and a confidential test report
was prepared on samples of hospital textiles in relation to ignitability standards. The test
results were forwarded to the Board's fire safety officer for further evaluation. There was
one minor outbreak of fire in the hospital since the previous inspection, but it had been
brought quickly under controi and there was no damage to property. Following the fire,
procedures were reviewed by the Hospital Management Committee and appropriate
action was taken. The checking system to ensure equipment operated effectively in emerg
encies was satisfactory and fire exits were clearly marked. There were written fire orders
and the hospital was protected with an automatic fire detection system. There were written
safety statements for the hospital and local units and the safety committee met period
ically. A safety audit had been completed recently and had been reviewed by the safety
committee.

The quality of food was satisfactory and patients had reasonable choice. Th~ dining areas
were homely and welcoming and the quality of furniture and tableware w:as satisfactory.
Menus were reviewed periodically and meals were provided at socially acceptable times.
There was adequate availability of snacks outside normal meal times. Although hygiene
and catering standards were satisfactory, the primary course in food hygiene should be
available to all new staff and as a refresher course for staff who had attended the previous
course.
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The grounds of the hospital were well maintained. The gutkrs at the Avondale Rehabili
tation Unit and Kilmullen Enterprise Centre needed to be cleaned and the Avondale Unit 
and the Duncree residence needed external decoration. It was disappointing that no 
attempt had been made to decorate the Duncree residence as it had been mentioned in a 
number of previous reports. 

The hospital was accredited with the Royal College of Psychiatrists and the Irish College 
of General Practitioners for medical training and was approved by An Bord Altranais for 
nurse training. There was adequate on-going training for all staff and a training needs 
assessment was in progress at the time of inspection. Records of all training programmes 
were kept. 

There was a comprehensive set of administrative and clinical policies and guidelines which 
enabled staff to provide a framework for a consistent approach, while at the same time 
ensuring decisions were made with guidance and support. The management of the service 
reviewed and updated policies and guidelines in accordance with service needs. All policies 
were dated, indexed and filed in separate folders for staff information and reference. The 
policy and procedure for ordering, prescribing, storing and administering medicines was 
satisfactory. There was a written protocol on ECT and a named consultant was responsible 
for the ECT clinic. The ECT treatment facilities were adequate and the Royal College of 
Psychiatrists guidelines were displayed in the treatment room. There was adequate moni
toring and resuscitation equipment with regular CPR and FBAO training for all staff. 

A comprehensive range of information was available to patients and families on mental 
illness, the effects and side effects of medication and other health and social service issues. 
An information handbook for patients and relatives, with information on the structure 
and layout of the unit, philosophy of care and matters pertinent to care in hospital, should 
be re-introduced. There were written procedures for dealing with complaints from patients 
and families and written information was available to patients and relatives on their rights 
under the Mental Treatment Act, 1945 and amending legislation. 

All new admissions had a full medical evaluation and the results were recorded in the 
case files. Clinical meetings were held regularly so that staff could discuss individual pati

ent care plans and all staff had the opportunity to attend on a rotational basis. Case files 
were well m~intained, correspondence was correctly filed, investigation reports were filed 
correctly and were easily accessible as were copies of previous discharge letters. 

A number of voluntary groups provided support to the service. A number of befriending 
schemes were associated with the hospital and the community residences and the Mental 
Health Association had branches in Arklow and Bray. The "Friends of Newcastle 
Hospital" continued to make an enormous commitment t6 the development of the service. 
Funding had been provided by the "Friends", with grant aid from the national lottery, 
to provide improved facilities for visitors and patients. Work had commenced on this 
development. 
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RECOMMENDATIONS

1. Day hOSpital and day facilities to be provided in the South Wicklow sector.

2.. A review of facilities was required in the Mid-East sector. The sector was dependent
on facilities at the hospital which was located within the sector.

3. Internal and external re-decoration to be carried out, particularly remedial decorative
work at the Glencree and Avonmore units which has been outstanding for a number
of years. Also external decoration at Duncree House and the Avondale high-support
residence, both of which have been outstanding for a number of years.

4. Maintenance work at the hospital and associated services to be monitored each quar
ter and the results to be reported to the local hospital management committee.
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CHAPTER THREE

Midland Health Board

LAOIS/OFFALY MENTAL HEALTH SERVICE
- 1997 INSPECTION

INSPECTED ON 4 MARCH, 1997

GENERAL DESCRIPTION OF THE SERVICE

The catchment area population was approximately 111,878 and it was divided into three
sectors as follows:-

Sector Population

Portlaoise 38,334
Tullamore 39,789
Birr/Rathdowney 33,755

IN-PATIENT CARE

In-patienfcare was provided at St Fintan's Hospital, Portlaoise where 134 beds were
divided into one male, one female and three integrated wards. An occupational therapy
unit was also located on the campus. On the day of inspection, there were 135 patients in
St Fintan's -and eight were involuntary. Two de-designated units accommodating fifty-five
patients with a mental handicap, also located on the campus, were not part of the mental
health service.

ADMISSIONS

There were 623 admissions to St Fintan's in 1996. This represented an admission rate of
5.6 per 1,000 of the population. Sixty-three admissions were involuntary. Six patients, all
over sixty-five years of age, became new long-stay patients in 1996. Almost half of the
patients in the hospital were over sixty-five:' Forty-three per cent of patients had been
hospitalised for more than five years, sixteen per cent for, between one and five years,
thirteen per cent for between three and twelve months and twenty-six per cent for less
than three months. Ninety-five people lodged overnight in St Fintan's but were not for
mally admitted to the service. In 1996, 631 patients were'discharged from St Fintan's and
there were nine deaths.

CO~MUNITY FACILITIES

Twelve low-support community residences with sixty-three places accommodated fifty-two
residents, two medium-support residences with fourteen places accommodated thirteen
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residents and two high-support residences with thirty-three places accommodated thirty
one residents at the end of 1996. Three day hospitals with a total of twenty-four places
provided comprehensive treatment within the three sectors. In 1996, there were 273 atten
dees and 148 were first time referrals. Fifty-five day centre places were available at three
locations and 123 persons attended in 1996. In 1996, there were 319 out-patient clinical
sessions at twelve locations with 1,066 attendees. Three hundred and fifty-nine were first
time referrals.

STAFFING

Medical staff comprised four consultant psychiatrists and five senior house officers. There
were three alcoholism counsellors and 6.5 posts divided between instructors, a chiropodist
and a teacher. No psychologist, social worker or occupational therapist was employed by
the service. Eleven administrative staff, 125.6 nursing staff and 83.8 non-nursing staff were
also employed.

COST

The budget for the Laois/Offaly mental health service was £5.7 million in 1996.

DEVELOPMENTS SINCE THE LAST INSPECTION

The principal developments had been the opening of the high-support community resi
dence and partial day premises at Rathdowney and the acquisition of extensive premises
in Birr which functioned as a day hospital/day centre for the Birr sector. Efforts were
underway to provide a fifty bed psychiatric unit at Portlaoise General Hospital and in
patient numbers in St Fintan's continued to decline.

GENERAL COMMENTS

Extensive premises in Birr were to be refurbished in the near future to provide a range
of community facilities including an expanded day component and sector headquarters.
The new Rathdowney facility was also welcomed. With these new facilities complementing
the existing premises in Tullamore and Portlaoise, all three sectors would have the physical
resources to provide a truly community-based psychiatric service. The three sector teams
now needed to establish these premises as the headquarters of their clinical and adminis
trative operations and additional psychological, social work and occupational therapy per
sonnel were required to further develop the sector teams.

The number of patients in St Fintan's continued to fall and about twenty rehabilitation
p~tients in the hospital were suitable for transfer to community ~esidences. A large num
berof patients were over sixty-five years of age and it was felt that these patients would
be more adequately accommodated in the health board's other care centres for older
people.

The proposed fifty-bed unit in Portlaoise General Hospital would provide theaccommo
dation needs for acute patients. A more highly selective admission policy would be
required for this new unit. Much of the long-stay accommodation in St Fintan's was drab
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and institutional and attempts to provide up-to-date admission facilities had not really
succeeded. The continued development of community-based services, particularly residen
tial lodgings, was welcomed.

There was reasonable continuity of nursing staff and a team allocation nursing system was
in place. Ward unit team meetings were held each week and minutes of the meetings were
kept. They indicated any decisions that were made and all follow up care. Identification
badges should be worn by staff to ensure easier communication between patients, relatives
and visitors. The administrative reporting system, indicating activity in the in-patient care
areas, was satisfactory. The active patient rehabilitation programme in St Fintan's was
welcomed, as was the increased use of the activity centre and the occupational therapy
centre by all patients on the campus. There were written nursing care plans which used
an agreed model of nursing care. The nurse care planning system needed to be reviewed
to ensure a uniform approach to nurse care planning and nursing documentation in the

in-patient care areas.

The psychiatric nursing manual provided an overview of the' most frequently treated
psychiatric conditions presenting in the service. A comprehensive range of information.
was available for patients and families on mental illness and other health and social ser
vices within the area and how to access them. They were located in each of the in-patient
areas and at the out-patient facilities in Rathdowney and Birr. The efforts of staff in
ensuring that these health education locations were adequately stocked and kept up-to
date was noted and was to be commended. An information handbook for patients and
relatives contained information on the structure and layout of the units and other pertinent
information relating to patient care. Written information was available for patients and
relatives on their rights under the Mental Treatme~t Act, 1945 and there were written
procedures for dealing with complaints.

There was a written protocol on ECT and a named consultant was responsible for the
ECT clinic. The treatment facilities in St Fintan's were adequate and the Royal College
of Psychiatrists guidelines and handbook were available in the treatment area. An ECT
treatment record form was available and the consent form was satisfactory. Written nurs
ing guidelines for ECT were provided and there was adequate monitoring and resusci
tation equipment and regular CPR and FBAO training for staff.' A pre- and post-ECT

nursing checklist system was in operation to reduce the risk of error.

There were two policies relating to the use of seclusion. One was in the hospital policy
manual and the other, which included extracts from the Mental Treatment Act, 1945, was
attached to the seclusion register. A comprehensive seclusion policy and procedure was
required and it should include a definition of seclusion, extracts from the Mental Treat
ment Act, 1945, information for staff, policy guidelines on what to do in emergency situa
tions, staff deployment, procedures for the use of the seclusion room, length of seclusion
time, evaluation and review. Information should also be provided on time-out. The seclu
sion register was well maintained and medical and nursing notes relating to seclusion were
fine.
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A written admission policy was available in the admission area and clear discharge guide
lines ,were also available. The policy on medical preparations needed to be updated and
reviewed. The standard of the prescription cards varied and this required review in order
to ensure uniformity within the service. A policy on the use of abbreviations was recom
mended and all prescriptions should have one full signature and date for each prescription.
Since the last inspection, the service had received accreditation with the Royal College of
Psychiatrists for medical training and staff within the service were to be commended for
their efforts in ensuring the necessary standards were in place for accreditation.

Written fire orders were being updated at the time of inspection. Fire committee meetings
were held and minor outbreaks of fire were recorded. However, inspections to ensure fire
equipment operated effectively in emergencies were not recorded, dated or signed and
this required immediate attention. There were written safety statements with a safety
committee and a safety audit was completed at periodic intervals. The residential care
settings that were visited were satisfactory. The care contract and planning arrangements
and the care regime and arrangements of daily living were acceptable. Staff associated
with the development of the excellent facilities at Rathdowney were to be commended

for their efforts.

A local written policy which provided information about programme philosophy and the
working schedule of each unit was available in each unit and day service. There was an
annual review of the quality, efficiency and effectiveness of the service and a local mental
health programme, adapted to certain and defined local needs with clearly stated objec
tives and targets, was available. The service administration reviewed and updated policies
and guidelines in accordance with service needs and a large number of policies were
available for staff information and reference. Although the policies were stored in a separ
ate folder and indexed, it was suggested that each policy should be dated with an appropri
ate review date. The following policies should be added to the list: access to health records,
accidents and'incidents, care of patients' case notes, care of patients' money, patients'
voting rights, personal searches of patients and their belongings, deprivation of patients'
daytime clothing 'and guidance notes for staff appearing in court.

RECOMMENDATIONS

1. An acute in-patient unit for Laois/Offaly to be provided at Portlaoise General

Hospital.

2. Social workers, occupational therapists and psychologists to be recruited.

3. Current seclusion policies to be reviewed and amalgamated into one comprehensive

policy for the service.

4. The drugs procedure and policy to be updated.

5. The excellent facility at Birr tO'be made available to the service as a residential patient
care area as soon as possible.

6. The medical preparations policy to be reviewed and updated.
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LONGFORDIWESTMEATH MENTAL HEALTH SERVICE -1997 INSPECTION

INSPECTED ON 13 MAY, 1997

GENERAL DESCRIPTION OF THE SERVICE

The LongfordlWestmeath service had a population of 95,200 and it was divided into three
sectors as follows:-

Sector

Mullingar (inc!. part of County Meath)
Longford
Athlone

IN·PATIENT CARE

Population

41,126
30,138
23,936

St Loman's Hospital provided 236 beds which were divided into nine nursing units. In
addition, there were two activation units which were attended by forty in-patients and
eleven out-patients. On the day of inspection, there were 214 patients in St Loman's
Hospital: ten Wards of Court, nineteen PUMs and twenty-six temporary. Eighty-two
patients with a mental handicap were accommodated in three de-designated wards which
were administered separately by the community care programme. On 31 December 1996,
215 patients were accommodated in St Loman's and 116 were over sixty-five years of age.
Fifty-six per cent of patients had been continuously hospitalised for over five years, four
teen per cent for between one and five years, eight per cent for between three and twelve
months and twenty-two per cent were acute patients who had been hospitalised for less
than three months.

ADMISSIONS

There were 664 admissions to the service in 1996. This represented an ov~rall admission
rate of 6.9 per 1,000 of the population. Twenty-three per cent of admissions to the hospital
were first time admissions. Eighty-seven persons were lodged overnight but were not
formally admitted to the hospital. Seven patients admitted to St Loman's -were under
fifteen years of age and ninety-eight patients were admitted on temporary certificates. Six
hundred and eighty persons were discharged from in-patient care in 1996 and there were
thirty-one deaths.

COMMUNITY FACILITIES

Seven low-support residences, three medium-support residences and three high-support
residences in Mullingar, Longford and Athlone provided a total of thirty-one, twenty
seven and thirty-eight places respectively. In 1996, 252 persons attended the day hospital
services in Athlone, Longford and Mullingar. One hundred and twenty-two were new
referrals. Day centres were also located in the three major towns and 120 people were
attending the centres. Three hundred and fourteen out-patient clinical sessions were held
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at five locations in 1996 and 1,259 patients attended. Two hundred and eighty-seven were
new patients.

STAFFING

Medical staff comprised four consultant psychiatrists and five NCHDs and paramedical
staff comprised two psychologists and four substance abuse therapists. Thirty-eight non
nursing staff, 201.8 nursing staff and 13.5 administrative staff were also employed.

COST

The cost of the LongfordlWestmeath Mental Health Service was £8.4 million in 1996.

GENERAL COMMENTS

There had been no major developments in the LongfordlWestmeath service since the
previous inspection. The proposed community residence in Edgeworthstown remained
closed due to industrial relations problems and this was a cause for concern. A major
initiative plan for the development of the service was proposed and included the provision
of a new admission unit at St Loman's, upgrading community-based facilities in Athlone
and refurbishing the Oakville community residence in Mullingar.

The refurbishment of the male admission unit was a priority and patients were to be
transferred to the rehabilitation ward while work was in progress. Space would be made
available in the rehabilitation ward by transferring patients in that ward to community
residential accommodation. A similar process would follow to allow for the construction
and refurbishment of the female admission unit. With the provision of more community
residential accommodation, it was hoped that some of the younger long-stay patients in
St Loman's would be transferred to such accommodation. Nonetheless, it was stressed
that upgrading the admission units was not a satisfactory solution to the admission prob
lems. The provision of an acute psychiatric unit at Mullingar General Hospital was seen
as a priority to upgrading the existing units which could then be adapted for other uses.

As over fifty per cent of long-stay patients were older people, it was envisaged that the
three-storey St Brigid's block would be upgraded and de-designated under the Mental
Treatment Act, 1945 to accommodate older patients who would be cared for under the
community care programme. This would enable the four existing wards in the main build
ing to close. Fifty-five long-stay patients who originally came from County Meath, had
little prospect of being transferred back to the Louth/Meath Mental Health Service and
would remain the responsibility of the LongfordlWestmeath service.

Once again, it was emphasised that the living accommodation in four wards of the main
building in St Loman's Hospital were unacceptable and should be vacated as soon as
possible. The wards were dilapidated and dirty and curtains were hanging off the rails.
The current admission arrangements in the hospital were unsatisfactory. The remaining
three wards in St Brigid's block could provide much better accommodation but they
required upgrading and refurbishment. Compliance with fire safety regulations needed to
be reviewed in relation to the upper floors of St Brigid's, particularly the male· ward
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where many of the patients were dependent. It was felt that these patients should be
accommodated at ground floor level.

ECT facilities were inadequate but would be addressed with the refurbishment of the
admission units. A named consultant was responsible for ECT and a specific ECT treat
ment form existed. However, a written protocol on ECT was required and should include
information on the indications and use of ECT, prescription of ECT, permission to give
ECT etc. Although there was adequate monitoring and resuscitation equipment, regular
CPR and FBAO training for all staff was required. A pre-ECT nursing check-list was in
place and a patient's clinical and mental state was assessed after each ECT treatment.
Written information for patients and relatives on ECT should be available. The Royal
College of Psychiatrists guidelines and video on ECT were available within the service.

The drugs and therapeutic committee met regularly to review drug policy and related
issues. The drug prescription chart needed to be adapted to allow space for the doctor's
full signature for each prescription. The system of checking ward stock levels and of
ordering drugs from the pharmacy was satisfactory. There was a fire committee and
members of the management committee met regularly with the fire officer. There were
no outbreaks of fire in the hospital in 1996. Fire exits in the various ward areas were
clearly marked, there were written fire orders and the hospital was protected with an
automatic fire detection system. The checking system to ensure equipment operated effec
tively in emergencies was satisfactory.

The quality and choice of food for patients was satisfactory. A cook-chill system operated
in St Loman's and this system was under review at the time of inspection. The menu cycle
was reviewed periodically and meals were provided at socially acceptable times. The
dining areas, particularly in the main hospital building, were unsatisfactory.

There were written safety statements for the hospital and local units which adhered to the
standards and procedures set by the Safety and Welfare at Work Act, 1989. A safety
committee, with an identifiable safety officer, was in place and a safety audit was last
completed in 1992. Upon checking a number of hazard control sheets, it was noted that
hazards had been identified as high risk but no action had been taken. The hazard should
be clearly stated on the hazard control sheet and the date the hazard was rectified should
be recorded. This matter needed urgent review. Some staff had received training in the
management of potentially violent situations and the training programme was under
review by the Midland Health Board. Although all staff had participated in a training
programme relating to safe lifting, a written policy on lifting and the manual handling of
loads was required and it should be available in each area for staff information and refer
ence. The training programme should be organised on an on-going basis and all staff
should be given the opportunity to attend.

The policy and proce'dure on seclusion needed to be revised and updated. The nursing
seclusion care plan was very comprehensive and it was noted that the care plans and the
seclusion book were completed satisfactorily. Policy and guideline standards should be
reviewed and maintained regularly and made available to staff in all service areas. A
written- local mental health programme was matched to certain and defined local needs.
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It included a strategy with clearly stated objectives and budgetary targets and had a num
ber of achievable programme priorities. In addition, a local policy on philosophy and
model of care was available in each unit and provided information on the working sched
ule of the unit.

There was reasonable continuity of nurse staffing and a team allocation system operated
at some locations. However, there was a need for ongoing ward/unit team meetings in a
number of the long-stay care areas. The standard of nursing notes was erratic and needed
to be reviewed immediately. Seclusion notes were comprehensive but practically no nurs
ing notes at all were recorded in the male admission unit. Nursing notes were kept up-to
date in the long-stay care areas. The effectiveness of the Roy Model of Nursing was under
examination with a view to using other alternative nursing care recording systems. The
absence of social workers and occupational therapists, due to recruitment difficulties, was
noted.

A comprehensive range of information was available to patients and families on mental
illness, the effects and side effects of medication and other health and social services. A
written information handbook for patients and relatives containing information on matters
pertinent to a patient's care in hospital existed but was not available in the admission
areas at the time of inspection. Written procedures for dealing with complaints from
patients and families should be considered. Written information should also be available
to patients and relatives on their rights under the Mental Treatment Act, 1945.

The psychiatric nursing manual was comprehensive and provided a useful overview of the
most frequently treated conditions presenting in the service. The layout of the manual
followed a sequence of brief notes, assessment guide, possible nursing interventions and
suggested nursing care. A broader use of this document should be encouraged. Clear
guidelines on physical nursing procedures should be available for staff reference and infor
mation in all clinical areas.

RECOMMENDATIONS

1. The community residence at Edgeworthstown should be opened as soon as possible

to facilitate the closure of one of the unsatisfactory wards at St Loman's Hospital.

2. An acute admission unit to be provided at Mullingar General Hospital as soon as
possible.

3. The living conditions in the wards, particularly in the old building, to be brought up
to an acceptable standard. The remaining wards in St Brigid's block need to be re
decorated, refurbished and re-furnished.

4. The system of recording nursing notes should be standardised .for the entire service
and an acceptable nurse care planning system should be introduced.

5. A written policy on lifting and the manual handling of loads was required and the
training programme for staff should be on-going with staff participating on a rotational
basis.
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6.. Maria Goretti, 5t Clare's and 5t Brigid's Wards to be de-designated and medical care
for the older patients residing there to be provided by a general practitioner service.

7. Greater attention is required in relation to cleanliness and hygiene in the sanitary
blocks of the main building.

8. All documentation relating to patient care to be improved.
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CHAPTER FOUR

Mid-Western Health Board

CLARE MENTAL HEALTH SERVICE -1997 INSPECTION

INSPECTED ON 26 AUGUST, 1997

GENERAL DESCRIPTION OF THE SERVICE

The catchment area population was 93,914 and it was divided into four sectors as
follows:-

Sector Population

East Clare 23,132
West Clare 19,245
North Clare 17,075
South Clare 29,462

IN-PATIENT CARE

In-patient care was provided at Our Lady's Hospital, Ennis which had 211 beds divided
into four male, two female and three integrated wards. Two were locked wards. At the
end of 1996, there were 211 patients in the hospital. Six were temporary, fifteen were
PUMs and five were Wards of Court. There were 202 patients in the hospital on the day
of inspection. At the end of 1996, fifty-eight per cent of patients had been hospitalised for
five years or more, nineteen per cent for between one and five years, eight per cent for
between three and twelve months and fifteen per cent for less than three months. More
than one-third of the patients were over sixty-five years of age.

ADMISSIONS

There were 576 admissions to the service in 1996 and 163 were first time admissions. The
overall admission rate was 6.4 per 1,000 of the catchment area population. There were
eighty-six involuntary admissions, forty-two on te~porary certificates and forty-four
PUMs. Eighteen patients became new long-stay patients in 1996 and six were over sixty
five years of age. There were 586 -discharges from the service and eight deaths in 1996.

COMMUNITY FACILITIES

Thirteen community residences for persons suffering from mental illnesses provided a
total of eighty-nine places and accommodated eighty residents. A high-support residence
for persons with a mental handicap accommodated ten patients. Day hospitals were avail
able in each of the sectors. Forty-nine places were available and 774 persons attended in
1996, 260 for the first time. Day centres in Ennistymon, Kilrush and Ennis provided sixty
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places and 141 persons attended in 1996. Out-patient clinics were held at nine locations
during 1996. There were 442 clinical sessions at which 837 persons attended. Three hun
dred and seventy-two people attended for the first time. The Dulick Enterprise Centre
and Vocational Training Project had thirty-eight mentally ill persons from the community
attending on a daily basis.

STAFFING

Medical staff comprised four consultants and five NCHDs and paramedical staff com
prised four psychologists, one social worker, one pharmacist and 1.3 occupational thera
pists. Eleven administrative staff, 179 nursing staff and 96.5 non-nursing staff were also
employed.

COST

The budget of the Clare Mental Health service was approximately £6.9 million in 1996.

GENERAL COMMENTS

Since the last inspection, a community residence opened in Kilrush and ten patients with
a mental handicap transferred from Our Lady's Hospital. A former hotel was under active
refurbishment. It would accommodate twenty-eight 'long-stay patients from Our Lady's
when completed and would function as a high-support residence. Another high-support
residence in Ennis was to open shortly and it would receive ten patients with a mental
handicap. Negotiations were underway to provide approximately thirty-five beds in St
Joseph's Hospital for older people who were patients in Our Lady's. Planning for the
psychiatric unit in Ennis General Hospital had reached the design stage but it needed an
active push to progress it towards the building stage. In this regard, some mechanism by
which capital monies could be raised through the realisation of current assets at Our
Lady's would be very helpful. It was encouraging that Clare County Council had shown
an interest in acquiring Our Lady's.

Standards in the service contrasted sharply. The high quality of some community-based
facilities contrasted with the poor standards in some wards of Our Lady's. The develop
ment of community-based facilities gave encouragement for the future but the conditions
in Our Lady's reminded one of the necessity for its eventual closure. However, some
improvements in Our Lady's were noted; particularly in the admission units. Even in
these areas though, the basic structures were fundamentally old-fashioned and unsuited
to modern acute psychiatric care. It was somewhat discouraging that there had been no
reduction in patient numbers at Our Lady's, even though ten patients had transferred to
the new high-support residence in Kilrush. Additional residential accommodation was
needed and the absence of high-support residential accommodation for suitable patients
was a source of frustration.

The concept of establishing sector headquarters with acute day hospital facilities was
understood and efforts had been made in the Ennis and Kilrush sectors but not in Shannon
or Ennistymon. However, a truly acute day hospital was not operating in any sector. In
Ennis, it was unclear if the existing premises were suitable to provide nursing care for
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acutely ill psychotic patients. The premises being used as a day centre in Ennis had been
improved and enlarged and had great potential. The building designed for use as a day
hospital at Shannon was in effect an out-patient clinic with a small number of day places
and most of its office accommodation was WIder-utilised. It was unacceptable that prem
ises, built at considerable capital expense, should be left lying idle most of the time. There
was inadequate space at the Ennistymon sector headquarters and day facility. Additional
space was required to allow this sector provide a more comprehensive sector-based mental
health service in the area.

Community housing facilities in Shannon were of excellent quality and were well utilised.
A RESpoND housing development was to provide a new· psychiatric accommodation

centre. The standard of residential facilities in Ennis was high and they were to be com
plemented by another RESPOND housing development in the near future which would

provide further residential and day centre psychiatric accommodation. Some residential
accommodation in Kilrush was under-utilised and over-staffed and some patients should

be moved from Our Lady's or from medium-support accommodation to the empty places

in Kilrush.

A complete and thorough review of clinical documentation had taken place in the service

and a comprehensive new case file had been introduced. This was very welcome. There
was a written policy on the care of patients' case notes which stated who had responsibility

for maintaining files, access to files and the system of transfer of records to other agencies.
Each new admission to the service had a full medical evaluation and the results were
recorded in the case files. Acute patients had a daily medical evaluation. All entries in the
case file should be signed in full by the professional staff member making the entry. The

date, time and designation of the staff member should be clearly stated.

There was reasonable continuity of nurse staffing and the service should consider introduc

ing a primary nursing or team nursing allocation system. Ward unit team meetings were
held each week and there was an internal system of referral to each department. All

staff should wear an identification badge to facilitate easier communication between staff,

patients and members of the public. Nursing notes, as distinct from nursing care plans,
were used and all entries were signed in full by staff. Efforts should be made to .re

introduce nursing care plans.

A comprehensive range of information was available to patients and families on mental
illness, ECT, medication, other health services and how to access them. There was an
information booklet on the Clare Mental Health Service which provided information on

sector services, out-patient clinics, services available in day hospitals and day centres,
voluntary organisations and matters pertinent to a patient's stay in hospital. While pro
cedures for dealing with complaints from patients and families were satisfactory and infor
mation was available for patients and relatives on how to make written and verbal com
plaints, there was a need to provide written information for patients and relatives
informing them of their rights under the Mental Treatment Act, 1945 and amending
legislation.
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A comprehensive, written ECT protocol was in place. A named consultant was responsible
for the ECT clinic and the Royal College of Psychiatrists guidelines were available. The
introduction of new ECT forms including a revised consent form, a specific ECT record
form, a physical anaesthetic assessment form, a form for the stimulus administration of
ECT, a comprehensive check list, a post-operative nursing observations form and a form
for recording clinical outcomes was to be commended. There was a written policy for
ordering, prescribing, storing and administering medicines and the storage areas and trans
port systems were satisfactory. The prescription and recording systems needed to be
reviewed. Although there was resuscitation training for staff, there was a need for on
going CPR training and FBAO management training and this should be available to all
staff on a rotational basis.

Fire precautions were adequate and there were annual fire drills for staff. Fire exits were
clearly marked, written fire orders were available and an automatic fire detection system
was installed. The checking system to ensure equipment operated effectively in emerg
encies was satisfactory. A fire committee has existed in the hospital for approximately
fifteen years and it was co-opted to the Health & Safety Committee following the imple
mentation of the 1989 Health & Welfare at Work Act. The committee met every three
months approximately.

The service administration reviews and updates policies and guidelines in accordance with
service needs and a comprehensive set of policies was available. The administration should
review a number of issues and they should be incorporated into the policy manual. These
issues should include: access to health records, handling and lifting policy, informing
patients of their rights, needle-stick injury and other exposure incidents, patients' voting
rights and search procedures for missing patients. At the time of the inspection, the admin
istration was reviewing personal searches of patients and their belongings, and the draft
of a 'consent to search' form had been produced for general discussion. Such initiatives
were welcomed.

The comprehensive and well presented reports on the mental health services in the Mid
Western region, which included the Clare Mental Health Service, that were produced in
1994 and 1995 had not been produced for 1996 at the time of inspection. The good example
set by.this and other services in this region in producing an annual report should continue
and it was hoped that a report would be issued in the near future.

RECOMMENDATIONS , .
1. The preliminaries to establishing the psychiatric unit at Ennis General Hospital to

proceed as soon as possible.

2. Further high-support residences to be established without delay.

3. The process of transferring older patients from Our Lady's Hospital to St Joseph's
Hospital to commence.

4. Use of the psychiatric services within Shannon health centre to be maximised so that
the premises can function as a sector headquarters and mental health centre. It is
currently under-utilised.
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5. ,Suitable premises to be acquired in Ennistymon to serve as the mental health centre,
sector headquarters and day hospital for the North Clare sector.

6. Nursing staff to wear identification badges.

LIMERICK MENTAL HEALTH SERVICE - 1997 INSPECTION

INSPECTED ON 27 AUGUST, 1997

GENERAL DESCRIPTION OF THE SERVICE

The Limerick Mental Health Service served a population of approximately 165,000 and
was divided into five sectors. Each sector had its own mental health centre and day facility.

Sector Population

Ballynanty 29,242
Tipperary/Limerick 41,561
Dooradoyle 39,476
Newcastle West (Rural) 32,823
Kilmallock (Rural) 21,940

IN-PATIENT CARE

In-patient care was provided at Unit 5B, Limerick Regional Hospital and St Joseph's
Hospital, Limerick. Unit 5B, a fifty bed unit, was the main in-patient admission unit for
the service. There were forty-seven patients in the unit on 31 December, 1996. Ninety-six
per cent had been hospitalised for less than three months and four per cent had been
hospitalised for between three and twelve months. Thirty~nine patients were in the unit
of the day of inspection and six were temporary.

St Joseph's Hospital had 202 beds, divided into ten nursing units: five male, three female
and two integrated. At the end of 1996, there were 194 patients in St Joseph's. Eleven were
temporary, fourteen were PUMs and seven were Wards of Court. In 1996, six patients had
their temporary orders extended. Seventy-one patients were patients with a mental handi
cap. In 1996, there were eleven episodes of seclusion involving eleven patients and 425
duty spans of special nursing supervision of ten hours or more involving thirteen patients.
Eight patients became new long-stay patients in 1996. Seventy-six per cent of patients had
been hospitalised for five years or more and sixteen per cent for more than a year. Forty
per cent of patients were over sixty-five years of age.

ADMISSIONS

In 1996, there were 821 admissions to Unit 5B including 235 first time admissions. This
represented an admission rate of five per 1,000 of the catchment area population. There
were 732 discharges, one death and 116 involuntary admissions. In 1996, there were
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twenty-eight admissions to St Joseph's and two were first time admissions. In the same
year, 121 persons were discharged from St Joseph's and there were seventeen deaths.

COMMUNITY FACILITIES

Six low-support, five medium-support and four high-support community residences pro
vided a total of 148 places and accommodated 141 patients. There were day hospitals in
six locations throughout Limerick and each one had twenty-five places. During 1996, 1,172
persons attended the day hospitals. Three day centres, providing social care and sheltered
work, had seventy places and 141 persons attended in 1996. With the exception of Foynes
and Abbeyfield, out-patient clinical sessions were held at the day hospitals.

STAFFING

Eleven medical staff were employed and they comprised five consultant psychiatrists. Par
amedical staff comprised three psychologists, two social workers, three alcoholism counsel
lors, 1.5 occupational therapists and one pharmacist. Fourteen administrative, 256 nursing
and sixty non-nursing staff were also employed.

COST

The gross budget for the Limerick Mental Health service was £10.57 million in 1996.

GENERAL COMMENTS

Work had commenced to enlarge the Kilmallock Day Centre and the project to construct
three bungalows to accommodate patients with a mental handicap was progressing. This
would allow three wards in St Joseph's to close and patients should be transferred towards
the end ~f 1998. The prospect of having a number of interconnecting houses at St Patrick's
had to be abandoned due to a lack of capital funding. The possibility of establishing a day
centre for Sector C in Limerick City also had to be abandoned due to a lack of funds.
Financial restrictions were limiting progress in this service. This was a pity given the rapid
progress that had been made in recent years and the need to continue the momentum.

There was a general commitment on the part of staff to maintain a community approach
to the delivery of mental health care in County Limerick from the sector-based facilities
which had been established in recent years. There was also a commitment to extend and
develop these facilities, as funds allowed, so that more people could be seen in day
hospitals etc. without having to be admitted to hospital. It was particularly important that
assessment of patients, particularly on an emergency basis, took place in the sector prem
ises rather than patients being brought directly to Unit 5B for assessment.There was some
concern that direct referral to the unit had led to an increase of inappropriate admissions.
Agreed policies and procedures between the A & E Department and the psychiatric unit
needed to be worked out for the benefit of psychiatry. There was also some difficulty
obtaining medical/surgical consultations or transfers where these were appropriate.

Another unsatisfactory aspect of Unit 5B was the demand being made on beds by the
child psychiatric services. Out-of-control youngsters were being admitted to the unit. They
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posed particular problems for the nursing staff who were untrained in dealing with this

particular patient group. The problem was compounded by the unsuitability of the ward
environment for caring for their special needs. The Child Psychiatry Service at Limerick

Regional Hospital needed a range of independent facilities such as in-patient, day patient
and paediatric beds and peripheral clffili~ as well as the multi-disciplinary team which

had been established in Limerick City. In addition, a range of residential accommodation
to cater for different types of children was required including housing for children with

conduct disorders, low-support housing for older adolescents, professional fostering, rec

reational ~ training and day programmes for disadvantaged young people and access to a

secure assessment unit.

The intensive care facility in Unit 5B had not been used as it was considered physically

unsuitable for its intended purpose. Due to this fact, and due to inadequate observation

facilities in the rest of the unit, there had been a significant increase in special nursing,

some being provided for the children already mentioned. A policy and procedure protocol

existed in. relation to special nursing but it was not always adhered to. This may explain,

in part, the increase in this form of care. A plan to convert the special care area and two

adjoining sleeping units to a close observation area was being formulated. This should

provide the close observation facilities required and reduce the incidence of special
. . I

nursmg. - ~

Despite the availability of fifty beds )11" Unit~ 5B and the extent of special nursing there

were almost eighty transfers from the unit in 1996. The high level of transfers, mainly to

Unit 10 in St Joseph's Hospital, was a cause for concern. On the day of inspection, a

female patient was being transferred from Unit 5B to Unit 10 as all the female beds were

occupied. There was a need for greater flexibility in the use of beds.

The number of patients in St Joseph's Hospital would be reduced by the transfer of thirty

six patients with a mental handicap to three bungalows at Lis na Gry in late 1998. This

would result in the closure of three wards in St Joseph's. Nevertheless, the remaining

patients would present a considerable placement problem and would delay the closure of

St Joseph's for quite some time. This was due mainly to the lack of capital monies needed

to provide community-based accommodation for them. At the time of inspection, the

Ashleigh Lodge Rehabilitation Unit had patients who could not be placed due to a lack

of accommodation. This was quite a serious matter and it suggested that St Joseph's would

have to r~main open. All capital was tied up in the hospital, preventing the provision of

communi.ty-based accommodation for residents. Numbers should decline through mor

tality of older patients but it was felt that some of these were being replaced by the

admission of more older patients, some having been transferred from Unit 5B in Limerick

Regional Hospital.

It was unsatisfactory that temporary patient reception orders were signed by junior doctors

and that junior doctors prescribed seclusion. These matters required review. It was also

felt that there should be a strengthening of the multi-disciplinary sector teams. Out-patient
clinics were held in the day hospitals but it would be preferable if they took place in health

centres. Apparently health centre accommodation was quite poor and staff were utilising
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the best facilities in the circumstances. However, if matters improved, there should be a
move away from day facilities to upgraded health centres.

There was a local mental health programme adapted to defined local needs with a clearly
stated strategy and objectives and budgetary targets to ensure its implementation. Each
new admission had a full medical evaluation and acute patients had a daily medical eval
uation. The results were recorded in a patient's 'case file. Documentation of administrative
data in case files was not completed but administrative data was recorded in detail as part
of the nursing care plan. The overall impression of case files was mixed. A new case file
was to be introduced into the service and it would be similar to that used in the Clare
service. Entries in the case files were legible and all inspected entries were signed in full.

There was reasonable continuity of nurse staffing at Unit 5B and a team nurse allocation
system was in operation. Unit notice-boards were well maintained and kept up to date.
The administrative reporting system was satisfactory. The facilities and the documentation
procedures relating to ECT were all satisfactory. A written seclusion policy and procedure
was available and a seclusion register was maintained. However, it was suggested that the
fifteen-minute nursing observation chart should indicate the time seclusion commenced
arid the time it stopped. A number of seclusion rooms were unsafe and required review.
There was a written policy for ordering, prescribing, storing and administering medicines
and the storage area and transport system between units was satisfactory. A second drug
trolley was require~:Hri':lJnit 5B. The medical prescription card should have one signat~re
and one date for'~ach p~hcription.

. " ",. '-:

. ;

Fire commfitee meetings were held and adequate records of the meetings were kept. Fire
exits and .fire procedure~\~:ere satisfactory. The quality of food was satisfactory and
patients had.a reasonible ch9~C~;_;N~veitheless, staff and patients should have an input
into "the review of menu':~ycles:)Therewasacomprehensive. set of policy guidelines and a

number of nursirigguidelinesfor staff fnf~rmation and reference. It was suggested that
these guidelines shoulq be made availabl.e to all members of the multi-disciplinary team.
In this regard, there W~S!l need for a nfulti-disciplinary committee to review and update
:all guidelines in. accordance'with s~rvice needs and current good practice.

RECOMMENDATIONS

1. The Mid-Western Health Board '3 Year Plan' relating to the continued development
of the Limerick Mental Health Service to be adopted and implemented.

2. The development of the Child Psychiatry Service should take place in tandem with
Recommendation One.

3. A second drugs trolley is required at Unit 5B.

4. ~ panic alert activation system should be installed at Unit 5B.

5. Rooms used for seclusion in St Joseph's Hospital should be made safe.

6. A review of bed use at Limerick Regional Hospital should take place in order to
reduce the overflow of transfers from Unit 5B to St Joseph's Hospital.
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7. A truly multi-disciplinary core policy review committee to be established with a view
to reviewing and updating the nursing policy guidelines, so that agreed policies and
guidelines are available and applicable to all members of the multi-disciplinary teams.
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CHAPTER FIVE

North-Eastern Health Board

CAYANIMONAGHAN MENTAL HEALTH SERVICE
- 1997 INSPECTION

INSPECTED ON 21 MAY, 1997

GENERAL DESCRIPTION OF THE SERVICE

The catchment area population was 104,000 and it was divided into four sectors as
follows:-

Sector Population

North Monaghan 28,000
South Monaghan 24,000
East Cavan 30,000
West Cavan 22,000

IN-PATIENT CARE

In-patient services were provided at the twenty-five bed integrated unit at Cavan General
Hospital and St Davnet's Hospital, Monaghan which had 133 beds sub-divided into two
male, three female and two integrated units. An industrial therapy unit and an occu
pational therapy unit were attended by thirty-nine in-patients and forty-four out-patients.
Three de-designated mental handicap wards and one ward for the care of older people
provided beds for fifty-four and thirty-four patients respectively. Seclusion was not used
but there were thirty-three spans of special nursing supervision lasting ten hours or more
in 1996 involving nine patients. On the day of inspection, there were 129 patients in St
Davnet's Hospital. Eleven were temporary, sixteen were PUMs and six were Wards of
Court. Twenty patients were in the unit at Cavan and five were on temporary certificates.

ADMISSIONS

There were 293 admissions to the psychiatric unit at Cavan General HospitaUn 1996 which
represented an admission rate of 5.6 per 1,000 of the Cavan catchment area population. In
1996, 253 persons were admitted to St Davnet's Hospital. Forty were first time admissions
and thirty-one were involuntary. The overall admission rate for Monaghan was 4.8 per
1,000 of t~e population. Six patients became new long-stay patients and five were over
sixty-five years of age. In 1996, there were 239 discharges from St Davnet's and twenty
deaths.
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COMMUNITY FACILITIES

Twelve low-support community residences proyided forty-eight places and five medium
support residences provided fifty-nine places. Composite day hospitals/day centres were
located at St Davnet's Hospital and in Carrickmacross and Bailieboro and there was a
day hospital at Cavan General Hospital. A total of 228 out-patient clinical sessions were
held at four locations in 1996: 894 persons attended the clinics and 210 were first time
attendees. Twelve patients from the mental health service attended the rehab industries
sheltered workshop at Rooskey, Monaghan.

STAFFING

Four consultant psychiatrists, one senior registrar, eight NCHDs and two sessional
. research registrars were employed at St Davnet's. Paramedical staff comprised 2.5 psychol

ogists, one social worker, 1.5 occupational therapists and a chiropodist. There were 12.2
administrative staff, 76.8 non-nursing staff and 176.6 nursing staff employed in the service.
Six medical staff were assigned to the Cavan unit, two of whom were consultant psy
chiatrists. An additional twenty-one nursing staff and one administrative staff were
assigned to the unit.

COST

The budget for the Cavan/Monaghan Mental Health Service was £7.6 million in 1996.

GENERAL COMMENTS

The Bailieboro sector headquarters and day hospital had opened and all but the West
Cavan sector now had community mental health centres, day facilities and sector head
quarters. There was quite a contrast in the quality of the physical accommodation and in
professional standards between the two in-patient admission units for the service. Main-'
taining two admission units was unsustainable and patients from the Monaghan service
should be provided with an up-to-date, modern, general hospital psychiatric unit. The day
unit in Cavan Hospital could be moved to Cavan town to serve as a sector headquarters,
mental health centre and day hospital for the West Cavan sector, thereby freeing up space
which, could be utilised to provide adequate acute in-patient beds for the two counties.

The long-stay component in St Davnet's should be de-designated and placed under the
care of a quality service for older people. There were plans to close one of the wards in
St Davnet's and to amalgamate others through the acquisition of two high-support com
munity residences. It was essential that the sector teams became multi-disciplinary and
social work, occupational therapy and psychology services needed to be developed.

The standard of documentation was high in Cavan but the same could not be said for St
Davnet's. The standard of clinical note-taking in the long-stay areas was poor and nursing
notes had not been kept for two years. This was unsatisfactory. Psychiatric medical entries
were infrequent and following a change in medication there was no recorded information
about the patient's response to such an alteration. Basic nursing notes were kept at most
locations in St Davnet's. However, care plans were not used. In some areas no nursing
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notes were maintained and this was most unsatisfactory. Efforts to bring nursing notes up
to an acceptable standard may require constant monitoring by senior nursing personnel
together with on-going training and education for nursing staff.

A nursing procedure book was required in all clinical areas. The service should also con
sider introducing a psychiatric nursing manual designed to provide a useful overview of
the most frequently treated psychiatric conditions presenting in the service. The layout of
sections in the psychIatric nursing manual should follow a logical sequence; brief notes on
the illness, an assessment guide, nursing interventions and nursing care. This would facili
tate the smooth introduction of a nurse care planning system.

There was reasonable continuity of nursing staff in St Davnet's Hospital but a primary
nursing or team allocation nursing system should be introduced and all staff should wear
an identification badge. There were weekly team meetings which all staff had the oppor
tunity to attend ona rotational basis. :However, it was noted that administrative team
meetings at ward level were infrequent and minutes were not kept. The administrative
reporting system, indicating activity in the in-patient care areas, was satisfactory. Unit
notice-boards were maintained satisfactorily. There was also reasonable continuity of staff
at Cavan General Hospital and all staff wore an identification badge. Written nursing care
plans, using an agreed model of nursing care, were well maintained for all patients. Care
plans indicated specific nursing goals, target dates and review dates and all aspects of the
care plans were inter-related.

A comprehensive range of information was available to patients and families on the nature
of mental illness, the effects and side effects of medication and information on other health
and social services and how to access them. Written information was available to patients
and relatives on their rights under the Mental Treatment Act, 1945 but the service should
consider producing an information handbook containing information on the structure and
layout of the unit, philosophy of care, patients' property, valuables and money, visiting
times, religious servIces, issuing of medical certificates, accessing other services and other
matters pertinent to ,a patient's stay in hospital. A comprehensive set of guidelines on the
management of violence and aggression in the workplace was available in all clinical areas
and staff associated with its introduction were to be commended. A comprehensive" risk
assessment checklist relating to violence in the workplace was also available.

There was a written protocol on ECT and a named consultant psychiatrist was responsible
for the ECT clinics. The ECT facilities in Cavan and in St Davnet's were satisfactory. The
Royal College of Psychiatrists guidelines were displayed prominently in the treatment
rooms. Adequate monitoring and resuscitation equipment was available and there were
written nursing guidelines for ECT. A pre-ECT nursing checklist system was in operation
to reduce the risk of error and the consent form being used was satisfactory. Although
there was some CPR training, it needed to be organised on an on-going basis and all staff
should attend periodically. Training on FBAO should also be provided.

The service should update its policy on medical preparations relating to ordering, prescrib
ing, storing and administering medicines. The updated policy should include information
on staff responsibilities, ordering drugs from the pharmacy, storing drugs, checking drug
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stocks, administering drugs, the responsibilities of various staff grades relating to the
recording of drugs administered, use of abbreviations, methods of administration and
information on drugs given to patients on discharge. The policy and procedure should
contain information for staff on what to do in the event of mistakes being made in the
administration of medication. The drug prescription cards were checked and it was noted
that the discontinuation column was not always completed. Written criteria on the use of
PRN prescriptions was also required.

Fire precautions were adequate and there were training courses for all staff. Fire exits
were clearly marked and there were written fire orders. All locations were protected with
an automatic fire detection system and the checking system to ensure equipment operated
effectively in emergencies was satisfactory. There were written safety statements for the
hospital and local areas and a safety committee and an identifiable safety officer were also
in place. It was not known when a safety audit was last completed. Records of safety
committee meetings were not available at the time of inspection.

Comprehensive statistical data relating to patients attending the alcoholism counsellors,
social workers, behavioural therapist and family therapist was available and deserved pra
ise. The service administration reviewed and updated policies and guidelines in accordance
with service needs and they had twenty-eight administrative policies which were indexed,
filed in separate folders and available in each clinical area. The service was updating its
policy guidelines and the following policies should be included in the new document:
deprivation of patients' daytime clothing, blood spillage and sharps disposal, panic alert
activation, patients' voting rights, access to health records and guidance notes for staff
appearing in court. A separate policy and procedure on safe lifting and the manual hand
ling of loads should also be available for staff information and reference.

The service was accredited by the Royal College of Psychiatrists and the Irish College of
General Practitioners for medical training and approved by An Bord Altranais for nurse
training. A revised local mental health programme was at an advanced stage of prep
aration by the health board and it included a strategy with clearly stated objectives and
budgetary targets for further development of the service. The programme identified a
number of achievable programme priorities for the next number of years.

Standards in the community residential care settings were satisfactory. The accommo
dation provided was domestic in style and residents had easy access to public transport
and community facilities. All of the houses were well decorated and well maintained. Rent
was charged on a fixed scale and all residents handled their own money. There was an
admission procedure for the residences and the care planning arrangements for residents
were acceptable. The management of catering within the community residence system was
satisfactory and the care regime and arrangements for daily living were at an acceptable
level.

RECOMMENDATIONS

1. The Five Year Plan to be advanced as soon as possible.

2. Admission facilities for Monaghan to be transferred to Cavan General Hospital.
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3. Additional community facilities to be provided in all four sectors.

4. Documentary procedures relating to nurse note-taking and nursing care plans to be
improved at St Davnet's Hospital.

5. All staff at St Davnet's Hospital to wear identification badges.

6. The mental health centre, day hospital and sector headquarters for West Cavan, cur
rently in Cavan General Hospital, to be moved to an accessible location in Cavan
town.

7. A decision to be made as to whether to enlarge the newly opened Bailieboro facility
or move to a greenfield site in Virginia for the mental health centre for East Cavan
given that the current accommodation in Bailieboro is inadequate.

8. Strengthen the multi-disciplinary nature of the four sector teams.

LOUTWMEATH MENTAL HEALTH SERVICE -1997 INSPECTION

INSPECTED ON 2 JULY, 1997

GENERAL DESCRIPTION OF THE SERVICE

The LouthlMeath catchment area comprised the combined counties of Louth and Meath
and had a population of approximately 199,708. It was divided into five sectors as
follows:-

Sector Population

Mid-LouthlEast Meath 31,746
North Louth 45,374
South LouthlEast Meath 34,073
North Meath 45,108
South Meath 43,407

IN-PATIENT CARE

In-patient care for Louth was provided in St Brigid's Hospital, Ardee and the hospital
itself was sub-divided into three integrated units, one male unit and one female unit. There
were 124 patients in St Brigid's on the day of inspection. Seventeen were temporary, two
were PUMs and fourteen were Wards of Court. On 31 December 1996, there were 131
patients in St Brigid's and thirty-one were patients with a mental handicap. Twenty-seven
per cent of the in-patients had been hospitalised for five years or more. Twenty per cent
were over seventy-five years of age and a further twenty percent were between sixty-five
and seventy-four years of age. The in-patient unit for the Meath Mental Health Service
was the newly opened acute psychiatric unit at Navan General Hospital. Fifteen patients
were accommodated in the unit on the day of inspection.
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ADMISSIONS

There were 703 admissions to St Brigid's in 1996 and 246 were first time admissions.
Eighty-six patients were admitted on temporary certificates, seven patients became new
long-stay patients, four of whom were over sixty-five. In 1996, there were 729 discharges
and two deaths. There were thirty-four admissions to the Psychiatric Unit in Navan Gen
eral Hospital prior to 31 December, 1996. The unit began operating in November, 1996.

COMMUNITY FACILITIES

In the Louth area four low-support community residences provided twenty-five places.
One medium-support residence provided six places and two high-support residences pro
vided thirty-six places. In the Meath area, one medium-support residence accommodated
six patients and one high-support residence accommodated twelve patients. The high
support residence, Rath na .Riogh, opened in April, 1997. A mental health centre was
located in Dundalk and 562 persons attended in 1996. Day hospitals were located in Navan
and Dunshaughlin. Day centres in Navan, Drogheda and Louth County Hospital provided'
a total of 117 places. Out-patient clinical sessions were held at five locations in Louth and
four locations in Meath during 1996.

STAFFING

In the Louth component of the service medical staff comprised seven posts including three
consultants. Fourteen administrative staff, 129 nursing staff and fifty-seven nori-nursing
staff were also employed. There were 8.32 paramedical staff for both service components.
Six medical staff, including two consultant psychiatrists, were employed in the Meath
service. Twenty-one nursing staff were assigned to the acute unit in Navan General
Hospital and there were two administrative staff. Additional nursing staff were assigned
to the medium and high-support residences and the day hospital and day centre in Navan.

COST

The cost of the Louth service was £5.7 million. This included part of the cost of the
Meath service. The cost of the Meath service was £800,294 bringing the overall cost of the
Louth/Meath Mental Health Service to £6.5 million in 1996.

DEVELOPMENTS IN THE SERVICE

A major development in the service had been the opening of the twenty-six bed acute
psychiatric unit for County Meath in Navan General Hospital. Another major develop
ment was the opening of Rath na Riogh, a twelve-place high-support residence in Navan
which had taken eight long-stay patients from St Brigid's and four long-stay patients from
the Navan unit. A residence for patients with a mental handicap was to open in Drogheda
under the aegis of the mentally handicapped service which would result in the transfer of
a further seven patients from St Brigid's. A psychiatric residence in Drogheda was also to
be opened shortly and it would further reduce the in-patient numbers in St Brigid's. At
the time of inspection, one of the two admission units in St Brigid's had closed and was
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being renovated. When the renovated admission unit re-opened the other one would then
take patients from St Dympna's Ward. St Dympna's would then close.

GENERAL COMMENTS

The unit at Navan General Hospital provided a self-contained function for Meath.
However, it was felt that a sixth sector was essential for this service. The sector boundaries
should be redrawn, allocating three sectors to each county so the two county services
could function independently. Specialisation could be provided on a cross-county basis or
provided for the whole of the North-Eastern Health Board region for more highly special
ised services. It was essential, however, that community services in both counties were
strengthened and a general hospital based unit should be provided at Louth General
Hospital in Dundalk rather than in Drogheda. The reasons for this were the higher popu
lation concentration and a higher morbidity rate in that part of the county.

St Brigid's accommodated a high proportion of older long-stay patients and a diminishing
number of patients with a mental handicap. All of them needed to be placed in residential
accommodation and it was welcome that planning was underway to provide such accom
modation. Whilst there were considerable improvements in the rehabilitation programme,
greater efforts should be made with the long-stay patients in order to maximise their
independence and potential for discharge to more appropriate care settings. In the mean
time, some of the existing accommodation in St Brigid's needed to be upgraded.· The
crowded and cramped conditions in St Ita's Ward were unsatisfactory and a number of
the wards needed refurbishment. It was essential that the sector teams became multi
disciplinary and the recruitment of occupational therapy, psychology and social work pro
fessionals should be undertaken.

There had been major improvements in documentary procedures and a comprehensive
policy and procedure manual for the hospital and community service had been introduced
since the last inspection. The policies were dated, indexed, filed in separate folders and
available in each clinical location for staff information and reference. Newly admitted
patients had a full medical evaluation on admission and the results were recorded in
patients' case files. Acute patients had a daily medical evaluation and there were regular
meetings at which individual patient care plans were discussed. These meetings were
attended by all members of the multi-disciplinary team. Documentation of administrative
data in the case files was satisfactory. The files were maintained in good condition, corre
spondence was correctly filed, investigation reports were in chronological order and copies
of previous discharge letters were readily available. The nursing care plans had improved
considerably and there was an agreed model of nursing care with specific goals, target
dates and review dates. Nurses signed all entries in the care plan in full and risk assessment
had been incorporated appropriately into the care plans.

Accommodation in St Brigid's Hospital was comfortable and in good decorative repair.
The continuing re-decoration of wards that remained in use was welcomed. Patients had
access to outdoor space, private bathing facilities, single sex toilet facilities and the activi
ties for patients in the ward areas had improved considerably. There was reasonable conti
nuity of nursing staff and a primary nursing system was in operation. All staff wore identi
fication badges. Unit notice-boards were well maintained and were kept up-to-date. The
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administrative reporting system, indicating activity in the in-patient care areas, was
satisfactory.

Involuntary admission forms were signed by junior doctors and this required review. Clear
discharge guidelines were available to all staff and the standard information form was sent
to the GP or other agency responsible for follow-up care on the day of discharge. This
form was in triplicate and a copy was kept in the ward area. A revised medical prep
arations policy was available and it was included in the overall policy manual. Fire preven
tion courses were provided and the checking system to ensure equipment operated effec
tively in emergencies was satisfactory. Written fire orders were displayed prominently in
each clinical location, all areas were protected with an automatic fire detection system,
and all fire exits were clearly marked. A fire committee should be established and written
records of their meetings should be kept. There was a parent safety statement for the
hospital and local units adhering to the standards and procedures set by the Safety and
Welfare of Work Act, 1989. A safety committee should also be established. The safety
statements for each local area were under review at the time of inspection. Hazard control
sheets should be available in the clinical areas and a safety audit should be completed as
soon as the safety statements are agreed.

There was a written information handbook for patients and relatives on admission to
the service which contained information on admission procedures, money and valuables,
religious services and other matters pertinent to care as an in-patient. The information
leaflet also contained the name of the patient's consultant psychiatrist and information on
an appeal procedure. There were written procedures for dealing with complaints and
written information relating to patients' rights under the Mental Treatment Act, 1945 was
available for patient information and reference.

Seclusion had not been used in this service since the last inspection. The facilities for ECT
at both centres were satisfactory. Adequate monitoring and resuscitation equipment was
available and there were new written nursing guidelines for ECT. The pre-ECT nursing
checklist had been updated and written information for patients and relatives on ECT was
readily available. Whilst CPR and FBAO training was available for staff, this needed to
be organised on a regular basis and all staff should attend on rotation. Standards in the
alternative residential care settings were satisfactory. The operational policy and the
assessment schedule and rehabilitation programme at Rath na Riogh were most
impressive.

RECOMMENDATIONS

1. Create a sixth sector for this service and re-align the existing sectors to provide three
sectors for each county. This would create two clinically autonomous services.

2. The planning and designing of a general hospital psychiatric unit, probably in Dun
dalk, for the County Louth service should be considered.

3. The provision of community-based, high-support facilities for the placement of exist
ing long-stay patients in St Brigid's.

4. Appropriate placement for the substantial older people component of St Brigid's.
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5. Upgrade some of the current in-patient accommodation in St Brigid's.

6. Intensify the recruitment of occupational therapists, psychologists and social workers
for the exclusive- and designated use of the psychiatric service.
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CHAPTER SIX

North-Western Health Board

DONEGAL MENTAL HEALTH SERVICES
- 1997 INSPECTION

INSPECTED ON 15 AND 16 JULY, 1997

GENERAL DESCRIPTION OF THE SERVICE

The catchment area had a population of 118,143 and was divided into six sectors as
follows:-

Sector Population

Donegal North Central " 14,329
Donegal, Central 17,432
Donegal South Central 19,795
Donegal South West 17,349
Donegal North West 23,023
Donegal North East 26,215

IN-PATIENT CARE

In-patient care was provided in the Acute Unit, Letterkenny General Hospital which had
fifty-eight beds and in the continuing care units of St Conal's Hospital. There were fifty
eight patients in the acute unit on 31 December, 1996. Seventy-nine per cent of the patients
had been hospitalised for less than three months, nineteen per cent for between three and
twelve months and bnly one per cent for more than one year.

ADMISSIONS

There were 882 admissions to the service in 1996 and 212 were first time admissions. This
represented an overall admission rate of 7.4 per 1,000 of the catchment area population.
Eighty-six patients were admitted on temporary certificates and three patients were admit
ted on PUM certificates. Ten per cent of all admissions were 'involuntary. There were 837
discharges in 1996 and thirteen patients were transferred to the special care unit in Sligo.
One patient became a new long-stay patient during the year.

COMMUNITY FACILITIES

Day centres with a total of 150 places provided treatment, social care and sheltered work
and were located at St Conal's Hospital, Donegal town, Buncrana, Dungloe and Falcar
ragh. Alcohol counsellors and behaviour therapists provided alcohol counselling and
behaviour therapy sessions in the day centres. Out-patient cl.inical sessions were held at
eleven locations and 1,188 patients were on the out-patient register. Eleven low-support
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community residences provided sixty-one places. Medium-support residences in Donegal
town and Dungloe provided twenty-nine places and accommodated twenty-one residents
on the day of inspection. All but three of the residences were owned by the health board.

STAFFING

Medical staff comprised six consultant psychiatrists, one registrar, four senior house
officers and one house officer. Paramedical staff comprised one social worker. Ten admin
istrative staff, 173 nursing staff, and fifty-five non-nursing -staff were also employed in the
service.

COST

The budget for the Donegal Mental Health Service was £5.2 million in 1996.

GENERAL COMMENTS

Donegal is a large county with a widely dispersed population, few population centres of
any size and poor communication between sectors of the mental health services. These
considerations had impeded easy delivery of psychiatric services and have led to the cen
tralisation of service delivery. In spite of these impediments, psychiatric services have been
established in Donegal, Dungloe and Buncrana. There were also some satellite establish
ments, mainly involving day centre activities, in centres such as Ballybofey and Falcarragh.
In some cases, the day centre premises and activities were shared with other groups,
notably those of older people. Letterkenny remained the hub for th~ county and provided
the in-patient services. It was noted that no day hospital existed in the service. It was
essential to establish a day hospital in Letterkenny without delay. The former RMS resi
dence would meet the necessary requirements for a day hospital. There were also plans
to move the day centre from St Conal's to the former RMS residence.

The Carndonagh residence, which was to provide twenty high-support places, was soon to
open. A proposal to provide a purpose-built, high-support residence for another twenty
patients on a site in Letterkenny which was owned by the Board was under consideration.
These two residences would enable one of the three remaining wards in St Conal's to
close.

Concern was expressed that, despite recommendations of earlier years, there had been no
improvement in safety measures, particularly relating to fire hazards, in any of the Let-

. terkenny residences. A fire officer had inspected the residences and had made a number
of recommendations. It was hoped that these recommenda.tions would be implemented
immediately. At the very least, the houses needed to have automatic fire alarm systems
and telephones installed. Many of the houses needed to be refurbished.

The high admission rate and the number of people admitted for alcohol-related illnesses
to the. Donegal service was a continued concern. An admission policy had been drawn up
a'nd 'agreed with the Accident -and Emergency Department of Letterkenny General
Hospital which it was hoped would provide for a reduction in the number of admissions.
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The lack of a day hospital in the service was also deemed to be a factor in the high
admission rate.

It was welcoming to note that all nursing staff wore identification badges and that the
conditions in St Bernadette's Ward and St Ciaran's Ward in St Conal's were excellent.
However, the same could not be said for St Eunan's. A modified refurbishment pro
gramme of the ward was being undertaken prior to its closure and the patients in the
ward were to be transferred to the supervised community residences in Carndonagh and
Letterkenny when they opened. Alterations were being made to the acute unit in Let
terkenny General Hospital to improve observation from the nurses' station. The unit
should be re-modelled to improve observation and reduce the rather cramped conditions
in the observation wards. Additional single rooms should also be provided. This would
require a reduction in the number of acute beds (58) which was considered to be rather
high for the catchment area population of 120,000.

The day centre and support residence in Donegal town and the premises in Buncrana and
Dungloe were functioning well. The range of patients they catered for should be increased
and there was a need to move towards a day hospital type operation rather than offering
simply a day centre service. In this context, it was essential that the sector teams became
multi-disciplinary and the recruitment of additional occupational therapy, psychology and
social work professionals should take place as soon as possible.

RECOMMENDATIONS

1. A day hospital to be established in Letterkenny.

2. The establishment of the Letterkenny high-support residence to be expedited.

3. Immediate attention to be given to the safety aspects of the Letterkenny residences.
They should also be re-decorated.

4. The Carndonagh residence to be made operational as soon as possible.

5. A range of activities in Buncrana, Dungloe and Donegal to be extended to include
more day hospital type activities,

6. The admission policy which had been drawn up and agreed to be enforced more
rigidly.

7. Occupational therapists, social workers and psychologists to be recruited.

SLIGO MENTAL HEALTH SERVICES -1997 INSPECTION

INSPECTED ON 30 JULY, 1997

GENERAL DESCRIPTION OF THE, SERVICE

The catchment area population was 89,648 and it was divided into four sectors as
follows:-
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Sector

West & South Sligo
, South Leitrim

North SligolNorth Leitrim/South
DonegallWest Cavan
Sligo City

IN-PATIENT CARE

Population

22,292
16,836
22,587

27,933

In-patient services were provided at the Mental Health Unit, Ballytivnan, Sligo. At the
end of 1996 there were four integrated wards with 122 beds. There were two occupational
ind!Jstrial units which 177 in~patients and twenty-three out-patients attended during the
year. Two de-designated wards for older people accommodating for~y-four patients were
also located on the hospital campus. There were 117 patients in the hospital on 31
December, 1996. Fifteen were temporary and eleven were PUMs. Two patients had their
tem~orary orders extended during the year and there were 331 spans of special nursing
supervision involving thirteen patients. Seclusion had not been used in 1996. There were

. '

nin~ty-four patients in the hospital on the day of inspection. Sixty were voluntary, fifteen
were temporary, sixteen were PUMs and three were Wards of Court. Forty-two per cent
of patients had been hospitalised for five years or more, twelve per cent for between one
and five years, ten per cent for between three and twelve months and thirty-five per cent
for :less than three months.

ADMISSIONS

There were 866 admissions to the hospital in 1996 and 119 were first time admissions. This
represented an overall admission rate of 9.6 per 1,000 of the catchment area population.
Involuntary admissions accounted for 12.5% of all admissions to the hospital. Four
patie~ts became new long-stay patients during the year and all were under sixty-five years
of age. There were 835 discharges and eight deaths. Two patients ,were '. transferred to
oth~r hospitals outside the health board region. '

COM~UNITY FACILITIES

Fourt~en low-support residences provided fifty-nine places and accommodated fifty-three
patients at the end of 1996. One medium-support residence in Sligo town was owned by
the health board. It provided six places and accommodated six patients at the end of
1996. 'The service had five high-support residences in Manorhamilton; Sligo, Ballymote,
Castlegarren and Mohill. Seventy-one residential places were available and there were
sixty-four patients in the residences at the end the year. A number of beds in the high
support residences were reserved for respite care. The day hospital in Sligo provided thirty
plac~s and eighty-five persons were on the register. Day centres in Sligo, Castlegarren,
Carrick-on-Shannon, Tubbercurry and Ballymote provided 138 places and 229 persons
were on the registers. Out-patient clinical sessions were held at twelve locations and there
were 320 clinical sessions during 1996 at which 140 new patients attended.

88



STAFFING

There were 8.7 medical staff in the service, four of whom were consultant psychiatrists.
There were seven paramedical staff comprising one social worker, two occupational thera
pists and four alcoholism counsellors. One hundred and seventy-three nursing staff of
various grades, 11.5 administrative staff and 66.3 non-nursing staff were also employed.

COST

The budget for the Sligo Mental Health Service was £6.8 million in 1996.

GENERAL COMMENTS

It was hoped that the continued development of community-based facilities in the coming
years would allow for a less centralised service. There were community-based elements to
all of the sectors but none had developed to the point of being a true sector headquarters
or mental health centre which provided acute day hospital facilities. In contrast, plans for
in-patient services were well thought out. The current acute in-patient services were to be
replaced by a unit in Sligo General Hospital which was at the planning stage and a unit
for long-stay older patients was to be provided at St John's Hospital for older people.
Pending these initiatives, a series of additional initiatives were being planned in the exist
ing complex. They were being devised so that the present premises could be vacated on a
phased basis and handed over to the Regional Training Authority which had acquired the
site.

During 1997, one of the wards in the continuing care unit closed and the patients trans
ferred to community-based residences. It was hoped that the thirty-five patients in the last
continuing care ward would also transfer to three community-based residences in the near
future. Two residences had been purchased. The fifty older patients inthe de-designated
unit and the patients in the admission unit would then move to the continuing care unit
which would be refurbished for this purpose.

Much of the accommodation in the admission unit and the ~ontinuing care unit was unsat
isfactory and needed to be refurbished to an acceptable standard. Greater emphasis and
'attention should be given to the appropriate rehabilitation '-()f patients considered suitable
for community placement and patients should be made aware of their transfer to com
munity settings. Particular specialised inputs should be developed for the long-stay
patients in the special care unit.

All nursing staff wore identification badges. Although emergency and resuscitatory pro
vision and practices were catered for and were understood by staff, some improvements
could be made. Improvements to medical and nursing documentation were identified and
discussed with staff. The sector teams needed to be developed if they were to become
multi-disciplinary. Only two occupational therapists and one social worker were employed
in the service and there was no psychologist.

A local written policy on philosophy and model of care was available in each component
of the service. It provided information on programme philosophy and the working sched
ule of the unit. These operational policies should be reviewed and updated periodically.
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An annual review of the quality, efficiency and effectiveness of the service, identifying
strengths and weaknesses in the service programme with a view to setting a number of
programme goals, should be produced each year. A written report of the annual review
should also be kept.

Each new admission received a full medical evaluation and the results were recorded in
each patient's case file and appropriate action was taken. Documentation of administrative
data in case files was satisfactory and case file covers were in good condition. Corre~pon
dence and investigation reports and copies of previous discharge letters were filed cor
rectly and were easily accessible. Each consultant team had weekly meetings where indi
vidual patient care plans were discussed and all staff were able to attend the meetings on
a rotational basis. A written policy on the care of patients' case notes was required. Case
notes were legible and easy to follow but all staff entries in the case notes should be signed
in full and the date and time of the entry should be entered.

There was reasonable continuity of nursing staff. A primary nursing or team allocation
nursing system should be introduced. The administrative reporting system, indicating
activity in the in-patient care areas over a twenty-four hour period, was satisfactory. Unit
notice-boards were also satisfactory. A care planning system was used in the various clini
cal locations and the care plans inspected in the admission unit were adequate. A different
system was used in the intensive care unit but it was also adequate. However, there seemed
to be no correlation between the assessment, goal setting and nursing notes in the care
plans inspected in the continuing care unit and this highlighted the heed for an audit of
the care planning system in order to ensure that all aspects of care plans were inter
related. Abbreviations were not used in the service and nursing notes were satisfactory.
Nurses signed all entries in full. A nursing procedure book, setting out clear guidelines on
nursing procedures, should be available for staff information and reference. The service
should also consider introducing a psychiatric nursing manual which would provide a use
ful overview of the most frequently treated psychiatric conditions presenting in the service.

A full range of information was available to patients and relatives on mental illness and
other health and social services and, how to access them. The information handbook for
patients and relatives on admission contained information on the structure of the units,
philosophy of care and matters pertinent to a patient's stay in hospital. Written infor
mation was available to patients and relatives on their rights under the Mental Treatment
Act, 1945.

ECT facilities were unsatisfactory but they were rarely used. A comprehensive protocol
on ECT had been introduced and the Royal College of Psychiatrists guidelines were avail
able. A comprehensive pre-ECT nursing checklist had been completed satisfactorily. The
ECT post operative nursing observations were very comprehensive and notes taken indi
cated they were completed satisfactorily. A named consultant was responsible for the ECT
clinic and a patient's clinical and mental state was assessed after, each ECT treatmenL
Written information on ECT was available for patients and relatives. Although the moni
toring and resuscitation equipment was adequate, an emergency trolley should be pro
vided in the unit. All emergency and resuscitation equipment should be stored on the
trolley and checked each week. Written nursing guidelines for E~T were, also required.
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CPR and FBAO training should be introduced on a rotational basis for all staff. Seclusion
and restraint were not used in this service.

A written admission policy was required in the admission area. While a policy in relation
to alcohol related admissions was available it had not been implemented. Consultant psy
chiatrists completed all involuntary admission forms. A triplicate discharge summary
issued on the day of discharge followed by a detailed discharge report to the patient's GP
and community nurse. Although a written drugs procedure and policy was in place, the
procedure in relation to prescribing and administering drugs needed to be reviewed. The
following matters should also be considered and included in the drug policy and procedure
manual: ordering drugs, storing and administering medicines, checking drug stocks, duties
and responsibilities of nurses administering drugs, use of abbreviations, methods of admin
istration, drugs given to patients on discharge, use of PRN prescriptions, errors in admin
istration and other appropriate administrative matters. The system for checking drug stock
levels was satisfactory.

The service was accredited for general practitioner training and was approved by An Bord
Altranais for nurse training. There were written guidelines for employees on the manual
handling ofloads and all staff had completed a course on safe lifting techniques. Staff had
also completed training on the management of people exhibiting disturbed behaviour.

Written safety statements were available in each location, safety audits had been com
pleted, and there was a safety committee with an identifiable safety officer. Records of
minor outbreaks of fire were kept and appropriate action was taken. Fire exits were clearly
marked. There were written. fire orders and the clinical areas were protected with an
automatic fire detection system. Assurances were given that the checking system to ensure
that fire equipment operated effectively in emergencies was satisfactory.

The service administration reviewed and updated policies and guidelines in accordance
with service needs and there was a comprehensive set of hospital policies which were
dated, indexed in separate folders and available in each location for information and
reference. The following matters should be reviewed with a view to producing a local
policy for inclusion in the policy manual: access to health records, aids in the workplace,
access to patients' case notes, Hepatitis B vaccination, needle"stick injury and other
exposure incidents, patients' voting rights, search procedures for missing patients, smoking
and health, sudden deaths, special nursing supervision and Wards of Court.

RECOMMENDATIONS

1. Appropriate sector headquarters and mental health centres to be established in each
of the sectors so that appropriate community-based work can take place and service
delivery can be de-centralised.

2. Occupational therapists, social workers and other professionals to be recruited to
ensure an adequate multi-disciplinary dimension to the service.

3. A rehabilitation programme to be developed for those patients who are to transfer
from the continuing care unit to community residential accommodation.
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CHAPTER SEVEN

South-Eastern Health Board

CARLOW MENTAL HEALTH SERVICES
- 1997 INSPECTION

INSPECTED ON 9 APRIL, 1997

GENERAL DESCRIPTION OF THE SERVICE

The population of the catchment area was approximately 42,800 and it was divided into
two sectors as follows:-

Sector Population

Carlow North 21,800
Carlow South 21,000

IN-PATIENT CARE

In-patient care was provided at St Dympna's Hospital which had 117 beds divided into
four integrated units with ninety beds and one male unit with twenty-seven beds. A total
of 116 patients were in St Dympna's on the day of inspection. Seventeen were Wards of
Court, nine were temporary and two were PUMs. In 1996, there were 224 episodes of
seclusion involving thirty-three patients. Special nursing supervision was provided for one
patient.

ADMISSIONS

In 1996, 165 males and 122 females were admitted to St Dympna's Hospital. The overall
admission rate was 6.8 per 1,000 of the catchment area population. Nineteen patients were
admitted on temporary certificates. There were 273 discharges from St Dympna's in 1996
and sixteen deaths.

COMMUNITY FACILITIES

At the end of 1996, five low-support, one medium-support and one high-support com
munity residence provided sixty-nine places and accommodated sixty-four people. A total
of 306 patients attended the day hospital service and twenty-five were new referrals. The
service had access to day centres in Tullow, Hacketstown, Bagenalstown and Carlow town.
The day centres provided eighty places and 385 persons were on the register. A total of
126 patients attended 235 clinical sessions at various locations throughout the catchment
area in 1996. The total number of patients attending as out-patients was 476.
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STAFFING

Five medical staff, including two consultant psychiatrists, were employed by the service.
Paramedical staff comprised one psychologist, one alcoholism counsellor and a part-time
pharmacist. Nine administrative staff, 115 nursing staff and thirty-eight non-nursing staff
were also employed.

COST

The budget for the Carlow Mental Health Service was £4.7 million in 1996.

GENERAL COMMENTS

There had been no significant developments in the service since the last inspection. An
integral plan for the integrated Carlow/Kilkenny Mental Health Services was under con
sideration and included the construction of a psychiatric unit at St Luke's Hospital,
Kilkenny which would provide acute psychiatric care for both counties. Other principal
elements concerned the provision of premises for patients with a mental handicap and
community residences for long-stay psychiatric patients in St Dympna's Hospital.

Once again, the substantial improvements which had taken place in the service in recent
years were to be commended. They were concentrated mainly in St Dympna's Hospital
and included such initiatives as the Dolman Centre and the new St Mary's Ward. The
spirit of openness, reflected in the fact that the entire hospital was now open including
the upgraded accommodation for patients with a mental handicap in Kelvin Grove, and
the general positive and enthusiastic attitude of staff to improving the service was encour
aging. Initiatives relating to staff training had obviously paid off.

Despite these general commendations there were one or two points of concern. Services
needed to be developed off the hospital campus as the service was quite centralised. The
service provided nothing outside of St Dympna's Hospital apart from out-patient clinics
which were often held in unsuitable premises. The day hospital should be located in Car
low town rather than on the hospital campus. The daily influx of patients to the hospital
from the community residences was also undesirable. The admission rate, and number of
admission beds, was high and there was some concern at the level of seclusion. Clinical
nursing documentation in the admission unit and signing procedures for seclusion needed
review. Nurse training and skills development was on-going. However, the provision of a
truly multi-disciplinary team should be pursued as psychological input was minimal and
no social worker was employed.

The challenge for the Carlow service was to deal with the three constituent elements in
St Dympna's which included acute patients who would be taken care of in the new psychi
atric unit at St Luke's Hospital, patients with a mental handicap, and long-stay patients
for whom community-based accommodation was being sought in accordance with overall
service plans.
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KILKENNY MENTAL HEALTH SERVICES -1997 INSPECTION

INSPECTED ON 16 APRIL, 1997

GENERAL DESCRIPTION OF THE SERVICE

The population of the catchment area was approximately 60,200 and was divided into
three sectors as follows:-

Sector Population

Kilkenny North 20,200
Kilkenny East 20,000
Kilkenny West 20,000

IN-PATIENT CARE

There were 106 patients in St Canice's on the day of inspection. Two were on temporary
certificates, five were PUMs and nine were Wards of Court. St Canice's provided 138 beds
which were divided into six integrated nursing units. In addition, thirty in-patients and
fifty-five out-patients attended an industrial therapy unit on the hospital campus. St Gabri
el's Ward was a designated mental handicap unit with thirty patients and three wards for
older people accommodated sixty-eight patients. Seclusion was not used in the service.
On 31 December 1996, 126 patients were accommodated in the hospital. Sixty per cent
had been hospitalised for over five years, ten per cent for between one and five years and
the remaining thirty per cent for less than one year. Forty-one per cent of patients were
over sixty-five. Four patients had their temporary orders extended during 1996 and there
had been 285 spans of special nursing supervision. Six patients became new long-stay
patients in 1996.

ADMISSIONS

There were 392 admissions to St Canice's Hospital in 1996 and eighty-four were first-time
admissions. The overall admission rate was 6.5 per 1,000 of the catchment area population.
There were 401 discharges from in-patient care in 1996 and eight deaths.

COMMUNITY FACILITIES

Eight low-support community residences provided thirty-nine places and accommodated
thirty-four residents at the end of 1996. There was one medium-support residence with
ten places and three high-support residences which accommodated thirty-eight people at
the end of 1996. There was one day hospital with ten places. Forty-four persons attended
the hospital in 1996 and seventeen were attending for the first time, Day centres were
located at the auxiliary hospital in Kilkenny and flexi-day care was available at Castlec
orner, Graiguenamanagh, Johnstown and Callan. The day centres provided sixty-eight
places and sixty-six persons attended on a regular basis. Community workshops at Wol
fetone House provided nine places. Out-patient clinical sessions were held at six locations
and the facilities at St Luke's Hospital were used by all three sector teams. In 1996, 213
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clinical sessions were held. A total of 1,543 persons attended and 138 attended for the
first time.

STAFFING

There were seven medical posts including three consultant psychiatrists. Paramedical staff
comprised one psychologist, two occupational therapists and a part-time physiotherapist,
pharmacist and chiropodist. There were 8.5 administrative staff and 119.5 nursing staff
employed in the service. In addition, 49.6 non-nursing staff of varying grades were
employed.

COST

The budget for the Kilkenny Mental Health service was £5.5 million in 1996.

GENERAL COMMENTS

The major concern was the provision of the new psychiatric unit at St Luke's Hospital.
Plans were in place to enable the Mental Health Association to provide three seven-place,
community-based, residential units for twenty-one patients with a mental handicap who
were accommodated in St Gabriel's Ward. The remainder of the patients in the ward
would transfer to the Alcantra community residence. The current residents of Alcantra,
most of whom were older people, would transfer to the large and extended Kincora com
munity residence. The current acute and mental handicap components of St Canice's
Hospital would then be met. Older patients and long-stay patients would still require
community-based accommodation before St Canice's Hospital could be vacated, The gen
eral level of care in St Canice's was of a high standard but some of the community-based
residences needed to be re-decorated.

There was an urgent need for a sector headquarters and day hospital in Kilkenny City as
well as ancillary facilities, such as day centres, resource centres, etc. Both North and South
Kilkenny County also needed equivalent facilities. The service was too centralised and it
was unsatisfactory that a large number of patients from the community residences came
to the distribution centre in St Canice's Hospital for day services. While the occupational
therapy programme and training facilities in St Canice's were impressive, it was noted that
psychological services were minimal and no social worker was employed. True multi
disciplinary teams needed to be established.

Documentation procedures and practices were satisfactory. There was afully documented
admission policy and all admission decisions were made by consultant psychiatrists. The
admission surroundings were reassuring, comfortable and private. Clear discharge guide
lines were available and discharge from the service followed a full medical assessment
which took account of a patient's home conditions. Families were notified of a patient's
imminent discharge and a comprehensive information leaflet was available to GPs and
other 'agencies responsible for follow-up care. The discharge checklist was extensive and
impressive. The discharge summary was issued to the referring agencies responsible for
follow-up care. The condition of medical case notes was satisfactory. Correspondence was
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filed in chronological order, investigation reports were correctly filed and copies of pre
vious discharge letters were readily available. The policy on medical preparations should
be reviewed and updated. The written procedures relating to ECT were satisfactory. The
storage areas and transport system for medicine between the various units was adequate.

The community residences inspected on this occasion were satisfactory. They were clean
and reasonably well maintained. All of the accommodation visited was comfortable and a
variety of daytime activities were available. Residents had access to outdoor space and
there was access to smoking and non-smoking areas. Each residence had a private tele
phone and reasonable access to public amenities. A number of residences had been, or
were being, redecorated. One or two houses required extensive internal redecoration.

A safety committee with an identifiable safety officer was in place. Written safety state
ments were available in local areas and safety audits had been completed in the past year.
A fire committee met regularly and appropriate records of the meetings were kept. There
was a system to ensure equipment operated effectively in emergencies and equipment
checks were dated and recorded in the hospital. The checking system in the community
residences was unclear, but assurances were given that equipment was checked regularly.
The fire safety and evacuation exercises carried out by nursing staff and the recording of
these exercises was commendable. All residents were encouraged to take charge of<-their
own financial affairs and matters relating to the running of their residence and the money
systems checked at various locations were satisfactory. '

The current set of guidelines and policies should be reviewed and updated on a phased
basis. These policies were aimed at assisting staff in clinical and administrative matters
relating to the appropriate care of patients and the needs of staff providing that care. The
following policies and procedures should be considered for inclusion in the updated man
ual: access to health records, handling/lifting policy, patients' voting rights, personal
searches of patients and their belongings, locking external ward doors, special nursing
supervision, guidance notes for staff appearing in court, needle-stick injury and other
exposure incidents, panic alert activation policy and illegal drugs.

RECOMMENDATIONS

L Psychologists and social workers to be recruited.

2. Provide a sector headquarters/day hospital in Kilkenny City.

3. Strengthen day facilities in the rest of the county outside Kilkenny City.

4. Progress the provision of an acute unit for the service at St Luke's Hospital, Kilkenny.

5. Provide a staff-supported community residence for suitable patients in St Gabriel's.

6. Review the utilisation of admission beds at St Canice's Hospital.
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TIPPERARY MENTAL HEALTH SERVICES -1997 INSPECTION

INSPECTED ON 9 AND 23 APRIL, 1997

GENERAL DESCRIPTION OF THE SERVICE

The Tipperary Mental Health Service had a catchment area population of 135,620 and
was divided into five sectors as follows:-

Sector Population

Tipperary 25,774
Clonmel West 25,637
Cionmel East 26,380
Nenagh 27,535
Thurles 30,294

IN-PATIENT CARE

In-patient care was provided at the fifty bed St Michael's Acute Unit, St Joseph's Hospital
and at St Luke's Hospital which had 244 beds. There were forty-five patients in the unit
on the day of inspection and four were temporary. StLuke's accommodated 213 patients
on the day of inspection. Twelve were temporary, eight were PUMs and eight were Wards
of Court. On 31 December, 1996 there were 236 patients in St Luke's Hospital: seventy
three per cent had been hospitalised for over five years, thirteen per cent for between one
and five years, eight per cent for between three and twelve months and five per cent for
less than three months. Forty-four per cent of the in-patient population were over sixty
five years of age.

ADMISSIONS

There was a total of 1,086 admissions to the service in 1996 of whom 166 were first time
admissions. This represented an overall admission rate of eight per 1,000 of the population.
In 1996, there were 1,044 discharges and twenty-six deaths. Seventy-two patients were
transferred from St Michael's Unit to St Luke's Hospital.

COMMUNITY FACILITIES

Twelve low-support residences, all in the Clonmel area, accommodated forty-five people
at the end of 1996. A medium support residence in Tipperary town opened in September,
1996 and accommodated eight people at the end of 1996. Two day hospitals in Clonmel
and Tipperary town provided a total of forty places. The Clonmel hospital incorporated
an alcohol treatment centre which provided an outreach service in Carrick-on-Suir. Three
hundred and seventy persons attended the day hospital service in 1996 and 200 were first
time referrals. In addition, 184 persons were on the register of the alcohol treatment
centre. There were day centres in Tipperary town and Clonmel and forty-nine persons
were on the register. Out-patient clinical sessions were held at six locations in 1996. A

98



total of 774 patients were on the out-patient register and 481 were first time referrals.
Three community workshops, two in Cionmel and one in Tipperary town, were attended
by twenty-seven persons with a mental illness from the community.

STAFFING

Medical staff comprised five consultant psychiatrists and six NCHDs. Paramedical staff
comprised two psychologists and two alcoholism counsellors. Fourteen administrative staff
and 158 nursing staff were also employed in the service.

COST

The overall cost of the Tipperary Mental Health service was £6.9 million in 1996.

GENERAL COMMENTS

It was envisaged that two of the existing sectors, Thurles and Nenagh, would pass to the
Mid-Western Health Board in the near future. They would provide an autonomous service
for Tipperary North Riding with an in-patient base at Nenagh General Hospital. The
community-based sectors in Tipperary town, Clonmel, Thurles and Nenagh needed to be
strengthened to provide functional headquarters and active day hospitals. The Morton
Street site in Clonmel remained undeveloped and it was imperative that this matter should
be addressed so that an active headquarters and day facility could be provided in Clonmel
to augment the overburdened Coolgreaney House operation.

There had been two developments of note since the previous inspection - the transfer of
eighteen patients from St Luke's to a new high-support community residence in Tipperary
town and the closure of St Teresa's Ward in St Luke's. Many of the wards that remained
open contained quite an inappropriate mix of patients: patients with a mental handicap,
long-stay functional psychotics, older patients and newly admitted acute patients from
the admission ward were all placed together. This hampered appropriate therapy and
management of patients. Plans to address this matter were soon to be implemented.

In general terms, the care of older patients in St Catherine's and St Clare's Wards in St
Luke's was of a high standard and recent refurbishments had made a positive impact.
Conditions in St Anthony's and St Paul's Wards were less than satisfactory. The medical
records of long-stay patients needed attention, case note entries were sparse and
infrequent and there was also a lack of regular formal team reviews. St Michael's ~nit

should be replaced or re-modelled to provide an up-to-date unit of an acceptable standard.
ECT facilities were poor and there was no satisfactory male observation unit. However,
an appropriate secure room had been provided in the female unit which was also used by
male patients. An integrated unit with. twenty-five beds would be considered the ideal
arrangement for the reduced catchment area of. Tipperary South Riding.

Reference has already been made to the unsatisfactory nature of specialised services for
patients with a mental handicap and for older patients. Both groups should be separated,
accommodation and professional staffing should be improved and the care of older people

99



should be integrated with general medical services for ol~er people in light of the appoint
ment of a geriatrician to the county. In view of the employment of a child psychiatrist for
the region, the provision of in-patient child psychiatric accommodation was necessary. It

was suggested that some of the beds in the acute unit in St Luke's Hospital, Kilkenny
should be designated for child and adolescent psychiatric purposes and/or discussion
should take place to prevent the inappropriate admission of children or adolescents to St
Michael's Unit.

Tipperary North Riding had potential for development but it hinged on the provision of
an acute psychiatric unit at Nenagh General Hospital and the separation of the service
from that provided by the South Eastern Health Board in Tipperary South Riding. Re
organisation of the services provided at St Michael's Unit/St Luke's Hospital, CIonmel
was necessary. Day centre facilities were needed in Nenagh and the day hospital at Nen
agh, although functioning well, had inadequate space. A high-support community resi
dence was needed to meet the needs of new long-stay patients and patients who needed
respite care in the two Tipperary North Riding sectors. Further development of services
was also needed in the Roscrea section of the catchment area and there were plans to
develop outreach services at this location. The Mid-Western Health Board and the South
Eastern Health Board should enter into discussions on the further development of the
North Tipperary service.

A comprehensive set of policy guidelines was available to staff in both day hospitals and
day centres in North Tipperary. All newly admitted patients to St Michael's Unit and St
Luke's Hospital had a full medical evaluation and the results were recorded in the case
files. Acute patients had a daily medical evaluation. Regular staff meetings, open to all
clinical staff, were held to discuss patient care plans. A comprehensive policy manual
which incorporated a written policy on the care of patients' case notes was also available.
Patient case files were being upgraded in St Michael's Unit and the system should' be
extended to St Luke's Hospital. Correspondence was correctly filed in chronological order
and investigation reports and previous discharge letters were readily available. Docu
mentation of administrative data in patient case files was satisfactory but it should include
information on a patient's legal status.

Comprehensive care plans for patients using an agreed model of nursing care were avail
able in the acute unit and in a number of wards in St Luke's Hospital. In some of the
long-stay wards nursing notes, as distinct from nursing care plans, were used. There was
a nursing procedure book which set out clear guidelines on nursing procedures and a
broad range of information on mental illness was available to patients and their families.
As outlined in the 1996 report, the written seclusion policy needed to be revised and
updated and the facilities for ECT at St Michael's Acute Unit were unsatisfactory and
required urgent review.

The seclusion registers at St Luke's and St Michael's Unit were well maintained and
the fifteen minute nursing observations were recorded satisfactorily. A separate nursing
seclusion care plan should be maintained for a patient once he/she has been placed in
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seclusion. This care plan should include information on events prior to the seclusion epi
sode, actual behaviour and consequences of exhibited behaviour, interventions used prior 
to the seclusion episode, patient's response and the actual reason for seclusion. 

Hospital policy on medical preparations needed to be reviewed and updated. The prescrip
tion card in all locations should be signed in full and the nurse recording sheet required 
upgrading. While the discontinuation columns on the prescription charts were completed 
satisfactorily, it was suggested that one signature and one date should be entered for each 
prescription. 

Fire committee meetings were held and records of the meetings were kept. All department 
heads and ward managers should attend the meetings. Records of staff training on fire 
prevention were kept and the checking system to ensure equipment operated effectively 
in emergencies was satisfactory. Ther~. were written fire orders in all locations and fire 
exits were clearly marked. Written safety statements for the hospital and local units were 
satisfactory. A safety audit had been completed within the past year although a copy of 
the hazard control sheet was not available. There was an identifiable safety officer but it 
was felt that a safety committee should be established. 

The policy manual was being updated at the time of inspection and it should include the 
following policies: access to health records, hepatitis vaccination, needle-stick injury and 
other exposure incidents, information on personal searches of patients and their belong
ings and patients' voting rights. Whilst the system for receiving, storing and checking 
patients' money and private property was satisfactory, there was a need for a written 
money management policy which should be available in each clinical location for staff 
information and reference. A standard information form was sent to GPs or agencies 
responsible for follow-up care on the day of a patient's discharge and a discharge summary 

issueci soon after. 

A truly multi-disciplinary team needed to be established. One psychologist was employed 
in the service but there were no occupational therapists, social workers or other pro
fessionals. There was reasonable continuity of nurse staffing and a team allocation nursing 
system was in place. All staff wore identification badges. The administrative reporting 
system, indicating activity in the in-patient care areas over a twenty-four hour period, was 
satisfactory. Ward notice-boards, particularly in the long-stay areas, needed to be better 
maintained and kept up-to-date. Notices of non-clinical activities .should not be displayed 
in ward nursing offices. 

RECOMMENDATIONS 

1. A formal, appropriately representative, planning group should be set up to deal with 
the many problems currently experienced by the Tipperary Mental .Health Service. 
This group would have responsibility for rationalising the service. It would also pro
vide an active forum for co-ordinating the psychiatric services to be provideci in 
Cashel. It should also deal with the matter of improving community-based clinical 
services as well as community-based residential accommodation. 
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2. A working group to be established between the Mid-Western Health Board and the
South Eastern Health Board to progress the development of an independent service
for the Tipperary North Riding catchment area.

3. The mix of patients in some of the long-stay wards to be reviewed. Patients to be
transferred to care settings appropriate to their special needs.

4. St Michael's acute unit to be re-modelled and upgraded. This should include the pro-
vision of adequate ECT facilities.

5. Social workers and occupational therapists to be employed in the service.

6. High-support residential accommodation to be provided in Tipperary North Riding.

7. The evening meal and medication should be provided much later in the day in St
Luke's Hospital.

WATERFORD MENTAL HEALTH SERVICE -1997 INSPECTION

INSPECTED ON 1 MAY, 1997

GENERAL DESCRIPTION OF THE SERVICE

The Waterford Mental Health Service had a catchment area population of approximately
106,500 and was divided into four sectors as follows:-

Sector Population

West Waterford 29,843
~id Waterford 29,843
East Waterford 29,843
South Kilkenny 17,000

IN-PATIENT CARE

In-patient care was provided at the Psychiatric Unit, Waterford Regional Hospital and
back-up continuing care beds were provided at St Otteran's Hospital. Forty-five patients,
including two temporary patients, were accommodated in the acute unit on the day of
inspection. On 31 December, 1996 there were twenty-four patients in the unit and ninety
six per cent had been hospitalised for less than three months. St Otteran's Hospital had
152 beds which were divided into two male, one female and three integrated units. There
was also an industrial therapy unit on the campus which was attended by twenty-four in
patients and forty-nine out-patients. On the day of inspection, there were 137 patients in
St Otteran's. Four were temporary and five were Wards of Court. Nine patients became
new long-stay patients in 1996. Twenty-seven per cent of patients in St Otteran's had been
hospitalised for more than five years, fifty-five per cent for between one year and five
years and seyenteen per cent for l~ss than one year. Seventy per cent of the patients were
over sixty-five years of age.
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ADMISSIONS 

There were forty-five admissions to St Otteran's Hospital in 1996. Twenty-three were first 
time admissions. Eighty-one per cent of all admissions came from Sector C and the old 
age psycpiatry service accounted for most of the admissions. There were thirty-six dis
charges from St Otteran's in 1996 and nine deaths. In 1996, 764 people were admitted to 
the acute unit and 182 were first time admissions. This represented an admission rate of 
7.1 per 1',000 of the population. There were 712 discharges from the acute unit and three 
deaths in 1996. 

COMMUNITY FACILITIES 

E~even low-support community residences accommodated fifty-one patients, two high
support residences accommodated twenty-four patients and two medium-support resi-
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dences accommodated fourteen patients. Day centres in Waterford, Lismore and Dungar-
van provided fifty-four places. Out-patient clinical sessions were held at seven locations 
and there were 313 sessions in 1996. Four hundred patients attended for the first time. A 
day hospital at the Psychiatry Department, Waterford Regional Hospital provided twelve 
places. 

STAFFING 

Eight medical staff including four consultant psychiatrists were employed in the service. 
Paramedical staff comprised two psychologists, one physiotherapist, one occupational 
therapist and a sessional chiropodist. lOA administrative staff, 148.5 nursing staff and 41.8 
non-nursing staff of varying grades were also employed. 

COST 

The cost of the Waterford Mental Health Service was £5.6 million in 1996. 

GENERAL COMMENTS 

The Dungarvan community residence was to open and St Paul's Ward was to close the 
week after the inspection. High-support residential accommodation was to be provided in 
Sarto and, Raheen in the near future and this would result in the closure of St Claire's 
Ward. It was hoped that two further high-support residences would be acquired for long
stay, older, patients in St Otteran's. It was felt that the majority of the "disturbed" patients 
in St Enda's Ward would be suitable for community residential accommodation. Secure 
accommodation would be required for the remaining "difficult to place" patients. The 
older persons mentally infirm unit served an assessment and continuing care purpose and 
many of the patients moved to St Patrick's Hospital once they became physically depen
dent. It ~as felt that the unit was misplaced in St Otteran's and that a small number of 
beds should be made available in the psychiatric unit at Waterford Regional Hospital for 
the psychiatry of old age. 

Day hospital resources needed to be strengthened. It has been stated in previous reports 
that the situation where three sector teams operate out of one premises was unsatisfactory. 
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More accomm?dationwas needed in Waterford City to enable at least one sector team to
establish an independent identity for its sector. Efforts to establish re~abilitation training
programmes 10 assoCiation with the National Rehabilitation Board were to be
commended.

The standard of accommodation in the psychiatric unit at Waterford General Hospital
and in St Otteran's was high and everyone concerned with the achievements in this regard
were ,to be highly commended. Standards in the. group homes were also generally of a
very high standard. In some cases the standards were exemplary. The lack of professionals,
other than doctors and nurses, in the Waterford mental health service was deplorable.
Th~s concern has been raised in previous reports but there has been no progress to date.

There was reasonable continuity of nurse staffing and a team allocation nursing system
was in operation. All staff wore identification badges to facilitate communication between
staff,patients and visitors. Weekly ward team meetings were held. A reasonably active
re~abilitation programme was in place. The behavioural chart which Incorporated a ques
tioimaire, an assessment of self-care skills, target behaviour with baseline charts, guidelines
on a, schedule of positive reinforcement, a nursing plan and intervention with nursing
note~ and an evaluation system was impressive. Staff associated with the introduction of
this pehavioural system in St Enda's Ward were to be commended.

Nursing care plans, using an agreed model of nursing care, were used inSt Otteran's while
nursing notes were kept in the unit at Waterford Regional Hospital. A nurse care planning
systeqI should be introduced in the acute unit and all aspects of the care plan should be
inter-related. Risk assessment should be incorporated into the nursing care plans. A nurs
ing:;procedure book, setting out clear guidelines on nursing procedures,. was available.

Written information for patients and relatives on their rights ·under the Mental Treatment
.Act, 1945 was available and information was also available to patients on how to make
written or verbal complaints or suggestions on how service provision may be improved.
.There, was also a comprehensive range of information for patients and families on the
nature of mental illness, the effects and side effects of medication and other health and
social services. Written information was available for patients and famil~es on the structure
and layout of the unit, philosophy of care and other appropriate matters relating to a
patient's stay in hospital.

The ECT facilities were very satisfactory. There was a written ECT protocol and a named
consultant was responsible for the ECT clinic. Although some CPR and FBAO training
for:staff was provided, it needed to be organised on an on-going basis so that all staff had
the opportunity to attend. All staff had completed a two day training course on dealing
with aggressive behaviour. A draft seclusion policy was available and it included extracts
froOlthe Mental Treatment Act, 1945, information for staff on what to do in emergency
situations, staff deployment procedures for the use of the seclusion room, length of seclu
sioQ'time, seclusion evaluation and review. However, the policy should contain infor
mation on the difference between time-out and seclusion. The new seclusion procedures
tha~ had been put in place since the previous inspection were very satisfactory. A separate
nursing seclusion care plan operated once a patient was placed in seclusion and seclusion
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records were adequately maintained. The fifteen minute nursing observations were 
recorded appropriately. 

A draft policy relating to medical preparations was available and it was to become offici~l 
policy when the consultative process and review was completed. The storage areas and 
the transport system for medication were satisfactory. While some prescription cards were 
completed satisfactorily, others required the completion of the discontinuation column. 
One signature and one date should also be entered for each prescription. 

A fire committee was in place and records were kept of all meetings. Training courses on 
fire prevention were provided for all staff and Jiie:'exits were clearly marked. Written fire 
orders were available and an, ev"~cuatio~ plan"existed for the hospital. All of the areas 
visited were .protected 'witli· ~n~~tomatic fire detection system. Written safety statements 
exisred for the hospital and local units, there was an identifiable safety committee and 
safety audits were completed at periodic intervals. The quality of food was satisfactory 
and patients had a reasonable choice. The dining areas and the quality of tableware were 

all satisfactory. 

The overall impression of patients' case files was mixed. In some areas the files were quite 
satisfactory whilst in other areas correspondence was not in chronological order and the 
case notes were difficult to follow. All entries in the case notes should be signed in full 
with the date and time the doctor dealt with the patient. It was also suggested that the 
patient's current medication and dosage should be clearly recorded in the case notes. Case 
notes had a full history of a patient's condition and their presenting complaint was well 
documented. The discharge summary format was satisfactory. 

There was a local mental health programme adapted to defined local needs and it included 
a strategy with clearly stated objectives and targets to ensure its implementation. There 
was an annual review of the quality, efficiency and effectiveness of the service and it was 
suggested that an annual written report of the review should be kept. A comprehensive 

set. of service policies and guidelines was available in each of the clinical locations. The 
policies and guidelines were dated and indexed and they covered a considerable number 
of pertinent issues relating to the administration of the service. 

RECOMMENDATIONS 

1. Premises to be acquired in Waterford City to establish a sector headquarters, mental 
health centre and day hospital for East Waterford. 

2. The provision of additional high-support facilities for long-stay patients remaining in 
St Otteran's after the Dungarvan, Sarto and Raheen residences open. 

3. A small number of beds to be set aside in the psychiatric unit in Waterford Regional 
Hospital for assessment purposes for the psychiatry of later life. 
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WEXFORD MENTAL HEALTH SERVICE - 1997 INSPECTION

INSPECTED ON 11 JUNE, 1997

GENERAL DESCRIPTION OF THE SERVICE

The population of the Wexford Mental Health Service was 102,069 and it was divided into
three sectors as follows:-

Sector Population

Wexford 37,789
Enniscorthy 30,112
GoreylNew Ross 34,168

IN-PATIENT CARE

In-patient care was provided in St Senan's Hospital which had 216 beds divided into four
male, three female and four integrated units. There were 192 patients in the hospital. on
the day of inspection. Fifty-six patients were patients with a mental handicap and twenty
nine were cared for in mental handicap wards. On 31 December 1996, 192 patients were
accommodated in St Senan's. Twenty were temporary, twenty were PUMs and ten were
Wards of Court. Eleven patients had their temporary orders extended during 1996. There
were 1,289 spans of special nursing supervision of ten hours or more involving nine
patients. Seclusion was not used in the service. Fifty-four per cent of patients had been
hospitalised for five years or more, sixteen per cent for between one and five years, four
teen per cent for between three and twelve months and sixteen per cent for less than three
months. Almost half of the patients were over sixty-five years of age.

ADMISSIONS

There were 594 admissions to the service in 1996 which included 163 first time admissions.
This represented an overall admission rate of 5.8 per 1,000 of the population. Fourteen
patie~ts became new long-stay patients. During 1996, 589 patients were discharged and
there were ten deaths. 10.6% of the total admissions to the hospital were involuntary
admissions.

COMMUNITY FACILITIES

Seven low-support community residences provided thirty-two places, eight medium-sup
port residences provided thirty-eight places and two high-support residences provided
twenty-four places. In 1996, 600 people attended the day hospital in Wexford and 182
were first time referrals. There were day centres in Wexford, New Ross and Enniscorthy
and 333 persons attended the centres in 1996. Out-patient clinical services were held at
four locations. There were 305 clinical sessions in 1996; 996 patients attended, 271 for the
first time. Three industrial/occupational therapy units on the campus of St Senan's
Hospital had an average daily attendance of thirty-three.
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STAFFING 

Medical staff comprised three consultant psychiatrists and four house officers. Paramedical 
staff comprised one psychologist, one pharmacist, one occupational therapi~t, two alcohol
ism counsellors and a part-time chiropodist. A total of 157 nursing staff, eight administrat
ive staff and sixty-one non-nursing staff of varying grades were also employed. 

COST 

The budget for the Wexford Mental Health Service was £5.9 million in 1996. 

GENERAL COMMENTS 

There had been no major developments in the service since the 1996 inspection. No com
munity facilities had been provided in Enniscorthy town. As a result, patients requiring 
day care continued to attend the hospital rather than receiving appropriate care in the 
town. On this inspection, St John of God House was visited. This prepIises was owned by 
the health board and housed patients with a mental handicap. It was suggested that if 
alternative community-based accommodation becomes available for patients with a mental 
h~ndicap then this premises might be passed to the psychiatric service for use as a sector 
headquarters and mental health centre. In Wexford town, the sector headquarters and 
day facility was functioning well. However, the lack of clerical staff needed to be 
addressed. With appropriate support in place, the functions of this facility could be 
extended. 

It was felt that the Wexford "Mental Health Services should be divided into four sectors. 
The process could begin by appointing an additional consultant, perhaps with a special 
interest in the care of older people or persons with a mental handicap. 

In recent years, the number of patients in St Senan's Hospital had increased. It was per
haps the only in-patient facility in the country whose numbers have increased. The high 
admission rate CQuid be explained, in part, by the admission of patients with a mental 
handicap and older people from St John's geriatric hospital. This was due to the absence 
of specialised facilities for these groups of patients in the county. The number of new 
long-stay patients was amongst the highest in the country at fourteen per 100,000 of the 
population. 

The admission facilities in St Senan's were unsatisfactory. There was no privacy and severe 
overcrowding. Bathroom facilities were grossly inadequate, day space was extremely lim
ited, there were no facilities for visitors to meet with their relatives, interview and other 
offices were non-existent and ECT had to be administered in beds, virtually in full view 
of other patients. It was understood that funding had been made available to upgrade the 
admission facilities in St Senan's pending the construction of a psychiatric unit in Wexford 
General Hospital and that a planning design team had been set up locally for this purpose. 
The development of the unit appeared to have been put on hold, the development plans 
needed to be re-activated as a matter of urgency so these improvements could be 
implemented. Elsewhere in St Senan's a number of wards had been decorated. Some 
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wards were now of a very high standard and this contrasted sharply with other wards that
were badly in need of refurbishment.

The admission unit provided twenty-five beds and the pre-discharge unit, which functioned
as an adjunct to the admission unit, provided fifteen beds. In 1996, over 200 transfers from
the admission unit passed through the pre-discharge unit. The rest of the patient popu
lation at St Senan's comprised, in the main, older patients and patients with a mental
handicap. Both these groups should be de-designated or at least become the focus of
specialised services for their particular group. However, the clinical director of the service
disagreed with this assessment. Both groups should have access to specialised psychiatric
services according to their needs, thereby allowing more focused attention on the adult
mentally ill with a view to rehabilitating the younger patients to community-based care.
Specialised psychiatric consultant services would also be necessary if persons with mental
illnesses were to be rehabilitated in the community. There was a lack of multi-disciplinary
team work in the service which was highlighted by the absence of social workers, psychol
ogists and occupational therapists and physiotherapy services for older patients at St
Senan's.

The community residences provided a high standard of care. They were in good decorative
order and had adequate fire precautions. However, some suggestions were made as to
how safety measures in the residences might be improved.

There had been a recent outbreak of salmonella in St Senan's and an isolation unit-had
been created on the advice of the local public and environmental health personnel in
premises that had previously been closed. Additional nursing staff were also recruited.
Originally there were nine patients in the unit but it had been reduced to eight at the time
of inspection.

Each new admission to St Senan's had a full medical evaluation and the results were
recorded in the patient's case notes. Acute patients had a daily medical evaluation. Case
files in the admission unit were satisfactory: the covers were well maintained, correspon
dence was correctly filed, previous discharge letters were readily available and administrat
ive data was well documented. A written policy on the care of patients' case notes, stating
who had access to files, who was responsible for maintaining files and the system of trans
ferring records to other agencies, was required. Case notes in other units were legible,
easy to follow and all entries were signed in full by a doctor with the dates the doctor
dealt with the patient. There were regular multi-disciplinary team meetings in the admis
sion area which enabled staff to discuss individual care plans. In general, documentary
procedures in the wards were of an acceptable standard. Medical case note entries indi
cated a high level of physical ~are for patients but psychiatric entries for long-stay patients
were minimal. Similarly, the reasons for extending a temporary patient's period of deten
tion were not always entered in the case notes. Reviews of the medication of long-stay
patients required more frequent assessment. _

There was reasonable continuity of nursing staff but a primary nursing or team allocation 
system should be considered, particularly in the acute areas. All staff should wear an
identification badge to facilitate easier communication between patients, staff and
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members of the pUblic. Ward administrative team meetings should take place periodically 
in each clinical area and minutes of the meetings should be kept. The administraijve 
reporting system, indicating activity in the in-patient care areas over a twenty-four h~)Ur 
period, was satisfactory. The written care plans for patients using an agreed model of 
nursing care ,were satisfactory. A nursing procedure book, setting out clear guidance on 
nurs·ing procedures, was available for staff information and reference. The service should 
consider producing a psychiatric nursing manual which would provide a useful overview 
of the most frequently trea,ted psychiatric conditions presenting in the service. 

An information handbook for patients and relatives containing information on the struc
ture and layout of th(;! unit, philosophy of care and other matters pertinent to a patient's 
stay in hospital was ,required. Information should be available for patients and relatives 
on how to make ver.bal or written complaints or suggestions on improving service pro
vision. Written information was required for patients and relatives on their rights under 
the Mental Treatment Act, 1945 and this should be easily accessible to patients and their 
relatives. 

ECT treatment facilities were inadequate and' required urgent attention. The service 
should produce a written protocol for ECT which should include indications and use of 
ECT, prescription of ECT, permission to give ECT, administering ECT etc. The ,ECT 
consent form was adequate and there was a specific ECT treatment record form. Training 
course.s in CPR and FBAO were available to staff but records of staff who had attended 
these courses were not maintained and this required review. The pre-ECT nursing checkl
ist should also be reviewed and updated and written information on ECT should be made 
available to patients. 

The admission policy which was last reviewed in 1988 needed to be updated. Consultant 
psychiatrists signed involuntary admission forms. Discharge guidelines were available and 
the standard information form that was sent to the OP and other agencies responsibie for 
follow-up care was comprehensive. The form should be in triplicate; one copy should be 
given to the patient, one copy to the person responsible for follow-up care and the third 
copy retained on the, patient's file. The service needed to review and audit the issuing of 
discharge summaries to agencies responsible for follow-up care. Discharge summaries 
were very comprehensive and should be issued within seven days. The medical prep-' 
arations policy needed to be reviewed and updated and written criteria for the use of PRN 
prescriptions should be included in the policy. 

Records of minor outbreaks of fire were kept but there was no fire committee and this 
required attention. The checking system to ensure equipment operated effeCtively in 
emergencies was satisfactory and all fire exits were clearly marked. Written fire orders 
and an automatic fire detection system was in place and written evacuation plans were 
available in the community residences. There was no written safety statement for the 
hospital and local units adhering to the standards and procedures set by the Safety and 
Welfare at Work Act, 1989. A safety committee and an identifiable safety officer were 
required in this service. Safety statements should be provided for each location and a 
safety audit should be conducted in all locations. 
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Additional curtains and screens were needed around the beds in a number of the long
stay wards to afford greater privacy to patients. All patients in St Senan's had personal
clothing and toilet requisites. As a considerable number of patients in St Senan's were
dependant older people, the service should assess the need for a sessional physiotherapist.
The internal and external windows at a number of locations in St Senan's needed to be
cleaned and the multi-functional use of St Enda's Ward, whereby acute, long-stay and
respite patients were cared for, required review. On checking the medication prescription
cards in a number of areas in the long-stay section of St Senan's, it was noted that pre
scribed medications had last been reviewed in January, 1996.

An annual review of the service was recommended and the service should consider pro
ducing an annual report of the quality, efficiency and effectiveness of the service to iden
tify strengths and weaknesses with a view to setting a number of programme goals. The
service administration reviewed and updated policies and guidelines in accordance with
local service needs and a considerable number of service policies were available. All ser
vice policy guideline standards should be filed in a separate folder, dated and indexed
with an appropriate review date. The service should consider producing a policy on special
nursing observation and the term 'close observation' should be clearly defined.

RECOMMENDATIONS

1. Establish a psychi.atric unit in Wexford General Hospital.

2. The establishment of appropriate services for older patients and patients with a mental
handicap in St Senan's and their subsequent de-designation.

3. Establish a sector headquarters and day hospital in Enniscorthy.

4. Create a fourth sector in County Wexford and recruit appropriate staff for that sector.
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CHAPTER EIGHT

Southern Health Board

KERRY MENTAL HEALTH SERVICE - 1997 INSPECTION

INSPECTED ON 14 AUGUST, 1997

GENERAL DESCRIPTION OF THE SERVICE

The service had a population of 123,900 and was divided into four sectors as follows:-

Sector Population

Listowel 23,000
Tralee EastlDingle 30,600
Killarney Westffralee West 34,600
Killarney East/Kenmare/Cahirciveen 35,700

IN-PATIENT CARE

A total of 253 beds in St Finan's Hospital, Killarney were divided into seven male, five
female and two integrated wards. Two wards were locked wards. An industrial therapy
unit catered for forty-five in-patients and three out-patients. There were 242 patients in
the hospital on the day of inspection. Seven were on temporary certificates, thirty-five
were PUMs and twelve were Wards of Court. Fifty-six patients were patients with a mental
handicap. Nine patients became new long-stay patients in 1996. Eighty-four per cent of
patients had been hospitalised for more than five years, 12.6% for between one and five
years, 2.7% for between three and twelve months and 0.4% for less than three months.
Over half of the patients were over sixty-five years of age.

The unit in Tralee General Hospital was a fifty bed unit sub-divided into two integrated
acute wards. There were forty-six patients in the unit on 31 December, 1996 and seven
were on temporary certificates. Ninety-six per cent of the patients had been hospitalised
for less than three months and one patient became a new long-stay patient in 1996.

ADMISSIONS

There were 872 admissions to the acute unit during 1996 and 223 were first time admis
sions. This represented an admission rate of seven per 1,000 of the catchment area popu
lation. There were ninety-four admissions to the unit on temporary certificates. Forty
three people were admitted to St Finan's in 1996. Eight hundred and fifty-eight patients
were discharged from the service in 1996 and there were three deaths.
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COMMUNITY FACILITIES

At the end of 1996, thirteen low-support community residences provided sixty-six places
and accommodated fifty-nine residents and three high-support residences provided fifty
three places and accommodated fifty-three residents. Day hospitals were located in Killar
ney, Listowel and Tralee. There were 114 new referrals to the day hospitals in 1996. Day
centres were located in Dingle, Tralee, Killarney and Cahirciveen and there were three
community sheltered workshops; two in Killarney and one in Cahirciveen.

STAFFING

Medical staff comprised four consultant psychiatrists, one senior registrar, one registrar,
five senior house officers and a part-time practitioner. There were 3.3 paramedical staff
including one psychologist, one social worker, one occupational therapist and a part-time
pharmacist. Two hundred and fifty-two nursing staff, 13.3 administrative staff and 66.6
non-nursing staff were also employed.

COST

The budget for the Kerry Mental Health Service was £9.2 million in 1996.

GENERAL COMMENTS

There had been few changes in the service since the previous inspection. Plans.to re-Iocate
patients with a mental handicap to purpose-built community residential facilities awaited
final approval and authorisation to proceed with the building contract. The re-Iocation of
these patients was considered an essential component in the development of services for
all patients in St Finan's and this development should proceed as soon as possible.

Residential accommodation was soon to open at Rathmore. Eight patients from St Finan's
were to transfer to the new high-support residence and there were plans to extend it to
provide fourteen places. It was proposed to build two seven-bed bungalows in Listowel
with assistance from the Mental Health Association and the Department of the Envir~

onment. There were also plans to re-Iocate the training centre from Cherryfield House to
a purpose-built facility which would allow the service to use the ground floor of Cherry
field House for residential purposes.

The service proposed to open a ten-place day centre in Kenmare local district hospital.
Discussions with the management of the district hospital were on-going and it was hoped
that this service would be operational at the time of the next inspection. Planning per
mission for a new day hospital in Tralee had been secured which would replace the unsatis
factory premises at Caherina House. These plans were at an early stage. The provision of
new transport facilities at Cahirciveen had resulted in easier access to the day centre
and similar transport arrangements were needed in other outlying areas like Dingle and
Listowel.
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A number of community residential facilities were visited and the quality of accommo
dation was very high. The facilities were comfortable, well designed and had attractive 
furnishings and decor. The new supervision arrangements for the residences in the Killar
ney area had improved the overall standard of hygiene and cleanliness. The houses were 
well maintained externally, the gardens were attractively laid out and residents had reason
able access to public transport and community facilities. 

In general, standards at Tralee General Hospital were high but some aspects of safety in 
the seclusion room should be examined. Although it was stated that medical officers auth
orised all episodes of seclusion, the seclusion register must be completed in full with 
the signature of the doctor authorising seclusion. Additional space was needed for the 
occupational therapy unit and this should be reviewed as a matter of urgency. The con
tinued admission of patients to St Finan's via the acute unit should be discontinued. There 
was an annual review of the quality and efficiency of the service and a statistical report 
was produced. However an annual report, identifying service strengths and weaknesses 
and setting out a programme with a number of achievable programme goals, should be 
kept. 

Medical case notes were inspected and all new admissions had a full medical evaluation 
and the results were recorded in their case file. Acute patients were examined daily and 
meetings were held regularly with all members of the multi-disciplinary team to discuss 
individual patient care plans. Documentation of administrative data was contained in the 
nursing notes which were an integral part of the case file. Case files were satisfactory. The 
case notes were legible and easy to follow and patients' current medication and dose were 
clearly recorded in the files inspected. 

There was reasonable continuity of nurse staffing and the administrative reporting system 
was satisfactory. All staff should wear identification badges. Care plans using an agreed 
model of nursing care were used in the acute unit and nursing notes were used in St 
Finan's. An information sheet, setting out information for patients and their families on 
their needs in hospital, was available to all patients admitted to the acute units. Some 
consideration should be given to including the following in the information sheet: patients' 
private property, storage of valuables and money, visiting times, i_ssuing medical certifi
cates and how to access other services in the hospital. Procedures for dealing with com
plaints were available but written information for patients and relatives on their rights 
under the Mental Treatment Act, 1945 and amending legislation was required. 

ECT facilities were satisfactory and a named consultant was responsible for the ECT 
clinic. The Royal College of Psychiatrists guidelines were displayed prominently and there 
was adequate monitoring and resuscitation equipment. The system of checking the emer
gency trolley in the unit was satisfactory. A pre-ECT nursing checklist system was avail
able and some additions were suggested for when it was next reviewed. Written infor
mation for pati~nts and their relatives on ECT was available. 

When a patient was discharged from hospital, a standard information form was sent to 
the patient's GP and the agency responsible for follow-up care. It provided information 
on drugs prescribed, the name of the GP, the name and telephone number of the hospital 
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and the next appointment date at the out-patient clinic. A copy of the form was kept in
each patient's case file. There was a written policy for ordering, prescribing, storing and
administering medicines but written criteria for the use of PRN prescriptions was required.
There were written guidelines for employees on the manual handling of loads and all
staff had training on safe lifting techniques. Resuscitation training for all staff was due to
commence in the autumn. Fire precautions and safety procedures were satisfactory and
the bi-monthly training courses for staff on fire prevention in the Tralee unit were
commended.

The decorative improvement of wards in St Finan's Hospital was welcomed but the physi
cal conditions in the hospital, with the exception of the O'Connor Unit, were unsatisfac
tory. The accommodation was institutional, patients did not always have access to outdoor
space, bathroom facilities were inadequate, units were uncomfortable and were not well
maintained in spite of the best efforts of staff to keep all areas clean. The re-Iocation of
patients from. St Finan's to Rathmore should facilitate the closure of another unit and
with smaller numbers in the hospital the two ~ards on the third floor should be re-Iocated
to the ground floor. In addition, there was a need to amalgamate some wards. In particu
lar, the amalgamation of the two special care units should be considered.

RECOMMENDATIONS

1. The plan to re-Iocate patients with a mental handicap from St Finan's to more appro
priate care settings to be expedited.

2. The training workshop at Cherryfield House to be re-Iocated and additional residen
tial facilities at this location to be considered.

3. The O'Connor Unit to be de-designated.

4. Some of the wards in St Finan's to be amalgamated.

NORTH CORK MENTAL HEALTH SERVICE -1997 INSPECTION

INSPECTED ON 12 AUGUST, 1997

GENERAL DESCRIPTION OF THE SERVICE

The population of the catchment area was approximately 103,000 and was divided into
four sectors as follows:-

Sector Population

Fermoy 25,783
Mallow 26,012
Kanturk 23,895
Cork City North-East 27,428
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IN-PATIENT CARE 

In-patient care was provided at the 294 bed St Stephen's Hospital, Glanmire. Twelve 
nursing units included one male and eleven integrated wards. On the day of inspection 
there were 279 patients in St Stephen's and twenty-two were on temporary certificates. 
Twenty-six patients were in the de-designated unit for older people. On 31 December 
1996, 278 patients were cared for in the hospital. Twenty-one were on temporary certifi
cates and eight were Wards of Court. Nineteen patients had their temporary orders 
extended during the year. Sixty-one per cent of patients had been hospitalised for more 
than five years, 14% for between one and five years and 17% for less than three months. 
Almost half of the patients were over sixty-five years of age. 

ADMISSIONS 

There were 688 admissions to St Stephen's in 1996. This represented an admission rate of 
6.6 per 1,000 of the catchment area population. Nine patients became new long-stay 
patients. In 1996, there were 720 discharges and twenty-four deaths. Over eight percent 
of admissions were on temporary certificates. 

COMMUNITY FACILITIES 

Three low-support community residences provided fourteen places and accommodated 
eight patients at the end of 1996. There were no high-support or medium-support resi
dences in the catchment area. There was a day hospital with twenty-five places at Ste
phen's Hospital. Seventy-one people were on the register and forty-two were new 
referrals. There were two day centres with fourteen places and sixty-nine people were on 
the registers. Out-patient clinical sessions were held at six locations. During 1996, there 
were 174 clinical sessions and 1,076 patients attended with 255 attending for the first time. 

STAFFING 

Three consultant psychiatrists, two registrars and 4.5 senior house officers were employed 
in the service. Paramedical staff comprised two occupational therapists, one psychologist, 
one pharmacist and a part-time radiographer. Sixty-seven non-nursing staff, 191 nursing 
staff and 19.6 administrative staff were also employed. 

COST 

The budget for the North Cork Mental Health Service was £8.1 million in 1996. 

GENERAL COMMENTS 

The North Cork Service effectively comprised St Stephen's Hospital which had a mix of 
admission, long-stay, geriatric and rehabilitation facilities. Sixty-five per cent of long-stay 
patients were over sixty-five years of age and it was likely they would remain in St Ste
phen's due to the virtual absence of community-based alternatives. The provision of an 
acute psychiatric unit at Mallow Hospital was a priority consideration. There was no com
munity based day hospital in the service and the continuation of out-patient services in a 
part of Cork City made no geographic sense. 
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The admission units and some other parts of St Stephen's had been decorated since the

last inspection. However, much of the accommodation in other units was old-fashioned
and dreary and needed to be upgraded. The improvement in the appearance of the
grounds at St Stephen's enhanced the overall external appearance of the hospital and was
welcomed.

A nursing procedure book was available in each clinical area for staff information and
reference. A psychiatric nursing manual, which gave a useful overview of the most fre
quently treated psychiatric conditions presenting in the service, was also available. A com
prehensive range of information was available to patients and families on the nature of

mental illness, the effects and side effects of various medications and how to access local
health and social services. Health education leaflets were widely available and there was
a comprehensive information handbook for patients and relatives on admission to the

service. Written procedures for dealing with complaints from patients and families and

written information for patients and families on their rights under the Mental Treatment

Act, 1945 and amending legislation were availabl_e; .

There was a written protocol on ECT and a named consultant was responsible for the

ECT clinic. The Royal College of Psychiatrists guidelines and handbook were available.

The treatment facilities were adequate but the use of the recovery room on occasion as a

bedroom was unsatisfactory. The consent form for ECT was satisfactory and a specific
ECT treatment record form was available. Regular CPR and FBAO training was provided

for staff but it needed to be more structured. The emergency trolley was satisfactory and
was checked each week. There were comprehensive nursing guidelines for ECT and an

adequate supply of written information on ECT was available to patients and their

relatives.

There was a detailed fire plan for the hospital but written fire orders were needed in some

of the clinical locations and an automatic fire detection system should be installed in

certain units. The inadequacy of fire precautions in some of the units which had no fire

or smoke alarms was a matter of great concern. A fire committee should be established.
There were adequate fire precaution training courses for staff and they were expected to

attend on a rotational basis. There was a safety committee in the hospital with an identifi

able safety officer and safety statements were available in local areas. A safetyaudit had

been completed four weeks before the inspection. Greater use of patients' daytime activi

ties and facilities was required.

There was reasonable continuity of nurse staffing and all nurses wore identification
badges. Ward unit administrative team meetings were held once a month and minutes of
the meetings were kept. The administrative reporting system was satisfactory. Written
care plans were appropriately maintained in some wards at St Stephen's. All aspects of
these care plans were inter-related and indicated a comprehensive assessment, nursing
plan, review date and evaluation. The use of care plans should be extended to the continu
ing care wards where nursing notes rather than care plans were maintained. Senior nursing
staff should audit and monitor nursing care plans in the continuing care units and a com
prehensive nursing assessment should be conducted at least once a year. Patients had
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personal clothing and access to their personal possessions. Laundry facilities were pro
vided in a number of wards. Lockers should be provided to allow patients to store their
personal clothing beside their beds.

Patients' medical notes were checked and all patients had a full medical evaluation on
admission and the results were recorded in each patient's case file. Consultant ward rounds
in the admission areas were conducted three times a week. A system to ensure that all
long-stay patients had a ~edical evaluation at least every six months was required. Regular
meetings, where staff discussed individual patient care plans, were held. Administrative
data in patients' case files was satisfactory. The overall impression of case files was favour
able: correspondence and investigation reports were filed correctly and copies of previous
discharge letters were readily available. Case notes were legible, easy to follow and quite
comprehensive. All entries should be signed in full by a doctor. There was a written·
admission policy and all involuntary admission forms were signed by the consultants. Clear
discharge guidelines were available and the discharge summary was comprehensive. The
system for prescribing and administering·medical preparations was satisfactory as was the
medication labelling system for patients on discharge from the hospital which had been
introduced since the last inspection.

A nursing policy committee of the Southern Health Board, with representatives "of St
Stephen's Hospital, reviewed the 1990 psychiatric nursing policy documents and a revised
set of policy guidelines and operational procedures were in place at each "location in St
Stephen's for staff information and reference. Separate safety, health and welfare at work
policies; fire safety policies; and infection control policies were also available. The nursing
policy guidelines formed the basis for operational procedures. Twenty-three policy guide
lines were contained in the comprehensive policy manual. Whilst it was the intention of
the nursing policy committee that the policies would assist all ,nurses in their daily practice,
it was suggested that the policies could have a wider remit. Other members of the multi-

",

disciplinary team should have appropriate inputs to ensure that policies would be applic-
able to all clinical staff and would be pertinent to the needs of the service. However, this
suggestion must not take away from the excellent work already undertaken by the nursing
policy committee. The service should consider reviewing the following procedures with a
view to providing an agreed policy: patients absent without official leave, access to health
records, locking external ward doors, depriving patients of daytime clothing and special
nursing observation..

The Souther.n H~alth Board produced a comprehensive staff Information handbook
entitled "Caring fOf People". This was a guide to staff rehi·tions, entitlements and benefits
and it set out information for staff on the values of the organisation; the Bo,!rd and its
management team; 'employment policy; career development; pay and entitlements; safety,
health and welfare at work; harassment; and discipline and grievance procedures. It served
to inform staff of the Board's expectations and requirements while in turn inform,ing staff
of the Board's obligations towards them. It was widely available in the hospital and it
ensured improved communications at all levels within the Board area and helped promote
good personnel relations. The Board were to be commended for their efforts in this regard.
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RECOMMENDATIONS

1. Acute in-patient facilities to be provided at Mallow General Hospital.

2. Community sector resources to be provided in each sector.

3. A fire committee to be established and an automatic fire detection system installed in
Units 2, 3, 4 and 5 of St Stephen's Hospital.

4. The upgrading of long-stay accommodation at St Stephen's Hospital.t.Q,continue until
all areas are at an acceptable standard of decor and furnishing.

5. The nurse care planning documentation in the long-stay areas to be monitored and
audited by senior staff on a periodic basis.

6. All beds to be provided with screens to afford greater privacy to patients.

NORTH LEE MENTAL HEALTH SERVICES -1997INSPECTION

INSPECTED ON'13 AUGUST, 1997

GENERAL DESCRIPTION OF THE SERVICE

North Lee had a population of about 118,440 and was divided into five sectors as
follows:-

Sector

Blarney
City North West
Western
Cork East (Midleton & Cobh)
Cork East (Youghal sub-sector)

IN-PATIENT CARE

Population

29,334
24,523
17,613
34,950
12,020

In-patient care was provided at Our Lady's Hospital. St Anne's Acute Unit provided
forty-two beds, St Kevin's long-stay psychiatric unit provided forty-three beds and a
further forty beds were provided in the intensive care unit where beds were shared by the
four Cork catchment area teams. Sixty-nine male and forty-four female patients were
accommodated in the hospital on the day of inspection. On 31 December 1996, there were
130 patients in the hospital and 33.8% had been hospitalised for over five years.

ADMISSIONS

There were 852 admissions to the service in 1996 and 192 were first time admissions. This
represented an admission rate of 7.2 per 1,000 of the catchment area population. Admis
sions to the Intensive Care Unit which was shared by the four Cork services were included.
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In 1996, there were 898 discharges and sixteen deaths. There were 141 temporary
admissions.

COMMUNITY FACILITIES

The low-support residence and medium-support residence on the grounds of Our Lady's
Hospital accommodated thirteen people. They were soon to re-Iocate to upgraded prem
ises in Cork. Five other community residences accommodated thirty-three patients. In
1997, two high-support residences with sixteen and thirteen places respectively were
opened.

A day hospital at the Orthopaedic Hospital provided thirty places. There were forty-eight
new referrals in 1996 and the total number on the register was 107. A day centre with
twenty places and a mental health centre were located in Midleton. Forty-seven people
were on the day centre register. Out-patient clinical sessions were held at eight locations.
There were 435 clinical sessions in 1996; 1,130 patients attended and 309 attended for the
first time. The Shanakiel vocational training centre provided twenty-four places for per
sons with mental illnesses.

STAFFING

Medical staff comprised the clinical director, four consultant psychiatrists, two registrars,
six senior house officers and one dentist. Paramedical staff comprised one psychologist,
one social worker, one pharmacist, one physiotherapist and 2.3 occupational therapists.
Fourteen administrative, 220 nursing and sixty-six non-nursing staff were also employed.

COST

The cost of the North Lee Mental Health service was approximately £7.55 million in 1996.

GENERAL COMMENTS

Since the previous inspection, there had been a number of ward closures in Our Lady's
Hospital and only one ward now remained open. The opening of St Colman's high-support
residence in Macroom which accommodated sixteen patients was welcomed. Future plans
to convert former premises in St Colman's into a day centre (and possibly a sector head
quarters and day hospital) to cater for the residents in St Colman's House and for local
patients were also welcomed. In association with RESPOND, a voluntary housing agency,
it was hoped that day centre accommodation in Youghal and Cobh would be provided.

Facilities at Gougane Barra House had been improved and an adjoining flat accommodat
ing three patients had opened. An adjacent house was to be converted to a day facility.
A small number of patients remained in houses on the grounds of Our Lady's but they
were to move to a new community residence in Blackpool. Work on the acute psychiatric
unit at the. Mercy Hospital was at an advanced stage.

While the achievements of the rehabilitation team were admirable, some problems
remained.. There was a need to create individual sector identities with a greater presence
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of individual teams in each sector. In particular, an acute day hospital facility was needed
in each sector so that disturbed persons could be dealt with iI1 community settings. Multi
disciplinary teams needed to be established, by recruiting additional paramedical person
nel, to increase the number of psychologists, social workers and occupational therapists
employed by the service.

Consultant case notes needed to be reviewed. Concern was expressed at the relative
infrequency and sparseness of consultants' case note el1:tries for in-patients. It seemed that
in certain instances patients were admitted and d~schargedwithout e~er seeing a consult
ant. The procedure-whereby NCHDs take responsibility for completing temporary patient
orders was also unsatisfactory. There was reasonable continuity of nurse staffing and all
staff wore identification badges. There were regular team meetings to review patients'
progress and all staff attended on a rotational basis.

There. was a comprehensive handbook for patients and relatives on admission to the ser
vice and a reasonable range of information was available to patients and families on
mental illness, other health and social services and how to access them. There was a
written procedure for dealing with complaints and written information for patients and
relatives on their rights under the Mental Treatment Act, 1945 was available. A report
compiled by the St Mary's Day Hospital sector team on activities at the day hospital, the
evaluation by the team of their approach over the three years 1994 - 1996 and their
willingness to evolve to meet the changing needs and requirements of service users was
impressive.

New admissions to the service had a full medical evaluation and the results were recorded
in patients' case notes. On checking one patient's case notes it was noted that medical
notes were not in sequence and this required attention. Data and conclusions from the
initial medical evaluations were comprehensive but it was recommended that drugs pre
scribed to patients, following their evaluation, should be written in the notes as well as
being recorded in the prescription chart. Documentation of.administrative data in case
files was satisfactory but consideration should be given to including a patient's maiden
name, if appropriate.

The overall impression of patients' case files waS satisfactory. Covers were well main
tained, investigation reports were correctly filed and copies of previous discharge letters
were readily available. All entries in patients' case notes and nursing notes should be
signed in full by the professional staff member making the entry with the date and time
of entry. The administrative reporting system, indicating activity in the in-patient care
areas over a twenty-four hour period, should be in duplicate. One copy should remain in
the ward area and one should go to the administrative section. A nursing procedure book,
setting out clear guidance on nursing procedures as distinct from policies, should be avail
able for staff information and reference. In this regard, the service should consider produc
ing a psychiatric nursing manual which would provide a useful overview of the most fre
quently treated conditions presenting in the service.

There was an updated seclusion policy and procedure. However, it was noted that two
policies were avaihible on seclusion and there was some confusion as to which was the
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current policy. Out-of-date policies should be removed, there should be regular checks to
ensure that policies are implemented in full and all episodes of seclusion should be signed
by the medical staff. The seclusion register should be maintained satisfactorily. The seclu
sion policy should also contain separate information on time-out. A separate nursing seclu
sion care plan, once a patient has been placed in seclusion, should be introduced. The
plan should include information on events prior to the seclusion episode. Actual behaviour
and consequences of exhibited behaviour, actual reason for seclusion and a report on the
fifteen. minute observations were duly recorded. There was a written policy for medical
preparations and having checked the prescription cards it was recommended that each
prescription should be signed in full. The discontinuation column should also be completed
with signature and date.

Fire precaution procedures were satisfactory and fire committee meetings were held.
Records of training courses for staff were kept and a checking system to ensure equipment
operated effectively in emergencies was satisfactory. There were safety statements in the
hospital and local units and there was a safety committee with an identifiable safety officer.
All staff had training on CPR, FBAO management, lifting techniques and manual hand
lip.g of loads. Records of all training programmes were kept. The emergency trolley and
drugs were checked each week and were satisfactory. However, a review of the procedure
in use was recommended.

The service participated in the production of a comprehensive set of mental health service
nursing policy documents which were used in the entire health board area. Staff were to
be commended for their initiative and efforts in updating the policies and this work should
continue. Consideration should be given to the following areas: special nursing super- .
vision, search procedures for missing patients, deprivation of patients' daytime clothing,
locking external ward doors and patients' voting rights. Involvement of all disciplines in
formulating policy, so that agreed policies were available to all members' of the multi
disciplinary team and were pertinent to the needs of the service, would be welcomed:

RECOMMENDATIONS

1. Implementation of the development plan for the service to continue.

2. Individual sector identities with greater presence of sector teams to be established.

3. Access to a garden and fresh air to be an integral feature of the upgraded Intensive
Care Units at St Anne's.

SOUTH LEE MENTAL HEALTH SERVICE -1997 INSPECTION

INSPECTED ON 13 AUGUST, 1997

GENERAL DESCRIPTION OF THE SERVICE

The South Lee Mental Health Service had a catchment area population of 145,293 and
the in-patient base was the forty-six bed acute Unit GF at Cork University Hospital. There
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were additional back-up beds at St Finbarr's Hospital: twenty-six beds in St Catherine's
Unit and eighteen beds in St Monica's Unit. The service had' access to psycho-geriatric
accommodation at Heatherside Hospital in Buttevant, County Cork which had one hun
dred beds.

ADMISSIONS

There were 545 admissions to Unit GF in 1996 and 180 were first time admissions. This
represented an admission rate of 3.7 per 1,000 of the catchment area population. In 1996,
517 patients were discharged and there were two deaths. Two patients were transferred
from the unit to other psychiatric in-patient services. Twenty-five patients were transferred
to Our Lady's Hospital, seven to St Finbarr's Hospital, ten to Heatherside Hospital and
two were discharged to the Glenmalure high-support residence. There were 101 temporary
admissions.

COMMUNITY FACILITIES

At the end of 1996, five low-support community residences provided nineteen places and
accommodated sixteen residents, one medium-support residence with six places accommo
dated six residents and a high-support residence provided twenty places -and' accommo
dated fourteen residents. A day hospital at Ravenscourt, St Finbarr's Hospital provided
thirty places. There were seventy-three referrals to the day hospital in 1996. There was
one day centre in Bandon. It provided twenty places and fifty-seven people were on the
register. Out-patient clinical sessions were held in Cork University Hospital, Bandon and
Kinsale. There were 278 clinical sessions in 1996 at which 1,387 patients attended: Two
hundred and eighty-six people' attended for the first time. In addition, the serVice provided
a student health clinic at University College Cork. Twenty clinical sessions were held in
1996. Twenty-nine patients attended and eighteen attended for the' first time.

STAFFING

Twelve medical staff were employed in the service. Paramedical staff comprised 2.6 occu
pational therapists, ,two psychologists, one woodwork teacher and a sessional social
work~r. Two administrative staff, ninety-five nursing staff and 4.34 non-nursing staff were
also employed (excluding Heatherside Hospital).

COST

The total net budget for the South Lee Mental Health Service was £4.07 million in 1996
including the budget for Heatherside Hospital.

GENERAL COMMENTS

There was hope that the service would be sectorised with the designation of Ravenscourt
on the grounds of St Finbarr's as the sector headquarters/mental health centre for one
sector and a site in Ballincollig, which had yet to be identified, for another sector which
would go some way to beginning a much needed specialisation of service delivery. Raven
scourt had been upgraded and improved and there would soon be a functional division
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between day centre and day hospital activities. Facilities in St Catherine's and St Monica's
Units in St Finbarr's Hospital had been improved greatly through re-decoration and refur
bishment.

The number of beds in the Acute Unit GF had increased by eleven to forty-six beds. This
could increase the number of admissions to the service but, at the same time, could reduce
the number of transfers or direct admissions from the catchment area to Our Lady's
Hospital thereby making the service self-contained in its in-patient component and less
dependent on Our Lady's. In fact, Our Lady's was now only used for intensive care pur
poses. St Catherine's Continuing Care Unit continued to provide a.multi-purpose function
serving both a high-support residential function and a ward function. A rationalisation of
services provided in Ravenscourt Day Hospital was about to. take place. The community
residence at Glenamalure had been greatly improved by the installation of.central heating
in the whole building. A social worker needed to be employed in the service.

An inspection of medical case files indicated that all patients had a full medical evaluation
after admission and the results were recorded appropriately in the case files. Docu
mentation of administrative data in the case file should include provision for a patient's
maiden name if appropriate and an indication of a patient's legal status while in hospital.
There were mixed feelings about the contents of the case files inspected and a num~er of
case files were quite bulky and contained a considerable number of loose pages.' Some
were mixed up and quite difficult to follow. Bulky case files should be reviewed, summar
ised and a second file introduced. A written policy on the mental health services and a
nursing policy document on the care of patients' case notes were available. Meetings to
.discuss individual patient. care plans were held regularly in the acute unit and they ,were
attended by all staff. Some improvement was necessary in the case notes as consultant
entries on new admissions were infrequent. It was noted that in one case, .ECT was pre
scribed and administered on the instructions of a junior doctor within twenty-four hours
of a patient's admission. The practice of junior doctors completing temporary patient
reception orders was also unsatisfactory.

There was reasonable continuity of nurse staffing and since the previous inspection staff
have been wearing identification badges. Unit notice-boards were well maintained and
were kept up-to-date. Patients had adequate time off the clinical ward areas but the pre
fabricated facility being used was unsatisfactory and needed to be replaced. Patients had
access to smoking and non-smoking areas, telephones and information about telephone
helplines. Nursing care plans were used and were kept up-to-date. All aspects of the care
plans were inter-related with appropriate observation, comprehensive assessment, nursing
plan, review and evaluation. Abbreviations were not widely used in the nursing care plans
but a written policy on their use was required. Nurses signed all entries in the care plan 
in full which was satisfactory. A comprehensive range of information was available to
patients and families on health and social services and how to access them. An information
handbook for patients and relatives on admission to the unit was also available and it
contained information on the layout of the unit, philosophy of care and other matters
pertinent to a patient's stay in hospital.
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There were written procedures for dealing with complaints from patients and their rela
tives. The procedures contained information on a person's right to complain and dis
tinguished between minor complaints and formal complaints. It also set out guidelines for
staff in dealing with complaints. Information must be made available to patients and rela
tives on their rights under the Mental Treatment Act, 1945 and amending legislation.

A new ECT suite had been provided in Unit GF which met modern requirements, but
the lack of an exclusive recovery area was regrettable. Written nursing guidelines on ECT
were contained in the Southern Health Board policy document and the Royal College
of Psychiatrists guidelines were prominently displayed in the treatment room. A named
consultant psychiatrist was responsible for the ECT clinic. There was adequate monitoring
and resuscitation equipment and there was regular CPR and FBAO training for staff.
Records of all training were kept. Adequate staff were assigned to the treatment and
recovery area when ECT was in progress and there was a pre- and post-ECT nursing
check-list. Written information on ECT was also available for patients and relatives.

Prescription cards were checked and were completed satisfactorily. The system of checking
drug stock levels and preparations for expiry dates was in order. However, a written policy
for ordering, prescribing, storing and administering medicines was needed. It should be
signed and dated and filed with the mental health services policy document which was
available in each clinical area. This policy should contain information on staff responsi
bility relating to prescribing, dispensing and administering medications, ordering drugs
from the pharmacy, storing drugs, checking drug stocks, administering drugs to patients,
recording drugs administered, using abbreviations, errors in administration, drugs given
to patients on discharge and other appropriate administrative matters relating to medical
preparations.

Fire procedures in the patient care areas of the South Lee Service were satisfactory. Areas
were protected with an automatic fire detection system. There was a written fire order,
exits· were clearly marked, the system to ensure that equipment operated effectively in
emergencies was satisfactory and there were adequate training for staff. A safety commit
tee was in place and it was understood that a written safety statement was also in place.
However, it was not available on the day of inspection. Hazard control sheets, in the form
of a safety audit, had been completed recently. The service participated in the review and
update of the mental health services nursing policy document and Ii committee had been
established which would continue to meet and review these policy documents. This policy
document was an update of a psychiatric nursing policy document which was issued in
1990 with the intention of assisting all nurses in their daily practice.

RECOMMENDATIONS

1. The catchment area to be sectorised and appropriate sector facilities to be provided.

2. A social worker to be employed in the service.

3. ECT recovery facilities to be used exclusively for that purpose.

4. A written policy on the completion of the written contents of medical records should
be formulated and this should be subject to on-going audit.
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WEST CORK MENTAL HEALTH SERVICE -1997INSPECTION

INSPECTED ON 15 AUGUST, 1997

GENERAL DESCRIPTION OF THE SERVICE

The West Cork catchment area had a population of approximately 46,500 and was divided
into two sectors as follows:-

Sector Population

Skibbereen/Clonakilty 21,907
BantrylDunmanway/SchulUCastletownbere 24,500

IN-PATIENT CARE

In-patient care was provided at the eighteen bed psychiatric umt In Bantry General
Hospital which opened in 1996. Fourteen patients were accommodated in the unit on the
day of inspection, three of whom were on temporary certificates.

ADMISSIONS

A total of 326 persons were admitted to the service in 1996. Seventy were first-time admis
sions. This represented an admission rate of 6.5 per 1,000 of the catchment area popu
lation. In 1996, 330 patients were discharged from the service and there was one death.

COMMUNITY FACILITIES

Nine community residences ...:....- one high-support, three-medium support and five low-.
support - provided a total of eighty-two places at 31 December, 1996. Seventy-eight
patients were accommodated in the residences on this date. Out-patient clinical sessions
were provided at six locations. A total of 167 clinical sessions were held during 1996. Six
hundred and three patients attended the clinics and 134 attended for the first time. Day
centres in Skibbereen and Castletownbere provided twenty-three places and had thirty
one patients on the register.

STAFFING

There were six medical staff including two consultant psychiatrists. Fifty nursing staff, six
paramedical and administrative staff and twelve non-nursing staff were also employed.

COST

The cost of the West Cork Mental Health service was approximately £2.05 million in 1996.

GENERAL COMMENTS

The cramped conditions at the acute psychiatric unit in Bantry General Hospital were
relieved through the acquisition of additional space in the unit. This comprised a spacious
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and well laid out reception area, a filing room, a nlimber of offices, a store room and a
shower room. Everyone involved in this achievement was to be commended.

The sector headquarters for Bantry was now located within the unit and the former sector
headquarters on the hospital grounds was to be converted to a day centre. Work on this
project was to commence in November, 1997. The West Cork Service comprised two
sectors, Clonakilty/Skibbereen and Bantry/Dunmanway/Schull and had a catchment area
population of approximately 46,500 which was served by the consultant led sector teams.
Therefore the service was not a cost effective one. There was, it appeared, a possibility of
enlarging the service by incorporating North Cork into the catchment area. It was recog
nised that this possibility might pose difficulties but it should nevertheless be pursued.

The former acute in-patient unit at St Anne's Hospital, Skibbereen was functioning as a
high-support community residence/sector headquarters and was operating satisfactorily. It

was suggested that the sector headquarters should locate to a site off the hospital campus.
The "Friends of Perrot House" was an active support organisation for the Skibbereen
service and through fund-raising was to provide the service with a new mini-bus for the
patients.

Concern among serVIce providers regarding the problems encountered in relation to
patients on PUM certificates remained. Patients on PUM certificates were escorted by
Gardai to Our Lady's Hospital since the new acute unit at Bantry was not designated for
the reception of PUM patients. This was a matter of concern and service providers should
make every effort to have the unit designated for their reception as soon as possible.

Treatment for alcohol misuse was provided through Community Care rather than Special
Hospital Care. This was an unsatisfactory arrangement. The service had a high number of
admissions for alcohol related problems and should therefore develop its treatment service
through a community-based approach with the possibility of respite care in community
residential accommodation if required.

Child and adolescent psychiatric services required development. Adolescents suffering
from s~bstance abuse posed a particular difficulty. Every effort was made to respond to
increasing demands for services from within the existing resources but recruiting

.. additional child and adolescent service providers represented the only real solution to this
growing problem. Nurse care planning and documentary procedures relating to admin
istration were satisfactory.

RECOMMENDATIONS

1. Develop a community-based approach for treating alcohol-related problems.

2. Child and adolescent services to be further developed.
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CHAPTER NINE

Western Health Board

ST BRIGID'S HOSPITAL, BALLINASLOE
- 1997 INSPECTION

INSPECTED ON 27 MAY, 1997

DESCRIPTION OF THE SERVICE

The population of the East Galway catchment area was approximately 92,070. The catch
ment area was divided into four sectors as follows:-

Sector Population

Ballinalsoe/Mountbellew 26,340
Portumna 15,730
Loughrea 25,000
Tuam 25,000

IN-PATIENT CARE

In-patient care was provided at St Brigid's Hospital, Ballinasloe which had 427 beds di
vided into eight male, five female and six integrated wards. Two were locked wards which
accommodated twenty-nine patients. Two industrial therapy/occupational therapy units
on the campus were attended by thirty-five in-patients and fifteen out-patients. There
were 426 patients in St Brigid's on the day of inspection and sixty-three were involuntary
patients. Forty-five patients were accommodated in two wards exclusively for patients with
a mental handicap and eighty-nine patients were accommodated in four geriatric wa~ds.

Sixteen patients had their temporary orders extended during 1996. Eleven patients were
placed in-seclusion and forty-eight patients were placed on special nursing supervision for
periods of ten hours or more. Altogether, there were 800 spans of special nursing super
vision in 1996. Of the in-patient population at the end of 1996, 16.5% had been hospital
ised for five years or more, 21.8% for between one and five years, 5.8% for between three
and twelve months and 11.7% for less than three months. Over half the hospital popu
lation were over sixty-five years of age. Thirty-three patients became new long-stay
patients in 1996.

ADMISSIONS

There were 784 admissions, 214 of which were first time admissions, to St Brigid's Hospital
in 1996. This represented an admission rate of 8.1 per 1,000 of the population. Sixty-six
patients were admitted as PUMs and 104 were admitted on temporary certificates. In
1996, 758 patients were discharged from St Brigid's and there were forty-four deaths.

127



COMMUNITY FACILITIES

Twenty-three low-support community residences provided 120 places, a medium-support
residence provided ten places and four high-support residences provided sixty-two places.
One house in Tuam provided seven places and was used as a "boarding-out" arrangement.
Day hospitals in Mountbellew, Portumna, Tuam and Loughrea provided 164 places. Day
centres were located in Portumna, Headford, Ballinasloe, Tuam, Loughrea and Mountbel
lew. A total of 248 persons were on the registers of the various day centres. Out-patient
clinical sessions were held at Mountbellew, Dunmore, Glenamaddy, Loughrea, Gort, Bal
linasloe, Woodford, Portumna and University College Hospital, Galway.

STAFFING

Med~cal staff comprised five consultant psychiatrists and six NCHDs. Paramedical staff
comprised four psychologists, one social worker, one occupational therapist, six alcoholism
counsellors and one pharmacist. Twenty-six administrative staff, 212 non-nursing staff and
340 nursing staff were also employed.

COST

The cost of the East Galway Mental Health Service was £15.5 million in 1996.

GENERAL COMMENTS

There had been a number of developments in the service since the last inspection. They
included the opening of a new community residence in Mountbellew, the acquisition of
premises in Headford and discussions on the purchase of premises in Gort and Portiuncula
which would be used as community residential accommodation. Discussions were continu
ing with Portiuncula Hospital regarding the establishment of an acute psychiatric in-pati
ent unit.

Since the last inspection, St Enda's block had closed and the Western Health Board was
seeking a buyer for the premises. The forty-five patients with a mental handicap who were
in St Enda's were transferred. to the old hospital building. St Joseph's was closed tempor
arily and the older patients were transferred to the Alzheimer's Unit in the new hospital
building. There were plans to open St Joseph's on a dual purpose basis; to accommodate
ten patients with a mental handicap and to serve as an activation centre. Ward 16 and
Ward 20 had been amalgamated into one ward with obvious benefits. Major refurbishment
of the female admission unit had been completed and provided a much improved facility.
Refurbishment of accommodation which would serve as an integrated acute admission
unit was underway.

The acquisition of premises in Gort would provide a mental health centre and sector
headquarters for the Gort/Portumna sector. Sector headquarters and services were already
functioning in Tuam and Loughrea. However, similar service facilities were required in
Ballinasloe. All four sectors of East Galway would then have community mental health
services. The shortage of consultant staff in the service was noted and the importance of
obtaining four fully staffed community sectors could not be overemphasised.
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Excluding the forty-five patients with a mental handicap and the forty admission patients, 
about eighty per cent of patients in St Brigid's were long-stay patients over sixty-five years 
of age. This suggested there would be a substantial reduction in patient numbers over the 
next decade. Accommodation in the old building could be further reduced by 
implementing the proposals to develop a comprehensive, integrated care programme for 
older people in the new building and by integrating and streamlining services in Wards 1 
and 5 which- accommodated disturbed functional psychotic patients. These proposals 
should be implemented as soon as possible. 

As previously reported, the local mental health programme and local written policy on 
philosophy and model of care were satisfactory. All patients had personal clothing, toilet 
requisites and secure storage space. In-patient accommodation at St Brigid's had improved 
considerably over the last number of years. However, all beds should have screens to 
improve privacy and dignity for patients. Bathing facilities were adequate and single sex 

toilet facilities were provided. The units were comfortable and in good decorative repair 
and the quality of care was satisfactory. Adequate levels of safety and security were pro
vided and there was access to smoking and non-smoking areas. A reasonable number of 
patients had access to off-ward therapies. Fire precautions were also adequate. 

There had been a major review of catering within St Brigid's Hospital and the quality of 
food available to patients was satisfactory. A menu card was now available to all patients 
and patients had a reasonable choice of meals. The catering cycle was reviewed period
ically and menus were displayed in patient care areas. This initiative was very welcome. 

All staff involved in the continued expansion of community-based services and improve
ment of in-patient facilities at St Brigid's were to be commended. These developments 
had been achieved despite a lack of adequate consultant staff. However, the lack of appro
priate medical care was evident in certain areas. Some examples included unsatisfac:tory 
medical note-taking on long-stay wards and the absence of timely and regular reviews of 
medication. The division of patient care between a GP on the one hand and an NCHD 
on the other was confusing and fostered ambiguity in relation to responsibility. The 
development of multi-disciplinary sector teams needed to be accelerated. 

There was reasonable continuity of nurse staffing and a team allocation system operated 
in the admission units. Staff should wear identification badges to facilitate communication 
between staff, patients and visitors. Weekly ward team meetings were held and there were 
periodic administrative style meetings between ward staff and ACNOs. The administrative 
reporting system was. satisfactory and written nursing notes were well maintained. The 
care planning system in the female admission unit was very comprehensive. Nursing notes 
were kept in the male admission unit and a care planning system, similar to that in the 
female admission unit, should be introduced. Nursing notes were maintained in the other 
wards. A written information handbook for patients and relatives containing information 
on the structure and layout of the units and other matters pertinent to a patient's stay in 
hospital should be available. Written information should also be available for patients and 
relatives on their rights under the Mental Treatment Act, 1945. 
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ECT facilities were satisfactory. There was a written protocol for ECT and the Royal
College of Psychiatrists guidelines, handbook and video were available in the treatment
area. A specific ECT treatment record form was available to facilitate everyday practice
and audit. There were written nursing guidelines for ECT and one nurse was assigned to
the ECT facility. A pre-ECT nursing checklist system should be introduced and written
information for patients and relatives on ECT should be readily available. While staff
training in CPR was available, it should be on-going and open to all staff. FBAO training
should also be provided.

As previously reported, the written seclusion policy and procedure should be reviewed
with a view to including a definition of seclusion and extracts from the Mental Treatment

Act that relate to seclusion. It should also contain information on what to do in emergency
situations, staff deployment, procedures for using the seclusion room, length of seclusion,

seclusion evaluation and review and the use of time-out. A policy and procedure was also

required on the use of bodily restraint which was still used in this service. Again, it was

noted that NCHDs continued to sign for seclusion. It was considered essential that a

consultant should be involved.

The written policy for ordering, prescribing, storing and administe~ingmedicines should

be incorporated into a section of the policy manual. Some review of the signing procedures

for prescription cards, particularly in the long-stay areas, was required. The nurses' system
for recording medications administered to patients was satisfactory. Since the previous

inspection, all policies and guidelines had been reviewed and updated in accordance with
local service needs and current good practice and were available in all clinical areas for
staff information and reference.

RECOMMENDATIONS

1. Accelerate the provision of an acute admission unit in Portiuncula Hospital.

2. Provide community resid.ential accommodation for the forty-five patients with a men

tal handicap who are still patients in St Brigid's.

3. Community facilities to be expanded with particular emphasis on acquiring a suitable
sector headquarters and mental health centre in Ballinasloe which should also incor

porate day hospital facilities.

4. The de-segregation of older patients in St Brigid's with their care to be linked, other

than for nursing purposes, to the programme for older people in East Galway.

5. The gradual movement of older people to the new building which would result in the

closure and sale of the old building.

6. The sale of assets, such as redundant land on St Brigid's campus, following the
example of St Enda's, to enable the above recommendations to be realised.

7. A further consultant to be appointed.

8. Additional paramedical staff to be recruited so that a truly multi-disciplinary service

can be provided.
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WEST GALWAY MENTAL HEALTH SERVICE -1997 INSPECTION

INSPECTED ON 26 MAY AND 9 OCTOBER, 1997

GENERAL DESCRIPTION OF THE SERVICE

The population of the catchment area was approximately 88,500 and served Galway City
and all of Connemara. Galway City had a population of about 52,500 and was not sec
torised. The catchment area outside Galway City was divided into three sectors as
follows:-

Sector Population

Oughterard 9,500
Clifderi 16,000
Carraroe 10,500

IN-PATIENT CARE

In-patient care was provided at the Acute Unit, University College Hospital, Galway
which had forty-three beds; Unit 9, Merlin Park Hospital which was a continuing care
rehabilitation unit with thirty beds; and the Alcohol Treatment Unit, Merlin "Park
Hospital. On 31 December, 1996 there were forty-one patients in the unit at University
College Hospital. Thirteen patients were on temporary certificates. Ninety-five percent of
patients had been hospitalised for less than three months and the remainder had been
hospitalised for between three and twelve months. Twenty-eight patients were accommo
dated in the continuing care unit at Merlin Park Hospital at the end of 1996. Thirty-eight
patients were admitted to the unit during the year and there were thirty-six discharges.

ADMISSIONS

In 1996, there were 723 admissions to University College Hospital; 187 were first time
admissions and 110 admissions were temporary. This represented an admission rate of 8.2
per 1,000 of the catchment area population. There were 725 discharges from the unit in
1996 and seven patients were transferred to other psychiatric in-patient services outside
the catchment area.

COMMUNITY FACILITIES

At the end of 1996, eight low-support community residences provided thirty-six places
and accommodated thirty-five patients and three medium-support ,residences provided
nineteen places and accommodated nineteen patients. A day hospit~l adja9.ent to the acute
unit at Galway Regional Hospital provided twenty places and there ..were twenty-five per
sons on the register. There were day centres providing social car<~r'9. sheltered work at
Carraroe, Clifden and Halla Naomh Padraig and Danesfield H9M.S.¢'ih Galway City. One
hundred and twenty places were available and 163 persons wer¢i,oi:l..the register. Seventy
people attended the community sheltered workshop at the Galw;:ly..J~.~l~l~gUnit at Merlin
Park Hospital. In 1996, 433 out-patient clinical sessions, at wni,C;Q,' im estimated 1,130
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patients attended, were held at ten locations. Two hundred people attended for the first
time.

STAFFING

Medical staff comprised three consultant psychiatrists, two senior registrars, three regis
trars and three senior house officers. Paramedical staff comprised one psychologist, three
social workers, three occupational therapists and two alcoholism counsellors. Ten adminis
trative staff, seventy nursing staff and sixteen non-nursing staff were also employed.

COST

The budget for the West Galway Mental Health Service was £3.1 million in 1996.

GENERAL COMMENTS

The number of transfers from the West Galway catchment area to St Brigid's, Ballinasloe
had fallen to approximately twenty and some of these transfers were necessary for security
reasons. Everybody concerned with the reduction of transfers to St Brigid's were to be
congratulated on this "achievement. It eliminated a long-standing concern. Admission num
bers had increased to quite a high rate but the mean length of stay had decreased by five
days.. Improved bed turnover was due to more efficient management of beds and the

judicious use of two lodging-out beds in Unit 9A, Merlin Park Hospital. The decrease in
mean length of stay was attributed to the new case mix, which meant that large numbers
of patients with alcohol and drug related problems were admitted briefly and discharged
soon afterwards. This was due; to a lack of overnight beds in Accident & Emergency.

An application had been made for a fourth consultant adult psychiatrist and a consultant
psychogeriatric post, was under consideration. The latter post would require the provision
of additional acute "heds. This could be achieved at a small capital cost. Revenue costs
would be somewhat,larger. The number of professionals employed in some areas of the
service, notably in tl).e case of psychologists, was inadequate.

The acute unit rieed,ed to be refurbished. However, no systematic or prioritised plan had
been prepared to provide the necessary funding. The establishment of a service head
quarters with day and out-reach components based in the city centre was also required. It
would be difficult to get suitable premises due to rising property values, but it would be
a valuable addition to the service.

In Merlin Park Hospital, two beds in Unit 9A were reserved for "lodger patients" from
the acute psychiatric unit at University College Hospital. They provided overnight accom
modation for people from the acute unit when it was full. Patients were usually transferred
by ambulance and were not normally accompanied by staff. This was an undesirable prac
tice and it was felt that the existing bed numbers for the catchment area were sufficient
to eliminate it if admission numbers were reduced. This should be feasible because as
many as half of the admissions to the acute unit were unnecessary. Many of the unnecess
ary admissions origi~ated from Accident & Emergency where people with alcohol related
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problems were brought and because" no overnight beds were available they were trans
ferred'to the" acute 'uni( before being discharged the following day or shortly afterwards.

As well as providing overflow beds for the acute unit at Galway University Hospital, Unit
9A at Merlin Park functioned as a continuing care unit. All of the patients in the ward
were from West Galway and, despite the lack of a dedicated rehabilitation team, seven
patients were transferred to community-based care facilities during 1996. Unfortunately,
no West Galway patients in St Brigid's Hospital, Ballinasloe were transferred to the unit
for rehabilitation. This had been the original intention when the unit was funded and set
up. Patients in Unit 9 and Unit 10, Merlin Park Hospital were entitled to medical liaison
consultations and any communication difficulties regarding the provision of a consultant
medical service should be addressed as a matter of urgency.

The video link to the Aran Islands was satisfactory, but consideration should be given to
the developmet;lt of a day care service on the islands. While the location and therapeutic
programming at the Halla Padraig day centre were satisfactory, some refurbishment was
needed. The toilet areas were inadequate, there was no bathroom or shower, the dining
facilities were overcrowded and the fire precautions were inadequate. The facilities and
therapeutic programmes at the Clifden day centre and the Carraroe day centre and sector
headquarters were satisfactory. The Tearmann Ainin housing devel~pment, a local com
munity project funded by the Department of the Environment" and FAs, had allocated
three flats to the Galway Mental Health Service. The management of the service and the
organisers of this project were to be commended for ensuring that patients from the
mental health services had access to some of the facilities provided at this development.,
The residents. had integrated very well. The day hospital at University College Hospital
had been operating, for over eighteen months but ambitions to provide high-support resi
dential accommodation in Clifden, Carraroe and Inis Mar and day facilities in Clifden and
Inis Mar remain:edunfulfilled,

In general, out-patient faCilities in the catchment area were satisfactory. However, the
out-patient department at University College Hospital should be re-Iocate.d and incorpor
ated into the general out-patient department at the hospital. All staff had training on how
to care for patients who exhibited violent behaviour. The service should consider the"
development of a small on-site secure area to minimise the transfer of patients from this
catchment area to St Brigid's Hospital, Ballinasloe.

Each new admission had a full medical evaluation and the results were recorded in the
case file. Some acute patients had a ~aily medical evaluation while others were evaluated
according to their needs. Weekly team meetings were held where staff discussed individual
patient care plans and all staff attended on a regular basis. Documentation of administrat
ive data in case files was satisfactory. Copies of discharge letters and reports of investi
gations were available in the medical notes which were legible and easy to follow.
However, all entries should be signed in full with the date and time of entry and the
designation of the professional making the entry. A patient's current medication and dose,
medical history, presenting complaint and management plan were clearly recorded in each
case file.

133



There was reasonable continuity of nurse staffing but staff at University College Hospital
should wear identification badges. The administrative reporting system in the acute unit
was satisfactory and the unit notice-boards were kept up-to-date. Nursing care plans were
used in the service and all aspects of care were inter-related. Nursing assessment records
should indicate the patient's name, the name of the staff member making the entry, the
date and time of the entry and the designation of the staff member.

The service should consider producing a nursing procedure manual. It should set out clear
guidelines on clinical nursing procedures and it should be reviewed and updated regularly.
A psychiatric nursing manual, designed to provide a useful overview of the most fre
quently treated psychiatric conditions presenting in the service, should also be considered.
The layout should follow a sequence of brief notes on the illness, a guide to nursing
assessment, possible nursing interventions and nursing care. A written information hand
book for patients and relatives was available on admission to the service and a comprehen
sive range of information was available to patients and families on mental illness, medi
cation, other health and social services and how to access them. There was a need for
written information for patients and relatives on their rights under the Mental Treatment
Act, 1945 and amending legislation.

Facilities and documentary procedures relating to ECT were satisfactory. A discharge
summary was sent to a patient's GP following discharge from in-patient care. A standard
discharge information form outlining drugs prescribed, the name of the GP, the name and
telephone number of the hospital for after hours service and the next date of appointment
at the out-patient department was required. There was a comprehensive policy for
ordering, prescribing, storing and administering medicine and written criteria for the use
of PRN prescriptions was available. A full signature and the date of entry should be
recorded for each drug prescription entered.

Fire precautions at Unit 9A, Merlin Park Hospital and University College Hospital were
satisfactory. Fire precautions at Halla Naomh Padraig were unsatisfactory and h,ad been
referred to in previous reports. There were written safety statements in each area and an
identifiable safety officer had been appointed. Periodic safety audits should be conducted
at each location and records of the audit should be kept.

The service administration reviewed and updated policies and guidelines in accordance
with service needs and a policy guideline manual was available in each clinical location.
The service should review the following clinical administrative matters with a view to
producing policies and guidelines for staff information and reference: informing patients
of their rights, handling and lifting policy, access to health records, accidents and incidents,
procedures for handling complaints, care of case-notes, staff appearing in court and
patients' voting rights.

RECOMMENDATIONS

1. Admissions to the West Galway catchment area to be cQnfined to the facilities at
the Psychiatric Unit in University College Hospital. The service should not rely on
transferring patients to Unit 9A, Merlin Park Hospital or to St Brigid's, ~allinasloe.
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2. Additional medium and high-support residential facilities to be provided.

3. Further community development in the Clifden sector, especially one high-support
community residence.

4. Fire safety procedures at the Halla Naomh Padraig day centre to be reviewed.

5. A safety audit to be conducted at University College Hospital psychiatric unit and a
programme for eliminating safety hazards to be put in place.

MAYO MENTAL HEALTH SERVICE -1997 INSPECTION

INSPECTED ON 9 AND 10 DECEMBER, 1997

GENERAL DESCRIPTION OF THE SERVICE

The catchment area population was 111,000 and it was divided into five sectors as follows:-

Sector

Castlebar
Ballina
Westport
Swinford/Claremorris/Kiltimagh
AchilllBelmullet

IN-PATIENT CARE

Population

13,000
25,000
25,000
26,000
22,000

In-patient care was provided at St Theresa's Admission Unit and St Mary's Hospital.
There were 163 patients in St Mary's and forty patients in St Theresa's on the day of
inspection. Nineteen patients were on temporary certificates and one patient was a PUM,
Twenty-two patients in St Mary's were patients with a mental handicap and the majority
were older people. There were 225 patients in St Mary's, thirteen of whom were involun
tary, at the end of 1996. At 31 December 1996, fifty-eight per cent of patients had been
hospitalis~d for over five years, sixteen per cent for between one and five years, seven per
cent for between three and twelve months and eighteen per cent for less than three
months. Fifty per cent of the hospital population were over sixty-five years of age. Patients
were accommodated in four male, three female and two integrated wards. The intensive
therapy ward was a locked unit.

ADMISSIONS

In 1996, there were 758 admissions to the service, 119 of which were first time admissions.
This represented an overall admission rate of 6.8 per 1,000 of the population. Three hun
dred and eighty-three patients were lodged overnight in St Teresa's Unit but were not
formally admitted to the service. There were 134 temporary admissions and seventeen
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PUMs. In 1996, 791 patients were discharged from the service and there were eighteen
deaths.

COMMUNITY FACILITIES

Out-patient clinics were located in all the major towns in each sector and day hospitals
were provided in Castlebar and Ballina. A ~otal of fifty-three patients were referred to
the day hospitals in 1996 and they provid,ed atotal of ~hirty-six places. Day centres, with
a total of 113 places, provided social care: and sheltered work and were located in Castle
bar, Ballina, Ballinrobe, Westport and C1aremorris. Community sheltered workshops in
Castlebar and Ballina provided thirty-five and sixty places respectively. In addition, the
rural training centre attached to 5t Mary's Hospital catered for nine patients. At the end
of 1996, thirteen low-support community residences provided seventy places and accom
modated sixty-one people, a medium-support residence in Castlebar provided seven places
and three high-support residences with thirty-six places accommodated twenty-seven
patients.

STAFFING

Eleven medical staff, including five consultant psychiatrists, were employed in the service.
Paramedical staff comprised a psychologist, two occupational therapists, three alcoholism
counsellors, a pharmacist, a dentist and a sessional physiotherapist/chiropodist. One hun
dred and three non-nursing staff, 25.5 administrative staff and 226 nursing staff were
employed.

COST
\

The budget for the Mayo Mental Health service tas approximately £9.4 million in 1996.

GENERAL COMMENTS

Plans for the thirty-five bed acute psychiatric unit in Mayo General Hospital, Castlebar
had been completed. The new unit would replace the admission fa~ilities at 5t Teresa's
Unit in St Mary's Hospital which would then be used to accommodate a number of the
long-stay patients in St Mary's. This would result in further ward closures. A number of
wards had closed since the last inspection and two female wards were to merge soon after
the inspection. As a majority of long-stay patients were older people, it was expected that
St Mary's would close as a psychiatric hospital in the not too distant future. Part of the
premises would be maintained and developed as a day hospital/sector headquarters for
Castlebar ,and the rest of the building would pass to Community Care.

The existing Alzheimer facility in St Anne's Unit at the Sacred Heart Home was to be
developed and extended as a psychogeriatric facility. This could be done by converting an
existing, but vacant, psychiatry post to a post with special interest in psychogeriatrics.
Restructuring the post would need the approval of Comhairle na nOspideal. 5t Anne's
Unit provided twenty-seven beds which were used mainly for continuing care and a
smaller number for respite care. It would be essential to provide assessment beds for the
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psychiatry of old age in addition to the current facilities. The additional facilities could be

provided in association with the geriatric facility in Mayo General Hospital or alterna

tively, in the new psychiatric unit along with a day hospital/day centre.

Substantial developments had taken place in the SwinfordlKiltimagh/Claremorris sector
with· the provision of a community residence and respite unit in Swinford and a sector

headquarters, day centre and community residence in Claremorris/Kiltimagh. However,

the restricted accommodation in Claremorris prevented the provision of a comprehensive

acute day hospital and sector headquarters. There were plans to convert the O'Hara Home

into a day facility and to provide three further community residences to replace an existing

residence. Although the layout of the Swinford Treatment Centre was not ideal and it

needed to be upgraded, the centre was undoubtedly fulfilling a useful function. Some

research was needed on its effectiveness in reducing admissions to, and shortening length

of stay in, St Mary's Hospital. The provision of a day centre was obviously beneficial to

some socially deprived individuals with psychiatric disorders i.e. people living alone, etc.

In Ballina it was hoped to re-Iocate the day premises while the rented day facility in the

Westport sector was inadequate and there were no sector headquarters. Although day

facilities were provided in Belmullet, Bangor Erris and Mulraney, providing and main

taining comprehensive and continuously functioning day services in such sparsely popu

lated and extensive areas was difficult. This was a problem with no easy solution. The

provision of a high-support community residence in the service would have the support

of the Inspectorate.

The majority of patients in the hospital were older people. The fall in the number of

patients since the previous inspection was due partly to the death of patients and partly

to the rehabilitation of patients. The long-stay wards in St Mary's caused a degree of

concern due to their institutional nature and the chronic illness of some patients which

was not helped by the lack of rehabilitation and active medical input. For most patients

in the long-stay wards, care was almost exclusively of a custodial nature. The conditions

were relatively comfortable in the female wards but the male wards were grim, drab and

gloomy.

Medical case notes were checked and all new admissions had a full medical evaluation

and the results were recorded in the case files. Acute patients had a daily medical eval

uation. Staff meetings were held regularly in three of the catchment area sectors and staff

attended on a rotational basis. Similar meetings should be organised in the other two

sectors. The case files were satisfactory, correspondence was filed correctly and investi

gation reports and copies of discharge letters were readily accessible. Written inputs in

case notes should be signed in full, the date and time of entry should be recorded and the

designation of the officer concerned should be entered.

All patients in St Mary's Hospital had labelled personal clothing and easy access to cloth

ing and personal possessions in individual lockers. Further compartmentalisation of the

large dormitories or the use of screens was required to ensure privacy and dignity for

patients.
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There was reasonable continuity of nurse staffing and a primary nursing system 'had been
introduced in St Teresa's Unit. Ward team meetings w~re held in St Teresa's each week
and the administrative reporting system was satisfactory. Care plans, using an agreed
model of nursing care, were used in St Teresa's but staff needed more training on their
use. There was a need for a written policy on the use of abbreviations and all entries in
care plans should be signed in full. A nursing procedure book, setting out clear guidance
on nursing procedures, should be available for staff information and reference.

An adequate supply of health education leaflets should be available for patients and their
families. An information handbook was available on admission to the in-patient care units.
It contained information on visiting, patients' property and other matters pertinent to care
in St Teresa's Unit. A separate information handbook in St Anne's Alzheimer's Unit was
quite comprehensive. Procedures for dealing with complaints from patients and their fam
ilies were in place but the designated complaints officer should maintain records of all
complaints. Written information should be made available to patients and relatives on
their rights under the Mental Treatment Act, 1945.

The report from St Anne's Unit was impressive and containeda review of admission and
discharge figures for 1996,a 'report on a survey seeking feedback from patients and their
families on the service provided and proposals for the development of St Anne's Unit as
a nursing unit. Other units within the service should consider producing similar reports
and the service as a whole should incorporate a summary of individual reports within the
overall annual report for the catchment area.

ECT facilities were satisfactory and a named consultant psychiatrist was responsible for
the ECT clinic. A written protocol on ECT was required. The clinic had ~dequate monitor
ing and resuscitation equipment and there was a specific ECT treatment record form. The
consent form was satisfactory and there was a pre-ECT nursing checklist. However, writ
ten nursing guidelines for ECT were required. There was a need for regular CPR and
FBAO training for all staff within the service. The service should make available written
information for patients and relatives on ECT. A written admission policy was available
in the admission area and clear discharge guidelines were also available. The procedure
whereby junior doctors signed involuntary admission forms required review. All incidents
of violence and self-harm were recorded and staff were trained to manage potentially
violent situations. Panic buttons and personal alarms were available but more personal
alarms were needed.

The provision of local safety statements should be considered. Safety audits should also
be carried out more regularly. There was a safety committee for the hospital. Fire pre
cautions were adequate with the exception of one community residence in Westport but
a fire committee should be established to review safety procedures. A fire committee
could review and record minor outbreaks of fire, keep records of training courses, and
monitor all training courses to ensure that all staff participated in fire training exercises
on a regular basis. The checking system to ensure fire equipment in the hospital operated
effectively in emergencies was satisfactory and it should be extended to all group homes
and community residences.
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RECOMMENDATIONS

1. An acutepsychiatric unit to be provided at Mayo General Hospital as soon as possible.

2. More spacious day facilities to be provided in the Westport sector.

3. Greater occupational and recreational inputs to be provided in all of the long-stay
areas of St Mary's Hospital.

4. A high-support, staffed community residence to be provided, preferably in the Castle
bar sector.

5. Checking procedures to ensure that fire equipment operates effectively in emergencies
to be extended to all group homes and community residences operated by the service.

6. The Swinford community residence to be upgraded and refurbished.

7. Day services at the District Hospital in Ballina to be re-Iocated as soon as possible.

8. The overall standard of furnishings, decor and therapeutic programming in the male
wards of St Mary's Hospital to be improved.

9. Curtains and rails to be provided around all patient beds in St Mary's Hospital.

10. Non-smoking areas to be created and adhered to both in St Mary's Hospital and St
Teresa's Unit. Smoking to be prohibited in all sleeping areas.

ROSCOMMON MENTAL HEALTH SERVICE - 1997 INSPECTION

INSPECTED ON 9 JULY, 1997

GENERAL DESCRIPTION OF THE SERVICE

The catchment area population was 52,726 and it was divided into three sectors as
follows:--

Sector Population

Boyle (North) 18,865
Castlerea (Mid) 17,094
Roscommon (South) 16,767

IN·PATIENT CARE

In-patient care was provided at the thirty-bed integrated acute psychiatric unit in Roscom
mon General Hospital. Twenty-two patients were in the unit on the day of inspection and
three were temporary. All of the patients in the acute unit had been hospitalised for less
than three months. Twenty-one patients were in the unit at the end of 1996 and four were
temporary.
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ADMISSIONS

During 1996, 477 patients were admitted to the Roscommon Acute Psychiatric Unit. One
hundred and twenty-two were first time admissions to the service and fifty-three were on
temporary certificates. In addition, 121 patients were lodged overnight in the unit but
were not formally admitted to the service. The overall admission rate was 9.8 per 1,000 of
the population. There had been 461 discharges from the service during 1996 and three
deaths.

COMMUNITY FACILITIES

At the end of 1996, three low-support community residences provided eighteen places and
accommodated sixteen patients and medium-support residences in Boyle, Strokestown
and Castlerea provided forty places and accommodated thirty-one people. One high-sup
port residence in Castlerea accommodated sixteen patients. The continuing care unit at
Castlerea had thirty-four places and accommodated thirty-three older people. Day centres
were. provided at six locations and, with 229 persons on the register, provided 137 places.
In 1996, 351 persons attended the ten-place day hospital at the Department of Psychiatry,
Roscommon County Hospital and ninety-eight attended for the first time. Ninety-six out
patient clinical sessions were held at eight locations in 1996. Five hundred and forty-four
patients attended and ninety-six were first time attendances. There were three community
sheltered workshops, one each in Roscommon, Boyle and Castlerea.

STAFFING

Eight medical staff, including three consultant psychiatrists, were employed. Paramedical
staff comprised a social worker, psychologist, three alcoholism counsellors and a pharma
cist. Ninety-seven nursing, eleven administrative and thirty-six non-nursing staff were
employed.

COST

The cost of the Roscommon Mental Health service was approximately £5.1 million in
1996.

GENERAL COMMENTS

The major initiatives that had been planned for the service had been accomplished. St
Patrick's Hospital had closed and all the facilities in the Don Arms site were up and
running. Likewise, the high-support community residence in Knockrow and the two com
munity residences on the Williamstown Road in Castlerea were. operational. In-patient
services and day centre functions provided by St Patrick's Hospital had been replaced with
high quality community-based alternatives. The psychiatric unit in Roscommon General
Hospital was functioning well but admissions from two of the service sectors were rather
high. This might be due in part to the lack of a day hospital and active community-based
referral, evaluation and treatment programme in one sector. The high admission rates
from the Roscommon and Castlerea sectors needed to be examined in greater detail.
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The Don Arms site in Castlerea provided many services including an administrative cen
tre, a sector headquarters, a twenty-four place community residence and a large training
centre. However, some areas such as the administrative sector headquarter offices were
under-utilised and there was duplication of dining space with separate dining rooms for
those people attending the training workshop and for the residents. It was felt that one
dining-room would be sufficient if it were operated on a two sitting basis. However, staff
working in the centre felt it was necessary to have separate dining-rooms because older
patients were unable to eat quickly and often needed to be spoon-fed etc. Two lunch
settings might be very impractical given the time constraints for the lunch period. The
space available to the training workshop and the rural training programme was inad
equate. In spite of these reservations the staff of the Roscommon Mental Health Service
were to be highly commended for their achievement in closing St Patrick's.

RECOMMENDATION

An audit and evaluation of all admissions from the Roscommon and Castlerea sectors, as
compared to admissions from the Boyle sector, to be conducted.
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CHAPTER TEN

Registered Psychiatric Hospitals

ST PATRICK'S HOSPITAL -1997 INSPECTION

INSPECTED ON 17 JUNE, 1997

GENERAL DESCRIPTION OF THE SERVICE

St Patrick's Hospital was a voluntary, non-denominational, non-profit making hospital
depending on fee income and donations from benefactors and friends to finance hospital
activities as well as long-term development and research projects. A board of governors
administered the hospital and all gave voluntarily of their time. St Patrick's Hospital
retained a special liaison with the acute unit at the nearby St James's Hospital and admin
istered the Area 3 community psychiatric service on behalf of the Eastern Health Board.
St James's service had beds in St Patrick's which were subvented by the Eastern Health
Board to serve long-stay needs. In addition, the Martha Whiteway Day Hospital and the
support centre, both located on the campus of St Patrick's, were components of the Area
3 catchment service. A good working relationship existed between staff in St Patrick's and
St James's service.

There were 293 beds in St Patrick's Hospital, thirty of which were publicly funded by the
Eastern Health Board. At the end of 1996,193 patients were accommodated in St Patrick's
and eight were on temporary certificates. Three patients became new long-stay patients.
Eighty-four per cent of the patients had been hospitalised for less than three months, eight
per cent for between three and twelve months, four per cent for between one and five
years and four per cent for over five years. Thirteen per cent of patients were over seventy
five years of age and a further fourteen per cent were between sixty-five and seventy-four
years of age.

ADMISSIONS

There were 2,385 admissions to St Patrick's in 1996 including 862 first time admissions.
Eight patients under fifteen years of age were admitted. During the year, 2,360 were
discharged and there was one death. Fifty-six patients were admitted to the hospital on
temporary certificates. Three hundred and forty out-patient clinical sessions were held in
St Patrick's. A total of 2,554 persons attended and sixty-three were first time attendances.

STAFFING

Staff comprised twenty medical staff including eight consultants. Paramedical staff com
prised five alcoholism counsellors, three social workers, three occupational therapists, two
psychologists, and three pharmacists. One hundred and eighty-eight nurses, twenty-nine
administrative staff and eighty-nine non-nursing staff were also employed.
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COST

The budget for St Patrick's Hospital was approximately £12 million in 1996.

GENERAL COMMENTS

The overall conditions in St Patrick's Hospital were very satisfactory and the extensive
renovations which had taken place at the hospital over the last number of years were of
a high standard. This facilitated an active therapeutic atmosphere which was evident in all
areas of the hospital that were visited. All areas were clean and well maintained. The
checking and recording system of patients' whereabouts at half hourly and hourly intervals
throughout the entire hospital was to be commended.

The High Observation Unit attached to Rebecca Ward continued to operate satisfactorily.
The unit facilitated the nursing of patients who required high observation in a safe, struc
tured and low stimulus environment. It was used extensively and patients remained in the
unit for a short period of time before returning to the main ward.

Extensive and satisfactory documentation of policies and procedures was available in each
unit. Nursing care plans existed in all locations and care plans were satisfactory. Anurriber
of units had introduced written operational profiles and policies stating the purpose, aims
and objectives of their individual units. The profiles were available to patients and rela
tives for their information. Draft operational profiles were available in Delaney and Kil
root Wards and it was hoped that these would soon come into operation.

The service management should consider an annual review of the quality, efficiency and
effectiveness of the service, identifying strengths and weaknesses with a view to setting a
number of programme goals for each new year. A local annual report on service provision
should also be produced. On checking in-patients' medical notes, it was suggested that the
name of the consultant psychiatrist responsible for a patient's care should be clearly stated
in the front of each. medical case note. Input from consultant psychiatrists in medical notes
was minimal and this required immediate review and improvement.

Written procedures for dealing with complaints from patients and family members were
available and a specific record book of complaints was kept. The CNO acted as the desig
nated Complaints Officer. This ensured a consistent approach to recording complaints and
measuring their complexity. There was reasonable continuity of nurse staffing and
ward/unit team meetings, which allowed staff to discuss individual care plans, were held
once a week.

Written safety statements were available fot the hospital and local units and a pro-active
management response was apparent in relation to safety issues raised within the hospital.
The procedures relating to fire prevention and checks ensuring equipment operated effec
tively in emergencies were satisfactory. Fire lectures. and demonstrations were also satis
factory. The hospital was protected with an automatic fire protection system.

Procedures relating to ECT were satisfactory but a pre-ECT nursing checklist should be
introduced. There was regular CPR and FBAO training and the emergency trolleys and
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procedures were satisfactory. A policy and procedure relating to prescribing, storing and
administering medicines which was signed and dated in each clinical area was available.
One date and one full signature for each prescription should be entered in the drug
prescribing kardex. The drug administration cards should be re-designed to allow all nurs
ing entries to be signed in full.

The active involvement of all members of the multi-disciplinary team in research projects
at the hospital was to be commended. The service was accredited by the Royal College
of Psychiatrists and the Irish College of General Practitioners for medical training and
approved by An Bord Altranais for nurse training. There was adequate in-service training
for all staff and records of training programmes and the names of staff participating on
the courses were kept.

ST PATRICK'S HOSPITAL -1997 INSPECTION

INSPECTED ON 19 NOVEMBER, 1997

GENERAL COMMENTS

There were 275 patients in the hospital on the day of inspection. Twenty-three patients
were involuntary. One hundred and sixty-nine nursing staff, including students, were
employed. St Patrick's was a large psychiatric hospital that provided contemporary psychi
atric in-patient care and one could not but be impressed by the clinical conditions
obtaining in the hospital. Recent years had seen considerable refurbishment of several
areas of the hospital. The enthusiasm and positive attitude of the nursing staff was to be
commended. Those parts of St Patrick's that had not been upgraded were, nevertheless,
tastefully furnished and decorated. All beds had curtains and rails which insured patient
privacy and there was adequate storage space for clothes etc. Further upgrading was envis
aged for such areas.

ST EDMUNDSBURY HOSPITAL, LUCAN, CO DUBLIN - 1997 INSPECTION

INSPECTED ON 23 APRIL, 1997

GENERAL DESCRIPTION OF THE SERVICE

St Edmundsbury was a fifty bed hospital divided into two components: a modern, purpose
built acute unit containing forty-four private rooms and six semi-private rooms and the
original 19th century building which accommodated most of the therapeutic facilities,
occupational therapy, recreational therapy and other ancillary therapies. On 31 December,
1996 there were thirty voluntary patients in the hospital. Medical cover was provided by
the consultant staff from St Patrick's Hospital and a GP was on call. Paramedical staff
comprised two psychologists and one social worker. Nursing staff comprised one matron,
two NOs and fourteen staff nurses. Seven domestic staff and two administrative staff were
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also employed. Ancillary services such as chiropody, physiotherapy, recreational therapy,
occupational therapy and family therapy were provided on an on-going basis.

Fire precautions were satisfactory; an alarm system was installed and fire lectures were
given on a regular basis. There were no reports of any fire incidents in 1996. During 1996,
general renovations took place in the hospital. The standards of care, hygiene and decor
were excellent and the hospitals continued registration under the Mental Treatment Act,
1945 was recommended.

ST EDMUNDSBURY HOSPITAL, LUCAN, CO DUBLIN - 1997 INSPECTION

INSPECTED ON 20 NOVEMBER, 1997

GENERAL DESCRIPTION OF THE SERVICE

The hospital provided fifty beds in the new building. Most of the beds were in single
rooms with en-suite facilities. The old building was used for recreational, occupational,
dining and treatment purposes. On the day of inspection all fifty beds were occupied. All
patients were voluntary. Consultant medical staff, a psychologist and a social worker came
from St Patrick's Hospital. There was a specialised behavioural treatment unit in the
hospital and there was a special interest in chronic fatigue syndrome.

ST JOHN OF GOD HOSPITAL -1997 INSPECTION

INSPECTED ON 24 JUNE, 1997

GENERAL DESCRIPTION OF THE SERVICE

St John of God Hospital was a private psychiatric hospital run by the St John of God
Brothers. The hospital was a modern 210 bed general psychiatric hospital catering pre
dominantly for people with acute psychiatric illness. It also provided specialist units for
adolescent psychiatry and the psychiatry of old age as well as sub-units for alcohol related
disorders and eating disorders. The Dublin County stress clinic was located within the
hospital as was the day hospital for the adjoining Cluain Mhuire Area 1 catchment service.
St John of God provided in-patient beds on a contract basis for the South East Dublin
Cluain Mhuire catchment area service. There were 176 patients, including fifty-one public
patients, in the hospital on the day of inspection. The hospital itself was divided into seven
nursing units, each of which had its own stated philosophy and objectives.

STAFFING

Eleven medical staff, including the medical director, were employed by the service. Param
edical staff comprised three psychologists, four social workers, five occupational therapists
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and six other'paramedical grades. There were 120 nursing staff, thirty catering staff, thirty
five household staff and eight maintenance and ground staff. The members of the multi
disciplinary team from the nearby Cluain Mhuire service provided clinical support for all
public in-patients.

GENERAL COMMENTS

The physical surroundings and the entire ambience in the hospital were satisfactory. An
on-going building and upgrading programme was in place and there had been extensive
upgrading at St Camillus' Unit. The operational policy relating to St Camillus' Unit had
changed following the upgrading programme. The unit itself, which included the Richard
Pampuri Alcohol Unit, a new acute psychiatric section and a sub-acute section, was located
on three different levels and was spread out over a large floor area. This made nursing
observation difficult and it was felt that this matter required review.

Patients' case files were satisfactory. Medical files were in good condition, correspondence
was correctly filed and investigation reports and copies of discharge letters were readily
available. Documentation of administrative data in patients' cases files was satisfactory. A
written policy on the care of patients' case notes stating who was responsible for main
taining files, who had access to clinical files and information on the transfer of records to
other agencies was needed. There was a comprehensive range of information for patients
and their families on the nature of mental illness, other health and social services and how
to access them. Health education leaflets were widely available. There was an information
handbook for patients and relatives on admission which contained information pertinent
to a patient's stay in hospital.

The quality of in-patient accommodation at St John o,f God was very high and continuous
improvements were being made. Accommodation was domestic in style and patients had
access to outdoor space, private bathing facilities and single sex toilets. All units were
comfortable and in good decorative repair. Care was personalised and patients had easy
access to personal possessions and clothing in individual, lockable storage space.

There was reasonable continuity of nurse staffing and a primary nursing system was in
place. All staff wore an identification badge to ensure easier communication between staff,
patients and visitors. There were weekly ward/unit team meetings and all staff had the
opportunity to attend on a rotational basis. Notice-boards were well maintained and kept
up-to-date. The administrative reporting system, indicating activity in the in-patient care
areas ovenwenty:'four hours, was satisfactory. Nurse care planning used an agreed model
of nursing care and specific goals, target dates and review dates were clearly recorded and
maintained for all patients. All aspects of the care plans were inter-related and nursing
staff signed all entries in full. There was a nursing procedure book setting out clear guid
ance on nursing procedures and this was available for staff information and reference.
Some confusion arose in relation to policies and procedures and it was suggested that a
separate policy manual should be available in each area.

-
The ECT facilities were satisfactory. There was a written'protocol for ECT and a named
consultant had responsibility for the ECT clinic. A specific ~CT reco.rd form existed and
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adequate monitoring and resuscitation equipment was available. Regular CPR and FBAO
training was available to all staff. A pre-ECT nursing checklist was used to reduce the risk
of error and a patient's clinical and mental state was assessed after each ECT treatment.
The standards and procedures operating in the hospital in relation to ECT were very
satisfactory.

Fire precautions at the hospital were adequate. The checking system to ensure equipment
operated effectively in emergencies was satisfactory and fire exits were clearly marked.
There were written fire orders and the hospital itself was protected with an automatic fire
detection system. The quality of food for patients was satisfactory. Meals were provided
at socially acceptable times and snacks were readily available outside normal mealtimes.

The hospital was accredited by the Royal College of Psychiatrists for medical training and
approved by An Bord Altranais for nurse training. Links had been established between
the hospital and University College Dublin for the new nursing registration diploma pro
gramme which was scheduled to start at the end of September, 1997. All departments in
the hospital were actively involved in both under-graduate and post-graduate education
and the hospital itself had an active research programme. All staff were to be commended
for the high standards of ser~ice obtaining in the hospital.

ST JOHN OF GOD HOSPITAL - 1997 INSPECTION

, INSPECTED ON 11 DECEMBER, 1997

GENERAL DESCRIPTION OF THE SERVICE

St John of God Hospital" provided a predominantly private service but also catered for
approximately thirty-five 'in-patien'ts from the Cluain Mhuire catchment area service. It

p~ovided specialised in-p~tient care for a number of groups such as Child and Adolescent
Psychiatry, Eating Disorders, The Psychiatry of Old Age and Alcohol Abuse Disorders.
Accommodation was provi,ded in an old building that had been substantially re-modelled.
It also provided a day hospital for the Cluain Mhuire catchment area service. In addition,
there was a premises called the County Dublin Stress Clinic which dealt with neurotic
disorders.

With the exception of St Joseph's, the pre-discharge unit, most units in the hospital admit
ted patients directly. It was felt that this posed certain logistical problems for managing
patients. Some concern was also expressed about the observation of patients who were
accommodated in a variety of different locations and on many different corridors. In
particular, these concerns applied to St Joseph's Unit and St Camillus Unit where, in
the latter case, patients slept iiI three different corridors which made patient observation
particularly difficult.

The wisdom of locating a day hospital on the hospital grounds was questioned. This func
tion could be much better fulfilled in a community-based setting. The admission procedure
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to the hospital had been made more orderly and safe by providing a separate ,door, recep
tion area and interviewing office for presenting patients. The hospital also provided
accommodation for private out-patients in an office and waiting area on the ground floor
of the hospital.

BLOOMFIELD HOSPITAL, DONNYBROOK -1997 INSPECTION

INSPECTED ON 7 APRIL, 1997

GENERAL DESCRIPTION OF THE SERVICE

Bloomfield Hospital was a privately run institution which specialised in psycho-geriatrics.
It did not receive direct state funding but health board assistance and grants were available
to eligible patients.

IN-PATIENT CARE

Accommodation comprised sixty beds in single, double and six-bed units and there were
spacious day-rooms and dining-rooms. The hospital had two wards: St Martha's which
accommodated thirty-one female patients and St Luke's which accommodated twenty
seven male patients on the day of inspection. The wards were locked because many of the
patients were inclined to wander and the hospital was adjacent to a busy motor-way.
However, patients did have access to private gardens. Toilet facilities were available in
each ward. The clinic room, which also served as a pharmacy storeroom, was weil kept.
The standards of heating, lighting, hygiene, general decor, ~ire precautions and patient
care were of a very high order.

ADMISSIONS

Sixty patients were accommodated in the hospital on 31 December, 1996. Forty-nine were
voluntary and eleven were Wards of Court. Fifteen patients became new long-stay patients
during the year, fourteen of whom were over sixty-five years of age. There were eight
admissions to the hospital in 1996 and all were voluntary' patients. There had been no
episodes of seclusion in that year.

STAFFING

Nursing staff comprised one matron, one assistant matron, one NO, six staff nurses and
twenty-one nurses aides. Medical cover was provided by two GPs. Medications were sup
plied and monitored by a local pharmacist.
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BLOOMFIELD HOSPITAL, DONNYBROOK - 1997 INSPECTION.

INSPECTED ON 16 DECEMBER, 1997

GENERAL DESCRIPTION OF THE SERVICE

Fifty-eight patients were cared for in Bloomfield Hospital on the day of inspection. Physi
cal care was provided by two GPs and psychiatric· consultations were provided by two
psychiatrists specialising in the psychiatry of old age. Patients ranged from fifty-four to
ninety-eight years of age. All clothing was personalised. Training in safe lifting techniques
was available on a regular basis and there had been training in CPR and associated tech
niques. There was a regular fire drill and fire orders and an automatic smoke detection
system were in place. Accommodation was in single and double rooms. The future regis
tration of Bloomfield Hospital as a psychiatric institution should be reviewed, given the
fact that there had been, for some considerable time, no regular psychiatric care in the
hospital and no detained patients.

HAMPSTEAD AND HIGHFIELD HOSPITALS, DUBLIN - 1997 INSPECTION

INSPECTED ON U MAY, 1997

GENERAL DESCRIPTION OF THE SERVICE

There were four components to this hospital .complex: Highfield, Hampstead, Elmhurst
and an Alzheimer Unit. The Alzheimer Unit and the Elmhurst Unit were de-designated
under the Mental Treatment Act, 1945. Hence only Hampstead and Highfield were subject
to inspection.

HIGHFIELD

No major alterations had taken place since the 1996 inspection. The standard of decor,
hygiene and safety in all the facilities were satisfactory. Highfield catered solely for female
patients and forty-two patients were in the unit on 31 December, 1996. Two patients were
Wards of Court and the remainder were voluntary. Thirty-one patients were over sixty
five years of age which indicated that the main therapeutic interventions were in the
psychiatry of old age. There were forty-four voluntary admissions to the unit in 1996,
forty-four discharges and thirteen deaths.

Medical cover was provided by a consultant psychiatrist and three GPs provided general
medical services either on a locum or part-time basis. Nursing staff comprised eight nurses
and twenty nurses aides. Two domestic staff and three administrative staff were also
employed. No psychologists or sodal workers were employed but ancillary services such
as chiropody, physiotherapy, recreational and occupational therapy were provided on a
part-time basis. Fire prevention services were satisfactory and a fire alarm system was
installed. Fire lectures were given on a regular basis and an adequate number of fire
escapes were provided. There were no reported fire incidents during 1996.
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I'

The significant' developments since the· previous inspection included the provlSlon of
.' dementia training workshops for the staff. A Clinical room had been installed and there
had been a major revamp of the l~undry facilities induding a major purchase of bed linen. .

etc.

HAMPSTEAD

Hampstead catered mainly for male patients but it accommodated some female patients..
Forty-one patients were in the unit on 31 December, 1996. Two were Wards of Court and
the remainder were voluntary. There were forty-eight voluntary admissions to the unit in
1996, twenty-six discharges and eight deaths. Medical cover was the same as that provided
at Highfield. Again no social worker or psychologist was employed but ancillary services
were provided on a part-time basis.

The fire prevention services were satisfactory; fire lectures were provided by the fire brig
ade services and they also supervised the fire prevention systems. An alarm system was
installed, there were adequate fire escapes and no incidents had been reported in 1996.
There had been no major developments during the year apart from on-going maintenance,
decorating, painting etc. A designated smokIng area had been set aside. There was a lack.
of patient activation but the patients were' very old. Otherwise the standard of c~re,

hygiene and decor were high and its continued registration was recommended.

HAMPSTEAD AND HIGHFIELD HOSPITALS, DUBLIN --:-1997 INSPECTION

INSPECTED ON 16 DECEMBER, 1997

GENERAL DESCRIPTION OF THE SERVICE

HIGHFIELD

On the day of inspection, thirty-nine voluntary patients were accommodated in Highfield.
They ranged from fifty to eighty years of age. Three staff, including two trained nurses,
were on duty during the day. Four staff; including one trained nurse, were on night duty.
The untrained nurses were nurses aides. Three patients received subventions from the
Eastern Health Board and all of the patients suffered from organic or functional psychi
atric disorders.

The physical conditions at Highfield had not changed since the previous inspection. There
was an attractive walled garden. There were fire orders in the unit and an automatic fire
alarm anc1,fire extinguishers were installed. Low dependency patients were accommodated
on the grQund floor and high dependency patients on the upper floor. There were approxi
mately twenty-five patients on the upper floor, all suffering from Alzheimer's Disease.
Many needed to be fed, toileted etc. There was an external fire escape from the unit.
Medical care was provided by the psychiatrist in charge during the week which was assisted
by a GP service at week-ends. Staff were trained in fire and evacuation drills and these
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arrangements were satisfactory. Food was cooked on the premises and its presentation
and content were satisfactory. Catering facilities were also satisfactory.

HAMPSTEAD

On the day of inspection, forty patients were accommodated in the Hampstead Unit. In
1996, there were forty-eight admissions to the unit, ten deaths and fourteen discharges or
transfers. Five patients received subventions from Eastern Health Board. One patient in
the unit was a patient with a mental handicap. Lifting equipment was available and staff
were trained in lifting techniques. Enquiries were made into emergency medical facilities
and whether staff were trained in CPR and FBAO. Some suggestions as to how these
measures might be improved were made. Curtains and rails were provided around the
beds.

KYLEMORE CLINIC, DUN LAOGHAIREIRATHDOWN -1997 INSPECTION

INSPECTED ON 17 APRIL, 1997

GENERAL DESCRIPTION OF THE SERVICE

Kylemore was a large, domestic-style residence which dealt mainly with the Psychiatry of
Old Age, particularly Alzheimer's Disease. It was run by a committee of management and
all the members acted in a voluntary capacity. It was formally registered as a charitable
institution and all surplus funds were devoted to upgrading the clinic.

There were thirty-eight patients in the clinic on 31 December, 1996. Two were Wards of
Court and the rest were voluntary. Thirty-three were over sixty-five years of age. In 1996,
there were ten admissions and nine discharges. There had been two deaths in 1996. Con
sultant medical cover was provided by two psychiatrists and a GP service was also pro
vided. Nursing staff comprised a matron, ward sister and seven staff nurses. Twenty-two
nurses aides, six domestic staff, two administrative staff and contract cleaners were also
employed. Ancillary services such as chiropody, physiotherapy and recreational therapy
(mainly music and occupational therapy) were provided on a sessional basis, two days a
week.

The fire prevention service was satisfactory and a fire alarm system was installed. Fire
escapes were adequate and fire lectures were given on a regular basis. No major structural
developments had taken place in 1996 but maintenance work was on-going. More exten
sive maintenance - internal and external decoration - was expected in late 1997. It was
also hoped that some garden patios would be built.

The entire atmosphere in the unit was very therapeutic. The quality of the food was
excellent. Accommodation in the clinic included a tastefully furnished sitting-room, tele
vision rooms, dining rooms and a garden sun room. The dining and activation area was
integrated by gender and patients had direct access to the spacious and well-kept gardens.
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The medication system was also satisfactory; drugs were supplied by the pharmacist in
labelled containers.

KYLEMORE CLINIC, DUN LAOGHAIREIRATHDOWN -1997 INSPECTION

-INSPECTED ON 16 DECEMBER, 1997

GENERAL DESCRIPTION OF THE SERVICE

On the day of inspection, thirty-seven patients were accommodated in Kylemore Clinic
and thirty-one were over sixty-five years of age. Two patients were Wards of Court and
the remainder were voluntary. Staff comprised a matron, a sister, eight staff nurses, twenty
nurses aides, six domestics and two administrative staff. Contract cleaners were also
employed. Medical care was provided by a consultant psychiatrist. A new drug recording
system has been introduced and this was very satisfactory. There was also a new occu
pational therapy department and a physiotherapy service was provided. Sleeping accom
modation was based on a number of floors which was for the most part, comfortable and
spacious but one room with three beds did appear to be rather cramped.

BUNGALOW 22, STEWART'S HOSPITAL, PALMERSTOWN -1997 INSPECTION

INSPECTED ON9 MAY, 1997

GENERAL DESCRIPTION OF THE SERVICE

Bungalow 22 was a new facility at Stewart's Hospital. For many years their psychiatric
unit was at Palmerstown Lodge, an ordinary residence at the periphery of the hospital
campus. Palmerstown Lodge closed on 30 June, 1996 and the residents there were trans
ferred to the parent hospital. In February, 1997 "Bungalow 22" was formally registered
as a psychiatric facility. The design of the house was similar to a number of other purpose
built bungalows on the campus. The house comprised an eight-bed unit for patients with
a mental handicap/learning disability who exhibited a combination of emotionally chal
lenging behaviour and underlying psychiatric conditions.

The philosophy was to provide a therapeutic environment where the patient would be
assisted by psychiatric, psychological and nursing interventions to help them attain or re
attain behaviours which would enable them to live as independent a life as possible. Each
client was treated as an individual with the right to appropriate skilled care to meet his/her
needs. They were also entitled to a sense of learning achievement development and the
maximum amount of freedom consistent with their ability to exercise this freedom. Staff
strived to provide a service to the highest standards including the use of multi-disciplinary
teams and the provision of support services for parents and friends of the patients.

153



The Bungalow comprised three two-bed rooms, two single rooms and one seclusion room.
There was also a sitting room, activation room, dining-room, kitchen, bathroom, toilet
area with three cubicles and a staff locker room. The nurses' station had a monitor to
cover the seclusion room. Seclusion was used in accordance with the Mental Treatment
Act, 1945 and amending legislation. There was an average of ten episodes of seclusion per
week.

On the day of inspection there were six residents in the house. Bungalow 22 was a hive
of activity during the inspection. Hyperactivity was a marked feature of the residents'
behaviour but the nurses and care staff were coping extremely well. The standards of
hygiene and decor were excellent and the dedication of the staff was very obvious.

BUNGALOW 22, STEWART'S HOSPITAL, PALMERSTOWN - 1997 INSPECTION

INSPECTED ON 20 NOVEMBER, 1997

GENERAL DESCRIPTION OF THE SERVICE

Bungalow 22 was the replacement for Palmerstown House and was a private charitable
institution for persons with a mental handicap. It was technically a private psychiatric unit
with a capacity for eight persons although the number was usually limited to six. On the
day of inspection, there were five male patients in the unit. The youngest was· a twelve
year old boy who was in the unit for respite care. Some patients remained in the unit for
relatively long periods of time, others came for short stays. A number came from the
community while others were transferred from other units within Stewart's Hospital.

Staff comprised three nurses and two. care attendants during the day and there was one
care attendant at night and a nursing supervisor was on call if required. Seclusion was
used in the unit and there had been nineteen episodes involving the same patient since 1
September, 1997. Most of the orders for seclusion were signed for by a junior doctor. The
seclusion book needed to be reviewed. It was advised that all informal patients should
become formal voluntary admissions with their admission signed for by a parent or
guardian.

LARCH BUNGALOW, BELMONT PARK, WATERFORD -1997 INSPECTION

INSPECTED ON U JANUARY, 1997

GENERAL DESCRIPTION OF THE SERVICE

Larch Bungalow provided nine beds and there were nine patients in the residence on the
day of inspection. During 1996, there had been four admissions to and four discharges
from the unit. The residents ranged from thirty-eight to sixty-eight years of age. Staff
comprised one staff nurse and one care staff on duty during the day with one staff nurse
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on duty at night. The support team included a consultant psychiatrist, a social worker, a
psychologist, a recreational therapist, a visiting physiotherapist and a visiting GP. Seven
residents attended the activation- centre at Belmont on a full-time basis. It provided a
multitude of appropriate therapies. Two residents attended the activation centre on a
sessional basis and they attended the special older persons group which took place in
Larch Villa one afternoon per week. Most of the residents had frequent visits from family
and friends. The Unit was in excellent condition with very high standards of hygiene,
decor etc. It was recommended for continued registration under the Mental Treatment
Act, 1945.

LARCH BUNGALOW, BELMONT PARK, WATERFORD -1997 INSPECTION

INSPECTED ON 22 DECEMBER, 1997

GENERAL DESCRIPTION OF THE SERVICE

There were eight patients with a mental handicap in Larch Villa on the day of inspection.
Since the previous inspection, the person suffering from a mental illness had been trans
ferred to a retirement home. Patients were accommodated in two single bedrooms and
three double rooms. Staff comprised one nurse and one care worker and two night staff.
Patients attended the activation centre during the day. Generally, conditions in~the unit
were satisfactory.
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APPENDIX 1

TABLE 1.

No. of Patients in Public Psychiatric Units and Hospitals at 31 December 1992-1997 excluding Elderly
Patients and Patients with a Mental Handicap in De-Designated Wards

1992 1993 1994 1995 1996 1997

EASTERN HEALTH BOARD
St. Brendan's Hospital, Dublin 7 301 300 256 234 252 190
St. Ita's Hospital, Portrane, County Dublin 707 669 627 609 571 565
St. Vincent's Hospital, Fairview, Dublin 3 88 83 76 81 71 83
Psychiatric Unit, Mater Misericordiae

Hospital, Eccles Street, Dublin 7(1) - - 13 12 14 14
Psychiatric Unit, Vergemount, Clonskeagh,

Dublin 6 13 14 20 13 24 25
Psychiatric Unit, SI. James's Hospital,

Dublin 8 53 46 86(2) 82(2) 81(2) 48
Cluain Mhuire Family Centre, Blackrock,

County Dublin 39 33 41 43 35 26
Psychiatric Unit, St. Vincent's Hospital,

Elm Park, Dublin 4 16 14 12 13 9' 20
Psychiatric Unit, James Connolly Memorial

Hospital, Blanchardstown, Dublin 15 11 13 22 14 8 13
Newcastle Hospital, County Wicklow 73 79 74 69 73 69
SI. Loman's Hospital, Palmerstown,

Dublin 20 105 96 86 78 76 68
Lakeview Unit, Naas General Hospital,

Naas, County Kildare(3) 15 18 23 18 30 34
Central Mental Hospital, Dundrum,

Dublin 14 82 77 80 71 78 83

TOTAL 1,503 1,442 1,416 1,337 1,322 1,238

MIDLAND HEALTH BOARD
SI. Fintan's Hospital, Portlaoise 149 152 147 148 131 125
SI. Loman's Hospital, Mullingar 317 276 274 252 236 211

TOTAL 466 428 421 400 367 336

MID-WESTERN HEALTH BOARD
Our Lady's Hospital, Ennis 233 228 213 221 211 203
Psychiatric Unit, Limerick Regional

Hospital 42 35 48 47 47 40
SI. Joseph's Hospital, Limerick 245 245 224 214 194 191

TOTAL 520 508 485 482 452 434

NORTH-EASTERN HEALTH BOARD
SI. Brigid's Hospital, Ardee 153 156 145 157 131 131
Psychiatric Unit, Our Lady's Hospital,

Navan(4) - - - - 21 17
SI. Davnet's Hospital, Monaghan 175 170 165 136 130 109
Psychiatric Unit, Cavan General Hospital 21 19 18 21 19 20

TOTAL 349 345 328 314 301 277

NORTH·WESTERN HEALTH BOARD
Sligo Mental Health Service, Ballytivnan,
County Sligo 119 100 100 94 117 83
51. Conal's Hospital, Letterkenny, County

Donegal 159 163 131 123 75 68
Psychiatric Unit, Letterkenny General

Hospital 43 56 48 51 58 41

TOTAL 321 319 279 268 250 192
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1992 1993 1994 1995 1996 1997

SOUTH·EASTERN HEALTH BOARD
SI. Dympna's Hospital, Carlow 159 148 140 120 110 109
SI. Canice's Hospital, Kilkenny 166 162 139 143 126 122
SI. Luke's Hospital, Clonmel 295 273 253 235 236 204
SI. Michael's Unit, C10nmel 50 40 38 44 42 45
SI. Olteran's Hospital, Waterford 176 148 150 144 137 117
Psychiatric Unit, Waterford Regional

Hospital, Ardkeen 25 20 44 37 24 28
SI. Senan's Hospital, Enniscorthy 209 187 176 197 192 177

TOTAL 1,080 978 940 920 867 802

SOUTHERN HEALTH BOARD
Our Lady's Hospital, Cork 255 222 200 194 130 118
SI. Stephen's Hospital, Sarsfield's Court 295 291 295 283 278 267
Psychiatric Unit, Cork University Hospital

and SI. Finbarr's Hospital 57 74(5) 68 72 64 88
SI. Anne's Psychiatric Unit, Skibbereen(6) 19 21 28 26 - -
Psychiatric Unit, Bantry General Hospital(7) - - - - 19 19
SI. Finan's Hospital, Killarney 317 291 279 252 245 227
Psychiatric Unit, Tralee General Hospital 48 41 45 42 46 50
TOTAL 991 940 915 869 782 769
WESTERN HEALTH BOARD
SI. Brigid's Hospital, Ballinasloe 373 340 334 306 427 394
Psychiatric Unit, U.C.H., Galway 43 44 42 44 41 42
SI. Mary's Hospital, Castlebar 297 281 285 258 225 200
SI. Theresa's Unit, Castlebar 36 33 - - - -
SI. Patrick's Hospital, Castlerea(8) 79 83 70 72 - -
Psychiatric Unit, Roscommon County

Hospital 30 27 22 14 21 14

TOTAL 858 808 753 694 714 650
OVERALL TOTAL 6,088 5,768 5,537 5,284 5,055 4,698

(I) The Psychiatric Unit, Mater Misericordiae Hospital, Eccles Street, Dublin 7 was opened on 17 October, 1994.
(2) This figure includes patients under subvention by the Eastern Health Board in SI. Patrick's Catchment Area Services.
(3) Lakeview Unit, Naas General Hospital opened in 1992.
(4) The Psychiaric Unit, Our Lady's Hospital, Navan opened on 25 November, 1996.
(5) This figure has been amended from the Inspector's Report for the year ending 31 December, 1993 to include patients

in St Monica's and St Catherine's wards which were not completed at time of publication.
(6) SI. Anne's Psychiatric Unit, Skibbereen closed on 8 January, 1992.
(7) The Psychiatric Unit, Bantry General Hospital opened on 8 Janaury, 1996.
(8) SI. Patrick's Hospital, Castlerea closed on 26 July, 1996.
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TABLE 2.

Number of Patients in public psychictric units and hospitals, number of patients with a mental handicap and
number of older patients in de-designated facilities at December, 1997

Psychiatric Mental Handicap Elderly
(De-Designated) (De-Designated)

EASTERN HEALTH BOARD
SI. Brendan's Hospital, Dublin 7 190 - -
SI. Ita's Hospital, Portrane, County Dublin 565 - -
SI. Vincent's Hospital, Fairview, Dublin 3 83 - -
Psychiatric Unit, Mater Misericordiac Hospital, Dublin 7 14 - -
Psychiatric Unit, Vergcmount, Clonskeagh, Dublin 6 25 - 74
Psychiatric Unit, SI. James's Hospital, Dublin 8 48 - -
Cluain Mhuire Family Centre, Blackrock, County Dublin 26 - -
Psychiatric Unit, SI. Vincent's Hospital, Elm Park,

D.4 20 - -
Psychiatric Unit, James Connolly Memorial Hospital,

Blanchardstown, Dublin 15 13 - -
Newcastle Hospital, County Wicklow 69 - --
SI. Loman's Hospital, Palmcrstown, Dublin 20 68 - 55
Lakeview Unit, Naas General Hospital, Naas, County Kildare 34 - -
Central Mental Hospital, Dundrum, Dublin 14 83 - -

TOTAL 1,238 - 129

MIDLAND HEALTH BOARD
SI. Fintan's Hospital, Portlaoise 125 53 -
SI. Loman's Hospital, Mullingar 211 81 -

TOTAL 336 134 -

-
MID·WESTERN HEALTH BOARD
Our Lady's Hospital, Ennis 203 - -
Psychiatric Unit, Limerick Regional Hospital 40 - -
SI. Joseph's Hospital, Limerick 191 - .-

TOTAL 434 - -

NORTH·EASTERN HEALTH BOARD
SI. Brigid's Hospital, Ardee, County Louth 131 - -
Psychiatric Unit, Our Lady's Hospital, Navan 17 - -
SI. Davnet's Hospital, Monaghan 109 35 31
Psychiatric Unit, Cavan General Hospital 20 - -

TOTAL 277 35 31

NORTH·WESTERN HEALTH BOARD
Sligo Mental Health Service, Ballytivnan, Sligo 83 - 48
SI. Conal's Hospital, Letterkenny 68 - 44
Psychiatric Unit, Letterkenny General Hospital 41 - -

TOTAL 192 - 92

SOUTH·EASTERN HEALTH BOARD
SI. Dympna's Hospital, Carlow 109 - -
St. Canice's Hospital, Kilkenny 122 - -
St. Luke's Hospital, Clonmel 204 - -
SI. Michael's Unit, Clonmel 45 - -
SI. Otteran's Hospital, Waterford 117 - -
Psychiatric Unit, Waterford Regional Hospital, Ardkeen 28 - -
SI. Senan's Hospital, Enniscorthy 177 - -

TOTAL 802 - -
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Psychiatric Mental Handicap Elderly
(De-Designated) (Non Designated)

SOUTHERN HEALTH BOARD
Our Lady's Hospital, Cork 118 - -
St. Stephen's Hospital, Sarsfield's Court 267 - -
Psychiatric Unit, Cork University Hospital and St Finbarr's
Hospital 88 - -
Psychiatric Unit, Bantry General Hospital 19 - -
St. Finan's Hospital, Killarney 227 - -
Psychiatric Unit, Tralee General Hospital 50 - -

TOTAL 769 - -

WESTERN HEALTH BOARD
St. Brigid's Hospital, BaUinasloe 394 - -
Psychiatric Unit, U.C.H., Galway 42 - -
St. Mary's Hospital, Castlebar 200 - -
Psychiatric Unit, Roscommon County Hospital 14 - -

TOTAL 650 - -

OVERALL TOTAL 4,698 169 252
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TABLE 3.

Rate of Hospitalisation per 1,000 of the population at 31st December, 1995-1997.

1995 1996 1997

EASTERN HEALTH
BOARD

St. Brendan's Hospital, Dublin 7
St. Ita's Hospital, Portrane, County Dublin
St. Vincent's Hospital, Fairview, Dublin 3
Psychiatric Unit, Mater Misericordiae Hospital,

Eccles Street, Dublin 7
Psychiatric Unit, Vergemount, C1onskeagh,
Dublin 6 >- 1.1 (I) 1.2(1) 1.0(1)
Psychiatric Unit, St. James's Hospital, Dublin 8
Cluain Mhuire Family Centre, Blackrock,

County Dublin
Psychiatric Unit, St. Vincent's Hospital, Elm

Park, Dublin 4
Psychiatric Unit, James Connolly Memorial

Hospital, Blanchardstown, Dublin 15
~

Newcastle Hospital, County Wicklow 0.8 0.8 0.8
St. Loman's Hospital, Palmerstown, Dublin 20 }
Lakeview Unit, Naas General Hospital, Naas, 0.2 0.3 0.3

County Kildare

TOTAL 0.9 0.9 0.8

MIDLAND HEALTH
BOARD

St. Fintan's Hospital, Portlaoise 1.4 1.2 1.1
St. Loman's Hospital, Mullingar 2.7 2.5 2.2

TOTAL 2.0 1.8 1.6

MID·WESTERN HEALTH
BOARD

Our Lady's Hospital, Ennis 2.4 2.3 2.2
Psychiatric Unit, Limerick Regional Hospital

J 1.6 1.5 1.4
St. Joseph's Hospital, Limerick

TOTAL 1.9 1.5 1.4

NORTH·EASTERN
HEALTH BOARD

St. Brigid's Hospital, Ardee 0.8 0.7 0.8
Psychiaric Unit, Our Lady's Hospital, Navan(2) }St. Davnet's Hospital, Monaghan 1.5 1.4 1.2
Psychiatric Unit, Cavan General Hospital

TOTAL 1.3 1.2 0.9

NORTH·WESTERN
HEALTH BOARD

Sligo Mental Health Service, Ballytivnan 1.0 1.3 0.9
St. Conal's Hospital, LeUerkenny

J 1.5 1.1 0.9
Psychiatric Unit, Letterkenny General Hospital

TOTAL 1.3 1.2 0.9

-.,.
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1995 1996 1997

SOUTH-EASTERN
HEALTH BOARD

SI. Dympna's Hospital, Carlow 2.8 2.6 2.7
SI. Canice's Hospital, Kilkenny 2.4 2.1 2.0
SI. Luke's Hospital, Cionmel ] 2.1 2.0 1.8
SI. Michael's Unit, Clonmel
SI. Otteran's Hospital, Waterford

RegiOnal}Psychiatric Hospital, Waterford 1.7 1.7 1.4
Hospital, Ardkeen

SI. Senan's Hospital, Enniscorthy 1.9 1.9 1.7

TOTAL 2.1 1.9 1.8

SOUTHERN HEALTH
BOARD

0., L,dy', Ho'pi.." em' }
SI. Stephen's Hospital, Sarsfield's Court
Psychiatric Unit, Cork University Hospital and 1.5(1) 1.1 (I) 1.1(1)

SI. Finbarr's Hospital
SI. Anne's Psychiatric Unit, Skibbereen(3)
Psychiatric Unit, Bantry General Hospital(')

SI. Finan's Hospital, Killarney ] 2.4 2.3 2.2
Psychiatric Unit, Tralee General Hospital

TOTAL 1.7 1.4 1.2

WESTERN HEALTH
BOARD

SI. Brigid's Hospital, Ballinasloe
J 1.9 2.6 2.4

Psychiatric Unit, U.C.H., Galway

St. Mary's Hospital, Castlebar 2.3 2.0 1.8

SI. Patrick's Hospital, Castlerea(5) ] 1.6 0.4 0.3
Psychiatric Unit, Roscommon County Hospital

TOTAL 2.0 2.1 1.9

OVERALL TOTAL 1.4 1.4 1.2

(1) Because of the overlap in hospital catchment areas in Dublin and Cork, these hospitals have been grouped together,
except SI. Loman's Hospital in Dublin for which separate information is available.

(2) The Psychiatric Unit, Our Lady's Hospital, N'avan opened on 25th November, 1996.
(3) SI. Anne's Psychiatric Unit, Skibbereen closed on 8th January, 1996.
(') The Psychiatric Unit, Bantry General Hospital opened on 8th January, 1996.
(5) SI. Patrick's Hospital, Castlerea closed on 26th July, 1996.
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TABLE 4.

Admissions and Admission Rates for the years ending 31st December, 1995-1997.

Admissions Rates per
1,000 of Population

1995 1996 1997 1995 1996 1997

EASTERN HEALTH BOARD
St. Brendan's Hospital,

Dublin 7 1,142 1,070 900
St. Ita's Hospital, Portrane,

County Dublin 865 875 890
St. Vincent's Hospital, Fairview,

Dublin 3 962 1,074 1,015
Psychiatric Unit, Mater

Misericordiae Hospital, Ecclcs
Street, Dublin 7(1) 131 189 243

Psychiatric Unit, Vergemount,
Clonskeagh, Dublin 6 586 598 506 5.6(2) 5.8(2) 5.3(2)

Psychiatric Unit, St. James's
Hospital, Dublin 8 619 661 437

Cluain Mhuire Family Centre,
Blackrock, County Dublin 382 487 465

Psychiatric Unit, St. Vincent's
Hospital, Elm Park,
Dublin 4 390 388 409

Psychiatric Unit, James Connolly
Memorial Hospital,
Blanchardstown, Dublin 15 340 280 320

Newcastle Hospital, County
Wicklow 499 570 561 5.5 6.3 6.2

St. Loman's Hospital, }Palmerstown, Dublin 20 1,172 1,079 980
4.1 3.9 3.5

Lakeview Unit, Naas, General
Hospital Naas, County Kildare 412 494 458

TOTAL 7.500 7,765 7,184 5.2 5.3 4.9

MIDLAND HEALTH BOARD
St. Fintan's Hospital, Portlaoise 570 623 634 5.2 5.6 5.7
St. Loman's Hospital, Mullingar 717 664 725 7.6 6.9 7.6

TOTAL 1,287 1,287 1,359 6.3 6.2 6.6

MID-WESTERN HEALTH
BOARD
Our Lady's Hospital, Ennis 608 576 523 6.7 6.3 5.6
Psychiatric Unit, Limerick }Regional Hospital 844 821 859 5.3 5.2 5.2
St. Joseph's Hospital, Limerick 11 28 6

TOTAL 1,463 1,425 1,388 5.8 4.6 4.4

NORTH-EASTERN HEALTH
BOARD
St. Brigid's Hospital, Ardee 714 703 411 3.7 3.7 2.6
Psychiatric Unit, OUf Lady's

}Hospital, Navan(3) - 34 284
St. Davnet's Hospital, Monaghan 261 253 223 5.6 5.2 4.6
Psychiatric Unit, Cavan General

Hospital 323 293 253

TOTAL 1,298 1,283 1,171 4.4 4.2 3.9
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Admissions Rates per
1,000 of Population

1995 1996 1997 1995 1996 1997

NORTH-WESTERN HEALTH
BOARD
Sligo Mental Health Service,

Ballytivnan 729 866 849 8.1 9.7 9.5
S'. Con"', Ho,pi"', }

Letterkenny
889 882 776 7.5 7.5 6.6Psychiatric Unit, Letterkenny

General Hospital

TOTAL 1,618 1,748 1,625 7.8 8.4 7.8

SOUTH-EASTERN HEALTH
BOARD
SI. Dympna's Hospital, Carlow 259 287 272 6.1 6.9 6.6
SI. Canice's Hospital, Kilkenny 374 392 371 6.2 6.5 6.2
SI. Luke's Hospital, Clonmel(4) 73 99 57 } 7.9 8.0 7.8SI. Michael's Unit, Clonmel(4) 997 989 999

SI. Otteran's Hospital, Waterford 67 45 53 }Psychiatric Unit, Waterford 8.6 7.5 8.3
Regional Hospital, Ardkeen 849 754 830

SI. Senan's Hospital, Enniscorthy 605 594 531 5.9 5.8 5.2

TOTAL 3,224 3,160 3,113 7.2 7.1 7.0

SOUTHERN HEALTH
BOARD
Our Lady's Hospital, Cork 902 852 880
SI. Stephen's Hospital, Sarsfield's

Court 812 688 707
Psychiatric Unit, Cork University

Hospital and SI. Finbarr's 5.9(2) 5.6(2) 6.1 (2)
Hospital 382 545 645

SI. Anne's Psychiatric Unit,
Skibbereen(5) 328 - -

Psychiatric Unit, Bantry General
Hospital(6) - 326 319

SI. Finan's Hospital, Killarney 47 43 68 }Psychiatric Unit, Tralee General 7.4 7.4 7.3
Hospital 849 872 849

TOTAL 3,320 3,326 3,468 6.2 6.0 5.8

WESTERN HEALTH BOARD
SI. Brigid's Hospital, 696 784 679

Ballinasloe(7) 7.3 8.3 7.7
Psychiatric Unit, U.C.H., Galway 613 723 719

SI. Mary's Hospital, Castiebar 744 758 798 6.7 6.8 7.2

SI. Patrick's Hospital, Castlerea(8) 16 - - }Psychiatric Unit, Roscommon 8.7 9.0 8.4
County Hospital 442 477 441

TOTAL 2,511 2,742 2,637 7.3 8.0 7.7

OVERALL TOTAL 22,221 22,736 21,945 6.0 6.1 5.6

(I) The Psychiatric Unit, Mater Misericordiae Hospital, Eccles Street, Dublin 7 was opened on 17 October, 1994.
(2) Because of the overlap in hospital catchment areas in Dublin and Cork, these hospitals have been grouped together,

except SI. !.,oman's in Dublin for which separate information is available.
(3) The Psychi~ric Unit, Our Lady's Hospital, Navan opened on 25th November, 1996.
(4) SI. Luke's Hospital and St. Michael's Unit, Clonmel served North and South Tipperary.
(5) SI. Anne's Psychiatric Unit, Skibbereen closed on 8th January, 1996.
(6) The Psychiatric Unit, Bantry General Hospital opened on 8th January, 1996.
(7) SI. Brigid's Hospital, Ballinasloe accommodates patients from West Galway.
(8) SI. Patrick's Hospital, Castlerea closed on 26th July, 1996.
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TABLE 5.

Community Residential Accommodation at 31st December, 1997.

Number of Community Number of Places Places per 100,000
Residences Population

EASTERN HEALTH
BOARD

St. Brendan's Hospital, Dublin 7 and
232 -Psychiatric Unit, James Connolly Memorial 22

Hospital, B1anchardstown, Dublin 15
St. Ita's Hospital, Portrane, County Dublin 14 116
St. Vincent's Hospital, Fairview, Dublin 3 and
Psychiatric Unit, Mater Misericordiae Hospital,

Eccles Street, Dublin 7 7 66
Psychiatric Unit, Vergemount, Clonskeagh, 56(1)

Dublin 6 3 35
Psychiatric Unit, St. James's Hospital, Dublin 8 8 47
Cluain Mhuire Family Centre, Blackrock,

County Dublin 6 55
Psychiatric Unit, St. Vincent's Hospital, Elm

Park, Dublin 4 - -
~

Newcastle Hospital, County Wicklow 9 82 90
St. Loman's Hospital, Palmerstown, Dublin 20 13 125}Lakeview Unit, Naas General Hospital, Naas,

35
County Kildare 3 15

TOTAL 85 773 52

MIDLAND HEALTH
BOARD

St. Fintan's Hospital, Portlaoise . 17 114 84
St. Loman's Hospital, Mullingar 13 93 98

TOTAL 30 207 90

MID-WESTERN
HEALTH BOARD
Our Lady's Hospital, Ennis 12 86 91
Psychiatric Unit, Limerick Regional HosPital} - -
St. Joseph's Hospital, Limerick 14 141 85
Tipperary North Riding 2 5 9

TOTAL 28 232 73

NORTH-EASTERN
HEALTH BOARD
St. Brigid's Hospital, Ardee 9 86 55
Our Lady's Hospital, Navan } - -
St. Davnet's Hospital, Monaghan 16 104 100
Psychiatric Unit, Cavan General Hospital - -

TOTAL 25 190 63
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Number of Community Number of Places Places per 100,000
Residences Population

NORTH·WESTERN
HEALTH BOARD
Sligo Mental Health Service, Ballytivnan 20 131 157
St. Conal's Hospital, Letterkenny } 13 87
Psychiatric Unit, Letterkenny General 97

Hospital - -
TOTAL 33 218 110

SOUTH·EASTERN
HEALTH BOARD
St. Dympna's Hospital, Carlow 10 78 190
St. Canice's Hospital, Kilkenny 12 87 145
St. Luke's Hospital, Clonmel } 14 76 56
St. Michael's Unit, Clonmel - -

St. Otteran's Hospital, Waterford } 15 87
Psychiatric Unit, Waterford Regional 82

Hospital, Ardkeen . - -

St. Senan'sHospital, Enniscorthy 19 94 92

TOTAL 70 422 95

SOUTHERN HEALTH
BOARD

Our Lady's Hospital, Cork 5 "}St. Stephen's Hospital, Sarsfield's Court 3 12
Psychiatric Unit, Cork University Hospital 54(1)

and St. Finbarr's Hospital 7 46
Psychiatric Unit, Bantry General Hospital 9 82

St. Finan's Hospital, Killarney } 17 124 98
Psychiatric Unit, Tralee General Hospital - -

TOTAL 41 309 59

WESTERN HEALTH
BOARD

St. Brigid's Hospital, Ballinasloe 35 243
166

Psychiatric Unit, U.C.H., Galway 11 57

St. Mary's Hospital, Castlebar 23 118 117
Psychiatric Unit, Roscommon County Hospital

10 109 207

TOTAL 79 527 157

OVERALL TOTAL 391 2,878 75

(Il Because of the overlap in hospital catchment areas in Dublin and Cork, these hospitals have been grouped together.
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TABLE 6.

Psychiatric In-Patients in Registered Psychiatric Hospitals at 31st December, 1994-1997.

1994 1995 1996 1997

Bloomfield Hospital, Dublin 51 61 60 57
Bungalow 22, Palmerstown, Dublin(l) - - 5 5
Hampstead and Highfield Hospitals, Dublin 102 73 75 78
Kylemore Clinic, Dun LaoghairelRathdown - 35 32 38 35
Larch Bungalow, Belmont Park; Waterford 9 8 9 8
Liridville .Hospital, Blackrock, Cork(2) 21 22 - -
Palmerstown Lodge, Dublin(l) 4 4 - -
St. John of God Hospital, Dun Laoghaire/

Rathdown 157 138 117 107
St. Patrick's Hospital, Dublin

(inc. St. Edmundsbury) 221 165 193 204

TOTAL 600 503 497 494

(I) Bungalow 22, Palmerstown replaced Palmerstown Lodge, which ceased to cater for psychiatric patients in
July, 1996.

(2) Lindville Hospital closed on 6th September, 1996.
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APPENDIX 2

PLANNING NORMS FOR SERVICES

1. Planning norms recommended in PLANNING FOR mE FUTURE

(i) Sector size

(ii) Day care places to population

(iii) Community residential accommodation places to population

(iv) In-patient places for short-term and medium-term patients to
population

(v) In-patient places for new long-stay patients under sixty-five years of
age to population

(vi) In-patient places for new long-stay patients over sixty-five years of age
to population over sixty-five

2. Planning guideline from Department of Health and Children

Ideal admission rate

25,000-30,000

0.75 : 1,000(1)

60: 100,000

0.5: 1,000

0.2 : 1,000(2)

5: 1,000

5 : 1,000

(1) The Report recommended that this figure be reviewed when the number of day places approached 0.5 :
1,000 of population.

(2) Equivalent to 0.3 : 1,000 total population.
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APPENDIX 3

INSPECTORATE OF MENTAL HOSPITALS
HOSPITAL & SERVICE CHECKLIST

CONSUMER INFORMAnON AND TRANSPARENCY

Introduction and Identification

• The patient should be introduced to the professional team responsible for his/her care.

• Patient should know treating consultant and have reasonable access to consultant and members of the
multi-disciplinary team.

• Patients' should have a right to meet with their treating consultant.

• Staff members should wear identity badges, indicating designation within multidisciplinary team.

• On request all staff should be available for patients and relatives within a reasonable time.

• Staff should identify themselves to the patient as soon as any professional or clinical interaction takes
place.

The Treatment Plan

• Patients should be informed of diagnosis and provided with suitable information and literature on their
condition in all appropriate circumstances.

• Treatment plans should be discussed with patients.

• Treatment plans, including medication, should be clearly recorded in patients' case notes.

• The nature of treatment and medication should be explained to patients in language they understand.

• Written information should be available to patients on prescribed medication relating to its effect and side
effects.

• Patients should be given reasonable time to consider treatment plans and medication, and have the oppor
tunity to discuss treatment plans with relatives if required.

• Patients should be made aware of voluntary self help groups relevant to their illness and how to access
them.

Consumer/Complaints

• A written procedure for dealing with complaints from patients and families should be available. Patients
should be made aware of its existence and how to use it.

• Patients should be encouraged to make a complaint (verbal or written) to the local service if they feel
aggrieved or dissatisfied.

• Notices to this effect should be prominently displayed at every treatment location with the name of the
local complaints officer.

• A handbook containing information on complaints procedure and patients' rights to learn about his/her
treatment plan and medication should be available for patients' and relatives' information and reference.

• Written procedures for dealing with complaints from patients and relatives should be available in each
local service.

• This written procedure on complaints should indicate the level of authority expected to deal with
complaints.

• There should be a specific register for the recording of complaints with a designated complaints officer
maintaining this record.

• There should be a consistent approach to recording and investigation of complaints.

• There should be written guidelines on complaints alleging abuse and ill treatment of patients.

• These guidelines should be known to staff members and available on request to patients and families.
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Protection of the Consumer - Mental Health Legislation

• There should be written information for patients and relatives on their' rights under the Mental Treatment
Act, 1945 and amending legislation. -

• Patients ~hould be cared for in the least restrictive environment possible.

• Patients should be informed of their right of appeal when they are not satisfied with the local complaints
procedure.

• Patients should be able to access care and treatment as near as possible to their homes.

• There should be full information on care and treatment available to the patient and if appropriate his/her
relatives if the patient agrees.

• Patients should have informed consent and be aware of their rights in relation to refusal of treatment:

• Patients should have access to specialised treatments and spiritual care as appropriate.

• Patients should have a right to change their treating psychiatrist within the catchment area team.

Research

• All patient participation in clinical trials should be in accordance with clinical trials legislation.

• There should be a representative and properly constituted ethics committee which approves all clinical
trials.

• Formal written informed consent of the patient should be unequivocally obtained before the participation
of the patient in any clinical trial.

The ProductlProcesslPartners in Care

• There should be a diagnosis and step-by-step treatment and care plan for each patient.

• Treatment plans for patients should be decided at multidisciplinary meetings whether in in-patient or
community-based settings.

• Multi-disciplinary team meetings should be informed by a full case presentation involving psychiatric,
nursing, psychological and social inputs leading to a diagnosis and definitive action care plan.

• All care planning should be adequately recorded in medical case notes.

• Nurse care planning should evolve on an agreed model of nursing care with specific goals, target dates
and: review dates. '

• The nurse care planning system should commence with a nursing assessment covering all aspects of patient
care, physical, psychological and social.

• Care plans should incorporate specific problems such as disturbed behaviour and where appropriate, physi
cal nursing care. ',::' .

• Risk assessmenfin areas of pre~sure sores and infection control should be included in the care plan as
appropriate. ; ,

i·
;:

• Medical, paramedjr;al and nursing care plans should be clearly documented in the appr~priate section of
the case file and eIl'tfies signed in f~1I with date and time.

"

• Family members shmild have the opportunity to discuss a patienfs care and treatment with the consultant
and members of the multidisciplinary tea,111 subject to the patient's agreement.

• Family members should have access to a9vice and information on all aspects of the patient's illness and
treatment prognosis and ca~ing, arrangements if the patient agrees.

. .
• Subject to the patient's agreement', carers should have a right to all possible information concerning the

patient's illness and its treatment and ,should be put in touch with voluntary and self-help groups when
that is deemed appropriate. .

• Relatives should be made aware of their right to complain and their rights of external appeal under current
mental health legislation.
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The Right to Privacy

• Interviews between patients and relatives and mental health staff should be effected in settings which
.provide privacy.

THE PROCESS

Admission to In-patient Care

• A fully documented admission policy and procedure document should be available in each service.

• Admission decisions should generally be made by consultant psychiatrists.

• Decisions to admit patients involuntarily should be the exclusive right of consultant psychiatrists and they
alone should complete temporary patient reception orders.

• The physical surroundings in the admission/reception area for patients should be reassuring, comfortable
and private.

• Patients indicating a willingness to remain in hospital and giving no indication of wanting to leave should
be asked to enter hospital as a voluntary patient.

• All necessary information relating to a patient's stay in hospital, their rights under the Mental Treatment
Act, 1945 and amending legislation, should be transmitted to the patient and to their relatives, where
appropriate, at the time of admission.

Clinical Review

• Involuntary patients should have their status changed to voluntary as soon as it is deemed appropriate.

• All newly admitted patients should be clinically reviewed on a daily basis and the results of such review
documented clearly in the case notes.

• All entries by professional staff in clinical documentation should be signed legibly and in full with the
designation of the professional staff member stated.

• There should be a written policy on the care of patients' case notes.

• Administrative and biographical details (name, address, date of birth etc.) should be completed in full for
each admission.

• A section of this form should contain information relating to discharge date, final diagnosis on discharge
and this should be completed in full.

• Individual patients case records should contain information on the following:-

• History of the illness for which the patient is being treated, personal history of the patient, patient's
family history.

• Diagnosis, legal status of the patient.

• Particulars of medical examination on reception and all reviews, changes in the mental condition of the
patient, any unusual occurrences, absence on leave/parole/pass.

• Date of discharge, assessment prior to discharge and in the case of death, the cause of death.

• Correspondence and investigation reports should be correctly filed in chronological order and copies of
previous discharge summaries should be readily available in case notes. .

• All professional progress notes (e.g. social worker, psychologist, occupational therapist) should be com
pleted by such staff and readily accessi~le in patients' care records.

Medical Preparations

• There should be a written policy for the ordering, prescribing, storing and administering of medicines.

• The medical preparations policy should be signed, dated with an appropriate review date and available in
each clinical area for information and reference.

• The medical preparations policy and procedure should contain information on staff responsibility relating
to ordering drugs, storage and checking drug stocks, administering drugs, mode of administration and
information on drugs given to patients on discharge.
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• There should be written instructions for the use of prescription cards with one signature .and one date for
each prescription.

o The discontinuation column of the prescription card should have one signature and one date for each
prescription.

o The drug administration recording card should have provision for a nurses signature in full.

• There should be written guidelines for the use of (PRN) medications. Medication prescribed to be given
whenever necessary rather than at fixed times.

Electro Convulsive Therapy (ECT)

• This procedure should only be administered to patients with their fully informed written consent.

• There should be a written protocol for the administration of ECT.

o Guidelines for the administration of ECT should be displayed prominently in the treatment room including
a pre and post ECT nursing check list.

• A named consultant psychiatrist should be responsible for the ECT programme and oversee its admin
istration.

• There should be a specific ECT treatment record form incorporating the consent form.

• The treatment facilities for ECT should incorporate waiting, treatment and recovery rooms.

o Adequate monitoring and resuscitation equipment should be available in each treatment unit.

• The administration and clinical response to ECT should be documented clearly in patients' case notes.

• All staff working in the service should have regular cardio pulmonary resuscitation and foreign body
airway obstruction training.

Primary Nursing in the Hospital Setting

o Each patient should be allocated a nurse directly responsible for the patient's care at ward level on a day
to day basis. -

• The nurse in charge should determine the number of patients each primary nurse should have,direct
responsibiIity for.

o The assigned primary nurse should have responsibility for nursing care plan documentation and for the
presentation of clinical aspects of the patient's condition at multi-disciplinary review meetings.

Seclusion and Restraint

• Where seclusion occurs there should be a clear written seclusion policy including the definition of seclusion
with relevant extracts from the Mental Treatment Act, 1945 and amending legislation.

• A separate nursing seclusion care plan for the patient should be introduced once a patient is placed in
seclusion.

o Seclusion should only be prescribed in writing by a consultant psychiatrist and should be reviewed on a
six hourly basis.

• In the rare instances mechanical restraint is used, the same procedures should apply.

o A seclusion register should be maintained and the fifteen minute nursing observation should be fully
documented.

Persons detained under Reception Orders

• The patient must be involved in the decision relating to absence on trial and must consent to any consul
tation with relatives relating thereto.

• Decisions relating to absence on parole/pass rest with the consultant psychiatrist and should be appropri
ately recorded in the patients case file.

Discharge

o Before discharge, the service should ensure that patients housing conditions are satisfactory and that the
patient's family is aware of the patients pending discharge.
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• Following discharge, a discharge summary should be sent to the general practitioner or other components
of the psychiatric service responsible for follow-up.

• The discharge summary should set out the principal details of the patients management and treatment
while in hospital including medication on discharge.

• The discharge summary should detail follow-up plans including the role of the general practitioner and
give details of diagnosis, treatment and medication in hospital and the results of any tests or investigations
carried out.

• Patients on discharge should be supplied with a standard form giving them information on drugs prescribed
for them.

• The name of their general practitioner should be supplied to the patient.

• The telephone number of the mental health centre where staff can be contacted and a domiciliary visit or
other arrangements carried out in the case of emergencies should be supplied to the patient.

THE SEITING

Hospital and Unit

• Residential premises should be clean, neat, well maintained and where appropriate provide a variety of
day time activities.

• In-patient units should provide:-

• appropriate levels of safety and security for patients and staff;

• private bathing facilities;

• single gender toilet facilities;

• access to smoking and non-smoking areas;

• access to private outdoor space;

• access to public telephone;

• easy access to public transport, churches and shopping facilities;

• adequate facilities for the physically disabled;

• facilities for leisure activities;

• adequate facilities for visitors;

• All units should be comfortable, maintained in good decorative order and appropriately furnished.

• Grounds adjoining the units and the buildings should be maintained in good condition.

• There should be adequate internal and external signposting.

• All residential in-patient units should be provided with a calendar, clock and wall thermometer.

Catering

• The quality of food for patients should be satisfactory and patients should have reasonable choice.

• There should be a written printed menu reviewed periodically and on display for patients' information.

• The physical environment of dining areas and the quality of tableware should be satisfactory.

• Meals should be provided at socially acceptable times.

• Catering and ancillary staff should be provided with appropriate training.

Maintenance

• There should be easy and ready access to maintenance services which should be supplied promptly and
adequately.

• Grounds and gardens should be maintained to a proper standard and sufficient staff should be available
to ensure that this is the case.
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o All toilet and bathing facilities should be kept clean with the provision of soap, towels and other toilet
requisites on a personalised basis individual to each patient.

Privacy and Dignity

o All clothing should be personal to the patient and patients should have adequate storage space for clothing
and belongings.

o There should be adequate equipment to wash and dry personal clothing.

o Sleeping accommodation should be adequate in floor area, uncluttered and uncrowded.

o Patients should have rails and curtains for each bed in the multi-bed areas of in-patient units to ensure
privacy.

o Visiting times should be prominently displayed and these should be reasonably generous.

o Relatives should have visiting rights outside the normal visiting times where circumstances prevent them
from visiting during designated times.

o Patients should never be deprived of appropriate day time clothing with the intention of restricting their
freedom of movement unless it is part of a treatment plan determined by a consultant psychiatrist.

Safety Procedures

o The hospital and local units should have a written safety statement.

o There should be a safety committee with an identifiable safety officer.

o Written records of safety committee meetings should be kept.

o Hazard control sheets indicating periodic safety audits and follow-up should be kept in each local area.

Fire Precautions

o Each service should have a fire committee which meets periodically.

o Records of fire committee meetings should be kept.

o Incidents concerning a fire outbreak should be recorded together with action taken by staff in the-particular
circumstances.

o All staff should have ongoing training courses in fire precaution techniques and evacuation procedures.

o There should be regular checking and inspections of equipment, safety exits and fire escapes.

o Fire orders should be prominently displayed and fire exits clearly marked.

• Residential premises external to the hospital in-patient setting should be provided with a telephone and
residents should be aware of telephone numbers to contact in case of emergency.

Out-patient Facilities and Mental Health Centres

o Out-patient clinics, day hospitals and day centres should be suitably located for easy access.

o An appointment system, known to referral agents ensuring patients have a minimal wait for attendance
should be in operation in all community facilities.

o The appointment system should ensure adequate time for consultation with professional staff.

o Mental health centres should form the operational base of mental health teams.

o Mental health centres should allow close co-ordination and integration with primary health care teams.

o Such facilities should include secretarial assistance to ensure letters are issued within the minimum time
possible following consultation.

o Adequate documentation in terms of case records, treatment plans should be maintained and safely stored.

Community Residences

o Corrimunity residences should be good quality, comfortable, well designed with furnishings and decor to
meet the needs of residents.
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• Residents should have involvement in choosing or planning changes to furniture and decor in their resi
dence as appropriate.

• There should be a system which monitors the implementation of hostel operational policies and
procedures.

• Catering should be efficient with meals varied, well presented and flexibly provided.

• Residents should be encouraged to help with the preparation of food, cooking and cleaning up.

• Patient residential accommodation should not be institutional in appearance.

• There should be reasonable access to public transport and community facilities.

• Residences should be satisfactorily decorated and maintained with adequate security provided to protect
property and residents.

• Residences should contain telephones and residents should know who to contact in emergency and contact
telephone numbers should be readily available.

• All community residences should be protected by an automatic fire detection system.

• Fire exits should be clearly marked and written fire orders prominently displayed.

• Written records should be kept, of fire drills and evacuation exercises.

• Residences should be visited and inspected periodically by the fire prevention officer, health and safety
officer, fire equipment service personnel and senior nursing personnel.

• Residents should be encouraged to take charge of their own financial affairs.

• Residents should play an active part in the furnishing and decoration of their homes.

• The weekly scale of charges to residents should be specified and these should be reviewed and revised
periodically.

• Arrangements for residents unable to look after their day to day finances should be satisfactory and subject
to regular checking.

PERSONAL SAFETY FOR STAFF

Training

• All staff should be trained in the techniques of management of violence and aggression through partici
pation in a recognised training course.

• Training courses relating to management of violence and aggression should be organised on an ongoing
basis so all staff have the opportunity to attend refresher courses periodically.

• All staff should be trained in the manual handling of loads and safe lifting techniques.

• If considered appropriate staff should carry personal safety alarms.

GENERAL ADMINISTRATIVE ARRANGEMENTS

Administrative Arrangements

• There should be a document outlining the philosophy and model of care delivery for the service as a,whole,
and the document should be available in each component of the service and available and understood by
every staff member.

• There should be a written local mental health programme adapted to meet the objectives and targets that
are enshrined and understood in the philosophy and model of care.

• There should be a written strategy identified and understood by which these targets and objectives may
be met.

• There should be mechanisms in place to ensure that through the strategy the programme and its aims are
working towards the final targets.

• Mechanisms, such as a service management group, sector groups and so on should be in place to ensure
that the strategies, programmes etc. can be applied and realistic targets achieved.
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• There should be a clear understanding between service deliverers and policy makers on the budget avail
able so that targets which are feasible and possible, may be achieved.

• At the unit/ward level - day centre/day hospital level or mental health sector headquarters there should
be an operational policy which records the agreed information about how that particular component of
the organisation operates.

• This policy should be available in written form so that it can be read and understood by all staff members
and if necessary by patients and visitors.

• There should be an annual review of the quality, efficiency, and effectiveness of all aspects of the mental
health service.

• The review should identify strengths and weaknesses in policy programmes with a view to modifying and
improving them.

• These programme goals should be written down and anchored to local objectives.

• A written report of the annual review should be kept.

• Service objectives should be discussed, understood and approved by health board members.

• There should be a good working relationship between health board members, senior executives and service
providers.
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APPENDIX 4

SECTION 208 OF THE MENTAL TREATMENT ACT, 1945
PROCEDURES FOR THE TRANSFER, EXTENSION OF TRANSFER AND DISCHARGE OF

PATIENTS

1. PROCEDURES FOR TRANSFER

1.1 A health board or a Clinical Director acting on its behalf or the authority of a registered psychiatric
hospital may seek the transfer of a detained patient in need of specialist treatment under Section 208
of the Mental Treatment Act 1945 to the Central Mental Hospital, Dundrum, subject to the following
conditions:

(i) that an application for admission is completed on the prescribed form (copy attached);

(ii) that the patient has been assessed by his/her Consultant Psychiatrist as being in need of specialist
treatment which is not available locally and which in the opinion of the Consultant Psychiatrist
can more appropriately be provided in the Central Mental Hospital;

(iii) that the patient has been assessed by the person in charge (Clinical Director/
RMS/Chief Psychiatrist) as being in need of specialist treatment which is not available locally and
which in the opinion of the person in charge can more appropriately be provided in the Central
Mental Hospital. If the patient is under the clinical care of the person in charge, he or she should
arrange for a second opinion by another consultant psychiatrist;

(iv) that the patient has been assessed by the Clinical Director of the Central Mental Hospital as in
need of specialist treatment which is not available locally and which in his/her opinion can more
appropriately be provided in the Central Mental Hospital;

(v) that the patient and the patient's next-of-kin have been informed by the Consultant Psychiatrist
of the referring hospital of the proposed transfer at least 24 hours before the transfer takes place
and of their rights under the Mental Treatment Act and their right to have their case investigated
by the Inspectorate of Mental Hospitals. As far as is practicable the wishes of the patient and the
patient's next-of-kin should be accommodated;

(vi) that the Inspectorate of Mental Hospitals has been informed of the proposed transfer;

(vii) when all of these steps have been completed, the patient may be transferred to the Central Mental
Hospital within a period of four days; it is a matter for the health board or hospital authority
applying for the admission to arrange transport to the Central Mental Hospital;

(viii) following the admission of the patient to the Central Mental Hospital, a copy of the completed
application form should be forwarded to the Inspectorate of Mental Hospitals by the Clinical
Director of the Central Mental Hospital.

2. LENGTH OF TRANSFER FOR TREATMENT

2.1 A patient may only be treated in the Central Mental Hospital under Section 208 of the Mental Treat
ment Act if he or she is legally detained in his or her parent hospital. It wiD be the responsibility of the
Clinical Director of the referring service to ensure that the legal requirements in relation to the deten
tion of a patient referred to Dundrum for specialist treatment are met.

2.2 The initial length of the transfer for treatment in the Central Mental Hospitai will be 28 days. It will be
a matter for the Clinical Director of the Central Mental Hospital to deciqe -.yhether the patient requires
an extension of a period of treatment at the Central Mental Hospital. A period ()f treatment of 28 days
there may be extended to three months, which may be renewed for further periods, of three months.
The Clinical Director of the Central Mental Hospital will notify the Inspectorate ofMental Hospitals
and the referring Clinical Director/RMS/Chief Psychiatrist of each extension of a period of treatment.
It is the responsibility of the latter to ensure that the legal requirements in rebltion to the detention of
the patient are met.

2.3 On the completion of each period of treatment under Section 208 (i.e. initial 28 days followed by each
three month extension), a further treatment plan will be prepared and forwarded to the Inspectorate
of Mental Hospitals.
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2.4 A summary of all treatment plans prepared by the Central Mental Hospital shall be forwarded to the
patient's referring consultant who will in turn inform the patient's General Practitioner.

3. DISCHARGE FROM CENTRAL MENTAL HOSPITAL

3.1 If the Clinical Director of the Central Mental Hospital decides that a patient no longer requires the
specialist treatment available in the Central Mental Hospital, no clinical basis will exist for the patient's
continued stay in the Central Mental Hospital and he or she will be transferred back to his/her referring
hospital.

(i) The Clinical Director of the Central Mental Hospital shall inform in writing the Clinical
DirectorlR.M.S.lChief Psychiatrist of the referring hospital of the proposal to transfer back the patient
to hislher referring hospital. A copy of this letter shall be forwarded to the Inspectorate of Mental
Hospitals for his information.

(ii) A copy of all treatment plans prepared by the Central Mental Hospital shall be forwarded to the Clinical
Director/R.M.S.lChief Psychiatrist of the referring hospital.

(iii) The Clinical DirectorlR.M.S.lChief Psychiatrist will be responsible for ensuring that the legal require
ments in relation to the continued detention of the patient are met.

(iv) When all of these steps have been completed, the patient may be transferred back to the parent hospital
within a period of seven days; it is a matter for the health board or hospital authority of the referring
hospital to arrange for transport.

(v) The patient shall be informed by the Clinical Director of the Central Mental Hospital and the patient's
next of kin shall be informed by the Consultant Psychiatrist of the referring hospital of the proposed
transfer at least 24 hours before the transfer takes place.
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TRANSFER OF PATIENT UNDER SECTION 208,
MENTAL TREATMENT ACT, 1945

Application from Clinical Director/RM.S.lChief Psychiatrist acting on behalf of
_____ Health Board or the authority of a registered psychiatric hospital to the Clinical Director of
the Central Mental Hospital to admit a patient under Section 208, Mental Treatment Act, 1945 to the Central
Mental Hospital.

1. Particulars of patient:

Name

Gender _

Home Address

Date of Birth _

Referring Hospital

Referring Consultant Psychiatrist

Legal Status under Mental Treatment Act 1945

Next of kin:

Name

Address

Telephone

2. Recommendation of Consultant Psychiatrist

I have assessed (patient's name), a patient under my charge, as being in
need of specialist psychiatric treatment which is not available locally and which in my opinion can more
appropriately be provided in the Central Mental Hospital.

Signature:

3. Recommendation of Clinical DirectorlRMS/Chief Psychiatrist

Date:

also certify 'that

have assessed (patient's name) who is a patient of Dr.
(name of consultant in charge of patient) as being in need of specialist

psychiatric treatment which is not available locally and which in my opinion can more appropriately be
provided in the Central Mental Hospital.

have examined the original reception order which is kept at
__________ (hospital) details of which are as follows:-

Date of original reception order number of extensions

Expiry date of current reception/temporary order _

Signature: Date:

4. Recommendation of Clinical Director of the Central Mental Hospital

I have assessed (patient's name) as being in need of specialist psychiatric
treatment now which is not available locally and which in my opinion can more appropriately be pro
vided in the Central Mental Hospital.

Signature:
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5. Information to Next-or-Kin

On (date) I, being Consultant Psychiatrist to (patient's name)
. informed the patient's next-of-kin, .(name) of the proposed transfer and of
their rights under the Mental Treatment Act, 1945.

,,"'r

if: '
''(\.
" .

A copy of this completed application form should be sent to the Inspectorate of Mental Hospitals, Department of Health, Hawkins House,
Dublin 2.

Signature: _

6. Actual date of transfer ,to the Central Mental Hospital'

Date:

\
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