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Chapter 1

Health Service Executive

Independent Hospitals



ST. JOHN OF GOD HOSPITAL

ST. BRIGID’S UNIT

Date of inspection: 4th October 2005

Number of beds: 20 integrated 

DESCRIPTION

This is a 20-bed acute unit with eight places reserved
for the Eating Disorder Recovery Programme (EDRP).
This is an open unit. On the day of inspection, there
were three patients in the EDRP. One consultant
psychiatrist primarily admits to this unit, but all
consultant psychiatrists have access if required. There
are detailed policies and procedures in relation to the
EDRP. The EDRP has its own team.

REFERRAL

Most patients are referred through their GP or may
be self-referrals and come through the admissions
unit. The EDRP Team, usually the consultant
psychiatrist or clinical nurse specialist, assesses all
patients referred to the EDRP in the outpatients. It is
a 12-week programme and contracts are made. 

PROCESS OF ADMISSION 

Patients under the age of 18 or with moderate
intellectual disability are not admitted. However a
younger age range (over 16) applies for the EDRP
unit. Patients may be admitted for detoxification and
follow the detoxification programme that is clinically
indicated. There are admissions for social crisis. There
are no direct admissions of certified patients to this
unit. All patients are seen by the duty doctor at night
or seen by their own team during the day for
assessment. Physical examination is performed on
admission. A collateral history is obtained when
available by the duty doctor. Information is usually
obtained from the GP regarding the patient as soon
as possible after admission. The patient is involved in
his or her nursing care plan. Families are informally
communicated with regarding admission. The
consultant psychiatrist sees all patients within 24
hours. An initial treatment plan is documented.
Patients wear their own clothes following admission
and all patients on the EDRP are managed on level

two observations for the first 72 hours, which can
then be modified. A primary nurse system is in
operation.

CARE PLAN

There is informal multidisciplinary assessment but no
formalised multidisciplinary care planning. It was
reported that the care plan is formulated at the
multidisciplinary team meetings.

NURSING PROCESS

The nursing care plan in use is the St. John of God
Hospital Nursing Treatment Plan, which is an eclectic
mix of nursing models. It contains modules, including
a risk assessment, that can be added or omitted as
required. There is a primary nurse system in
operation. There is an observation policy with
specified levels. Patients admitted to the EDRP have
to go through level two observation beds in the
initial stages. Certain areas of the ward are
designated level two, three or four. Staff wear name
badges.

ACCESS TO THERAPY

There are psychologists, occupational therapists and
social workers on the multidisciplinary team and
there is also access to an art therapist. 

ACCESS TO THERAPEUTIC PROGRAMMES

The EDRP is a 12-week programme conducted on the
unit by a specific team. There are groups for this
programme conducted on the ward. 

In addition, patients attend occupational therapy,
which is beside the day centre. There is a weekly
detailed programme running from 0930h to 1730h.
The occupational therapy service is closed at
weekends. Nursing staff, when free at the weekends,
conduct relaxation and groups. Board games, card
games, TV and radio are also available on the ward. 
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ECT

ECT is conducted in St. Paul’s Ward.

SECLUSION

Seclusion is not in use on this unit.

CLINICAL RISK MANAGEMENT

There is a policy on clinical risk management
available. There is an alarm system in operation, with
an arranged response. There are policies on patients
absconding, the management of violent episodes and
pharmacological management of acute disturbance.
As with other units in the hospital, training is
available in manual handling, venepuncture with
regular refresher courses. Preceptorship training is
also available, as is training in control and restraint
and cardio-pulmonary resuscitation. There is no
specialised training for the EDRP. Clinical risk
assessments are documented in the patients’ charts
as part of the nursing care plan. Debriefing is
available in the standard way.

UNIT MANAGEMENT

Patients are transferred to St. Peter’s Ward if they
become disturbed or suicidal. They may be
transferred to St. Camillus’s Ward for the alcohol
programme. If over the age of 65, they may be
transferred to St. Raphael’s Ward. As stated, the
EDRP was available on the unit. Patients on level two
observations are not allowed off the ward initially but
apart from that, patients may leave the unit. The unit
is open. If the door is locked the duty doctor must be
notified along with nursing administration and it is
documented in the diary and audited at the end of
the month. CCTV is in use in the main corridor of the
ward. It is not used for any other purposes. There are
four nursing staff on day duty, reducing to three in
the evenings and two at night. The unit staff do their
own rostering. There are one or two accommodation
staff which are shared with St. Joseph’s Unit. There is
no ward clerk. The nursing staff perform phlebotomy.
There is no waiting list. None of the patients at the
time of inspection were deemed to be awaiting
appropriate discharge placement. Staff were very

satisfied with the level of maintenance and
switchboard support available. Visiting times are
flexible at the weekends but not at specified hours
during the week as patients are encouraged to
attend their programmes. There is a kitchenette
available on the unit where patients can make their
own snacks and drinks. Meals are at 0830h, 1230h
and 1730h.

SERVICE USER INVOLVEMENT 

There was a “patient’s view” section on the nursing
care plan. There was a framed poster of the patient
charter. There were information leaflets on the
service, complaints and on patient rights available
and displayed beside the nursing station. The weekly
therapy timetable was also available. There were
regular community meetings for patients on the
EDRP. In addition, there are unit meetings for the
other patients when required. At the time of
inspection, there was no access to advocacy. 

RECORDS

Patient names were written on every page of clinical
files in the EDRP. They were legible and tidy. Doctors’
names were put in block capitals, in addition to their
signature and title. There were social worker and
psychologist progress reports. Entries in the notes
contained a treatment plan. The consultant
psychiatrist reviewed all patients in the EDRP every
two weeks, or more frequently if required. The NCHD
sees these patients at least once a week. There is also
a record of group therapy maintained. The nursing
notes were satisfactory. They were legible and tidy.
They did not always give the title. All the entries were
signed and dated and there was a signature bank
available. Medication prescription and administration
records were satisfactory.

ENVIRONMENT

This was an open unit. This is a compact unit that
was pleasantly decorated. There was a satisfactory
level of upkeep. This unit did not have disabled
access but there were disabled facilities available in
St. Joseph’s Ward. Ventilation and décor were
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satisfactory. It was a very pleasant unit. There was an
information board displayed beside the nurses’
station. The area outside the nurses’ station, which
functioned as the reception/visitor area also, had
comfortable seating, a water fount, public telephone
and access to the kitchenette. There was no clerical
support. Visitors may see patients in their own room
or downstairs in the coffee shop. There was access to
a garden area downstairs. There was an alarm system
in place but no panic buttons. There was an
interview office that had no observation panel in the
door or panic button. There were eight single rooms,
all with en-suite facilities. There were two double
bedrooms that had curtains between the beds. All
bedrooms were en-suite. Visitors’ toilets were
downstairs on the ground floor. The dining area was
shared with St. Joseph’s Unit. There was ample space
for one sitting. It was self-service, integrated with
pleasant decor. In addition there was a smoking
room, which did not have a TV although there was a
non-smoking lounge with TV. There was no video or
DVD on the unit. There was no designated quiet area
– patients can retire to their own room or go outside.
The nurses’ station was centrally located with ample
space. There was a second office with computer and
Internet access on the MH1S system. There was no
examination couch in the clinical room. cardio-
pulmonary resuscitation equipment was kept in St.
Joseph’s Unit. There was oxygen available but no
suction. There was adequate storage for clients’
possessions, money, files and records, medication,
catering and linen. Staff had their own facilities,
toilets and showers and access to a library.

ST. CAMILLUS’S SUITE

Date of inspection: 4th October 2005

Number of beds: 27 integrated (14 male, 13
female) 

DESCRIPTION

St. Camillus’s Suite is located on the first and second
floor in St. John of God Hospital. There are two areas
in the suite: one is an admission ward (Owenvale
corridor), which is mainly for patients with alcohol
and substance abuse and the other section is for
patients on an alcohol rehabilitation programme
(Naomh Eoin corridor). The same nurses staff both

areas. Both are open units and there are no detained
patients. The age range at the time of inspection was
20 to 60 years. The majority of the beds in the suite
are for private patients but at the time of inspection
public patients occupied four beds. The care plans
and treatment options of both public and private
patients are the same in St. Camillus’s suite.

REFERRAL

Referrals to St. Camillus’s Suite come from GPs,
outpatient clinics and through self-referrals. All
referrals are processed through the admission office.

PROCESS OF ADMISSION 

All admissions are discussed with the consultant
psychiatrist on call or the consultant psychiatrist with
clinical responsibility for the patient. One consultant
psychiatrist primarily admits patients to St. Camillus’s
Suite but all consultants may admit patients to the
unit if necessary. There are no children under 16
years or people with moderate intellectual disability
admitted to these units. Most admissions to this ward
are for alcohol and drug detoxification. Patients are
reviewed within two days of admission by the
consultant psychiatrist. The initial detoxification
regimen is prescribed by the admitting NCHD and
reviewed by the patients’ clinical team at the next
team review. There is no policy on wearing night
clothes on admission and patients are not required to
do so. 

CARE PLAN

The suite has a specific care plan for those
undergoing alcohol detoxification. It includes a
detoxification regimen and three-day fluid
monitoring. When patients are referred to the
rehabilitation programme they have an individualised
care plan which is devised by the clinical nurse
specialists running the programme, by the consultant
psychiatrist and, if indicated, by the occupational
therapist. There is also input by the social worker if
necessary. Each patient has a copy of his or her
programme and a copy is kept by the nursing staff
on the ward.
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Discharge planning starts one week prior to
discharge. It involves the patient, the family if
appropriate, and the GP. Relevant community services
are contacted and, if necessary, the HSE Area services
in the patient’s local area.

NURSING PROCESS

The nursing care plan is the St. John of God Hospital
Nursing Treatment Plan based on an eclectic mix of
nursing models and it was felt that this was
appropriate to the needs of the patient group. There
are three levels of observation carried out on the
Owendale corridor of the suite. Level 2 is 30-minute
checks, Level 3 is hourly checks, and Level 4 is four
times a day checks. Level 2 patients are not allowed
to leave the unit. Only patients on level 3 or 4 are
allowed to the rehabilitation programme in the suite.
There is a comprehensive key worker system in
operation.

ACCESS TO THERAPY

The consultant psychiatrist with responsibility for
these units has a special interest in addiction therapy
and treatment. There are twice-weekly
multidisciplinary team meetings in the unit, attended
by the consultant psychiatrist, nursing staff, social
worker, occupational therapist and psychologist. The
patient also attends while their care plan is discussed.
Access to the alcohol rehabilitation programme,
psychology, and social work are all through referral
forms. All patients are assessed by the occupational
therapist.

There is a visiting physician who attends every week;
physiotherapy and chiropody are also available.

ACCESS TO THERAPEUTIC PROGRAMMES

Each patient in the units has access to an individual
therapeutic programme following assessment. The
therapeutic programmes include the alcohol
rehabilitation programme and occupational therapy. 

ECT

ECT is administered in another part of the hospital.

SECLUSION

There is no seclusion carried out on the ward.

CLINICAL RISK MANAGEMENT

All policies are available in the unit. They include
policies on alcohol and illegal drugs, on the
management of violence and aggressive episodes,
and on searching patients. There is a comprehensive
policy and procedure on patients missing from the
unit. There is no restraint carried out on the ward. All
staff have received training in manual handling,
cardio-pulmonary resuscitation, therapeutic crisis
intervention and crisis prevention intervention. All
staff have received training in venepuncture. There is
a pinpoint alarm system in place. The
multidisciplinary team and the Director of Nursing
review all serious incidents. There is a feedback and
auditing system in place. There is a confidential
employee support service available to staff. The
multidisciplinary team reviews all serious incidents.

UNIT MANAGEMENT

There are no temporary transfers to or from the unit
because of bed shortages elsewhere in the hospital.
There is central allocation of staff but the rosters are
managed at unit level. There is a policy of
maintaining continuity of staff where possible. As
well as therapeutic programmes, pitch and putt and
tennis are available to patients in the grounds of the
hospital. The unit is open at all times. There is CCTV
on the corridors of the unit, both in the admission
section and in the rehabilitation unit. There are no
notices displayed informing patients and visitors that
CCTV is in operation. The unit is also used for a
clozapine and depot clinic. There are two household
staff and three or four nurses on duty during the day
and two nurses on duty at night. All new staff have
an induction course. There is no ward clerk available.
The waiting list for the unit is managed through the
admission office. There are no difficulties obtaining
regular or emergency maintenance. The dining area is
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in another unit and patients on Level 2 eat their
meals in the unit. Each patient has a key for his or
her own room.

SERVICE USER INVOLVEMENT 

Patients have input into their care plans and attend
the relevant multidisciplinary team meetings. There
are leaflets and brochures about the hospital and
local services. There are also suggestion boxes, and
complaints procedures are displayed. There is no
advocacy service to this unit.

RECORDS

The clinical notes were tidy, contained up-to-date
progress notes and were dated and signed. The care
plans were excellent and were up to date and
contained regular reviews. The medication sheets
were signed, dated and up to date.

ENVIRONMENT

The unit is pleasantly decorated. All patients had
single rooms with en-suite bathrooms. The rooms
had adequate space and storage, and were
pleasantly decorated. There are viewing panels on the
door but these are usually curtained. The sitting room
was homely and comfortable and there was also a
smoking lounge. The clinic room was satisfactory. All
patients have individual blister packs for dispensing
medication. There was an interview room where
team meetings are held. There is a nurses’ office and
an office for the CNM2. There are kitchenettes on
both corridors for free access to tea, coffee and
snacks for patients. There is a pleasant lounge area
on Naomh Eoin corridor.

ST. JOSEPH’S UNIT

Date of inspection: 24th November 2005

Number of beds: 32 

DESCRIPTION

This is a 32-bed acute admission ward situated in St.
John of God Hospital. It is an open ward and on the
day of inspection there were two Temporary patients. 

REFERRAL

The sources of referral are GPs, outpatient clinics and
other wards within the hospital. The unit admits
people on a private basis. The mechanism of referral
is all referrals go to the admissions officer in the
hospital which is contacted daily. There are no people
under the age of 16 years admitted. It is rare that
somebody with a moderate intellectual disability is
admitted. It was reported that a few people are
admitted for detoxification. There were some
concerns expressed that a number of admissions
come in late in the afternoon or early evening when
there are fewer staff available. It was also reported
that there is a committee in place to look at the
admission process within the hospital. On admission
to the unit, the patient is oriented by the nursing
staff and a nursing care plan assessment is carried
out. The patient is also given an information booklet.
The patient receives a medical assessment, which
incorporates a physical examination. The admissions
officer makes the decision to admit in conjunction
with the NCHD. The admitting nurse explains the
admission process and also explains the process to
the family. The patient is reviewed by a consultant
psychiatrist within 24 hours and the initial treatment
plan is stored in the nursing and medical notes. There
are three different levels of observation in use on the
unit. It was reported that primary nursing is used on
a team basis.

CARE PLAN

Care plans are nurse led. They are needs identified
and specific goals and objectives are identified. Other
disciplines of the multidisciplinary team are involved
in meeting patients’ needs. Care plans are reviewed
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at least weekly. Currently there is no written
participation by the patient in the care planning
process. Discharges from the unit are carried out on a
planned basis and all relevant parties are notified. It
was reported that leave beds are not used to
accommodate admissions.

NURSING PROCESS

The nursing care plan in use is the St. John of God
Hospital Nursing Treatment Plan, which is an eclectic
mix of nursing models. It was described as
appropriate to the needs of the patients and is
implemented by a team nursing system. A risk
assessment is carried out on admission but there is
no formal risk assessment tool used.

ACCESS TO THERAPY

There is access to clinical psychology, occupational
therapy and to a social worker. There is also access to
an addiction counsellor. There are five consultant
psychiatrists currently admitting patients to the unit
although it was reported that there should only be
three. The frequency of consultant psychiatrist
reviews varies – they are usually twice a week but
there is no coordinated approach to the reviews. 

ACCESS TO THERAPEUTIC PROGRAMMES

There was evidence of activities in the occupational
therapy department. However, it was reported that,
due to the high number of doctors’ rounds and the
lack of a coordinated approach, patients may miss
out on attending occupational therapy as they are
waiting to see the doctor. 

ECT

It was reported that very few people from the unit
have ECT. There is a policy and procedure in place,
there is a pre- and post-ECT checklist and a staff
nurse is allocated to the patient who is in receipt of
ECT. The medical staff obtain consent and a record of
each session is kept. 

SECLUSION

There are no seclusion facilities on the unit.

CLINICAL RISK MANAGEMENT

There are a number of policies in existence within the
hospital. Staff receive training in control and restraint
techniques, which includes de-escalation and
breakaway techniques. The staff receive training in
cardio-pulmonary resuscitation, some to an advanced
level, venepuncture, and manual handling. Staff are
supported in undertaking longer courses. Serious
incidents are recorded on appropriate forms and are
investigated. 

UNIT MANAGEMENT

For those patients who do not attend the main
occupational therapy unit there are some activities
available on the unit. Patients are allowed off the
ward at the discretion of the staff. Although the door
is open it can be locked if needed and there is a
policy to govern this. During the day, there are five
nurses on duty during the morning and four in the
afternoon. There is one whole time equivalent of two
rostered service student nurses and qualified nurses.
There are two staff nurses on duty at night. There are
two household staff. There is an informal induction
process for new staff. There is no ward clerk and this
is needed. Nursing staff take blood as required.
Maintenance is provided by the on-site maintenance
team and it was reported that there was a good
relationship between the ward and them. Visiting
times are flexible, meal times are fixed and there is a
kitchen on the ward for people to make drinks and
snacks. 

SERVICE USER INVOLVEMENT 

There is information on treatment and therapies
available, and also a rights and complaints policy.
Patients’ opinions are sought on a regular basis
through community meetings and family members’
opinions are sought when they visit the unit. There is
access to advocacy.
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RECORDS

The patients’ names and ID numbers were available
on all pages. The files were legible and tidy. Entries
had full names and titles of personnel and were
signed and dated. If another member of the
multidisciplinary team was involved there was a
written intervention in the notes. The treatment plan
was evident and nurses’ progress reports. Consultant
psychiatrists review the patients at least weekly. The
nursing notes were very detailed with up-to-date care
plans, which were regularly reviewed. Drug cards
were appropriate and the records of an involuntarily
detained patient were appropriate.

ENVIRONMENT

This was a 32-bed unit on the third floor in St. John
of God Hospital. There is a regular maintenance
programme and disabled access. Lighting and
ventilation were good and the décor was of a high
standard. The corridors were nicely designed and
appropriately furnished. There were information
boards with up-to-date and relevant information.
There was no designated visitors’ area. There was
access to the grounds of the hospital. The bedrooms
were mainly double rooms, all en-suite and furnished
to a very high standard. There were also some single
rooms. The toilets and bathrooms were adequate and
as stated all rooms were en-suite. The dining area
was shared with the ward next door and this was
very small for 52 people who access it. The lounge
area contained comfortable seating. The patients had
access to newspapers, TV and radio. There were two
interview rooms on the unit, which were available
and soundproofed, and were located in a communal
area of the ward. The nursing station was central; it
was open at the front with a closed office behind. It
was of a good size with adequate space for report
writing and there was a telephone and IT system. The
clinical room contained all the appropriate equipment
and storage. There was adequate storage for
patients’ possessions. Money was lodged within the
hospital Bursar’s Office and there was good storage
for files and records, medication and linen.

ST. PAUL’S WARD

Date of inspection: 4th October 2005

Number of beds: 34 integrated 

DESCRIPTION

St. Paul’s ward is on the first floor of St. John of God
Hospital and is an admission ward. There are five
sector psychiatrists who admit to this ward. It is an
open ward and at the time of inspection there were
eight patients on Temporary status.

REFERRAL

Referrals to the suite come from the Cluain Mhuire
services, GPs, outpatient clinics and through self-
referrals. The sector team prior to admission sees
most referrals. 

PROCESS OF ADMISSION 

All admissions are discussed with the consultant
psychiatrist on call or the consultant psychiatrist with
clinical responsibility for the patient. There are no
children under 16 years admitted to the ward.
Occasionally people with moderate intellectual
disability have been admitted to St. Paul’s Ward.
There are some admissions for alcohol detoxification
and these patients attend a specific programme in
the day hospital. The outpatient clinical files are
computerised and are available to the admitting staff.
A consultant psychiatrist assesses all admissions
within 24 hours. 

CARE PLAN

There is an initial assessment and evaluation of the
patient during the first 72 hours of admission.
Following this a care plan is devised in conjunction
with the patient and this includes a risk assessment.
Care plans are reviewed every week with nursing
staff and patients. Discharge planning is documented
in the care plan and involves the patient, the family if
appropriate, the GP, and relevant community services. 
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NURSING PROCESS

The nursing care plan is the St. John of God Nursing
Treatment Plan, which is an eclectic mix of nursing
models. There are three levels of observation carried
out on ward. Level 2 is 30-minute checks, Level 3 is
hourly checks, and Level 4 is four times a day checks.
Level 2 patients are not allowed to leave the unit.
There is a key worker system in operation, which is
based on sector teams. All staff wear identification
badges.

ACCESS TO THERAPY

There are weekly multidisciplinary team meetings in
the unit, attended by the consultant psychiatrist,
nursing staff, social worker, occupational therapist
and, on occasion, the psychologist. The patient also
attends while their care plan is discussed. Access to
the psychologist, occupational therapist, and social
worker are through referral forms. 

ACCESS TO THERAPEUTIC PROGRAMMES

Each patient in the unit has access to an individual
therapeutic programme following assessment.
Patients attend the day hospital (which is in the
hospital building) for specific programmes. Some
patients attend the Corris Centre, which is an
activation centre, and others attend Burton Hall
rehabilitation centre. A minibus service takes patients
from the hospital to these centres.

ECT

ECT is administered in a suite in this ward. The
waiting area is in the reception area of the ward itself
and therefore has no privacy for patients waiting for
ECT. There is a treatment room and a large recovery
room. There is an up-to-date ECT register, nursing
procedure and checklists and there is also written
information for the patients. There is a designated
ECT consultant and nurses trained in ECT procedure.
A more up-to-date ECT machine is being ordered.

SECLUSION

There is no seclusion carried out on the ward.

CLINICAL RISK MANAGEMENT

All policies are available on the unit. They include
policies on alcohol and illegal drugs, on the
management of violence and aggressive episodes,
and on searching patients. There is a comprehensive
policy and procedure on patients missing from the
unit. Restraint is not carried out on the ward. All staff
have received training in manual handling, cardio-
pulmonary resuscitation, therapeutic crisis
intervention and crisis prevention intervention. All
staff have received training in venepuncture. There is
a pinpoint alarm system in place. All serious incidents
are reviewed by the ward staff and are referred to
senior management. There is a feedback and
auditing system in place. There is a confidential
employee support service available to staff. The
multidisciplinary team reviews all serious incidents.

UNIT MANAGEMENT

There are no temporary transfers to or from the unit
because of bed shortages elsewhere in the hospital.
As well as therapeutic programmes, pitch and putt
and tennis are available to patients in the grounds of
the hospital. The unit is open most of the time. If the
door is locked the nursing staff documents it. There
are two household staff and four or five nurses on
duty during the day and two nurses on duty at night.
There is an induction course for all new staff. There is
no ward clerk available and the ward is not used for
any other purpose. There is occasionally a waiting list
for the unit. At the time of inspection, there were
three patients ready for discharge awaiting suitable
accommodation. There are no difficulties obtaining
regular or emergency maintenance. Visiting time is
open except for meal times. The dining area is shared
with St. Peter’s Ward. There was a loudspeaker
system on the ward that was used by the nursing
staff to summon patients to the nursing station, for
medication and other reasons. This was very intrusive
and was inappropriate in an acute psychiatric ward. 
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SERVICE USER INVOLVEMENT 

There are leaflets and brochures about the hospital
and local services. There are also suggestion boxes,
and rights of patients and complaints procedures are
displayed. There is an advocacy service available to
patients from the Cluain Mhuire service. One patient
complained of the need for the unit to be repainted.
Other patients stated that they were happy with the
care they received.

RECORDS

A number of clinical files were reviewed. The
standard was variable. Some files were in good
condition with up-to-date progress notes legibly
signed. Other files were untidy and signatures were
illegible. A treatment plan was not always written
after each entry and in one case there was no record
of a patient having a physical examination. There was
evidence of regular consultant reviews and daily
NCHD reviews. Some medication sheets needed to
be rewritten as they were untidy and difficult to
follow. The nursing notes were satisfactory.

ENVIRONMENT

There were some areas in the ward that needed
repainting but on the whole the unit was pleasantly
decorated. There was a large reception area, which
also served as a waiting area for ECT. There was large
nurses’ office and station. There were two meeting
and interview rooms. There were four single rooms
on the ward, which were satisfactory. There were also
11 double rooms and two 4-bed rooms. The sitting
areas were a widened part of the corridor and were
open plan. There was also seating in alcoves along
the corridor. The dining room was large and shared
with the adjacent St. Peter’s Ward.

ST. PETER’S WARD

Date of inspection: 4th October 2005

Number of beds: 18 integrated 

DESCRIPTION

St. Peter’s Ward is described as an intensive care unit.
It is located on the second floor of St. John of God
Hospital. It is a locked ward and in addition to its 18
places there is a high observation area that also
includes a seclusion suite. 

REFERRAL

Patients generally come through the admissions area
of the hospital. The whole process of referral is
coordinated by the admissions area. Patients are seen
in the admissions area by the registrar for the team,
or the duty doctor after 1700h. The consultant
psychiatrist is not always involved in the decision to
admit. New patients presenting at night may tend to
be admitted to this area. Temporary patients tend to
be admitted to this area.

There are some direct referrals from An Garda
Síochána, brought in by ambulance. It also receives
transfers from Elm Mount in St. Vincent’s Hospital,
Elm Park and receives referrals from GPs. and the
A&E in St. Michael’s and St. Vincent’s. Patients who
have become more disturbed in other units may be
transferred here. 

PROCESS OF ADMISSION 

Patients under the age of 16 are not admitted. The
adolescent unit has been open since August. Patients
with a moderate intellectual disability are occasionally
admitted. A full psychiatric assessment, including a
mental state examination, is conducted on admission
either in the admissions area if expected, or if a direct
admission, on the ward by the team doctor at the
patient’s bedside. The nursing staff perform their
own assessment on admission. The person making
the decision to admit is the doctor. The night
superintendent and the duty doctor may make the
decision as to where the patient is admitted. There is
no written policy regarding communication with a GP
although they would generally be aware of the
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admission if referred. An initial treatment plan is
communicated with the patient depending on their
mental state. Family are usually involved in the
admission. All certified patients are reviewed by the
consultant psychiatrist within 12 hours and an initial
treatment plan is documented. Patients are not
routinely managed in night clothes and the
observation level on admission is specified on
consultation between the medical and nursing staff.
The key worker primary nurse is allocated on
admission according to the team.

CARE PLAN

All patients are discussed at the ward round which
patients attend. There is no formalised
multidisciplinary assessment. Occupational therapy,
social work and clinical psychology inputs are
available on all teams. There is a minimum of two
ward rounds per team per week meaning that there
are 18 meetings per week for the nursing staff to
attend. There is no formal process of discharge
planning on this ward as patients are generally
transferred to another ward prior to discharge. There
are policies regarding discharge against medical
advice. The discharge process is generally formalised
in the nursing care plan.

NURSING PROCESS

The nursing care plan in use is the St. John of God
Hospital Nursing Treatment Plan, which is an eclectic
mix of nursing models. It was generally felt to be
appropriate to the needs of this client group and is
reviewed on a needs basis. It contains a risk
assessment. There is a primary nurse system in
operation; the primary nurse is responsible for
coordinating the multidisciplinary team and
organising the patient’s plan and for individual one-
to-one work. There is an observation policy with
specified levels. All staff wear name badges. There is
a dress code.

ACCESS TO THERAPY

The psychologist and social worker attend the ward
round. The occupational therapist attends for three

sessions a week in a room off the ward, directly
opposite the ward. The social worker attends the
ward round. The consultant psychiatrists attend two
days if required. In addition there is chaplaincy and
pastoral care support. Medical and surgical
consultations are obtainable at St. Vincent’s Hospital.
Statistics on escort hours are kept. The level of
cooperation with the general services is not
considered to be currently satisfactory. Access to
laboratory and X-ray results is satisfactory. Nursing
staffing levels in the hospital can be difficult to
maintain and the use of agency staff is quite high.
This was reported as within the norms for the area.

ACCESS TO THERAPEUTIC PROGRAMMES

There are two one-hour groups per week conducted
on the unit. In addition there is access to games, TV
and radio on the ward. There is no other set
programme. There is little to do at weekends. 

ECT

ECT is administered in St. Paul’s Ward. Very rarely, in
emergencies, it is administered in the room off the
high observation area. There is a detailed ECT policy,
procedure and register that is kept in St. Paul’s Ward.
In addition, there is a consent form and written ECT
information for patients. There is a nursing procedure
and checklist and there is a record of each ECT
session kept in the clinical file. There is a dedicated
ECT nurse and a designated ECT consultant
psychiatrist. 

SECLUSION

There is a seclusion policy and register. There is also a
seclusion treatment plan, which details the short-
term goals and nursing intervention and system of
care and evaluation. Refractory clothing is almost
always used. There is a very narrow doorway into the
room, which opens outwards only. There is a large
blind spot in the room. CCTV is in use to monitor the
blind spot. The room otherwise is safe and ventilated.
There is no natural light in the room. Outside the
room there is a toilet and elevated shower, which
spills water out on to the floor. It is difficult to
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manage a sedated or unstable patient in this toilet
area. There is an observation panel in the door of the
room. In addition there is a Time Out policy. There is
a need to define Time Out. 

CLINICAL RISK MANAGEMENT

The hospital is proactive in its management of clinical
risk. With regard to the high observation area policy,
it is a designated unlocked area on St. Peter’s Ward
whose stated purpose is to provide a safe non-
stimulating contained environment. The policy
specifies that the high observation area is not to be
used for the purposes of seclusion or as an additional
admission bed. The procedure should also include
documentation on physical restraint. It would be
useful to keep a record of incidents of use of the
high observation area. There is an alarm system in
operation. There is a policy on illicit drugs, on
patients absent without permission, and the
prevention and management of aggressive incidents.
There is a policy on the pharmacological
management of acute behavioural disturbance. There
is a policy on control and restraint. Mechanical
restraint is never used. Documentation of restraint
occurs in the incident form, seclusion record and
nursing treatment plan. The hospital is engaged in
ongoing training and education of relevant
employees in control and restraint and breakaway
techniques. Details pertaining to the training
programme are outlined in the St. John of God
Order’s Service Policy Guidelines for control and
restraint training programme. A clinical risk
assessment is documented in each patient’s chart as
part of the nursing care plan. Serious incidents are
reported in the standard incident report form and
documented in the clinical notes. The Director of
Nursing and Medical Director investigate serious
clinical incidents. Internal debriefing is available if
required. 

UNIT MANAGEMENT

There are no temporary transfers to other units,
including sleeping out. Patients when improved are
transferred to any of the other open units. There are
no other activities available on the unit and patients
are occasionally allowed off the ward. The unit is
locked at all times. CCTV on the ward is used only in

the seclusion room. There are six nursing staff on day
duty and three at night. They were assigned by the
nursing administration. The CNM1 for the unit
arranges the unit rostering. There are three
household staff on per day. An induction procedure is
developed for agency staff and a preceptorship
training programme is available for hospital nursing
staff. There is a dress code. Nursing staff perform the
phlebotomy and there is no ward clerk available,
which is reported as not a necessary resource. 

There is no waiting list. Sometimes patients are
admitted here due to a lack of bed elsewhere. At the
time of inspection, however, all of the patients were
appropriately placed. All the patients were on level
one or two observation. Staff were generally satisfied
with the backup available from maintenance,
household staff and the switchboard. Visiting times
from Monday to Friday are 1600h to 1730h and
1830h to 2030h. On Saturday and Sunday there is an
additional visiting time in the afternoon. Snacks and
drinks are not really available. Meal times are at
0830h, 1230h and 1730h with coffee breaks, which
involve sandwiches. 

SERVICE USER INVOLVEMENT 

There is an orientation leaflet to the service and in
addition there is a complaints leaflet entitled “People
Matter, Complaints Matter”. 

RECORDS

The medical notes in general were satisfactory with
variable legibility. Entries did not generally carry the
title of personnel. All entries were signed and dated.
Allied health professionals wrote in continuation
sheets. There was a treatment plan and dated and
signed progress reports. There was evidence of
frequent consultant psychiatrist and NCHD review.
The nursing notes were satisfactory in all respects.
Medication, prescription and administration records
were satisfactory. The chart of a person who had
been secluded was perused and the seclusion report
had been completed satisfactorily with a seclusion
observation checklist and the four-hourly fluid
balance records.
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ENVIRONMENT

This unit is next on the list for refurbishment to bring
it up to the standard of décor of other wards in the
service. For a unit of this nature it is of quite a small
size, with poor lighting and very few leisure areas. It
is a second-floor ward with access off the ward down
three flights of stairs to the outside garden area.
There was no direct access to an outside garden. It
overlooked a central garden area to which there was
no access. There was no disabled access to this unit.
There is no clear defined admission or reception area,
admissions being conducted in the admissions unit of
the hospital. The corridors were satisfactory apart
from the access area to the seclusion room. There
was no information board as such although leaflets
were displayed on the windows of the office. There
was an information leaflet available for all patients
that gave details of their team, consultant registrar,
clinical nurse manager, primary nurse and associate
nurse along with information regarding religious
service times, dining facilities, laundry, medication
times, observation levels and safekeeping. There was
also a patient charter booklet. There was no
designated visitors’ area. There was no extractor fan
in the smoking room and the room was quite stuffy.
The high observation area was off the nursing office
along with the seclusion room and adjoining
bathroom facilities. The seclusion room had padded
walls and no windows. There was an observation
panel on the door. The door only opened outwards
and it was not of adequate width. There was a
mattress in the room and a base if required. It had a
green decor, the lighting was very poor, though
ventilation was satisfactory.

There were no single bedrooms. There was individual
wardrobe space. The bed configuration is seven
double-bed rooms and one 4 -bed male dormitory.
There was one bathroom for the entire ward, which
was not wheelchair accessible. There were three
showers, two male toilets and one female toilet and
a shower. The toilets were gender specific. None of
them were en-suite. There were overriding locks. The
lino was being fixed and some of the tap heads were
missing. The dining area is shared with St. Paul’s
Ward. It is self-service, integrated and the décor here
was quite satisfactory although patients did not have
free access to this room. Staff had access to the
kitchen off the dining room in St. Paul’s Unit. There
was one room for the accommodation staff.
Sometimes everything is locked away in this room at

night, making it difficult to access food for patients
and staff have highlighted this as an issue. There was
no exercise or activity area. There was an
occupational therapy room off the ward where
activities could take place and some meetings could
be conducted. The lounge areas in the corridors had
comfortable seating, newspapers, TV, video and
radio. The nurses’ station or the clinical room off the
nurses’ station was used as an interview room. The
nurses’ station was central, confidential with space
for report writing. There was a telephone with IT
support and a pinpoint alarm system. The clinical
room behind the nurses’ station did not have an
examination couch. Urinalysis, drawing up injections
and minor procedures were carried out in this room.
Any medical equipment, and the cardio-pulmonary
resuscitation equipment for this unit is kept in St.
Patrick’s Unit. Clients’ possessions were kept in their
lockers and wardrobes and dangerous items were
kept in drawers for each room kept in the clinical
room. Mobile phones and money are kept in the
Bursar’s Office. A filing cabinet had the medical
notes. Medication was kept in the trolley in the
clinical room and a locked drawer and fridge in the
clinical room. Staff have their own toilets, showers
and lockers.

In addition to the training available in Crisis
Prevention and Intervention, control and restraint and
de-escalation, they also receive training in therapeutic
crisis intervention. They also have training in cardio-
pulmonary resuscitation, manual handling, and
venepuncture.
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ST. RAPHAEL’S UNIT (CARRIGFERGUS AND
CARRIGDUBH)

Date of inspection: 4th October 2005

Number of beds: 40 (24 Carrigfergus, 16
Carrigdubh) 

DESCRIPTION

This is an admission unit for people over the age of
55 years. There are 24 open beds in Carrigfergus and
16 locked beds in Carrigdubh. Both of the units are
mixed and on the day of inspection there were 11
people detained within Carrigdubh. 

REFERRAL

Source of referral is the Psychiatry of Later Life (POLL)
team at St. Vincent’s Hospital, Cluain Mhuire and
GPs. The process of referral is through the
Admissions Office and in conjunction with a
consultant psychiatrist. The referral is assessed on site
within the hospital.

PROCESS OF ADMISSION 

There is a comprehensive admission policy. Persons
with an intellectual disability are rarely admitted.
People are admitted on occasions for detoxification
as long as they are over the age of 55 years. If they
are younger they are admitted to another ward
within the hospital. On admission a full medical and
nursing assessment is undertaken and this includes a
physical examination and a collateral history.
Decisions to admit patients are through the clinical
team. Staff explain the process of admission to the
patient and orient them to the unit. There is also an
information booklet, which is available. Family
contact is encouraged and staff do all they can to
facilitate this. A consultant psychiatrist reviews the
patient within 24 hours and the initial treatment plan
is documented in the medical and nursing notes.
There are four levels of observation across the two
units within St. Raphael’s. Levels 1 and 2 are on
Carrigdubh and consist of 15-minute and 30-minute
checks. Levels 3 and 4 are on Carrigfergus and
consist of one-hourly checks and checks at meal
times. A system of primary nursing operates on this
unit, based on allocation in accordance with clinical
teams.

CARE PLAN

There is multidisciplinary team input into the care
planning process. There is a strong emphasis on
physical issues. Care plans are needs identified and
involve appropriate staff in meeting needs. Goals and
objectives are identified. Care plans are reviewed on
a weekly basis. There is evidence that patients are
involved in the care planning process. A patient’s
discharge from the unit is planned. There is an
identification of appropriate placement and
assessment prior to discharge.

NURSING PROCESS

The nursing care plan in use is the St. John of God
Hospital Nursing Treatment Plan, which is an eclectic
mix of nursing models. It is described as appropriate
to the needs and is implemented by the nursing staff.
There are a number of risk assessments undertaken
pertaining to the physical wellbeing of the patient.
There are no formal assessment tools for
identification of potential aggression or self-harm. 

ACCESS TO THERAPY

There is access to clinical psychology, occupational
therapy and social work. There is also an addiction
programme and pastoral care. There can be up to ten
consultant psychiatrists admitting patients to the unit.
Consultant psychiatrists review the patients on a
regular basis, usually twice a week, sometimes three
times a week. There is regular contact with NCHDs.
There is a weekly clinic with a geriatrician. There is
access to pharmacy, chiropody and a physiotherapist.
There is evidence of needs-based group therapy in
both the units. In Carrigfergus, a number of the
patients attend occupational therapy and on the unit
there are various groups. In Carrigdubh, the activities
are based on the ward and include music, Sonas,
massage, newspapers, books and walks. 

ECT

There is an ECT policy and procedure in place. The
number of people receiving ECT is documented and
the NCHD obtains consent. There is an information
booklet and a nursing procedure and checklist. The
ECT suite is in another unit within the hospital. 
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SECLUSION

There are no seclusion facilities within the two units.

CLINICAL RISK MANAGEMENT

There was a comprehensive policy folder where it
was noted that some of the policies need reviewing.
There is a policy on risk management, alcohol and
illegal drugs, patients absconding, the management
of violent episodes, and on searching patients and
their belongings. There is an alarm system in
operation. There is also a physical restraint policy.
Staff are trained in control and restraint techniques,
which include de-escalation and breakaway
techniques. Staff have access to mandatory training
which includes cardio-pulmonary resuscitation,
manual handing and report writing. There is a range
of courses available for staff development. There are
systems for reporting serious clinical incidents. 

UNIT MANAGEMENT

There is regular movement of patients from
Carrigdubh to Carrigfergus and on occasions from
Carrigfergus to Carrigdubh. Carrigfergus is an open
ward and therefore patients are free to come and go
as they please. Carrigdubh is locked so access from
the other ward is usually with a member of nursing
staff. There is a policy in place for locking the door.
Within Carrigfergus, there are four nursing staff on
duty during the day and three at night. Within
Carrigdubh, there are five nursing staff on duty
during the day and four at night. There are two
household staff on duty in the unit. The unit is self-
rostering and all nursing staff are trained. There is a
process of induction for staff. The maintenance team
on site carries out maintenance. Visiting to the unit is
flexible, though visitors are asked to avoid
occupational therapy times. Meals are at set times
and there are drinks and snacks available between
meals. 

SERVICE USER INVOLVEMENT 

There are a number of information leaflets on
treatment, therapies and patients’ rights. There is a
complaints procedure with appropriate follow-up to

complaints. Relatives’ views are sought when they
visit the unit and the patients’ views are obtained
through individual contact. There are no regular
community meetings. There is access to advocacy.

RECORDS

Patients’ names and ID numbers were evident on all
pages and the files were legible and very tidy. The
entries had full name and title of personnel and were
signed and dated. There were no progress reports
from allied health professionals. There was a
treatment plan and the consultant psychiatrist
regularly reviewed the patients. There was daily
contact with the NCHD. Nursing care plans were
relevant, up to date and regularly reviewed. The
nursing files had the patients’ names and ID numbers
evident. They were legible, tidy and had all entries
signed and dated. Drug card indexes were signed,
dated, legible and used generic names.
Discontinuation of medication was signed and dated.
A number of the charts of the temporary patients
were reviewed and all were appropriate. 

ENVIRONMENT

This was a 40-bed unit divided into two clinical areas.
The unit is on one level and is situated in St. John of
God’s Hospital. There is a regular maintenance
programme and appropriate disabled access. There
was adequate lighting and ventilation and the décor
was of a good standard. There were information
boards with relevant information, which included a
code of conduct. There was no designated visitors’
area. There was a clearly defined reception area. The
bedroom areas offered as much privacy and dignity
as possible. There were single rooms and a number
of dormitories ranging from two to four beds. There
were curtains around the beds and individual
wardrobe space. They had sufficient numbers of
toilets and bathrooms within the unit; on
Carrigfergus they were open, but they were locked
on Carrigdubh. The rooms were en-suite and were
gender specific. There were overriding locks on the
doors. Patients on Carrigfergus attended the main
dining hall in the hospital for their meals and in
Carrigdubh they had their meals on the unit. There
were lounge areas in both units, which contained
comfortable seating. There was access to
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newspapers, TV, video and radio. There were limited
interview rooms available and the CNM2’s office and
the doctor’s office were constantly used for
interviews. The nursing stations were situated within
both wards, centrally on Carrigdubh and at the end
of Carrigfergus ward. They were accessible and had
space for report writing, were confidential and
contained telephones and IT systems. The clinical
room was in Carrigdubh and contained appropriate
medical equipment and cardio-pulmonary
resuscitation equipment. There was adequate storage
for clients’ possessions, for money, files and records,
medication, catering and linen.

ST. PATRICK’S HOSPITAL, DUBLIN

DEAN SWIFT WARD

Date of inspection: 5th September 2005

Number of beds: 31 (12 special care beds) 

DESCRIPTION

Dean Swift Ward is an acute admission ward. It has
31 beds and 12 beds are allocated to a special care
section. This number can be increased to 14 beds.
There are 12 consultants with admitting rights to the
ward. On the day of inspection there were eight
detained patients.

REFERRAL

All referrals are initially screened and assessed in the
admission unit during office hours. Out-of-hour
referrals are assessed by the duty Assistant Director of
Nursing and NCHD.

PROCESS OF ADMISSION 

On admission, nursing staff and the NCHD assess the
patient. An initial treatment plan is documented and
the referral source is informed of admission. The
ward in the past has accepted admissions of patients
aged 16 years and younger and also patients with a
moderate intellectual disability with severe mental
illness. It is standard policy for all new patients to be
nursed in night clothes on admission. Observations

are recorded at 30-minute intervals in the acute area
and 15-minute intervals in special care. Nursing staff
are allocated to teams. The staff within the ward
rotate every fortnight between acute care and special
care.

CARE PLAN

The care plans are predominantly nursing and
medical and they are reviewed at team meetings. A
discharge checklist is completed. In general, patients
in this area are transferred to other wards within the
hospital prior to discharge.

NURSING PROCESS

The nursing model in use is an eclectic assessment.
The staff reported that it was effective. There is a risk
assessment component, which prompts a more
detailed risk assessment if necessary.

ACCESS TO THERAPY

The consultant psychiatrist will refer patients to a
social worker, clinical psychologist or occupational
therapist, as appropriate. There is also opportunity for
a referral to a specialist nurse service. The consultant
psychiatrists visit the ward on a daily basis. There is a
general physician attached to the hospital, who will
review patients as required. Medical and surgical
consultations are arranged with the appropriate
hospital. There are nine nursing staff rostered to the
ward on day duty and seven staff by night.

ACCESS TO THERAPEUTIC PROGRAMMES

There is a ward-based occupational therapy group
programme three afternoons a week. The group
room is small and doubles as a TV and games room.
Patients also attend programmes off the ward when
appropriate. 

ECT

There was no patient on the ward in receipt of ECT
at the time of inspection.
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SECLUSION

Seclusion is not in use in the hospital.

CLINICAL RISK MANAGEMENT

There are detailed policies available on computer. All
staff carry personal alarms with a pinpoint system.
Patients’ belongings are listed on admission. Searches
of patient areas are carried out in special care area.
Staff are trained in crisis prevention intervention.
There is ongoing opportunity for in-house training in
cardio-pulmonary resuscitation, manual handling,
student training and fire safety. All incidents are
recorded and logged. The quality department collates
information.

UNIT MANAGEMENT

The door is locked. There is a video intercom at the
door that links to the nursing station. Patients are
transferred to other wards when clinically indicated.
The nursing staff are allocated to the ward for one
year and unit rostered during this period. Female
nursing staff wear a uniform, male staff wear shirt
and tie and female nurse managers have a choice of
uniform or smart casual clothing. The waiting list for
admission to the hospital is managed centrally and
there is a daily bed management meeting. Visiting
times are flexible. Meal times are at set intervals and
there is access to drinks. There is an in-house
maintenance programme. There are two catering
staff and five household staff allocated to the ward.

SERVICE USER INVOLVEMENT 

All patients receive an information booklet on
admission. There are detailed information leaflets
available on medications and other treatments. The
advocacy service do not visit the hospital, however
individual patients have engaged the service of an
advocate.

RECORDS

The chart was divided into seven sections. There were
separate nursing and medical assessment sections.
The continuation sheets were multidisciplinary. Each

person was required to sign, date each entry and
state his or her professional background. The
continuation sheets had a patient identifier on each
page. The charts reviewed on the day of inspection
lacked consistency in signing and stating profession
on the continuation sheets. There was no evidence of
other disciplines recording entries in the charts. There
was evidence of regular medical and nursing reviews.
Second opinions were sought in some cases. There
was no signature bank available for medical and
other disciplines. Nursing staff signatures were
recorded on the drug card index. The drug card index
system was in order. A number of sheets were messy
and needed to be rewritten to prevent medication
error.

ENVIRONMENT

The unit was opened in 2000. It is a self-contained
31-bed area with 12 beds dedicated to special care.
The design of the building ensures a good sense of
space and light for patients. For staff the design
offers efficient use of space and maximum safety.
There were a number of interconnecting doors
between the two areas, clinical room, office and
interview room. The rooms were single or bay area
with three beds each. All single rooms in the acute
area were en-suite. There were two garden areas.
The special care garden was locked unless in use and
patients must be accompanied. Each area had a
dining room, TV room and internal smoking areas.

DELANEY WARD

Date of inspection: 5th October 2005

Number of beds: 32 integrated (16 male, 16
female) 

DESCRIPTION

Delaney Ward is an open unit on the fourth floor of
St. Patrick’s Hospital. It is a general adult ward with
32 beds: 16 male and 16 female. On the day of
inspection, there was one patient on Temporary
status and 31 on Voluntary status. According to staff,
there are six teams who have admitting rights to this
unit with most of the admissions coming from two or
three teams.
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REFERRAL

Referrals come from GPs, general hospitals, the
outpatients department, other wards within the
hospital, consultant psychiatrists. Staff on the ward
reported that there are also self-referrals, who are
usually previous patients who present to the
admissions area in the hospital.

PROCESS OF ADMISSION

The admission policy is generic to the hospital.
Children under the age of 16 years are not usually
admitted. Patients with moderate intellectual
disability are sometimes admitted. There are also
admissions for detoxification and for social crises.
Prior to admission, an NCHD carries out a full
psychiatric assessment and physical examination. The
NCHD often makes the decision to admit, though a
consultant psychiatrist is available for consultation.
The consultant psychiatrist reviews the patient within
24 hours. Nursing staff communicate with the patient
about the initial treatment plan and it was reported
that the families are engaged with within a week of
admission. New patients are nursed in their night
clothes unless the admitting doctor decides
otherwise. Observation is hourly. A nurse is assigned
to a group of patients. 

CARE PLAN

The care planning process usually incorporates an
order sheet from the admitting NCHD, which
identifies issues, including risks, a nursing assessment
and care plan and a discharge plan. Care planning
meetings take place weekly and are normally
attended by doctors and nurses. It was reported that
other disciplines attend when required. Nursing staff
meet the patients and review the care plans daily. 

NURSING PROCESS

The nursing model in use is an adapted version of the
Roper Logan Tierney model. It contains a risk
assessment and a key nurse system is in operation.
There is hourly observation of patients, and this is
documented. All staff wear identification badges.
Female staff wear uniforms and male staff wear shirts
and ties.

ACCESS TO THERAPY

All patients can be referred to the psychology,
occupational therapy, social work, and psychotherapy
departments. The consultant psychiatrist visits at least
twice weekly. St. James’ Hospital provides medical
and surgical consultations. X-ray and laboratory
results can be accessed quickly.

ACCESS TO THERAPEUTIC PROGRAMMES

Each patient attends a needs-based programme, such
as a depression programme or bipolar programme.
There are many other therapeutic activities available
within the hospital such as arts and crafts and anti-
tension groups. A weekly discharge groups is held in
the occupational therapy department. 

ECT

There is no ECT suite on this ward.

SECLUSION

There is no seclusion room on this ward and no
seclusion takes place.

CLINICAL RISK MANAGEMENT

A comprehensive range of policies is available to
ward staff through a computer system and is easily
accessible. There is a pinpoint alarm system
throughout the hospital. All staff are trained in
manual handling, crisis prevention intervention and
cardio-pulmonary resuscitation. All serious incidents
are reported to administration and there is an audit
system in place.

UNIT MANAGEMENT

The policy is that patients are transferred from
observation beds to single rooms and then to a pre-
discharge ward as they recover. However, staff on the
ward reported that there is frequent moving of
patients and room re-allocation due to pressure on
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beds within the hospital. The ward is always open,
except at meal times and at night. No CCTV is used
on the ward. There is no ward clerk. There is a
waiting list for the hospital in general and there is a
bed management meeting each morning. The unit is
self-staffing and unit rostering is flexible to
accommodate staff. There is a CNM2 and three staff
nurses on day duty and two staff nurses at night.
There are two whole time equivalent household staff
on day duty. Phlebotomy services are provided from
within the hospital. Visiting times are set but there is
flexibility. All patients can access the hospital shop.
Meal times are 0820h, 1300h and 1700h and drinks
and snacks are provided on three occasions during
the day. 

SERVICE USER INVOLVEMENT 

There were notices displayed on the ward outlining
patient rights and complaints procedures. There were
also leaflets providing information about the services
available within the hospital. A comment box that is
accessed by the quality manager was available on the
ward and there are comments forms available for
patients and their carers or families to provide
feedback. There is no independent advocacy service
available to the ward. 

RECORDS

The patients’ files were generally in good order. They
were colour coded, legible and tidy. They contained
patient profiles, key item factsheets and a range of
medical and nursing assessments. Entries did not
always have the full names and titles. There were
some entries from social workers, occupational
therapists and psychologists. They contained
treatment plans, progress reports and weekly
consultant reviews. The medication sheets were in
good order.

ENVIRONMENT

Accommodation on the unit was provided in three
ward bays, two 5-bed bays and one 4-bed bay and in
18 single rooms. Each room and each ward bay had
a toilet. There were gender-specific toilets and

showers, but no bath was available as refurbishment
was taking place. There was a maintenance
programme in place. There were two lounges, one
smoking and one non-smoking. The dining room had
space for all patients at one sitting. There was no
quiet room or group room available but it was
reported that these are available in the day treatment
area. There was one interview room, which staff
reported as not sufficient given the number of teams
using the unit. This put additional pressure on the
nursing office. The nursing station was in a central
location and had IT facilities. The clinical room
contained all the necessary equipment.

GRATTAN WARD

Date of inspection: 4th October 2005

Number of beds: 42 integrated 

DESCRIPTION

Grattan Ward is located on the first floor of St.
Patrick’s Hospital. It is a pre-discharge ward to which
patients are transferred from other wards prior to
their discharge. The average length of stay is
approximately three weeks. It is an open ward and
there are no detained patients on the ward.

REFERRAL AND PROCESS OF TRANSFER 

All referrals come from other wards in the hospital,
following discussion at team meetings. No children
under the age of 16 years are transferred to the
ward. Patients have completed any detoxification
programme prior to transfer. Patients remain under
the care of the same clinical team as they were under
in the admission wards.

CARE PLAN

Patients already have a care plan prior to transfer to
the ward. The care plan continues while the patient is
on Grattan Ward. There are twice-weekly team
meetings.
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NURSING PROCESS

There is a key worker system in operation. Nursing
staff use a nursing model devised by the hospital and
incorporating care plans. There is hourly observation
of patients. All staff wear identification badges.

ACCESS TO THERAPY

Access to clinical psychology is through a referral
system. Although there is a waiting list, patients are
seen relatively quickly. Access to occupational therapy
is through referral to the occupational therapy
department. Social workers, occupational therapists,
and psychologists do not routinely attend the team
meetings.

ACCESS TO THERAPEUTIC PROGRAMMES

There is an occupational therapy department to
which patients are referred through the team
meetings. There is a pre-discharge group, run by
nursing staff, held on the ward twice a week. Each
patient attends a needs-based programme, such as a
mood disorder programme, alcohol dependence
programme and bipolar programme, and also attends
other activities within the hospital. A number of
patients have day leave from the hospital as part of
their programme.

SECLUSION

There is no seclusion on this ward

CLINICAL RISK MANAGEMENT

All policies are available to ward staff through a
computer system and are readily accessible. There is a
pinpoint alarm system throughout the hospital. All
staff are trained in manual handling, crisis prevention
intervention, leadership training and cardio-
pulmonary resuscitation. Nursing staff have the
opportunity to spend two weeks a year as a study
leave block to attend lectures and tutorials. All
serious incidents are reported to administration and
there is an audit system in place.

UNIT MANAGEMENT

There are no temporary transfers to or from the ward
due to bed shortages. The ward is always open.
CCTV is not used on the ward. There is no ward
clerk. Patients have access to flasks during the day to
help themselves to tea and coffee.

SERVICE USER INVOLVEMENT 

There were notices displayed on the ward outlining
patient rights and complaints procedures. There were
also leaflets outlining information about the service
and other health and social services available for
patients. A comment box that is accessed by the
quality manager was available on the ward. There is
no advocacy service available to the ward, but there
is a patient support group within the hospital as well
as a recovery programme.

RECORDS

The records were variable in quality. The medical files
were on the most part satisfactory. However, some
psychiatric assessments on admission contained only
minimal information. Other files contained excellent
assessments. The care plans were all completed
initially but showed variable follow up. Some care
plans showed no review since admission, while some
care plans were up to date. Some care plans had the
patient’s self-assessment included. The medication
sheets required rewriting, as they were difficult to
decipher.

ENVIRONMENT

The ward was arranged around long wide corridors,
which were nicely decorated. There were numerous
seating areas along the corridors, some with TV, and
there was a separate smoking room. There were 42
single rooms with toilets and bathrooms along the
corridor, all clean and in good condition. The clinical
room and nurses’ office were satisfactory. There was
an interview room that was also used for team
meetings. There was a large sitting room, which was
also used for groups.
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KILROOT UNIT

Date of inspection: 5th September 2005

Number of beds: 31 male 

DESCRIPTION

Kilroot is a 31-bed male admission ward located on
the second floor. It is an open ward. On the day of
inspection, there were no patients detained under
the 1945 Mental Treatment Act. Five teams have
admitting rights to the ward.

REFERRAL

Eighty per cent of all admissions to the ward are
directly from the admissions area. All pre-assessment
information is processed in the admissions area.

PROCESS OF ADMISSION 

All admissions are screened in the admissions area.
The ward does accept admission of patients aged 16
years and under. Patients are admitted for
detoxification on the ward also. The referral source is
informed of the decision to admit the patient. All
patients are nursed in night clothes on admission.
There are hourly nursing observations. Nursing staff
are allocated to teams.

CARE PLAN

Nursing staff complete nursing care plans. They are
reviewed at team meetings. The process of discharge
includes a ward-based discharge group. All patients
are encouraged to attend. A discharge letter is sent
to the referral source.

NURSING PROCESS

The nursing model in use is an eclectic assessment.
The staff reported that it was effective. There is a risk
assessment component, which prompts a more
detailed risk assessment if necessary.

ACCESS TO THERAPY

The consultant psychiatrist refers patients to a social
worker, clinical psychologist or occupational therapist
as appropriate. There is also opportunity for a referral
to a specialist nurse service. The consultant
psychiatrists visit the ward on a daily basis. There is a
consultant general physician attached to the hospital
who reviews patients weekly or as required. Medical
and surgical consultations are arranged with the
appropriate hospital. There are four nurses rostered
on day duty and two nurses by night.

ACCESS TO THERAPEUTIC PROGRAMMES

There is a pre-discharge group facilitated by nursing
staff. Patients can access the various programmes in
the hospital according to need.

ECT

There was no patient on the ward in receipt of ECT
at the time of inspection.

SECLUSION

Seclusion is not in use in the hospital.

CLINICAL RISK MANAGEMENT

There are detailed policies available on computer. All
staff carry personal alarms with a pinpoint response
system. Patients’ belongings are listed on admission.
Staff are trained in crisis prevention intervention.
There is ongoing opportunity for in-house training in
cardio-pulmonary resuscitation, manual handling,
student training and fire safety. All incidents are
recorded and logged and the quality department
collates the information.

UNIT MANAGEMENT

This is an open ward. Patients in night clothes are not
allowed to leave without nursing permission. Patients
are either discharged home or transferred to the pre-
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discharge ward. Patients are required to sign a book
on leaving the ward. The nursing staff are self-
rostered for day duty. Nursing staff are allocated to
the ward for a one-year period. Senior staff attend a
daily bed management meeting. Maintenance and
household staff are available to the ward as required.
Visiting times are flexible and meal times are at set
and regular intervals.

SERVICE USER INVOLVEMENT 

All patients receive an information booklet on
admission. There is access to detailed information
sheets on medications. There is a complaints box on
the ward and staff and patients can log a complaint.
The quality department reviews the complaints and a
written reply is given if requested. Advocacy services
do not visit the ward.

RECORDS

The chart was divided into seven sections. There were
separate nursing and medical assessment sections.
The continuation sheets were multidisciplinary. Each
person was required to sign, date entries and state
his or her professional background. The continuation
sheets had a patient identifier on each page. The
charts reviewed on the day of inspection, lacked
consistency in signing and stating profession on the
continuation sheets. There was no evidence of other
disciplines recording entries in the charts. There was
evidence of regular medical and nursing reviews.
There was no signature bank available for medical
and other disciplines. Nursing staff signatures were
recorded on the drug card index. The drug card index
system was in order.

ENVIRONMENT

The ward was built in 1975 and had a number of
structural problems, namely a small dining space for
31 patients. The décor was good. There were 17
single rooms and 14 dormitory beds. The bathroom
area was to be upgraded to allow for assisted
showering. The ward was on the second floor and
there were two lifts to the ward. The lifts were on a
key system. There was an internal smoking room. The
nursing station was well positioned to view the

observation bay area. There was access to a nursing
office. The interview room had two exit points. There
was also a recycling bay area.

LARACOR WARD

Date of inspection: 4th October 2005

Number of beds: 38 integrated 

DESCRIPTION

Laracor Ward is located in the grounds of St. Patrick’s
Hospital. It is a pre-discharge ward to which patients
are transferred from other wards prior to their
discharge. Most patients are involved in treatment
and therapy for alcohol dependence. The average
length of stay is approximately three or four weeks. It
is an open ward and there are no detained patients
on the ward.

REFERRAL AND PROCESS OF TRANSFER 

Patients are either admitted directly to Laracor or are
transferred from other wards following detoxification
or stabilisation of their mental status. Children under
the age of 16 years are occasionally transferred to
the ward. Patients have completed any detoxification
programme prior to transfer. Patients are under the
care of one of two consultant psychiatrists.

CARE PLAN

Patients already have a care plan prior to transfer to
the ward. The care plan continues while the patient is
on Laracor Ward. There are twice-weekly team
meetings with nursing staff, medical staff, social
workers, and addiction counsellors.

NURSING PROCESS

There is a key worker system in operation. Nursing
staff use a nursing model devised by the hospital and
incorporating the care plan. There is hourly
observation of patients. All staff wear identification
badges. There are four nursing staff on duty until
1800h and two nursing staff on duty from 1800h to
2000h and at night.
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ACCESS TO THERAPY

Access to clinical psychology is through a referral
system. Although there is a waiting list, patients are
seen relatively quickly. Access to occupational therapy
is through referral to the occupational therapy
department. There is a social worker attached to
both clinical teams. There are four addiction
counsellors on each clinical team. Occupational
therapists and psychologists do not routinely attend
the team meetings.

ACCESS TO THERAPEUTIC PROGRAMMES

There is an occupational therapy department to
which patients are referred through the team
meetings. Each patient attends a needs-based
programme, such as a mood disorder programme,
alcohol dependence programme and bipolar
programme, and also attends other activities within
the hospital. A number of patients have day leave
from the hospital as part of their programme.

SECLUSION

There is no seclusion on this ward

CLINICAL RISK MANAGEMENT

All policies are available to ward staff through a
computer system and are readily accessible. There is a
pinpoint alarm system throughout the hospital. All
staff are trained in manual handling, crisis prevention
intervention, leadership training and cardio-
pulmonary resuscitation. Nursing staff have the
opportunity to spend two weeks a year as a block of
study leave to attend lectures and tutorials. All
incidents are reported to administration and there is
an audit system in place.

UNIT MANAGEMENT

There are no temporary transfers to or from the ward
due to bed shortages. The ward is always open.
There is no CCTV used on the ward. There is no ward
clerk. Patients have access to flasks during the day to

help themselves to tea and coffee. There are four
household staff on duty in the ward. Patients did not
have keys to their rooms but there were safes in all
the bedrooms.

SERVICE USER INVOLVEMENT 

There were notices displayed on the ward outlining
patient rights and complaints procedures. There were
also leaflets outlining information about the service
and other health and social services available for
patients. A comment box that is accessed by the
quality manager was available on the ward. There is
no advocacy service available to the ward, but there
is a patient support group within the hospital as well
as a recovery programme.

RECORDS

The medical files were for the most part satisfactory.
The care plans were all completed initially but some
care plans showed no review since admission and
many interventions were not updated. Most
signatures were legible. Some of the medication
sheets required rewriting. 

ENVIRONMENT

The ward was arranged in a square around a central
courtyard. All bedrooms were single rooms with
wash-hand basins. The showers and toilets were in
good condition. There was a laundry room where
patients could do their own laundry. The dining room
was pleasant as were the sitting rooms. There was a
smoking room in the ward.
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STELLA WARD

Date of inspection: 5th October 2005

Number of beds: 31 female 

DESCRIPTION

Stella ward is located on the first floor of St. Patrick’s
Hospital and functions as an admission ward. It is an
open ward and at the time of the inspection there
was one patient on Temporary status.

REFERRAL

Patients are referred through A&E in St. James’
Hospital, from GPs and from consultant psychiatrists.
There are also referrals from other mental health
services throughout the country.

PROCESS OF ADMISSION 

Patients are admitted through the admission unit on
the ground floor of the hospital. Patients have a
psychiatric assessment and physical examination and
an initial treatment plan is documented prior to
arrival on the ward. There are occasionally admissions
of children under 16 years of age and at the time of
inspection there was one 15-year-old patient in the
ward. Some children under 16 years are admitted
following referral from a HSE Area. All patients are
seen within 24 hours by a consultant psychiatrist. All
patients are nursed in their night clothes until
reviewed by a consultant psychiatrist.

CARE PLAN

Patients have a nursing assessment on admission and
a care plan put in place. There are no regular reviews
of the care plan and reviews only take place when
changes occur. There is no documented participation
of the patient in the care plan. A discharge date is
given where possible and there are pre-discharge
groups on the ward. There is an immediate discharge
letter to the GP.

NURSING PROCESS

There is no formal nursing model in operation. The
nursing staff use the care plan and write daily
progress notes. There is a primary nurse system in
operation. There are hourly observations of all
patients.

ACCESS TO THERAPY

There is an occupational therapy department to
which patients are referred. Access to a clinical
psychologist or social worker is through a referral
system. There are no multidisciplinary team meetings
– team meetings are attended by nursing and
medical staff. It was stated by staff that there are
considerable delays for patients in accessing medical
and surgical assessment and treatment in St. James’s
Hospital, with waiting times sometimes extending to
six or seven hours. There is a phlebotomy service in
the hospital.

ACCESS TO THERAPEUTIC PROGRAMMES

Patients are referred to occupational therapy, the
young adult programme, mood disorder programmes
and dual diagnosis programme (alcohol dependence
and mood disorder). Each patient is assessed prior to
referral to the appropriate programme. Each patient
has his or her own timetable of therapeutic activities
and a copy is kept on the ward. As well as individual
programmes, patients are encouraged to participate
in other activities, such as a daily lecture series,
pottery, relaxation, and computer studies. There is
also a patients’ library and a resource centre for
patients is being developed in the hospital.

ECT

The ECT suite is situated on the ground floor of the
hospital. The facilities are excellent, comprising a
waiting room, treatment room, recovery room, and
staff office. There is a dedicated ECT nurse and
consultant. The ECT register is up to date and there
are ECT procedures, checklists, and written
information for patients about ECT.
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SECLUSION

There is no seclusion on this unit.

CLINICAL RISK MANAGEMENT

All policies are available on computer and are
immediately accessible. There is a pinpoint alarm
system in operation. Restraint is not used on the
ward. Staff are trained in crisis prevention
intervention, cardio-pulmonary resuscitation and
breakaway techniques. All serious incidents are
investigated and there is feedback to the ward staff.

UNIT MANAGEMENT

There are no temporary transfers to or from the ward
due to bed shortages. Occasionally patients may
sleep in beds of patients who are on leave if there is
a bed shortage. The waiting list for beds is managed
through the admissions office and there are daily bed
management meetings. The ward is open and there
is no CCTV on the ward. There are five nurses on
duty during the day and two nurses on duty at night.
There are three household staff on the ward. There is
no ward clerk. Patients cannot make their own tea of
coffee but there are flasks of tea and coffee left out
during the day for patients to help themselves.

SERVICE USER INVOLVEMENT 

There is a patient support group that meets in the
hospital. There is no advocacy service to the ward.
There are information leaflets and notices for patients
and there is a suggestion box, the contents of which
go to the quality manager. Complaints procedures
are displayed in the ward. One patient complained to
the Inspectorate that the toilets and bathrooms were
unclean and laundry facilities were not always
working. Other patients stated that they were very
happy with the care that they received and with the
conditions of the ward.

RECORDS

The patients’ clinical notes were in satisfactory
condition and there was evidence of regular

consultant psychiatrist review. Not all care plans were
up to date and some had not been updated since the
day of admission. There was little documented
evidence of an active care plan with patient
participation. The medication sheets were
satisfactory.

ENVIRONMENT

The ward was very pleasant. There were two 5-bed
dormitories and two 4-bed dormitories that could
easily be observed from the nurses’ station. They
were bright, with curtains and wardrobes. There were
adequate toilets and bathrooms that were clean and
in good condition and there was access to an
assisted toilet and bathroom. There were 17 single
rooms, all en-suite. One single room is adapted for
disabled access and use. There was an open-plan
sitting area with TV and a pleasant dining room.
There is a smoking room in the ward.

VANESSA WARD

Date of inspection: 5th October 2005

Number of beds: 33 female 

DESCRIPTION

Vanessa Ward is an open unit on the first floor of St.
Patrick’s Hospital. It is a general adult female ward
with 33 beds, eight of which are for women who are
on the eating disorder programme. On the day of
inspection, there were two patients who were on
Temporary status and 31 who were on Voluntary
status. There are six teams who have admitting rights
to this unit.

REFERRAL 

Referrals come from GPs, the outpatients
department, other wards within the hospital,
consultant psychiatrists. Staff reported that there are
some self-referrals, who are usually previous patients
who present to the admissions area in the hospital.
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PROCESS OF ADMISSION

The admission policy is generic to the hospital.
Children under the age of 16 years are sometimes
admitted to the eating disorder programme. Patients
with moderate intellectual disability who have a
significant mental illness are sometimes admitted.
There are also admissions for detoxification and for
social crises. Prior to admission an NCHD carries out a
full psychiatric assessment and physical examination.
The NCHD often makes the decision to admit,
though a consultant psychiatrist is available for
consultation. The consultant psychiatrist reviews the
patient within 24 hours. Nursing staff usually
communicate with the patient about the initial
treatment plan and contact the family if necessary.
New patients are nursed in their night clothes unless
the admitting doctor decides otherwise. Observation
is hourly. A nurse is assigned to a group of patients
usually for a period of about two weeks. 

CARE PLAN

The care planning process usually incorporates an
order sheet from the admitting NCHD, which
identifies issues, including risks, a nursing assessment
and care plan and a discharge plan. Care planning
meetings take place on a weekly basis and are
normally attended by doctors and nurses. It is
reported that other disciplines attend when required.
Nursing staff meet the patients and review the care
plans daily. It is planned to introduce a self-
assessment sheet for patients.

NURSING PROCESS

The nursing model in use is an adapted version of the
Roper Logan Tierney model. It contains a risk
assessment and a key nurse system is in operation.
There is hourly observation of patients, which is
documented. All staff wear identification badges.
Female staff wear uniforms and male staff wear shirts
and ties.

ACCESS TO THERAPY

All patients can be referred to the psychology,
occupational therapy and social work departments.

The consultant psychiatrist visits at least twice weekly.
St. James’ Hospital provides medical and surgical
consultations. X-ray and laboratory results can be
accessed quickly.

ACCESS TO THERAPEUTIC PROGRAMMES

Each patient attends a needs-based programme, such
as a depression programme or bipolar programme.
There are many other therapeutic activities available
within the hospital such as arts and crafts and anti-
tension groups. A rolling programme of discharge
groups is nurse led and is held on the unit twice
weekly. 

ECT

There is no ECT suite on this ward.

SECLUSION

There is no seclusion room on this ward and no
seclusion takes place.

CLINICAL RISK MANAGEMENT

A comprehensive range of policies is available to
ward staff through a computer system and is easily
accessible. There is a pinpoint alarm system
throughout the hospital. All staff are trained in
manual handling, crisis prevention intervention and
cardio-pulmonary resuscitation. All serious incidents
are reported to administration and there is an audit
system in place.

UNIT MANAGEMENT

It was reported that patients are transferred from
observation beds to single rooms and later to a pre-
discharge ward as they recover. However, staff on the
ward reported that there is frequent moving of
patients and room re-allocation due to pressure on
beds within the hospital. There are transfers to or
from other wards mostly depending on the needs of
the patients. The ward is always open except at meal
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times and at night. CCTV is not used on the ward.
There is no ward clerk. There is a waiting list for the
hospital in general and there is a bed management
meeting each morning. The unit is self-staffing and
unit rostering is flexible to accommodate staff. There
is a CNM2 and four or five nurses on duty on day
duty and two staff nurses at night. There are two
whole time equivalent household staff on day duty.
Phlebotomy services are provided from within the
hospital. Visiting times are set but there is flexibility.
All patients can access the hospital shop. Meal times
are 0820h, 1300h and 1700h and drinks and snacks
are provided on three occasions during the day. 

SERVICE USER INVOLVEMENT 

There were notices displayed on the ward outlining
patient rights and complaints procedures. There were
also leaflets providing information about the services
available within the hospital. A comment box that is
accessed by the quality manager was available on the
ward and there are comments forms available for
patients and their carers or families to provide
feedback. Surveys of patient satisfaction have also
been conducted. There is no independent advocacy
service available to the ward but it was reported that
patients can access an advocacy service through the
social work department. 

RECORDS

The patients’ files were generally in good order. They
were colour coded, legible and tidy. They contained
patient profiles, key item fact sheets and a range of
medical and nursing assessments. Entries did not
always have the full names and titles. There were
some entries from social workers, occupational
therapists and psychologists. They contained
treatment plans, progress reports and weekly
consultant reviews. The medication sheets were not
always legible and did not always contain the generic
names of drugs. The discontinuation of medication
was somewhat confusing and discontinuation was
not always signed and dated.

ENVIRONMENT

Accommodation on the unit was provided in four
ward bays each containing four beds and 17 single
rooms. Each room and each ward bay had a toilet.
There were showers, but no bath was available as
refurbishment was taking place. The unit was well
decorated and there was a maintenance programme
in place. There was visitors’ area and access to a
garden. There was also a laundry for the use of
patients. There were two lounges, one smoking and
one non-smoking. The dining room had space for all
patients at one sitting. There was no quiet room
although the eating disorder programme had a rest
room. There was one interview room, which staff
reported was not sufficient given the number of
teams using the unit and that this put additional
pressure on the nursing office. It was also reported
that patients were interviewed in their own rooms or
in the consultant or NCHD offices. The nursing
station was in a central location and had IT facilities.
The clinical room was small but contained all the
necessary equipment.

ST. EDMUNDSBURY HOSPITAL

Date of inspection: 5th October 2005

Number of beds: 50 integrated 

DESCRIPTION

This is a 50-bed admission unit. On the day of
inspection there were 14 male patients and 31
female patients. This is an open unit and currently all
patients are voluntary.

REFERRAL

The majority of the patients in this hospital are
covered by private insurance policies. The main
sources of referral are GPs around the country and
outpatient clinics carried out by the consultant
psychiatrist. The process of referral is telephone
contact and a faxed referral. The mechanism of
arranging the admission is through the bed
management meeting which is held each morning.
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PROCESS OF ADMISSION 

People under the age of 16 years are not admitted to
the unit. On occasion, people with a moderate
intellectual disability with a significant mental illness
are admitted. People are admitted for detoxification
and in social crises. On the day of admission, the
admission officer who undertakes all the clerical
details and financial aspects of the admission sees the
patient. A registrar who undertakes a mental state
assessment and a risk assessment also sees them. The
nursing staff also carry out an assessment, which
leads to the care plan. A physical examination and
collateral history is incorporated into the admission
process. The person making the decision to admit is
the consultant psychiatrist. GPs are not routinely
informed of an admission. It was reported that the
staff communicate with the patient regarding the
initial treatment plan and try to include family
members where possible. A consultant psychiatrist
reviews the patient within 24 hours and the initial
treatment plan is documented in the shared file. It is
rare for a new admission to be nursed in their night
attire. Usually anyone requiring one-to-one
observation is transferred to St. Patrick’s Hospital.
There is no key worker system; nurses are allocated
to specific patients for a span of duty. The nursing
staff are allocated to each consultant psychiatrist. 

CARE PLAN

There are multidimensional assessments of care.
Needs are identified and appropriate people involved
in meeting these needs. Goals and objectives are set
but there is no key worker identified. There are daily
interventions written about each patient and a
weekly review process of care plans. When a patient
is ready for discharge there is a gradual process put
in place and the patient attends a pre-discharge
group. It was reported that all relevant parties are
notified of a patient’s discharge.

ACCESS TO THERAPY

There is access to a clinical psychologist, social
worker and occupational therapist. There is also
access to two part-time family therapists and an
addiction counsellor at St. Patrick’s Hospital. Two
consultant psychiatrists have admitting rights to the

unit. They undertake weekly team meetings and the
patients are reviewed twice a week. Any medical or
surgical consultations are carried out at St. James’s
Hospital. 

ACCESS TO THERAPEUTIC PROGRAMMES

There is evidence of needs-based group therapy. The
types of groups available are relaxation, pre-discharge
group, lectures on different types of illness, cognitive
behavioural therapy, solutions for wellness and
anxiety management.

ECT

If a patient is prescribed ECT they go to St. Patrick’s
Hospital. There is an ECT policy and procedure in
place and appropriate documentation. The consultant
psychiatrist obtains consent and there is an
information leaflet for the patient. There is a nursing
procedure and checklist and a record of each session.

CLINICAL RISK MANAGEMENT

There is a policy available on clinical risk
management. There is an alarm system in operation.
There is a comprehensive policy folder, which
includes policies on alcohol and illegal drug use,
patients absconding, the management of violent
episodes, rapid tranquillisation, the procedure for
giving medication without consent, and searching
patients. Nursing staff are trained in Crisis Prevention
Intervention techniques which includes de-escalation
and breakaway techniques. All staff are trained in
cardio-pulmonary resuscitation. There is an ongoing
education programme within St. Patrick’s Hospital
and St. Edmundsbury. Any serious clinical incidents
are recorded on appropriate forms and are audited
and feedback is given to each unit. 

UNIT MANAGEMENT

Occasionally patients from St. Patrick’s Hospital are
transferred overnight to St. Edmundsbury. Patients
are generally allowed to leave the ward when they
wish but they are asked to let staff know where they
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are going and what time they will be back. The door
is only locked at night for security reasons. The unit is
used for day attendees who undertake part of the
group programme. There are five nursing staff on
duty during the day and two nursing staff at night.
There are four household staff. There is a formal
induction for staff. There is a ward clerk available to
the unit. The waiting list is managed through the
daily bed management meeting. St. Patrick’s Hospital
maintenance team undertakes maintenance of the
unit. Visiting times to the unit are fixed but there is
some flexibility. Meal times are set and there is a
comprehensive menu and there is availability of
snacks and drinks.

SERVICE USER INVOLVEMENT 

There is information on treatment therapies available
and also on patients’ rights. There is a complaints
policy in place and complaints are dealt with
appropriately.

RECORDS

The files were shared files and all disciplines accessed
and recorded in them. Patients’ names and ID
numbers were evident on all pages and the files were
legible and tidy. The entries had the full names and
titles of personnel and they were signed and dated.
Each discipline wrote their own interventions and
progress reports. There were treatment plans
contained within the files. The consultant psychiatrist
reviewed the patients at least weekly and the NCHD
had daily contact. The drug card indexes were
signed, dated, legible and used generic names. 

ENVIRONMENT

This is a 50-bed admission unit in the grounds of St.
Edmundsbury Hospital. There is a regular
maintenance programme and disabled access. The
décor of the unit was excellent. There were plenty of
information boards with relevant and up-to-date
information. There was a dedicated visitors’ area and
access to the large grounds. There was a clearly
defined reception area. Bedrooms were mostly single
rooms though there were three double rooms.

Patients’ safety and dignity was respected. There
were an appropriate number of toilets and
bathrooms and all the bedrooms were en-suite. The
dining area had space for all at one sitting. Meals
were self-service with a varied menu. There was a
separate area for exercise and activity, with a
comprehensive range of equipment. There was a
separate therapy area, which had a group room,
kitchen, an art room, games room and a number of
lounge areas. The lounge areas contained
comfortable seating and patients had access to TV,
radio, newspapers and books. There was a quiet area
with comfortable seating and a high standard of
decor. There were interview rooms available, situated
on the ward, and these were soundproof and safe.
The nursing station was situated centrally. It was
confidential, had space for report writing and was
accessible. There was a telephone and IT system. The
clinical room had all the appropriate equipment and
storage. There was a dedicated staff area. There was
sufficient storage within the unit for patients’
belongings and money.

BLOOMFIELD CARE CENTRE

SPECIAL NEEDS UNIT

Date of inspection: 12th November 2005

Number of beds: 35 integrated 

DESCRIPTION

Bloomfield Care Centre provides three distinct types
of accommodation for older people offering varying
degrees of independence and care: hospital care
(providing full-time nursing care and accommodation
for psychogeriatric patients who have disorders of the
mind), nursing care (providing accommodation and
full time care for less active elderly), and residential
care (providing accommodation for the active
elderly). The hospital care section of Bloomfield,
which is the subject of this report, specialises in the
care of psychogeriatric patients who are suffering
disease of the mind or are in the advanced stages of
Alzheimer’s disease. Bloomfield Hospital is a
registered mental hospital and as such a relevant
health authority must arrange admission. Bloomfield
was relocated to its new location in Stocking Lane in
January 2005. It is a ten-acre site located on the side
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of the Dublin Mountains with views looking out over
Dublin city and bay. This unit is known as the Special
Needs Unit. There are 35 places, 22 female, 12 male
and one vacant bed. There are plans and proposals
submitted to expand the service offered by
Bloomfield to incorporate community teams and
respite day services. With the increasing links with
the Psychiatry of Later Life (POLL) services a more
disturbed unwell population may be admitted,
necessitating changes in nursing practice. There are
plans also to recruit full multidisciplinary teams and
to develop academic links with Trinity College.

REFERRAL

This is a tertiary care hospital with service
arrangements in place for mental health services for
the elderly. At the time of inspection the majority of
patients had a diagnosis of dementia or
schizophrenia.

PROCESS OF ADMISSION 

All admissions to the service are planned. Most of the
admissions are for long-term care although there are
occasional admissions for respite. A full psychiatric
assessment, including mental state examination, is
conducted prior to admission. Admissions are
referred by the POLL services with which there are
service arrangements. Staff on the unit see the
patients prior to admission to determine suitability.
Families and patients are often invited to visit the unit
in advance of admission to see if it meets their needs.
All patients in this service are under the care of the
medical superintendent. The medical superintendent
is involved in a local general practice and provides a
seven-day week service to Bloomfield. All patients are
managed in their own clothes on admission. This is a
locked unit so patients admitted here would be
admitted to that level of supervision or observation.

CARE PLAN

At present there is no formal multidisciplinary
assessment of patients as there is no social worker,
psychologist or occupational therapist available to the
service. Patients are seen every week for the first

month and every month for three months and then
every three months by the medical superintendent
who attends to their physical needs.

NURSING PROCESS

Since the last inspection, the nursing staff have
introduced the Roper Logan Tierney model of nursing
care planning. They have found this useful in
formalising goal setting and plans for patients. There
are some elements of a risk assessment undertaken.
At present there is no key worker system in
operation. However many of the staff working in the
service have worked there for many years and know
the patients extremely well. There is no policy on
observation. Staff wear uniforms and identification
badges. The nursing staff complete a Norton Scale
and modified Creighton Royal Behaviour Rating Scale
on each client. 

ACCESS TO THERAPY

There is no access to occupational therapist,
psychologist or social worker. However one of the
members of the management committee is a
psychologist and runs the relatives group. The
consultant psychiatrist attends on at least a monthly
basis and a senior psychiatric registrar visits once a
week. Medical and surgical consultations are
available through Tallaght Hospital and laboratory
and X-ray results are logged onto the computer and
also into the case files. Attempts have been made to
recruit psychiatrically trained nursing staff.

ACCESS TO THERAPEUTIC PROGRAMMES

The Extend Programme is run twice a week by a
visiting exercise therapist. A diversional therapist
comes once a week. In addition, Sonas is conducted
by the nursing staff and a musician attends and plays
music and sings.

ECT

There is no ECT.
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SECLUSION

There is no seclusion in use.

CLINICAL RISK MANAGEMENT

There is a hospital-wide safety statement. There is no
personal alarm system. There are policies on patients
absconding and on the management of aggression
or violent episodes. There is no policy on giving
medication without consent, as the situation does
not arise. All the patients here so far are voluntary
patients. There is no policy on searching patients’
belongings or the bed area. There are no psychiatric
nurses working in the service. Physical or mechanical
restraint is not used to prevent harm to others or
self-harm. Kirton chairs are used. These do not
involve any restriction of limbs and their use is
documented in the patient’s case notes. All the staff
have had induction courses since the move to the
new premises and this five-day induction course
included manual handling. This is mandatory every
two years. A system has been introduced whereby
advisors will review the training for care staff on a
weekly basis. Staff are updated on medication via the
National Medicines Information Centre bulletins and
through management staff. Serious incidents are
reported in the standard way on incident forms and
the insurance company is notified. The medical
superintendent is also informed. Debriefing is
available if required.

UNIT MANAGEMENT

There are no temporary transfers to other units.
Although the ward is locked at all times, two male
patients are allowed to go off the ward when they
choose. There is no CCTV on the ward. There is
CCTV outside the reception of the hospital. The ward
is not used for any other purposes. There are two
nursing staff and five attendants on duty in the
morning and two nursing staff and four attendants
on duty in the evening. At night there is one nursing
staff and two attendants. Staff are rostered
specifically to this unit. A catering company provides
staff to serve the meals and the cleaning is
contracted out to another company. Staff wear
uniforms. There is no ward clerk available. Patient
information is on computer as well as on case files.

The medical superintendent takes bloods and follows
up on investigations when required. Currently none
of the patients are deemed to be appropriate for
discharge. Staff are very pleased with the support
provided by maintenance and the cleaning
arrangements. Visiting times are flexible. Meal times
are at 0830h, 1215h and 1630h with afternoon tea
around 1700h and 2015h. Drinks are available in the
day room throughout the day and also in the dining
room. 

The level of IT was very satisfactory and there was a
good standard of record keeping. The medical cover
provided was very satisfactory. The new clinical
director has been appointed and service links have
become more formalised. There is more regular
psychiatric follow-up and backup.

SERVICE USER INVOLVEMENT 

Relatives are informed of any change in patients
condition or management plan. There are notices on
patients’ rights and on the complaints procedure.
There is a leaflet on the service. Patients and carers or
family opinions are sought informally and through
the relatives meetings. There are no unit community
meetings with patients although patients and staff
tend to be together for large parts of the day.
Currently there is no access to advocacy although this
is being considered. Residents appeared well cared
for and those spoken to were satisfied with the
service. 

RECORDS

Records were satisfactory in all respects. There were
nursing care plans and regular dated and signed
entries from the nursing staff. There was evidence of
regular psychiatry NCHD review and physical review.
The medication prescriptions and administration
records were up to date, regularly reviewed and
signed. The IT documentation worked well and staff
were pleased with its introduction.

ENVIRONMENT

This was a spacious unit situated on the first floor of
the care centre and comprises three wings. There was
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lift access. It was a purpose-built facility with pleasant
landscaping and patio area with garden. There was
disabled access, bright lighting and it was well
ventilated. The décor was pleasant and the corridors
were wide. There was no ward clerk, but it was
reported that there is administrative support available
from reception. There was a visitors’ sitting room and
there was access to an outside enclosed garden as
well as the general gardens outside. There was a
hairdressers’ room. All rooms had call buttons and
fire alarms. There was no specific interview area or
admission area or interview office. Interviews take
place at the bedside in single rooms. Three of the
bedrooms have four beds; the remainder were single
with en-suites. There were thirteen single rooms. In
the 4-bed rooms, there were curtains and there was
satisfactory space and individual wardrobes. They
were pleasantly decorated. There were two showers
and toilet units on the right-hand side in the Douglas
wing, one shower and one toilet in the Pim wing and
two assisted baths and showers in the William Tuke
wing. All patients receive a bath or a shower at least
once or twice a week. The dining room was
satisfactory. There was space for one sitting. There
was table service and it was integrated. There is a
separate exercise or activity room with some activities
taking place in the day room. Hoops, skittles, ribbons
were available. Staff regularly took patients out on
walks as did the relatives. There was comfortable
seating with newspapers, TV, radio and video. The
library in Ballyroan provides a regular service. In the
clinical room, there was oxygen and suction
equipment. There was no cardio-pulmonary
resuscitation equipment or defibrillator. Oxygen,
suction and waste disposal were all satisfactory. There
was a staff changing room behind the dining room,
with toilet and showers. Clients’ money was kept in
the secretary’s office for the service. Files and records
were kept on the ward, on the computer and in the
matron’s report book. A veno-link blister pack system
is in use for medication. There was adequate space
for catering and linen supplies.

This is a much more pleasant environment for the
residents although some have complained of the
isolation and the difficulty in accessing local services.

KYLEMORE CLINIC

Date of inspection: 10th October 2005

Number of beds: 37 integrated 

DESCRIPTION

Kylemore Clinic is a 37-bed mixed residential hospital
for people with mental health problems. Many of the
patients suffer from Alzheimer’s disease. The age
range is from 35 to 97 years. There are plans to
modernise and expand the existing facilities. There
are three floors. The top floor is for males and
females who have a high level of physical
dependence and require a lot of supervision. The
middle floor is integrated and is used for those who
are more independent while the lower floor it is
predominantly male although there are some
females. There is flexibility within this and residents
may move to different areas as their needs change.

REFERRAL 

Patients are referred to this service through HSE Area
services, GPs, hospitals and nursing homes. Service
users usually visit the clinic and are admitted by the
sector psychiatrist. All admissions are planned and
thus much of the assessment is done prior to
admission. 

PROCESS OF ADMISSION 

There is an admission policy. Patients may be
admitted for detoxification and social crises. One of
the current in-patients is not under the care of a
psychiatrist. Two consultant psychiatrists attend at the
clinic on a weekly basis. A consultant psychiatrist
performs the admission, including a full mental state
examination. A physical examination is not necessarily
routinely performed on all admissions. In general the
families are involved prior to admission and usually
visit the service beforehand. The consultant
psychiatrist admits each patient and an initial
treatment plan is documented. Patients are not
routinely managed in night clothes. They are given
their own clothes, which may be adapted. There is
no observation policy and the observation level on
admission is not specified. There is no key worker
system in operation.
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CARE PLAN

The inspector was informed that there used to be
multidisciplinary team meetings on a monthly basis
but these had not occurred recently. There were plans
to reintroduce them once a staffing shortage (CNM1)
was addressed. There is a Kylemore Clinic
multidisciplinary care summary, which keeps details of
the care plan. The occupational therapist and
physiotherapist are involved in the multidisciplinary
care plan meeting. The care plan is reviewed on a
regular basis in the multidisciplinary team meeting
and by the nursing staff. Family members are
encouraged to participate in their relatives’ care and
give feedback on how the service is run. As patients
are rarely discharged from the service there is no
discharge policy or procedure.

NURSING PROCESS

The nursing model in use is a modification of the
Roper Logan Tierney model, which staff felt was
quite appropriate to this patient group. The staff at
Kylemore Clinic have introduced risk conferences for
patients who are deemed to require it. There is no
policy on observation. Staff wear a uniform and
name badges. 

ACCESS TO THERAPY

There is access to an occupational therapist for seven
sessions a week. She provides a service to patients
with psychiatric disorders and dementia and uses
group therapy, individual therapy and social events.
There is no access to a psychologist or social worker.
There is regular input from the staff physiotherapist.
Each of the consultant psychiatrists visits at least once
a week. The visiting GP who is responsible for
physical care arranges medical and surgical
consultations. 

ACCESS TO THERAPEUTIC PROGRAMMES

There are a range of activities available for the
patient group. A music therapist attends twice a
week. The occupational therapist runs therapy groups
for patients with psychiatric disorder in the mornings.
A Sonas group is conducted for patients with

dementia. Extend classes are conducted on a regular
basis. A hairdresser attends twice a week. A visiting
aromatherapist also does massage.

ECT

ECT is not used.

SECLUSION

Seclusion is not used in this service.

CLINICAL RISK MANAGEMENT

There is a policy on clinical risk management
available. Adverse incidents are reported in the
incident book, incidents affecting staff are also
recorded in the staff incident book and clinical risk
situations are recorded in patient case files. Each file
has a risk conference sheet which is completed by
the consultant psychiatrist in charge of the patient
should clinical concerns give rise to the need for a
risk conference. A risk conference is a
multidisciplinary meeting where the diagnosis, mental
state, physical state, risk problems, management and
staff communication are discussed and recorded.
Clinical risk assessments are documented in the
patient’s chart when it is deemed necessary and there
are mechanisms for reporting serious clinical incidents
and investigating them (with the Director of Nursing).
Serious incidents are audited at the monthly general
meeting of the management council. Debriefing is
arranged through the medical director if it is
required. 

Drug medication error reporting forms are also
available and these are completed should such events
occur. There is no policy on giving medication
without consent or searching patients’ belongings
(neither of which is done) and there is no need for
rapid tranquillisation. There is a detailed policy on
restraint. Restraint is not used for prevention of harm
to others. There is an alarm which links up with the
local Garda Síochána panic button. CCTV is not used.
There are no reported problems with alcohol or illegal
drugs. There are policies on patients absconding.
Staff receive training from the dementia services at
St. James’s Hospital. There were also lectures on risk
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management, manual handling, fire safety and
wound management. The occupational therapist is
trained in reminiscence therapy. There is a staff
meeting every morning which is primarily a handover
report to exchange information regarding patients
and patient care. Staff meetings to review staff issues
are held every three months or more often if
necessary.

UNIT MANAGEMENT

There are no temporary transfers to other units
unless a patient becomes acutely ill and requires a
transfer for that. There is a locked door policy on the
unit. The Kylemore Clinic has the following locked
doors in place: the front door and door to the
courtyard, locked door on the top landing and locked
door to the ground floor dormitory. The doors are
locked only for security and safety reasons. The front
door is not locked when under supervision either
through the Director of Nursing office or the clinic
reception. It is locked after 1700h and at weekends.
The access is held by the nurse in charge. The
courtyard door at the rear of the building is on a
keypad code all the time. All staff are informed of
the code. On the top landing the locked door is on a
keypad code for exit and on a push button
disconnection for entrance. The code is known to
staff. There is a fire exit on that door to an external
stairwell. The key to that is situated at the fire door.
The ground floor dormitory is on a keypad code exit
with a push button disconnection for entrance. All
staff working on the unit know the code. There is an
exit to the garden at two points. One is push bar and
the other is locked with a key. Outpatients are rarely
seen at the Kylemore Clinic by the consultant
psychiatrist. There are nine staff on day duty involving
a mix of nursing and care staff. There are always at
least two clinical nurse staff on duty during the day
with a clinical nurse manager. At night there is a staff
nurse on duty along with three care staff; one
upstairs and two downstairs. With regard to
household staff there is a cleaning contract that
supplies cleaners from 0730h to 1630h. This contract
is currently under review, as it is not considered to be
adequate. There is a two-day orientation for new
staff. Staff work as supernumerary initially. All staff
are required to have completed a moving and
handling course prior to working in the service. There
is an induction booklet. The receptionist attends to

the filing and typing and works full time. There is
also a relief worker assisting the receptionist on one
day a week. Phlebotomy is performed by the
consultant psychiatrist, the GP, or the CNM1. The
visiting GP attends once a week. There was no
waiting list at the time of inspection. Maintenance is
brought in as required in terms of electrical and
plumbing. The staff would like to have a full-time
maintenance person working in the service. The
receptionist manages the switchboard. There are
telephones in the upstairs and downstairs offices.
Visiting times are flexible. Meal times are varied
depending on the level of dependency of the client.
Patients served in the dining room have breakfast at
0730h, lunch at 1300h and tea at 1715h with
slightly earlier times for the more dependent patients. 

SERVICE USER INVOLVEMENT 

There is a leaflet on the service. There is an informal
complaints policy whereby complaints are brought to
the Director of Nursing. There are no information
leaflets available on complaints. Patients’ opinions are
regularly sought and family and carers’ opinions are
informally obtained. There are no unit community
meetings with the patients. There are regular staff
meetings. There is no access to advocacy.

RECORDS

Medical entries were legible. The charts were tidy. All
entries were signed and dated. There were no
progress reports from allied health professionals. They
contained dated and signed progress reports. Daily
Care Plans contained daily activity sheets, moving and
handling assessments and Waterlow Pressure Score
Prevention Scores. The nursing files contained the
patient name on all pages. They were legible and
tidy. All entries were signed and dated. There was a
signature bank available. The daily activity sheet was
reviewed on a monthly basis. The nursing progress
notes are made as needed or at least once a week.
The medication card index was satisfactory. In some
of the charts perused there was no evidence of
physical examination on admission. This applied
particularly to cases where patients were admitted for
respite.
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ENVIRONMENT

This is a three-storey building in an old house. There
was disabled access to some parts of the building.
Lighting and ventilation were satisfactory as was the
décor. The corridors were of adequate width. There
was no dedicated visitors’ area; instead visitors
generally used the bedroom, TV room or the sitting
room. There was access to the outside gardens. The
reception was a clearly defined area with a
receptionist located behind a desk in the entrance
hall. There were no information boards or leaflets
displayed. There was no seating in the reception area
but it led into the TV room, which was a pleasant,
nicely decorated room. In addition there was a sitting
room, a dining room and a garden sunroom. Patients
or families are generally interviewed in the TV room.
There were 11 single rooms. Two triple rooms, four
double rooms and a larger area downstairs with the
remaining patients. The sleeping areas were quite
small. Some of the wardrobes were kept in the
corridors. The décor was adequate. Due to the high
numbers of attendants required there was not a lot
of space, particularly downstairs. With regard to the
toilet and bathroom facilities downstairs, there was a
male toilet and shower area and a female toilet and
shower area. In the middle floor, there was a toilet
and bathroom shower and there were further toilets
upstairs. There was a need for larger bathrooms and
more individual bathroom facilities were required.
The bathrooms were gender specific. There was
enough space for all at one sitting in the dining
room. This room was also used for other purposes.
Food was prepared on site. There was a separate
outside occupational therapy room with equipment.
Extend classes are usually conducted in the dining
room and Sonas is usually conducted in the sitting
room. The lounges were comfortably furnished with
comfortable seating, newspapers, TV, video and
radio. The library usually visits once a week. There
was no designated quiet area. The nursing station is
located upstairs. The office of the Director of Nursing
is located opposite reception on the middle floor.
There is one computer located at reception and one
in the Secretary Manager’s office. The Director of
Nursing has a laptop with access to the Internet and
email. There was no clinical room. There was a
mobile oxygen unit and suction. With regard to
storage, clients keep their possessions in their own
room where they are clearly labelled. Daily Care Plans
are kept in the nurses station upstairs and by the

patients beds downstairs. All files and care plans,
which contain confidential information, are kept in
the Director of Nursing’s office. Patients are not
encouraged to have money on site. Small sums are
generally kept on the person. Larger amounts are
sent to the Secretary Manager. Medications are kept
on the individual units on a trolley chained to the
wall. The kitchen is a HACCP kitchen and all food is
prepared on site. Some staff live on site in an annex
building, which in addition to accommodation has a
locker room, dining facilities and a training room.

HIGHFIELD HOSPITAL GROUP

HAMPSTEAD UNIT

Date of inspection: 3rd October 2005

Number of beds: 41 male 

DESCRIPTION

Hampstead Unit is a stand-alone unit that specialises
in the care of elderly patients with Alzheimer’s
disease or enduring mental illness. There are four
Wards of Court in the unit; the remainder of the
patients are of Voluntary status. It is a locked unit.
The age range of patients is from 50 to 96 years.

REFERRAL / PROCESS OF ADMISSION

Patients are referred to the unit through GPs and
other mental health services. Prior to admission, a
community mental health nurse and a consultant
psychiatrist assess each patient at home. 

CARE PLAN

There is now a comprehensive care planning process
in place in the unit. Each patient is assessed and has
an individual care plan drawn up that is reviewed on
a regular basis. There is occupational therapy input
into the care plan where appropriate. There are
multidisciplinary team meetings twice a week on the
unit, attended by the consultant psychiatrist, the
nursing staff and the occupational therapist.
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NURSING PROCESS

There is a care plan as outlined above. A key worker
system is in operation. There are no formal levels of
nursing observation. All staff wear identification
badges. Each patient had a daily activity monitoring
sheet where food intake, toileting, mobility and other
daily activities were recorded. Each activity sheet had
a photograph of the patient attached to it.

ACCESS TO THERAPY

The consultant psychiatrist visits the unit on a daily
basis, and each patient is regularly reviewed. The on-
call service for physical problems is provided by a
primary care service. There is an occupational
therapist and two assistants with input into the ward.

ACCESS TO THERAPEUTIC PROGRAMMES

There is a daily programme of activities provided by
the occupational therapy service. This includes
painting, gardening, outings, walks, orientation and
reminiscence. There have been a number of outings
to shops, entertainment venues and public gardens.
A new occupational therapy centre is currently being
refurbished on the grounds of the unit in an old
summer house, which will provide off-site activities.

SECLUSION

There is no seclusion carried out in the unit.

CLINICAL RISK MANAGEMENT

There are policies available on the unit that cover
patients missing from the unit, the management of
aggression, and restraint. Patients are sometimes
nursed in chairs that prevent them from hurting
themselves. This is not recorded as restraint on this
unit. There is a risk management policy and yearly
action plan. There is also a yearly audit carried out on
serious incidents. A training officer has been put in
place who coordinates the training of all staff. At
present all staff have had breakaway techniques
training and cardio-pulmonary resuscitation training.

Staff have an individualised training plan as well as
having regular lectures from medical staff.

UNIT MANAGEMENT

The unit is divided into two areas separated by a
locked door. On the ground floor the patients are
more cognitively impaired and physically disabled.
There are few activities for these patients and the
emphasis is on nursing care. Upstairs, the patients are
more mobile and are able to participate in activities.
Some of these patients have free access to an
enclosed garden. During the day there is one staff
nurse on duty with five care assistants downstairs
and one staff nurse and two care assistants upstairs.
At night there is one nurse and three care assistants
between the two areas. In addition, there is a CNM2
on duty at night covering both Hampstead and
Highfield. There are also two household staff on the
unit. Food is prepared off site and brought to the
unit. A phlebotomy service is available. Patients’
rising times are staggered, starting at 0700h and
bedtimes start at about 1800h. It was stated that
there is flexibility for the patients who wish to stay
up.

SERVICE USER INVOLVEMENT 

There are numerous leaflets and information available
for patients and their relatives and carers. There is
emphasis on strong links with families and carers.

RECORDS

The clinical files are now all stored in the unit and are
accessible. They were in excellent condition and
contained a case summary and typed detailed
progress notes. The care plans were all up to date as
were the nurses’ progress notes, which were kept
separately from the care plan. The medication sheets
were up to date and both prescriptions and
discontinuations were dated and signed. The
distribution system of medication was excellent and
used blister packs and identifying photographs to
minimise drug errors.
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ENVIRONMENT

Hampstead unit is a stand-alone two-storey unit.
There was a tiny nursing office which did not have a
desk or area for writing reports. The corridors had
pictures and plants and were bright and cheerful.
Downstairs, where the patients are more infirm, there
were four single bedrooms and seven double rooms.
Each room was personalised with adequate storage
space and a wash-hand basin. The double rooms had
curtains around the beds. The bathrooms had both
showers and toilet and were suitable for people with
physical disabilities. The toilets had overriding locks.
The room was a little bare. Most of the patients were
sitting in chairs with music in the background. No
patient was involved in any activity, although most of
the patients were awake and alert. The upstairs part
of the unit had a very pleasant lounge area with TV,
books, radio and patients’ artwork on the walls.
There was a 6-bed dormitory and 17 single rooms.
There were rails along the corridor and where there
are steps from rooms into the corridor. Part of the
corridor where there had been steps previously had
been converted into a ramp. The dining room was
very pleasant. There was a dedicated visitors room
and a study room for staff, which was also used as
an interview room. All recommendations from the
previous report had been addressed The female
patient who had previously been in the unit had
been moved to more appropriate accommodation,
There was now individual care planning in the unit
and each clinical file was stored in the unit. An
occupational therapist and two assistants had
significant input into the unit, the patients and to the
multidisciplinary team. There were overriding locks in
the toilets and safety rails in the corridors. The
medication dispensing system is excellent.

HIGHFIELD UNIT

Date of inspection: 3rd October 2005

Number of beds: 45 female 

DESCRIPTION

This is a 45-bed unit for the care of female patients
who have Alzheimer’s and a high dependency. The
unit is locked for safety reasons. On the day of
inspection there were 45 women in residence. One
patient was on a Temporary status.

REFERRAL

The sources of referral are the hospitals in the Dublin
area, community and sector teams. The process of
referral is a phone call to the hospital identifying bed
status. An assessment is carried out and a decision
made regarding the suitability to admit. The decision
is also based on a person’s health insurance cover or
their ability to pay privately.

PROCESS OF ADMISSION 

There is an assessment on admission. Staff fill out an
admission form with the patient’s relative. A
consultant psychiatrist carries out a full mental state
assessment. There is a physical examination and a
collateral history is obtained. The decision to admit is
made by the consultant psychiatrist in collaboration
with the ward sister. Staff try to communicate with
the patient as much as possible regarding their
treatment plan and encourage contact with family.
The consultant psychiatrist reviews the patient within
24 hours and the initial treatment plan is
documented in the notes. There is a primary nurse
system in operation where a nurse is allocated to a
group of patients.

CARE PLAN

The care plans are nurse led and the nursing team
link in closely with the consultant psychiatrist. Care
plans are needs identified and have goals and
objectives set. Care plans are usually reviewed every
two months. With regard to discharge from the
hospital, it was reported that people tend to stay for
long periods. On occasions when people are
discharged the consultant psychiatrist and the ward
sister meet with the next of kin and discuss a plan of
discharge. 

NURSING PROCESS

The nursing staff on the unit receive training in care
planning and currently use the Roper Logan Tierney
nursing model. This is described as appropriate to the
needs of the patients and is implemented by the
primary nurse. There are risk assessments contained
in the files with regard to falls, wound assessment
and pressure area care.
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ACCESS TO THERAPY

There is access to an occupational therapist but not
to a psychologist or social worker. This issue was
discussed with the hospital management prior to
inspection and it was explained that a number of the
patients are severely demented and the
appropriateness of psychology input was
questionable. It was reported however that the
hospital access clinical psychologists for patients
individually if necessary. The need for social work
input was queried as most of the work is done prior
to the patient coming into hospital. One consultant
psychiatrist is responsible for the patients on this unit
and he has daily contact with the ward. Any medical
and surgical consultations that cannot be met in the
hospital are dealt with at the Mater Hospital. The
patients also have access to a chiropodist, optician,
physiotherapist, dentist and a hearing aid specialist.

ACCESS TO THERAPEUTIC PROGRAMMES

There is evidence of needs-based group therapy. The
hospital has now recruited occupational therapists
and there are two activity therapists who provide a
programme. The groups available are reminiscence,
pet therapy, arts and crafts, bingo, flower arranging,
and various crosswords, puzzles and games.

CLINICAL RISK MANAGEMENT

There is a comprehensive policy programme in place
within the hospital. There are appropriate policies for
clinical risk management, patients absconding, the
management of violent episodes and procedure on
giving medication without consent. There is a
mechanical restraint policy and the hospital liaise
closely with relatives if a patient needs to be nursed
in a chair or have cot sides. The nursing staff receive
mandatory training including cardio-pulmonary
resuscitation, manual handing and fire safety. A
number of courses are run within the hospital and
also through external sources. Any serious incidents
are recorded on appropriate incident forms. 

UNIT MANAGEMENT

There are a number of activities available on the unit.
The patients are accompanied into the garden or into

the grounds of the hospital if they are ambulant. The
door is locked for safety reasons. There is one person
who attends on a daily basis to the unit. The unit is
self-staffing and all staff wear uniform. There is a
process of induction for nursing staff. Staff on site
provides maintenance. Visiting times to the unit are
flexible. There are set times for meals and snacks and
drinks are available between meals. It was reported
that a number of the residents are assisted to get up
in the morning as early as 0600h. This was reported
due to the large number of patients and the heavy
workload. It was also reported that the patients who
get up first in the morning are first to go to bed in
the evening.

SERVICE USER INVOLVEMENT 

There is information available on treatment and
therapies and on patients’ rights. There is a hospital
complaints procedure and complaints are
appropriately followed up. There is a suggestion box
within the unit for people’s opinions.

RECORDS

The files contain the patients’ name on all pages. The
files were legible and tidy. Entries had full names and
titles of personnel and all entries were signed and
dated. There was a treatment plan and progress
reports and there was evidence of regular reviews by
the consultant psychiatrist. Nursing files had
appropriate care plans, which were up to date and
regularly evaluated. The medication cards are signed,
dated, legible, and use generic names.
Discontinuation of medication is signed and dated.
The chart of a person who had been involuntarily
detained was inspected and it was appropriate.

ENVIRONMENT

This was a 45-bed unit on three floors in an
independent hospital. There was evidence of a very
good ongoing maintenance programme and there
was disabled access via lift and stair lift. The décor of
the unit was of a good standard. There was a visitors’
area and access to a garden. The bedrooms were a
mixture of single rooms, double rooms and some
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small dormitories. They were situated on three floors
within the unit. The maximum number of people in a
dormitory is four. All residents have their own
wardrobe space and curtains around the bed. There
are sufficient numbers of toilets and bathrooms and
patients have free access to them. There are specific
bathing times and the minimum standard is one bath
per week. There are overriding locks on the doors.
There are two dining areas within the unit, one for
the more ambulant people on the ground floor and
one on the middle floor for people who require
feeding. There is a separate exercise and activity area
where groups and activities take place. There are a
number of lounge areas and some of the patients are
in Buxton chairs. The hospital are trying to find
alternative seats for these people. Patients have
access to TV, video, radio and newspapers. The
nurses’ station is situated centrally on the ground
floor of the unit. It is a good-sized room, it has
adequate space for report writing, it is accessible and
there is a telephone system. The clinical room is also
in the office and has all the appropriate equipment
and storage required. There is adequate storage
within the unit for the patients’ possessions.

STEWART’S HOSPITAL

UNIT 22

Date of inspection: 24th November 2005

Number of beds: 8 licensed (6 in use) 

DESCRIPTION

This is a locked six-bed unit for people with a
learning disability and a mental disorder. On the day
of inspection there was one Temporary patient. 

REFERRAL

The main source of referral to the unit is from other
units within Stewart’s Hospital and day services. It
was reported that the unit used to provide respite
care and an assessment facility to other services.
However beds have now been filled and they are not
in a position to offer this service. This is something
the clinical team would like to provide again. It was
reported that the population of the unit is fairly static

at the moment. A pre-admission assessment is carried
out prior to a decision to transfer. However it was
reported that recently the unit have been instructed
to admit residents without a prior assessment.

PROCESS OF ADMISSION 

Currently there is an admission policy for the
hospital, but not the unit. It was reported that a
policy has been drafted but not implemented. On
admission, the medical and nursing staff carry out a
full assessment. It was reported that in some cases
due to the delay in having a bed available the patient
is usually quite disturbed when they arrive on the
unit. It was also reported that there is a lot of stigma
attached to the unit due to the disturbed nature of
some of the residents; this sometimes caused
problems moving residents back to their original
ward. It was stated that appropriate services were
needed to comply with detaining residents under the
Mental Health Act, 2001.

CARE PLAN

Care plans on the unit are nurse led and they utilise a
star profile. Care plans are needs identified and
involve appropriate people in meeting the needs of
the residents. Care plans were detailed with specific
goals and objectives identified and were reviewed
regularly. The process of discharge from the unit is to
transfer residents to other wards within the hospital.

NURSING PROCESS

The unit uses its own system of assessing the
residents. There is no formal risk assessment tool.
There are a number of psychological approaches used
but it was recognised that there is a need to develop
a formal risk assessment tool. 

ACCESS TO THERAPY

A psychologist attends the unit twice a week. It was
reported that a process of recruiting occupational
therapy staff and a social worker for the unit was in
the plans for service development. There is access to
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a social worker. There is a clinical nurse specialist
offering regular input to the unit. There is one
consultant psychiatrist who has five consultant
sessions a week in the hospital and gives time to the
unit and its in-patients as part of that session
commitment. There are weekly multidisciplinary team
meetings, which involve all members of the
multidisciplinary team. The unit also has access to a
physiotherapist and a speech and language therapist.

ACCESS TO THERAPEUTIC PROGRAMMES

It was noted that there were some individual
programmes and group activities. Some of the
residents attend services on site and there are
programmes identified. It may be difficult to access
services due to the residents’ history of disturbed
behaviour. It was reported that there are plans to
develop services on a new site in Balgaddy. This may
involve moving some of the services in Stewart’s
Hospital to this new site, which would free up some
space within the present hospital to develop day
services for this unit. 

SECLUSION

There is a new seclusion policy in place and there are
individual plans for each patient regarding seclusion.
A seclusion register is kept. The seclusion room is
clean, safe, with natural light and it is ventilated.
There is a peephole in the door. The room is
monitored by CCTV. It was reported that the room is
used frequently for certain residents as part of a care
plan. 

CLINICAL RISK MANAGEMENT

There is no policy on clinical risk management or
individual risk assessments. There are various policies
in place and there is also an alarm system in
operation. It was reported that staff use crisis
prevention intervention techniques for restraining
residents and it was reported that these techniques
are not always sufficient to meet the challenging
behaviour of the residents. There is a comprehensive
procedure for ensuring that appropriate restraint is
used. It was reported that staff have training in crisis

prevention intervention techniques, which includes
de-escalation and breakaway techniques. It can be
difficult to keep staff updated. Staff also receive
training in cardio-pulmonary resuscitation, medication
used in psychiatry and other mandatory training.
Medical staff have access to appropriate CPD training
and there is a senior registrar training programme.
There is also training for psychologists. Serious
incidents are recorded on appropriate forms and sent
to the Director of Nursing. The unit reported that
they will develop a feedback process in line with the
behaviour guidelines specification. There is informal
debriefing after serious incidents and individual
support.

UNIT MANAGEMENT

It was reported that residents are temporarily
transferred to other units within the campus due to
pressure on beds and to accommodate crisis
admissions. The unit is always locked and residents
are allowed off the unit, some unaccompanied,
depending on the individual and a decision made at
the multidisciplinary team meeting. Other residents
are escorted. During the day there are two staff
nurses and two care staff on duty and at night there
are two care staff. The unit is self-rostering and all
staff receive a hospital induction and an informal
induction to the unit. It was reported that two or
three of the current residents could move to other
services if they existed. The maintenance team within
the hospital carries out maintenance. There is a
flexible arrangement around visiting times but there
is no dedicated space for visitors to the unit. Meals
are prepared at a central kitchen, are at fixed times
and there is availability of snacks and drinks in
between. 

SERVICE USER INVOLVEMENT 

Most of the information given to the residents is
verbal and at team meetings. It was suggested that
the development of an information leaflet would be
appropriate for this unit. There is a hospital-wide
complaints procedure. Staff try to encourage family
contact. There is limited family support. 
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RECORDS

It was noted that the hospital is hoping to introduce
computer records. Currently the medical files contain
residents’ names and ID numbers on all pages, they
are legible and tidy. Entries have full names and titles
of personnel and they are signed and dated. They
contain progress reports from other health
professionals and a treatment plan. The consultant
psychiatrist reviews the residents on a weekly basis.
Nursing notes are legible, tidy and contain
appropriate care plans which are regularly evaluated.
Drug cards are all appropriate.

ENVIRONMENT

This was a six-bed small unit on one floor. It is
situated in the grounds of Stewart’s Hospital,
detached from other units. It is part of a regular
maintenance programme and there is disabled
access. There was no dedicated visitors’ area.
Residents had access to a garden. The bedrooms
were all single rooms and spacious and were
personalised. One of the rooms also doubled as a
second seclusion room if needed. Some of the rooms
have minimal furniture due to the challenging
behaviour of the residents. Some of the furniture
within the rooms had been partially destroyed by the
residents and some needed replacing. The toilets and
bathrooms were of a reasonable standard. There is
one female resident on the unit presently. 

The dining area contained space for all residents at
one sitting and all the furniture was secured to the
floor. The lounge area contained heavy furniture
which was appropriate to the setting. It was
minimally furnished, but did have a TV, video and
radio. There was no separate exercise or activity area
though this was badly needed. There were no quiet
rooms, but currently they are using one of the
bedrooms for a quiet room and activity room. There
were no interview rooms. The nursing station was
located centrally within the unit. It was small with
minimal space for report writing. It was accessible.
The seclusion room had recently been refurbished
and the walls were clear and the environment was as
risk free as it could possibly be. There was a sturdy
door that opened outwards and there was a
peephole for observation. The seclusion room had
CCTV and residents were monitored continuously by

CCTV. There were no furniture or fittings within the
room and it was explained that many of the episodes
of seclusion were for short periods. There was natural
light and ventilation to the room but no heating. It
was reported that the room stays warm due to its
position within the unit. There was an appropriate
seclusion policy and register.

STAFF TRAINING

There are a number of internal courses within the
hospital for staff to attend.
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INDEPENDENT HOSPITALS
RECOMMENDATIONS
ST. JOHN OF GOD HOSPITAL

OVERALL RECOMMENDATIONS

1. Each patient should have an integrated care
and treatment plan that contains a social,
psychological, occupational, nursing,
psychiatric and medical needs assessment,
including a risk assessment, a documented set
of goals collaboratively developed by the
patient and the multidisciplinary team, and
interventions by appropriate members of the
multidisciplinary team, with regular formal
multidisciplinary reviews of the care plan. There
must be documented evidence that the patient
has been involved in developing his or her care
plan, and the patient must have a copy of the
care plan. The care plan must be coordinated
by the patient’s key worker. 

2. The units should be self-staffing to ensure
continuity of care.

3. Policies should be reviewed and updated
where appropriate.

4. There should be a structure in place for
obtaining patients’ and carers’ views and
feedback about the service.

5. All written interventions and prescriptions must
be dated, have a legible signature with the
name and designation of the clinician clearly
printed.

6. Patients should have access to an independent
advocacy service.

7. All decisions to admit a patient should be
discussed with a consultant psychiatrist.

8. Appropriate signage should be displayed
advertising the use of CCTV.

9. The system of calling patients through a
loudspeaker should cease.

ST PETER’S WARD

1. A record should be kept of the times the high
observation area was used.

2. All essential maintenance should be carried
out.

3. Patients should have access to food and drink
throughout the 24-hour period. 

ST PAUL’S WARD

1. There should be an area for patients waiting
for ECT that respects their right to privacy.

ST PATRICK’S HOSPITAL 

OVERALL RECOMMENDATIONS

1. All written interventions and prescriptions must
be dated, have a legible signature with the
name and designation of the clinician clearly
printed.

2. Patients should have access to an independent
advocacy service

3. All decisions to admit a patient should be
discussed with a consultant psychiatrist.

4. Children under the age of 16 should not be
admitted to an adult acute unit.

5. The policy to nurse people in their night attire
should be reviewed.
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BLOOMFIELD CARE CENTRE

1. Each patient should have an integrated care
and treatment plan that contains a social,
psychological, occupational, nursing,
psychiatric and medical needs assessment,
including a risk assessment, a documented set
of goals collaboratively developed by the
patient and the multidisciplinary team,
interventions by appropriate members of the
multidisciplinary team with regular formal
multidisciplinary reviews of the care plan. There
must be documented evidence that the patient
has been involved in developing his or her care
plan, and the patient must have a copy of the
care plan. The care plan must be coordinated
by the patient’s key worker. 

2. Patients should have access to an independent
advocacy service.

KYLEMORE CLINIC

1. Each patient should have an integrated care
and treatment care plan that contains a social,
psychological, occupational, nursing,
psychiatric and medical needs assessment,
including a risk assessment, a documented set
of goals collaboratively developed by the
patient and the multidisciplinary team, and
interventions by appropriate members of the
multidisciplinary team, with regular formal
multidisciplinary reviews of the care plan. There
must be documented evidence that the patient
has been involved in developing his or her care
plan, and the patient must have a copy of the
care plan. The care plan must be coordinated
by the patient’s key worker. 

2. Patients should have access to an independent
advocacy service.

HIGHFIELD HOSPITAL GROUP

1. There are no recommendations for this service
for the year 2005.

STEWART’S HOSPITAL

UNIT 22

1. There should be an admission policy for the
unit and all admissions should be governed by
this policy.

2. Each patient should have an integrated care
and treatment plan that contains a social,
psychological, occupational, nursing,
psychiatric and medical needs assessment,
including a risk assessment, a documented set
of goals collaboratively developed by the
patient and the multidisciplinary team, and
interventions by appropriate members of the
multidisciplinary team, with regular formal
multidisciplinary reviews of the care plan. There
must be documented evidence that the patient
has been involved in developing his or her care
plan, and the patient must have a copy of the
care plan. The care plan must be coordinated
by the patient’s key worker. 

3. Appropriate signage should be displayed
advertising the use of CCTV.

4. Consideration should be given to providing
more space for the patients especially an
exercise area.
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