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The Principal functions of the Mental Health
Commission, as defined by the Act, shall be ‘to
promote, encourage and foster the establishment and
maintenance of high standards and good practices in
the delivery of mental health services and to take all
reasonable steps to protect the interests of persons
detained in approved centres under this Act’.
Mental Health Act 2001 Section 33 (1)
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Vision
Working together for quality mental
health services.

Mission
The Mental Health Commission is
committed to fostering and promoting
high standards in the delivery of mental
health services, to promoting and
enhancing the well-being of all people
with a mental illness and ensuring the
interests of those involuntarily admitted
under the provisions of the Mental
Health Act 2001 are protected.
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Chairman’s Statement
closely with the Expert Group and has made its views
known to this group on necessary service reform. Clearly
the Commission will play a major role in ensuring the
implementation of the new Mental Health Strategy and
in monitoring its effect on service provision and quality.
The Commission’s orientation in all this work is influenced
by its fundamental role as a user advocate and its
assessment of service quality and standards will be
approached in this way. It is the view of the Commission
that user input must be ensured in service planning and
management, and that user input can be valuable in
some aspects of service delivery.

In the last year the Commission has undertaken an
immense amount of work to facilitate the Commission in
the achievement of its twin responsibilities of fostering
high quality in the delivery of mental health services and
in safeguarding the rights of those subject to compulsory
detention. The Commission staff are now substantially in
place. The new Mental Health Services Inspectorate has
completed its first inspection and its report has been
included in this Mental Health Commission Annual
Report. A range of working committees have been
established addressing priority areas for service
development and to facilitate the Commission in the
achievement of its strategic plans. The Commission has
identified accurate service information systems and
service research as key elements in the evaluation of
quality of care and these issues are being prioritised in
on-going work. Reports from these working groups will
continue to be published from time to time.

I would like to thank the Inspector of Mental Health
Services, Dr. Teresa Carey and the team for their detailed
report on registered units and on the quality of the
national mental health services. The commencement of
their inspection in 2004 had necessarily to be delayed
and their success in producing such a detailed,
comprehensive and major report is evidence of their
commitment to their role. The reports and work of the
Inspectorate will be central in the delivery of the
Commission’s responsibility to ensure high quality in
service delivery.

Considerable work has been taking place to enable the
commencement of the remainder of the Mental Health
Act 2001. The Commission has emphasised this matter
recognising that priority must be given to the
implementation of the fundamental protections of
human rights provided for under this Act. Most of this
work has now been completed. The Commission is
confident that the Health Service Executive, the
independent and non statutory mental health service
providers and all mental health professionals recognise
the urgency of the full commencement of the Mental
Health Act 2001 and believes that continuing concerns in
relation to resources can be satisfactorily resolved. The
Commission has been given a clear role as guardian of
the Act and will be firm in its determination to achieve its
full implementation.

The Commission would like to acknowledge the support
throughout the year from user groups, professional
bodies, voluntary organisations and a variety of other
individuals who have contributed in various ways. The
Commission would like in particular to acknowledge the
support of the Department of Health and Children, the
former Health Boards, and more recently, the Health
Service Executive.
The Commission is very conscious of the competency of
its Chief Executive Officer, Bríd Clarke and the other
members of the Executive team of the Commission. We
fully appreciate the enormous amount of work
undertaken by the Executive in 2004 and continue to be
impressed by their professionalism and dedication to
advancing the aims of the Commission.

This is a time of major change in the mental health
services. The Mental Health Act 2001, the establishment
of the Mental Health Commission and the setting up of
an Expert Group to design a new Mental Health Service
Strategy are acknowledgements of the need for
fundamental reform of mental health services. The
accompanying report of the Inspector of Mental Health
Services details major deficits in current services and
suggests the need for radical structural change in the
organisation, management and provision of mental
health care. The Commission recognise that this need for
radical reform is accepted by service providers and service
users and anticipates working very closely with these
groups in bringing about the necessary change. The
Commission has welcomed the opportunity of working

Finally, I would like to thank the members of the
Commission for their contributions and hard work
throughout the year.

Dr. John Owens
June 2005
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Introduction – Chief Executive Officer
I am pleased to introduce the third annual report of
the Mental Health Commission for the year ended 31st
December 2004, as specified in Section 42 of the
Mental Health Act, 2001. This report, in accordance
with the legislative provisions of the Mental Health Act
includes the report of the Inspector of Mental Health
Services.

The Mental Health Commission has been assisted in its
work from a wide range of people and organisations
during the past year. For many, this was an additional
task to an already full agenda and I want to record my
sincere appreciation for this input. Finally, I wish to
thank the personnel in the Commission for their
unstinting commitment and enthusiasm. They have
consistently applied their skills and positive thinking to
their work and I wish to congratulate them on their
achievements in 2004.

The past year has been a busy year for the
Commission. We moved into our own new premises in
January 2004. Recruitment of personnel was a key
activity in 2004 – thereby, establishing the team to
facilitate the implementation of the Mental Health Act,
2001. During 2004, our programme of work focused
on the following broad issues: preparation for
implementation of Part 2 Mental Health Act 2001,
development of a quality framework for mental health
services, inspection of mental health services,
preparation of research strategy in mental health
services, development of mental health information
system, and establishment of the infrastructural
framework, including corporate governance systems,
within the Mental Health Commission

Bríd Clarke
Chief Executive Officer

June 2005

I wish to thank the Commission members for their
advice and support during the last year. As the
programme of work being undertaken by the Mental
Health Commission has been expanded, the demands
on their time and input have increased greatly.
I also wish to record my appreciation of the support
and assistance from personnel in the Department of
Health and Children, especially the Mental Health
Division.
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1. Functions & Structures
One shall be representative of the interest of the
general public.

1.1 MENTAL HEALTH COMMISSION
The Mental Health Commission, an independent
statutory body, was established in April 2002 under the
provisions of the Mental Health Act, 2001.

Three shall be representative of voluntary bodies
promoting the interest of persons suffering from
mental illness (at least two of whom shall be a
person suffering from or who has suffered from
mental illness).

The principal functions of the Commission, as specified
in the Mental Health Act, 2001 are to promote,
encourage, and foster the establishment and
maintenance of high standards and good practices in
the delivery of mental health services and to take all
reasonable steps to protect the interests of persons
detained in approved centres (Section 33 (1)).

One shall be representative of the chief
executives of the health boards.
Not less than four shall be woman and not less
than four shall be men.

The remit of the Commission incorporates the broad
spectrum of mental health services including general
adult mental health services, mental health services for
children and adolescents, older people, people with
learning disability and forensic mental health services.

Members of the Commission shall hold office for a
period not exceeding 5 years.

1.2 MENTAL HEALTH COMMISSION COMMITTEES
2004

The Commission consists of 13 people, including the
Chairman, who are appointed by the Minister for
Health and Children. The composition of the
Commission is as follows:

The Mental Health Commission has established a
number of committees to advise on a range of issues:-

A person who has had not less than 10 years
experience as a practising barrister or solicitor in
the State ending immediately before his or her
appointment to the Commission.

Mental Health Tribunals
Dr. John Owens (Chair), Ms. Vicki Somers, Dr.
Anne Byrne-Lynch, Mr. Gerry Coone, Mr.
Diarmaid McGuinness, Ms. Bríd Clarke, Dr. Gerry
Cunningham.

Three shall be representative of registered
medical practitioners (of which two shall be
consultant psychiatrists) with a special interest in
or expertise in relation to the provision of
mental health services.
Two shall be representative of registered nurses
whose names are entered in the division
applicable to psychiatric nurses in the register of
nurses maintained by An Bord Altranais under
section 27 of the Nurses Act, 1985.

Audit Committee
Mr. Gavin Maguire (External Chair), Ms.
Maureen Windle, Ms. Annie Ryan, Dr. Finbarr
O’Leary, Mr. Padraig Heverin.

One shall be representative of social workers
with a special interest in or expertise in relation
to the provision of mental health services.
One shall be representative of psychologists with
a special interest in or expertise in relation to the
provision of mental health services.
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Functions & Structures

Intellectual Disability and Mental Health Services
Committee

Criminal Law (Insanity) Bill 2002
Dr. John Owens (Chair), Dr. Anne Byrne-Lynch,
Mr. Diarmaid McGuinness, Dr. Finbarr O’Leary,
Mr. Padraig Heverin, Ms. Bríd Clarke.

Ms. Bríd Clarke (Chair), Dr. Anne Byrne-Lynch,
Ms. Annie Ryan, Mr. Joe Casey, Dr. Deirdre
Murphy, Ms. Marina Duffy.

World Mental Health Day 2004

1.3 ORGANISATIONAL STRUCTURE

Ms. Annie Ryan, Dr. Deirdre Murphy, Dr. John
Owens, Ms. Bríd Clarke, Ms. Marina Duffy.

The Mental Health Act 2001 provides for the
appointment of a Chief Executive Officer for the
Commission and the Inspector of Mental Health
Services.

Child & Adolescent Mental Health Services
Committee

The Chief Executive Officer (CEO), appointed by the
Commission, has responsibility for the overall
management and control of the administration and
business of the Commission. The Chief Executive
Officer is the accountable officer for the organisation.

Dr. Finbarr O’Leary (Chair), Ms. Annie Ryan, Ms.
Bríd Clarke, Dr. Teresa Carey, Ms. Patricia
Gilheaney, Mr. Tom Flanagan.

The Inspector of Mental Health Services, a consultant
psychiatrist, is appointed by the Commission. The
principal responsibilities of the Inspector of Mental
Health Services include:

Multidisciplinary Team Working Committee
Mr. Diarmuid Ring (Chair), Ms. Vicki Somers, Mr.
Gerry Coone, Dr. Fiona Keogh, Mr. Gerard Perry,
Dr. Teresa Carey, Ms. Rhona Jennings, Dr. John
Owens.

The inspection of each approved centre at
least once a year.
The inspection, as appropriate, of any other
premises where mental health services are
being provided.

Concepts of Recovery and Service Implications
Committee
Mr. Mike Watts (Chair), Dr. Anne Byrne-Lynch,
Mr. Diarmuid Ring, Dr. Deirdre Murphy, Ms.
Rhona Jennings, Ms. Bríd Clarke.

The preparation of an annual report of the
inspections which were completed and on
the quality of care and treatment received by
people availing of mental health services.
The Mental Health Act also provides for the
appointment of Assistant Inspectors of Mental
Health Services.

Forensic Mental Health Services Committee
Dr. Anne Byrne-Lynch (Chair), Mr. Joe Casey,
Mr. Padraig Heverin, Dr. Gerry Cunningham,
Dr. Pauline Twomey, Mr. Des McMorrow.
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Mental Health Commission Staff 2004
Chief Executive Officer:

Assistant Inspectors:

Ms. Bríd Clarke

Dr. Susan Finnerty
Mr. Tom Flanagan

Inspector of Mental Health Services:

Ms. Rhona Jennings

Dr. Teresa Carey

Mr. Des McMorrow
Dr. Pauline Twomey
Mr. Gerard Perry

Director Standards and Quality Assurance
Ms. Patricia Gilheaney

Administration Staff:
Director Mental Health Tribunals:

Mr. Conor Carroll

Dr. Gerry Cunningham

Ms. Marina Duffy
Mr. Kevin Foley

Research Consultant:

Ms. Esther Gerrard

Dr. Fiona Keogh

Ms. Gale Gilbert
Ms. Marie Higgins

Director Corporate Services

Mr. Noel Kirwan

Mr. Ray Mooney

Ms. Máire McLoughlin
Ms. Maura-Jane Nulty
Ms. Colette Ryan

Training and Information Officer
Ms. Rosemary Smyth

Staff who joined to date in 2005
Health Information Officer

Ms. Melissa Alexander

Mr. David O’Regan

Ms. Sandra Curran
Mr. Fergus Fahy
Ms. Deirdre Hyland
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Strategic Plan 2004 – 2005
The Mental Health Commission published its first Strategic Plan in March 2004, covering the period 2004 – 2005.
The Strategic Priorities identified in the Strategic Plan are based on the statutory functions of the Mental Health
Commission as specified in the Mental Health Act 2001 and informed by international human rights conventions.
The Plan mapped out the direction and focus of the Mental Health Commission during this two year period.

The six strategic priorities are:
Strategic Priority No. 1

To establish the management, professional and organisational systems and infrastructure which will
enable the Commission to fulfil its statutory responsibilities.

Strategic Priority No. 2

To promote and implement best standards of care within the mental health services.

Strategic Priority No. 3

To promote and protect the rights and welfare of persons availing of mental health services, as defined
in the Mental Health Act 2001.

Strategic Priority No. 4

To promote and enhance knowledge and research on mental health services and treatment
interventions.

Strategic Priority No. 5

To increase public awareness and interest in mental health services

Strategic Priority No. 6

To provide an efficient, responsible, quality service to our customers.

14

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part One

Principles and Values of the Mental Health Commission
The Mental Health Commission also outlined in the
Strategic Plan the guiding principles and values of the
organisation. The fundamental principles informing the
Commission in the implementation of its mandate are:

DIGNITY AND RESPECT:
It is a core value of the Commission to treat all those in
contact with the organisation with dignity and respect.
The Commission is committed to providing services
that are culturally and linguistically appropriate.

Promoting quality in the delivery of mental
health services,
Promoting the interests of all persons availing of
mental health services

EMPOWERMENT AND ADVOCACY:
The Commission is committed to facilitating the
realisation of the full potential of those availing of
mental health services and promoting their best
interests.

Protecting the interests of persons involuntarily
admitted under the provisions of the Mental
Health Act 2001.
The core values which define the Commission’s ethos
and culture include:

CONFIDENTIALITY:
This value underpins the work and activity of the
Commission. The Commission is committed to
handling confidential and personal information with
the highest level of professionalism and will take due
care not to release or disclose information outside the
course of that necessary to fulfil our legal and
professional requirements.

EQUITY:
This value will be manifest by the prioritisation of
activities of greatest need and in accordance with the
Commission’s mandate.

ACCOUNTABILITY AND INTEGRITY:
ACHIEVING TOGETHER:

These values will be expressed through the work of the
Commission by operating at all times in a professional
and transparent manner.

It is our commitment to collaborate for improvement
through ongoing partnership, consultation and
teamwork.

QUALITY:
EVALUATION:

The Commission is committed to striving for
continuous improvement of its activities.

The Commission is committed to ongoing review and
monitoring of its activities and incorporating the
required changes.
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Mental Health Commission:

Progressing the Strategic
Plan in 2004
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Progressing the Strategic Plan in 2004
STRATEGIC PRIORITY:

To promote and protect the rights and welfare of persons
availing of mental health services, as defined in the Mental
Health Act 2001

The Mental Health Act 2001 introduces new
procedures and practices in relation to involuntary
admissions, thereby enhancing and protecting the
rights of the individual service user. The Act brings Irish
legislation into conformity with the European
Convention on Human Rights and Fundamental
Freedoms. The Mental Health Commission is mandated
to take all reasonable steps to protect the interests of
persons detained in approved centres under the Mental
Health Act 2001 (Section 33 (1)).

to service providers, service user groups,
voluntary agencies, general practitioners, Garda
Síochána and Government agencies.

A key development in this regard is the establishment
of the independent review systems for those admitted
involuntarily. This includes the appointment of a legal
representative by the Mental Health Commission for
each person admitted involuntarily, an independent
medical examination of the person by a consultant
psychiatrist and the review of the admission order by a
three person mental health tribunal.

(ii)

The Mental Health Commission has developed a
suite of prescribed forms which will be used
when the relevant sections of the Mental Health
Act have been commenced. These forms have
been prepared following consultation with the
relevant stakeholders.

(iii)

A bespoke information system, SIAT (System for
Involuntary Admissions and Tribunals) has been
developed. This will enable the Commission to
record and track all involuntary admissions,
renewal orders and other elements of the
involuntary admission process.

(iv)

The Mental Health Commission with the
assistance of the Legal Aid Board, progressed
the development of a legal aid scheme
specifically for those who are admitted
involuntarily as defined in the Mental Health Act
2001, Section 33(3) (c).

(v)

Discussions with the Department of Finance in
relation to fees for the operation of the
Independent Review System – legal
representation, mental health tribunals and
independent consultant psychiatrist were
completed in mid 2004.

(vi)

The Mental Health Commission advertised for
membership of the panels for the mental health
tribunals, mental health tribunal clerks and
independent examining consultants in
September 2004. The mental health tribunal
consists of three persons – a Chairperson, a

In preparation for the commencement of Parts 2, 4, 5
and 6 the following tasks were undertaken by the
Mental Health Commission during 2004:(i)

Preparation of Reference Guide on the Mental
Health Act 2001
The Reference Guide, (in 2 parts, Part One –
Adult, Part Two – Child and Adolescent) will be
published by the Mental Health Commission in
mid 2005. The Reference Guide will provide a
detailed explanation and guidance on the
Mental Health Act 2001 to assist and inform all
those interested and/or involved in its
implementation. The Reference Guide, which
will be presented in ring- binder A4 format to
facilitate changes and updates, will also be
available on CD ROM and on the Commission’s
website. The Guide will be distributed widely –

18
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Consultant Psychiatrist and a Lay Member. There
was a positive response to the advertisement for
the Chairperson and Lay Member panels.
Interviews for the panels for Chairperson and
Lay Members were completed in November
2004. However, the response from Consultant
Psychiatrists was disappointing. Discussions were
ongoing with the medical representative
organisations at the end of the year.
(vii)

(x)

The Commission established a National
Implementation Group towards the end of 2004
‘to plan and co-ordinate the implementation of
the Mental Health Act 2001 as directed by the
Mental Health Commission’. Membership is
drawn from the Health Service Executive,
Independent Psychiatric Hospitals, Intellectual
Disability Services, Irish College of General
Practitioners and Irish Advocacy Network. This
group has continued to meet on a regular basis.

Work continued in 2004 on the preparation of a
training programme on the Mental Health Act
2001. The training programme will be divided
into three key components:-

(a)

a ‘train the trainers’ programme for the
service providers, thereby facilitating ongoing
training across the mental health services.

(b)

training courses for members of the mental
health tribunals, legal representatives,
independent examining consultants,
consultant psychiatrists and other key
personnel including service users and
advocacy groups.

(c)

liaison and input to training programmes
organised by specific groups such as general
practitioners, emergency medical technicians
and the Garda Síochána.

These programmes are due to commence in 2005.
(viii)

The preparation of information leaflets on the
Mental Health Act 2001 was also advanced in
2004.

(ix)

The Mental Health Commission also commenced
in July 2004 to conduct a monthly census to
record the number of people who were placed
on an involuntary basis in psychiatric
units/hospitals. Further details and analysis of
this census are outlined in Chapter 4.

National Implementation Group
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STRATEGIC PRIORITY

To promote and implement best standards of care within the
mental health services

The Commission has a statutory function to promote,
encourage and foster the establishment and
maintenance of high standards and good practices in
the delivery of mental health services. This includes the
broad spectrum of mental health services from
childhood through adulthood to later life, including the
specialisms such as forensic mental health services and
mental health services for people with an intellectual
disability.

In advancing the implementation of the Commission’s
mandate to promote and foster best standards of care
within the mental health services, it was decided that
an essential element in this process was the
development of a conceptual framework upon which
the quality agenda could evolve. In line with the spirit
of the Mental Health Act and the Commission’s
guiding value of ‘achieving together’, an extensive
consultation process was undertaken during 2004 to
ascertain all the stakeholders’ views on what
constitutes a quality mental health service.

During 2004, the Commission undertook a number of
initiatives to promote and foster high standards and
good practices.

This was the first occasion that the views of all
stakeholders within the mental health services were
sought simultaneously. Following a public tendering
process, Prospectus Management Consultants
facilitated this consultation process between May –
August 2004. Eight consultation workshops, attended
by 66 people and two focus groups to elicit the views
of people who have no specific contacts with the
mental health services were organised. A call in the
national newspapers for written submissions led to the
receipt of two hundred and thirty nine (239) written
submissions from a wide range of stakeholders.

The Inspector of Mental Health Services and Assistant
Inspectors of Mental Health Services (the Inspectorate)
visited and inspected all registered in-patient
psychiatric units and hospitals during 2004. The report
of inspections and the review of mental health services
by the Inspector is contained in Part 2 of the Annual
Report.
The Commission was requested in January 2004 by the
Minister of State at the Department of Health and
Children to conduct an inquiry as per Section 55,
Mental Health Act 2001, into the care of a named
patient.

The consultation process sought stakeholders’ views in
relation to three key areas:What constitutes a quality mental health service
for people using mental health services?

Work was advanced in 2004 on the preparation of a
register of approved centres as defined in Sections 62 –
65 of the Mental Health Act 2001. Currently, there are
57 psychiatric institutions registered under the Mental
Treatment Act 1945. These units will be registered as
approved centres under the transitional provisions
outlined in the Mental Health Act 2001. Registration
for all units will be for a period of three years.

What constitutes a quality mental health service
for families, parents and carers?
What is needed to deliver a quality mental
health service?

20
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Child & Adolescent Mental Health Services
Committee:

The report was finalised in late 2004 and publication is
planned for early 2005. The outcome of this extensive
consultative process will provide the Commission with
an informed basis for developing a quality framework
for mental health services in Ireland.

This committee was established to review the
provisions in the Mental Health Act 2001 in relation to
children and adolescents and make recommendations
to the Commission in this regard. It will review service
development and best practice internationally and
make recommendations to the Commission on future
service developments and policies in Ireland in relation
to children and adolescents with a mental health
problem.

Early in 2004, the Commission agreed to establish a
number of committees to develop discussion papers on
key aspects of mental health services. During the year
the following committees were established:-

Multidisciplinary Team Working Committee:
Intellectual Disability and Mental Health Services
Committee:

This working group was established to review the
available literature and models of multidisciplinary
working and based on best practice and available
evidence, to recommend models for inclusive
multidisciplinary working that would best meet the
needs of service users of the mental health services.

This committee is reviewing the provisions of the
Mental Health Act 2001 in relation to people with an
intellectual disability and mental disorder. The
committee is also reviewing current models of best
practice within the intellectual disability and mental
health sector and making recommendations for future
developments.

Concepts of Recovery and Service Implications
Committee:

Each of the committees is charged with the
preparation of a discussion paper which will be
circulated by the Commission for comment. Policy
papers will then be issued by the Commission. It is
anticipated that the discussion papers will be finalised
during 2005.

The terms of reference for this committee are to review
the different perspectives and definitions of the
recovery model; to review best practice; to define the
process of the recovery model; and to consider how
the mental health services in Ireland could incorporate
the concept of the recovery model into service delivery.

Forensic Mental Health Services Committee:
This committee was set up to review and clarify
definitions; to review models of best practice; to review
current provisions for adults and children/adolescents;
to review mental health services within the prison
services; to prepare a discussion paper including
recommendations for the Commission.
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STRATEGIC PRIORITY

To promote and enhance knowledge and research on mental
health services and treatment interventions

“Mental health problems account for approximately
20% of the total burden of ill health in Europe’ (WHO
2004). This estimate of burden is just the tip of the
iceberg; what makes mental health unique is the broad
impact it can have on all aspects of life, including
physical health, family relationships and social
networks, employment status and contact with the
criminal justice system”. (McDaid, D, European
Observatory on Health Services and Policies). The
Mental Health Commission in its Strategic Plan 2004 –
2005 recognises the importance of high quality
research in mental health services and identifies the
promotion of high quality epidemiological and service
research as a key objective.

Commission, and service providers was established and
the approval of ethics committees was obtained. This
study, which will be completed in 2006, should provide
invaluable information in relation to the lives of people
residing in community residences and inform future
policy developments in this area.
Towards the end of 2003, the Mental Health
Commission commissioned two further research
studies. One study will review service users’ experiences
of home care treatment programmes in an urban area.
The WHO report ‘World Health Report 2001’ advocates
the development of community based care and
treatment services on the basis that such services have
better outcomes, are more accessible and preferred by
service users. This small scale study will provide us with
information on how effective this approach has been
for a small group of service users here in Ireland.

A research strategy for the Mental Health Commission
was formulated during 2004 and is due to be launched
in early 2005. It is intended that this strategy will
facilitate the development of a comprehensive body of
research, information and knowledge in relation to the
mental health services in Ireland and promote strategic
alliances between academic centres and institutions
and the mental health services. A system for recording
and disseminating mental health research is also
identified as a key action in the research strategy.

The second research study commissioned by the
Mental Health Commission at the end of 2004 will
focus on ‘Economic Research on Mental Health in
Ireland’. This will be led by Dr. Eamon O’Shea,
Department of Economics, University College Galway.
There are four strands to this study:

The research study conducted by Dr. Elizabeth Dunne,
Department of Applied Psychology, University College
Cork on users’ views on public funded mental health
services was completed during 2004. The findings are
now being analysed and the publication of the report
is planned in 2005.

the economics of health care in Ireland
cost of mental illness and mental health
costs and outcomes in mental health in Ireland
eliciting preferences for resource allocations for
mental health care in Ireland

The research project, co-funded by the Mental Health
Commission and Health Research Board on community
residences in the Irish mental health services
commenced in 2004. A steering committee
representing the Health Research Board, Mental Health

This study will commence in 2005, and will extend
over an eighteen month period.
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MENTAL HEALTH INFORMATION
Good quality information is a pre-requisite to mental
health research, but such information is not readily
available within the Irish mental health services. A small
number of mental health services have developed
comprehensive computer based information systems,
and the Health Research Board provides comprehensive
data on inpatient activity. However, in-patient activity
accounts for only a part of the activity within the
mental health services currently. Much of the available
data within the mental health services is collected from
paper-based systems. This approach is neither efficient
nor reliable.
The Mental Health Commission, during 2004 initiated
a number of developments to address this deficit. This
included the appointment of a Health Information
Officer, the commissioning of an online mapping and
reporting tool for providing demographic and
healthcare resource information, and an initial review
of information system requirements within the Mental
Health Commission.
The Annual Report of the Mental Health Commission
this year, includes a specific chapter reporting on data
collected by the Mental Health Commission on mental
health services in Ireland for 2004. The Mental Health
Commission is committed to developing and
expanding on this area of activity in the years ahead.
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STRATEGIC PRIORITY:

To increase public awareness and interest in mental health
services
Stigma and discrimination continue to be experienced
by users of mental health services. This contributes to
peoples’ reluctance to avail of services. It can affect
peoples’ employment opportunities and involvement in
community and social networks. It also reduces the
priority given to mental health services compared to
health services in general.

In December 2004, the Mental Health Commission
published its first newsletter. The purpose of the
newsletter, which is distributed to over 14,000 people
is to inform the readers of the activities of the Mental
Health Commission and developments in relation to
the roll-out of the Mental Health Act 2001. The
newsletter will be published bi-monthly.

The Commission is committed to increasing the profile
of mental health services within the public domain,
being an advocate of user rights and promoting high
quality mental health services. During 2004, the
Mental Health Commission responded to
articles/programmes in the media and initiated
discussion on a number of key issues. The launch of
the Mental Health Commission’s Strategic Plan in
March 2004 and the 2003 Annual Report in August
2004 provided an opportunity to inform a wider
audience about our mental health services and increase
public awareness and interest in mental health services.

World Mental Health Day, which takes place annually
on October10th provides an ideal opportunity to
enhance public interest and awareness in mental
health. World Mental Health Day, designated by the
World Federation for Mental Health in 1992, is a
global mental health education project across 180
countries and territories. Each year a theme is selected
by the World Federation. In 2004, the selected theme
was ‘The relationship between Physical and Mental
Health : Co-occuring Disorders’. The selection of this
theme reflected the need to increase the awareness of
viewing health as a whole body concern.

In April and May 2004, the Mental Health Commission
met with all the various service providers (former
health boards and independent psychiatric hospitals)
during a series of presentations on the Mental Health
Act, 2001. Meetings were also held with the
professional bodies and staff representative bodies of
the various disciplines within the mental health
services. The consultation process in relation to
defining a quality mental health service also provided
the Commission with the opportunity to hear the views
of the stakeholders within the mental health services.
Meetings were also held with a number of
organisations to discuss matters relevant to the
mandate of the Mental Health Commission. This
included Comhairle na nOspidéal, the Prison Health
Working sub-group established jointly by the former
health boards and prison service, Expert Group on
Mental Health Policy, National Disability Authority,
Health Research Board, and the Law Reform
Commission.

The Mental Health Commission marked World Mental
Health Day on the 11th October, 2004 by hosting a
public seminar on ‘The Relationship between Physical
and Mental Health’ in the National Concert Hall,
Dublin. Dr. Anne-Marie O’Dwyer, Consultant
Psychiatrist, Psychological Medical Services, St. James’s
Hospital, Dublin, spoke on the ‘Interaction between
Mental and Physical Health – the Mind-Body
Connection’. The second speaker was Professor Tom
O’Dowd, Professor of General Practice, Trinity College,
Dublin who spoke on ‘Poverty and its impact on
Physical and Mental Health’.
There was considerable public interest in the seminar.
The Mental Health Commission intends to highlight
the profile of World Mental Health Day to increase
public interest and awareness of mental health and
mental health services.
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STRATEGIC PRIORITIES

To establish the management, professional and organisational
systems and infrastructure which will enable the Commission to
fulfil its statutory responsibilities
and

To provide an efficient, responsive, quality service to our
customers

The Commission moved to its current offices, in
January 2004. This was a key development to
establishing the organisational structures to enable the
Commission to fulfil its statutory responsibilities. Prior
to the move, the Mental Health Commission was
based in two separate offices, with limited facilities.

The non-capital allocation to the Mental Health
Commission in 2004 was €5.303m, €1.598m was not
drawn down by the Mental Health Commission in
2004. The provisional outturn was €3.26m.
In addition the Mental Health Commission received
€270,000 under the Department of Health and
Children scheme for capital funding for Information
and Communication Technology (ICT) for the
development of a national mental health information
system.

By the end of 2003 the Mental Health Commission
had received approval for twelve posts from the
Department of Health and Children. In May 2004 the
Commission received approval for a further thirteen
posts. Subsequently, the Department of Health and
Children approved three additional posts on a contract
basis to administer the legal aid scheme. The
recruitment and selection of personnel for these posts
continued during 2004. Personnel have demonstrated
considerable flexibility and commitment in establishing
the organisation.

In response to complaints received during 2004 from
service users and/or carers, the Mental Health
Commission considered how best to respond
effectively and efficiently to such complaints. The
Mental Health Commission was finalising a framework
for the effective management of complaints by service
users and carers by the end of the year. This
framework will be discussed with service providers
during 2005 with the planned adoption of a uniform
national system in 2005. Key elements to the
framework include specific time frames for responding,
ensuring complaints, as far as possible, are dealt with
at a local level and ensuring that people are informed
and aware of their local complaints system.

The Comptroller and Auditor General issued audit
certificates following completion of the audit of
accounts for 2002 and 2003.
The audit committee met on three occasions in 2004.
The committee reviewed the Commission’s accounting
policies and procedures, recommended the
appointment of external accountants/audit consultants
and were involved in the risk management workshop.
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The report of the Commission on Financial
Management and Control Systems in the Health
Service (the ‘Brennan’ Report, 2003) and the report of
the Audit of Structures and Functions in the Health
System (the ‘Prospectus’ report, 2003) also noted that
there was an ‘IT deficit’ in the health service, and that
addressing this deficit would help achieve efficiency in
the business of services, and more importantly, enable
the provision of timely, high quality information to
service providers, i.e. managers and clinicians.

INTRODUCTION
This part of the Annual Report presents three aspects
of the information on mental health services collected
by the Mental Health Commission for 2004 using a
number of different methods. The first section presents
the end-of-year census data on inpatient mental health
services. The census was carried out as of midnight,
31/12/2004 and the data was collected from every
inpatient facility. The second section presents a
summary of monthly information on involuntary
admissions for the period July to December 2004,
collected from the same centres. In the first section,
data on patients on leave is excluded and data from
the Central Mental Hospital included. In the second
section, data on patients on leave is included while
data from the Central Mental Hospital excluded.

For data to be useful it must be timely and accurate. It
also should be combined with other data to create
information. For example, a single figure reporting the
number of beds in a particular service is of limited use.
If this figure is coupled with population data and
turned into a rate (i.e. a number based on the
population) it can be directly compared with other bed
rates and we then have information – real comparisons
on the provision of one part of mental health services.

The third section presents population data for the 31
mental health catchment areas in the country. This
population data has been collected by the Commission
in the course of the last six months and has been input
into a geographical information system which will be
used to analyse and present population characteristics
and service data in the coming years. It is hoped that
the data in this report will provide a baseline in terms
of population in mental health catchment areas and a
profile of mental health services in those areas against
which we can measure progress over the coming years.

However, the process of data collection to obtain the
information reported here, revealed many
shortcomings in the area of information collection in
mental health services. Chief among these is the lack
of mental health information systems in our mental
health services.
Many areas rely solely on manual systems to collect
data. In addition, many areas do not have a central
information point where all data can be submitted and
checked. This can result in different information being
reported depending on where the request is directed.
This is particularly the case for catchment area
boundary and electoral division information. This issue
will be addressed by the Mental Health Commission in
a subsequent report in 2005.

Finally bed numbers and rates presented in the end of
year inpatient census data are for 2004. Bed numbers
and rates presented in the Inspector’s Report are for
2003.

THE IMPORTANCE OF MENTAL HEALTH
INFORMATION
The National Health Information Strategy (Department
of Health & Children, 2004) presented a coherent plan
for the development of health information in Ireland
and also argued very strongly for the central
importance of information in improving services for
service users. In this strategy it was noted that health
information systems are essential to plan, manage,
deliver and evaluate services on a person-centred basis.
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1.

DATA QUALITY
The quality and timeliness of the data in this census is
reflective of the lack of mental health information
systems in mental health services. It also reflects the
lack of priority given to mental health information in
terms of the resources allocated to it. The data
requested was quite limited (see form in appendix 1)
and yet it took several services more than two months
to gather the information and submit their completed
form. Checks of the data against other data sources
have also revealed that the accuracy of some data is
uneven. For this reason, the staffing numbers collected
at the end of the year were not included in this part of
the report. Instead, the staffing numbers collected by
the Inspectorate on their site visits in mid 2004 are
included in the Report of the Inspector of Mental
Health Services. In addition, it became evident in the
course of collecting the data that definitions of the
information collected are not part of the data
collection system, and that different interpretations are
used throughout the system. The Commission has
taken steps to begin to address these shortcomings. A
meeting of all data collectors in mental health services
was scheduled for early 2005. Following this meeting,
a timetable of action will be put in place to begin to
improve the process of data collection and the quality
of the data collected.

End of Year Inpatient
Census Data

The Mental Health Commission carried out an end-ofyear census on mental health services in 2004.
Information was requested from service providers on
inpatient mental health services as at 31.12.2004. Up
until 2003 this exercise was undertaken by the Mental
Health Section of the Department of Health and
Children. No substantial changes were made to the
end-of-year census form sent out by the Commission
in terms of the data collected, as the 2004 data had
already been collected in services and it would not
have been reasonable to collect data in a different
format when the year had already passed. Forms were
circulated in January 2005 and all forms were returned
by May 2005. However, the form that had previously
been used was re-designed and was spilt into an endof-year census form (which is cross-sectional data, i.e.
one point in time) and the yearly activity data for the
entire year. The findings from the end-of-year census
form are reported here.
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NUMBER OF INDIVIDUALS IN PSYCHIATRIC
HOSPITALS AND UNITS

TIMING OF THE CENSUS
An inpatient census has previously been carried out by
the Department of Health and Children on the 31st
December of each year. Because of the time of year,
this presents somewhat anomalous figures, as
inpatients who would normally be in hospital are often
at home. The Health Research Board also conducts a
decennial census of inpatients (shown in Figure 1 in
the years 1971, ‘81, ‘91 and 2001). It is interesting to
note the slight increase in the numbers that are
present in hospital in these years. The HRB census is
usually carried out in March. From 2005 onwards, the
Mental Health Commission intends to undertake the
annual inpatient census in September rather than
December, in order to collect a more representative
profile of inpatients.

At the end of 2004 there were 3,556 individuals in
psychiatric hospitals and units around the country, a
rate of 117.4 per 100,000 population aged 16 years
and over (the rate is 91.0 for the total population). This
represents a decrease on the numbers for 2003, when
there were 3,658 individuals recorded in psychiatric
hospitals and units (a rate of 120.8 per 100,000
population aged 16 years and over, Daly et al., 2004).
This decline in inpatient population numbers has taken
place gradually over the last forty years and is shown in
Figure 1. The numbers have reduced from 19,801
persons receiving inpatient care in 1963 to 3,556 in
2004 and are shown in Table 1.

Table 1: Census of inpatients in psychiatric hospitals and units. 1963 to 2004
Year

1963
1964
1965
1966
1967
1968
1969
1970
1971*
1972
1973
*

Number

Year

Number

Year

Number

Year

Number

19,801
18,989
18,641
18,084
17,841
17,218
16,802
16,403
16,661
15,856
15,471

1974
1975
1976
1977
1978
1979
1980
1981*
1982
1983
1984

15,156
14,967
14,473
14,352
13,968
13,838
13,342
13,984
13,428
12,802
12,484

1985
1986
1987
1988
1989
1990
1991*
1992
1993
1994
1995

12,097
11,643
10,621
9,500
7,897
7,334
8,207
6,130
5,806
5,581
5,327

1996
1997
1998
1999
2000
2001*
2002
2003
2004

5,212
4,817
4,820
4,469
4,230
4,321
3,891
3,658
3,556

MSRB/HRB Inpatient census completed on 31 March of each year
All other figures from Department of Health and Children inpatient census on 31st December of each year.
Source: Daly et al. 2004
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Figure 1:
Number of inpatients in Irish psychiatric
hospitals and units. 1963 - 2004
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PROFILE OF RESIDENT INPATIENTS

Diagnosis

Legal status and gender

Table 3 shows the diagnostic profile of inpatients at
the end of 2004. The largest cohort of inpatients was
those with schizophrenia (33.4%), followed by those
with depressive disorders (17.7%). A substantial
number of individuals with a diagnosis of mental
handicap were in hospital at this time (10.3%), a rate
of 12.1 per 100,000 population over 16 years. A
comparison with the figures from 2003 shows that the
number of those with a diagnosis of mental handicap
who were resident in psychiatric hospitals at the end of
2004 has dropped quite considerably from 501
individuals (a rate of 16.5 per 100,000 population) to
366 in 2004.

There were 1,574 females and 1,982 males in
psychiatric hospitals and units at the end of 2004, a
breakdown of 44% and 56% respectively. The legal
status of the individuals who were in hospital at the
end of 2004 is shown in Table 2. Overall, 17% of
inpatients were involuntary, and a further 2.5% were
wards of court. Slightly more male inpatients than
females had an involuntary status.
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Table 2: Gender and legal status of inpatients 2004
Numbers, percentages and rates per 100,000 population over 16 years

Voluntary
Non-voluntary
Ward of court
Unspecified
Total

Number

Male
%

Rate

Number

1,566
369
47
0
1,982

79.0
18.6
2.4
0.0
100.0

51.7
12.2
1.6
0.0
65.4

1,297
236
41
0
1,574

Female
%

82.4
15.0
2.6
0.0
100.0

Rate

Number

Totals
%

42.8
7.8
1.4
0
52.0

2,863
605
88
0.0
3,556

80.5
17.0
2.5
0.0
100.0

Rate

94.5
20.0
2.9
117.4

Table 3: Diagnostic groups for inpatients at the end of 2004
Numbers, percentages and rates per 100,000 population aged over 16 years

Organic Psychosis
Schizophrenia
Other psychoses
Depressive disorders
Mania
Neuroses
Personality disorders
Alcoholic disorders
Drug dependence
Mental handicap
Diagnosis unspecified
Diagnosis not returned
Total

Numbers

%

Rate

238
1,191
44
631
242
90
96
171
25
366
235
227
3,556

6.7
33.4
1.2
17.7
6.8
2.5
2.7
4.8
0.7
10.3
6.6
6.4
100.0

7.9
39.3
1.5
20.8
8.0
3.0
3.2
5.6
0.8
12.1
7.8
7.5
117.4

Table 4: Age groups and length of stay. Inpatients 31/12/2004
Numbers, percentages and rates per 100,000 population over 16
Less than 16 years

<3 mths
3-12 mths
1-5 years
>5 years
Total

16-18 years

Num.

%

Rate

Num.

%

2
0
1
0
3

0.2
0
0.2
0
0.1

0.1
0
0.0
0
0.1

20
3
2
0
25

1.5
0.8
0.3
0
0.7

19-64 years
Rate

Num.

%

0.7 1,025
0.1 267
0.1 326
0 630
0.8 2,270

78.1
73.4
53
51.1
63.8

32

65 years and over
Rate

Num.

%

Rate

33.8 262
8.8
93
10.8 282
20.8 558
74.9 1,195

20
25.5
45.9
45.3
33.6

8.7
3.1
9.3
18.4
39.5

All ages
Age not
specified

Num.

4 1,335
1 364
4 615
54 1,242
63 3,556

%

Rate

100 44.1
100 12.0
100 20.3
100 41.0
100 117.4
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East Area and HSE - East Coast Area also have
comparatively low rates of inpatient beds.

Length of stay
The age group and length of stay of inpatients at the
end of 2004 is shown in Table 4. Three children were
inpatients at the end of 2004, and 25 were aged 1618 years. There are still over 1,000 long-stay patients in
psychiatric hospitals and units, (1,242 inpatients in
hospital for longer than five years, a rate of 41.0 per
100,000 population). 630 of these are aged 19-64
years (51.1%).

Table 5:
Inpatients and beds by HSE Area 2004
Numbers and rates per 100,000 population over 16 years
Inpatients

Rate

Beds

Rate

East Coast Area

118

44.8

153

58.0

Northern Area

366

95.3

398

103.6

South West Area

141

31.1

159

35.0

Midlands Area

225

131.5

262

153.1

Mid West Area

190

72.5

208

79.3

North Eastern Area 127

49.4

143

55.6

North Western Area

97

57.4

148

87.6

Health Service Executive Area

South Eastern Area 697

216.0

761

235.8

The rate of resident inpatients at the end of the year is
influenced by the number of beds available. Both the
numbers and rates of beds and inpatients are
presented in Table 5. The highest rate of inpatients was
in the HSE - South Eastern Area (216.0 per 100,000
population over 16) while the lowest rate was in the
HSE - South West Area (31.1).

Southern Area

543

120.4

598

132.6

Western Area

313

106.5

370

125.9

Private hospitals*

447

-

626

-

71

-

73

-

St. Josephs intellectual
disability service*
221

-

222

-

117.4

4121

136.1

Figures were also collected on the numbers of
inpatients under and over 65 years who came into the
category ‘new long stay’ at the end of 2004. This
means they had been in hospital for more than one
year but less than five years. One hundred and sixty
one inpatients under the age of 65 and 174 inpatients
over 65 years became ‘new long stay’ patients in 2004.

CMH*

Total

Inpatient beds

*

A total of 4,121 beds were available in psychiatric
hospitals and units, when this study was undertaken
(31/12/2004), a rate of 136.1 beds per 100,000
population over 16 years (or a rate of 105.2 per
100,000 total population). This represents a reduction
of 213 beds on 2003, when there were 4,334 beds
reported, a rate of 143.1 per 100,000 population over
16. The inequitable distribution of inpatient beds that
has been commented on in other publications (for
example; Keogh et al., 1999; O’Neill et al., 2002) is still
evident in the figures for 2004. The rate of inpatient
beds ranges from a low of 35.0 per 100,000
population over 16 in the HSE - South West Area, to a
high of 235.8 in the HSE - South Eastern Area. This
low provision in the HSE - South West Area is in spite
of the fact that this HSE Area is known to have high
levels of deprivation in comparison to other HSE Areas
(SAHRU, 1997; Kelly & Teljeur, 2004). The HSE - North

3556

Private psychiatric hospitals, the Central Mental Hospital and St.
Joseph’s Intellectual disability service do not have a defined
catchment area and so population rates cannot be given for
these services.

Comparison with Europe
The rate of psychiatric beds per 100,000 total
population in Ireland (105.2) is high compared to other
European countries (for whom recent data is available).
Countries are included in this table that were members
of the EU in 2003 and who have reported data
recently. Table 6 shows that only three countries had
higher bed rates; Belgium (116.1), Germany (150.2)
and the Netherlands (152.7).
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2.

Table 6:
Psychiatric hospital beds in selected EU countries
for 2003* (or most recently available year)
Country

INVOLUNTARY ADMISSIONS

Psychiatric beds
per 100,000 total population

Austria

63.3

Belgium

116.1*

In July 2004 the Commission commenced the
collection of monthly returns from service providers
detailing their levels of involuntary admissions to each
facility and the number of patients subject to Person of
Unsound Mind or Temporary Reception Orders at the
end of each calendar month. The returns were
introduced by the Commission to provide data to assist
the planning process required for implementation of
the Mental Health Act, 2001 while also allowing
service providers to prepare for the more detailed
statutory notifications required in the Act (2001). Upon
implementation, Part 2 of the Act will require that the
Commission receives individual notifications of every
involuntary admission within 24 hours of an order
being made. Many service providers had indicated that
they would require some preparation time to enable
their systems to comply with this and other statutory
notifications required by the Act.

(2001 most recent figure available)

Denmark

72.8* (2002)

Finland

98.2

France

101.9* (2002)

Germany

150.2* (2002)

Ireland

105.2 (2004)

Italy

13.4

Netherlands

152.7

Spain

49.6* (2001)

Sweden

51.4

Monthly returns on
involuntary admissions

The figures reported here exclude activity relating to
the Central Mental Hospital as its involuntary
admissions are subject to different categories of
detention orders which have been separately reported
to the Commission.

Source: European Health for all Database
(http://data.euro.who.int/hfadb )

Table 7: Involuntary Admissions and Re-gradings to Involuntary Status (July to December 2004)
Legal Category

July

August

Sept

Oct

Nov

Dec

Total

222

205

225

191

218

192

1253

40

45

63

40

58

49

295

Person of Unsound Mind (PUM) order admissions

7

8

7

2

5

2

31

Voluntary patients regraded to PUM

2

0

0

0

0

0

2

271

258

295

233

281

Temporary order admissions
Voluntary patients regraded to temporary order

Total Involuntary Admissions

243 1,581

September had the highest level of involuntary admissions (n = 295) in the period and the lowest was October (n =
233). Average number of involuntary admissions per month for the period was 263.
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Fifty six facilities in 10 health board areas supplied
returns, however a number (n=6) generally submitted a
zero return as they provide a service for involuntary
admissions on an infrequent basis.

The average length of detention at the end of
December 2004 for those detained on Temporary
Admission Orders was 40 weeks, and for those
detained on Person of Unsound Mind Orders the
average length of detention was 28 years.
Table 8 below summarises length of detention of
patients subject to Person of Unsound Mind or
Temporary Orders at end of December 2004.

INVOLUNTARY ADMISSION RATES
Table 7 summarises the number of monthly involuntary
admissions by legal category for the period 31st July
2004 to 31st December 2004.

Eighty per cent of involuntary patients detained at end
of December 2004 were detained for less than one
year. Almost half (n=37) of the 76 patients detained
for more than 2 years were subject to Temporary
Orders. It should be noted that a Temporary Order lasts
up to six months and can be extended by a further
period not exceeding six months or by a series of
orders the aggregate of which shall not exceed
eighteen months. Patients detained on a Temporary
Order for longer than two years require a new order to
be signed.

DETAILS OF PATIENTS SUBJECT TO DETENTION
ORDERS ON 31ST DECEMBER 2004
At 31st December 2004 there where 616 people
subject to involuntary admission orders in Ireland. Of
these 570 were subject to Temporary Admission
Orders, and 46 subject to Person of Unsound Mind
Orders. Eighty one (13%) were absent from their
psychiatric hospital / unit on trial, that is they were
granted leave.

Table 8: Length of Detention of patients subject to Person of Unsound Mind or
Temporary Orders at 31st December 2004.
Legal category

Temporary

PUM

Total (%)

Up to 1 week

45

0

45 (7.5%)

More than 1 week less than 4 weeks

109

1

110 (18%)

More than 4 weeks less than 6 months

268

6

274 (45%)

More than 6 months less than 12 months

53

0

53 (9%)

More than 1 year less than 2 years

49

0

49 (8%)

More than 2 years less than 5 years

23

0

23 (4%)

More than 5 years less than 10 years

8

5

13 (2%)

More than 10 years less than 15 years

2

5

7 (1%)

More than 15 years less than 20 years

2

0

2 (0.5%)

20 years or more

2

29

31 (5%)

561

46

607 (100%)

TOTAL

Missing values = 9 (Missing values are due to the information on date of commencement of detention not being
provided to the Commission.)
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For the majority of patients subject to involuntary
admission orders at 31st December 2004 this was a
readmission (71%). Table 9 below shows details of
responses to this question.

Table 9: Type of Admission (First / Readmission)
Involuntary Patients at 31st December 2004.
Frequency

Percent

First ever admission

173

28%

Readmission

439

71%

Total

612

99%

Missing values = 4

DISCUSSION
Although a full year’s data is not yet available the
figures provide detailed information relating to recent
involuntary admission rates under the 1945 Act which
it is important to disseminate to practitioners in
advance of implementing the new legislation.
Involuntary admission rates are significantly higher in
some areas than others. The figures also cause some
concern in relation to the high average length of
detention, and the more frequent use of PUM orders
for admission which seems to occur in a small number
of areas. For some patients their length of stay in acute
wards appears excessive, given the high demand for
places in these facilities.
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3.

Mental health catchment areas and populations

The Census 2002 (Central Statistics Office, 2003) is the
most up-to-date, detailed information we have on the
Irish population. In 2004 the Mental Health
Commission undertook a process of checking mental
health catchment areas in the country so that a profile
of each catchment area, based on census information,
could be compiled. To progress this, the Commission
invested in an online mapping and reporting tool to
visualise, examine and help plan and allocate resources
for Irish mental health services. Currently there are 31
mental health catchment areas in Ireland. The
populations of these catchments vary from 50,803
persons (West Cork, HSE – Southern Area) to 242,610
(Dublin South West and West Area 4 & 5, HSE – South
Western Area). When discussing mental health
catchments it is important to note that some
catchment area boundaries correspond exactly to
county and/or community care area boundaries,
however a substantial number of these catchments
areas do not correspond to either. There are also areas
where a small number of electoral divisions (EDs) cross
catchment boundaries and are thus shared between
two services. In this section we have, for the first time
(where we have the information), published all the
electoral divisions corresponding to all the mental
health catchment areas in the country. We also publish
the population of each catchment area, giving a
breakdown of ages within these catchments. It is
hoped that this resource will be used by service
providers and all those involved in planning mental
health services as a source for population data for
mental health catchment areas.

which population statistics are available (from the
Central Statistics Office), it is not possible to give
accurate figures for these areas.

Table 10: Age breakdown for Ireland 2002
Numbers and percentages

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total

Mental health catchments areas presented here are
further divided into sectors which are made up of
electoral divisions. Work is still ongoing on mapping
these sectors. It is hoped that this will be finalised in
2005. However catchment area and sector boundaries
are subject to change depending on demographics and
agreements between areas.
One of the problems faced by the Commission when
collating information on catchment areas was the fact
that some electoral divisions are split between two
areas. As the electoral division is the smallest area for
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Persons
Persons
Persons
Persons
Persons
Persons
Persons

0-15
16-17
0-17
18+
65+
18-64
16-64

Population

% of Total
Population

3,917,203
1,946,164
1,971,039

100.00
49.68
50.32

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892

22.68
3.18
25.86
74.14
11.13
63.01
66.19
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HSE - East Coast Area
Cluain Mhuire Mental Health Catchment Area 1
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
+16

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

170,262
81,267
88,995

100
47.73
52.27

3,917,203
1,946,164
1,971,039

100
49.68
50.32

35,711
4,951
40,662
129,600
20,425
109,175
114,126
134,551

20.97
2.91
23.88
76.12
12
64.12
67.03
79.03

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

18,324
2,553
20,877
60,390
8,204
52,186
54,739
62,943

10.76
1.5
12.26
35.47
4.82
30.65
32.15
36.97

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

17,387
2,398
19,785
69,210
12,221
56,989
59,387
71,608

10.21
1.41
11.62
40.65
7.18
33.47
34.88
42.05

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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HSE - East Coast Area
Cluain Mhuire Mental Health Catchment Area 1 Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Ballybrack
3433
Blackrock Booterstown
2888
Blackrock - Carysfort 5555
Blackrock - Central 3648
Blackrock Glenomena
1839
Blackrock Monkstown
3146
Blackrock Newpark
2272
Blackrock Seapoint
1403
Blackrock Stradbrook
2383
Blackrock Templehill
2700
Blackrock Williamstown
2723
Cabinteely Granitefield
2407
Cabinteely Kilbogget
3258
Cabinteely Loughlinstown
1510
Cabinteely - Pottery 4946
Dalkey - Avondale 1446
Dalkey - Bullock
1762
Dalkey - Coliemore 1445
Dalkey Hill
1584
Dalkey Upper
2168
Dun Laoghaire East Central
2144

Dun Laoghaire Glasthule
Dun Laoghaire Glenageary
Dun Laoghaire Monkstown Farm
Dun Laoghaire Mount Town
Dun Laoghaire Sallynoggin West
Dun Laoghaire Sallynogin East
Dun Laoghaire Sallynogin South
Dun Laoghaire Salthill
Dun Laoghaire Sandycove
Dun Laoghaire West Central
Foxrock - Beechpark
Foxrock Carrickmines
Foxrock Deans Grange
Foxrock - Torquay
Killiney North
Killiney South
Shankhill Rathmichael
Shankhill Rathsallagh
Shankhill Shanganagh

Stillorgan - Deerpark 2915
Stillorgan Kilmacud
4003
Stillorgan Leopardstown
2173
Stillorgan - Merville 2847
Stillorgan Mount Merrion
2446
Stillorgan - Priory
1869
Ballinteer - Ludford 2355
Ballinteer Meadowbroads
1729
Ballinteer Meadowmount
1908
Ballinteer Woodpark
4312
Ballinteer-Broadford 3213
Ballinteer - Marley 2602
Dundrum - Balally 5086
Dundrum Kilmacud
2411
Dundrum Sandyford
4862
Dundrum Sweetmount
1993
Glencullen
10266
Tibradden
711

2665
1951
2115
1619
2130
3078
1388
1593
3761
2003
1787
6050
2609
1310
3558
7042

Total
4435

Source: Census 2002
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HSE - East Coast Area
Dublin South East Mental Health Catchment Area 2
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
+16

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

100,973
47,628
53,345

100
47.17
52.83

3,917,203
1,946,164
1,971,039

100
49.68
50.32

13,109
1,678
14,787
86,186
12,991
73,195
74,873
87,864

12.98
1.66
14.64
85.36
12.87
72.49
74.15
87.02

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

6,691
807
7,498
40,130
4,807
35,323
36,130
40,937

6.63
0.8
7.43
39.74
4.76
34.98
35.78
40.54

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

6,418
871
7,289
46,056
8,184
37,872
38,743
46,927

6.36
0.86
7.22
45.61
8.11
37.51
38.37
46.47

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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HSE - East Coast Area
Dublin South East Mental Health Catchment Area 2 Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Churchtown - Castle 1248
Churchtown Landscape
1224
Churchtown Nutgrove
3375
Churchtown Orwell
1957
Churchtown Woodlawn
1288
Clonskeagh Belfield
2138
Clonskeagh Farranboley
1485
Clonskeagh Milltown
1845
Clonskeagh Roebuck
1791
Clonskeagh Windy Arbour
2394
Dundrum - Taney
2785
Mansion House A
4269
Mansion House B
990
Merchants Quay A 1824
Merchants Quay B 3449
Merchants Quay C 2639
Merchants Quay D 2084
Merchants Quay E 1660

Merchants Quay F
Pembroke East A
Pembroke East B
Pembroke East C
Pembroke East D
Pembroke East E
Pembroke West A
Pembroke West B
Pembroke West C
Rathmines East A
Rathmines East B
Rathmines East C
Rathmines East D
Royal Exchange A
Royal Exchange B
South Dock
St. Kevin’s
Total

Electoral Divisions Total Persons

2264
4304
3595
3900
4471
3337
3241
3140
4188
4541
5020
3695
2962
3569
1936
3764
4601
100973

Source: Census 2002
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HSE - East Coast Area
Wicklow Mental Health Catchment Area 10
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
+16

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

100,105
49,397
50,708

100
49.35
50.65

3,917,203
1,946,164
1,971,039

100
49.68
50.32

24,031
3,174
27,205
72,900
9,998
62,902
66,076
76,074

24.01
3.17
27.18
72.82
9.99
62.84
66.01
75.99

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

12,400
1,544
13,944
35,453
4,202
31,251
32,795
36,997

12.39
1.54
13.93
35.42
4.2
31.22
32.76
36.96

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

11,631
1,630
13,261
37,447
5,796
31,651
33,281
39,077

11.62
1.63
13.25
37.41
5.79
31.62
33.25
39.03

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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HSE - East Coast Area
Wicklow Mental Health Catchment Area 10 Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Aghowle
Altidore
Arklow No. 1 Urban
Arklow No. 2 Urban
Arklow Rural
Aughrim
Avoca
Ballinaclash
Ballinacor
Ballinderry
Ballingate
Ballinglen
Ballinguile
Ballyarthur
Ballybeg
Ballycullen
Bray No.1
Bray No.2
Bray No.3
Brockagh
Calary
Carnew
Coolattin
Coolballintaggart
Coolboy
Cronebane
Cronelea
Delgany
Dunganstown East
Dunganstown South
Dunganstown West

Ennereilly
Enniskerry
Glendalough
Glenealy
Greystones
Kilballyowen
Kilbride
Kilcoole
Killinure
Killisky
Kilmacanoge Pt.
Kilpipe
Knockrath
Money
Moneystown
Newcastle Lower
Newcastle Upper
Oldtown
Powerscourt
Rath
Rathdrum
Rathmichael
Shillelagh
Tinahely
Togher
Trooperstown
Wicklow Rural
Wicklow Urban

212
298
7793
2162
1080
1177
773
517
230
378
397
228
114
606
171
249
1619
5972
6684
785
262
1407
266
398
422
444
187
4489
640
622
430

Total

Electoral Divisions Total Persons

368
2801
280
2453
7315
253
772
4066
346
873
13101
339
206
121
261
1806
3261
511
761
274
2123
2450
467
1227
788
249
4590
7031
100105

Source: Census 2002
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HSE – South Western Area
*Dublin South City Mental Health Catchment Area 3
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

*

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

133,095
64,215
68,880

100
48.25
51.75

3,917,203
1,946,164
1,971,039

100
49.68
50.32

21,462
2,806
24,268
108,827
13,051
95,776
98,582
111,633

16.13
2.11
18.23
81.77
9.81
71.96
74.07
83.87

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

10,957
1,418
12,375
51,840
5,052
46,788
48,206
53,258

8.23
1.07
9.3
38.95
3.8
35.15
36.22
40.02

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

10,505
1,388
11,893
56,987
7,999
48,988
50,376
58,375

7.89
1.04
8.94
42.82
6.01
36.81
37.85
43.86

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26

The population and age breakdown provided for Area 3 are approximations as electoral divisions are split with both Area 1 and Area 2.
Shared electoral divisions are indicated in the table below.
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HSE – South Western Area
Dublin South City Mental Health Catchment Area 3 Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Ballinteer – Marley Shared
with Area 1
Ballyboden
5285
Churchtown - Castle
Shared with Area 2
Churchtown - Landscape
Shared with Area 2
Churchtown - Nutgrove
Shared with Area 2
Churchtown - Orwell
Shared with Area 2
Crumlin A
3862
Crumlin B
3197
Crumlin C
2338
Crumlin D
4119
Crumlin E
2970
Crumlin F
2982
Edmondstown
5846
Firhouse Ballycullen
6594
Firhouse Knocklyon
4331
Kimmage B
3791
Kimmage C
3013
Kimmage D
2630
Mansion House A
Shared with Area 2
Mansion House B
Shared with Area 2
Merchants Quay A
Shared with Area 2

Merchants Quay B
Shared with
Merchants Quay C
Shared with
Merchants Quay D
Shared with
Merchants Quay E
Shared with
Merchants Quay F
Shared with
Pembroke East A
Shared with
Pembroke West A
Shared with
Rathfarnham
Rathfarnham Ballyroan
Rathfarnham Butterfield
Rathfarnham Hermitage
Rathfarnham St. Enda’s
Rathfarnham Village
Rathmines West A
Rathmines West B
Rathmines West C
Rathmines West D
Rathmines West E
Rathmines West F

Royal Exchange A
Shared with Area 2
Royal Exchange B
Shared with Area 2
South Dock Shared with
Area 2
St. Kevin’s
Shared with
Area 2
Terenure A
3494
Terenure B
3445
Terenure C
1773
Terenure D
872
Tibradden
Shared with Area 1
Ushers A
1679
Ushers B
1072
Ushers C
2708
Ushers D
1752
Ushers E
1935
Ushers F
3064
Woodquay A
2866
Woodquay B
3538

Area 2
Area 2
Area 2
Area 2
Area 2
Area 2
Area 2
4446
2679
3222
4468
4234

Total
3114
4749
3526
2675
3275
3569
2929

Approx. 133,095

Source: Census 2002
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HSE – South Western Area
Dublin South West and Dublin West Mental Health Catchment Area 4 & 5
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

242,610
119,385
123,225

100
49.21
50.79

3,917,203
1,946,164
1,971,039

100
49.68
50.32

57,018
8,307
65,325
177,285
18,404
158,881
167,188
185,592

23.5
3.42
26.93
73.07
7.59
65.49
68.91
76.5

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

29,181
4,239
33,420
85,965
7,680
78,285
82,524
90,204

12.03
1.75
13.78
35.43
3.17
32.27
34.02
37.18

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

27,837
4,068
31,905
91,320
10,724
80,596
84,664
95,388

11.47
1.68
13.15
37.64
4.42
33.22
34.9
39.32

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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HSE – South Western Area
Dublin South West and Dublin West Mental Health Catchment Area 4 & 5
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Ballinascorney
657
Bohernabreena
3936
Chapelizod
2351
Cherry Orchard A
2161
Cherry Orchard B
2918
Cherry Orchard C
3728
Clondalkin Ballymount
2011
Clondalkin Cappaghmore
1609
Clondalkin Dunawley
10710
Clondalkin Monastery
9363
Clondalkin Moorfield
6246
Clondalkin Rowlagh
4504
Clondalkin – Village 8595
Decies
2933
Drumfinn
3799
Firhouse – Village
9024
Inchicore A
2041
Inchicore B
1849
Kilmainham A
2355
Kilmainham B
1159
Kilmainham C
3844
Kimmage A
2089
Kimmage E
3502
Kylemore
2805
Lucan – Esker
20807
Lucan – Heights
5719
Lucan - St. Helens 7045
Newcastle
2355
Palmerstown Village
3929

Palmerstown West 8130
Rathcoole
3204
Saggart
1588
Tallagh – Glenview 1496
Tallaght – Avonbeg 1645
Tallaght – Belgard
1970
Tallaght - Fettercairn 6488
Tallaght – Jobstown 9838
Tallaght - Killinarden 4700
Tallaght - Kilnamanagh
5323
Tallaght – Kiltipper 5333
Tallaght - Kingswood 4250
Tallaght – Millbrook 3917
Tallaght – Oldbawn 4580
Tallaght - Springfield 7787
Tallaght – Tymon
5604
Templeogue Cypress
3079
Templeogue Kimmage
4396
Templeogue - Orwell 2629
Templeogue - Village 1607
Templeogue-Limekiln 3874
Templeogue-Osprey 2798
Terenure - Cherryfield
2228
Terenure - Greentree 2980
Terenure - St. James 3108
Walkinstown A
1893
Walkinstown B
1858
Walkinstown C
2263
Total

Electoral Divisions Total Persons

242610

Source: Census 2002
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HSE – South Western Area
Kildare and West Wicklow Mental Health Catchment Area 9
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
+16

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

178,515
90,138
88,377

100
50.49
49.51

3,917,203
1,946,164
1,971,039

100
49.68
50.32

45,152
5,865
51,017
127,498
12,359
115,139
121,004
133,363

25.29
3.29
28.58
71.42
6.92
64.5
67.78
74.7

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

23,254
2,970
26,224
63,914
5,498
58,416
61,386
66,884

13.03
1.66
14.69
35.8
3.08
32.72
34.39
37.46

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
77.32

21,898
2,895
24,793
63,584
6,861
56,723
59,618
66,479

12.27
1.62
13.89
35.62
3.84
31.77
33.4
37.24

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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Kildare and West Wicklow Mental Health Catchment Area 9
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Athy East Urban
2862
Athy Rural (Pt.)
1692
Athy West Urban
2399
Ballaghmoon
222
Ballitore
716
Ballybackan
475
Ballymore Eustace 1584
Ballynadrummy
575
Ballysax East
2315
Ballysax West
1026
Ballyshannon
994
Balraheen
1884
Baltinglass
1963
Belan
188
Bert
159
Blessington
3126
Bodenstown
3193
Burgage
1003
Burtown
296
Cadamstown
763
Carbury
1650
Carnalway
1399
Carragh
901
Carrick
212
Carrigeen
543
Castledermot
1123
Celbridge
14333
Churchtown
472
Clane
5179
Cloncurry
1174
Cloncurry
328
Donadea
573
Donaghcumper
3118
Donard
482
Donore
641
Donoughmore
356
Downings
2090
Drehid
197
Dunfierth
610
Dunlavin
1323
Dunmanoge
468
Dunmurry
356
Eadestown
154
Feighcullen
549
Fontstown
400

Gilltown
803
Graney
544
Grangemellon
547
Harristown
343
Hartstown
270
Hollywood
639
Humewood
286
Imeal North
207
Imeal South
242
Inchaquire
186
Johnstown
157
Kilberry
589
Kilbride
952
Kilcock
3243
Kilcullen
1782
Kildangan
370
Kildare
6867
Kilkea
369
Kill
2993
Killashee
258
Killinthomas
406
Kilmeage North
1394
Kilmeage South
1121
Kilpatrick
788
Kilrainy
501
Kilrush
425
Kilteel
483
Lackagh
582
Lackan
744
Ladytown
778
Leixlip
15154
Lugglass
150
Lullymore
163
Maynooth
10837
Monasterevin
3152
Moone
372
Morristownbiller
9693
Naas Rural
1134
Naas Urban
18288
Narraghmore
481
Newbridge Rural
1168
Newbridge Urban
7684
Newtown
420
Nurney
672
Oldconnell
786

Oughterard
Pollardstown
Quinsborough
Rathangan
Rathdangan
Rathernan
Rathmore
Rathsallagh
Robertstown
Skerries
Straffan
Stratford
Talbotstown
The Grange
Thomastown
Timahoe North
Timahoe South
Tober
Togher
Tuckmill
Usk
Windmill Cross
Total
Source: Census 2002
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443
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350
349
392
649
868
533
419
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460
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HSE - Northern Area
Dublin North West Mental Health Catchment Area 6
Variable

Value

%

National
Value

National
%

Total Persons
Total Males
Total Females

143,029
69,698
73,331

100
48.73
51.27

3,917,203
1,946,164
1,971,039

100
49.68
50.32

Total
Total
Total
Total
Total
Total
Total
Total

Persons 0-15
Persons 16-17
Persons 0-17
Persons 18+
Persons 65+
Persons 18-64
Persons 16-64
Person +16

31,711
4,498
36,209
106,820
13,143
93,677
98,175
111,318

22.17
3.14
25.32
74.68
9.19
65.5
68.64
77.83

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

16,372
2,294
18,666
51,032
5,266
45,766
48,060
53,326

11.45
1.6
13.05
35.68
3.68
32
33.6
37.28

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

15,339
2,204
17,543
55,788
7,877
47,911
50,115
57,992

10.72
1.54
12.27
39
5.51
33.5
35.04
40.55

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+
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Dublin North West Mental Health Catchment Area 6 Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Ashtown A
Ashtown B
Ballygall A
Ballygall B
Ballygall C
Ballygall D
Ballymun F
Blanchardstown
Abbotstown
Blanchardstown
Blakestown
Blanchardstown
Codrduff
Blanchardstown
Coolmine
Blanchardstown
Delwood
Blanchardstown
Mulhuddart
Blanchardstown
Roselawn
Blanchardstown
Tyrrelstown
Botanic A
Cabra East A

Cabra East B
Cabra East C
Cabra West A
Cabra West B
Cabra West C
Cabra West D
Castleknock Knockmaroon
Castleknock –
Park
Dubber
Finglas North A
Finglas North B
Finglas North C
Finglas South A
Finglas South B
Finglas South C
Finglas South D
Lucan North
Phoenix Park
The Ward

6817
2607
2843
1747
3787
2412
2652
2537
24404
4346
9202
4589
1833
2043

Electoral Divisions Total Persons

3661
3638
1700
2645
2937
2865
14859
4561
838
3540
2938
3129
2607
3309
2768
2138
338
1468
1308

1653
2914
5396

Total

143029

Source: Census 2002
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HSE - Northern Area
Dublin North Central Mental Health Catchment Area 7
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
+16

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

133,559
64,495
69,064

100
48.29
51.71

3,917,203
1,946,164
1,971,039

100
49.68
50.32

22,728
2,871
25,599
107,960
16,804
91,156
94,027
110,831

17.02
2.15
19.17
80.83
12.58
68.25
70.4
82.98

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

11,607
1,586
13,193
51,302
6,700
44,602
46,188
52,888

8.69
1.19
9.88
38.41
5.02
33.39
34.58
39.6

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

11,121
1,285
12,406
56,658
10,104
46,554
47,839
57,943

8.33
0.96
9.29
42.42
7.57
34.86
35.82
43.38

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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Dublin North Central Area 7 Mental Health Catchment Area Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Arran Quay A
Arran Quay B
Arran Quay C
Arran Quay D
Arran Quay E
Ballybough A
Ballybough B
Ballymun A
Ballymun B
Ballymun C
Ballymun D
Ballymun E
Beaumont A
Beaumont E
Beaumont F
Botanic B
Botanic C
Clontarf East B
Clontarf East C
Clontarf East D
Clontarf West B
Clontarf West C
Clontarf West D
Clontarf West E

Drumcondra South
Drumcondra South
Drumcondra South
Grace Park
Inns Quay A
Inns Quay B
Inns Quay C
Mountjoy A
Mountjoy B
North City
North Dock A
North Dock B
North Dock C
Rotunda A
Rotunda B
Whitehall A
Whitehall B
Whitehall C
Whitehall D

1390
3089
2375
3675
2902
3368
3009
1575
4050
5896
3712
1602
2667
2289
3748
3449
2195
6458
3029
2772
2602
3372
2140
2394

Total

Electoral Divisions Total Persons

A3857
B 1377
C3504
5986
3373
2953
2359
3242
2725
3942
1287
3628
3568
4199
1752
3542
3902
2252
2353

133559

Source: Census 2002
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HSE - Northern Area
Dublin North Mental Health Catchment Area 8
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

210,346
103,473
106,873

100
49.19
50.81

3,917,203
1,946,164
1,971,039

100
49.68
50.32

48,259
6,498
54,757
155,589
18,448
137,141
143,639
162,087

22.94
3.09
26.03
73.97
8.77
65.2
68.29
77.06

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

24,955
3,453
28,408
75,065
7,955
67,110
70,563
78,518

11.86
1.64
13.51
35.69
3.78
31.9
33.55
37.33

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

23,304
3,045
26,349
80,524
10,493
70,031
73,076
83,569

11.08
1.45
12.53
38.28
4.99
33.29
34.74
39.73

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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HSE - Northern Area
Dublin North Mental Heatlh Catchment Area 8
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Airport
Ayrfield
Balbriggan Rural
Balbriggan Urban
Baldoyle
Balgriffin
Ballyboghil
Balscadden
Beaumont B
Beaumont C
Beaumont D
Clonmethan
Clontarf East A
Clontarf East E
Clontarf West A
Donabate
Edenmore
Garristown
Grange A
Grange B
Grange C
Grange D
Grange E
Harmonstown A
Harmonstown B
Hollywood
Holmpatrick
Howth
Kilmore A
Kilmore B
Kilmore C
Kilmore D

Kilsallaghan
Kinsaley
Lusk
Malahide East
Malahide West
Portmarnock North
Portmarnock South
Priorswood A
Priorswood B
Priorswood C
Priorswood D
Priorswood E
Raheny – Foxfield
Raheny - Greendale
Raheny - St. Assam
Rush
Skerries
Sutton
Swords – Forrest
Swords - Glasmore
Swords - Lissenhall
Swords - Seatown
Swords – Village
Turnapin

441
5426
4501
6631
6374
590
859
577
5173
3050
2605
605
3279
1643
3487
6141
2890
1162
7301
2138
3673
4330
2930
3070
2585
952
3328
8706
2943
3006
1676
2337

Total

Electoral Divisions Total Persons

2032
3528
4131
5281
6315
5071
3338
1564
3298
3633
2846
2883
2712
2478
3488
6759
7612
6203
9797
7679
6081
4919
2572
1717

210346

Source: Census 2002
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HSE – Southern Area
North Lee Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

156,036
78,020
78,016

100
50
50

3,917,203
1,946,164
1,971,039

100
49.68
50.32

35,870
4,912
40,782
115,254
15,239
100,015
104,927
120,166

22.99
3.15
26.14
73.86
9.77
64.1
67.25
77.01

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

18,407
2,502
20,909
57,111
6,600
50,511
53,013
59,613

11.8
1.6
13.4
36.6
4.23
32.37
33.97
38.2

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

17,463
2,410
19,873
58,143
8,639
49,504
51,914
60,553

11.19
1.54
12.74
37.26
5.54
31.73
33.27
38.81

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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HSE – Southern Area
North Lee Mental Health Catchment Area
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Aghinagh
Aglish
Ardagh
Ballintemple
Ballycotton
Ballynaglogh
Ballyspillane
Bealanageary
Blackpool
Blackpool A
Blackpool B
Blarney
Caherlag
Candroma
Cannaway
Carrignavar
Carrigrohane Beg
Carrigtohill
Castlemartyr
Centre A
Centre B
Churchfield
Cleanrath
Clondrohid
Clonmoyle
Clonmult
Clonpriest
Cloyne
Cobh Rural
Cobh Urban
Commons
Corkbeg
Dangan
Derryfineen
Dripsey
Dungourney
Fair Hill A

Fair Hill B
Fair Hill C
Farranferris A
Farranferris B
Farranferris C
Firmount
Garryvoe
Glenville
Gowlane
Greenfort
Greenville
Grurranebraher A
Gurranebraher B
Gurranebraher C
Gurranebraher D
Gurranebraher E
Gurtnatubbrid
Ightermurragh
Inch
Inchigeelagh
Kilberrihert
Kilcronat
Kilcullen
Killeagh
Killeagh
Kilmacdonagh
Kilnamartery
Knockantota
Knocknaheeny
Knockraha
Lisgoold
Macloneigh
Macroom Urban
Magourney
Mardyke
Mashanaglass
Matehy

Mayfield
Midleton Rural
Midleton Urban
Mogeely
Montenotte A
Montenotte B
Mountrivers
Rahalisk
Rathcooney
Riverstown
Rostellan
Shanakiel
Shandon A
Shandon B
Slievereagh
St Mary’S
St Patrick’S A
St Patrick’S B
St Patrick’S C
Sunday’S Well A
Sunday’S Well B
Templebodan
Templenacarriga
The Glen A
The Glen B
Tivoli A
Tivoli B
Ullanes
Warrenscourt
Whitechurch
Youghal Rural
Youghal Urban

426
1339
461
441
1293
322
283
494
778
641
1272
4917
5270
257
473
997
1691
3507
873
560
1583
1527
189
814
430
158
799
2512
4614
6767
889
1845
160
217
1323
479
693

919
4378
1802
1073
676
489
536
339
905
634
196
821
681
1079
1034
1241
426
1323
382
507
494
114
660
526
893
739
614
598
4439
781
609
780
2836
994
875
432
2593

Total
Source: Census 2002
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3562
4675
3798
362
1857
2727
548
430
6593
4285
798
3147
1045
1183
760
4100
1352
1274
762
731
740
399
498
2363
4244
1452
2512
537
753
1833
801
6203
156036
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HSE – Southern Area
South Lee Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

167,479
81,423
86,056

100
48.62
51.38

3,917,203
1,946,164
1,971,039

100
49.68
50.32

36,423
5,092
41,515
125,964
17,982
107,982
113,074
131,056

21.75
3.04
24.79
75.21
10.74
64.47
67.52
78.25

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

18,722
2,554
21,276
60,147
7,469
52,678
55,232
62,701

11.18
1.52
12.7
35.91
4.46
31.45
32.98
37.44

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

17,701
2,538
20,239
65,817
10,513
55,304
57,842
68,355

10.57
1.52
12.08
39.3
6.28
33.02
34.54
40.81

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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South Lee Mental Health Catchment Area Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Ballinadee
Ballincollig
Ballinlough A
Ballinlough B
Ballinlough C
Ballinspittle
Ballyfeard
Ballyfoyle
Ballygarvan
Ballygorman
Ballymackean
Ballymartle
Ballymodan
Ballymurphy
Ballyphehane A
Ballyphehane B
Bandon Urban
Baurleigh
Bengour
Bishopstown
Bishopstown A
Bishopstown B
Bishopstown C
Bishopstown D
Bishopstown E
Boulteen
Brinny
Browningtown
Carrigaline
Carrigaline
Cashel
City Hall A
City Hall B

Coolmain
Cullen
Douglas
Dunderrow
Evergreen
Farranbrien
Gillabbey A
Gillabbey B
Gillabbey C
Glasheen A
Glasheen B
Glasheen C
Greenmount
Inishannon
Inishkenny
Kilbonane
Kilbrittain
Kilbrogan
Kilmonoge
Kilpatrick
Kinsale Rural
Kinsale Urban
Kinure
Knockavilly
Knockrea A
Knockrea B
Knockroe
Laherne
Leighmoney
Lenenagh
Liscleary
Mahon A
Mahon B

Mahon C
Monkstown Rural
Monkstown Urban
Moviddy
Murragh
Nohaval
Ovens
Pouladuff A
Pouladuff B
Rathclarin
South Gate A
South Gate B
Teadies
Templebreedy
Templemartin
Templemichael
The Lough
Togher A
Togher B
Tramore A
Tramore B
Tramore C
Turner’S Cross A
Turner’S Cross B
Turner’S Cross C
Turner’S Cross D

364
15119
809
1912
1650
513
271
234
1335
977
316
821
3955
672
705
917
1578
264
234
113
1155
2005
5324
1827
3502
434
605
1080
1769
9343
327
783
1106

402
399
15999
1323
1414
460
1948
1088
1686
741
728
3161
2265
1424
4914
885
513
1500
571
362
3044
2257
290
367
860
997
527
309
505
8102
3282
4168
4275

Total
Source: Census 2002

59

3576
779
4184
1107
368
209
1047
892
1829
526
1431
958
745
2696
591
620
1436
2451
807
834
1120
3047
890
1318
728
505

167479

Electoral Divisions Total Persons
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HSE – Southern Area
North Cork Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

73,511
37,103
36,408

100
50.47
49.53

3,917,203
1,946,164
1,971,039

100
49.68
50.32

16,558
2,500
19,058
54,453
10,150
44,303
46,803
56,953

22.52
3.4
25.93
74.07
13.81
60.27
63.67
77.48

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

8,406
1,281
9,687
27,416
4,403
23,013
24,294
28,697

11.44
1.74
13.18
37.3
5.99
31.31
33.05
39.04

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

8,152
1,219
9,371
27,037
5,747
21,290
22,509
28,256

11.09
1.66
12.75
36.78
7.82
28.96
30.62
38.44

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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HSE – Southern Area
North Cork Mental Health Catchment Area
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Aghern
Allow
Ardskeagh
Ballyarthur
Ballyclogh
Ballyhoolahan
Ballyhooly
Ballynamona
Ballynoe
Banteer
Barleyhill
Barnacurra
Bawncross
Boherboy
Buttevant
Caherbarnagh
Caherduggan
Carrig
Carrig
Castle Hyde
Castlecooke
Castlecor
Castlelyons
Castlemagner
Castletownroche
Churchtown
Clenor
Clonfert East
Clonfert West
Clonmeen
Coolclogh
Coole
Coomlogane
Crinnaloo
Cullen
Curraglass
Derragh

Derryvillane
Doneraile
Doonasleen
Drishane
Dromina
Dromore
Farahy
Fermoy Rural
Fermoy Urban
Glanworth East
Glanworth West
Glenlara
Gortmore
Gortnaskehy
Gortroe
Greenane
Imphrick
Kanturk
Keale
Kilbrin
Kilcor
Kilcorney
Kilcummer
Kildinan
Kildorrery
Kilgullane
Killathy
Kilmaclenine
Kilmeen
Kilphelan
Kilshannig
Kilworth
Knockatooan
Knockmourne
Knocknagree
Knocktemple
Leitrim

Liscarroll
555
Mallow North Urban 3996
Mallow Rural
2698
Mallow South Urban 3095
Marshalstown
360
Meens
546
Milford
616
Milltown
355
Mitchelstown
4621
Monanimy
632
Nad
97
Newmarket
1595
Newtown
744
Rahan
762
Rathcool
418
Rathcormack
966
Rathluirc
3021
Roskeen
406
Rosnalee
402
Rowls
191
Shanballymore
487
Skagh
435
Skahanagh
141
Springfort
541
Streamhill
125
Templemary
301
Templemolaga
300
Tincoora
304
Tullylease
408
Wallstown
209
Watergrasshill
739
Williamstown
447

198
420
390
250
579
275
531
778
482
689
512
227
346
676
1665
565
444
114
249
659
165
339
918
368
793
682
313
357
188
234
322
738
927
209
434
346
205

472
1380
387
1423
511
1611
332
3110
2270
392
811
339
158
263
586
981
269
1538
307
280
338
290
240
452
473
132
374
629
298
549
838
926
322
840
635
371
284

Total
Source: Census 2002
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HSE – Southern Area
West Cork Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

50,803
25,771
25,032

100
50.73
49.27

3,917,203
1,946,164
1,971,039

100
49.68
50.32

11,879
1,599
13,478
37,325
7,812
29,513
31,112
38,924

23.38
3.15
26.53
73.47
15.38
58.09
61.24
76.62

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

6,069
832
6,901
18,870
3,571
15,299
16,131
19,702

11.95
1.64
13.58
37.14
7.03
30.11
31.75
38.78

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

5,810
767
6,577
18,455
4,241
14,214
14,981
19,222

11.44
1.51
12.95
36.33
8.35
27.98
29.49
37.84

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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West Cork Mental Health Catchment Area
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Abbeymahon
Adrigole
Aghadown North
Aghadown South
Ahil
Ardfield
Argideen
Aultagh
Ballingurteen
Ballybane
Ballydehob
Ballymoney
Bantry Rural/Whiddy
Bantry Urban
Bealanageary
Bealock
Bere
Bredagh
Butlerstown
Caheragh
Cahermore
Cape Clear
Carrigbaun
Carrigboy
Castlehaven North
Castlehaven South
Castletown
Castleventry
Cloghdonnell
Clonakilty Rural
Clonakilty Urban
Cloonkeen
Coolagh

Coolcraheen
559
Coolmountain
430
Coulagh
519
Courtmacsherry
539
Crookhaven
250
Curryglass
345
Derry
422
Douce
234
Drinagh
207
Drinagh
323
Dromdaleague North 235
Dromdaleague South 494
Dunbeacon
213
Dunmanus
197
Dunmanway North 1161
Dunmanway South 1167
Durrus East
238
Durrus West
621
Garranes
371
Garrown
264
Glanlough
202
Glengarriff
875
Goleen
260
Gortnascreeny
418
Kealkill
400
Kilcaskan
755
Kilcatherine
766
Kilcoe
403
Kilfaughnabeg
520
Kilkerranmore
476
Killaconenagh
1478
Killeenleagh
348
Kilmaloda East
267

Kilmaloda West
Kilmoylerane
Kilnagross
Kilnamanagh
Kinneigh
Knocks
Knockskagh
Lower Town
Manch
Mealagh
Milane
Myross
Rathbarry
Rosscarbery
Rossmore
Scart
Seefin
Sheepshead
Shreelane
Skibbereen Rural
Skibbereen Urban
Skull
Teerelton
Templeomalus
Timoleague
Toormore
Tullagh
Woodfort

570
479
287
597
229
609
320
306
501
233
778
779
981
3150
239
284
207
613
393
289
370
346
369
410
720
396
387
221
364
1163
3432
349
187

Total
Source: Census 2002
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211
230
552
398
389
272
510
206
477
295
201
643
445
862
258
330
212
162
316
1146
2000
1068
469
660
560
214
798
404
50803

Electoral Divisions Total Persons
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Kerry Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

132,527
66,572
65,955

100
50.23
49.77

3,917,203
1,946,164
1,971,039

100
49.68
50.32

28,775
4,335
33,110
99,417
18,208
81,209
85,544
103,752

21.71
3.27
24.98
75.02
13.74
61.28
64.55
78.29

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

14,557
2,200
16,757
49,815
8,210
41,605
43,805
52,015

10.98
1.66
12.64
37.59
6.19
31.39
33.05
39.25

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

14,218
2,135
16,353
49,602
9,998
39,604
41,739
51,737

10.73
1.61
12.34
37.43
7.54
29.88
31.49
39.04

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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Kerry Mental Health Catchment Area Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Abbeydorney
Aghadoe
Aglish
Arabela
Ardagh
Ardea
Ardfert
Astee
Bahaghs
Ballincloher
Ballinskelligs
Ballinvoher
Ballybrack
Ballyconry
Ballyduff
Ballyduff
Ballyegan
Ballyegan
Ballyhar
Ballyheige
Ballyhorgan
Ballynacourty
Ballynahaglish
Ballynorrig
Ballyseedy
Banawn
Banna
Baurtregaum
Beal
Blennerville
Boolteens
Brandon
Brewsterfield
Brosna
Caher
Caherdaniel
Canuig
Cappach
Caragh
Carker
Carrig
Castlecove
Castlegregory
Castleisland
Castlequin

Causeway
Churchtown
Cloghane
Clogherbrien
Cloon
Cloontubbrid
Clydagh
Coolies
Coom
Cordall
Crinny
Curraghbeg
Curraghmore
Currans
Dawros
Deelis
Derreen
Derriana
Derrynane
Dingle
Doocarrig
Doon
Dromin
Drommartin
Dromore
Duagh
Dunloe
Dunquin
Dunurlin
Emlagh
Ennismore
Flesk
Glanbehy
Glanlee
Glanlough
Glanmore
Glin
Gneeves
Greenane
Gullane
Gunssborough
Headfort
Inch
Kenmare
Kerryhead

Kilbonane
Kilcummin
Kilfeighny
Kilfelim
Kilflyn
Kilgarrylander
Kilgarvan
Kilgobban
Kilgobnet
Killahan
Killarney Rural
Killarney Urban
Killeentierna
Killehenny
Killinane
Killorglin
Killury
Kilmalkedar
Kilmeany
Kilmurry
Kilnanare
Kilquane
Kilshenane
Kiltallagh
Kiltomey
Kinard
Knockglass
Knocknagashel
Knocknahoe
Lack
Lackabaun
Lahard
Leitrim
Lickeen
Lislaughtin
Lisselton
Listowel Rural
Listowel Urban
Lixnaw
Loughbrin
Loughcurrane
Marhin
Mastergeehy
Maum
Millbrook

Miltown
Minard
Molahiffe
Mount Eagle
Moynsha
Muckross
Newtownsandes
Nohaval
O’Brennan
Portmagee
Ratass
Rathea
Rathmore
Reen
Rockfield
Scartaglin
Shronowen
Sneem
St. Finans
Stradbally
Tahilla
Tarbert
Tarmon
Teeranearagh
Tralee Rural
Tralee Urban
Trienearagh
Tubrid
Urlee
Valencia
Ventry

905
857
328
1289
645
219
887
528
208
418
358
421
119
423
137
914
119
264
150
1334
396
219
1377
468
1068
206
724
422
160
484
402
133
578
762
2043
335
149
312
809
436
396
311
870
3130
528

612
391
268
1484
73
278
119
672
1897
283
288
187
294
237
500
299
197
209
210
1647
541
570
699
454
228
469
727
212
422
830
556
376
1054
204
142
264
1471
342
255
239
347
541
171
2672
582

65

435
1534
786
232
224
629
599
262
783
326
5913
9395
856
1759
271
3517
535
549
618
306
795
453
277
474
411
366
252
728
255
274
444
546
483
105
628
349
1257
3589
566
187
315
243
83
257
482

Total
Source: Census 2002

1202
383
1085
178
454
692
1004
309
400
363
952
399
1434
220
294
607
250
672
137
230
207
805
471
304
15433
6311
397
711
371
690
460
132527
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HSE – Western Area
East Galway Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

98,895
50,594
48,301

100
51.16
48.84

3,917,203
1,946,164
1,971,039

100
49.68
50.32

24,142
3,450
27,592
71,303
13,342
57,961
61,411
74,753

24.4
3.5
27.9
72.1
13.5
58.6
61.2
75.59

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

12,414
1,812
14,226
36,368
6,197
30,171
31,983
38,180

12.55
1.83
14.38
36.77
6.23
30.5
32.34
38.61

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

11,728
1,638
13,366
34,935
7,145
27,790
29,428
36,573

11.86
1.66
13.52
35.33
7.22
28.1
29.76
36.98

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26

66

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part One

Mental Health Catchment Populations/Age Breakdown/Electoral Divisions

HSE – Western Area
East Galway Mental Health Catchment Area Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Abbey East
Abbey West
Abbeygormacan
Abbeyville
Addergoole
Ahascragh
Aille
Annagh
Annaghdown
Annaghdown
Ardamullivan
Ardrahan
Athenry
Aughrim
Aughrim
Ballinasloe Rural
Ballinasloe Urban
Ballinderry
Ballinduff
Ballycahalan
Ballydangan
Ballyglass
Ballymacaward
Ballynagar
Ballynakill
Ballynapark
Beagh
Beaghmore
Belclare
Belleville
Bracklagh
Bullaun
Cahermore
Caltra
Cappalusk
Cappard
Carrownagur
Carrowreagh
Carrowrevagh
Castleblakeney
Castleboy
Castlefrench
Castletaylor
Clare Galway
Clare Tuam

Clonbern
Clonbrock
Clonfert
Clontuskert
Cloonburren
Cloonkeen
Cloonkeen
Cloonkeen
Colmanstown
Cooloo
Coos
Craughwell
Creagh
Creggs
Culliagh
Cummer
Curraghmore
Deerpark
Derrew
Derryglassaun
Derrylaur
Donaghpatrick
Doonbally
Doorus
Drumacoo
Drumkeary
Drummin
Dunmore North
Dunmore South
Eyrecourt
Foxhall
Glenamaddy
Gort
Graigabbey
Grange
Greethill
Headford
Hillsbrook
Kellysgrove
Kilbeacanty
Kilbennan
Kilchreest
Kilconickny
Kilconierin
Kilconnell

Kilcoona
475
Killaan
524
Killallaghtan
418
Killeany
456
Killeely
975
Killeen
598
Killeenavarra
439
Killererin
675
Killeroran
1247
Killian
304
Killimor
321
Killimor
674
Killinny
391
Killogilleen
490
Killoran
323
Killower
701
Killure
714
Killursa
785
Kilmacshane
202
Kilmalinoge
223
Kilmeen
544
Kilmoylan
700
Kilquain
300
Kilreekill
278
Kilshanvy
373
Kiltartan
648
Kilteskill
266
Kilthomas
96
Kiltormer
605
Kiltullagh
181
Kiltullagh
540
Kinvarra
945
Kylemore
177
Lackabeg
947
Lackalea
220
Laurencetown
407
Leitrim
344
Levally
338
Liscananaun
1112
Lisheenavalla
780
Lismanny
261
Loughrea Rural
832
Loughrea Urban
4004
Marblehill/Loughatorick
397

Meelick
Milltown
Moat
Monivea
Moore
Mountain
Mountbellew
Mounthazel
Movode
Moyne
Oatfield
Pallas
Portumna
Raford
Rahasane
Raheen
Ryehill
Scregg
Shankill
Skehanagh
Taghboy
Tiaquin
Tiranasgragh
Toberadosh
Tuam Rural
Tuam Urban
Tynagh
Woodford

597
481
426
270
497
645
394
340
1551
1075
562
375
2910
546
865
588
5984
292
513
176
623
179
288
183
514
665
547
244
654
462
418
182
337
333
324
96
381
446
408
429
472
451
386
1635
943

372
499
427
238
199
274
417
303
104
508
140
1169
1060
384
197
706
168
1069
173
744
129
483
447
517
867
538
350
544
813
532
563
835
1809
235
677
654
1281
639
343
274
339
303
469
311
674

67

Total
Source: Census 2002

231
538
158
564
260
246
1481
404
185
645
363
399
1920
320
241
442
403
210
308
347
218
397
164
340
3465
3104
369
479
98895
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HSE – Western Area
West Galway Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

109,949
53,639
56,310

100
48.79
51.21

3,917,203
1,946,164
1,971,039

100
49.68
50.32

22,388
3,201
25,589
84,360
10,261
74,099
77,300
87,561

20.36
2.91
23.27
76.73
9.33
67.39
70.31
79.64

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

11,557
1,605
13,162
40,477
4,517
35,960
37,565
42,082

10.51
1.46
11.97
36.81
4.11
32.71
34.17
38.27

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

10,831
1,596
12,427
43,883
5,744
38,139
39,735
45,479

9.85
1.45
11.3
39.91
5.22
34.69
36.14
41.36

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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West Galway Mental Health Catchment Area Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Ballintemple (pt.)
1096
Ballybaan
5522
Ballybrit
701
Ballynacourty
1050
Ballynakill
506
Barna
10822
Barna (pt.)
2476
Bencorr/Derrycunlagh 248
Bunowen
448
Camus
388
Carnmore
1989
Carrowbrowne (pt.) 756
Castlegar
2334
Claddagh
2856
Clarinbridge
2092
Cleggan
301
Clifden
1929
Cloonbur
916
Cong
512
Crumpaun
2266
Cur
159
Cushkillary
272
Dangan
4923
Derrylea
230
Doonloughan
109
Errislannon
259
Eyre Square
4066
Furbogh
1272
Galway Rural (pt)
131
Gorumna
1290
Illion
99
Inishbofin
178
Inishmore
1280
Kilcummin
1298
Kilcummin
118
Killannin
831
Knockboy
831
Knocknacarragh
1567

Letterbrickaun
Letterfore
Lettermore
Lough Atalia
Menlough
Mervue
Moycullen
Moyrus
Murroogh
Newcastle
Nun’s Island
Oranmore
Oughterard
Owengowla
Rahoon
Renmore
Rinvyle
Rockbarton
Ross
Roundstone
Salthill
Selerna
Shantalla
Silerna
Skannive
Slieveaneena
Spiddle
St.Nicholas
Stradbally
Taylors Hill
Tullokyne
Turlough
Wellpark
Wormhole
Total

Electoral Divisions Total Persons

220
296
812
1154
4853
2353
1402
406
2219
2440
1494
2385
2380
341
2340
1664
1365
1867
111
423
3402
1299
1974
444
648
649
1253
2769
854
3003
1367
477
1509
1655
109949

Source: Census 2002
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HSE – Western Area
Mayo Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

117,446
59,149
58,297

100
50.36
49.64

3,917,203
1,946,164
1,971,039

100
49.68
50.32

27,397
4,279
31,676
85,770
17,216
68,554
72,833
90,049

23.33
3.64
26.97
73.03
14.66
58.37
62.01
76.67

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

13,918
2,258
16,176
42,973
7,688
35,285
37,543
45,231

11.85
1.92
13.77
36.59
6.55
30.04
31.97
38.51

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

13,479
2,021
15,500
42,797
9,528
33,269
35,290
44,818

11.48
1.72
13.2
36.44
8.11
28.33
30.05
38.16

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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Mayo Mental Health Catchment Area Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Achill
958
Addergoole
709
Aghagower South
140
Aghagower North
735
Aghamore
589
Aillemore
373
An Geata Mor Theas 929
An Geata Mor Thuaid 883
Ardagh
314
Ardnaree North
920
Ardnaree
South Rural
1687
Ardnaree
South Urban
2367
Attymas East
371
Attymas West
223
Balina Rural
2283
Balina Urban
4627
Balla
1213
Ballinafad
436
Ballinamore
394
Ballinchalla
236
Ballindine
814
Ballinrobe
2536
Ballycastle
675
Ballycroy North
315
Ballycroy South
353
Ballyhaunis
2149
Ballyhean
487
Ballyhowly
438
Ballynagoraher
385
Ballyovey
218
Ballysakeery
523
Bangor
463
Barroosky
134
Bekan
732
Beldergmore
199
Bellavary
914
Belmullet
1880
Bohola
205

Brackloon
Breaghwy
Bunaveela
Burren
Burriscarra
Callow
Cappaghduff
Caraun
Carrowmore
Castlebar Rural
Castlebar Urban
Clare Island
Claremorris
Clogher
Clogher
Cloghermore
Cloonkeen
Cloonmore
Cong
Coolnaha
Coonard
Corraun Achill
Course
Croagh Patrick
Croaghmoyle
Crossboyne
Crossmolina North
Crossmolina South
Cuildoo
Culnacleha
Dalgan
Deel
Derry
Derryloughan
Doocastle
Dooega
Drummin
Emlagh
Erriff
Fortland

Garrymore
Glenamoy
Glencastle
Glenco/Sheskin
Glenhest
Goolamore
Hollymount
Houndswood
Island Eady
Kilbeagh
Kilcolman
Kilcommon
Kilfian East
Kilfian South
Kilfian West
Kilgarvan
Kilgeever
Kilkelly
Killala
Killavally
Killedan
Kilmaclasser
Kilmaine
Kilmeena
Kilmovee
Kilsallagh
Kiltamagh
Kilvine
Knappagh
Knock North
Knock South
Knockadaff
Knocknalower
Lackan North
Lackan South
Letter-Brick
Loughanboy
Louisburgh
Manulla
Mayo

Meelick
Mount Falcon
Muingnabo
Muings
Murneen
Neale
Newbrook
Newport East
Newport West
Owenbrin
Owennadornaun/
Bundorragha
Pontoon
Portroyal
Rathhill
Rathoma
Roslee
Sallymount
Shrule
Slievemahanagh
Slievemore
Sonnagh
Sraheen
Srahmore
Strade
Swinford
Tagheen
Tawnynagry
Toocannagh
Toomore
Tumgesh
Turlough
Urlaur
Westport Rural
Westport Urban

573
1361
117
276
447
392
341
339
768
5882
6585
199
2685
488
743
185
753
508
750
459
258
744
414
448
188
493
924
779
363
460
1037
551
236
548
402
673
186
267
107
476

71

443
248
490
125
212
168
762
553
915
963
466
657
233
250
151
749
127
839
1321
402
648
539
943
1170
613
442
1386
585
609
670
734
389
847
350
454
188
354
755
789
426

Total
Source: Census 2002

517
1178
309
258
399
674
522
935
701
245
193
381
479
804
231
376
464
889
398
1028
1206
910
113
602
2724
184
366
351
1312
325
1022
523
1336
5314
117446
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HSE – Western Area
Roscommon Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

54,007
27,717
26,290

100
51.32
48.68

3,917,203
1,946,164
1,971,039

100
49.68
50.32

12,480
1,934
14,414
39,593
8,403
31,190
33,124
41,527

23.11
3.58
26.69
73.31
15.56
57.75
61.33
76.89

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

6,375
992
7,367
20,350
3,892
16,458
17,450
21,342

11.8
1.84
13.64
37.68
7.21
30.47
32.31
39.52

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

6,105
942
7,047
19,243
4,511
14,732
15,674
20,185

11.3
1.74
13.05
35.63
8.35
27.28
29.02
37.38

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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Roscommon Mental Health Catchment Area Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Aghafin
Altagowlan
Annaghmore
Artagh North
Artagh South
Athleague East
Athleague West
Athlone West Rural
Aughrim East
Aughrim West
Ballaghaderreen
Ballinastack
Ballinlough
Ballintober
Ballyfarnan
Ballyformoyle
Ballygarden
Ballymoe
Ballynakill
Ballynamona
Baslick
Bellanagare
Boyle Rural
Boyle Urban
Boyounagh
Breedoge
Buckill
Bumlin
Caltragh
Cams
Carnagh
Carrowduff
Castleplunket
Castlereagh
Castlesampson
Castleteheen
Cloonfin Lough
Cloonfower
Cloonown
Cloonteen

Cloontuskert
Cloonygormican
Cloonyquin
Coolougher
Crannagh
Creeve
Creeve
Cregga
Croghan
Crossna
Danesfort
Drumdaff
Drumlosh
Dunamon
Dysart
Edmondstown
Elia
Elphin
Estersnow
Fairymount
Frenchpark
Fuerty
Island
Keadue
Kilbride North
Kilbride South
Kilbryan
Kilcar
Kilcolagh
Kilcroan
Kilgefin
Kilglass North
Kilglass South
Killavackan
Killukin
Killukin
Killummod
Kilmacumsy
Kilmore
Kilteevan

Kiltoom
1468
Kiltullagh
906
Lackan
277
Lecarrow
266
Lisgarve
139
Lismaha
330
Lissonuffy
163
Lough Allen
270
Loughglinn
733
Mantua
75
Mote
610
Oakport
235
Ogulla
251
Rockhill
279
Rockingham
379
Roosky
505
Roscommon Rural 3694
Roscommon Urban 1623
Rosmoylan
173
Rossmore
170
Rushfield
423
Scregg
378
Strokestown
943
Taghboy
386
Taghmaconnell
268
Templetogher
431
Termonbarry
398
Thomastown
733
Tivannagh
236
Toberroe
323
Tulsk
215
Tumna North
170
Tumna South
174
Turrock
287

138
60
318
802
435
340
482
2262
206
176
2319
326
948
686
234
144
180
431
408
493
147
536
970
1643
275
264
387
335
220
409
567
189
483
2689
371
314
183
295
210
255

973
431
289
497
1058
149
131
161
256
172
583
363
304
310
213
418
112
711
98
350
793
631
289
454
348
309
301
290
85
535
280
390
293
182
226
217
90
183
158
333

Total
Source: Census 2002
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HSE – North Western Area
Sligo/Leitrim/West Cavan/South Donegal Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

93,754
47,000
46,754

100
50.13
49.87

3,917,203
1,946,164
1,971,039

100
49.68
50.32

21,260
3,163
24,423
69,331
13,191
56,140
59,303
72,494

22.68
3.37
26.05
73.95
14.07
59.88
63.25
77.32

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

10,967
1,594
12,561
34,439
5,963
28,476
30,070
36,033

11.7
1.7
13.4
36.73
6.36
30.37
32.07
38.43

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

10,293
1,569
11,862
34,892
7,228
27,664
29,233
36,461

10.98
1.67
12.65
37.22
7.71
29.51
31.18
38.89

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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Sligo/Leitrim/West Cavan/South Donegal Mental Health Catchment Area Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Achonry East
Achonry West
Aclare
Aghacashel
Aghalateeve/
Aghavoghill
Aghanagh
Aghanlish
Aghavas
Annaduff
Annagh
Aughris
Ballaghameehan
Ballinamore
Ballintogher East
Ballintogher West
Ballintra
Ballintra
Ballymote
Ballynakill
Ballynashee
Ballysadare East
Ballysadare West
Ballyshannon Rural
Ballyshannon Urban
Banada
Barnameenagh
Beihy
Belhavel
Branchfield
Breandrum
Breencorragh
Bricklieve
Buncrowey
Bundoran Rural
Bundoran Urban
Bunny Beg
Calry
Carney
Carrick-On-Shannon
Carrickbanagher
Carrickboy
Carrigallen East
Carrigallen West
Carrownaskeagh

Cartron
Cashel
Caslefore
Castleconnor East
Castleconnor West
Cattan
Cavan Garden
Cliff
Cliffony North
Cliffony South
Cloonacool
Cloonclare
Cloone
Cloonlogher
Cloonoghill
Cloverhill
Collooney
Coolaney
Coolavin
Corralla
Corriga
Cuilmore
Derrylahan
Dowra
Dromard East
Dromard West
Dromore
Drumahaire
Drumard
Drumcliff East
Drumcliff West
Drumcolumb
Drumdoo
Drumfin
Drumkeeran
Drumod
Drumrat
Drumreilly East
Drumreilly North
Drumreilly South
Drumreilly West
Drumshanbo
Drumsna
Dunmakeever/
Derrynananta

Easkey
Easkey West
Eskey
Fenagh
Garradice
Garvagh/Arigna
Glenade
Glenaniff
Glenboy
Glencar
Glencar
Glendarragh
Glenfarm
Gortermone
Gortnagullion
Gowel
Greaghglass
Gubacreeny
Keeldra
Keshcarrigan
Kilfree
Kilglass
Killadoon
Killanummery
Killaraght
Killarga
Killinagh/Teebane
Killygar
Kilmacowen
Kilmacteige
Kilmactranny
Kilshalvy
Kiltubbrid
Kilturra
Kiltyclogher
Kinlough
Knocknaree
Lakeview
Leitrim
Leitrim
Lisconny
Lisgillock
Lissadil East
Lissadil North
Lissadil West

Loughil
Lurganboy
Mahanagh
Manorhamilton
Melvin
Moher
Mohill
Munakill
Newtowngore
Oughteragh
Owenmore
Pettigoe
Rathmacurkey
Rinn
Riverstown
Riverstown
Roosky
Rossinver East
Rossinver West
Rowan
Shancough
Skreen
Sligo East
Sligo North
Sligo West
Sramore
St Patrick’s
Stralongford
Streamstown
Temple
Templeboy North
Templeboy
South/Mullagheruse
Templevanny
Tobercurry
Toberpatrick East
Toberpatrick West
Toomour
Tuam
Tullaghan
Yugan

483
625
309
74
134
249
132
284
164
165
186
200
997
430
384
735
508
1405
283
243
1215
319
1272
2232
576
128
306
257
55
267
154
216
349
814
1678
146
1836
707
2663
561
441
281
400
99

182
156
227
257
825
261
304
169
760
618
232
184
321
263
307
311
1255
457
393
211
172
510
115
152
161
164
308
973
229
855
1929
277
319
338
523
511
413
71
150
129
110
977
532
169

75

535
698
269
318
520
134
153
160
212
239
210
145
121
296
234
295
266
463
235
270
465
1245
302
346
413
100
144
125
1868
235
335
262
124
205
254
498
2833
366
618
325
367
209
507
969
483

Total
Source: Census 2002
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363
265
1422
165
181
1328
191
201
90
104
414
558
245
249
562
404
175
217
226
134
159
5568
5745
7160
268
141
59
292
229
280
243
221
1894
219
281
225
339
520
228
93754
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HSE – North Western Area
Donegal Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

129,008
64,767
64,241

100
50.2
49.8

3,917,203
1,946,164
1,971,039

100
49.68
50.32

32,635
4,616
37,251
91,757
16,158
75,599
80,215
96,373

25.3
3.58
28.87
71.13
12.52
58.6
62.18
74.7

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

16,716
2,361
19,077
45,690
7,464
38,226
40,587
48,051

12.96
1.83
14.79
35.42
5.79
29.63
31.46
37.24

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

15,919
2,255
18,174
46,067
8,694
37,373
39,628
48,322

12.34
1.75
14.09
35.71
6.74
28.97
30.72
37.46

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26

76

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part One

Mental Health Catchment Populations/Age Breakdown/Electoral Divisions

HSE – North Western Area
Donegal Mental Health Catchment Area Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Altnapaste
Annagarry
Ardara
Ardmalin
Ards
Arran
Ballyarr
Ballyliffin
Ballymacool
Binbane
Birdstown
Bonnyglen
Buncrana Rural
Buncrana Urban
Burt
Carndonagh
Carrickart
Carrowkeel
Carthage
Castle Cary
Castle Finn
Castleforward
Castlewray
Church Hill
Cloghan
Cloghard
Clogher
Clonleigh North
Clonleigh South
Convoy
Corkermore
Corravaddy
Cranford
Creenasmear
Creeslough
Cross Roads

Crovehy
Crowkeeragh
Crownarad
Culdaff
Dawros
Desertegny
Doecastle
Donegal
Doocharry
Dooish
Dunaff
Dunfanaghy
Dungloe
Dunkineely
Dunlewy
Eanymore
Edenacarnan
Fahan
Fanad North
Fanad West
Feddyglass
Figart
Fintown
Gartan
Glen
Glenalla
Glencolumbkille
Gleneely
Gleneely
Gleneganon
Glengesh
Glenleheen
Glenties
Glentogher
Goland
Gortnahork

Gortnavern
Graffy
Green Castle
Greenfort
Grousehall
Haugh
Illies
Inch Island
Inishkeel
Inver
Kilcar
Kilderry
Kilgoly
Killea
Killybegs
Killygarvan
Killygordan
Killymasny
Kilmacrenan
Kincraigy
Knock
Knockalla
Laghy
Largymore
Letterkenny Rural
Letterkenny Urban
Lettermacaward
Lettermore
Lough Eask
Loughkeel
Maas
Magheraboy
Magheraclogher
Maghery
Malin
Malinbeg

Manorcunningham
713
Meenaclady
1298
Meencargagh
97
Millford
1385
Mintiaghs
707
Moville
2279
Mulmosog
211
Newtowncunningham 769
Raphoe
1329
Rathmelton
1911
Rathmullan
825
Red Castle
638
Rosguill
812
Rosnakill
244
Rutland
1465
Seacor
84
St Johnstown
1128
Straid
1254
Stranorlar
4176
Tantallon
1534
Tawnawully
258
Temple Douglas
692
Templecarn
135
Termon
375
Three Trees
551
Tieveskeelta
109
Treantaghmucklagh 564
Tullynaught
473
Turmone
309
Urney West
490
White Castle
699

369
2234
1029
677
668
543
356
1171
1125
177
775
347
2365
3420
1178
1761
828
844
1013
542
1322
913
2942
281
849
624
660
1328
2004
2093
260
752
611
269
648
2207

179
135
296
841
658
682
205
3724
83
773
653
855
1871
801
694
501
616
1316
566
481
405
725
312
184
234
360
720
693
1267
606
734
178
1394
980
313
1625

77

978
196
747
377
85
216
738
438
117
745
661
1367
391
1190
2428
112
1018
379
961
867
998
244
710
602
9289
2478
666
334
135
251
281
1396
2666
642
556
390

Total
Source: Census 2002

129008
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HSE – North Eastern Area
Cavan/Monaghan Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

107,951
55,165
52,786

100
51.1
48.9

3,917,203
1,946,164
1,971,039

100
49.68
50.32

26,323
3,962
30,285
77,666
14,059
63,607
67,569
81,628

24.38
3.67
28.05
71.95
13.02
58.92
62.59
75.62

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

13,433
2,052
15,485
39,680
6,405
33,275
35,327
41,732

12.44
1.9
14.34
36.76
5.93
30.82
32.73
38.66

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

12,890
1,910
14,800
37,986
7,654
30,332
32,242
39,896

11.94
1.77
13.71
35.19
7.09
28.1
29.87
36.96

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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Cavan/Monaghan Mental Health Catchment Area Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Aghabog
303
Anketell Grove
954
Annayalla
546
Anny
359
Ardue
643
Arvagh
858
Ashfield
323
Bailieborough
2844
Ballintemple
475
Ballybay Rural
1181
Ballybay Urban
437
Ballyconnell
1072
Ballyhaise
882
Ballyjamesduff
1401
Ballymachugh
651
Ballymackney
897
Ballymagauran
270
Bawnboy
541
Bellananagh
1080
Bellanode
1170
Bellatrain
211
Belturbet
1295
Benbrack
88
Bilberry
167
Bocks
530
Bragan
263
Broomfield
652
Bruce Hall
191
Butlersbridge
356
Caddagh
440
Canningstown
529
Carn
210
Carnagarve
487
Carrafin
333
Carrickaslane
462
Carrickatee
304
Carrickmacross Rural2540
Carrickmacross Urban
1964
Castleblaney Rural 2980

Castleblayney Urban 960
Castlerahan
695
Castlesaunderson
228
Castleshane
730
Cavan Rural
3603
Cavan Urban
3538
Church Hill
569
Clonervy
752
Clones
464
Clones Rural (Pt.) 1484
Clones Urban
1105
Clontibret
722
Cootehill Rural
861
Cootehill Urban
1399
Cormeen
457
Corr
277
Corracharra
250
Corraneary
390
Creeve
538
Cremartin
910
Crossalare
462
Crossbane
416
Crossdoney
477
Crosskeys
614
Currin
530
Cuttragh
316
Dawsongrove
643
Denn
655
Derrin
355
Derrygorry
283
Diamond
117
Donaghmoyne
615
Doogary
138
Drum
182
Drumanespick
329
Drumboory
446
Drumcarban
560
Drumcarn
525
Drumcarrow
343
Drumgurra
489

Drumhillagh
Drumlumman
Drumsnat
Drumully
Drung
Emyvale
Enagh
Enagh
Enniskeen
Figullar
Glaslough
Graddum
Greagh
Grilly
Inishkeen
Kilbride
Kilcogy
Kilconny
Kilgolagh
Kill
Killashandra
Killeevan
Killinkere
Killykeen
Killylough
Killynenagh
Kilmore
Kilmurry
Kilnaleck
Kiltybegs
Kinawley
Kingscourt
Knappagh
Laragh
Larah North
Larah South
Lisagoan
Lisnaveane
Lissanover
Lough Dawan

Loughfea
526
Lurgan
390
Milltown
341
Monaghan Rural 4969
Monaghan Urban 2032
Moynehall
1304
Mullagh
953
Mullyash
353
Munterconnaught 790
Newbliss
666
Pedara Vohers/Tircahan
186
Rackwallace
777
Raferagh
447
Rakenny
448
Redhill
425
Scotstown
993
Scrabby
513
Shanmullagh
210
Shercock
953
Sheskin
532
Skeagh
397
Springfield
182
St Tierney
409
Stradone
708
Swanlinbar
387
Taghart
521
Tedavnet
830
Tehallan
891
Templeport
292
Termon
436
Tullycorbet
622
Tullyvin East
378
Tullyvin West
254
Virginia
2370
Waterloo
645

79

612
520
930
102
527
1091
674
449
372
413
726
462
448
378
956
777
371
284
314
329
1123
357
364
538
558
174
539
496
796
539
114
2019
399
512
425
502
319
385
269
342

Total

107951

Source: Census 2002
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HSE – North Eastern Area
Louth/Meath Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

233,753
117,168
116,585

100
50.12
49.88

3,917,203
1,946,164
1,971,039

100
49.68
50.32

58,091
7,667
65,758
167,995
21,919
146,076
153,743
175,662

24.85
3.28
28.13
71.87
9.38
62.49
65.77
75.15

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

29,837
3,929
33,766
83,402
9,460
73,942
77,871
87,331

12.76
1.68
14.45
35.68
4.05
31.63
33.31
37.36

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

28,254
3,738
31,992
84,593
12,459
72,134
75,872
88,331

12.09
1.6
13.69
36.19
5.33
30.86
32.46
37.79

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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Louth/Meath Mental Health Catchment Area Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Ardagh
Ardbraccan
Ardcath
Ardee Rural
Ardee Urban
Ardmulchan
Athboy
Ballinlough
Ballyconnell
Ballymascanlan
Balrathboyne
Barronstown
Bective
Boherboy
Burry
C’Annus Mor
Rural Pt.
C’Annus Mor
Urban/Rural Pt.
Carlingford
Carrickleck
Castlebellingham
Castlekeeran
Castlerickard
Castlering
Castletown
Castletown
Clogher
Clonkeen
Clonmacduff
Cloughbrack
Collon
Creggan Upper
Crossakeel
Crosskeys

Cruicetown
Culmullin
Darver
Donaghmore
Donaghpatrick
Dromin
Dromiskin
Drumcar
Drumcondra
Drummullagh
Duleek
Dunboyne
Dundalk Rural
Dundalk Urban
Dundalk Urban
Dundalk Urban
Dundalk Urban
Dunleer
Dunshaughlin
Dysart
Fair Gate
Foughart
Gallow
Galtrim
Girley
Grangegeeth
Greenore
Grennanstown
Haggardstown
Innfield
Jenkinstown
Julianstown
Kentstown
Kilbrew
Kilbride

Kilcooly
Kildalkey
Killaconnigan
Killallon
Killanny
Killary
Killeagh
Killeen
Killyon
Kilmainham
Kilmessan
Kilmore
Kilskeer
Knocklough
Laracor
Loughan
Louth
Mansfieldstown
Maperath
Martry
Mellifont
Monasterboice
Moybolgue
Moylagh
Moynalty
Mullart
Navan Rural Pt.
Navan Urban/
Rural Pt.
Newcastle
Newtown
Nobber
Oldcastle
Painestown
Posseckstown

Rahinstown
Rathcor
Rathfeigh
Rathkenny
Rathmolyon
Rathmore
Ratoath
Ravensdale
Rodanstown
Skreen
Slane
St Peters
St. LAURENCE GATE
St. Mary’s (pt)
St. Mary’s Pt.
Stabannan
Stackallan
Staholmog
Stamullin
Stonefield
Summerhill
Talanstown
Tara
Teltown
Termonfeckin
Trim Rural Pt.
Trim Urban/Rural Pt.
Trohanny
WEST GATE

661
1823
1907
2500
3564
894
1855
159
726
2088
406
621
866
301
217
2800
2362
1334
497
1338
343
972
847
902
2961
1814
438
439
371
1188
641
307
261

312
1049
518
7249
1481
461
1956
1372
1310
903
2941
7757
14715
No.1 2490
No.2 1064
No.3 1430
No.4 6527
1787
4927
649
10852
843
822
616
332
465
898
909
4894
1992
831
5806
1284
1762
353

81

277
597
1200
230
593
1145
344
1070
502
676
1081
1329
335
180
506
387
1196
454
512
652
599
1130
199
413
607
1248
18624
2802
384
380
619
1858
1083
174

Total
Source: Census 2002

504
1163
921
537
1104
797
5581
907
1112
1400
1336
5406
3566
4738
5457
526
586
394
2329
224
1118
925
1146
929
2033
5685
1204
367
6412

233753
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HSE – Midlands Area
Laois/Offaly Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

122,437
62,316
60,121

100
50.9
49.1

3,917,203
1,946,164
1,971,039

100
49.68
50.32

30,567
4,316
34,883
87,554
14,039
73,515
77,831
91,870

24.97
3.53
28.49
71.51
11.47
60.04
63.57
75.03

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

15,655
2,222
17,877
44,439
6,465
37,974
40,196
46,661

12.79
1.81
14.6
36.3
5.28
31.02
32.83
38.11

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

14,912
2,094
17,006
43,115
7,574
35,541
37,635
45,209

12.18
1.71
13.89
35.21
6.19
29.03
30.74
36.92

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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Laois/Offaly Mental Health Catchment Area Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Abbeyleix
Aghancon
Arderin
Ardough
Arless
Aughmacart
Ballickmoyler
Ballinakill
Ballincor
Ballyadams
Ballybrittas
Ballybrophy
Ballyburly
Ballycarroll
Ballycommon
Ballycumber
Ballyfin
Ballylehane
Ballylynan
Ballymacwilliam
Ballyroan
Ballyshear
Banagher
Barna
Barrowhouse
Bawn
Birr Rural
Birr Urban
Blandsfort
Borris
Borris In Ossory
Bracknagh
Brisha/Capard
Broughal
Caher
Cangort
Cappalough
Cappancur
Cardtown
Castlecuffe
Castletown
Clara
Clash
Cloghan
Clonaslee
Clonbulloge
Clondarig

Clonin
Clonkeen
Clonmacnoise
Clonmore
Clonmore
Clonygowan
Colt
Coolrain
Croghan
Cuffsborough
Cullahill
Cullenagh
Cullenwaine
Curraclone
Daingean
Dangans
Derrinboy
Derryad
Derrycooly
Donaghmore
Donore
Doon
Doonane
Dromoyle
Drumcullen
Dunkerrin
Dunmore
Durrow
Durrow
Dysartgallen
Edenderry Rural
Edenderry Urban
Eglish
Emo
Errill
Esker/Ballaghassaan
Ettagh
Farnans
Ferbane
Fossy
Gallen
Garrymore
Geashill
Gorteen
Gorteen
Graigue
Graigue Rural

Grantstown
Hammerlane
Hinds
Hunston
Jamestown
Kilclonfert
Kilcoke
Kilcolman
Kilcolmanbane
Kilcormac
Kilcumreragh
Kildellig
Killabban
Killeigh
Killermogh
Killooly
Killoughy
Killyon
Kilmullen
Kilmurry
Kilnaseer
Kinnitty
Knockbarron
Knockdrin
Kyle
Kyle South
Lacka
Lea
Letter
Luggacurren
Lumcloon
Lusmagh
Marymount
Meelick
Monasteroris
Moneenalassa
Moneymore
Mountbriscoe
Mounterin
Mountheaton
Mountmellick Rural
Mountmellick Urban
Mountrath
Moyanna
Moyclare
Nealstown
Newtown

O’Dempsey
112
O’Mores Forest
420
Portarlington
3260
Portarlington North 1635
Portlaoighise Rural 8934
Portlaoighise Urban 3482
Rahan
737
Raheen
350
Raheenakeeran
370
Rathaspic
229
Rathdowney
1285
Rathfeston
259
Rathrobin
399
Rathsaran
390
Rearymore
257
Roscomroe
145
Rosenallis
440
Rossmore
397
Sallyford
464
Screggan
1102
Seirkieran
459
Shaen
831
Shannonbridge
353
Shannonharbour
329
Shinrone
797
Shrule
277
Silverbrook
591
Srah
711
Stradbally
1634
Tankardstown
268
Templeharry
152
Timahoe
517
Timogue
346
Tinamuck
197
Tinnahinch
158
Tinnycross
420
Trumra
221
Tulla
99
Tullamore Rural
996
Tullamore Urban
10270
Turra
303
Vicarstown
168

2379
363
198
305
282
257
548
682
138
291
676
145
1148
286
463
702
547
177
780
468
631
303
1789
175
435
320
1096
3590
319
384
731
848
271
135
82
160
316
1254
157
376
610
3226
279
856
883
650
502

177
619
316
202
345
393
205
262
458
245
341
92
649
182
1168
689
257
258
239
248
394
405
570
294
278
364
209
1164
661
219
730
4216
160
985
365
384
419
168
1122
94
627
142
1212
285
272
200
1819
83

318
534
281
372
409
301
143
382
513
1296
456
197
305
1144
386
236
570
249
509
174
304
503
157
141
255
287
273
322
137
298
395
459
98
297
732
126
123
198
198
724
968
2525
1896
261
547
83
275

Total
Source: Census 2002

122437
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Longford/Westmeath Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females

Value

%

National
Value

National
%

104,999
52,808
52,191

100
50.29
49.71

3,917,203
1,946,164
1,971,039

100
49.68
50.32

Total
Total
Total
Total
Total
Total
Total
Total

Persons 0-15
Persons 16-17
Persons 0-17
Persons 18+
Persons 65+
Persons 18-64
Persons 16-64
Personsn 16+

25,722
3,680
29,402
75,597
12,425
63,172
66,852
79,277

24.5
3.5
28
72
11.83
60.16
63.67
75.5

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

13,231
1,886
15,117
37,691
5,452
32,239
34,125
39,577

12.6
1.8
14.4
35.9
5.19
30.7
32.5
37.69

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

12,491
1,794
14,285
37,906
6,973
30,933
32,727
39,700

11.9
1.71
13.6
36.1
6.64
29.46
31.17
37.81

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+
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Longford/Westmeath Mental Health Catchment Area Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Abbeylara
Aghaboy
Agharra
Ardagh East
Ardagh West
Ardnaglew
Ardnagragh
Ardnamullan
Athlone East Rural
Athlone East Urban
Athlone West Urban
Auburn
Ballinalack
Ballinalee
Ballinamuck East
Ballinamuck West
Ballinlough
Ballyboggan
Ballybroder
Ballyhealy
Ballykilmore
Ballymahon
Ballymore
Ballymorin
Ballymuigh
Ballynagore
Ballynaskeagh
Bellanalack
Belvidere
Boherquill
Bracklin
Breanrisk
Bunlahy
Caldragh
Carn
Carrick
Cashel East
Cashel West
Castle
Castledaly
Castlejordan
Castlelost
Castletown

Churchtown
Cloghan
Clonarney
Clonfad
Clonlost
Cloondara
Cloonee
Collinstown
Columbkille
Coolamber
Coole
Coolure
Copperalley
Corboy
Creevy
Crosagstown
Currygrane
Dalystown
Delvin
Derrymore
Doonis
Doory
Drumgort
Drumlish
Drummeel
Drumraney
Dysart
Emper
Enniscoffey
Faughalstown
Finnea
Firry/Newgrove
Fore East
Fore West
Forgney
Foxhall
Gaybrook
Gelshagh
Glassan
Glenlough
Glore
Granard Rural
Granard Urban

Greenpark
241
Griffinstown
493
Heathstown
642
Hill Of Down
461
Hilltown
205
Hopestown
531
Huntingdon
305
Jamestown
128
Kilbeggan
997
Kilbixy
586
Kilcommock
581
Kilcumny
159
Kilcumreragh
396
Kilglass
588
Killare
355
Killashee
234
Killinure
337
Killoe
284
Killua
708
Killucan
1028
Killulagh
342
Kilpatrick
196
Kinnegad
1429
Kinturk
1107
Knockanbaun
132
Knockarrow
91
Knockdrin
478
Lackan
58
Lauree
181
Ledwithstown
258
Lislea
142
Longford No 1 Urban
2841
Longford No 2 Urban 711
Longford Rural
4317
Meathastruim
1098
Middleton
280
Milltown
315
Milltown
323
Moate
1941
Moatfarrell
158
Mount Temple
507
Mountdavis
197

Moydow
557
Moydrum
2136
Moyne
321
Muckanagh
158
Mullanalaghta
292
Mullingar North Urban
5366
Mullingar Rural
7012
Mullingar South Urban
3458
Multyfarnham
439
Newtown
203
Newtownforbes
847
Noughaval
323
Owel
494
Piercetown
98
Portloman
297
Raharney
488
Rahugh
300
Rathcline
1268
Rathconrath
294
Rathowen
325
Riverdale
259
Rosmead
333
Russellstown
436
Skeagh
189
Sonna
257
Sonnagh
281
Stonehall
188
Streamstown
338
Street
289
Taghmon
354
Templepatrick
222
Tubbrit
635
Tullaghan
389
Umma
267
Winetown
129
Woodland
311

245
509
331
529
397
255
400
700
6433
4092
3262
534
490
376
464
459
136
489
250
249
623
1548
458
249
255
497
215
431
835
107
217
642
167
1269
706
301
324
538
662
658
423
1594
671

214
260
380
540
427
549
618
326
596
263
209
276
225
395
289
226
126
170
558
228
199
358
416
828
127
232
230
203
337
225
260
209
344
289
393
431
370
322
816
193
169
256
1013

85

Total
Source: Census 2002
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HSE – Mid Western Area
Limerick Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

175,304
87,631
87,673

100
49.99
50.01

3,917,203
1,946,164
1,971,039

100
49.68
50.32

38,474
5,692
44,166
131,138
19,084
112,054
117,746
136,830

21.9
3.24
25.2
74.8
10.9
63.9
67.16
78.05

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

19,774
2,915
22,689
64,942
8,288
56,654
59,569
67,857

11.28
1.66
12.94
37.04
4.73
32.32
33.98
38.71

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

18,700
2,777
21,477
66,196
10,796
55,400
58,177
68,973

10.66
1.58
12.25
37.76
6.16
31.6
33.18
39.35

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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HSE – Mid Western Area
Limerick Mental Health Catchment Area Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Abbey A
4226
Abbey B
1595
Abbey C
628
Abbey D
1608
Abbeyfeale
2263
Abbeyville
259
Abington
733
Adare North
580
Adare South
2012
Anglesborough
351
Ardagh
942
Ardpatrick
388
Askeaton East
718
Askeaton West
881
Athlacca
371
Aughinish
230
Ballinacurra A
1638
Ballinacurra B
1640
Ballingarry
699
Ballintober
345
Ballyagran
550
Ballyallinan
359
Ballybricken
1391
Ballycummin
13435
Ballygrennan
254
Ballylanders
606
Ballymacshaneboy
403
Ballynabanoge
321
Ballynacariga
586
Ballynanty
4110
Ballynoe
449
Ballynoewest
276
Ballysimon
9675
Ballyvarra
3740
Bilboa
381
Boola
155
Broadford
846
Bruff
1265
Bruree
920
Bulgaden
306
Caher
326
Caherconlish East
458
Caherconlish West 1218
Cahercorney
529
Caherelly
228
Cappamore
1408

Carrig
Castle A
Castle B
Castle C
Castle D
Castleconnell
Castletown
Castletown
Clarina
Cleanglass
Cloncagh
Clonkeen
Colmanswell
Coolraine
Coolrus
Craggs
Crean
Crecora
Croagh
Croom
Cullane
Custom House
Danganbeg
Darragh
Dock A
Dock B
Dock C
Dock D
Doon South
Doon West
Dromard
Dromcolliher
Dromin
Dromtrasna
Dunmoylan East
Dunmoylan West
Dunnaman
Duntryleague
Emlygrennan
Farranshone
Fedamore
Feenagh
Fleanmore
Galbally
Galvone A
Galvone B

Garrane
Garryduff
Glenagower
Glenbrohane
Glengort
Glensharrold
Glenstal
Glentworth A
Glentworth B
Glentworth C
Glin
Grange
Grean
Griston
Hospital
Iveruss
John’S A
John’S B
John’S C
Kilbeheny
Kilcornan
Kildimo
Kilfergus
Kilfinnane
Kilfinny
Kilflyn
Kilglass
Killeely A
Killeely B
Kilmallock
Kilmeedy
Kilmoylan
Kilmurry
Kilpeacon
Kilscannell
Kilteely
Knockaderry
Knockainy
Knocklong
Knocknascrow
Limerick North Rural
Limerick South Rural
Lismakeery
Loghill
Mahoonagh
Market

Mohernagh
Monagay
Mount Collins
Mountplummer
Nantinan
Newcastle Rural
Newcastle Urban
Oola
Pallaskenry
Particles
Patricks Well
Port
Prospect A
Prospect B
Rathbane
Rathkeale Rural
Rathkeale Urban
Rathmore
Rathronan
Riddlestown
Riversdale
Rockhill
Rooskagh
Roxborough
Shanagolden
Shanid
Shannon A
Shannon B
Singland A
Singland B
St. Laurence
Templebredon
Templeglentan
Tobernea
Uregare

589
1352
508
1003
2480
2647
391
399
1451
317
235
526
557
1951
395
267
374
439
671
1564
364
503
373
300
1879
793
1068
1015
1210
204
674
976
476
786
442
94
554
301
633
1175
1020
315
199
524
1701
2022
87

295
306
472
379
737
446
919
577
1406
654
1178
469
1310
263
1143
293
1358
1115
287
242
632
597
508
1104
260
225
287
1559
869
2088
350
475
761
478
466
457
458
625
799
162
6932
980
403
674
463
1245

Total
Source: Census 2002

128
1018
546
298
701
1305
3495
1063
1009
166
1574
560
904
1139
1984
335
1362
264
876
440
212
301
286
1678
981
456
294
819
1868
3866
1184
462
839
627
539
175304
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HSE – Mid Western Area
Clare Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

103,277
52,063
51,214

100
50.41
49.59

3,917,203
1,946,164
1,971,039

100
49.68
50.32

24,506
3,425
27,931
75,346
12,220
63,126
66,551
78,771

23.73
3.32
27.04
72.96
11.83
61.12
64.44
76.27

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

12,508
1,820
14,328
37,735
5,550
32,185
34,005
39,555

12.11
1.76
13.87
36.54
5.37
31.16
32.93
38.3

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

11,998
1,605
13,603
37,611
6,670
30,941
32,546
39,216

11.62
1.55
13.17
36.42
6.46
29.96
31.51
37.97

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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Clare Mental Health Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Abbey
Annagh
Ayle
Ballagh
Ballyblood
Ballycannan
Ballyea
Ballyglass
Ballynacally
Ballynahinch
Ballysteen
Ballyvaskin
Boherglass
Boston
Caher
Caherhurley
Cahermurphy
Cahermurphy
Cappaghabaun
Cappavilla
Carran
Carrowbaun
Castlecrine
Castletown
Clareabbey
Clenagh
Cloghaun
Cloghera
Clondagad
Cloonadrum
Cloonanaha
Clooncoorha
Clooney
Clooney
Cloontra
Cloonusker
Coolmeen
Coolreagh
Cooraclare
Corlea

Corofin
982
Cratloe
1360
Creagh
453
Crusheen
520
Dangan
152
Derreen
124
Derrymagittagh
168
Doonbeg
596
Doora Pt.
1343
Drumcreehy
448
Drumellihy
399
Drumline
789
Drummaan
542
Dysert
291
Einagh
276
Ennis No. 1 Urban 2017
Ennis No. 2 Urban 2339
Ennis No. 3 Urban
497
Ennis No. 4 Urban 1488
Ennis Rural Pt.
14023
Ennistimon
2056
Fahymore
273
Feakle
333
Formoyle
175
Furroor
262
Glendree
138
Gleninagh
145
Glenmore
380
Glenroe/Ballyeighter 163
Inishcaltra
North/Inishcaltra South
317
Kilanniv
584
Kilballyowen
282
Kilchreest
408
Kilcloher
677
Kilfearagh
294
Kilfenora
361
Kilfiddane
388
Kilkeel
1260

Kilkishen
Killadysert
Killaloe
Killanena
Killard
Killaspuglonane
Killeely
Killilagh
Killimer
Killinaboy
Killofin
Killokennedy
Killone
Killuran
Kilmihil
Kilmurry
Kilmurry
Kilnamona
Kilraghtis
Kilrush Rural
Kilrush Urban
Kilseily
Kilshanny
Kiltannon
Kiltenanlea
Kiltoraght
Kinturk
Knock
Knocknaboley
Knocknagore
Kyle
Lackareagh
Liscannor
Liscasey
Lisdoonvarna
Lisheen
Loughea
Lurraga
Magherareagh
Milltown Malbay

Mountelva
Mountievers
Mountshannon
Moveen
Moy
Moyarta
Muckanagh
Mullagh
Newgrove
Newmarket
Noughaval
O’ Gonnelloe
O’Briensbridge
Oughtmama
Querrin
Quin
Rahona
Rath
Rathborney
Rathclooney
Rinealon
Rossroe
Ruan
Scarriff
Sixmilebridge
Smithstown
Spancelhill Pt.
St Martin’S
Templemaley
Toberbreeda
Tomfinlough
Tulla
Tullig
Tullygreen
Urlan

385
528
284
174
95
1199
617
4938
231
248
330
275
190
284
183
186
210
69
138
372
82
126
308
77
2510
9056
202
478
419
419
318
327
218
398
155
183
250
160
512
118

89

737
773
1623
241
260
259
746
731
495
353
323
130
492
368
576
287
739
699
352
556
2699
568
138
137
1585
181
278
252
320
228
228
111
352
446
917
469
141
203
301
1517

Total
Source: Census 2002

96
785
309
86
603
240
267
239
204
2114
112
577
540
135
166
853
396
245
101
141
199
651
627
1277
1754
124
545
105
949
127
518
772
137
141
776
103277
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Tipperary North Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

61,010
30,864
30,146

100
50.59
49.41

3,917,203
1,946,164
1,971,039

100
49.68
50.32

14,362
2,059
16,421
44,589
8,189
36,400
38,459
46,648

23.54
3.37
26.92
73.08
13.42
59.66
63.04
76.46

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

7,300
1,021
8,321
22,543
3,667
18,876
19,897
23,564

11.97
1.67
13.64
36.95
6.01
30.94
32.61
38.62

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

7,062
1,038
8,100
22,046
4,522
17,524
18,562
23,084

11.57
1.7
13.28
36.14
7.41
28.72
30.42
37.84

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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HSE – Mid Western Area
Tipperary North Mental Health Catchment Area Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Abington
Aghnameadle
Aglishcloghane
Ardcrony
Ballina
Ballingarry
Ballycahill
Ballygibbon
Ballylusky
Ballymackey
Ballymurreen
Ballynaclogh
Birdhill
Borisnafarney
Borrisnoe
Borrisokane
Borrisoleigh
Bourney East
Bourney West
Burgesbeg
Carrig
Carrigatogher
Castletown
Cloghjordan
Cloghprior
Clohaskin
Derrycastle
Dolla
Drom
Finnoe
Foilnaman
Glenkeen
Gortkelly
Graigue
Greenhall/Lackagh
Holycross
Inch
Kilbarron
Kilcomenty
Kilkeary
Killavinoge
Killea
Killoscully

Kilmore
Kilnaneave
Kilnarath
Kilrush
Knigh
Latteragh
Littleton
Longfordpass
Lorrha East
Lorrha West
Loughmoe
Mertonhall
Monsea
Moyaliff
Moycarkey
Moyne
Nenagh East Urban
Nenagh Rural
Nenagh West Urban
Newport
Rahelty
Rathcabban
Rathnaveoge
Redwood
Riverstown
Roscrea
Templederry
Templemore Urban
Templetouhy
Terryglass
Thuras Urban
Thurles Rural
Timoney
Twomileborris
Upperchurch
Uskane
Youghalarra

563
271
292
451
1720
583
393
487
267
505
252
647
588
247
94
1171
1129
287
383
418
186
641
1223
740
238
222
349
215
920
158
293
388
476
267
257
1424
421
576
579
532
405
330
311

Total

Electoral Divisions Total Persons

581
474
302
422
678
639
1153
268
329
319
569
168
628
357
533
484
1934
1710
4187
1643
594
222
271
143
482
5496
180
2159
837
504
6852
1858
268
728
318
195
626

61010

Source: Census 2002
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HSE – South Eastern Area
Wexford Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

116,596
58,170
58,426

100
49.89
50.11

3,917,203
1,946,164
1,971,039

100
49.68
50.32

28,428
3,811
32,239
84,357
13,601
70,756
74,567
88,168

24.38
3.27
27.65
72.35
11.67
60.68
63.95
75.62

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

14,502
1,969
16,471
41,699
6,090
35,609
37,578
43,668

12.44
1.69
14.13
35.76
5.22
30.54
32.23
37.45

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

13,926
1,842
15,768
42,658
7,511
35,147
36,989
44,500

11.94
1.58
13.52
36.59
6.44
30.14
31.72
38.17

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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HSE – South Eastern Area
Wexford Mental Health Catchment Area Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Adamstown
Ardamine
Ardcavan
Ardcolm
Artramon
Aughwilliam
Ballindaggan
Balloughter
Ballyanne
Ballybeg
Ballycanew
Ballycarney
Ballyellis
Ballygarrett
Ballyhack
Ballyhoge
Ballyhuskard
Ballylarkin
Ballymitty
Ballymore
Ballynestragh
Ballyvaldon
Bannow
Barrack Village
Barronstown
Bolaboy
Bree
Bridgetown
Cahore
Carnagh
Carrick
Carrigbyrne
Castle Ellis
Castleborough
Castledockrell
Castletalbot
Clongeen
Clonleigh
Clonroche
Coolgreany
Courtown
Drinagh
Duncormick
Dunmain

Edermine
Enniscorthy Rural
Enniscorthy Urban
Ferns
Fethard
Ford
Forth
Glynn
Gorey Rural
Gorey Urban
Harperstown
Harristown
Horetown
Huntingtown
Inch
Kilbora
Kilbride
Kilcomb
Kilcormick
Kilcowan
Kilgarvan
Kilgorman
Killag
Killann
Killenagh
Killesk
Killincooly
Killinick
Killoughrum
Killurin
Kilmallock
Kilmokea
Kilmore
Kilnahue
Kilpatrick
Kilrush
Kilscoran
Kiltealy
Lady’s Island
Limerick
Marshalstown
Mayglass
Monamolin
Monaseed

Moyacomb
New Ross Rural
New Ross Urban
Newbawn
Newcastle
Newtownbarry
Old Ross
Oldcourt
Rathaspick
Rathroe
Rochestown
Rosbercon Urban
Rossard
Rosslare
Rossminoge
St Helens
St. Mary’S
Tacumshin
Taghmon
Templetown
Templeudigan
The Harrow
The Leap
Tinnacross
Tintern
Tombrack
Tomhaggard
WEXFORD
URBAN No.1 ED
WEXFORD
URBAN No.2 ED
WEXFORD
URBAN No.3 ED
Wells
Wexford Rural
Whitechurch
Whitechurch
Whitemoor
Wingfield

457
1227
1912
765
543
397
600
418
681
381
795
311
294
684
1258
952
1101
596
387
327
822
579
982
100
465
782
1058
636
327
433
1360
542
909
741
401
553
834
365
1087
944
2026
1149
503
202

1097
7385
3166
1230
862
405
725
354
2819
3090
338
494
471
202
399
356
244
764
433
458
292
517
347
943
390
541
416
788
584
530
868
686
1913
286
677
391
693
408
582
514
976
436
459
481

Total
Source: Census 2002

93

357
2052
4402
494
411
1878
343
595
1431
612
192
408
356
1582
453
1775
467
385
1038
461
321
432
821
757
1252
551
561
1846
4823
1351
559
9761
492
365
522
594
116596
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HSE – South Eastern Area
Tipperary South Mental Health Catchment Area
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

79,121
39,999
39,122

100
50.55
49.45

3,917,203
1,946,164
1,971,039

100
49.68
50.32

18,764
2,753
21,517
57,604
9,987
47,617
50,370
60,357

23.72
3.48
27.2
72.8
12.62
60.18
63.66
76.28

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

9,623
1,444
11,067
28,932
4,464
24,468
25,912
30,376

12.16
1.83
13.99
36.57
5.64
30.92
32.75
38.39

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

9,141
1,309
10,450
28,672
5,523
23,149
24,458
29,981

11.55
1.65
13.21
36.24
6.98
29.26
30.91
37.89

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26
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HSE – South Eastern Area
Tipperary South Mental Health Catchment Area Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Anner
337
Ardfinnan
1022
Ardmayle
533
Ardsallagh
426
Ballingarry
738
Ballybacon
372
Ballycarron
229
Ballyclerahan
655
Ballygriffin
247
Ballykisteen
577
Ballyphilip
370
Ballyporeen
833
Ballysheehan
448
Bansha
858
Bruis
255
Buolick
578
Burncourt
361
Caher
1068
Cappagh
774
Carrick On Suir Rural 485
Carrick On Suir Urban
4313
Carrickbeg Urban
1229
Cashel Rural
1457
Cashel Urban
2403
Clogheen
986
Clogher
233
Clonbeg
651
Cloneen
336
Clonmel East Urban 4121
Clonmel Rural Pt.
4122
Clonmel West Urban 6530
Clonoulty East
475
Clonoulty West
681
Colman
362

Coolagarranroe
Cooleagh
Crohane
Cullen
Curraheen
Derrygrath
Donohill
Drangan
Drumwood
Emly
Farranrory
Fennor
Fethard
Gaile
Garrangibbon
Glengar
Golden
Graigue
Graystown
Inishlounaght Pt.
Kilcash
Kilcommon
Kilcooly
Kilcoran
Kilfeakle
Killadriffe
Killaloan
Killeenasteena
Killenaule
Kilmucklin
Kilmurry
Kilpatrick
Kilsheelan
Kiltinan
Kilvemnon

Knockgraffon
704
Lattin
451
Lisronagh
580
Magorban
461
Modeshil
330
Mortlestown
870
Mullinahone
764
Newbirmingham
397
Newcastle
506
Newtown
374
Nodstown
391
Oughterleague
493
Peppardstown
1285
Poyntstown
185
Rathlynin
278
Rodus
258
Shronell
390
Sologhodbeg
195
Templeneiry
389
Thomastown
373
Tipperary East Urban 2830
Tipperary Rural
1648
Tipperary West Urban
1716
Tubbrid
511
Tullaghmelan
904
Tullaghorton
239
Tullamain
504

485
443
199
254
286
542
620
565
461
612
451
524
843
555
604
245
754
154
391
2971
594
2182
307
396
448
532
58
714
1307
502
321
886
1132
310
382

Total
Source: Census 2002
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HSE – South Eastern Area
Waterford
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

101,546
50,672
50,874

100
49.9
50.1

3,917,203
1,946,164
1,971,039

100
49.68
50.32

23,398
3,218
26,616
74,930
12,030
62,900
66,118
78,148

23.04
3.17
26.21
73.79
11.85
61.94
65.11
76.96

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

11,986
1,674
13,660
37,012
5,277
31,735
33,409
38,686

11.8
1.65
13.45
36.45
5.2
31.25
32.9
38.1

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

11,412
1,544
12,956
37,918
6,753
31,165
32,709
39,462

11.24
1.52
12.76
37.34
6.65
30.69
32.21
38.86

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26

This table gives the population of county Waterford (101,546, Census 2002). The population of Waterford Mental
Health Catchment Area is 116,588. 15,042 persons from South Kilkenny are in the Waterford Mental Health
Catchment Area. Unfortunately the Commission has only some of the electoral divisions from South Kilkenny
which are in Waterford and thus cannot breakdown the Waterford Mental Health Catchment Area population into
age groups.

96

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part One

Mental Health Catchment Populations/Age Breakdown/Electoral Divisions
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Waterford Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Annestown
604
Ardmore
156
Ardmore
694
Ballybeg North
3040
Ballybeg
South/Ballynaneashagh
282
Ballybricken
184
Ballyduff
257
Ballydurn
148
Ballyhane
404
Ballyheeny
410
Ballyin
455
Ballylaneen
218
Ballymacarbry
410
Ballymacart
321
Ballymaclode
1287
Ballynakill
2172
Ballynakill Pt/Kilbarry Pt
372
Ballynamult
171
Ballysaggartmore
315
Ballytruckle
4464
Bilberry
472
Bohadoon
246
Cappagh
342
Cappoquin
1232
Carrickbeg Rural
450
Carrig Castle
257
Carriglea
557
Castlerichard
493
Centre A
731
Centre B
253
Clashmore
385
Cleaboy
2640

Clonea
439
Clonea
1415
Colligan
564
Comeragh
449
Courmaraglin
225
Custom House A
374
Custom House B
338
Dromana
485
Dromore
208
Drumcannon
382
Drumroe
279
Dungarvan No1 Urban
4495
Dungarvan No2 Urban
2725
Dungarvan Rural
1157
Dunhill
217
Faithlegg Pt.
1809
Farranshoneen
4987
Fenoagh
203
Ferrybank
1171
Fews
246
Fox’s Castle
392
Gardenmorris
365
Georgestown
149
Glen
417
Glenwilliam
162
Gortnapeak
148
Gracedieu
488
Graignagower
472
Grallagh
178
Grange
237
Grange North
1059
Grange South
1842
Grange Upper
2279

Gurteen
276
Islandikane
1670
Keereen
234
Kilbarry
267
Kilbarrymeaden
190
Kilcockan
198
Killea
1665
Killoteran
611
Kilmacleague
295
Kilmacomma
482
Kilmacthomas
1183
Kilmeadan
612
Kilmeadan
795
Kilronan
161
Kilwatermoy East
119
Kilwatermoy West
144
Kingsmeadow
1110
Kinsalebeg
460
Knockaunbrandaun 165
Knockmahon
426
Larchville
1051
Lisduggan
1296
Lismore Rural
863
Lismore Urban
788
Military Road
929
Mocollop
210
Modelligo
251
Modelligo
287
Morrissons Ave East 506
Morrissons Ave West 358
Morrissons Road
628
Mothel
395
Mount Sion
793
Mountkennedy
359
Mountstuart
57

Newcastle
Newports Square
Newtown
Newtown
Park
Pembrokestown
Poleberry
Portlaw
Rathgormuck
Rathmoylan
Reisk
Ringville
Roanmore
Ross
Seskinan
Shortcourse
Slievekeale
St Mary’S
Stradbally
Tallow
Templemichael
The Glen
Ticor North
Ticor South
Tinnasaggart
Tramore Rural
Whitechurch
Woodstown

97

Total
Source: Census 2002

399
583
1251
435
1447
378
1001
1081
173
849
879
1079
847
254
446
314
711
691
619
1137
373
283
2618
538
84
7684
212
568
101546
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HSE – South Eastern Area
Carlow/Kilkenny
Variable

Total Persons
Total Males
Total Females
Total
Total
Total
Total
Total
Total
Total
Total

Persons
Persons
Persons
Persons
Persons
Persons
Persons
Persons

Total
Total
Total
Total
Total
Total
Total
Total

Males
Males
Males
Males
Males
Males
Males
Males

Total
Total
Total
Total
Total
Total
Total
Total

Females
Females
Females
Females
Females
Females
Females
Females

0-15
16-17
0-17
18+
65+
18-64
16-64
16+

0-15
16-17
0-17
18+
65+
18-64
16-64
16+
0-15
16-17
0-17
18+
65+
18-64
16-64
16+

Value

%

National
Value

National
%

126,353
63,943
62,410

100
50.61
49.39

3,917,203
1,946,164
1,971,039

100
49.68
50.32

30,321
4,334
34,655
91,698
14,157
77,541
81,875
96,032

24
3.43
27.43
72.57
11.2
61.37
64.8
76

888,310
124,721
1,013,031
2,904,172
436,001
2,468,171
2,592,892
3,028,893

22.68
3.18
25.86
74.14
11.13
63.01
66.19
77.32

15,609
2,227
17,836
46,107
6,455
39,652
41,879
48,334

12.35
1.76
14.12
36.49
5.11
31.38
33.14
38.25

455,413
64,070
519,483
1,426,681
189,155
1,237,526
1,301,596
1,490,751

11.63
1.64
13.26
36.42
4.83
31.59
33.23
38.06

14,712
2,107
16,819
45,591
7,702
37,889
39,996
47,698

11.64
1.67
13.31
36.08
6.1
29.99
31.65
37.75

432,897
60,651
493,548
1,477,491
246,846
1,230,645
1,291,296
1,538,142

11.05
1.55
12.6
37.72
6.3
31.42
32.96
39.26

This table gives the population of counties Carlow and Kilkenny (126,353, Census 2002). The population of
Carlow/Kilkenny Mental Health Catchment Area is 111,311. 15,042 persons from South Kilkenny are in the
Waterford Mental Health Catchment Area. Unfortunately the Commission has only some of the electoral divisions
from South Kilkenny which are in Waterford and thus cannot breakdown the Carlow/Kilkenny Mental Health
Catchment Area population into age groups.
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HSE – South Eastern Area
Carlow/Kilkenny Electoral Divisions
Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Electoral Divisions Total Persons

Agha
Aghaviller
Aglish
Attanagh
Balleen
Ballinacarrig
Ballinamara
Ballincrea
Ballintemple
Ballon
Ballybeagh
Ballycallan
Ballyconra
Ballyellin
Ballyhale
Ballymoon
Ballymurphy
Ballyragget
Ballyvool
Baunmore
Bennetsbridge
Boolyglass
Borris
Bramblestown
Brownsford
Burnchurch
Burton Hall
Callan Rural
Callan Urban
Carlow Rural
Carlow Urban
Castlebanny
Castlecomer
Castlegannon
Clara
Clogh
Clogharinka
Clogrenan
Clomantagh
Clonegall
Clonmore
Coolaghmore
Coolcraheen
Coolhill

Coonogue
187
Corries
482
Cranemore
724
Danesfort
453
Dunbell
483
Dunkitt
935
Dunmore
472
Dunnamaggan
313
Dysartmoon
237
Earlstown
188
Ennisnag
498
Famma
267
Farnoge
281
Fennagh
473
Fiddown
684
Freaghana
196
Freshford
1058
Galmoy
283
Garryhill
594
Glashare
287
Glynn
343
Goresbridge
599
Gowran
990
Graigue Urban
1702
Graiguenamanagh 1636
Grange
811
Grangeford
283
Hacketstown
1026
Haroldstown
239
Inistioge
709
Jerpoint Church
714
Jerpoint West
122
Johnstown
499
Johnstown
921
Kellistown
864
Kells
506
Kilbeacon
177
Kilbride
354
Kilbride
332
Kilcolumb
547
Kilculliheen
2145
Kilfane
273
Kilkeasy
290
Kilkenny No.1 Urban 4857

Kilkenny No.2 Urban 3734
Kilkenny Rural
13542
Kilkieran
484
Killahy
696
Killamery
203
Killedmond
367
Killerrig
263
Kilmacar
412
Kilmaganny
669
Kilmakevoge
391
Kilmanagh
462
Kiltorcan
141
Kineagh
287
Knocktopher
399
Kyle
270
Leighlinbridge
1316
Lisdowney
187
Listerlin
298
Mallardstown
268
Marley
289
Moneenroe
1204
Mothell
387
Muckalee
148
Muckalee
414
Muinebeag Rural
649
Muinebeag Urban 2540
Myshall
394
Nurney
818
Odagh
440
Oldleighlin
406
Outrath
739
Paulstown
500
Piltown
1354
Pleberstown
167
Pollrone
1021
Portnascully
951
Powerstown
442
Rahill
393
Rathanna
111
Rathbeagh
222
Rathcoole
378
Rathealy
164
Rathoran
325
Rathpatrick
1204

Rathrush
Rathvilly
Ridge
Rosbercon Rural
Rossinan
Scotsborough
Shanbogh
Shangarry
Shankill
Sliguff
St. Canice
Stonyford
Tankardstown
Templeorum
Templepeter
The Rower
Thomastown
Ticknock
Tinnahinch
Tiscoffin
Tubbrid
Tubbridbrittain
Tullaghanbrogue
Tullaherin
Tullahought
Tullaroan
Tullow
Tullow Beg
Tullow Urban
Ullard
Ullid
Urlingford
Whitechurch
Williamstown
Woolengrange

266
351
886
350
400
847
266
274
423
466
252
395
265
352
335
258
222
1272
179
155
931
135
959
161
120
403
281
1038
1325
11238
4963
144
2314
113
547
1249
254
687
291
808
461
325
508
261
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Total
Source: Census 2002

606
700
186
569
709
146
421
490
672
468
473
487
368
347
342
726
1702
271
668
260
349
271
425
187
162
333
503
411
2316
208
906
929
399
256
274
126353
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Appendix 1
MENTAL HEALTH COMMISSION
END OF YEAR RETURN FOR 2004 (To capture in-patient information as of midnight 31/12/2004)

SECTION 1: ADMINISTRATION
1.1

HSE REGION:_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

1.2

CATCHMENT AREA:_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

1.3

HOSPITAL(S) (Name & Location)
(a)

Psychiatric Hospital: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

(b)

Acute Psychiatric Unit in General/District Hospital:_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

SECTION 2: IN-PATIENT SERVICES INFORMATION AS OF MIDNIGHT 31/12/2004
2.1

HOSPITAL IN-PATIENT SERVICES
(a)

Total No. of Patients in Hospital as of midnight 31/12/2004 _ _ _ _ _ _ _ _ _ _ _ _ _ _
(excluding Patients in De-Designated Wards/Units)

(b)

Total No. of Beds as of midnight 31/12/2004: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Table 1: LEGAL CATEGORY OF IN-PATIENTS GIVEN AT (a)
CATEGORY

MALE

FEMALE

TOTAL

Voluntary
Temporary
PUM
Ward of Court
Total

2.2

*

NEW LONG STAY PATIENTS (New long stay patients are defined as patients who have been in
continuous hospitalisation for a period greater than 1 year but less than 5 years)
(a)

Total no. of patients up to 65 years of age (0 to 64)
who became new long-stay patients last year (01/01/2004 – 31/12/2004)_ _ _ _ _ _ _

(b)

No. of new long-stay patients 65 years of age or older _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
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2.3

AGE, LENGTH OF STAY AND DIAGNOSIS OF IN-PATIENT POPULATION AS OF MIDNIGHT 31/12/2004
(a)

Psychiatric Hospital (name): _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Table 2(a): Age and length of stay as of midnight 31/12/2004
LENGTH OF STAY

<16 (fifteen years
old or younger)

16 – 18 years
old (inclusive)

19 – 64 years
old (inclusive)

Aged 65 or
older

Age not
specified

All ages

<3 MTHS
3 – 12 MTHS
1 – 5 Years
(inclusive)
>5 Years
All length of stays

*

Table 3(a): Diagnosis of all patients in hospital as of midnight 31/12/2004
Organic Psychosis

Schizophrenia

Other
Psychosis

Depressive
Disorders

Mania

Neurosis

Personality
Disorder

Alcoholic
Disorders

Drug
Dependency

Intellectual
Disability

Unspecified

All Diagnoses

*
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2.3

AGE, LENGTH OF STAY AND DIAGNOSIS OF IN-PATIENT POPULATION AS OF MIDNIGHT 31/12/2004
(b)

Acute Psychiatric Unit General/District Hospital (name): _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Table 2(b): Age and length of stay as of midnight 31/12/2004
LENGTH OF STAY

<16 (fifteen years
old or younger)

16 – 18 years
old (inclusive)

19 – 64 years
old (inclusive)

Aged 65 or
older

Age not
specified

All ages

<3 MTHS
3 – 12 MTHS
1 – 5 Years
(inclusive)
>5 Years
All length of stays

*

Table 3(b): Diagnosis of all patients in hospital as of 31/12/2004
Organic Psychosis

Schizophrenia

Other
Psychosis

Depressive
Disorders

Mania

Neurosis

Personality
Disorder

Alcoholic
Disorders

Drug
Dependency

Intellectual
Disability

Unspecified

All Diagnoses

*

*See Guide to Completing In-Patient Facilities Year End Returns – Section 2.1(a)

SECTION 3: DE-DESIGNATED WARDS/UNITS ON CAMPUS as of midnight 31/12/2004
3.1

INTELLECTUAL DISABILILTY
No. of wards: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __________________________________________
No. of patients: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __________________________________________

3.2

SERVICES FOR THE ELDERLY
No. of wards: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __________________________________________
No. of patients: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __________________________________________
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SECTION 4: STAFFING based on whole time equivalence (WTE) as of midnight 31/12/2004
4.1

NURSING

Nursing

4.2
Total

ADMINISTRATION

Administration

Director of Nursing

Grade VIII

Assistant Director of Nursing

Grade VII

Clinical Nurse Manager 3

Grade IV, V or VI

Clinical Nurse Manager 2

Grade III

Clinical Nurse Manager 1

Total

Total

Community Mental Health Nurses
Staff Nurses

4.3(a)

Tutors

Medical

Temporary Staff Nurses

Consultant Psychiatrist

Student Nurses

Senior Registrar

Other Nursing Grades-Addiction Counsellor (Nurses)

S.H.O.

Ward Clerk Grade III

H.O.

Total

N.C.H.D.
Total

105

MEDICAL
Total
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4.3(b)

CONSULTANTS

Consultants

4.5
Total

NON NURSING STAFF

Non Nursing Staff

General/adult

Catering Officer

Later life

Catering Officer I & II

Child/adolescent

Cooks Grade 1 & Senior Chef

Forensic

Cooks Grade 2

Liaison

Kitchen Attendants/Domestic Staff

Rehabilitation

Domestic Supervisor

Total

Laundry Staff
Seamstress

4.4

MENTAL HEALTH PROFESSIONALS

Other Mental Health Professionals

Household, Cleaning & Wards
Total

Other Grades - Maintenance

Psychologist

Stores Staff

Social Worker

Drivers

Occupational Therapist

Care Assistants

Speech and Language Therapist

Chaplain/Sacristan

Alcoholism Counsellor

Workshop Manager

Pharmacist

Instructor

Pharmacy Technician

Total

Houseparent
Other
Total

106

Total
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Introduction

Dr. Teresa Carey
Inspector of Mental Health Services

The Inspector of Mental Health Services has specific obligations under the
Mental Health Act 2001. Each year all approved inpatient centres
providing mental health care must be inspected and any other premises
where mental health services are being provided may be inspected as the
Inspector thinks appropriate.

The Inspector is also obliged to furnish a written report
to the Mental Health Commission each year, based on
his/her review of mental health services. This report
must contain a report on all units inspected and must
also contain a report on the quality of care and
treatment given to persons in receipt of mental health
services. In this way the inspections and the Inspector’s
Report facilitate the Mental Health Commission in
carrying out its statutory responsibility to “promote,
encourage and foster the establishment and
maintenance of high standards and good practice in
the delivery of mental health services.”

are still guided by the national service strategy,
“Planning for the Future” 1984. There is currently an
Expert Group developing a new national mental health
strategy to replace “Planning for the Future”. New
mental health legislation, the Mental Health Act 2001,
has been partially enacted and its full implementation
will finally bring Irish mental health legislation into line
with Ireland’s obligations under the European
Convention on Human Rights. In writing this report the
Inspectorate is also aware of best practice
internationally regarding the delivery of mental health
services, including the recently published Mental Health
Charter and Action Plan for Europe by the World
Health Organisation.

This report is essentially in three parts. The first part is
a review of mental health services nationally. This
section identifies and discusses issues that are common
throughout the mental health service and that have an
effect on the range and quality of services available.
The second part is a review of mental health services
available in each Health Service Executive Area (Health
Board Area), identifying resources and services available
and comparing those with resources and services
which should be available in a modern quality service.
The third part is a review of the inspections carried out
in individual units. Recommendations are then given
that are grouped into those that are resource neutral
and those that require either additional capital or
revenue funding. The report of the Inspector should
not be seen purely as a criticism of particular service
providers but rather as a document that will be of
value in guiding the development of efficient, high
quality mental health services and in facilitating service
providers in bringing about necessary change.

The new Inspectorate was not fully in place until the
spring of 2004 so that the process of inspection was
necessarily constrained. The normal practice of the
Inspectorate will be to meet with senior service
managers, catchment managers and the managers of
community mental health teams responsible for the
delivery of sector mental health services. The
Inspectorate will meet with service users and carers to
obtain their views on their local services. The
Inspectorate is well aware that, at any one time, only a
small percentage of persons attending the mental
health service are inpatients. The Inspectorate considers
it important to meet with as broad a range as possible
of users and carers and will be contacting self-help and
voluntary groups to facilitate them in doing this. The
Inspectorate will also be hoping to meet with
representatives of the Primary Care services. As over
90% of mental health treatment occurs at Primary
Care level the importance of linkages between Primary
Care and the secondary mental health services cannot
be over-emphasised. Of particular interest to the
Inspectorate is ease of access to specialist mental

In assembling this report the Inspectorate recognises
that the Irish mental health services are on the
threshold of change. Mental health services in Ireland
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Recommendations are given for each HSE Area and
for specific units. HSE recommendations are arranged
into those that are considered urgent, those that are
resource neutral and those that will require additional
revenue or capital funding. Recommendations given
for specific units relate to staffing and structure
followed by those relating to care provision.

health services and models of shared care. The
Inspectorate recognises that the Gardaí have
involvement with some people who have mental
health problems and will be seeking their views on
access to their local mental health services.
The Inspectorate anticipates that in future years there
will be opportunities to have ongoing contact with
services to facilitate the implementation of
recommendations.

There are a number of Tables in the review of services
in each HSE Area.
Table 1 outlines the population profile in each HSE
Area. Populations quoted are from 2002 Census.

The Inspectorate’s priority for 2004 was to carry out
the statutory inspections of inpatient units and to build
up a national and regional picture of mental health
services. Particular attention was paid to staff
resources, the availability of specialist services and the
organisation of mental health service delivery. To
achieve these aims the Inspectorate requested preinspection information from all services on funding,
staffing and speciality service availability. During
inspections, the Inspectorate met with all Health Board
CEOs, Assistant CEOs, regional managers of mental
health services and all catchment management teams.

Table 2 shows the funding for each Area. This is taken
directly from figures provided to the Inspectorate prior
to each inspection.
Table 3 outlines the total number of nursing staff,
total number of inpatient beds, total number of 24hour staffed residential places, rates of admission and
certification per 100,000 population over 16 for 2003,
the numbers of new long stay patients generated in
2003 and the number of inpatient suicides in 2003.

Dr. Teresa Carey
Inspector of Mental Health Services

Table 4 shows the recommended range and number
of specialist teams and compares this with the available
range and number. The numbers of recommended
teams are obtained from a number of sources and are
in line with Comhairle na nOspidéal figures.

EXPLANATORY NOTES

Table 5 shows the staffing of specialist general adult
community mental health services, including the
number of team nurses, i.e. ‘mobile’ team nurses,
excluding those who are based full-time in hostels, day
centres or day hospitals.

This report consists of three main parts:

Table 6 shows the community mental health team
staffing of additional speciality services.

1. A review of mental health services nationally
2. An overview of the mental health services in
each HSE Area

All services have had the opportunity to correct any
factual inaccuracies prior to the publication of the
report.

3. A detailed report on all approved units inspected
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It quickly became apparent to the Inspectorate that
there are a range of issues common throughout the
mental health services that are having a serious
negative effect on the range and quality of services
available to patients. These include:

health services so that it was impossible to allocate
funding to the various components of service or to
make meaningful comparisons across catchments and
HSE Areas. Many services had difficulties in identifying
staffing resources and in allocating staff to various
components of the service. Most services did not have
the capability to track accurately basic activity levels,
such as the numbers and diagnoses of patients
currently in receipt of specialist mental health services,
the numbers and diagnostic profiles of new referrals
annually or the numbers and diagnoses of patients
attending any particular component of the service such
as outpatient clinics or day hospitals.

Lack of information management capabilities
within the mental health service
Lack of clinical governance systems
Lack of development of necessary specialist
services
Management deficiencies within the mental
health service

The only component of mental health service activity
that was tracked with any degree of uniformity was
inpatient activity, through the National Psychiatric InPatient Reporting System (NPIRS) of the Health
Research Board. However, the accuracy of even this
information from some services is questionable as there
is no consistency among services in classifying some
activities such as transfers between hospitals and units.
Some services have begun to offer short-term respite
“admissions” to units that are not designated under
the Mental Treatment Act 1945, such as staffed
hostels. This activity is described variably as crisis
admissions or respite admissions and is offered in place
of admission to designated inpatient units. Such
“admissions” are not counted by the NPIRS and
therefore do not count as admissions for statistical
purposes. As a result of these anomalies, the admission
statistics of some services are over-estimated, but more
commonly, admission activity is under-estimated. This
under-estimation is particularly likely to be the case in
the Mayo and Carlow/Kilkenny services where
admission to non-designated units occurs with some
frequency.

Lack of accountability for failure to deliver
mental health services efficiently
Resource mismanagement
Capital underinvestment in the mental health
service
Lack of patient involvement in service planning
and delivery
Many of these issues are inter-related and the majority
relate back to management deficiencies and lack of
accountability systems. Individual issues will be
discussed first, followed by a discussion on structures
which must be developed to address all these problem
areas.

INFORMATION MANAGEMENT CAPABILITIES WITHIN
THE MENTAL HEALTH SERVICES
The availability of accurate, comprehensive and timely
information is fundamental to the delivery and
management of any business or service. It became
apparent very early on in the inspection process that
the information management capabilities of the Irish
mental health services are at a primitive level. Some
services had difficulty in producing the most basic of
information, such as accurate catchment boundaries
and populations. This was particularly evident in the
old ERHA region. Most services had difficulties in
assigning overall budgets and costs to the mental

Currently a group of performance indicators are
collected by services regularly and submitted to the
Department of Health and Children. Unfortunately,
these indicators are of little practical value in service
planning or audit as they are an incomplete mixture of
resource availability and some activity measures. There
is no comparison with nationally agreed standards and
the information is not routinely made available at
service or clinical level.

110

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

The National Review of Mental Health Services

While a small number of services, such as the HSE MidWestern Area and the Cluain Mhuire services in the
HSE East Coast Area are utilising computerised
information systems of various kinds, there has been
no national approach on the development of
information systems within the mental health service
and there is no national agreement on the information
that should be routinely available for service planning
and performance and quality monitoring. This absence
of an agreed information management system and the
inaccuracy and inadequacy of information currently
available both reflects and affects the quality of
performance at both management and clinical level. It
makes clinical governance extremely difficult and
makes it difficult to analyse variations in clinical
practice. It makes even the most basic of value-formoney audits within the mental health service
impossible and it blurs the differences between the
well and the poorly managed services. It affects the
efficiency of service planning and renders almost
impossible the monitoring of service quality.

Excluding areas where information was
incomplete (West Galway, East Galway, the HSE
South-Western Area, North Tipperary and the
Cork services) the rate of generating new long
stay patients varies by a factor of more than 5
from a low of under 1 per 100,000 population
over the age of 16 to a high of 15.4 in the
Waterford catchment. The highest rate was
recorded in East Galway at almost 31 per
100,000 population over the age of 16, but this
figure is confounded by the practice of West
Galway patients continuing to be admitted to
St. Brigid’s Hospital in Ballinasloe. The rate of
generation of new long stay patients is
influenced by a number of factors. It is
decreased in those areas that are well provided
with 24-hour staffed community residences and
increased in areas that continue to admit to
remaining long stay wards.
It was not possible to compare the rate of
admission to 24 hour staffed community
residences as there is no uniformity in this
practice nationally.

VARIATIONS IN SERVICE INDICES

There are marked variations in ECT prescription,
varying from a high of 38.7 patients per
100,000 population over the age of 16 in the
South-Eastern Area to a low of 8.4 patients per
100,000 population over the age of 16 in the
Southern Area.

Even with the existing limited information it is clear
that there is a remarkable variation between
catchments across a range of service indices. Some of
these indices relate to the availability of resource, some
relate to aspects of clinical practice. In discussing the
following indices the Dublin and Cork services have
been combined into HSE Areas when discussing
resource issues as the large mental hospitals in these
areas originally served larger populations than their
current catchments.

There is also variation in other clinical practices
such as the use of seclusion and special nursing
supervision. Some of this variation relates to
design issues within acute units, some relates to
style of clinical practice.

Admission rates vary from a high of 1300 per
100,000 over the age of 16 in South Tipperary
to a low of 270 per 100,000 population over
the age of 16 in the Tallaght service.

There are catchments which are relatively richly
resourced by Irish and international standards
and other catchments that have unacceptably
low levels of funding. At least 80% of the
mental health service budget is spent on staff
costs. As nursing staff is the single biggest
professional group within the mental health
service, the number of nursing staff per head of
the population is an indicator of the funding of
a service.

Certification rates vary by a factor of 4 between
catchments and by a factor of 2 between HSE
Areas (Health Boards), from a high of 101 per
100,000 population over the age of 16 in the
Mid-Western Area to a low of 50 per 100,000
over the age of 16 in the South Western Area
and the North Eastern Area.
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The relationship between these indices of resource
availability and practice variation is complex, making
interpretation difficult. What is clear, however, is that
there is no national information system in place that
allows true comparison between services. In the
absence of such a system it is not possible to
distinguish those services that are performing well at
both management and clinical level from those that
are performing poorly. It is also clear that in the current
situation the experience of those using the mental
health services is a lottery, depending on place of
residence.

The number of nursing staff per head of the
population over the age of 16 varies from a high
of over 300 in services such as Carlow/Kilkenny,
Tipperary South, Sligo/Leitrim and East Galway
to a low of 70 in the HSE South Western Area.
There are variations in the rates of provision of
inpatient beds and 24-hour staffed community
places. In general, a modern and developed
service will have a low number of inpatient
beds, reflecting a service that is predominantly
community-based. The number of beds per
100,000 population over the age of 16 varies by
a factor of 10 from a low of 36.9 in the HSE
South Western Area to a high of 246 in
Carlow/Kilkenny. The number of beds in
Tipperary South and East Galway are even
higher, but these serve populations greater than
their own catchment.

CLINICAL GOVERNANCE
Clinical governance can be defined as systems which
ensure the safe and efficient delivery of clinical
services. Measurement of input costs and outcome
indices are fundamental to clinical governance systems
and cannot be accurately measured without adequate
information systems. With the information currently
available, only blunt comparison between some
services indices is possible, while meaningful
comparison between the efficiency of treatment
modalities and analysis of variations in clinical practice
becomes almost impossible.

The number of 24-hour staffed community
places reflects, by and large, the past existence
of a large institution and the progress made in
the programme of deinstitutionalisation. It gives
no information on the quality of care available
to residents or the appropriateness of each
resident’s placement. Nonetheless, the variation
in availability of such places nationally is worthy
of comment. Clare has a rate of 187.9 per
100,000 over the age of 16 while Wexford has a
rate of 13.6. West Galway, a catchment that
never had a large institution within its
boundaries has the lowest rate at 8 per 100,000
population over the age of 16.

Despite the lack of appropriate information
management systems, however, it is clear that there
are significant differences between services in a
number of indices of clinical practice. Some practice
variation can be partly explained by resource
differences but some will be due largely to the clinical
practice of individual consultants. Variation in the use
of ECT is one such example. The large discrepancy in
admission rates and rates of certification is also likely
to be influenced in part by individual clinical practice.
Other clinical practices that are not monitored are the
use of unnecessary polypharmacy, the use of newer
antipsychotic medications that tend to have higher
patient acceptability and fewer side-effects, the
standardised assessment and management of side
effects when these do occur, the use of higher than
recommended doses of medication and the use of
dependency-inducing drugs. All these are practices that
affect the quality of care available to patients and
routine information should be available on them.

The staff availability within catchments and HSE
Areas should be an indication of the range and
quality of services available, but this is not the
case. Some of the services with the highest per
capita rate of nursing staff have seriously
underdeveloped services. As a broader indicator,
services with both high rates of nursing staff
and high rates of beds are likely to be services
that are predominantly institutional based, with
little development of community-based services
and poor development of specialty services.
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The core, clinically relevant specialties in a developed
mental health service are: general adult psychiatry,
psychiatry of the elderly, rehabilitation psychiatry, child
and adolescent psychiatry, psychiatry of adults and
children with intellectual disability, forensic psychiatry,
liaison psychiatry and specialty services for eating
disorders. Of these, the areas that give most cause for
concern are rehabilitation mental health services,
forensic mental health services and services for adults
and children with intellectual disability.

A further element of practice which relates to both
individual consultants and service policy is the practice
of using unapproved units for “crisis admissions” or
“respite admissions”. The current way this is being
implemented is of concern to the Inspectorate. Such
admissions generally occur to community residences
that are providing longer term accommodation to
people with severe mental illness. It is the view of the
Inspectorate that use of such facilities in this way is
inappropriate, if it results in people who are in acute
distress or who are acutely ill being admitted. The
Inspectorate is also concerned that there is no
mechanism in place to measure and monitor this
activity. The Inspectorate will be requesting the Mental
Health Commission to introduce regulations in this
area.

REHABILITATION MENTAL HEALTH SERVICES
Rehabilitation mental health services provide specialist
care to those with severe and enduring mental illness.
The majority of people who require such services carry
a diagnosis of schizophrenia and a smaller number will
have a diagnosis of severe mood disorders such as
rapid-cycling bipolar disorder. When the Irish mental
health services were predominantly institution-based,
such people frequently spent many years of their life as
patients on long stay wards. Isolation from family and
community and loss of independence added their own
burden of disability. The lack of specialist care available
to such people meant that many deteriorated further
while in such wards.

Another index of service quality is the ease of access by
General Practitioners to their local mental health
services. The only information currently available is on
waiting list times. There is no information available on
the range of contacts between GPs and community
mental health teams that are valuable in assessing
quality in service provision.

LACK OF DEVELOPMENT OF SPECIALTY SERVICES
There is a serious lack of development of the necessary
range of specialist mental health services nationally and
no HSE Area has the full complement of services in
sufficient quantity to provide comprehensive mental
health care. The HSE South Western Area has a serious
shortage of community mental health teams in general
adult psychiatry and only one team for specialist
rehabilitation mental health services when five are
needed. The HSE Southern Area has one poorly staffed
community mental health team for the elderly when
five are needed; it has one team for mental health
services for adults with intellectual disability when five
to six are needed and no specialist community mental
health teams in rehabilitation when up to six are
needed. Specialist mental health services that require
large populations that cross catchment and Health
Board/HSE Area boundaries, such as forensic mental
health services and specialist eating disorder services,
are particularly poorly developed.

With the move towards deinstitutionalisation and
community-based care many patients in long stay
wards were transferred to community placements, but
again, specialist care was lacking. While the move out
of long stay wards may have resulted in better living
accommodation for some, it did little to change the
social isolation and loss of independence associated
with life on long stay wards. In some services, large
numbers of staffed community residences developed as
alternatives to long stay wards, but without specialist
rehabilitative input, such residences became little better
than long stay wards in a community setting.
As deinstitutionalisation progressed it was taken for
granted that the general adult mental health services
would provide the level of care and support that would
allow patients presenting for the first time with severe
mental illness to survive successfully in the community.
In many countries, however, the closure of long stay
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wards resulted in patients with severe mental illness
dropping out of care or receiving inadequate care and
support. There were concerns that many became
indigent, lived on the streets or in hostels for the
homeless. Some were repeatedly imprisoned for minor
offences and there was concern over increased rates of
premature death and suicide. Families and informal
carers were now expected to provide care and support
to relatives with severe illness, with little assistance
from services. It began to become apparent that
closure of long stay wards, without the development
of alternative care programmes for people with severe
mental illness, was not a success.

have closed large mental hospitals in the absence of
specialist rehabilitation services such as Roscommon,
Cork and Sligo/Leitrim; those that have re-located
acute care to a general hospital setting while leaving
long stay patients in long stay wards such as Limerick,
Carlow/Kilkenny and Waterford; and services in large
urban areas, which tend to attract people with
enduring mental illness. When mental hospitals close in
the absence of a developed rehabilitation service, there
is a high risk that people moved to 24-hour staffed
community residences are not receiving the type of
rehabilitative input that is necessary. There is also the
risk that people newly presenting with severe mental
illness will be placed in such residences, rather than
being given the kind of treatment and support that
allows them to function more independently in their
own environment. When services relocate acute care to
units in general hospital settings and leave long stay
patients in the old mental hospital there is a danger
that the entire focus of service shifts away from long
stay patients, so that many are fated to spend further
long years in a hospital setting with no specialist
service available to them. Services in large urban areas
such as Dublin, Cork and Galway are faced with
particular problems. The anonymity of inner city areas
attracts people with severe mental illness. In the
absence of specialist services targeting such people,
they run very high risks of falling out of care, of
abusing alcohol and illegal drugs, of becoming
homeless and of coming before the courts. Such
patients are also at high risk of repeated certified
admissions.

In Ireland, it is clear that the move towards communitybased care has not always been successful. There
continues to be large numbers of long stay patients in
services such as East Galway, South Tipperary, Wexford,
Waterford, Carlow/Kilkenny, Longford/Westmeath,
Cork and Kerry. Other services have high rates of 24hour staffed community places in addition to high
numbers of hospital beds, suggesting that these
services are still very traditional and bed-based. East
Galway and Carlow/Kilkenny are two such services.
Finally, some services continue to generate high
numbers of new long stay patients such as the services
in East Galway, Waterford, Wexford and Roscommon.
Specialist rehabilitation mental health services aim to
provide treatment and support to people with severe
mental illness in their own environment. Over time, the
provision of such services should result in a decrease in
the number of beds in psychiatric hospitals as long stay
patients are moved to the community. Ultimately it
should also lead to a decrease in the number of 24hour staffed community placements as patients newly
presenting with severe mental illness are provided with
care and support in a way that maximises their ability
to live independently in their community. Specialist
rehabilitation mental health services should result in a
significant decrease in the numbers of patients
becoming new long stay and should also result in a
decrease in the numbers of people with severe illness
appearing before the courts for criminal offences.

In addition to providing focused, specialist care to
people who have severe mental illness to maximise
their independence, there is another pragmatic reason
for providing specialist rehabilitation services. Both long
stay wards and 24-hour staffed community places are
very expensive of nursing numbers, and decrease the
numbers of nursing staff available to staff community
mental health teams in all the specialty services. This in
turn decreases the ability of services to provide true
community-based care.
Rehabilitation mental health services are very poorly
developed nationally. Five teams are in existence,
(Cavan/Monaghan, Clare, North Dublin, East Galway
and Tallaght/St. Loman’s) with a further team planned

Three groups of catchment services are of particular
concern in relation to addressing the needs of people
with severe and enduring mental illness – those that
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for Sligo/Leitrim. Three of these teams are poorly
staffed (East Galway, North Dublin and Tallaght) and
are unable to provide a comprehensive service.
Nationally, 35 rehabilitation teams are needed. There is
still discussion on what patient groups should be the
responsibility of such teams. It is the clear view of the
Inspectorate that there are two groups who must have
first call on the resources of such teams. The first
group is those patients who continue to be long stay in
mental hospital and who, with appropriate
intervention, may be able to move to communitybased residences offering greater degrees of
independence and a higher quality of life. The second
group is the discharged long stay patients in 24-hour
staffed community residences. These two vulnerable
groups have, in general, not been well served by the
mental health services and all too often they are left
without the services they need.

need mental health care under criminal justice
legislation. The current Bill stigmatises those who have
a mental illness who offend, by using the term
“Insanity” in its title. This term has no meaning within
the discipline of psychiatry. If it still has meaning within
the legal profession it is perhaps the time to find a less
stigmatising word to describe the concept of incapacity
due to mental illness. The Bill does not address the
issue of developing appropriate court diversion
schemes, which allow people charged with minor
offences and who are clearly mentally ill to be diverted
away from the criminal justice system to the mental
health care system. Conversely, the Bill opens the way
for ordinary psychiatric units to be forced to become
forensic units, by giving the courts the power to order
inpatient assessment of persons who offend. Unless
someone is suitable for a court diversion scheme, no
ordinary psychiatric unit should be obliged to provide
forensic assessments in an inpatient care setting. Such
a move would have major consequences for the rights
of other inpatients to receive treatment in the least
possible restrictive environment. The Bill as it currently
stands requires more thought and consultation. It has
taken since the establishment of the State to reform
this legislation. It is worth while taking the time to get
it right. A forensic mental health service has a dual
responsibility. It must ensure that persons with a
mental illness who offend by committing minor
offences do not become inappropriately involved in the
criminal justice system and it must also ensure that
persons with a mental illness who commit serious
offences, particularly against the person, are given the
right to due process. Under these circumstances, if
found unfit to plead or if, having had the right to a
trial, they are found “guilty but insane” under current
legislation treatment must be given in a therapeutic
environment that has a level of security commensurate
with the risk that is posed.

FORENSIC MENTAL HEALTH SERVICES
The forensic mental health service is based in the
Central Mental Hospital in Dundrum. A modern
national forensic mental health service would have a
number of components. It would provide a service with
varying levels of security to people with mental illness
who offend. In this way, such a service would provide
therapeutic programmes in conditions of high, medium
and low security. It would also provide a communitybased service to patients who offend who do not need
to receive care in a secure setting. A national forensic
service would also provide a comprehensive service to
people in prison on remand or following sentencing.
There are a number of issues relating to the current
interface between the criminal justice system and the
mental health service. The national forensic mental
health service is founded on legislation that is over a
century old and that has no place in a modern mental
health service. While new legislation is currently going
through the Dáil, many of the concerns the Mental
Health Commission has with this legislation have not
been addressed. The Mental Health Commission is the
statutory body that has responsibility for promoting
quality services for all persons in receipt of mental
health care. This responsibility includes a responsibility
towards those people who are unfortunate enough to

The Inspectorate was concerned, during its inspections,
to come across a number of cases where people
presumed to have committed serious offences against
the person were not charged, but rather committed to
their local psychiatric hospital. By not being charged,
these people were denied the right to due process,
they were considered guilty of a serious crime without
ever being charged and they have effectively been
barred from accessing the specialist forensic mental
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health service. Under the Mental Treatment Act 1945
these people could conceivably spend the remainder of
their life in a mental hospital while a prison sentence, if
they were ever found guilty of an offence, would be
for a considerably shorter period of time. The
Inspectorate was also notified of a case where a
person charged with a serious offence against the
person had the charges dropped in a local court, with
the recommendation that he be certified into his local
service. As a result, all persons receiving treatment in
that unit were subjected to a level of risk and a level of
security that is not acceptable in a non-forensic unit.
The Inspectorate was also notified of a person serving
a prison sentence who was given temporary release
from prison so that he could be certified into his local
mental hospital. This happened without consultation
with the local treating psychiatrist. Finally, the
Inspectorate has been notified of a number of cases
where patients in local psychiatric hospitals have been
deemed by the forensic mental health service to pose a
considerable risk to others and to require care and
treatment in a secure setting, but not to require the
level of security provided by the Central Mental
Hospital. Unfortunately, as no low security forensic
units exist in the country, these people are detained in
their local services, where, again, all other patients are
subjected to a level of risk and security that are
unacceptable in a non-forensic unit.

required, with a total bed complement in the region of
120 – 140 beds so that people with a mental illness
who pose a risk to others but who do not need high
levels of security can receive specialist care in an
appropriate environment. These units should be
accessed jointly by forensic community mental health
teams and rehabilitation mental health teams. At the
present time, consultants with a special interest in
forensic psychiatry are being appointed in Cork and in
Limerick. These posts should be full-time specialist
forensic posts and should not be special interest posts.
Full community mental health teams must be
developed in conjunction with these posts and properly
designed low-secure units must be provided. A facility
already exists in Cork, which with some modification
could serve as such a facility, and service managers in
Limerick have given consideration to developing such a
facility in the grounds of St. Joseph’s Hospital. Both of
these projects must be advanced as a matter of
priority.

The Central Mental Hospital was inspected as part of
the statutory inspection on inpatient units. At the end
of 2003, all seventy-four patients in the Central Mental
Hospital were there on an involuntary basis. While
persons who are found to be unfit to plead and those
found “guilty but insane” will always be detained by
the courts, persons on remand and those serving
prison sentences who develop a mental illness should
always have the option of being admitted to hospital
on a voluntary basis and should always be given the
right to be involved in treatment decisions if able to do
so.

No mental health service exists in isolation and there
must be especially close ties between forensic services,
rehabilitation services and mental health services for
homeless people. Patients with severe and enduring
mental illness are most at risk of falling out of care and
coming in conflict with the law. The risks are highest
for those who are homeless and for those who abuse
alcohol and illegal drugs. These problems will be most
acute in urban areas, particularly Dublin, which is very
poorly provided with specialist rehabilitation mental
health services. At present, mental health services for
the homeless are also poorly developed with just two
inadequately staffed teams available, one in the HSE
Northern Area and one in the HSE South-Western
Area. These teams need to be fully staffed and need to
work in conjunction with each other to provide
appropriate care to homeless people with mental
illness who do not recognise catchment or HSE Area
boundaries. It is essential that these three specialists
services work in close coordination with each other.

INTERFACE OF FORENSIC MENTAL HEALTH
SERVICES, REHABILITATION MENTAL HEALTH
SERVICES AND MENTAL HEALTH SERVICES FOR
THE HOMELESS

It is now a matter of urgency that the forensic services
are developed appropriately and that legislation that
reflects a comprehensive, modern service is urgently
enacted. A fully staffed community forensic mental
health team is required for every population of
300,000 to 350,000. A network of low secure units is
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The serious lack of services for these three vulnerable
patient groups – those who have severe and enduring
mental illness, those who offend and those who are
homeless - are in direct contravention of the principle
of proportionality espoused in the national health
strategy.

statutory service providing inpatient care for persons
with a mental illness and intellectual disability is the St.
Joseph’s Intellectual Disability Service in Portrane, which
has over 200 beds. The Inspectorate was disconcerted
to learn that there were no clinical psychologists, no
occupational therapists, no speech and language
therapists and no social workers within this service and
only two specialist consultant psychiatrists. In addition
to being obliged to provide a comprehensive service to
the HSE Northern Area, the St. Joseph’s Service, as a
statutory service, is also obliged to admit any patients
from the former Eastern Regional Health Authority
Area. This includes patients cared for by voluntary
agencies that frequently have better staffed
multidisciplinary teams than the St. Joseph’s Service.
The concern must be that the St. Joseph’s Service is
being used as a repository for difficult to manage
patients despite its evident lack of resource to manage
these individuals.

MENTAL HEALTH SERVICE FOR PERSONS WITH
INTELLECTUAL DISABILITY
It is stated government policy in this country that
persons with an intellectual disability should not be
resident in mental hospitals. As a result, large numbers
have either been discharged or have had the units in
which they live “de-designated”, i.e. no longer
considered to be part of the mental health service. The
Inspectorate is concerned that this programme has
resulted in large numbers of people with an intellectual
disability who also have a mental illness being deprived
of necessary mental health care. The Inspectorate is
also concerned that while the numbers of intellectually
disabled persons in mental hospitals is declining, there
are still large numbers living in other institutions run by
the state or by voluntary agencies.

The entire St. Joseph’s campus is designated under the
1945 Mental Treatment Act. At present, there is
inadequate categorisation of residents into those with
a dual diagnosis and those that would be more
appropriately managed in the generic intellectual
disability service. There is no designated acute
psychiatric unit, so that people with acute mental
illness may be present on a variety of units on campus.

Persons with an intellectual disability have a higher
than average risk of developing a mental illness. This
fact is often ignored in the provision of comprehensive
services for persons with intellectual disability, resulting
in such people being deprived of the specialist care
they need. Nationally, mental health services for
persons with an intellectual disability are underdeveloped. Most consultant psychiatrists in this
speciality are employed by voluntary agencies and do
not have dedicated teams associated with them. Few
provide a comprehensive, catchment-based service.
Only two services nationally have approved units for
the inpatient care of persons with an intellectual
disability who require inpatient treatment for mental
illness. This suggests that large numbers of
intellectually disabled people are receiving psychiatric
care in unapproved settings.

The inpatient facilities for these patients are frequently
criticised. Plans to develop further community-based
placements have been frustrated by the lack of any
decisions by the former Eastern Regional Health
Authority on the disposal of land on the St. Ita’s
Hospital campus.
The Inspectorate is seriously concerned at the national
lack of proper provision of services and facilities for
persons with an intellectual disability who have a
mental illness or challenging behaviour. The
Inspectorate is also concerned that practices such as
the administration of psychiatric medications without
consent, the use of mechanical restraints and the use
of seclusion may be in operation in some facilities
which are not governed by the 1945 Mental Treatment
Act and hence not open to inspection.

Stewart’s Hospital in Palmerstown has a six-bed
approved inpatient unit for the treatment of mental
illness in adults with intellectual disability. The only

Mental health services for persons with intellectual
disability require urgent development. One specialist
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Of particular concern are elderly long stay patients who
now live in de-designated wards of mental hospitals
and those who have been discharged to private
nursing homes. The Inspectorate was concerned to
learn, for instance, that the HSE Northern Area
contracts 211 private nursing home beds for elderly
patients who have been discharged from long stay care
in mental hospitals and that significant numbers of
elderly discharged long stay patients are being cared
for in community hospitals in County Cork, following
the closure of Our Lady’s Psychiatric Hospital. This
practice is likely to have occurred in other HSE Areas
also, but the number of such discharged patients is
currently unknown. In addition there is an unknown
number of elderly long stay patients in de-designated
units and the level of psychiatric care being provided to
these people is also of concern to the Inspectorate.

team for adults with intellectual disability is required
for every 100,000 population and one team for
children and adolescents with intellectual disability is
required for every 200,000 population. All teams must
be adequately staffed and provide a comprehensive,
population based service. These teams require access
to a relatively small number of inpatient beds – in the
region of 220 nationally - a requirement that becomes
imperative under the new Mental Health Act 2001. A
specialist forensic service for the small number of
intellectually disabled persons who offend, or who
present as a risk to others, is also an urgent
requirement. Currently, a number of such persons are
receiving services abroad or are inappropriately placed
in non-specialist long stay wards in mental hospitals.
Out-of-State placements are extremely expensive to
finance and the money spent in this way should be
repatriated to establishing the specialist service and
facilities that these people require.

Just as the Inspectorate has concerns about the mental
health care available to persons with an intellectual
disability, the Inspectorate is concerned that the deinstitutionalisation programme in many areas has
resulted in elderly patients with mental health care
needs not having these needs met appropriately, or in
receiving mental health care in unapproved settings.
The worrying trend of having mental health care
provided in unapproved settings has extended to some
admission and treatment facilities for new mental
health teams for the elderly. Under the Mental Health
Act 2001, all inpatient facilities for elderly people
receiving treatment for mental illness or receiving
treatment for disturbed behaviour in association with
dementia will have to be approved. The Inspectorate
will also be recommending to the Mental Health
Commission that regulations be drawn up to govern
the care of elderly long stay patients discharged to
unapproved settings.

The capability of intellectually disabled adults to give
informed consent to a wide variety of treatment and
care issues is of concern to many who provide services
in this area. While the new mental health legislation
will address some of these issues, others require
broader legislation. The Inspectorate welcomes the
recent consultation document by the Law Reform
Commission on protection for vulnerable adults and is
hopeful that the necessary legislation will be given the
priority it deserves.

ADDITIONAL SPECIALTY SERVICES
It is common practice in most mental health services
for the elderly to exclude people who have attended
the general adult mental health services in a given
period prior to referral. Some services have a “10 year
rule” others have a “5 year rule”. These exclusions
were established to prevent the developing services
from being overwhelmed by having to look after
people who are described by the unsatisfactory term as
“graduate patients” – those patients who were
previously long stay in mental hospitals. The
Inspectorate is concerned that these exclusions are
depriving significant numbers of elderly patients from
appropriate care.

The recent Comhairle na nOspideál publication
recommends one consultant in the psychiatry of the
elderly for each 100,000 of the general population,
and an additional post if the number of elderly exceeds
10,000. Considering the very substantial increase in
the number of specialist teams providing mental health
care to the elderly that has taken place in recent years,
these exclusion rules must be reviewed so that
specialist mental health services for the elderly are
made available to all who need them irrespective of
their past psychiatric history.
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Mental health services for children and adolescents
also have challenges to be addressed. There are
insufficient numbers of inpatient units for adolescents
nationally, despite the fact that the number of units
required is small and despite the fact that this
deficiency has been known for years. This situation
must be addressed urgently. Likewise, the provision of
mental health services for those aged between 16 and
18 has been an acknowledged problem for years but
has never been addressed successfully. A decision
needs to be reached as to the most appropriate service
provision for this age group. Perhaps the most
appropriate solution is to ensure that both child and
adolescent mental health services and adult mental
health services are sufficiently resourced so that
patients can be dealt with on an individual basis. This
principle should be applied in the current state of
development of mental health services for both
adolescents and adults.

LACK OF COMMUNITY-BASED MULTIDISCIPLINARY
TEAMS
It has been national policy for over 20 years that
mental health care should be delivered by communitybased multidisciplinary teams. This type of care delivery
requires the availability of a sufficient number and
range of professional staff to deliver a comprehensive
service. It also requires a knowledge and acceptance of
how multidisciplinary teams work most effectively. A
modern community mental health team, should have
at a minimum, the core staffing of consultant
psychiatrists, clinical psychologists, social workers,
occupational therapists and sufficient nursing staff to
provide active community based care such as homebased nursing in acute illness in crisis and assertive
outreach nursing for those with enduring mental
illness. A range of additional specialist staff will also be
required depending on the nature of the specialist
service being provided.
The concept of effective team functioning is accepted
in child and adolescent services, mental health services
for the elderly and rehabilitation mental health services.
However, there were few services in the country where
effective team functioning was evident throughout all
specialties. While there is a lack of the necessary range
of staff in many services, the lack of functioning teams
was related primarily to a disturbing absence or lack of
awareness and acceptance of the concept of true team
working. True team functioning challenges many
mental health care professionals. Professional staff
need to be educated on models of effective team
functioning to allow this system of care to be
introduced as the accepted model of service delivery.
Functioning teams are already in operation in the
Tallaght/St. Loman’s service and in the North East and
have already demonstrated their effectiveness. Similar
community mental health teams could and should be
established in the immediate future in all services even
in the absence of the full range of disciplines.

MENTAL HEALTH SERVICE FOR PERSONS WITH
EATING DISORDERS
The Inspectorate disagrees with the Comhairle na
nOspidéal recommendation that no specialist services
for persons with eating disorders are required. In the
Inspectorate’s opinion each population of 350,000
should have one specialist team, with a small number
of inpatient beds in a tertiary level hospital. Such a
team would provide care to the most severely ill and
provide a liaison, consultant and support service to
other mental health teams.

To be effective, a community mental health team
needs a team coordinator, a team leader and a
business manager. There needs to be a single point of
access through which all referrals come, with
appropriate triaging of referrals and appropriate
emergency response mechanism. There must be team
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discussion of all referrals, with appropriate broad-based
assessment and care planning. The concept of key
worker/contact assignment is essential, as is the
concept of individual care planning. Community
mental health teams in all specialties should be selfmanaged. This includes agreeing budgets and service
plans, putting in place systems of clinical governance
and appropriate information technology. This selfmanagement of teams will involve the acceptance of
accountability.

CATCHMENT BOUNDARIES
In many areas catchment boundaries have remained
unchanged for decades, with no recognition of the
enormous demographic changes that have taken place.
This has resulted in marked variations in catchment size
with, for example, the Roscommon and the West Cork
mental health services having populations of fewer
than 60,000 and the Tallaght service having a
population of over quarter of a million. Staffing and
funding of mental health services are still based on the
old mental hospital system, resulting in significant
national variability in resource that has nothing to do
with population size or level of need.

MANAGEMENT OF MENTAL HEALTH SERVICE

Current catchment management systems are generally
made up of clinical director, director of nursing and
hospital administrator. Few reflect the multidisciplinary
nature of a modern service. Its orientation is still
predominantly influenced by the needs of inpatient
unit and few management teams have been able to
develop the necessary community mind-set that is
required in developing modern community-services.
Few members of the catchment management team
have had training in management systems, service
development, service implementation and service
evaluation. There is no accountability system to ensure
that catchment management teams are using resources
effectively and developing services appropriately.

The national inspection of services revealed a number
of serious problems in management that were present
across all levels of management, albeit in varying
degrees. Most noticeable were the failure to manage
resources effectively and equitably and the lack of
accountability at all levels for failure to plan and
develop necessary services. Some of the management
deficiencies exist at national level, some at senior
Health Board/HSE Area level and some at catchment
level.
In general, the provision of resources, those requiring
revenue funding and those requiring capital funding,
are the responsibility of the relevant Government
Departments of Health and Children and Finance and
of senior managers within Health Boards/HSE Areas.
The efficient use of the resources provided is generally
the responsibility of local catchment management
teams. There is little joint consultation between these
three levels in decision-making on service development.
A fundamental problem identified was that
management systems had not evolved to reflect the
requirements of a modern mental health service. These
requirements include the efficient planning of services,
the efficient delivery of services, the efficient
monitoring of service quality and the setting up of
appropriate accountability and governance systems. In
particular, it became very clear during inspections that
there has been no system within the mental health
services to ensure accountability and no agreed criteria
by which service managers are judged.

Within the current catchment management system
mental health services for the elderly may be managed
within the mental health care system or within
community services for the elderly. Mental health
services for those with intellectual disability may be
managed within the mental health care system or
within community services for intellectually disabled
and child and adolescent mental health services may
be managed within the mental health care system or
within community services for children.
The survival of these catchment boundaries and
management systems highlights the lack of a national
planning and management system within the mental
health service. This deficiency has had a number of
serious consequences on the development of services.
In addition to the marked disparities in funding and
staff availability, it has led to the isolation of
catchments from each other as all strive to retain the
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It is particularly clear that the current management
systems are unable to plan and develop services that
go beyond catchment and Health Board/HSE Area
boundaries. This is particularly evident in the failure to
develop forensic teams and the necessary facilities,
eating disorder services, and inpatient facilities for
children and adolescents, and for those with an
intellectual disability who require inpatient treatment
for mental illness.

resources within their boundaries and compete against
each other for what is often a scarce and inadequate
new resource. This unhealthy defensiveness was
particularly evident between catchment services in the
former Eastern Regional Health Authority and those
within the former Southern Health Board, where large
mental hospitals, which had previously served a
number of catchment populations, were now seen as
the predominant property of one catchment. Similarly,
there was rivalry between some specialist services, with
each seeking to ring-fence their budgets from each
other to prevent any transfer of resource. This rivalry
and isolationism has hindered good working
relationships between catchments and has hindered
the dissemination of best practice. It has impeded the
development of specialist services requiring larger
populations and has led to a defensive fragmentation
of care delivery between mental health specialties in
different care programmes. More fundamentally it
neglects what is of central importance in any quality
mental health service, the needs and priorities of those
who use the service.

EROSION OF NATIONAL FUNDING OF THE MENTAL
HEALTH SERVICES
It is now well recognised that the percentage of the
national health budget being applied to the mental
health services has been dropping steadily. Despite this,
there appears to have been no recognition by the
Department of Finance, the Department of Health and
Children or by senior Health Board/HSE Area managers
of their obligation to address this issue, despite the
clear failure of the health care system to develop and
deliver a quality and comprehensive mental health
service. The WHO has recognised the enormous
burden of disability caused by mental illness,
suggesting that 20-25% of total health related
disability falls in the domain of mental ill health. This
high percentage of disability has not been reflected in
the priority of resource allocation or interest given to
service development.

LACK OF NECESSARY SERVICE DEVELOPMENT
Every year local managers of mental health services
develop a service plan for the following year which
gives details of required service developments. The
Inspectorate found many cases where the same priority
service developments were submitted year after year,
but were never addressed. Generally, no reason for the
lack of developments would be given, other than the
usual response of lack of funding. When these service
developments are in line with national policy on the
development of mental health services it is not
acceptable that decisions to repeatedly delay necessary
development should go unchallenged. This can have a
particularly damaging effect on the morale of staff at
all levels. It also became clear to the Inspectorate that
there was no clear accountability system within the
mental health service, rather a system of blame, with
each level of management blaming the next level. As a
result, inefficient management systems have gone
unchallenged. Conversely, areas of high quality service
development and management have gone
unrecognised and unrewarded.

The low priority given to mental health services is
reflective of a variety of factors, particularly stigma and
lack of advocacy by users of the service. Users have
been poor advocates for a variety of reasons. They may
be too unwell or too embarrassed to express their
views. Carers may be concerned about protecting the
privacy of their relatives or friends. This systemic lack of
advocacy requires that mental health services should be
given special priority at senior health planning and
management level. An example of this would be a
guaranteed percentage of total health funding going
to mental health services. Current funding lies at
approximately 7% of the national health budget. In
Northern Ireland the equivalent percentage is 9.2%
and in England and Wales 11.6%. Given the historic
neglect of mental health services a minimum threshold
of 12% would seem appropriate.
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LACK OF CAPITAL FUNDING

LACK OF ADEQUATE MANPOWER PLANNING

Despite it being national policy for 20 years to develop
community-based mental health services there has
been critical under-investment in the community
structures necessary to support such services. The bulk
of new funding has gone towards the development of
acute psychiatric units in general hospitals, but even
so, almost half of admissions nationally still go to the
old mental hospitals. The Inspectorate was concerned
by the many design faults in new units that have been
built, and found it difficult to comprehend why a
national template for a successful design had not been
agreed. The Inspectorate was also struck by the fact
that the size of such units has not been reviewed in
the 20 years since “Planning for the Future”, despite
developments in community-based care. As a result, a
new acute unit has recently opened in Portlaoise
providing 50 beds for a population of little over
100,000, a provision that is clearly excessive. The time
has come when the provision of such units must be
reviewed. In the context of well developed community
services, such 50-bed units could appropriately serve
populations of larger catchments of 250,000 to
350,000.

At national level, there has been no unified response to
the need for additional necessary multidisciplinary staff
to provide a modern mental health service. This
problem affects planning and training for the necessary
number of clinical psychologist, social workers and
occupational therapists and psychiatrists.
The absence of a national strategy to effectively use
the large nursing resource is of particular concern. In a
community-based mental health service, nursing staff
play a key role in providing active home-based care
and assertive outreach care. Yet, there has been no
national agreement on giving existing nursing staff the
additional skills necessary for these new roles. There is
also concern at the number of nursing staff eligible to
retire in the next five years, but there is no national
strategy to ensure that sufficient numbers are trained
to make up this future loss. The salary structure of
psychiatric nurses continues to favour those who work
in inpatient settings, particularly those who work in
“locked” settings, and frequently discriminates against
those who work in community settings. This is difficult
to comprehend when it has long been national policy
to develop community-based services. The salary
structure of all nurses working within the mental
health service must support the development of
community-based services and the development of
specialist roles and services.

Community mental health teams require appropriate
community headquarters from which to provide
services, but few services have these facilities. It was
far more common for the Inspectorate to be informed
of seriously substandard facilities being used for
community activities such as outpatient contacts, day
centres and day hospitals. Few staffed community
residences for people with enduring mental illness have
been purpose-designed and built, resulting in many
being unsuitable for their use. There has been a
principle of “make-do” in the provision of community
facilities, again reflecting the low priority given to the
mental health services nationally.

With the development of multidisciplinary teams there
will need to be a substantial increase in the number of
psychologists, social workers, occupational therapists
and other related disciplines. This must be given
immediate recognition in substantially increasing the
training places for these disciplines in national training
programmes. Again, given the multidisciplinary nature
of future team working these training programmes
should contain modules of training which involve
contact between the different disciplines and perhaps
some modules of joint training. Disciplines within the
multidisciplinary teams are best managed and
professionally supervised from within the mental health
service itself. To facilitate this, there must be posts at
the most senior level in each discipline within the
mental health service.

Community-based mental health services should be
based in appropriately sized and appropriately
designed community mental health centres. Agreement
should be reached nationally on suitable designs for
these structures. This is a priority area for the new
developing community mental health services. The
capital requirement will be substantial and a national
plan should be drawn up to provide these facilities
over a five to seven year period.
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continue to transfer patients to long stay wards. Some
services have large numbers of nursing staff assigned
to long stay wards, frequently assigned duties that do
not use their training and experience in the most
productive way, while community mental health teams
are starved of the necessary nursing staff to provide a
true community-based service. Other services have high
levels of funding but have not developed the necessary
range of specialty services. Many services have made
no moves to develop true, properly functioning
community mental health teams with the staff they
have, irrespective of the number and range of
multidisciplinary staff available. In some services nonconsultant hospital doctors alone make the decision to
admit without discussion with other team members.
Other services have no policies regarding the admission
of persons in states of simple intoxication, or requiring
uncomplicated detoxification regimes. Some services
have no strategies in place to reduce the rates of
repeat certification of vulnerable individuals.

IMPLEMENTATION OF THE CAP ON EMPLOYMENT
All mental health services visited were familiar with the
employment restrictions imposed on the public services
in the past few years and were also aware of the
stated intention to protect front-line posts and services.
Nonetheless, there were few mental health services
nationally that had not lost approved and funded
clinical posts that were unprocessed at the time of the
embargo. The specific funding allocated to these
mental health service posts was then generally lost to
the mental health service budget. One suspects that it
was assigned to the acute hospital services, but the
lack of transparency of such decisions makes tracking
the destination of this funding difficult. There are no
accountability systems in place that require senior
service managers to account for the development or
non-development of services that have been approved
and funded.
In addition to losing approved posts with their
associated funding, it was clear that many mental
health services were further penalised by the manner in
which the employment ceiling was being implemented
in Health Boards/HSE Areas. Employment over-runs in
other programmes, particularly the acute hospital
programme, were being paid for by what appeared to
be a general ban on replacement recruitment, so that
mental health services were unable to fill vacancies
created by retirement or resignation, despite being
within their own employment allowance.

The lack of effective management structures and the
lack of appropriate accountability and governance
systems make the development of new systems within
the mental health service a matter of urgency.

EFFECTIVE MANAGEMENT
Effective management systems must be available at a
number of levels: the national level, the level of
appropriately sized catchments and the level of
community mental health teams. A core principle of
effective health service management is that clinical
professionals share management responsibilities with
professional managers.

Again, there is no accountability system to ensure that
the cap on employment is implemented in an equitable
manner. The only performance indicator appears to be
that Health Boards/HSE Areas bring their employment
numbers down to the required level.

LOCAL USE OF RESOURCES

A NATIONAL MENTAL HEALTH SERVICE
MANAGEMENT GROUP

It is clear from the variability in service indices, both in
terms of resource utilisation and activity levels, that
there is little accountability required of catchment
management teams in the way they use the resources
available to them. Some services have made little
progress in relocating long stay patients to more
appropriate community facilities. Other services

A national mental health service management body is
required to address a range of issues: the
establishment of an appropriate national budget for
the mental health service; the equitable distribution of
resources; the design of appropriate catchments that
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match current social and demographic profiles; and the
planning of national specialty services and facilities. It
should design appropriate clinical and non-clinical
governance systems with the necessary information
management capabilities to support it. It should have
input into national manpower planning and training. It
would be responsible for facilitating catchment
management teams to provide efficient high quality
services.

of their self-management would be accountable to the
catchment management team. Clinical governance
procedures must operate at the community mental
health team level.

THE HEALTH SERVICE EXECUTIVE
The new health service arrangements in which hospital
and community care are in separate management
categories has not been ideal in answering the
management needs of the mental health services.
While mental health services will be increasingly
community-based with closer links with other
community care programmes, they will always require
acute beds in a hospital setting. The development of a
range of new specialties will make it ever more
important to provide organisational and management
systems to ensure that mental health services are
provided in a coordinated and integrated fashion.

CATCHMENT MANAGEMENT TEAMS
Catchments of a minimum size are required to
facilitate the development of the necessary range of
specialist services. Such catchments should be in the
region of 250,000 to 350,000 with the smaller
catchment sizes being more appropriate in rural, less
densely populated regions. New catchment
management teams need to be developed to
effectively manage these larger catchments and their
constitution needs to reflect the multidisciplinary
nature of modern mental health care delivery. Such
catchments would typically have in the region of 20
specialist community mental health teams, covering the
areas of general adult mental health services, mental
health services for the elderly, rehabilitation mental
health services, child and adolescent mental health
services, mental health services for adults and children
with intellectual disability, forensic mental health
services and mental health services for eating disorders.

It is essential that the mental health service is managed
as a unitary service, with no separation between the
hospital and community-based service elements.
Similarly all specialities within the mental health
services must be managed by the same body to ensure
the delivery of integrated and efficient high quality
services. Catchment levels of a population size
between 250,000 and 350,000 must be developed to
allow necessary development of specialty services and
facilities. A suitable management system must be put
in place to address these needs. At a national level a
specific mental health management structure is
required to address national service planning issues.
The new HSE management system will need to take
these organisation and management requirements into
account so that the special needs of the mental health
service can be met within the PCCC structure. If this
does not happen, many of the management
deficiencies identified in this report will not only remain
but will be magnified. This is an urgent matter and its
early and successful resolution is essential.

The new catchment management teams would have a
range of responsibilities including agreeing the overall
catchment priorities and budgets with the national
mental health service management group, planning
and developing the necessary range of specialty
services and facilities within the catchment, developing
agreed service goals with community mental health
teams and ensuring that appropriate governance and
information systems are in place. The catchment
management teams would be accountable to the
national mental health service management group.
Each community mental health team would be
responsible for agreeing service budgets and plans with
the catchment management teams and in the context
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SERVICE USER INVOLVEMENT

AREAS OF SERVICE DEVELOPMENT REQUIRING
URGENT ATTENTION

The concept of service user involvement in service
planning, service delivery and service monitoring is in
its infancy in Ireland. There is a growing advocacy
movement to work with patients who need assistance
in having their voice and wishes heard, but there is still
inadequate patient involvement at all levels of service
delivery, from involvement in their own treatment
decisions to involvement at the broader level of service
management. All services should welcome their local
Advocacy Network representatives and facilitate their
meeting with patients. In addition, services should have
available for patients the details of all relevant
voluntary and user groups in their areas.

This inspection of mental health services nationally has
revealed a wide range of issues that need to be
addressed with some urgency. The development of
new management systems at expanded catchment and
national level are essential to allow the necessary
development of specialty services and facilities and to
ensure proper planning and funding of services
nationally. The development of functioning community
mental health teams is necessary to allow the provision
of community-based care programmes in all specialties,
including home-based and assertive outreach care as
alternatives to inpatient care. Increased user input at all
levels is necessary to ensure that services are always
user-focused. Appropriate clinical governance systems
are necessary to ensure safe and effective services and
to minimise individual practice variations. Service audit
systems are necessary to allow ongoing service
monitoring and evaluation. Modern information
systems are required to support all these activities.

Mental health service providers need to be particularly
sensitive to the views and rights of users. Service
provision in the past has often been paternalistic, an
attitude that has been reinforced by the vulnerability of
users and by the outdated legislation governing
compulsory detention and treatment.
The Inspectorate is very concerned at the delay in
implementing the Mental Health Act 2001, legislation
that contains essential safeguards for patients. This
matter is of such importance that it should be given
immediate priority by all involved parties.

REGULATIONS AND GUIDELINES BY THE MENTAL
HEALTH COMMISSION
The Mental Health Commission will be establishing
guidelines or regulations on a range of issues. The
urgent need for these is evident in the marked
variation in the use of procedures such as ECT and
seclusion. Other issues requiring consideration include
the use of CCTV in admission units, the use of staffed
community residences for crisis admissions, the
dedesignation of long stay wards and the follow-up
care provided to discharged long stay patients.
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SUMMARY
The Irish mental health services are in need of radical
reform at all levels. While this Inspection has showed
some areas of high quality practice it has also revealed
unacceptable levels of care. The variation in indices of
service development, service resource and service
activity is a cause of real concern, revealing as it does
no agreed minimum standard of care nationally. This
situation is not unexpected given the absence of a
modern national mental health strategy.
It has always been difficult to sustain wide-spread
interest in mental health services. In the past such
interest has been intermittent and frequently shortlived. This has led to delays in modernising mental
health legislation and in updating mental health
strategy. Similarly, it has allowed obvious inadequacies
in funding and service provision to remain
unaddressed. With the enactment of the Mental
Health Act 2001, the establishment of the Mental
Health Commission and the current initiative to devise
a new mental health strategy there is a rare
opportunity to radically address problems in the mental
health services. What is now required is a nationally
agreed, costed and timed modernisation plan for the
mental health services to ensure that service users have
available to them the modern, high quality service to
which they are entitled.
The Mental Health Commission, with its statutory
responsibility to promote and foster high standards of
care within the mental health service, is in a key
position to drive and monitor this necessary process.
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MENTAL HEALTH SERVICES IN THE HSE MIDLAND AREA (MIDLAND HEALTH BOARD)

INTRODUCTION
Mental health services in the HSE Midland Area cover Counties Laois, Offaly, Westmeath and Longford. The total
population is 227,436 (Table 1). The percentage of the population under the age of 18 is slightly greater than the
national average.
Mental health services are currently organised on the basis of two catchments, based on the populations served by
the old mental hospitals in Mullingar and Portlaoise. The Laois/Offaly catchment has a population of 122,437 and
the Westmeath/Longford catchment has a population of 104,999.
Table 1: Population Profile in the HSE Midland Area
Total Population

Over 16

Over 65

Under 16

Under 18

Laois / Offaly

122,437

91,870

14,039

30,567

34,883

Westmeath / Longford

104,999

79,277

12,425

25,722

29,402

Total

227,436

171,147
(75%)

26,464
(12%)

56,289
(25%)

64,285
(28 %)

77.3%

11.1%

22.7%

25.6%

National Age Profile

Funding allocated to the mental health service in 2004 was €36m. This excludes funding for mental health services
for persons with intellectual disability (Table 2).
Table 2: Funding of the Mental Health Services
Allocation 2003

€ Spent
2003

€ Allocation
2004

32,340,000

32,170,000

33,960,000

1,919,000

1,368,000

2,041,000

34,259,000

33,538,000

36,000,000

Adult Mental Health Services
(Excl. MHS for persons with intellectual disability and MHS for the elderly)

Child and Adolescent Mental Health Services
Total

The funding allocated in 2003 to the adult mental health services (excluding mental health services for persons
with intellectual disability) was over €32m with slightly less than this being spent. Some of this under expenditure
related to approved posts not being filled. The allocated budget for 2004 is almost €34m. The budget for child and
adolescent mental health services was also under utilised in 2003 and the allocation for 2004 has been increased
from €1.9m to €2.04m.
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Table 3 gives information on funding, available beds and inpatient activity of the adult mental health service.
Table 3: Catchment Resources and Inpatient Activity of Adult Mental Health Services
Laois
Offaly

Longford
/Westmeath

91,870

79,277

€14.167m

€18.194m

143

210

Beds (2003)

91

177

24-Hour Nurse Staffed Residential Places

32

38

Admission Rate (2003) (per 100,000 over16: national avg: 760.4)

751.1

818.6

Admission Rate for Alcohol-Related Disorders 2003 (nat. avg: 119)

271.4

219.9

45.7

76.9

New Long Stay 2003

4

11

In-Patient Suicides 2003

0

0

Catchment Population (over 16)
Funding (2004)
Total Psychiatric Nurses

Certification Rate (2003) (per 100,000 over16: national avg: 80.4)

Table 4: Recommended Range of Specialist Services and Teams Comhairle na nOspidéal 2005
Total Population: 227,436 Population over 65: 26,464
Minimum
Recommended
MH Teams

Number of
Teams
Present

General Adult (1 per 25,000 total population)

9

*6

Elderly (min. 1 per 15,000 elderly)

2

2

Rehabilitation (1 per 100,000 total population)

2

0

Child and Adolescent (1 per 50,000 total population)

4

2

Adult Intellectual Disability (1 per 100,000 total population)

2

1

Child and Adolescent Intellectual Disability (1 per 200,000 total population)

1

1

*

The clinical directors of both catchments do not have a team.
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MULTIDISCIPLINARY TEAM STAFFING
The range and number of specialist teams required in the HSE Midland Area is outlined in Table 4. Each team
should have, as a minimum, one each of the core disciplines of the multidisciplinary team - consultant psychiatrist,
clinical psychologist, social worker, occupational therapist - and a sufficient number of nursing staff to provide
enhanced community-based care. All teams will require additional therapists, such as family therapists, family
support workers, addiction counsellors, bereavement counsellors and cognitive behavioural therapists. Particular
specialties will also require either additional numbers of core disciplines or additional special therapists, e.g. urban
teams may require additional social workers, rehabilitation teams will require additional occupational therapists and
mental health teams for children and adolescents and for those with an intellectual disability will require additional
clinical psychologists, occupational therapists and speech and language therapists.
It is recommended that teams in the general adult mental health services combine to serve populations of 50,000
and teams in child and adolescent mental health services combine to serve populations of 100,000. These larger
teams would enable the provision of a wider range of therapists, they would give some element of patient choice
and they would allow team members to develop skills in particular special interest areas.

Table 5: Community Mental Health Team Staffing of Specialist General Adult Mental Health Services
Laois
Offaly

Longford
/Westmeath

91,870

79,277

*3

*3

Psychologists

2

3

Social Workers

4

4

Occupational Therapists

4.5

3

Team Psychiatric Nurses

9

6

Total Psychiatric Nurses

143

210

Cognitive/Behavioural Therapists

1

0

Family Therapists

0

0

Catchment Population (over 16)
Consultants

*

There are four consultants in general adult psychiatry in each catchment. The clinical directors of both catchments do not have a team.
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Table 6: Community Mental Health Team Staffing of Additional Specialty Services
HSE Area Staffing
of Specialty Teams

MHS for
the Elderly

Rehab
MHS

C&A
MHS

Adult ID
MHS

C&A ID
MHS

Addiction
MHS

Consultants

2

0

2

1

1

1

Psychologists

0

0

*

0

0

0

Social Workers

1

0

1

0

0

0

Occupational Therapists

2

0

**

0

0

0

0

0.5

***

***

0

0

1

0

Speech & Language
Team Psychiatric
Nurses

14

10
As
Addiction
Counsellors

* Accessed from Community Care
** Accessed from Adult MHS
*** Regional Service

The multidisciplinary staffing of community mental health teams is given in Tables 5 & 6. The specialty teams
providing mental health services to children and adolescents, mental health services for persons with intellectual
disability and the mental health services for the elderly are understaffed. At the present time, the child and
adolescent mental health services have to access psychology from community care and occupational therapy from
the adult services. Speech and language therapy is a regional service. The mental health services for children and
adolescents with intellectual disability and for adults with intellectual disability have no dedicated multidisciplinary
staff. The mental health services for the elderly have no dedicated clinical psychologists.
Notwithstanding the deficiencies in team staffing there is evidence of team functioning in the child and adolescent
mental health services and the mental health services for the elderly. However, there are clear deficiencies in
multidisciplinary team functioning within the adult mental health services.
The availability of multidisciplinary staff for the general adult mental health services is better than in many services,
but the effectiveness of this staff is decreased by the lack of cohesive, comprehensive, properly functioning teams.
In Longford/Westmeath both social workers and clinical psychologists take direct referrals from primary care,
limiting their availability to persons with severe mental illness. The absence of team triaging and discussion of
referrals runs the risk that, by working in isolation from other team members, these professionals are providing a
primary care service rather than a specialist, secondary level mental health service.
A number of factors must be put in place to allow the necessary team functioning to develop. There must be an
acceptance by all staff that multidisciplinary community mental health teams are the most effective structure for
the delivery of comprehensive mental health care. All staff providing mental health care must be employed within
the mental health service and not contracted in from community care. There must be appropriate career structures
within the mental health service for all core multidisciplinary staff, with sufficient numbers of posts at more senior
level to allow peer support and clinical supervision.
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All mental health care staff must have a clear team assignment, so that there are no professional staff working in
isolation, and no individual staff taking direct referrals from primary care. Team systems must be put in place to
ensure a single point of referral, allowing appropriate triaging of referrals and appropriate emergency response
pathways. All referrals must be the subject of multidisciplinary team discussion to allow appropriate
multidisciplinary assessment, care planning and care implementation.
There are in excess of 350 psychiatric nurses in the region which constitutes a significant resource. Additional
nursing staff must be assigned to all teams to allow the development of active community-based care. Nursing
staff must also be facilitated in taking on additional skills, to fill the team requirements for cognitive behaviour
therapy, family therapy, home-based care, and assertive outreach care.

GENERAL ADULT MENTAL HEALTH SERVICES
It is essential that the general adult mental health services develop true community mental health teams and put in
place the team structures described above. Once this has been achieved, the deployment of additional nursing staff
to teams must be prioritised. This will allow the development of active community-based care, including homebased care. The reorganisation of sector populations into two sectors of 50,000 – 60,000 in each catchment
should be considered, with each sector served by one well-staffed community mental health team.
Senior clinicians in all professions should carry case-loads with a designated team, while having dedicated sessional
time for management.
Current services appear to be still predominantly bed-based with admission rates that are at or above the national
average. This reflects the lack of cohesive team functioning and the low availability of community team-based
nursing staff. All potential admissions should be assessed for suitability for active outpatient management and all
decisions to admit must be cleared with a consultant psychiatrist to reduce the risk of unnecessary admissions.
Involuntary admissions to all units must be audited to identify factors contributing to detention. Measures should
then be put in place to reduce the risk of further involuntary detentions and consideration given to general
measures that could contribute to a reduction in first-time certifications.
Both catchments have very high admission rates for alcohol related disorders. The Laois/Offaly service had the
State’s highest rate of admission for these conditions in 2003 and the Longford/Westmeath service has the third
highest. The region urgently requires an agreed policy on the management of alcohol abuse, with an acceptance
that uncomplicated detoxification can safely occur in the community setting and that more complex detoxifications
require medical admission. The practice of responding to cases of simple alcohol intoxication by admission must
cease, and all such presentations must be discussed with the relevant consultant.
Since the time of inspection, a new admission unit for the Laois/Offaly service opened in Portlaoise General
Hospital. This provides 50 beds in total, including provision for the elderly. While this provision is in line with the
norms given in “Planning for the Future” in 1984, it is now excessive. With the development of functioning
multidisciplinary community mental health teams, the bed occupancy of this unit should remain at little over 50%.
When community-based care is established in the catchment, the use of the excess beds should be reviewed.
The admission units for the Longford/Westmeath service continue to be in St. Loman’s Hospital. The male
admission unit has been refurbished and funding is awaited for refurbishment of the female unit, which is currently
occupying an unsuitable long stay ward. There are plans to build a new acute unit in Mullingar General Hospital.

132

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | Midland Area (Midland Health Board)

These plans should be revisited in the light of developing community-based services and the likely over-provision of
beds in Portlaoise.
The admission wards in Longford/Westmeath do not have a high observation unit. This requirement should be
taken into account when refurbishing the remainder of the admission unit in St. Loman’s Hospital.
Both St. Fintan’s Hospital and St. Loman’s Hospital continue to have long stay patients. In addition to the 50 beds
in the acute unit in Portlaoise there are 41 beds remaining in St. Fintan’s Hospital. At the time of inspection there
were 22 patients in a long stay ward and 13 patients in a care of the elderly ward. There must be a policy of
having no further admissions to long stay wards, so that no patient is transferred there from the acute unit or from
the community. The use of the care of the elderly ward should be reviewed.
St Loman’s Hospital has 177 beds in total. These are in two admission units, a secure ward (St. Edna’s) that
functions as both a high observation unit and a regional unit for males with enduringly disturbed behaviour, elderly
care wards and long stay wards. All patients have been assessed for their ongoing care needs.
St. Edna’s ward acts as a regional “secure unit” for both catchments, although it is generally able to be unlocked.
Over half the patients were long stay and the service has identified a requirement for continued access to such a
unit. The development of such a unit should occur in the context of a regional forensic service, and provide a low
secure facility both for forensic patients and for patients with enduringly disturbed behaviour.
There is a successful nurse-liaison service operating in the accident and emergency department of Tullamore
General Hospital and there are plans to set up a similar service in Mullingar. As with the existing service, all such
services should be attached to one of the community mental health teams to ensure appropriate peer support.

ADDICTION SERVICES
The Midland region is unique outside Dublin in having an approved consultant post in addiction psychiatry. In
addition there is a regional team of 10.5 community-based addiction counsellors. An agreed policy on the
management of alcohol abuse is required as a matter of urgency.

MENTAL HEALTH SERVICES FOR THE ELDERLY
There are two teams providing mental health services to the elderly in the region. Both have developing teams, but
require the addition of two clinical psychologists and one social worker. These teams are providing a predominantly
community-based service but require additional nursing staff to allow them to further develop their community
base.
The Laois/Offaly team admits to the new acute unit in Portlaoise, while the Longford/Westmeath team admits to St.
Loman’s Hospital. Designated admission beds for the Longford/Westmeath team must be factored in to any
development plans for acute units in the region.
The use of the elderly care ward in St. Fintan’s Hospital and St. Loman’s Hospital should be reviewed. The HSE
Midland Area region will require a dedicated unit for the care of elderly patients with disturbed behaviour in the
context of a dementing illness.
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REHABILITATION MENTAL HEALTH SERVICES
There is no specialist rehabilitation service in the Midland region. The development of this service is essential to
facilitate the planned closure of St. Loman’s Hospital and the remaining long stay ward in St. Fintan’s Hospital. Such
a service is also necessary to ensure that community-based patients with enduring mental illness are receiving the
focused care and rehabilitation that they need.

MENTAL HEALTH SERVICES FOR CHILDREN AND ADOLESCENTS
There are two teams providing mental health services to children and adolescents including children and
adolescents with mild intellectual disability. Neither team has the full complement of necessary staff. There are no
dedicated mental health service clinical psychologists or social workers. Clinical psychology is accessed from
community care and occupational therapy is accessed from the adult mental health services. The provision of social
workers and speech and language therapists is inadequate.
The staffing of the current teams must be completed and two additional consultant posts are required. All
professional staff should be assigned full time to the child and adolescent mental health service and not contracted
in from other services. Additional nursing staff are also required to allow the development of community-based
programmes of care.
There is no formal access to inpatient beds. Facilities in Dublin or Galway are used as needed, but there can be
delays in accessing beds. This is an unsatisfactory arrangement and formal access to a regional unit is required. An
additional two teams are required.

MENTAL HEALTH SERVICES FOR PERSONS WITH INTELLECTUAL DISABILITY
There is one consultant psychiatrist for adults with intellectual disability and one consultant psychiatrist for children
and adolescents with intellectual disability. Neither has any dedicated associated staff, apart from one nurse in the
adult service.
There is a total of 1,446 individuals on the intellectual disability database in the Midlands region, with 947 aged
over 18. Two hundred and sixty are still living in five institutions, run by the HSE and various voluntary agencies.
These residents are being assessed regarding their mental health needs and, of those already assessed, the rate of
dual diagnosis (intellectual disability with a mental illness or challenging behaviour) is 59%, while 70% are on
psychotropic medications. The region requires two fully staffed teams to provide a comprehensive mental health
service for adults with intellectual disability. The region also requires access to dedicated beds for those who need
inpatient care for the treatment of mental illness or challenging behaviour.
The mental health service for children and adolescents with intellectual disability also has input into the service for
children with autistic spectrum disorder. Again, there is no dedicated team. The staffing of this team needs to be
brought up to the full complement.
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SUMMARY
The HSE Midland Area has made progress in appointing the multidisciplinary staffing necessary for community
mental health teams. The general adult mental health services, however, show little evidence of team functioning
and little evidence of a community-based service. This must be addressed through the setting up of appropriate
team structures. A consultant psychiatrist must clear all admissions and an audit of involuntary detention must be
carried out. A regional policy on the management of alcohol abuse is essential.
Mental health teams for children and adolescents, for persons with intellectual disability and for the elderly must
have their staffing completed. Specialist rehabilitation services need to be developed in both catchments.

HSE – WIDE RECOMMENDATIONS
RESOURCE NEUTRAL
Board-Wide
All core multidisciplinary health professional staff providing a specialist mental health service (clinical
psychologists, social workers, occupational therapists and speech and language therapists) must be
employed by the Area Mental Health Programme. Posts at the most senior professional level must also be
made available within the Mental Health Programme so that appropriate supervision is available from within
that service.
All senior clinical staff must carry a clinical case load and have designated sessions for management.
All clinical staff within the mental health service must be assigned to clinical teams.
A policy for the management of alcohol abuse must be developed and agreed.
All admissions must be discussed with a consultant psychiatrist.

GENERAL ADULT MENTAL HEALTH SERVICE
Arrangements must be put in place within the adult mental health service to ensure effective team
functioning as described, and in particular to ensure appropriate triaging of all referrals.
All admissions, including those presenting out-of-hours, must be cleared by a consultant psychiatrist.
Admission for simple intoxication must cease.
Admission for uncomplicated detoxification from alcohol must cease.
Transfer to long stay wards must cease.
A rehabilitation and community placement planning programme must be commenced for all remaining long
stay patients.
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ADDITIONAL STAFF AND/OR REVENUE REQUIRED
A working strategy must be agreed with the HSE to achieve the following service developments within an agreed
time-frame:
The full range of required multidisciplinary staff must be assigned to the following services:
• Child and Adolescent Mental Health Services
• Mental Health Services for Intellectual Disability
• Mental Health Services for the Elderly.
The appointment of two fully-staffed multidisciplinary teams in rehabilitation psychiatry.
The appointment of two additional teams in child and adolescent psychiatry.
The appointment of one additional team in the psychiatry of intellectual disability for adults.

ADDITIONAL CAPITAL RESOURCE REQUIRED
High observation units to be developed in the Acute Unit in Portlaoise.
Refurbishment of the Female Admission unit in Mullingar with development of a high observation unit.
Community placements to be provided for the remaining long stay patients.

DEVELOPMENTS IN ASSOCIATION WITH OTHER HSE AREAS
Development of an inpatient unit for adolescents.
Development of a regional low secure unit in tandem with the development of a regional forensic service.
Development of a dedicated unit for people with disturbed behaviour in association with dementia.
Development of a dedicated unit for people with disturbed behaviour in association with intellectual
disability.

PRESENTATIONS
A number of presentations about the HSE Midland Area services were made to the Inspectorate.
An audit of rates of certification of patients to the Longford/Westmeath service was presented. Analysis of reasons
for involuntary admissions and standards of involuntary form completion were outlined.
There was a presentation on a consumer feedback survey conducted throughout the Area by the Occupational
Therapy Department. It is planned that the consumer feedback project will be an ongoing process. It forms part of
a larger Quality initiative undertaken by the Occupational Therapy department in partnership with the Quality
facilitator in the HSE Midland Area to establish Standard Operating Procedures.
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Communication mechanisms for inter-team and inter-service co-ordination were presented and the ICON project
was outlined.
An example of care planning in the community mental health services in Tullamore was presented. This outlined a
comprehensive formal care planning approach which was operating on a pilot basis.
There was a presentation on philosophy of care which outlined 17 key principles and a mission statement. These
incorporated processes of referral and assessment. Pathways of care were outlined, which included flexibility of
services, key worker systems, care planning, discharge planning and recovery.
The Athlone sector presented Psychiatry in Primary Care Pilot Project. This project identified problems with long
waiting lists and difficulty in accessing services. Consultant psychiatrists and community mental health nurses
provided a service to G.P. surgeries for a three month period. A full audit and evaluation of the pilot project is
planned.

LONGFORD/WESTMEATH CATCHMENT
ST. LOMAN’S HOSPITAL, MULLINGAR
1.

ACUTE WARD

Date of Inspection:

2nd September 2004

Function 0f Ward:

Acute Admission Ward

REFERRAL TO SERVICE
Referrals to the acute ward are usually through the patient’s General Practitioner (G.P.). Some patients may present
as self referrals.

PROCESS OF ADMISSION TO SERVICE
Children under the age of sixteen years and persons with moderate intellectual disability are not admitted. Each
patient has a mental health assessment and physical examination at the time of admission. A collateral history is
taken from family members where possible.
The decision to admit a patient is made by the non-consultant hospital doctor (NCHD). Referrals are not routinely
discussed during the day or night with the consultant psychiatrist on call. Medical staff discuss treatment with
nursing staff and the patient following the decision to admit. There is no formal system of communicating a
decision to admit a patient with his/her G.P. The patient is usually seen within 24 hours of admission by the
consultant psychiatrist. A treatment plan is documented in the clinical file.
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CARE PLAN
There is no formal multidisciplinary care planning approach on the acute ward. There is a care plan which is part of
the nursing model in use on the ward. Patients are assessed by medical and nursing staff and a treatment plan is
documented in the clinical file. The patient is usually involved in his/her treatment plan.
There are weekly team meetings on the acute ward followed by a review with the patient. The consultant
psychiatrist meets with the family or carers if required and if it is appropriate.
There is no formal policy on discharge and there is no formal discharge planning.
Decisions to discharge a patient are made at team meetings. The consultant psychiatrist discusses the discharge
plan with the patient and his/her family or carer. A discharge letter is given to the patient at the time of discharge
for the patient’s G.P. Follow up for the patient in the community is through the sector community mental health
nurse. Patients who leave against medical advice are requested to sign a form to state that they are discharging
themselves against medical advice.

NURSING PROCESS
The Roper Logan Tierney model of nursing is used in the acute ward. This incorporates a nursing care plan. There is
no key worker system in place on the ward but it is intended to introduce such a system in the near future.
There are three levels of observation: general observation, fifteen minute checks and special nursing. All nurses
wear name badges.

ACCESS TO THERAPY AND TREATMENT
Patients on the acute ward have access to a social worker. Patients may be referred to psychology and occupational
therapy. There is no access to other counsellors. Consultant psychiatrists attend the acute ward on a daily basis.
Medical care is carried out by the NCHDs.
There is an electroconvulsive therapy (ECT) policy and designated ECT consultant. The NCHDs have a training
programme for ECT and the nursing staff are trained in assisting in the administration of ECT. Medical staff obtain
written consent for ECT from the patient. There is no written information about ECT available for the patient.

ACCESS TO THERAPEUTIC ACTIVITIES
There are no activities available on the acute ward for patients. There is a recently opened activation unit which is
situated near the ward. This consists of four activity rooms and one training kitchen. The activity area is staffed by
one clinical nurse manager (CNM2), one staff nurse and a part time occupational therapist.
Groups are held in the activity area and include relaxation, recovery and discharge groups. Voluntary groups such
as Aware and GROW also have meetings in the acute ward.
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WARD MANAGEMENT
Patients are occasionally transferred from the acute ward to other units in the hospital because of bed shortages.
There is no formal policy on searching patients’ belongings. If deemed necessary, two nurses search a patient’s
belongings with the patient’s permission.
There are no snacks or drinks available on the acute ward outside of set times. There is a café in the hospital shop
which is available to people with permission to leave the acute ward. Mealtimes are at 9.15 a.m., 12.00 p.m. and
5.00 p.m. There are snacks available at 11.00 a.m. and 7.00 p.m.
There are no ward clerks on the acute ward. There are no phlebotomists available to the ward and the NCHD
performs phlebotomy duties.
Patients’ time off the acute ward is decided by the consultant psychiatrist and documented in the patient’s clinical
file. There is open visiting to the acute ward until 8.30 p.m. There is no unit-specific policy on locking the ward
door.
There is no waiting list for the acute ward.

RECORDS
Entries in the patients’ clinical files were up to date and legible. The clinician’s signature was legible and the charts
contained a treatment plan. There were up to date progress reports on these treatment plans. Allied health
professional interventions with the patients were documented in the clinical file. The clinical files were untidy with
patient information in a pocket in the back of the file.
The standard of medication documentation was generally poor. The entries were not individually dated and were
only initialled by the medical staff. The name of the doctor was not clearly identifiable. Depot medication was
written in the same section as daily medication. On the administration sheet there was no room for the dose of ‘as
required’ (PRN) medication or for the time that PRN medication was given.

INFORMATION
The patients are usually given written information on their medication. A notice of patients’ rights is posted on
various notice boards around the ward. There are suggestion boxes for patients’ opinions. Administration staff
collect the suggestions and process them.
There is a complaints policy which is clearly posted around the ward. There are information boards with leaflets
about the service available on the ward.
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ENVIRONMENT
General hygiene was good in most areas. However, bathrooms and toilets were dirty and untidy. There was poor
ventilation in the smoking area. The overall décor was poor. There was no observation panel on the interview room
door.
Doors were sometimes locked on the acute ward. There was no easy access to a suitable outside area.

RISK MANAGEMENT
There is no formal clinical risk management policy available. There is no formal policy on the management of acute
aggression. Staff are not formally trained in de-escalation techniques but do use de-escalation techniques to a
significant degree when required. Urine samples are sometimes requested from patients suspected of bringing
alcohol and illicit drugs on to the ward.
There was no restraint policy available on the ward. A Buxten Chair is occasionally used as a restraint on one of the
acute units. This is authorised by the consultant psychiatrist who also reviews the restraint order.
There are generalised alarm systems; these are location based but not pinpoint. There is an arranged response from
other wards in the hospital to staff alarms.
There is a policy on patients missing from the ward, which includes a formal search procedure.
Seclusion was stated to be rarely used in the acute ward. There is a seclusion policy available. The consultant
psychiatrist authorises the seclusion in the first instance and reviews it. Observation is through a panel on the door.
The seclusion register was up to date. Observations are conducted every 15 minutes and documented.

2.

ST. EDNA’S WARD

Date of Inspection:

2nd September 2004

Number of Beds:

20

Function of Ward:

Locked Ward

REFERRAL TO SERVICE
The decision to transfer a patient to the locked ward is made by the treating consultant psychiatrist. All admissions
to the ward, including transfers, are through the clinical director. Patients who become disturbed in the acute ward
are transferred to St. Edna’s ward.
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PROCESS OF ADMISSION TO WARD
There is an operational policy for St. Edna’s Ward which is posted within the ward and is available to staff. The
admission of a patient to this ward only occurs if there is a serious risk of harm by the patient to others. No
children under the age of 16 years or patients with moderate intellectual disability are admitted.
A mental health assessment is carried out prior to transfer to St. Edna’s ward. Following the decision to transfer,
medical staff discuss the management of the patient with nursing staff.
The patient is usually assessed by the consultant psychiatrist within 24 hours of transfer.
There is no waiting list for this ward. The patient is admitted as soon as it is agreed that the transfer is appropriate.
There are a number of vacancies currently on the ward.
Treatment plans are mainly concerned with the level of observation that is required for the patient.
There is a key nurse allocated to each patient. The key worker assumes responsibility for ensuring that an
individualised care plan is developed.

CARE PLAN
The clinical Director has taken over clinical responsibility for the patients on St. Edna’s Ward and has commenced a
process of needs assessment and detailed care planning on all patients. There is access to a psychologist and
occupational therapist through a referral process. The psychologist and occupational therapist are not involved in
the initial care planning meetings, nor do they routinely attend either the ward or clinical meetings. The patients
are involved in the review of their care plans and this is clearly stated in the ward policy. The care plans are
reviewed every 4-6 months and documented in the patients’ clinical files. The patient’s family or carer is
encouraged to give feedback about the care plan.
The majority of patients who leave this ward are transferred to St. Clare’s ward, an open ward, or directly to a
community sector team. There is a policy on communicating with the sector team which will be responsible for the
ongoing care of the patient. The consultant in charge of the ward is responsible for the decision to discharge a
patient. Patients are involved in the discharge planning.

NURSING PROCESS
No information was available on the day of inspection on the nursing model in use. The Inspectorate were
subsequently informed that an adaptation of the Roper Tierney Logan model is used. There is a key worker system
in this ward.
All patients are assessed for the level of observation that they require. This level of observation can be increased by
the nurse in charge but can only be reduced by medical and nursing staff jointly. All nurses wear name badges.
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ACCESS TO THERAPY AND TREATMENT
Patients are referred to psychology and occupational therapy as appropriate. There is no access to other
counsellors. The consultant psychiatrist attends once a week and more often if requested.

ACCESS TO THERAPEUTIC ACTIVITIES
The patients on St. Edna’s Ward have access to gardening, literacy classes and art. There is an art therapist who
attends once a week and plans are underway to introduce pottery and textiles. Patients can go to St. Anne’s Ward
to avail of literacy training. In addition there is a computer available for patients and there is access to gym
equipment.

WARD MANAGEMENT
Patients are not transferred to or from St. Edna’s ward because of bed shortages.
There is no formal policy on searching patients’ belongings. If necessary, two nurses search a patient’s belongings
with the patient’s permission.
Mealtimes are at 9.15 a.m., 12.00 p.m. and 5.00 p.m. There are snacks available at 11.00 a.m. and 7.00 p.m.
There are no ward clerks or phlebotomy services available on the ward.
The decision regarding leave from the ward is made by the consultant at the weekly meeting. This is usually written
into the patient’s clinical file by medical staff. All leave must be agreed with the patient’s team.
St. Edna’s ward is described as a locked ward. However the ward is usually open unless the nursing staff decide
that it is necessary to lock it. The external doors are locked at 6.00 p.m. There is no formal policy on documenting
when the ward is locked.
Visiting is allowed in approved areas in St. Edna’s ward.

INFORMATION
Treatment is discussed with the patient when formulating the individual care plan and at meetings with the
consultant psychiatrist. A notice of patients’ rights is on the notice boards.
There are suggestion boxes for patients’ opinions on the ward. The administration staff process the suggestions.
There is a regular recovery group which offers opportunity for feedback on the service.
There is a complaints policy which is clearly posted around the wards. Staff describe the complaints procedure as
being informal.
There are information boards with leaflets available on the wards.

142

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | Midland Area (Midland Health Board)

RECORDS
The clinical files were untidy with loose sheets. Entries in the clinical files were up to date and legible. The name of
the clinician making the entry was legible and the charts contained a treatment plan. There were up to date
progress reports on these treatment plans. Allied health professional assessments were documented in the clinical
file.
Medication was clearly written but was initialled rather than signed. There was not enough room on the
medication sheets for signatures.

ENVIRONMENT
The overall décor was poor. St. Edna’s was being renovated on the day of inspection. The toilet area was
unsatisfactory but was being upgraded. The ward was undergoing gradual refurbishment and staff were actively
involved in planning that process.

RISK MANAGEMENT
There is no policy on clinical risk assessment or risk management. There is however, a system for the investigation
of incidents.
There is no formal policy on the management of acute aggression. Staff are not formally trained in de-escalation
techniques but use de-escalation techniques to a significant degree.
There is no restraint policy available on the ward. No mechanical restraint is used.
There is an alarm system which is location specific. Arranged response is from two other wards in the hospital.
There is a policy on patients missing from the ward and there is a formal search procedure.

SECLUSION
There is a seclusion policy and two seclusion rooms. Seclusion is usually initiated by nursing staff. According to the
St. Loman’s Hospital policy the consultant must be informed within 30 minutes of the commencement of seclusion.
Two patients were secluded in 2004, up to the date of inspection. Visual checks are conducted every 15 minutes
by nursing staff. There is CCTV monitoring of the seclusion room.
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3.

ST BRIGID’S BLOCK (ST. CLARE’S, ST. BRIGID’S AND ST. MARIE
GORETTI’S WARDS) and ST. ANNE’S WARD

Date of Inspection:

2nd September 2004

Function of Units:

Continuing Care in Long Stay Wards

PROCESS OF ADMISSION TO WARD
There are no admission policies for these wards. The majority of patients are admitted from community long stay
facilities. The decision to transfer a patient is made by the patient’s consultant psychiatrist in liaison with the
consultant psychiatrist with responsibility for the long stay ward. There is no case discussion with members of the
multidisciplinary team about the decision to transfer a patient. All patients have a physical examination when they
are transferred. Following transfer, the patient’s treatment plans are devised with nursing and medical staff.
There is no evidence of communication with the patient’s General Practitioner regarding the patient’s transfer. A
patient is always informed of his or her impending transfer. Family members are also notified of the patient’s
transfer and nursing staff meet with a patient’s family if appropriate.

CARE PLAN
There is no formal multidisciplinary care plan in operation on the long stay and elderly care wards. The treatment
plan is devised by the nursing and medical staff. There is no documented multidimensional assessment of needs,
nor decisions on objectives and goals of treatment. The main emphasis in planning treatment is on patients’
physical care and personal safety. In the elderly care wards patients’ mental state may hinder their own involvement
in their care. However in St. Clare’s ward it was stated by staff that the patient is involved in his or her treatment
plan.
There are weekly reviews of patients’ care on these wards by medical and nursing staff. Treatment plans are
documented in the nursing file. Families and carers are kept informed of patients’ treatment plans.
Patients are seldom discharged and it appeared to be accepted that patients remained in these wards indefinitely.

NURSING PROCESS
The nursing model used in some long stay wards is the Roper Logan Tierney model. On other long stay wards there
is no evidence of a nursing model being used. There are no specific observation levels on these wards.
There is no consistency of nursing staff on these wards. Staffing of the wards is currently on a rotational basis,
which is administered by nursing management. There is no key worker system on these wards as the work shift
pattern and a central staffing roster make a key worker system difficult to implement.
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ACCESS TO THERAPY AND TREATMENT
Apart from nursing and medical input there is no multidisciplinary involvement on the long stay wards.

ACCESS TO THERAPEUTIC ACTIVITIES
Nursing staff on the long stay wards provide group activities, but these are not part of a regular ward programme.
The patients from St. Clare’s ward attend a patient activity centre located on the campus of the hospital.

WARD MANAGEMENT
There are no transfers due to bed shortages on the elderly care ward. St. Clare’s ward receives transfers from the
male admission ward and from community hostels due to bed shortages.
Searching patients’ belongings does not occur on these wards. There are no provisions for patients to
independently make snacks or drinks. There is a canteen on the hospital campus which the patients may use.
Mealtimes are at regular intervals and at usual times.
There are no ward clerks on any of the long stay wards. There is no phlebotomy service available. Patients from St.
Clare’s ward are free to leave the ward to attend specific activities within the hospital. Patients from the elderly care
wards are escorted when they leave the ward. There is open visiting in all the wards.

INFORMATION
If a patient is on temporary status their rights are explained to them.
There are no formal procedures for obtaining patients or carers’ views of the services provided. There is a Carers
Group in the community but this does not extend to the long stay wards.
There is a hospital policy on complaints. Most complaints are made verbally and are dealt with on the ward. If the
matters are not resolved at ward level they are referred to the hospital management. There were information
leaflets displayed around the wards.

RECORDS
There were separate files for nursing and medical documentation. The progress notes in the patients’ clinical files
were legible, signed and up to date, and the clinicians documenting the entries were identifiable. There were no
progress reports in the patients’ clinical files from allied health professionals. There were no treatment plans
documented in the patients’ clinical files. Treatment plans were outlined in the nursing notes but concentrated on
patients’ physical needs rather than their mental health needs.
The medication sheets were clearly written, signed and dated.
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ENVIRONMENT
In general the long stay wards were clean and the décor was reasonably good.
There was little space for privacy within the elderly ward. The sleeping area was one main dormitory. Most beds
had screens around them with safety curtain rails. The doors of the elderly care wards were locked to prevent
patients from ‘wandering’ from the ward.

RISK MANAGEMENT
There is no formal policy on risk management. The long stay wards tend to concentrate on safety issues as
opposed to management of any risk of violence.
There are no seclusion facilities on any of these wards.
There are some mechanical restraints used but there is no formal recording for this. Patients may be confined to
bed with cot-sides to prevent them getting out of bed.
There is an alarm system in operation with an internal response from other wards in the hospital.
There is a policy for patients missing from the wards.

RECOMMENDATIONS
LONGFORD/WESTMEATH CATCHMENT
ST. LOMAN’S HOSPITAL, MULLINGAR
ACUTE UNIT, ST. LOMAN’S HOSPITAL
1. There should be a maintenance programme in place to address the daily and ongoing needs of the
environment of the unit. All parts of the unit should be clean.
2. There should be a ward clerk available to the unit.
3. All referrals to the acute unit should be discussed with the consultant psychiatrist prior to admission.
4. There should be a key worker system in place.
5. There should be a discharge policy for the unit and a formal discharge plan for each patient.
6. There should be a comprehensive risk management policy available to staff on the ward.
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7. Medication sheets should be clearly written, each entry signed and dated with the identity of the doctor
prescribing the medication clearly identifiable.
8. Clinical files should be tidy and information easily accessible.
9. There should be a restraint policy available on the unit.
10.Patients should not be transferred to long-stay wards in order to address bed shortages in the acute unit.

ST. EDNA’S WARD, ST. LOMAN’S HOSPITAL
1. This unit appears to operate as a low secure unit for the catchment area. The purpose and function of this
ward within the region needs to be clarified.
2. There should be active involvement from a full multidisciplinary team in care planning for all patients in the
unit.
3. Medication prescriptions should be signed rather than initialed.
4. The clinical files should be tidy and manageable with information easily accessible.

LONG STAY, ELDERLY CARE WARDS, ST. LOMAN’S HOSPITAL
1. There should be active involvement from a full multidisciplinary team in care planning for all patients in the
unit.
2. There should be a key nurse system and nursing model in place in all units.
3. There should be a policy on restraint and a procedure for authorizing and recording restraint.
4. The practice of transferring male patients to these wards from the acute units and hostels due to bed
shortages should be discontinued.
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LAOIS/OFFALY CATCHMENT
ST. FINTAN’S HOSPITAL, PORTLAOISE
1.

ACUTE WARD

(This Unit has relocated since the time of inspection.)

Date of Inspection:

1st September 2004

Function of Ward:

Acute Admission Ward

REFERRAL TO SERVICE
The majority of patients are referred to the acute ward by General Practitioners (G.P.). Occasionally patients present
as self referrals. All patients who present to the ward, regardless of source of referral, are seen and assessed.

PROCESS OF ADMISSION TO SERVICE
An admission policy is available on the ward. Children under 16 years have occasionally been admitted and are
always placed on one-to-one observation. People with moderate intellectual disability are occasionally admitted.
Patients are assessed by the medical staff in an interview room adjacent to the admission ward. All patients have a
physical examination at the time of admission. The decision to admit a patient is made by the non-consultant
hospital doctor (NCHD), and this decision is not always discussed with a consultant psychiatrist. Following the
patient’s admission the medical staff discuss the treatment plan with the nursing staff. A collateral history is
obtained from the patient’s family wherever possible and where it is appropriate.
The outcome of the admission assessment is sent to the patient’s G.P. The initial management plan is discussed
with the patient and is outlined in the patient’s clinical file. The patient is allocated a nurse as their key worker.
The patient is assessed within 24 hours by the consultant psychiatrist.

CARE PLAN
There is no formal multidisciplinary care plan in operation. There is a weekly meeting of each sector’s
multidisciplinary team. The patient’s treatment plan is reviewed at these meetings.
The patient’s discharge plan is incorporated into the treatment plan and the patient is kept informed of this by
his/her keyworker. The patient’s family are informed of the discharge plan through the patient’s consultant
psychiatrist. There is an immediate discharge summary sent to the patient’s G.P. Community follow-up for the
patient is arranged through pre-discharge meetings.
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NURSING PROCESS
The nursing staff have developed their own model of nursing based on various nursing models. The components of
the nursing plan consist of assessment, identified goals and agreed interventions with regular reviews incorporated
into the model. The patient takes an active role in his/her nursing care plan. The nursing care plan is regularly
reviewed through the patient’s contact with the key worker. The nursing care plan is documented in the nursing
notes.
There are four levels of nursing observation: special nursing, nursing within the high observation area, observation
at timed intervals and general observation. There is a nursing key worker system in operation and key workers are
allocated by sector. Some, but not all staff, wore identification badges.

ACCESS TO THERAPY AND TREATMENT
Psychologists, social workers and occupational therapists are all sector based. Access to allied health professionals is
through referrals from the consultant psychiatrists. There is access to other counselling, including addiction
counsellors. The consultant psychiatrist visits the ward at least three times a week.
At the time of the inspection there was a dedicated electroconvulsive therapy (ECT) suite in St. Fintan’s Hospital.
There is a policy and procedure for ECT and also a nursing checklist. The patient is given written information about
ECT.

ACCESS TO THERAPEUTIC ACTIVITIES
All activities for patients take place in a dedicated area on the admission wards.

WARD MANAGEMENT
There is no waiting list for this ward. Patients are not transferred to other units or hospitals due to bed shortages.
Patients’ belongings are only searched with the patients’ permission. Urine samples may be requested if the patient
is suspected of taking drugs or alcohol.
Mealtimes are at 8.30 a.m., 1.30 p.m. and at 5.30 p.m. Patients can make their own snacks or drinks. Each patient
has individual leave which is decided by the patient’s clinical team. The door of the ward is unlocked most of the
time. Visiting is limited to afternoons and evenings due to lack of space on the ward.
There is no ward clerk on this ward and there is no phlebotomy service available to the ward.
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INFORMATION
The patients are informed of their rights if they are detained under the Mental Treatment Act 1945 and this is
documented in the clinical file. There is a suggestion box on the ward and the suggestions are collected and
assessed by nursing management. There is a complaints policy in operation throughout the hospital. An advocacy
service is available to patients on the acute ward. There are information leaflets about the mental health service
and the acute ward.

RECORDS
Patients’ nursing files and patients’ clinical files were separate. The clinical files were legible, contained up to date
progress reports, and were signed and dated. However the clinician writing the progress report was not identifiable
by profession. All health professional reports were filed in the clinical file. Each file contained a treatment plan.
The clinical file of a patient who had been secluded was reviewed. The decision for seclusion was documented in
the clinical file with the reason for seclusion. It was signed by the consultant psychiatrist. The length of time
specified for seclusion or the termination of seclusion was not documented. There was no record in the file of
discussion regarding the patient’s seclusion with the patient or their family or carers.
There was no evidence that the patient’s episode of seclusion was discussed at the multidisciplinary team meeting.
The seclusion observation record was available in the clinical file.
The clinical file of a patient who had been involuntarily admitted was reviewed. The reason for the involuntary
admission was clearly stated. There was no evidence of a second opinion being offered to the patient. There was
evidence in the clinical file that the temporary status was regularly reviewed.
Medication sheets were dated, signed and were legible. In some cases generic medication names were used. The
administration sheets were adequately signed and dated.

ENVIRONMENT
Although the ward was clean, the overall décor of the ward was generally poor. The expectation among staff was
that these wards would have closed some time previously.
The bedrooms were large dormitories. Each bed had individual wardrobes and bedside lockers. The curtains around
the beds were not on safety rails. The décor in the dormitories was poor. There were no call buttons in the ward.
The bathrooms were clean but poorly decorated. One bathroom was fully accessible.
The interview room in which patients were assessed was not soundproofed and there was no observation panel on
the door. The furnishings were not comfortable. There was a private waiting area with comfortable chairs.
The dining area was clean but was poorly decorated. Patients were served their meals to the table. There were two
lounges and one smoking room. Radio, television, books and newspapers were available in these areas. The seating
was quite comfortable but the décor was poor.
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The clinical room had no examination couch, curtains or observation panel on the door. Otherwise it was well
equipped.
The doors of the ward were locked on the day of the inspection. The patients needed permission to gain access to
the grounds. However there was access to a garden.
There was a dedicated high observation area at the end of the ward. There was access from this area to an outside
space and the doors were open to this space. The windows in this area were of unbreakable glass and frames.
There was clear observation to this area and a continuous nursing presence. There were exposed pipes in a
bathroom in the area that constituted a safety risk. On the female ward one of the bedrooms was also used as the
seclusion room. Curtains around the beds in this area were on safety rails.

RISK MANAGEMENT
There was no evidence of a risk management policy available on the ward. There is a de-escalation policy. It was
stated by nursing staff that physical restraint was rarely used. However there is a restraint policy. Mechanical
restraint was not used. All serious incidents are recorded on incident forms. There is a location alarm which is
linked to all other units in the hospital. There is an arranged response to the alarm within the hospital.
It was stated that there are occasionally some problems in regard to alcohol and illegal drugs on the ward. Urine
samples are requested from a patient if he or she is suspected of ingesting these substances.
There was a seclusion policy and register available. There was a dedicated seclusion room on the male ward but the
female seclusion room was also used as a bedroom. There was no facility for the patient in seclusion to
communicate with staff. The windows were not made of unbreakable glass or frames. There was no safety
furniture or fittings. The seclusion rooms were well lit and ventilated. The female seclusion room is an unsafe area
in which to seclude patients.
There is a policy on patients missing from the ward. Procedures on searching and notification of relevant personnel
and family are clearly outlined.
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2.

LONG STAY WARD (“Rehabilitation “)

Date of Inspection:

1st September 2004

Function of Ward:

Long Stay Ward. There is no multidisciplinary rehabilitation team with
responsibility for this ward.

REFERRAL TO WARD
All patients in this ward are transferred from other units within the local mental health service. The decision to
transfer to this ward is made by the consultant psychiatrist. One consultant has clinical responsibility for this ward.
There is no rehabilitation team in the service.

CARE PLAN
In this ward each patient is assessed and a treatment plan drawn up every six months by the medical staff. There is
no formal multidisciplinary care planning in operation for the patients on this ward. Nursing notes are documented
once a week. There is a physical examination by the non-consultant hospital doctor (NCHD) every six months.

NURSING PROCESS
There is no nursing key worker system in place on this ward. There is a nursing care plan in place. The nurses all
wear name badges.

ACCESS TO THERAPIES AND TREATMENT
There is no multidisciplinary team input to the ward. Access to allied health professionals is through referral by the
consultant psychiatrist. The consultant psychiatrist visits the ward once a week. The NCHD visits the ward 3-4 times
a week and whenever necessary. There are no other counselling services available. There is no rehabilitation
programme in place for patients on this ward.

ACCESS TO THERAPEUTIC ACTIVITIES
A number of patients attend organised activities off the ward. There are occasional arranged outings for patients.
Activities for patients are not based on assessed need.
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WARD MANAGEMENT
No transfers occur as a result of bed shortages. Meals are at fixed times. The Rehabilitation Ward is an open ward
and patients leave the ward if they wish during the day.

RECORDS
On the day of inspection the patients’ clinical files were legible and tidy. There were regular up to date progress
reports which were signed and dated. There were no allied health professional reports in the clinical files. The
nursing notes were legible, signed and dated. The medication sheets were clearly written, signed and dated.
Discontinuations of medications were signed and dated.

ENVIRONMENT
The rehabilitation ward was an open integrated ward. There were individual cubicles for the patients. The walls of
the cubicles were partitions about 8 ft high which divided a former large dormitory. As a result of these divisions
the area was quite dark. Most of the cubicles had personal items and patients were free to enter their cubicles at
any time. The lounge areas had comfortable furnishings. The dining room was adequate. Toilets and bathrooms
were clean and accessible.

RISK MANAGEMENT
There is no risk management policy available. There is a critical incident reporting system. All staff carry alarms, the
response coming from the other long stay wards and the acute ward.

3.

WARD 6

Date of Inspection:

1st September 2004

Function of Ward:

Continuing Care for Elderly Patients

REFERRAL TO WARD
All patients in this ward are transferred from other wards in the local mental health service. The decision to transfer
to these wards is made by the consultant psychiatrist. One consultant has clinical responsibility for the ward.
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CARE PLAN
There is no formal multidisciplinary care planning in Ward 6. There are reviews of patients’ mental state and
physical assessment performed by the non-consultant hospital doctor (NCHD) every six months. A treatment plan is
documented in the patient’s clinical file following these reviews.

NURSING PROCESS
The staff nurse interviewed by the Inspectorate on this ward was unable to say whether there was a nursing model
in operation on the ward or whether there were specified levels of observation. There is no nursing key worker
system in place on the ward. The nursing staff all wear name badges.

ACCESS TO THERAPY AND TREATMENT
There is no multidisciplinary input into the ward. The consultant visits the ward once a week. The NCHD attends
the ward 2-3 times during the week and whenever necessary. Only one patient leaves the ward to attend industrial
therapy in a different area of the hospital campus. There was no evidence of therapeutic direction or activities for
the patients on this ward.

ACCESS TO THERAPEUTIC ACTIVITIES
There is no fixed ward programme on Ward 6. Any activities are recreational or diversionary in nature, rather than
holding therapeutic benefit for the individual patient.

WARD MANAGEMENT
There are no transfers to or from this ward as a result of bed shortages. Meals are at fixed times. Ambulant
patients may make snacks in the ward kitchenette under supervision. Ward 6 is locked at all times and the patients
need permission to leave the ward.

INFORMATION
There is no evidence that any information is given to patients on their rights . There is no forum for obtaining the
patients’ opinions about the service.
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RECORDS
When inspected, the patients’ clinical files were legible and neat. The progress notes were signed and up to date.
The nursing notes were also signed and dated. The medication sheets were legible, signed and dated. The nurse
interviewed in the ward did not know how many of the patients were involuntarily detained.

ENVIRONMENT
Ward 6 was a male locked ward. The environment was unacceptable for the care of patients with long term
mental health problems. The patients’ privacy and dignity within the ward setting was not maintained. There was
one dormitory for the patients with no screens or curtains around the bed areas. There was limited space for the
patients to sit and no quiet areas within the ward.

RISK MANAGEMENT
There is no current risk management policy available on the ward. All staff carry location alarms. Response to
alarms is from the other long stay wards and the admission ward.
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RECOMMENDATIONS
LAOIS/OFFALY CATCHMENT
ST. FINTAN’S HOSPITAL, PORTLAOISE
ACUTE UNIT
The recent opening of a new acute unit in Portlaoise General Hospital will address the inadequacies of the
environment of the acute unit and seclusion area in St. Fintan’s Hospital.
1. There should be active involvement from a full multidisciplinary team in care planning for all patients in the
unit.
2. There should be a risk management policy available to staff on the unit.

LONG STAY (“REHABILITATION”) WARD, ST. FINTAN’S HOSPITAL
1. There should be a full rehabilitation multidisciplinary rehabilitation team with responsibility for this ward.
2. Each patient in the ward should have an individual needs based assessment and have an individual care plan
with regular review.
3. There should be a key worker system in place in this ward.
4. Patients should have access to appropriate activities that are therapeutic and tailored to their individually
assessed needs.

LONG STAY WARDS, WARD 6, ST. FINTAN’S HOSPITAL
1. The environment on Ward 6 is unsuitable for patients. This unit should be closed and patients transferred to
more suitable accommodation.
2. There should be a multidisciplinary rehabilitation team with responsibility for this ward.
3. Each patient should be individually assessed and have an individual needs based care plan. There should be
multidisciplinary input into care planning.
4. There should be a key worker system and nursing model in operation on this ward.
5. Patients should have access to appropriate activities that are therapeutic and tailored to their individually
assessed needs.
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MENTAL HEALTH SERVICES IN THE HSE SOUTHERN AREA (SOUTHERN HEALTH BOARD)

INTRODUCTION
Mental health services in the HSE Southern Area cover Counties Cork and Kerry. The total population is 580,356
(Table 1) and is similar in age profile to the national average.
The HSE Southern Area covers a region that spans a wide geographical area, with difficult terrain and scattered
populations. It also has a large city with areas of significant deprivation. The combination of these factors leads to
particular challenges in the delivery of mental health services. Mental health services are currently organised on the
basis of five catchments which vary considerably in size. In County Cork, the four catchment sizes are South Lee
167,479, North Lee 156,036, North Cork 73,511 and West Cork 50,803. The Kerry catchment has a population of
132,527.

Table 1: Population Profile in the HSE Southern Area
Total Population

Over 16

Over 65

Under 16

Under 18

Cork

447,829

347,099

51,183

100,730

114,833
(26%)

Kerry

132,527

103,752

18,208

28,775

33,110
(25%)

Total

580,356

450,851
(78%)

69,391
(12 %)

129,505
(22%)

147,943
(25%)

77.3%

11.1%

22.7%

25.6%

National Age Profile

Funding allocated for the mental health service in 2004 was in excess of €71m. This excludes funding for the
mental health service for the elderly, mental health services for persons with intellectual disability and the liaison
mental health service. (Table 2)
Table 2: Funding of the Mental Health Services
Allocation 2003

€ Spent
2003

€ Allocation
2004

62,868,238

64,557,878

67,058,116

3,893,795

3,904,017

4,186,281

66,762,033

68,461,895

71, 244,397

Adult Mental Health Services (Excl. mental health services for the
elderly, those with intellectual disability and liaison.)

Child and Adolescent Mental Health Services
Total
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The funding allocated in 2003 to the adult mental health services (excluding mental health service for the elderly,
for persons with intellectual disability and the liaison mental health services) was over €62m and over €64m was
spent. Some of this over expenditure related to nursing overtime. The allocated budget for 2004 is just over €67m.
The budget for child and adolescent mental health services was increased from €3.89m in 2003 to €4.18m in
2004.

Table 3 gives information on funding, available beds and inpatient activity of the adult mental health services.
Table 3: Catchment Resources and Inpatient Activity
North
Lee

South
Lee

120,166

131,056

€19.33m

€8.59m

Total Psychiatric Nurses

206

Beds (excl Carraig Mór Secure Unit with 20 beds)

Catchment Population (over 16)
Funding (2004)

North
Cork

West
Cork

Kerry

56,953

38,924

103,752

€16.01m

€5.10m

€18.01m

118

182

65

240

104

85

209

18

146

47

19

14

49

79

870.5

494.4

630.3

703.9

815.4

156.5

77.8

45.7

61.7

104.1

2

4

3

0

6

0

1

0

0

1

1

24 Hour Staffed Residential Places

2

Admission Rate 2003
(per 100,000 over16) (national avg: 760.4)

Certification Rate 2003
(per 100,000 over16) (national avg: 80.4)

3

New Long Stay 2003
In-Patient Suicide 2003
1

Includes Carraig Mór

2

Includes County-Wide Alzheimer Unit

3

Excludes County-Wide detentions to Carraig Mór

4

An additional 26 became new long stay in Carraig Mór

4

MULTIDISCIPLINARY TEAM STAFFING
The range and number of specialist teams required in the Southern Area is outlined in Table 4. Each team should
have, as a minimum, one each of the core disciplines of the multidisciplinary team - consultant psychiatrist, clinical
psychologist, social worker, occupational therapist - and a sufficient number of nursing staff to provide enhanced
community-based care. All teams will require additional therapists, such as family therapists, family support
workers, addiction counsellors, bereavement counsellors and cognitive behavioural therapists. Particular specialties
will also require either additional numbers of core disciplines or additional special therapists, e.g. urban teams may
require additional social workers, rehabilitation teams will require additional occupational therapists and mental
health teams for children and adolescents and for those with an intellectual disability will require additional clinical
psychologists, occupational therapists and speech and language therapists.
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It is recommended that teams in the general adult mental health services combine to serve populations of 50,000
and teams in child and adolescents mental health services combine to serve populations of 100,000. These larger
teams would enable the provision of a wider range of therapists, they would give some element of patient choice
and they would allow team members to develop skills in particular special interest areas.

Table 4: Recommended Range of Specialist Services and Teams Comhairle na nOspideál 2005
Total Population: 580,356 Population over 65: 69,391
Minimum
Recommended
MH Teams

Number of
Teams
Present

23

21

Elderly (min. 1 per 15,000 elderly)

5

1

Rehabilitation (1 per 100,000 total population)

6

0

11

7

5-6

1

Child and Adolescent Intellectual Disability (1 per 200,000 total population)

3

1 WTE

Liaison

2

1

General Adult (1 per 25,000 total population)

Child and Adolescent (1 per 50,000 total population)
Adult Intellectual Disability (1 per 100,000 total population)

While the number of teams in general adult psychiatry seems sufficient the availability of core staff, other than
consultant psychiatrists, is critically low (Table 5). It is also clear that services in the HSE Southern Area are seriously
underdeveloped in terms of the availability of specialty services (Table 6).
Recruitment of clinical psychologists, social workers and occupational therapists was highlighted as a problem in
both Cork and Kerry. At a minimum, the number of each of these professionals should equal one per team. The
existing numbers are well below this: clinical psychologists: 9.5; social workers: 10.5; and occupational therapists:
14. Recruitment and retention will be made easier if a number of factors are in place: an appropriate career
structure within the mental health service for all disciplines; sufficient numbers to allow appropriate service
development and delivery; and a demonstrable commitment to multidisciplinary team working.
It is essential that team structures are established to ensure effective team functioning. All multidisciplinary staff
must have a clear team assignment so that the different professionals do not work in isolation from each other.
Team systems must be put in place to ensure a single point of referral, appropriate triaging of referrals, appropriate
emergency response pathways, multidisciplinary assessment, care planning and care implementation.
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Table 5: Community Mental Health Team Staffing of Specialist General Adult Mental Health Services

Catchment Population (over 16)

North
Lee

South
Lee

North
Cork

West
Cork

Kerry

120,166

131,056

56,953

38,924

103,752

6

3

2

5

Consultants

6

Psychologists

2

4

2.5

0

1

Social Workers

4

2.5

1

1

2

Occupational Therapists

4

1

3.5

2.6

3

Team Psychiatric Nurses

6

8

6

8

9

Total Psychiatric Nurses

206

118

182

65

240

Cognitive/Behavioural Therapists

0

0

0

0

0

Family Therapists

0

0

0

0

0

Addiction Counsellors

0

0

0

0

0

1

1

In addition there is 1 WTE academic post.

The total availability of nursing posts in the HSE Southern Area is in excess of 800. However, the area has 562
inpatient beds and in excess of 200 staffed community residential placements so that a significant portion of this
nursing resource is committed to these bed-based services. The high nursing numbers attached to long stay
hospitals and residential facilities has resulted in serious shortages of nursing staff available for community mental
health teams, with the Cork City area in particular being seriously deprived. This under-availability of communitybased nursing staff, in addition to the shortage of other disciplines, minimises the ability of the community mental
health teams to provide active community-based care and makes the provision of anything other than a bed-based
service almost impossible.
The Southern Area requires a focused strategy to maximise the use of the large nursing resource. The staffing of
community residences must have an appropriate skill mix to ensure that nursing skills are not being wasted.
Nursing staff must be facilitated in taking on additional skills and in training for clinical nurse specialist posts.
Community mental health teams in all specialties have a requirement for cognitive behavioural therapists, family
therapists, addiction counsellors, home-based treatment nurses and assertive outreach nurses. In addition to
facilitating training it is essential that once nursing staff have acquired new skills they are assigned to community
mental health teams where these skills can be used.
In the development of community mental health teams, particular demographic and geographic features must be
taken into account. The staffing of city based teams will have to reflect the degree of urban deprivation and the
staffing of rural teams will need to take account of thinly dispersed populations and large geographic areas.
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Table 6: Community Mental Health Team Staffing of Additional Specialty Services
HSE Area Staffing
of Specialty Teams

MHS for
the Elderly

Rehab
MHS

C&A
MHS

1

0

7

Consultants

Adult ID
MHS

C&A ID
MHS

1

1

1

Liaison
MHS

Forensic
MHS

1

1

App Post

Psychologists

1

0

5

*

*

Social Workers

0

0

7.6

*

*

Occupational Therapists

0

0

2.9

*

*

NA

0

0.5

*

*

0

3

*

*

Speech & Language
Team Psychiatric Nurses
1

1 WTE from C&A Teams

1

2

* No dedicated staff.

GENERAL ADULT MENTAL HEALTH SERVICES
As already discussed, in contrast to the inadequate staffing of community mental health teams, the Southern Area
has an over-provision of hospital beds. There are four General Hospital Acute Units (Cork University Hospital, Mercy
Hospital, Bantry General Hospital and Tralee General Hospital), two mental hospitals with long stay beds, (St.
Stephen’s Hospital and St. Finan’s Hospital) and one unit that functions both as an intensive care unit for Cork City
and County and as a unit for those with enduringly disturbed behaviour (Carraig Mór). There are additional long
stay beds in Owenacurra in Middleton, and in St. Finbarr’s Hospital in Cork City. Former long stay elderly patients
from Our Lady’s Hospital and St. Stephen’s Hospital are cared for in community hospitals, including St. Patrick’s
Hospital in Mallow and Heatherside Hospital in Buttevant.
All catchments, except West Cork, have direct access to long stay beds - North Cork in St. Stephen’s Hospital,
South Lee in St. Finbarr’s Hospital, North Lee in Owenacurra and Kerry in St. Finan’s. The ongoing viability of these
long stay units is of concern and highlights the deficiencies in the service in general. In particular, the general adult
services, with inadequately staffed teams, have little opportunity to offer alternatives to inpatient care and the
absence of specialist rehabilitation services further aggravates the situation.
St. Stephen’s Hospital serves North Cork as an admission facility and also has a large long stay population. At the
end of 2003, 137 patients had been in hospital for more than one year. These long stay patients have a variety of
care needs. St. Stephen’s Hospital has high dependency psychogeriatric units, an Alzheimer care unit and
continuing care units. The absence of both specialist rehabilitation services and specialist mental health services for
the elderly are contributing to the survival of this hospital.
The acute unit in Tralee General Hospital serves as an admission unit to the Kerry mental health services. St. Finan’s
Hospital in Killarney functions as a long stay facility for the county and also takes acutely disturbed patients who
are transferred from the acute unit in Tralee. The factors contributing to the continued existence of St. Finan’s are
the same as those existing in Cork - the under-development of general adult community mental health teams and
the absence of a specialist rehabilitation mental health service.
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No admission unit in the Area has a designated high observation unit. As a result all Cork catchments transfer
acutely disturbed patients to the locked facility in Carraig Mór which is a stand-alone facility. This can result in the
transfer of acutely ill patients from as far away as Bantry, which is 80 km distant. The “secure” portion of Carraig
Mór, with 20 beds, not only serves as the intensive care unit for Cork City and County, it also serves as a unit for
those with enduringly disturbed behaviour. In 2003, this unit had 192 admissions. The admission of acutely
disturbed patients into a unit also catering for those with more enduringly disturbed behaviour serves neither
group of patient well. The situation in Carraig Mór is further complicated by the fact that the upstairs portion of
the building serves as a 21 bed ward for long stay patients previously cared for in Our Lady’s Hospital.
The Kerry catchment has the highest certification rate in the region at over 100 per 100,000 persons at risk.
Involuntary admissions to all units must be audited to identify factors contributing to detention. Measures should
then be put in place to reduce the risk of further involuntary detentions. Consideration must also be given to
general measures that could contribute to a reduction in first-time certifications.
In addition to inadequate team staffing, the general adult mental health services, particularly in the City areas, are
further stretched by the lack of out-of-hours social support services. In the absence of a physical cause of distress,
people in crisis may be referred to the mental health services, an inappropriate response and one that does little to
address the cause of crisis. Developing more appropriate responses will require a joint approach between
community care social services, primary care services, accident and emergency departments and the mental health
services.

LIAISON MENTAL HEALTH SERVICE
There is a liaison mental health service in place in Cork University Hospital. At the time of inspection, this team was
poorly staffed with just one consultant and two nurses. Despite this it was providing input to specialist units in the
hospital and had already had a positive impact on the admission rates to Cork University Hospital. Since the time of
inspection the staffing has improved with the addition of a clinical psychologist, NCHDs and clerical support. There
is a crisis-nursing service available to patients presenting with episodes of deliberate self-harm to the Accident and
Emergency Department at the Mercy Hospital. This hospital in the North Lee catchment requires a full liaison
service.

ALCOHOL AND DRUG ADDICTION SERVICES
While there is a community-based addiction service in the HSE Southern Area, links with the general adult mental
health services need to be improved. This is particularly the case with regard to policies regarding alcohol
detoxification. The majority of persons who present with alcohol abuse do not require inpatient detoxification, but
can be safely detoxified on an outpatient basis in association with primary care. More complex detoxification
regimes require medical inpatient care. The South Lee catchment has made considerable progress in implementing
policies on outpatient detoxification, but this is not the case in the other Cork catchments and in Kerry. The Kerry
catchment in particular has a very high admission rate for alcohol related disorders, admitting at the rate of
159/100,000 population at risk in comparison to the South Lee catchment which admits at the rate of 32/100,000
population at risk.
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MENTAL HEALTH SERVICES FOR THE ELDERLY
The HSE Southern Area has just one, poorly staffed team for the provision of mental health services to the elderly.
The existing team consists of one consultant psychiatrist, one clinical psychologist, no social worker, no
occupational therapist and three psychiatric nurses. The staffing of this team needs to be completed as a matter of
urgency and, based on the recommended provision of one team for 15,000 elderly, the Area requires an additional
four teams.

REHABILITATION MENTAL HEALTH SERVICES
There is no specialist rehabilitation team in the HSE Southern Area. The Area continues to have two large mental
hospitals, St. Stephen’s Hospital in Cork (180 beds) and St. Finan’s Hospital in Kerry (127 beds) and there are 208
staffed community residential places. The Kerry mental health services have access to 79 staffed community
residential places, West Cork has access to 49 and the North Lee catchment has access to 47. Both the North Cork
and the South Lee services are poorly provided for, with less than 20 placements each. All staffed community
residences are catchment-bound, a factor which militates against the rational use of supported placements.
An additional factor that needs to be considered is the use of St. Patrick’s Hospital in Mallow and Heatherside
Hospital in Buttevant for the care of elderly, discharged long stay patients. The absence of specialist liaison input
from a rehabilitation service and the wholly inadequate provision of mental health services for the elderly raise
concerns regarding the provision of appropriate follow-up care to these residents.
The absence of rehabilitation teams significantly reduces the likelihood that long stay patients and residents in
community facilities are being given optimum rehabilitative input and achieving their maximum level of
independence. It reduces the opportunity for nursing staff to use their skills to the maximum. It facilitates the
survival of long stay wards and hinders the organised closure of St. Stephen’s Hospital and St. Finan’s Hospital.
Cork City, in common with all large urban areas, is likely to have a significant number of persons with enduring
mental illness. The absence of rehabilitation teams will increase the risks of such persons falling out of care or
becoming “revolving door” patients. These risks are further increased by the current lack of staff for communitybased multidisciplinary general adult teams.

CHILD AND ADOLESCENT MENTAL HEALTH SERVICES
There are currently seven child and adolescent mental health teams in the HSE Southern Area. Three teams are
employed by the HSE and cover the North Cork and North Lee areas. Four teams are employed by the Brothers of
Charity and cover South Lee, West Cork and Kerry. The medical staff of the Brothers of Charity teams provide three
sessions weekly to the intellectual disability services. None of the existing teams are fully staffed with the necessary
range of therapists. Gaps in service provision were identified particularly in West Cork and in Kerry.
The Southern Area’s development plan for child and adolescent mental health services – Mol an Óige recommends one further team for North Cork/North Lee and two further teams for South Lee/West Cork/Kerry,
bringing the total number of teams to 10. It recommended that services for children and adolescents with
intellectual disability should be provided from within this complement.
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Mol an Óige also recommended one additional specialist team per 200,000 for the provision of services to children
with Attention Deficit Disorder.
The Southern Area has identified the need for 20 inpatient beds for the region, providing inpatient facilities for the
6-11 and 12-15 age groups. A suitable site has been identified. The proposal for this project was sent to
Department of Health and Children five years ago, but no progress has been made towards its development.

MENTAL HEALTH SERVICES FOR PERSONS WITH INTELLECTUAL DISABILITY
There are 3,600 clients on the intellectual disability database in the Southern Area, with 32 still resident in mental
hospitals. Another 230 individuals, who were previously long stay patients in mental hospitals, are now resident in
three HSE facilities in Cork City (Grove House), Youghal (St. Raphael’s) and Killarney. Generic support services for
persons with intellectual disability are provided by ten voluntary agencies in addition to the HSE.
Services for persons with intellectual disability who also have a mental illness are under-developed. There is only
one consultant psychiatrist in Adult Intellectual Disability in the Area, with no designated multidisciplinary team.
This consultant provides services in the Cork region only. Mental health care for children and adolescents with
intellectual disability are provided through sessional input from three child and adolescent consultant psychiatrists.
The Southern Area requires five teams for the mental health care of adults with intellectual disability. It is planned
to provide mental health care for children and adolescents with moderate and severe intellectual disability out of
the complement of child and adolescent mental health teams.
There are no designated inpatient units for persons with intellectual disability who require inpatient care for the
treatment of a mental illness. Approximately 12 beds are required for adults and approximately 8 beds are required
for those with challenging behaviour. The units providing these beds will have to be approved under the Mental
Health Act 2001 and admission to these units should be under the control of the specialist mental health service
teams.

FORENSIC MENTAL HEALTH SERVICES
The HSE Southern Area has approval for a post of consultant in forensic psychiatry. This post has been filled since
the time of inspection. A fully staffed community mental health team should be developed so that the forensic
team can provide a full regional forensic service, including a service to Cork Prison and a liaison service to other
specialist teams in the region. The unit in Carraig Mór should be adapted to function as a regional low secure unit,
providing inpatient care to prisoners with mental illness and to patients who need longer-term inpatient care due
to enduringly disturbed behaviour. The new forensic mental health services should be linked to the existing forensic
service and have access to beds in the Central Mental Hospital.
The use of Carraig Mór as a short-term intensive care unit should be phased out and consideration should be given
to developing high observation units in the existing admission units. The long stay patients in Carraig Mór should
be re-housed in the existing staffed residential programme.
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FOCUSING MINDS
In 2002 the Southern Health Board published its strategy for the development of mental health services in Cork
and Kerry. – “Focusing Minds”. Some progress has been made in implementing health promoting projects but
there is yet to be significant advancement in the development of clinical services. The task of developing these
services and mobilising the resources already available in the region will require a cross-catchment approach, with
the management teams of all catchments working together.

SUMMARY
Mental health services in the HSE Southern Area are seriously underdeveloped. Clinical staff are highly motivated to
provide quality services, but are being hindered in their efforts to do so by the lack of appropriately staffed
community mental health teams. This results in a service that is heavily reliant on inpatient care. Mental health
services for the elderly are deficient, mental health services for adults with intellectual disability are deficient and
there is no rehabilitation mental health service. The child and adolescent mental health service is better developed
than other services, but still requires further development in terms of teams and facilities. The region is overprovided with hospital beds and staffed community residential placements. In contrast to the under-provision of
multidisciplinary staff, there is a large nursing resource that is being under-utilised.
Addressing the under-provision of services and rationalising the use of existing resources requires a cross-catchment
management approach.

HSE-WIDE RECOMMENDATIONS
URGENT REQUIREMENTS
An agreed working time-frame for the implementation of the strategy document “Focusing Minds” must be
developed in conjunction with the HSE.
An Area-wide plan to train nursing staff for appointment to community mental health teams must be
developed and implemented.
An Area-wide plan to provide an appropriate skill-mix in all facilities and on all teams must be developed
and implemented.
An Area-wide plan to rehabilitate all remaining long stay patients with discharge to appropriate community
facilities must be developed and implemented.
An Area-wide plan to provide capital for community facilities through the sale of mental health service
property must be developed and implemented.
Discharged elderly patients and discharged patients with an intellectual disability must have access to
appropriate, specialist mental health care.
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RESOURCE NEUTRAL
Board-Wide
A policy for the management of alcohol abuse must be developed and implemented.
Admission for simple intoxication must cease.
Admission for uncomplicated detoxification from alcohol must cease.
Transfer to long stay wards must cease.

ADDITIONAL STAFF AND/OR REVENUE REQUIRED
A working strategy must be agreed with the HSE to achieve the following service developments within
an agreed time-frame:
The full range of required multidisciplinary staff must be assigned to the following existing services:
• General Adult Mental Health Services
• Mental Health Services for the Elderly
• Child and Adolescent Mental Health Services
• Mental Health Services for Intellectual Disability.
Appointment of four additional teams in the psychiatry of the elderly.
Appointment of six fully-staffed multidisciplinary teams in rehabilitation psychiatry.
Appointment of four additional teams in the psychiatry of children and adolescents.
Appointment of four additional teams in the psychiatry of intellectual disability for adults.
Appointment of three additional teams in the psychiatry of intellectual disability for children and adolescents.

ADDITIONAL CAPITAL RESOURCE REQUIRED
High observation units should be established in all acute admission units, to end the practice of transfer to
Carraig Mór.
The planned inpatient unit for adolescents should be expedited.
An inpatient unit is required for persons with intellectual disability and mental illness or challenging
behaviour.
An inpatient facility is required for persons with disturbed behaviour in the context of dementing illnesses.
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PRESENTATIONS
Presentation made to the Inspectorate centred on the recently published strategy document “Focusing Minds”.
Topics covered included:
Population
Geographical spread
Public health issues
Inpatient activity levels
Resource allocation
Staff resource
External drivers for change
Internal drivers for change
“Focusing minds” Developing Mental Health Services in Cork and Kerry
The Inspectorate was informed that the “Focusing Minds” will develop mental health promotion, introduce the
concept of recovery, develop specialist services, address critical stress factors and promote partnership working.
A detailed summary was given on how the strategy evolved through a steering group and a consultation process.
Some of the key areas for investment were highlighted. These were:
The plan for the development of mental health services in Co. Kerry
The reorganisation of St Stephen’s Hospital, North Cork
The sale of St Kevin’s Hosptial, North Lee
Development of sector headquarters
Community housing projects
Developing community based services in Co Kerry
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SOUTH LEE CATCHMENT
1.

ACUTE MENTAL HEALTH UNIT, (Unit GF),
CORK UNIVERSITY HOSPITAL

Date of Inspection:

8th September 2004

Number of Beds:

24 Male, 22 Female

Function of Unit:

Acute Admission Unit

REFERRAL TO SERVICE
Patients are referred to the acute unit by their General Practitioner (G.P.) or by their community mental health team
(CMHT). Patients may also self-refer to the unit.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy which was available on the unit. There is also a new draft policy which specifically
deals with particular issues such as people presenting to the unit in an intoxicated state. Both children under the
age of 16 and patients with moderate intellectual disability are admitted. On the day of the inspection there was
one child under the age of 16 on the unit.
There is usually a waiting list for admission.
Patients are assessed prior to admission by a non-consultant hospital doctor. All patients have a physical
examination on admission. The decision to admit a patient to the acute unit is made by the consultant psychiatrist.
A consultant psychiatrist usually sees the patient within twenty-four to forty-eight hours following admission. The
patient is allocated a key worker at the time of admission.

CARE PLAN
There is no formal multidisciplinary care planning policy in operation. There are multidisciplinary team meetings
twice a week and a treatment plan is documented in the patient’s clinical file. The nursing model in use
incorporates a nursing care plan.
There is a draft discharge policy on the unit. Planning for discharge occurs during the team meetings. Patients are
involved in their discharge process following the team meetings. The patient’s family or carers are informally
notified of his or her discharge plan, when appropriate.
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NURSING PROCESS
The Tidal nursing model is used on the unit. There is an observation policy with two observation levels: general
observation and special (one-to-one) observation. There is a key worker system in operation. Patients in the unit
were aware of their key worker. Nursing staff do not wear name badges.

ACCESS TO THERAPY AND TREATMENT
There is some multidisciplinary input into the acute unit and patients have some access to occupational therapists,
social workers and clinical psychologists. “Refocusing” is a project within acute psychiatry which aims to increase
multidisciplinary care planning in the acute unit.
Patients are reviewed by their consultant psychiatrist at least once a week and more frequently if required.
There is a detailed electroconvulsive therapy (ECT) policy and procedure available. Comprehensive consent forms,
ECT prescription and treatment forms, pre-ECT medical checklists and pre and post-ECT nursing checklist are
available.

ACCESS TO THERAPEUTIC ACTIVITIES
There is an organised activity programme for patients in the unit. Facilities include a large activities room, an
occupational therapy office, a computer room and an area for woodwork. An art therapist provides group and
individual sessions.

WARD MANAGEMENT
Patients are transferred to other units or admitted to other locations in cases of bed shortages. There is usually a
waiting list for admission.
There is a policy on searching the belongings of patients.
Meals are at regular times and patients may request tea/coffee at other times. There is a coffee bar in the Accident
and Emergency Department (A&E) and a snack machine to which patients have access.
There is a ward clerk available to the unit. There is a limited phlebotomy service available.
The unit is open and there is a policy on locking the door if necessary. There are a number of policies available on
the unit on allowing patients time off the unit, including “Absence on Trial” and “Patient Leave from Acute Mental
Health Unit”.
There is a policy on visiting the acute unit.

169

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | Southern Area (Southern Health Board)

INFORMATION
There are prominent notice boards around the acute unit. Information is given to patients on their drug treatment
and ECT by the consultant psychiatrist and by the provision of written information.
There is a patients’ charter which is available to patients. There is a suggestion box on the unit and there are
formal procedures for obtaining patient views on the service. There is a complaints policy.

RECORDS
Patients’ clinical files were accurate, up to date and legible. They contained progress reports from all health
professionals, treatment plans and progress reports. Names of those making entries were not always legible and
there was failure to identify the status of the recorder. Correspondence and laboratory reports were filed in the
sleeve at the back of the file.
In the clinical file of a patient who was receiving ECT, the patient’s mental state was not documented after each
administration of ECT. After each session the decision to continue ECT was not documented.
Medication was clearly written. There were entries where the signature of the person prescribing was not legible.

ENVIRONMENT
The acute unit was a two-story unit in a general hospital. It was an open unit and doors remained open until 10.00
p.m. There was access to a central garden. There was CCTV outside the building. The entrance area to the unit
was used as a waiting area and had a visitors’ room. The interview room lacked storage space and comfortable
furnishings. The alarm in the interview room was broken. There was no interview room for nursing staff.
The nursing office was centrally located and overlooked a lounge area. The lounge was overly large and open and
was used as a thoroughfare. It opened on to a garden area. In addition to the central lounge area there was a
quiet room.
There was no dedicated mother and baby unit. However, mothers can be admitted, with their babies if necessary,
to one of the eight single rooms with en-suite bathrooms. Nursing chair, sterilizing equipment and cot can be
supplied as necessary.
There was a dedicated ECT suite. A dormitory area was used as waiting room and recovery room for in-patients.
There was a waiting area for outpatients with an en-suite toilet. The “Ectotonus’ ECT machine was used and a new
machine had been ordered.

RISK MANAGEMENT
Patients who are acutely disturbed are transferred to the Carraig Mór Unit. There is no high observation unit and
no seclusion facilities. No mechanical restraint is used.
There is an alarm system and policy on responding to alarms. There is a policy on “Illicit Drugs and Alcohol on the
Acute Mental Health Unit”. There is a policy on patients missing from the unit with a procedure that involves
search and notification.
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ST. FINBARR’S HOSPITAL
2.

LONG STAY WARDS, (ST. MONICA’S WARD AND
ST. CATHERINE’S WARD)

Date of Inspection:

8th September 2004

Number of Beds:

39

Age Range:

40 Years to 84 Years

Function of Ward:

Continuing Care In Long Stay Wards

REFERRAL TO SERVICE
The majority of patients in these wards are long-stay. However, admissions occur from the acute unit in Cork
University Hospital.

PROCESS OF ADMISSION TO SERVICE
The long stay wards are permitted to accept direct admissions. However, this happens infrequently. All patients are
of voluntary status. People with moderate intellectual abilities are admitted and currently there are three people in
this category in the wards. The non-consultant hospital doctor (NCHD) assesses the patient prior to admission. The
assessment includes a physical examination. Patients are reviewed by the consultant psychiatrist within twenty four
hours of transfer from the acute unit in Cork University Hospital.

CARE PLAN
There is no comprehensive multidisciplinary team input to the wards and the nursing staff expressed a desire for
such a development. Nursing care plans are documented in the nursing notes and there are monthly reviews of
these care plans. Patient’s family and carers are informed of the care plan if this is deemed appropriate.
Discharge planning begins about a month in advance of discharge. Patients are usually involved in their own
discharge plan. If appropriate, family members are also involved in the patient’s discharge. A discharge planning
letter is also sent to the patient’s General Practitioner (G.P.).

NURSING PROCESS
The Tidal nursing model is used on the ward. A key nurse system is in operation and individual patients are
assigned a specific nurse. Individual programme plans for each patient are coordinated by the patients’ key
workers. All nurses wear identification badges. There are general observation levels on the ward.
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ACCESS TO THERAPY AND TREATMENT
There are no occupational therapists available to the wards. There is limited access to social workers and clinical
psychologists. A G.P. attends the wards weekly and also on request. There are two nursing staff by day and by
night on each ward.
Electroconvulsive therapy (ECT) is not provided in these wards. Patients are transferred to Cork University Hospital if
ECT is prescribed.

ACCESS TO THERAPEUTIC ACTIVITIES
A number of patients in St. Monica’s attend the ward programme based at St. Catherine’s, a short walk away but
in a different building. Other patients attend the National Development and Training Institute (NDTI) and four
patients were on leave on the day of inspection. Staff intend to develop a ward based programme in St. Monica’s.
There is a daily ward programme in St. Catherine’s ward, with fixed components. Activation is provided off the
ward and is part of this programme. A smoking cessation programme is in place. There is also newspaper reading,
cooking, art therapy and music therapy available but these occur in an ad hoc manner. It is unclear if this will
continue as there are currently funding difficulties for such activities.

WARD MANAGEMENT
There were fixed mealtimes for the main morning, lunch and evening meals. There were flexible arrangements for
the availability of snacks and drinks on the ward.
There was no ward clerk dedicated to the wards. A phlebotomist attends on a weekly basis.

INFORMATION
There is a monthly meeting held with patients where views can be exchanged and complaints addressed. There is a
formal complaints policy and procedure.

RECORDS
Patients’ clinical files were legible and up to date and documented in the treatment plan. Entries were clearly
identifiable and signed, but names were not always legible. The title of the recorder was not always given. Reports
from allied health professionals were documented in the file.
Medications were clearly written using generic names. Doses of medication and dose intervals were also clearly
written. The prescription was signed and the name of the doctor was legible. The administration sheet was also
legible. There was a notation on the sheet if the patient refused medication and entries for medications that were
discontinued were signed and dated. Entries were re-written within a three month time frame.
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ENVIRONMENT
The wards were open. General hygiene was good and the décor was fair. One ward had a very small lounge and
dining area. No smoking was allowed on the ward and there was an outside smoking area. The office was also
used as a clinical room. There was no dedicated staff room.

RECOMMENDATIONS
SOUTH LEE CATCHMENT
ACUTE MENTAL HEALTH UNIT
CORK UNIVERSITY HOSPITAL
1. There should be a bed management policy in operation so that patients are not transferred to long stay
facilities to address bed shortages.
2. Multidisciplinary care planning should be introduced.
3. Children under the age of 16 years should not be admitted to an adult acute psychiatric unit.
4. Patients with moderate intellectual disability should not be admitted to the acute unit.
5. All professionals documenting in clinical files and prescribing medication should ensure that their signature is
legible and that they print their name after their signature. Signature banks should be available. The status
of professionals making entries into clinical files should be documented.
6. A high observation area should be developed and the practice of transferring disturbed patients to Carraig
Mór should cease.
7. The admissions area and interview rooms should be of adequate size, have adequate storage space and
comfortable furniture. There should be an interview room that allows staff to meet with patients in private.
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LONG STAY WARDS
ST. FINBARR’S HOSPITAL (ST. MONICA’S WARD AND ST. CATHERINE’S WARD)
1. All patients in the long stay units should have individual care plans based on comprehensive
multidimensional needs assessment.
2. All patients should have their future care and accommodation needs assessed.
3. There should be no direct admissions to the long stay wards.
4. All professionals documenting in clinical files and prescribing medication should ensure that their signature is
legible.
5. There should be adequate funding to develop needs based therapeutic activities.
6. There should be a fully staffed multidisciplinary rehabilitation team with responsibility for the long stay units.

NORTH LEE CATCHMENT
MERCY UNIVERSITY HOSPITAL, CORK
1.

ST. MICHAEL’S UNIT

Date of Inspection:

7th September 2004

Number of Beds:

50

Function of Unit:

Acute Admission Unit

REFERRAL TO SERVICE
Referrals to the service come from General Practitioners (G.P.), the Accident and Emergency Department (A&E) and
out-patient clinics. A small number of out-patient clinics are held in the hospital.

PROCESS OF ADMISSION TO SERVICE
Children under the age of 16 years are admitted occasionally. A number of people are admitted for social crises.
Patients are assessed in A&E or in the out-patient clinics by non-consultant hospital doctors (NCHD). All admissions
have a physical examination carried out by the NCHD.
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All admissions are discussed with the consultant psychiatrist and the patient’s G.P. is informed of the admission. A
collateral history is taken from the patient’s family or carer if this is appropriate. Patients are given a detailed
patient information booklet.
The assessing doctor communicates with the nursing staff and an initial treatment plan is agreed. All new
admissions have a key worker allocated to them on admission.
There is a waiting list in operation for admission to the unit. Patients are frequently admitted to beds of other
patients who are on leave from the unit.

CARE PLAN
There is full access to all disciplines of the multidisciplinary team (MDT). The unit has developed a collaborative care
planning process and patients are actively involved in the development of their care plan. There is an initial
assessment followed by the setting of objectives and goals for each individual patient. Each care plan has a regular
review date and the key worker meets with the patient on a regular basis.
There is a detailed nursing care plan. This appears as a separate document to the MDT care plan described above.
Family members are involved in the patient’s care and kept updated with the consent of the patient. Within the
patient’s care plan there is a section on discharge planning.

NURSING PROCESS
Staff on the unit intend to introduce a modified version of the Tidal model of nursing care. There is a key worker
system in place with key workers allocated by sector of origin of the patient.
There are two levels of observation on the unit: general observation and special (one-to-one) nursing. All staff wear
name badges.
The unit is divided into two clinical areas. There is a thirty-two bedded sub-acute area and an eighteen bedded
acute area. Within the thirty-two bedded area there are five staff on duty during the day and in the eighteen
bedded area there are four staff on duty. There are six nursing staff on duty at night across the two areas.

ACCESS TO THERAPY AND TREATMENT
Patients are referred to a psychologist or social worker if appropriate. There is a therapy room on the unit, staffed
by nurses and occupational therapists. There is a dedicated occupational therapy service available with two
occupational therapists based in the unit. There is a strong emphasis on promoting independent living skills.
Patients have access to Alcoholics Anonymous.
There are five sector consultants, all of whom have NCHDs and have admitting rights to the unit. The NCHDs are
responsible for the medical care of patients on the unit. Patients may be referred to the general hospital services if
necessary.
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There is a detailed electroconvulsive therapy (ECT) policy and the unit has facilities to administer ECT. All the
appropriate check lists are in place for nursing, psychiatrists and anaesthetists.

ACCESS TO THERAPEUTIC ACTIVITIES
As already stated there is an activity area within the unit. There is a varied programme that is designed to meet the
needs of the patient group. Patients are actively involved in the planning of this programme.

WARD MANAGEMENT
When the unit is full patients are admitted into beds of patients on leave from the unit. Patients are sometimes
transferred to other units.
Security staff are based on this unit on a twenty four hour basis.
There is a shop within the hospital with extended opening hours. There is also a mobile shop which visits the unit
each day at 9.00 a.m. Mealtimes are at the usual times. There are also snack breaks in between main mealtimes.
There is no ward clerk available to this unit. There is a phlebotomy service available. The unit is open and patients
may come and go as they wish, although they are requested to inform the nursing staff when they leave the unit.
Some patients may be accompanied by staff members when they leave the unit.
There are set visiting times to the unit between 2.00 p.m. and 4.00 p.m. and between 6.00 p.m. and 9.00 p.m. in
the evening. Children are only allowed to visit the unit with the approval of the nurse manager and must at all
times remain within the direct supervision of a responsible adult.

INFORMATION
There is a leaflet outlining patients’ rights attached to the patient information booklet. There are other leaflets
about services available throughout the unit.
The Irish Advocacy Network visits the unit on a regular basis.
A patient survey had recently been completed and a satisfaction questionnaire had been sent to discharged
patients. There is a complaints procedure in operation throughout the HSE Area.

RECORDS
The patients’ clinical files were legible and up to date. The files contain progress reports from allied health
professionals. There is a separate nursing plan, described earlier, which is comprehensive and detailed. Treatment
plans are discussed regularly at the MDT meetings and are documented in the file.
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ENVIRONMENT
The unit was clean and well maintained. Décor was satisfactory. There were a number of pictures in the corridors
and around the unit which contributed to creating a pleasant environment.
One of the toilets in the pre-discharge area needed partitions. Otherwise the unit provided privacy despite its size
and the fact that it was an integrated unit. There were a number of two-bedded areas and also larger six-bedded
areas. All beds had curtains around them which were on collapsible safety rails.

RISK MANAGEMENT
Within the collaborative care plan staff identify risk factors for the patient. This is not a detailed risk assessment.
There appeared to be some confusion among staff about the type of restraint they use on the unit. They are
currently using control and restraint techniques but have not received an update in training. Patients who are
difficult to manage are transferred to Carraig Mór Secure Unit. There are no seclusion facilities on this unit.
The nursing staff complete a serious incident form for any serious incident. There is an alarm system in place on
the unit. The response comes from within the unit. There is a procedure in place for patients missing from the unit.
This involves notifying appropriate people and conducting an immediate search of the area.

2.

CARRAIG MÓR, SHANAKIEL, CORK
A. SECURE UNIT
B. LONG STAY WARD

Date of Inspection:

7th September 2004

Number of Beds

40

REFERRAL TO SERVICE
Patients are referred to Carraig Mór from the acute admission units attached to the catchment areas in Co. Cork as
follows:
St. Michael’s Unit, Mercy Hospital, Cork
GF Unit, Cork University Hospital
St. Stephen’s Hospital, Glanmire, Co. Cork
Psychiatric Unit, Bantry Hospital, Bantry, Co. Cork
Although this is a regional service the majority of transfers come from the North Lee catchment area.
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PROCESS OF ADMISSION TO SERVICE
A non-consultant hospital doctor (NCHD) assesses patients referred to the unit. All patients who are admitted have
a physical examination. The patient’s treatment plan is discussed with nursing staff in the unit.
The decision to admit a patient is made by the patient’s consultant psychiatrist. This follows a risk assessment and
mental state examination.
The patient’s General Practitioner (G.P.) is informed of the patient’s transfer to the unit. A collateral history from the
patient’s family or carer is obtained if this is appropriate. Where possible, the reasons for transfer are discussed with
the patient.
A key nurse is assigned to each patient on admission.

CARE PLAN
Access to members of a multidisciplinary team (MDT) depends on sector team staffing as the MDT responsible for
the patient prior to transfer remains responsible for him/her in Carraig Mór. This results in logistical problems and
results in care planning being predominantly nurse led. The unit information brochure states that all care needs of
the patient are planned by the multidisciplinary team with as much discussion as possible with the patient and their
family. The manner and timing of review of the care plan depends on which MDT has responsibility for the patient.
Patients are transferred back to their sector services when well enough. It was reported that a high number of
patients are re-admitted following discharge. The lack of a community service to this unit was given as one of the
main reasons.

NURSING PROCESS
There was no specific nursing model in use. Nurisng staff draw up an individual care plan according to patients’
needs, with a strong emphasis on safety and security.
Each patient is allocated a key worker, who is responsible for implementing, co-ordinating and reviewing the care
plan.
There are two levels of observation: general observation and special (one-to-one) nursing. There are at least
thirteen nurses on duty during the day.

ACCESS TO THERAPY AND TREATMENT
As stated previously, access to members of the MDT depends on the patient’s sector of origin. There is an
occupational therapy area within the unit.
The consultant psychiatrist who refers the patient to Carraig Mór remains responsible for the patient in the unit.
The frequency of visits from consultant psychiatrists and members of MDT can be variable due to the distances
involved.
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ACCESS TO THERAPEUTIC ACTIVITIES
There is an activities area within the unit as well as an exercise area and a multi purpose room where art therapy
takes place. Activities are generally needs based.

WARD MANAGEMENT
The unit is on two floors and each floor is run separately.
On the day of inspection there were four vacant beds downstairs. If the unit is full, patients may be moved to
accommodate new admissions.
Patients have individual leave programmes, which indicate the length of leave from the unit and whether the
patient needs to be escorted when off the unit. Visits from families and carers to the unit are encouraged and
there is a separate visiting facility to accommodate this. Children are supervised at all times. There is CCTV
monitoring the visitor’s room.

INFORMATION
The local advocacy service visits the unit once a week. There is a complaints policy and information leaflets about
the service available for patients.

RECORDS
The patients’ clinical files were legible and up to date. They contained treatment plans and progress notes. On the
day of inspection there were seven patients involuntarily detained. There was evidence that their rights under the
1945 Mental Treatment Act were explained to them.

ENVIRONMENT
This was a forty bedded unit split into two twenty bedded units. The units were managed independently of each
other. The external doors were always locked. On the ground floor the unit was undergoing some maintenance
work so it was difficult to obtain a detailed assessment of this section of the unit. There were separate lounge and
sleeping areas for women.
There were no seclusion facilities within the unit. The windows had reinforced glass. There was a room indoors for
smoking which was ventilated. There were four single bedrooms. Outside the unit was an enclosed garden area.
The upstairs unit had a static population who had been on this unit since the closure of Our Lady’s Hospital in
Cork. The layout of this unit was similar to the unit on the ground floor.
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RISK MANAGEMENT
There is a strong emphasis on safety and security within the unit. The staff attempt to balance this need with a
therapeutic programme. There have been a number of assaults on staff. It was stated that there is good support
for staff from the Occupational Health Department. There are comprehensive observation levels within the unit and
a supportive staff team.
There is a pinpoint alarm system and the response is from within the unit. There is a policy for patients missing
from the unit.

3.

OWENACURRA RESIDENTIAL UNIT, MIDLETON

Date of Inspection:

7th September 2004

Number of Clients:

32

Function of Unit:

Continuing Care In A Long Stay Facility

REFERRAL TO SERVICE
Owenacurra Centre, formerly known as the Mental Health Centre, is a community based mental health residential
unit, which opened as a result of the report “Planning for the future” in 1984. It is a 32 bedded unit situated in
the town of Midleton in East Cork. It is close to Midleton Community Hospital, Psychiatric Day Hospital/Day Centre
and the Medical Centre. It also supports three medium support houses which have two residents each.
Owenacurra is a registered hospital under the Mental Treatment Act, 1945 and all patients are admitted on a
voluntary basis. In addition to providing long stay care it also has crisis intervention beds. Referral to the service is
by General Practitioner (G.P.) or from the sector day hospital.

PROCESS OF ADMISSION TO SERVICE
The admission policy is available to the staff. Patients presenting for the first time to the mental health services are
not admitted to this unit and children under 16 years are not admitted. People with moderate intellectual disability
may be admitted for respite, but this is an unusual occurrence. Admissions to the unit are usually planned.
A non-consultant hospital doctor (NCHD) assesses the patients at admission. There are plans to introduce a nursing
assessment. The patient has a physical examination on admission to the unit. The decision to admit a patient is
always made by the consultant psychiatrist.
The consultant psychiatrist has weekly ward rounds and will attend more frequently if necessary. There is a key
nurse system in place for developing care plans but not for working with patients on a day to day basis.
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CARE PLAN
There was no full assessment of needs based on a multidisciplinary model. Input from multidisciplinary teams
occurs in the day hospital, which is situated nearby on the grounds of the unit. Care planning is carried out in the
day centres and in the day hospital.
Patients are informed by the medical and nursing staff of their specific care plan. Care planning records are kept in
the day centre and the day hospital and were not available for inspection. There are three-monthly reviews of all
care plans.
Families are involved in any major changes in the patients’ care planning or mental health status, as appropriate.
There is no policy or evidence of formal discharge planning. Patients’ families are notified when discharge is to
occur and a discharge letter is sent to the patient’s G.P. following discharge. An outpatient appointment is given to
the patient for the day centre and is followed up by the community mental health nurse. There is a referral form
for the community mental health nurse. There is no formal policy on discharge against medical advice.

NURSING PROCESS
The Roper Logan Tierney model of nursing is in operation but the service is moving towards using the Tidal nursing
model. There are no specific observation levels. Owenacurra is an open unit. Staff do not wear any identification
badges.
There are four nursing staff on duty during the day and three staff at night. Nursing staff visit local hostels at night.

ACCESS TO THERAPY AND TREATMENT
Access to psychology, occupational therapy and social work is through the day hospital service. The consultant
psychiatrist has weekly ward rounds. The NCHD attends the unit two days a week and is available in the day
hospital at other times. Medical care is provided through the patient’s G.P. There is an informal key worker system.

ACCESS TO THERAPEUTIC ACTIVITIES
Patients attend activation activities in the day hospital and in the day centre. There is a unit programme in the
morning with a staff member.
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WARD MANAGEMENT
There are no transfers due to bed shortages. Patients’ property is searched on admission. Snacks and drinks are
available on request but are usually at fixed times. Mealtimes are at usual set times.
There is one full time ward clerk and one part time ward clerk who also cover the day hospital and out-patient
clinics. The G.P. or NCHD provide a phlebotomy service if required.
The unit is open and patients leave the unit as they please. Visiting times are open.

INFORMATION
There is a patients’ charter on the unit wall. There are no formal procedures for getting patient or carer views on
the service.
There is no formal policy on complaints. There were no information leaflets available.

RECORDS
Patients’ names, dates of birth and allergies, if relevant, were on the front of the clinical files. Admission
assessment, physical examination and referral source were documented. An ICD diagnosis was not documented on
the file. The treatment plan was available in the file. Progress reports were dated, signed and the name and title of
the recorder was documented. Laboratory reports were filed and the file was neat and manageable. Reports from
other health professionals were available in the care plans, kept in the day centre.
Medication sheets were legible. Names of medications were legible and prescriptions were dated and legibly
signed. Generic medication names were not used. Administration sheets were legible and any refused medication
was noted. Prescriptions were re-written within three months.
Private prescriptions go from the patient’s G.P. to the chemist. They are delivered on a weekly basis and are
dispensed by two nursing staff.

ENVIRONMENT
The unit was a single story quadrangle residence with twenty single rooms. The remaining sleeping areas were two
bedded and three bedded rooms with one toilet between two rooms. Each bedroom was equipped with a sink, call
bell and a light over the bed. The general décor and layout of the unit was good. There was full access to all areas.
The doors were not locked and there was access to the garden.
There was a generalised alarm system. The nurses’ office was not centrally located and was not easily accessible.
There was a phone and there was space for report writing. There was no information technology available to the
staff.
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The clinical room had no examination couch. There was no admissions area or interview room. The bathrooms
were generally clean and had good décor. There was free access although they were not gender specific and there
were no overriding locks. The dining area was relatively small with self-service.

RISK MANAGEMENT
Some staff are trained in control and restraint techniques. There is no de-escalation training. There are no seclusion
facilities on the unit. There is a policy on patients absconding and the procedure involves notifying the relevant
personnel and searching the local area.

RECOMMENDATIONS
NORTH LEE CATCHMENT
ST. MICHAEL’S UNIT, MERCY UNIVERSITY HOSPITAL, CORK
1. Patients should not be admitted into beds of patients on leave.
2. Patients should not be transferred to other units to free beds for new admissions.
3. Children under the age of 16 years should not be admitted.
4. A high observation area should be developed to reduce rate of transfer to Carraig Mór.
5. There should be a ward clerk available to the unit.

CARRAIG MÓR SECURE UNIT, CORK
This unit is unsatisfactory in a number of ways:
The secure unit should not have a long stay ward on the same premises.
The secure unit should not cater for those who are acutely disturbed in the context of an illness relapse and
those who require more long term care due to enduringly disturbed behaviour.

DOWNSTAIRS UNIT
1. Plans to develop the entire unit into a low-secure unit should be developed in the context of developing a
regional forensic mental health service.
2. In the interim, there should be one multidisciplinary team with responsibility for the unit. The team should
be actively involved in developing individualised care plans for all patients.
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UPSTAIRS UNIT
1. The future use of this unit must be agreed in the context of developing a forensic mental health service.
2. All existing patients must have their future care and accommodation needs assessed.

OWENACURRA RESIDENTIAL UNIT, MIDLETON, CO. CORK
1. There should be a multidisciplinary rehabilitation team with responsibility for this unit.
2. All patients should have their accommodation and future care needs assessed.

NORTH CORK CATCHMENT
St. Stephen’s Hospital is the District Mental Hospital in the North Cork catchment area and has 209 beds. There are
nine units in the hospital as follows:
Unit 1: Alzheimer’s Unit - De-designated
Unit 2 Continuing care of elderly patients
Unit 3 Acute Admission unit
Unit 4 Acute Admission unit
Unit 5 High Dependency unit
Unit 8 Floor 2 Long stay unit
Unit 8 Floor 3 Long stay unit
Unit 10 & Unit 11 Continuing care
The acute admission wards (Units 3 and 4) and Units 5 and 11 were inspected in detail.
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ST. STEPHEN’S HOSPITAL, GLANMIRE

1.

ADMISSION UNIT, (UNITS 3 & 4)

Date of Inspection:

9th September 2004

Function of Unit:

Acute Admission Units

REFERRAL TO SERVICE
Referral to the service is usually through Accident & Emergency (A&E), General Practitioners (G.P.), community
mental health nurses or through self referral.

PROCESS OF ADMISSION TO SERVICE
There are admission policies for voluntary and involuntary patients. There is no policy for people presenting with
intoxication or with other substance misuse. Children under the age of 16 years may occasionally be admitted in an
emergency situation and always have one-to-one nursing. People with moderate intellectual disability may also be
admitted in emergency situations.
A mental health assessment and physical examination is carried out by the non-consultant hospital doctor (NCHD).
Medical staff discuss the initial management plan with the nursing staff and the treatment plan is explained to the
patient.
The decision to admit is not always made by a consultant psychiatrist. However, consultants are usually involved in
the decision to admit new patients. The patient’s G.P. is informed of the patient’s admission. The patient is seen by
a consultant psychiatrist within twenty four hours of admission.
A key nurse is assigned on admission and meets the patient. The patient participates in his or her assessment and
treatment plan.

CARE PLAN
UNIT 4 (Admission Unit)
The Tidal nursing model is in use in Unit 4. A number of patients attend Unit 7 for day activities and weekly
multidisciplinary team meetings for these patients are held in Unit 7. Unit 7 comprises a Day Hospital, Day Centre
and Occupational Therapy Department. There is no policy on MDT care planning.
There is a policy on discharge planning. Discharge planning involves the patient and the family or carer. Staff are
developing a formal discharge planning process, that is currently being piloted. The G.P. is contacted by phone at
the time of the patient’s discharge and a discharge letter is sent to the G.P. When a patient’s care is being
transferred to community follow-up, his/her community mental health nurse attends the team meeting.
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UNIT 3 (Admission Unit)
The Roper Logan Tierney nursing model is in use. Patients are usually involved in their care planning but there are
no clear objectives and goals within the care planning process. There is no formal review system. Carers or family
members are informed of the care plan if appropriate. It was reported that the discharge planning process is the
same as on Unit 4.

NURSING PROCESS
The nursing models used are the Roper Logan Tierney and Tidal models.
There is a key worker system in operation on the acute unit. There is a policy on nursing observation. On Unit 4
there was general observation and special nursing (one to one). Nurses do not wear identification badges on Unit
3. Patients are aware of their key nurse and staff wear identification badges in Unit 4.
There is one CNM2 and three staff nurses on duty during the day and two staff nurses on duty at night in each
unit.

ACCESS TO THERAPY AND TREATMENT
Multidisciplinary team meetings are held to discuss patients who attend the day unit (unit 7). Referral to
psychology, occupational therapy or social work is usually made at these meetings. Multidisciplinary assessment is
not part of the normal assessment procedure on the inpatient units.
The consultant psychiatrist visits the unit twice a week and as required. The NCHD attends the unit daily.
There is no written policy on giving medication without the patient’s consent.
Electroconvulsive therapy is given on Unit 4. There is an ECT policy with pre-ECT and post-ECT checklists. There is a
designated consultant psychiatrist for ECT.

ACCESS TO THERAPEUTIC ACTIVITIES
An occupational therapy service is available on Unit 7 and patients from the admission units attend when
appropriate. There was no group therapy available on the units.
There is a unit programme on Unit 4, which includes relaxation, yoga, Indian head massage and reflexology.
Alcoholic Anonymous meetings take place on the unit.
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WARD MANAGEMENT
Transfers occur to other wards due to bed shortages, usually to Wards 10 and 11. Patients are not transferred to
other hospitals.
Search of patient’s belongings occurs on admission and again if necessary. The patient is informed that the search
is part of general procedure. The search of the patient’s belongings is conducted in the presence of the patient.
Snacks and drinks are not freely available outside of specific times, although, if a patient specifically requests a
snack, it is prepared for him/her. There is a café in Block 8, where the patients can purchase snacks.
There is no dedicated ward clerk and there is no phlebotomy service available.
Patients are allowed to leave the unit provided they are well enough to do so. Visiting is unrestricted except during
mealtimes.

INFORMATION
An information package is available for patients, which details information on how patients can give views on the
service and make complaints.

RECORDS
The patients’ clinical files were legible, up to date and were signed. They contained regular progress notes and a
clear treatment plan. The clinical files had a pocket at the back for storage of laboratory reports. Nursing notes
were satisfactory. In the clinical file of a patient who had received ECT a second opinion had been obtained and
was documented. The files of patients who were in hospital for longer than six months showed evidence of
continued active treatment planning. Patients who were involuntarily detained were informed that they are entitled
to a second consultant opinion if they request it.
There were no entries from occupational therapists, social workers or psychologists in the file.
A medication Kardex system was in operation. The name of the drugs was legible and generic names were used.
Dosages of medication were clearly written and signed by the doctor. Entries were dated. The name of the doctor
was legible. The administration sheet was satisfactory. If a patient refused medication it was noted. Discontinuation
of the medication was dated and signed. Medications were re-written within three months.
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ENVIRONMENT
UNIT 8 Floor 1
Unit 8 was being used for the male admission unit as a temporary measure while the original male unit was under
renovation. The overall décor and layout of the unit was very good. The doors were not locked and there was open
access to the unit. There was free access to the garden and there was full access to all areas. A lift was available.
There was a personalised alarm system in use. There was no CCTV in operation.
Corridors were of appropriate length and sufficient width. There was good lighting, décor and ventilation. There
was a visitor’s room.
The unit office was centrally located and was accessible to clients. It was of adequate size and had adequate
storage. There was no alarm system. There was no information technology available.
The dining area was self-service and was well decorated and clean. There was a limited menu choice.
There was no specific admissions area. There were interview rooms available, but they were unsuitable and were
not soundproofed. The furnishings were comfortable. There was no alarm and no observation panels in the doors.
Toilets and bathrooms were clean, clearly signed and were fully accessible. Décor was good and patients had access
at all times. There were no overriding locks on the door.
There were two lounge areas. These were of adequate size, had comfortable seating and were well maintained.
Television, books and newspapers were available. There was a smoking room inside the building.
The sleeping areas consisted of three single beds, one four-bedded room and one larger dormitory. There were no
en-suite bathrooms. There were individual wardrobes and screening curtains for each bed. Safety curtain rails were
being installed during the inspection visit. The bedrooms were pleasantly decorated.
There was no seclusion room or high observation area on the unit.

UNIT 4
This was an open admission unit. It had free access to an extensive outside area. There was full access within the
unit. The unit was clean and bright. There was a visitor’s room, which was used for voluntary group meetings. The
nursing office was not centrally located but was due to be moved the following month to a more suitable location.
The surgery room in which ECT was administered was also used as the clinical room and medical storeroom. A bed
was moved into the ECT room as required. The bedroom next to the ECT treatment room was used as a waiting
room and recovery room.
The interview room, which was part of the conservatory, was also used as a doctor’s office. There was a waiting
area for patients presenting for admission.
There was one toilet for males and for disabled patients. There are three cubicles in the female toilet. There were
two showers for the unit, one of which was stand-up and the other was fitted with a geriatric seat. There were no
baths.
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There was a television room and a recreation/activities room which had table tennis, radio, relaxation mats and
games. There were two single bedrooms and the remaining sleeping areas had four beds or more.
Mothers could be admitted with their babies. The baby was always subject to special observations. A cot and
sterilizing equipment were available.

RISK MANAGEMENT
There is no formal policy on risk management or the pharmacological management of acute aggression. Seclusion
and mechanical restraint are not used. There is an alarm system.
There is a policy on patients missing from the unit.

2.

UNIT 5, HIGH DEPENDENCY UNIT

Date of Inspection:

7th September 2004

Number of Beds:

15 Integrated

Age Range:

42 years to 76 years

Function of Unit:

Locked Ward

PROCESS OF ADMISSION TO SERVICE
Patients are transferred from other units within the catchment area.

CARE PLAN
There is no formal multidisciplinary care plan in operation. There is a nursing care plan as part of the nursing
model.

NURSING PROCESS
The Tidal nursing model is in operation on the unit. There is a policy on observation and special nursing. There is a
key worker system in operation and patients know their key nurse. Nursing staff wear identification badges. There
are four nursing staff on duty by day with an attendant and two nursing staff on duty at night.
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ACCESS TO THERAPY AND TREATMENT
Patients have access to psychology, social work and occupational therapy on referral.
There is no policy on giving medication without consent.
There is an electroconvulsive therapy (ECT) policy with pre-ECT and post-ECT checklists available on the unit. ECT is
administered in a separate unit.

ACCESS TO THERAPEUTIC ACTIVITIES
There is a ward programme, which includes relaxation, yoga, Indian head massage and reflexology.

WARD MANAGEMENT
A search of patients’ belongings is conducted on admission and as clinically indicated. Patients are informed that it
is part of general procedures. Searches are conducted in the presence of the patient. Patients’ leave status is
written in their clinical file. Visiting is open, except at mealtimes and after 9.00 p.m. There is no designated
phlebotomist available to the unit.

INFORMATION
An information package is available, which details information on how patients can give their opinions about the
service and how to make complaints. Literature concerning medication is given to the patients. There is a
complaints policy available.

RECORDS
Patients’ clinical files were legible and up to date. They contained regular progress notes and a clear treatment
plan. The files had a pocket at the back for storage of laboratory reports. Nursing notes were satisfactory. There
was evidence of an active management plan for patients who were in hospital for longer than six months. There
were no progress reports from allied health professionals in the files. Medication sheets were legible. The
prescriptions were signed and dated.

ENVIRONMENT
Unit 5 was a locked unit. The unit was clean and bright. All bedrooms had exit doors leading on to a veranda and
access to emergency exit doors in the middle of the corridor and at both ends. There was an enclosed garden area
surrounded by a wire fence. The nursing office was not in a central location. There was full access throughout the
unit. Parts of the unit had been freshly painted. There were contract cleaners for two hours a day.
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RISK MANAGEMENT
There is no formal policy on risk management. Mechanical restraint is not used in the unit. There is an alarm
system with an arranged response. There is a policy on patients missing from the unit and a formal search
procedure.

3.

UNIT 11: CONTINUING CARE UNIT

Date of Inspection:

7th September 2004

Function of Unit:

Continuing Care In A Long Stay Ward

REFERRAL TO SERVICE
Referral is from other units in the service.

PROCESS OF ADMISSION TO SERVICE
A number of patients with moderate intellectual disability were transferred to this unit on the closure of Our Lady’s
Hospital. There is no formal assessment of patients on transfer. A physical examination occurs on a yearly basis and
more frequently if required.

CARE PLAN
There is no formal care planning on this unit. There is no dedicated multidisciplinary team (MDT) for this unit.
Access to health care professionals other than psychiatrists or nurses is irregular. There was no evidence of
structured, measurable and clearly identified goals for patients. Some patients attend the day activity programme
on unit 7.
A nursing care plan was contained in the nursing notes but did not address multidimensional needs of the
individual patient.
The unit is not self staffing. This leads to difficulties in devising individual and unit programmes.

ENVIRONMENT
The unit was clean but the private cleaning contract of two hours per day appeared insufficient for the needs of
this unit. The décor was adequate due to the efforts of staff to create a homely environment.
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RECOMMENDATIONS
NORTH CORK CATCHMENT
ADMISSION UNITS (UNITS 3 & 4), ST. STEPHEN’S HOSPITAL, GLANMIRE
1. There should be a single management system in place for both acute units.
2. A policy on risk management must be developed and implemented.
3. A policy on the management of people presenting in an intoxicated state must be developed and
implemented, to end the practice of admitting for simple detoxification.
4. A bed management policy must be developed and implemented to end the transfer of patients to long stay
wards due to bed shortages.
5. All referrals must be discussed with a consultant psychiatrist.
6. There should be a dedicated ECT suite containing a separate waiting area, treatment room and recovery
room.

UNIT 5, HIGH DEPENDENCY, ST. STEPHEN’S HOSPITAL, GLANMIRE
1. This unit should be under the management of a specialist rehabilitation service.
2. A risk management policy must be developed and implemented.
3. All patients must have comprehensive, multidisciplinary needs assessment carried out.
4. All patients must have an individual care plan.

UNIT 11, CONTINUING CARE, ST. STEPHEN’S HOSPITAL, GLANMIRE
1. This unit should be under the management of a specialist rehabilitation service.
2. All patients should have comprehensive, multidisciplinary needs assessment carried out.
3. All patients should have their future care and accommodation needs assessed.
4. There should be consistency of staffing to allow a key worker system to be implemented.
5. There should be a policy agreed to end the admission of persons with intellectual disability.
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WEST CORK CATCHMENT
ACUTE UNIT, BANTRY GENERAL HOSPITAL
Date of Inspection:

8th September 2004

Function of Unit:

Acute Admission Unit

REFERRAL TO SERVICE
It is planned to introduce a new referral system and appoint a referral co-ordinator.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy within the service. Children under the age of 16 years or people with intellectual
disability are not admitted to the unit.
Assessment of all referrals is carried out by a non-consultant hospital doctor (NCHD). It is part of the policy of the
unit to involve nursing staff in this assessment. The patient has a physical examination if they are admitted to the
unit.
The NCHD discusses the decision to admit a patient with the consultant psychiatrist. There are plans to involve
more of the multidisciplinary team (MDT) in this process.
The patients General Practitioner (G.P.) is informed of all admissions. The patient is informed by nursing staff about
their admission. An information booklet is available for patients with details about the service. A collateral history is
obtained from family members if this is appropriate.
The initial treatment plan is drawn up with the nursing and medical staff. The patient is allocated a key worker on
admission.

CARE PLAN
There are social workers and occupational therapists available to the patients on the unit. There is no psychology
service in the acute unit. There is a funded psychology post but it remains unfilled at the present time. There is a
strong emphasis on MDT care planning in this service.
The patient is encouraged to contribute to his or her care planning. The Tidal nursing model, the model in use,
encourages staff to interact with patients to ascertain their views on how their care should be provided. Once an
initial nursing assessment has been carried out objectives and goals are outlined in the nursing care plan.
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There are weekly MDT meetings on the unit and the care plans are regularly reviewed by key workers. The care
plan is documented in the patient’s clinical file and includes a risk assessment, the nursing care plan and any MDT
assessments carried out.
When appropriate, family members are encouraged to partake in a patient’s care and are kept informed of their
progress.
Discharge planning commences on admission and is documented in the clinical file. Pre-discharge meetings are
held and referrals are made to community services. One team member co-ordinates the patient’s discharge plan.

NURSING PROCESS
The nursing model in use is the Tidal Model. An individual key worker is allocated to each patient. The key worker
is responsible for working with the patient as part of the nursing care plan.

ACCESS TO THERAPY AND TREATMENT
As stated earlier there is no psychologist in post at present time. There are two occupational therapists based on
the acute unit and there is access to a social worker. A second social worker was due to take up post in the near
future. There is access to alcohol counsellors and cognitive behavioural therapists.
Two consultant psychiatrists have admitting rights to the unit. NCHDs have responsibility for the patient’s physical
care. Further assessment and treatment is available in the general hospital.
As stated earlier each patient is allocated a key worker who is responsible for the patient’s care plan. There are four
nursing staff on duty during the day. There are recruitment difficulties for nursing staff in this area and there are
currently six staff vacancies.
There is a policy about giving medication without consent. The consultant psychiatrist meets with the patient to
discuss the issue. If a patient’s mental state deteriorates as a result of not taking medication and it is felt
appropriate to enforce treatment, placing the patient on a Temporary Order under the 1945 Mental Treatment Act
is considered.

ACCESS TO THERAPEUTIC ACTIVITIES
As stated earlier, there are two occupational therapists based on the unit, who offer a variety of therapeutic
activities, ranging from individual work to group therapy. There is a pre-discharge group on the unit.
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WARD MANAGEMENT
Acutely disturbed patients may be transferred or admitted to Carraig Mór in Cork City. There are no transfers to
other hospitals due to bed shortages but patients may be moved to a high support hostel to vacate beds for new
admissions. Alternatively patients are admitted into beds of patients who are on leave from the unit.
There is limited availability on the unit for patients to make their own drinks and snacks but there are shops near
the unit, which the patients can access. Meals are provided within the unit at the usual times and snacks are served
between meals.
There is no ward clerk and there is no phlebotomy service to the unit.
This is an open unit and people may leave the unit if they wish. If necessary they are accompanied by staff.

INFORMATION
Service users and their family members are regularly asked for their opinions on how the service is being run and
also how their treatment is progressing.
There is a complaints procedure in place. Information leaflets are available throughout the unit and are also given
to patients by nursing staff.

RECORDS
The patient’s clinical files were legible and up to date. All disciplines contributed to care planning and clinical risk
management. Multidisciplinary care plans were documented and all health professionals wrote progress notes in
the clinical file.
Medication sheets were legible, signed and dated.

ENVIRONMENT
The unit was situated over three floors. There was no lift between floors. Patients with physical disabilities had
difficulty accessing all areas of the unit. There were plans to place a lift in the building in the future.
There was an open door policy in the unit. It was a small and quite homely. There were three single bedrooms, a
three bedded observation room and a two bedded observation room. There were two-bedded dormitories and
four-bedded dormitories. The four-bedded dormitory offered little privacy but there were curtains around the beds
which were on collapsible safety rails.
There was a lounge area which was appropriately furnished and also a separate smoking room. The unit was clean
and the décor was of a good standard. There was no high observation unit and no seclusion facilities. The nearest
secure facility was in Cork and it was stated that there were problems transferring patients there.
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RISK MANAGEMENT
There is a policy on clinical risk management in place which is incorporated into the overall care plan. Nursing staff
attempt to de-escalate a violent situation before it arises and are trained in control and restraint techniques. There
is some concern expressed within this service about the appropriateness of this intervention and clarity is needed
around the use of control and restraint in the future. There are no seclusion facilities in this unit. Nursing staff
complete a serious incident form for serious incidents. There is an alarm system in place.
There is a policy for patients missing from the unit in place.
One of the main issues for this unit is the difficulty in managing acutely disturbed patients. As there is no high
observation area, such patients may have to be transferred to the Carraig Mór Unit in Cork (a distance of fifty five
miles). Both consultant psychiatrists review their patients in Carraig Mór and transfer them back to Bantry Acute
Unit as soon as possible.

RECOMMENDATIONS
WEST CORK CATCHMENT
ACUTE UNIT, BANTRY GENERAL HOSPITAL
1. A policy on the management of aggression and disturbed behaviour should be developed and implemented.
2. There should be a bed management policy in place. The practise of ‘sleeping out’ patients in hostels and
using leave beds for new admissions should cease.
3. There should be a psychologist as part of the multidisciplinary team. The vacant psychology post should be
filled as a matter of urgency.
4. There should be a ward clerk and phlebotomy service to this unit.
5. Plans to install a lift should proceed.
6. A high observation unit should be developed in Bantry Acute Unit. This would have the effect of decreasing
the number of transfers to Carraig Mór Secure Unit. In the meantime there should be a robust transfer
policy in place for patients transferred to other units.
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KERRY CATCHMENT
ACUTE UNIT, TRALEE GENERAL HOSPITAL
1.

TRALEE

Date of Inspection:

9th September 2004

Number of Beds:

50

Function of Unit:

Acute Admission Unit

REFERRAL TO SERVICE
The majority of patients are referred by their General Practitioner (G.P.). After 8.00 p.m. patients are referred to the
Accident and Emergency Department (A&E). There are a small number of self referrals to the unit.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy available on the unit. Patients are admitted for alcohol detoxification and there may be
up to five such patients on the unit at any one time. Children under the age of 16 year are admitted to the unit
only under exceptional circumstances. Occasionally, patients with moderate intellectual disability are admitted.
Some patients are assessed by the consultant psychiatrist in the outpatient clinic prior to admission and all patients
presenting for admission are assessed in the acute unit. All decisions to admit (day or night) are made by a
consultant psychiatrist. All patients have a physical examination on admission. Medical staff discuss the initial
management plan with nursing staff. The initial management plan is discussed with the patient and their families if
appropriate. Each patient is seen within twenty four hours by a consultant psychiatrist.

CARE PLAN
There is no formal multidisciplinary care planning in operation. Consideration is being given to implementing one in
the near future.
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NURSING PROCESS
An adaptation of the Tidal nursing model has been in use for five months. Prior to this the Orem nursing model
was used.
There is a key worker system in operation on the unit, with each key worker having six patients. Each patient
knows their key worker. There are two observation levels: general and special nursing. The whereabouts of each
patient is checked hourly. Each nurse wears an identification badge.

ACCESS TO THERAPY AND TREATMENT
Patients are referred to other health professionals. All health professionals attend the multidisciplinary team
meeting once a week. Consultant psychiatrists attend the unit on a daily basis.
Medical consultations are available and urgent consultations are seen within twelve hours. Emergency teams are
available from the general hospital. The patient may be seen in the A&E, if necessary. There is a policy available on
giving medication without consent. If persuasion to take medication is unsuccessful the consultant psychiatrist is
informed. Only a consultant psychiatrist can give a written order for medication to be given without the patient’s
consent.
There is an up to date electroconvulsive therapy (ECT) policy and dedicated ECT suite with waiting room, treatment
room and recovery room. There is a designated consultant psychiatrist and clinical nurse manager responsible for
ECT. There was no formal ECT register available at the time of inspection.

ACCESS TO THERAPEUTIC ACTIVITIES
There is an occupational therapy room on the corridor outside the unit. An occupational therapist provides a
service on the equivalent of two days a week. Nursing staff provide one hour of activities, morning and evening.
These activities consist of walks, relaxation, discussion and a community meeting on Friday. A pool table and
various games are available on the unit.

WARD MANAGEMENT
If there is a bed shortage an extra bed is erected or a patient may ‘sleep out’ in a high support hostel. Patients are
transferred to St. Finan’s Hospital in Killarney for a variety of reasons.
There is no policy on searching patients’ belongings. Patients’ belongings are searched on the order of the
consultant psychiatrist.
There is a coffee machine available on the unit for the patients.
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There is an open door policy on the unit. The consultant psychiatrist decides if the door is to be locked. Patients are
allowed off the unit when the door is open. Other leave from the unit for patients is decided by the treating
consultant psychiatrist and written in the patient’s clinical file. There is open visiting on the unit.
There is a ward clerk available on the unit one day per week. There are two medical secretaries based on the unit.
Phlebotomy is available to the unit.

INFORMATION
There is no Patients’ Charter in place but nursing staff stated that a policy is currently being developed on patients’
rights. Opinions from patients are sought at the weekly community meeting. A recent survey was carried out on
the quality of food as part of this process.
There is a complaints policy in place. Verbal and written complaints are accepted and dealt with by the nurse in
charge in the first instance. Patients and families are not routinely told about the complaints policy but the policy is
displayed on the wall of the unit.
Information leaflets about the service are available in the sitting room of the unit. There are also leaflets about
health promotion issues. There are plans for a new notice board for patients to be put in place soon. Fact sheets
on medication are given to patients.

RECORDS
The patient clinical files are used to record both out-patient and in-patient activity. The staff stated that the files are
sometimes difficult to access if someone is admitted late at night.
Patients’ names and hospital numbers were displayed clearly on the files. The files were generally neat and
manageable. In some of the files loose pages were stored at the back. The entries were legible and the recorder
was identifiable by name but not by title. No entries by social workers, psychologists or occupational therapists
were seen in the files inspected.

ENVIRONMENT
The unit was clean and the décor was adequate. Interview rooms were available. These rooms had an observation
panel in the door and a desk alarm.
There was access to a garden. There was disabled access to all areas within the unit.
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RISK MANAGEMENT
There is a new policy on management of aggressive episodes in place on the unit.
There is a seclusion room on the unit and seclusion is used. The air conditioning unit in the seclusion room has not
been working for some time. There is a seclusion policy and a seclusion register. Some signatures on the seclusion
register were illegible.
There is a restraint policy but it was stated that restraint is not often used. No mechanical restraints are used on the
unit. Restraint is recorded in the patient’s clinical file.
Personal alarms are provided to the staff. The alarms pinpoint the unit and the response comes from security
personnel in the general hospital. CCTV cameras are at the entrances and exits of the unit.
There is a policy on patients missing from the unit. There is a procedure that involves searching the local area and
notifying relevant persons.
There is a policy on alcohol and illegal drugs on the unit.

2.

ST FINAN’S HOSPITAL, LOCKED LONGSTAY UNITS, (ST. PETER’S
WARD AND ST. MARTIN’S WARD)

Date of Inspection:

8th September 2004

Number of Beds:

18

Function of Unit:

Locked Wards For Long Stay And Acute Patients

PROCESS OF REFERRAL AND ADMISSION TO WARDS
There is no written admission policy available on these wards. Admissions are usually from the acute unit in Tralee
and, in general, direct admissions do not occur. All admissions are authorised by the consultant psychiatrist.
However there had been a recent admission directly from the Garda Station in Killarney because of risk of violent
behaviour. No children under the age of 16 years are admitted to these wards. Currently, there are a number of
inpatients who have a moderate intellectual disability.
The majority of patients admitted to these wards have been previously assessed in Tralee and had a mental health
assessment and physical examination. Long stay patients have a physical examination every 6 months.
Each patient is seen by medical staff within twenty four hours of being admitted to these wards.
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CARE PLAN
There is no formal multidisciplinary assessment and care plan. There are team meetings twice a week and the
patient is reviewed after the team meeting. A treatment plan is documented in the clinical file.
There is no formal discharge planning.

NURSING PROCESS
There was a nursing care plan in operation. There is no key worker system in these wards. There were no formal
levels of observation apart from general observation. The nurses do not wear identification badges.

ACCESS TO THERAPY AND TREATMENT
There are no psychologists, social workers or occupational therapists available to the wards.
One patient’s file contained a recommendation by a forensic psychiatrist that he be referred to a psychologist. The
recommendation had been made seven months previously, but the referral had not been made.
The consultant psychiatrist visited the ward three times a week on St. Martin’s ward and once a week on St. Peter’s
ward.
If a patient refuses his or her medication the consultant psychiatrist is informed. The staff stated that medication is
not given without the patient’s consent but there is no policy available on this matter.

ACCESS TO THERAPEUTIC ACTIVITIES
There is a social activity officer who co-ordinates activities. These activities consist mainly of walks and organised
outings. There is an activation ward that patients attend. There were no therapeutic activities on the wards.
One patient interviewed described the days on the ward as boring. He is allowed out on what is termed “ground
parole” for short durations and checks in with nursing staff after a 3-minute walk around the building. He
complained that before he came to this ward he used to read and study but that now he only watches television.

WARD MANAGEMENT
There were no policies available on the ward apart from the seclusion policy. Patients were transferred occasionally
to other wards. There is no policy on searching patients or their belongings and this is only done with the patient’s
consent.
Visiting time is open on St. Martin’s ward but restricted on St. Peter’s ward. Doors are always locked but some
patients are allowed out “on parole” for walks on the ground.
There is no ward clerk and no phlebotomy service available to these wards.
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INFORMATION
Staff report that verbal information is given to the patients about their medication. There is no suggestion box or
any other mechanism of obtaining patients views about the service. One patient stated that he had not been
informed of his rights under the Mental Treatment Act 1945.
Complaints are referred to the Director of Nursing. The complaints procedure is displayed on the wall. Information
leaflets are available to the patients and there is a notice board with information.

RECORDS
The patients’ clinical files were legible and up to date with a diagnosis and treatment plan. The patients name was
on the file but there was no patient numbering system. Entries were dated and signed but not all signatures were
legible and professional titles were not included. There were no entries by health professionals other than medical
staff in any clinical files inspected. The clinical file of a patient who was involuntarily detained contained
appropriate documentation.

ENVIRONMENT
Both wards were on the ground floor. The doors were always locked. St. Martin’s ward was a long ward with
rooms to either side. The bedrooms were single except for one double room. There was a large day room. It was
bright but with paint peeling from the wall due to dampness. The toilets were clean as were the shower and
bathroom. The corridors were large and wide. There was a small lawn area enclosed by a 10ft high green railing
which gave the impression of a cage.

RISK MANAGEMENT
There are seclusion rooms with a glass panel and convex mirror. There is no CCTV in the seclusion room. The
seclusion register was available and up to date. The seclusion policy was available on the ward.
There is no policy on restraint. Mechanical restraint was not used on the wards. There is a policy on patients
missing from the ward and there is a formal search procedure.
There were personal alarm systems that were location specific with an arranged response.

202

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | Southern Area (Southern Health Board)

3.

LONGSTAY WARDS

Date of Inspection:

8th September 2004

Function of Units:

Continuing Care in Long Stay Wards

FEMALE ELDERLY CARE WARD
The female elderly care ward consists of a large open dormitory and day room. It gives the appearance of being
one large space. It is bright but the décor was poor. There was a veranda where the patients could sit out.
All the patients were out of bed although some were chair bound. Some patients were sitting out on the veranda.
The activity on the ward was mainly centred on physical care. Reminiscence therapy was available on the ward and
the nursing staff facilitated this.
No patient leaves the ward for any purpose except medical appointments and family visits.
There was a comprehensive nursing care plan focussing mainly on physical care. There was evidence of regular
reviews of the care plan.
The consultant attended the ward weekly. The patients were regularly reviewed and had physical examinations
every six months.

O’CONNOR UNIT
The O’Connor Unit is a 30 bedded ward which is a stand alone ward. It has segregated sleeping areas (East wing
and West wing), and has integrated for dining and living areas. There are separate nursing staffs for male and
female patients. There are two nurses on duty during the day and two nurses on duty at night.
There is no activity programme on the ward. There is a relaxation and quiet room and bingo is available. The
patients ‘do their own thing’ according to the nursing staff. Some patients go into town by themselves. There
appeared to be no therapeutic activities available to the patients.
There was nursing care plan. There was no input from a rehabilitation team to the ward.
The ward is open and the patients can leave the ward when they wish. All the patients are in-patients of voluntary
status but have their own medical cards and General Practitioners.
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4.

KERRY COMMUNITY FACILITIES

CHERRYFIELD HIGH SUPPORT HOSTEL, KILLARNEY
Cherryfield High Support Hostel is situated in the old isolation hospital. This results in an institutional environment.
The main area of the unit is on the first floor of the building and the dining room and smoking room are on the
ground floor. There is a pool table on the landing of the unit.
There are male and female sleeping wings. The sleeping areas consist of single and double rooms. There are
curtains around the beds in the double rooms. There are no en-suite bathrooms. There is a quiet room to which
the patients have free access.
All the clients go to industrial therapy or activation except for one elderly client.
All policies were available on the unit. There is a nursing care plan in use. The clinical progress notes were updated
on a monthly basis and yearly physical examinations were documented in the charts. There was no occupational
therapy, psychology or social work input to the unit. There were no discharges and no plans to move anyone on to
less supervised accommodation.
All the clients had medical cards and were on disability allowances.
A new purpose-built unit is planned.

TEACH AN CHURAM, RATHMORE (HIGH SUPPORT HOSTEL)
The High Support Hostel is set in well maintained gardens. The building itself is comfortable and homely. The
clients are mostly elderly. Clients interviewed stated that they were content with the hostel and were pleased with
the freedom they had to leave the unit. Staff expressed the opinion that the hostel is well accepted by the
community.

TEACH MHUIRE DAY CENTRE, RATHMORE
The Day Centre is located in a social housing complex. Clients are transported by bus from approximately a twenty
mile radius to the day centre. There are a variety of services and activities available and plans to start a gardening
project.
The surroundings are pleasant, quiet and private.
The clients do piece work for a window manufacturing company. The staff stated that the money earned is pooled
by the nursing staff for the clients and spent on group activities. The payment does not go to the individual clients
who complete the work.

ACTIVATION UNIT, KILLARNEY
There is an activation unit on the grounds of St. Finan’s Hospital. Patients attend from the hospital and from the
community. It was staffed with nursing staff. Activities consisted mainly of repetitive tasks such as basket making
and punching holes in cardboard sheets as piece work for a local company.
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INTELLECTUAL DISABLITY UNIT, KILLARNEY
The intellectual disability unit consists of two units that are mirror images of each other with a central garden. Each
unit consists of three adjoining bungalows with an enclosed garden in each. The unit is a number of miles out of
the town and is very isolated. It is set in extensive grounds. There is no evidence of any contact with the local
community.
In the first unit there is one male bungalow, one female bungalow and one administration block. In the second
unit there are two male units and one administration block.
The units overall are nicely decorated with single and double bedrooms.
There is an activation unit on the campus. This contains a multipurpose group room, an exercise room and a
Snoozeleen relaxation room.

RECOMMENDATIONS
KERRY CATCHMENT
ACUTE UNIT, TRALEE GENERAL HOSPITAL
1. A bed management policy should be developed and adopted.
2. Patients should not be transferred to hostels for the purpose of freeing a bed for a new admission to the
acute unit.
3. Patients should not be admitted to the bed of a patient who is on leave from the unit.
4. There should be a policy on the management of persons presenting for admission in an intoxicated state so
that the practice of admission for simple detoxification can cease.
5. Children under the age of 16 years should not be admitted to an adult acute mental health unit.
6. The air conditioning unit in the seclusion room needs to be repaired as a matter of urgency.

LOCKED LONG STAY WARDS (ST.PETER’S AND ST. MARTIN’S WARDS), ST. FINAN’S HOSPITAL, KILLARNEY
1. Admissions to St. Finan’s Hospital and to the locked long-stay units in particular, should cease.
2. All patients should be assessed regarding their future placement and care needs.
3. There should be a comprehensive multidisciplinary needs assessment and care plan for each patient.
4. All patients in these units should have regular risk assessments.
5. There should be a key worker system in operation.
6. Staff should wear identity badges.
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7. There should be copies of HSE Area, hospital and unit policies available on the units.
8. There should be a full range of needs based therapeutic activities available for patients.
9. There should be an ongoing maintenance programme to ensure the décor is maintained to an appropriate
standard.
10.These units should be under the care of a full multidisciplinary rehabilitation team.

FEMALE ELDERLY CARE WARD, ST. FINAN’S HOSPITAL, KILLARNEY
1. Patients should have a full multidisciplinary needs assessment.
2. There should be an ongoing maintenance programme to ensure the décor is maintained to an appropriate
standard.

O’CONNOR UNIT, ST. FINAN’S HOSPITAL, KILLARNEY
1. All patients in this unit and those remaining in other wards in St. Finan’s need their future accommodation
and care needs assessed.
2. All patients should have an individual care plan based on multidisciplinary needs assessment.
3. The status of this unit must be clarified.
4. There should be access to therapeutic activities, which are needs based.
5. This unit should be under the care of a multidisciplinary rehabilitation team.
6. The plan to increase the bed complement in this unit to forty or fifty beds should be revisited.

KERRY COMMUNITY FACILITIES
1. All money earned by clients should be paid directly to individual clients.
2. All 24-hour staffed hostels should be under the care of a multidisciplinary rehabilitation team.
3. There should be access to needs-based therapeutic activities to replace repetitive tasks, which are nonstimulating and non therapeutic.
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INTRODUCTION
Mental health services in the HSE North-Eastern Area covers Counties Cavan, Monaghan, Louth and Meath. The
total population is 341,704 (Table 1).
Services are organised into two catchments, Louth/Meath, with a population of 233,753 and Cavan/Monaghan
with a population of 107,951. Mental health services in the extreme west of Cavan are provided by the
Sligo/Leitrim services.
Table 1: Population Profile in the HSE North Eastern Area
Total Population

Over 16

Over 65

Under 16

Under 18

Louth/Meath

233,753

175,662
(75%)

21,919
(9%)

58,091
(25%)

65,758
(28%)

Cavan/Monaghan

107,951

81,628
(75.6%9

14,059
(13%)

26,323
(24%)

30,285
(31%)

Total

341,704

257,290
(75.3%)

35,978
(10.5%)

84,414
(24.7%)

96,043
(28.1%)

77.3%

11.1%

22.7%

25.6%

National Age Profile

The two catchments have significantly different demographic profiles. Louth/Meath is an area of rapid population
growth. The population in Meath alone has grown by over 22% since the previous census, and south Meath and
south Louth are increasingly becoming part of the Greater Dublin suburbs. In contrast, the Cavan/Monaghan
population figures are relatively static, the population is mainly rural and there is a higher percentage of people
over 65 than the national average. Both catchments have pockets of high deprivation. In Louth/Meath it is
predominantly urban deprivation, with high rates of deprivation particularly in Louth, while in Cavan/Monaghan it
is predominantly rural deprivation.
Table 2: Funding of the Mental Health Services
€ Spent
2003

€ Allocation
2004

Adult Mental Health Services (excl. mental health services for people with intellectual disability )
Louth/Meath
17,945,000
17,639,000

18,913,000

Cavan/ Monaghan

Allocation 2003

Child and Adolescent Mental Health Services

17,378,000

18,371,000

20,417,000

2,374,000

2,186,000

2,585,000

€37,679,000

Total
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The funding allocated in 2003 to the mental health services (excluding mental health service for persons with
intellectual disability) was over €37m and over €38m was spent (Table 2). The allocated budget for 2004 is
€41.9m. There is a significant discrepancy in funding within the region, with the Louth/Meath services receiving
less than half the per capita funding of Cavan/Monaghan. This funding discrepancy is mainly historic, dating from
the time the Meath mental health services transferred to the North East from the Midlands.
Table 3 gives information on funding, available beds and inpatient activity.
Table 3: Catchment Resources and In-Patient Activity

Catchment Population (over 16)

Louth/
Meath

Cavan/
Monaghan

175,662

81,628

€18,913,000 €20,417,000

Funding (2004)
Total Psychiatric Nurses

203.94

200

Beds

99

76

24-Hour Staffed Residential Places

92

50

Admission Rate 2003 (Per 100,000 over 16: national average 760.4)

423

295.2

Certification Rate 2003 (per 100.000 over 16: national average 80.4)

41

60

New Long Stay 2003

7

2

In-Patient Suicide 2003

0

0

MULTIDISCIPLINARY TEAM STAFFING
The range and number of specialist teams required in the HSE North Eastern Area is outlined in Table 4. Each team
should have, as a minimum, one each of the core disciplines of the multidisciplinary team - consultant psychiatrist,
clinical psychologist, social worker, occupational therapist - and a sufficient number of nursing staff to provide
enhanced community-based care. All teams will require additional therapists, such as family therapists, family
support workers, addiction counsellors, bereavement counsellors, cognitive behavioural therapists. Particular
specialties will also require either additional numbers of core disciplines or additional special therapists, e.g. urban
teams may require additional social workers, rehabilitation teams will require additional occupational therapists,
intellectual disability will require additional clinical psychologists and speech and language therapists are essential
for child and adolescent psychiatry.
It is recommended that teams in the general adult mental health services combine to serve populations of 50,000
and teams in child and adolescents mental health services combine to serve populations of 100,000. These larger
teams would enable the provision of a wider range of therapists, they would give some element of patient choice
and they would allow team members to develop skills in particular special interest areas.
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Table 4: Recommended Range of Specialist Services and Teams Comhairle na nOspidéal
Total Population: 341,704, Population over 65: 35,978
Minimum
Recommended
MH Teams

Number of
Teams
Present

14

11

Elderly (min. per 15,000 elderly)

3

2

Rehabilitation (1 per 100,000 total population)

3

1

Child and Adolescent (1 per 50,000 total population)

6

3

Adult Intellectual Disability (1 per 100,000 total population)

3

>1

1-2

0

General Adult (1 per 25,000 total population)

Child and Adolescent Intellectual Disability (1 per 200,000 total population)

There are shortages in the availability of clinical psychologists, social workers and occupational therapists across all
teams and all specialties (Tables 5 & 6). In Louth/Meath there is a shortfall in the number of general adult mental
health teams, mental health teams for the elderly and rehabilitation mental health teams. Services for children and
adolescents are underdeveloped, and there is a serious shortage of mental health services for persons with an
intellectual disability.
Different factors are likely to affect recruitment of the necessary staff for multidisciplinary teams in each of the
catchments. In the Louth/Meath services some of the factors operating in services in the Greater Dublin area may
be at play. However, the services are also well placed to attract staff from the greater Dublin area. In
Cavan/Monaghan, the relatively rural environment may be unattractive to some. Recruitment and retention of
these professionals will be made easier if there are sufficient numbers of posts at senior level so that an appropriate
career structure is available within the mental health service.
The area has a total availability of 404 psychiatric nurses, with approximately 200 in each catchment. With the
relatively greater availability of nursing staff in Cavan/Monaghan, there has been the ability to achieve a significant
transfer of nursing staff to community teams in all the adult services. The smaller number of nursing staff in the
Louth/Meath service relative to its population makes such a transfer more difficult.
In spite of the insufficient number of psychologists, social workers and occupational therapists, the fundamental
structure of community mental health teams is in place, particularly in the Cavan/Monaghan services and in the
general adult mental health services in Meath. The availability of these teams undoubtedly contributes to the low
admission and certification rates in both catchments (Table 3). The services provided by these teams would be
significantly enhanced through the addition of the necessary multidisciplinary staff.
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Table 5: Community Mental Health Team Staffing of Specialist General Adult Mental Health Services
Louth/
Meath

Cavan/
Monaghan

175,662

81,628

7

4

4.5

2

4.46

1.75

Occupational Therapists

0

1.55

Team Psychiatric Nurses

48.38

39

Cognitive/Behavioural Therapists

0.75

2

Family Therapists

1.75

2

3

7

Catchment Population (over 16)
Consultants
Psychologists
Social Workers

Addiction Counsellors (not team assigned)

Table 6: Community Mental Health Team Staffing of Additional Specialty Services
HSE Area Staffing
of Specialty Teams

MHS for
the Elderly

Rehab
MHS

C&A
MHS

Adult ID
MHS

C&A ID
MHS

2

1

3

<1

0

Consultants

WTE

Psychologists

0

1

3

0

0

Social Workers

2

1

7.5

0

0

Occupational Therapists

1

0.6

1

0

0

Speech & Language

0

0

1

0

0

16

34.35

10

0

0

Team Psychiatric Nurses

GENERAL ADULT MENTAL HEALTH SERVICES
There are two mental hospitals still operational in the HSE North Eastern Area, St. Davnet’s Hospital in Monaghan
and St. Brigid’s Hospital in Ardee. St. Davnet’s Hospital has two continuing care wards for the elderly, with 36 beds
and 15 acute beds. St. Brigid’s Hospital has 30 acute beds and 43 long stay beds, predominantly for the elderly.
There are two General Hospital acute units; Our Lady’s Hospital Navan with 26 beds and Cavan General Hospital
with 25 beds.
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LOUTH/MEATH
Multidisciplinary staffing in the Louth/Meath general adult mental health services is deficient, with a shortage of
clinical psychologists and social workers and no occupational therapists. In addition to these staffing shortages,
there is an absolute shortage of teams. The catchment currently has seven teams, while it requires nine (based on
1/25,000).
The population in Meath is 130,000. Ideally, there should be 5 consultant psychiatrists, clinical psychologists, social
workers and occupational therapists, with sufficient nursing staff assigned to teams to allow active communitybased care in all sectors. Currently there are three consultants, with inadequate numbers of all multidisciplinary
staff. There is a single home-based nursing team, which is not part of any broader community mental health team.
This team takes referrals on community patients from each sector team and also provides post-discharge care to
referred patients.
The general adult mental health services in Meath admit to the acute psychiatric unit in Navan General Hospital,
where there are 26 beds. There are occasional transfers to the admission unit in Ardee, if bed occupancy exceeds
100%. The admission rate is significantly below the national average at 270.7 per 100,000 population at risk.
There are four sector general adult teams in County Louth for a population of 101,821. There is no home-based
nursing service. However, one sector has developed a specific programme for persons presenting with severe illness
and a programme for persons with affective disorders. In addition to the general population there is large centre in
Co. Louth housing over 1500 asylum seekers. No additional resources have been made available to the Louth
teams to cover the increased service demand.
The services in both Louth and Meath are under-resourced in terms of staff availability. The numbers of all core
staff for community mental health teams needs to be brought up to the required levels. Consideration should be
given to re-designing sector boundaries to develop community mental health teams serving populations of 50,000
– 60,000, each with home-based nursing staff.
It has often been suggested that the existing catchment should be split, so that the Meath services have a separate
management team. A decision on this matter should be deferred, until the Expert Group has reported, and until
the new regions in the health service reforms have been fully decided. In the interim, the existing catchment
management team must put in place a mechanism to ensure that senior clinical staff in both catchments are fully
involved in management decisions, particularly those relating to resource allocation.

CAVAN/MONAGHAN
General adult mental health services are delivered by two community mental health teams, each serving a
population of approximately 50,000. Both teams provide home-based care as an alternative to inpatient care. Both
teams have a team coordinator, who is the single point of referral for all referring agencies. Coordinators triage all
referrals and organise an emergency response to urgent cases. Acutely ill patients are assessed with a view to
providing home-based care as an alternative to inpatient admission. All referrals are subsequently discussed at
multidisciplinary team meetings and the appropriate assessments and care interventions arranged. A key worker
system is in place, so that vulnerable patients receive close follow-up.
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The multidisciplinary staffing of both teams needs to be increased, so that there are two clinical psychologists, two
social workers and two occupational therapists on each team
For historic reasons, there are two acute admission units in the catchment; one in St. Davnet’s Hospital in
Monaghan and one in Cavan General Hospital. The admission rate for the catchment in 2003 was one of the
lowest nationally. The low admission rate and the availability of home-based nursing make the catchment ideal for
the piloting of domestic-style admission facilities, with more severely ill patients and the elderly continuing to
access beds in a reduced-size unit in Cavan General Hospital.

LIAISON MENTAL HEALTH SERVICE
Louth/Meath has piloted a nurse liaison service to the Accident and Emergency Department in Dundalk General
Hospital. The service is proving to be very successful and to ensure its long-term viability it should be linked in to
the local general adult mental health team. This service innovation could be extended to the Accident and
Emergency Departments in Navan, Drogheda and Cavan. Liaison referrals from Monaghan General Hospital are
dealt with by the relevant community mental health team. Since the time of inspection a liaison nurse specialist has
been appointed to Our Lady’s Hospital in Drogheda.

ADDICTION SERVICES
There is an Area-wide policy on the management of alcohol-related disorders. The majority of persons who present
with alcohol abuse are detoxified in the community, with more complicated cases being admitted to medical
wards. As a result, the region has very low admission rates for alcohol-related disorders; the Meath component of
the Louth/Meath services admits at the rate of 13/100,000 persons at risk and Cavan/Monaghan admits at the rate
of 13.3/100,000 persons at risk. The Louth services admit at the rate of 57/100,000 persons at risk.
Admission rates for drug-related disorder are highest in Louth, at 46.7/100,000 at risk, in comparison to 10 in
Meath and 1.2 in Cavan. These rates reflect the greater degree of urban deprivation in County Louth.
Organisation of addiction services differs in both catchments. In Cavan/Monaghan there is a community-based
addiction service with counsellors who deal with all addictions, including alcohol abuse. Members of this team
attend the team meetings of the two community mental health teams, to promote shared care of persons with a
dual diagnosis of both mental illness and addiction. In Louth/Meath alcohol counsellors are attached to the general
adult mental health teams and there is a separate addiction service. There are 3 community-based addiction teams
consisting of addiction counsellors and outreach workers, with a regional coordinator. Given the increased risk of
mental illness in those who abuse drugs, it is essential that there are systems in place to allow close liaison
between the addiction services and the mental health services.

MENTAL HEALTH SERVICES FOR THE ELDERLY
While the population of those over the age of 65 in the HSE North Eastern Area is 35,978 the geographical size of
the region makes three specialist teams in mental health services for the elderly necessary.

212

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | North Eastern Area (North Eastern Health Board)

The community mental health team for the elderly in Cavan/Monaghan provides a community-based service with
home-based nursing in both counties. There is one social worker and one occupational therapist, but no clinical
psychologist. The team has a day hospital facility in Monaghan and acute beds are in the psychiatric unit in Cavan
General Hospital. Inpatient beds are integrated with the general adult acute beds. There are two continuing care
elderly wards remaining in St. Davnet’s Hospital, and occasional admissions occur of people with disturbed
dementia. Medical services to these wards are by a designated General Practitioner.
The mental health service for the elderly in Meath is seriously under-developed, with inadequate staffing and
facilities. The team has one social worker and one community nurse and no access to psychology or occupational
therapy. The team has its headquarters in Navan, but this facility does not provide sufficient space for outpatient
work. All outpatient work is therefore on a domiciliary basis. There is no day hospital or day centre and no access
to respite beds. Admission beds are in the psychiatric unit in Navan General Hospital.
The staffing of the existing mental health teams for the elderly needs to be brought to the required level and an
additional fully staffed team is required for County Louth. The area needs a designated unit for the care of persons
presenting with disturbed dementia, and this unit should be approved under the Mental Health Act 2001.

REHABILITATION MENTAL HEALTH SERVICES
Cavan/Monaghan has a relatively well-staffed community rehabilitation team. This team takes responsibility for all
residents in staffed community placements and the majority of discharged long stay patients. There is an assertive
outreach component which provides active community-based care to patients with severe mental illness who live
independently or with family or carers. There is a key worker system in place for all patients of the service, ensuring
close follow-up. The rehabilitation team provides a catchment wide service, with components of the team based in
both Cavan and Monaghan. It takes referrals from the community teams in the general adult mental health service
and the mental health service for the elderly. The team has access to acute beds in the admission units in
Monaghan and in Cavan.
The rehabilitation team facilitated the discharge of the remaining long stay patients in St. Davnet’s Hospital so that
the only two wards still functioning are those that provide continuing care to patients of the mental health service
for the elderly.
Counties Louth and Meath each require an appropriately staffed rehabilitation team. These teams should develop a
specialist service for new patients with severe mental illness and take over the care of residents in staffed
community placements. The development of such teams would also facilitate the ultimate closure of St. Brigid’s
Hospital in Ardee.

MENTAL HEALTH SERVICES FOR PERSONS WITH INTELLECTUAL DISABILITY
Mental health services for persons with intellectual disability are seriously under-developed. Generic services are
provided predominantly by the HSE North Eastern Area and the Brothers of St. John of God. There is a dedesignated residential unit in Monaghan and a large residential unit in Drumcar in Co. Louth. In 2003, there were
2053 clients on the intellectual disability database.

213

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | North Eastern Area (North Eastern Health Board)

At the time of inspection, one consultant was providing part-time sessional input to both catchments. There is no
dedicated multidisciplinary team and no dedicated beds for persons with intellectual disability who require inpatient
care for the treatment of mental illness.
The HSE Northern Area requires three fully-staffed teams to provide mental health services to adults with
intellectual disability and a minimum of one team for children and adolescents. The region requires dedicated
inpatient beds for the treatment of mental illness and dedicated beds for the management of persons with
intellectual disability and challenging behaviour.

MENTAL HEALTH SERVICES FOR CHILDREN AND ADOLESCENTS
There are three child and adolescent community mental health teams for Louth/Meath and Cavan/Monaghan.
These teams are under-resourced in relation to occupational therapy and speech and language therapists. There is
no formalised access to inpatient beds for adolescents and there are insufficient team-based nurses to be able to
provide active home-based care. The service does not provide an out-of-hours emergency service.
The staffing of existing teams needs to be completed and an additional three teams are needed. Ideally, this
increased staffing should be organised in three teams each serving a population of 100,000.
Formalised access to inpatient beds for adolescents must be arranged, either through an existing service or through
the development of a small crisis house for the region.

SUMMARY
The concept of the delivery of mental health care through multidisciplinary community mental health teams is
accepted by the clinical staff in both catchments. The greater staff availability, particularly nursing staff, in
Cavan/Monaghan has allowed the development of active home-based care in all the existing specialty teams.
Staffing of the Louth/Meath service needs to be brought to the level where similar teams can begin to develop. The
multidisciplinary staffing of all teams needs to be increased.
Mental health services for those with intellectual disability are seriously under-developed and this must be
addressed as a matter of urgency. The child and adolescent mental health service must be expanded and access
organised to inpatient beds.
The border location of three of the four counties in the catchment, Cavan, Monaghan and Louth, allows the
possibility of cross-border development of some specialist services. There is an existing cross-border organisation,
CAWT (Cooperation and Working Together) which has begun to address this issue.
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HSE-WIDE RECOMMENDATIONS
URGENT REQUIREMENT
Appointment of three multidisciplinary teams for the provision of mental health services to adults with intellectual
disability

ADDITIONAL STAFF AND/OR REVENUE REQUIRED
A working strategy must be agreed with the HSE to achieve the following service developments within
an agreed time-frame:
Bring the multidisciplinary staffing of existing mental health teams to the required level:
• General adult mental health services
• Rehabilitation mental health services
• Mental health services for the elderly
• Child and adolescent mental health services, and
• Mental health services for people with intellectual disability.
Increase the number of consultants in general adult psychiatry in Louth/Meath by three
Develop two rehabilitation mental health teams for Louth/Meath
Develop a mental health service for the elderly in Louth
Appoint three additional consultant psychiatrists in child and adolescent psychiatry
Develop one team for mental health care to children and adolescents with intellectual disability

ADDITIONAL CAPITAL RESOURCE REQUIRED
Community placements to be provided for the remaining long stay patients in St. Brigid’s Hospital
A general hospital admission unit to be developed for Co. Louth
A crisis house to be developed for Monaghan

DEVELOPMENTS IN ASSOCIATION WITH OTHER HSE AREAS
Development of an inpatient unit for adolescents
Development of a regional low secure unit in tandem with the development of a regional forensic service
Development of a dedicated inpatient unit for people with disturbed behaviour in association with dementia
Development of a dedicated inpatient unit for people with intellectual disability and mental illness
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PRESENTATIONS
Five presentations on the services in the HSE North Eastern Area were made to the Inspectorate Team.
The Louth/Meath sector provided an overview of their service and highlighted recent development in home based
nursing teams.
The Cavan/Monaghan sector demonstrated how their service is organised around multidisciplinary teams as units of
service delivery.
A presentation from the Intellectual Disability service outlined the principles and models of service delivery used.
Gaps in service delivery were also highlighted.
The Child and Adolescent Mental Health Service described their achievements in providing quality initiatives. They
also emphasised the number of vacant posts on the teams.
A regional behaviour support service, which opened in February 2002 to provide a service to individuals with a
learning disability whose behaviour is described as “severely challenging”, was described in a detailed presentation.

LOUTH-MEATH CATCHMENT
1.

ACUTE UNIT, NAVAN GENERAL HOSPITAL

Date of Inspection:

15th September 2004

Number of Beds:

26

Function of Unit:

General Hospital Acute Admission Unit

REFERRAL TO SERVICE
Patients are usually referred by consultant psychiatrist through outpatient clinics or by General Practitioners (G.P.).
There is also a Home-Base Treatment Team which may refer patients to the unit.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy, which was available on the unit. There is no specific policy regarding admission of
children and children under 16 years of age are occasionally admitted. The admitting clinician retains responsibility
for children admitted to the unit.
Patients with moderate intellectual disabilities are admitted to the unit. At the time of inspection one such patient
had been resident on the acute unit for over two years. There is a difficulty with follow-up placements for patients
with moderate intellectual disability when they are ready for discharge.
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The consultant psychiatrist assesses the patient prior to admission if the patient is referred through the sector team.
Otherwise the patient is assessed by a non-consultant hospital doctor (NCHD) on admission. The final decision to
admit is made by a consultant psychiatrist. All patients have a physical examination at the time of admission.
The NCHD discusses the treatment plan with the nursing staff and the treatment plan is documented in the
patient’s clinical file. The consultant psychiatrist sees all patients within twenty four hours of admission. There is a
key worker system in place on the unit.

CARE PLAN
The patient is reviewed after the sector team meeting and is informed of his or her treatment plan. There is no
formal policy on family involvement. Review of patients takes place twice a week with the consultant and/or NCHD
and nursing staff.
Discharge planning takes place as part of the team meeting, with the Home-Base Treatment Team involved if
necessary. Patients are involved in their discharge planning and families and carers are involved if appropriate. The
patient’s G.P. is informed of the discharge by letter. Referral to community services is made prior to discharge. The
discharge plan is documented in the patient’s clinical file.

NURSING PROCESS
The Tidal model was recently introduced, replacing the Roper Logan Tierney model.
There is a sector-based key worker system in place. The list of key workers is displayed on the unit (by sector only)
and in the nursing office (by patient name).
There are two levels of observation: general and special. There are plans to introduce two extra levels: fifteen
minute observation and arms length observation.
All nurses wear name badges.

ACCESS TO THERAPY AND TREATMENT
Social workers and psychologists are sector based and see patients by referral. There are no occupational therapists
available to patients in the unit.
Consultant psychiatrists attend the unit between three and five days a week.
If a patient refuses to consent to treatment the consultant psychiatrist is informed and there is a nursing and
medical review. The consultant can then order the medication if it is felt that the patient requires medication
urgently and he/she is an involuntary patient.
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There is an electroconvulsive therapy (ECT) policy. There is a designated ECT consultant psychiatrist who trains
NCHDs in the administration of ECT. There are no specifically trained nurses. Consultant psychiatrists obtain written
consent and the patient is given written information about ECT (Royal College of Psychiatrists information sheet).
There is an ECT suite with a waiting area, preparation room, treatment room and recovery room.
The clinical file of a patient who had received ECT was examined. The course of ECT was adequately documented
in the file. There was no evidence of discussion of the decision to prescribe ECT at a multidisciplinary team
meeting.

ACCESS TO THERAPEUTIC ACTIVITIES
There is an activation nurse on the unit who organises group therapy and other activities. Occasionally there are
extra activities and outings, when funding permits. There is no designated therapeutic activities area and no activity
room or exercise room. Board games, a pool table and table tennis are available.

WARD MANAGEMENT
Patients may be transferred to St. Bridget’s Hospital, Ardee if there is a bed shortage.
Patients’ belongings are searched with the patients’ consent.
There is no access to snacks and drinks on the unit.
There is no unit clerk. There is a phlebotomy service.
There is a comprehensive colour-coded system to identify whether patients are allowed off the unit. This is decided
at team meetings and patient reviews. Visiting is from 2.00-5.00 p.m. and from 5.30-8.30 p.m. There is a locked
door policy. Nursing staff make the decision as to whether the door is open or locked.

INFORMATION
Service information leaflets are available for patients and visitors. Information leaflets are also available on
medication and therapies. There are no formal procedures for getting the patients views of the service. There is no
suggestion box on the unit.
There is no complaints policy or information displayed in the unit. There is a notice displaying information
regarding the 1945 Mental Treatment Act.

RECORDS
The patients’ clinical files were all legible but were untidy. All entries were dated and signed. The name of the
recorder was legible but no title was entered. Reports from allied health professional were filed in the clinical file.
Treatment plans were documented. No diagnosis was recorded.

218

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | North Eastern Area (North Eastern Health Board)

The clinical file of a detained patient was examined. The legal status of the patient was not recorded. There was no
evidence of a second opinion being offered or sought. The reason for the involuntary admission was clearly stated
and there was evidence that the status was reviewed regularly.
Medications were clearly written. Generic names of medications were not used. The discontinuation of medication
was not dated or signed.

ENVIRONMENT
The acute unit was in a general hospital. It had access to a garden space (courtyard). The corridors were wide, well
lit and ventilated. The unit office was adequate.
The interview room and waiting room were in the admission area outside the main area of the unit. There was no
interview room inside the unit. The interview room was adequate but had no observation panel.
The bathrooms and toilets were clean and clearly signed. They had overriding locks and disabled access.
The dining area was satisfactory. The lounge was of adequate size, comfortable, with good décor. Television, radio,
newspapers and books were available. Smoking was allowed outside only.
The bedrooms were six-bedded rooms and three single rooms. The seclusion room was used as a bedroom. The
sleeping areas were pleasant and bright.

RISK MANAGEMENT
A policy on risk management is currently being developed. There is a policy on the pharmacological treatment of
aggressive episodes.
There is a policy on restraint. No mechanical restraint is used in the unit. Nurses authorise manual restraint and
notify the NCHD.
The alarm system is location based. The response to the alarm comes from within the unit. There is a
comprehensive policy on patients’ absconding. The procedure consists of a grounds and local area search.
There is a seclusion policy available on the unit. The seclusion room is used as a bedroom. Seclusion is authorised
by the NCHD and the nurses review the seclusion order. The room was adequately lit and ventilated and the
furniture was of safety standard. There is an observation panel to the seclusion room. The windows in the room
were low and unsafe. They were not of unbreakable glass. They had clear glass which overlooked a public area
outside the building. The door opened outwards but was very narrow. There was no facility for the patient to
communicate with the staff.
The seclusion register was available and up to date. The observation record of seclusion was filed in the patients’
clinical file. Seclusion was documented in the case file with the reason given for seclusion. The time and reason for
termination of seclusion was recorded.
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2.

ST. BRIGID’S HOSPITAL, ARDEE ACUTE ADMISSIONS

Date of Inspection:

15th September 2004

Function of Unit:

Acute Admission Unit In A Psychiatric Hospital

REFERRAL TO SERVICE
Referrals to the Service are through General Practitioners (G.P) and the Accident and Emergency Department (A&E).
Self-referrals occur regularly especially in relation to alcohol misuse.

PROCESS OF ADMISSION TO SERVICE
All referrals are assessed by a non-consultant hospital doctor (NCHD) who makes the decision to admit. There is an
admissions policy which is available on the unit. People with moderate intellectual disability and mental illness are
admitted to the unit from time to time.
A consultant psychiatrist usually sees the patient within twenty four hours of their admission.

CARE PLAN
There is no formal multidisciplinary assessment of needs. This appears to be carried out when only it is deemed
necessary by the consultant psychiatrist. There are no clear treatments objectives and goals. There are regular
reviews of patients at weekly team meetings. The nursing care plan is documented in the nursing notes.
There is a policy on discharge planning and the patient and family are involved in a specific plan of care after
discharge. The community team is also made aware of discharges. The community mental health nurse (CMHN)
and other community staff continue follow-up of the patient in the community.

NURSING PROCESS
A locally devised nursing model is in operation based on the Roper Logan Tierney model. Each patient has a
designated key worker, who is assigned according to sector teams. There are two levels of observation: general and
one-to-one. Seclusion is used. All nursing personnel wear identification badges.

ACCESS TO THERAPY AND TREATMENT
Access to disciplines other than medical and nursing occurs through a referral system. There are no occupational
therapists available. NCHDs look after the physical needs of the patients.
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There is a specific electroconvulsive therapy (ECT) policy. However there is no designated ECT consultant. NCHDs
are trained in the administration of ECT and nursing staff are trained in ECT procedures. There is a specific nursing
checklist for ECT. Consent is obtained from the patient and this is documented and signed in the chart. The
consultant psychiatrist and key nurse explain the procedure to patients. Patients are given written information on
ECT.

UNIT MANAGEMENT
At times, patients are moved to other units on site or to units off site due to bed shortages.

INFORMATION
Patients and their families are informed of the complaints procedure. Patients are also given a patients’ charter.
There is a suggestion box on the unit and the suggestions are reviewed regularly.

RECORDS
The patients’ name, hospital number, date of birth and allergies to medication were all clearly marked on the front
of the clinical file. There was an admission assessment by the NCHD incorporating a physical examination. The
referral source was identified but there was no ICD 10 diagnosis recorded. A treatment plan was identified on
admission.
Progress reports were evident and all entries were dated and signed. The name was not always legible and no title
of the recorder was given.
Patients were usually seen within twenty four hours of admission by a consultant psychiatrist and on a weekly basis
thereafter. There were no entries from other health professionals. Correspondence and laboratory reports were filed
appropriately and the files were neat and manageable. Nursing notes and care plans were kept separately.
There is a Kardex system in operation for medication. The name of the drug was legible, entries were dated and
the generic name of the medication was provided. The dose was clearly written, entries were signed by a doctor
and the name of the doctor was clearly identifiable. Administration sheets were legible. There was also a signature
bank held in the administrative nursing office.

ENVIRONMENT
The overall décor of the unit was of a high standard. The unit was divided into two large areas containing fifteen
beds each. There was no dedicated high observation area. The unit was located on the grounds of a large
psychiatric hospital.
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The doors to the unit were locked and access to the grounds for patients was by request to the nursing staff. There
was disabled access to all areas. There was a generalised alarm system. There was CCTV at the main door. The unit
office was centrally located and the ward area could easily be observed from this location. It was accessible to the
clients, had an alarm system and had sufficient space for report writing. It had a telephone but there was no
information technology. There was an interview room available in a suitable location. It was soundproofed, had
comfortable furnishings and had locked storage. There was an observation panel in the door.
Dining and lounge areas were satisfactory. The toilet and bathroom facilities were of a high standard, although
there was no female shower unit.
A seclusion room was located opposite the nursing office. Its specifications were of an appropriate standard.

RISK MANAGEMENT
Seclusion is used on this unit and there is a policy on seclusion available. An explanation of why it has been used is
given to the patient after the emergency situation. The seclusion register is up to date. There is a specific seclusion
room and the NCHD or the consultant psychiatrist authorises the use of seclusion. The seclusion order is reviewed
four hourly by the NCHD. The patient is observed every fifteen minutes during seclusion.
There is a policy on the use of control and restraint techniques. Restraint is occasionally used on the unit for the
management of aggressive patients. No mechanical restraints are used.

3.

LONG STAY WARDS

Date of Inspection:

15th September 2004

Number of Beds:

28 Female, 15 Male

Function of Unit:

Continuing Care in Long Stay Wards

PROCESS OF ADMISSION TO SERVICE
Patients are generally admitted from hostels and assessed by a consultant psychiatrist prior to transfer.

CARE PLAN
There is no evidence of multidisciplinary care planning. A six monthly physical exam is completed. Referral to
psychology and social work is made as appropriate. There are no occupational therapists assigned to the wards.
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NURSING PROCESS
The unit has regularly rostered nursing staff. The Roper Logan Tierney model of nursing was in use. There is a key
nurse system in place, identified on a notice-board in the day room. All staff wear name badges. Levels of
observation were linked to physical needs such as the risk of falls.

ACCESS TO THERAPY AND TREATMENT
Clinical psychology referrals are available for dementia assessments. Referrals are made to the behavioural therapy
nurse and social worker as appropriate.
Consultant psychiatrists do not visit at set intervals. The NCHD rings twice weekly and is contacted as needed.
Medication is not given without consent. ECT is not administered on the unit.

ACCESS TO THERAPEUTIC PROGRAMME
There are a number of recreational activities on the wards which are nurse led. An exercise programme devised by
a physiotherapist is also used on the wards. On occasions, patients are taken to activities in the community. A
number of patients from the male unit attend a day centre.

UNIT MANAGEMENT
It was reported that, on occasions, patients for the acute unit are lodged overnight on the long stay wards.
Meal times are standard as are snack times.
The wards are locked. All patients leaving the female wards are accompanied.

INFORMATION
There were information boards and suggestion boxes on the wards. A weekly community meeting is held on the
female unit where suggestions about the unit management are discussed. There is no similar process on the male
unit.
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RECORDS
Patients’ name, number, date of birth and any medication allergy were all clearly documented in the clinical files.
There was an admission assessment by the NCHD including a physical examination. The referral source was
identified. An ICD diagnosis was not on the file. The treatment plan was not clearly identifiable in the admission
entries. There was evidence that there were six monthly mental state examinations incorporating physical
examinations and six monthly reviews of care plans.
All entries were dated and signed, however the signatures were not legible. The title of the signatory was not
recorded. Correspondence and laboratory reports were filed at the back of the file. The file was neat and
manageable.
There was a nursing care plan in use and there were progress reports documented. Nursing notes were recorded
daily and these reports were signed, dated and the signature was legible.
A Kardex medication system was in operation. The names of the drugs were legible, entries were dated, the
generic name of the medication was documented and the dosage was indicated. Dose intervals were also clearly
indicated. Prescriptions were initialled but not signed by a doctor. The prescribing doctor was not identifiable. The
administration sheet was clearly legible. It was noted if a patient refused medication. Discontinuation of medication
was signed and dated and entries were re-written within three months.

ENVIRONMENT
The overall décor of the long stay units was excellent and the units were clean. Access to outside areas was
through patio doors, which were locked. There was disabled access to all areas. There was a generalised alarm
system. There was no CCTV on the wards.
Corridors were of appropriate length and width, with good lighting, décor and ventilation.
The unit office had a central location, which was accessible to clients. There was a personal alarm system in
operation. There was space for report writing and the office had a telephone but there was no information
technology. The space was appropriate for writing confidential reports. It was of adequate size although it did not
have adequate storage.

RISK MANAGEMENT
Risk focus was on prevention of falls and management of pressure sores. Cot sides were used as a form of restraint
at night, under the direction of a doctor.
Alarms are carried by staff and the response comes from the other wards.
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RECOMMENDATIONS
LOUTH / MEATH CATCHMENT
NAVAN ACUTE UNIT
1. The seclusion room is unacceptable for the seclusion of patients. The seclusion room should have safe
fittings including windows. It should not be overlooked by a public area. The door should be wide enough
to allow safe passage of the patient and staff. There should be the facility for two-way communication
between patient and staff.
2. An occupational therapy service should be provided on the unit.
3. There should be a ward clerk on the acute unit.
4. Children under the age of 16 years should not be admitted to the unit.
5. Seclusion must be authorised by a consultant psychiatrist.
6. A complaints policy needs to be developed and displayed on the unit.
7. Patients should not be transferred to long stay facilities in order to free acute beds.
8. There should be regular audits of all clinical files to ensure standards are met.

ACUTE UNIT, ST. BRIDGET’S HOSPITAL, ARDEE
1. Although there are plans to relocate the acute unit a high observation area should be arranged in the
interim, so that the doors of the acute unit can be unlocked.
2. There should be an occupational therapy service available for the patients in the acute unit.
3. All referrals to the service should be discussed with a consultant psychiatrist prior to admission.
4. Patients should not be transferred to long stay wards to facilitate admissions.

LONG STAY WARDS, ST. BRIDGET’S HOSPITAL, ARDEE
1. There should be a multidisciplinary rehabilitation team with responsibility for these wards.
2. Patients should have access to an occupational therapy service.
3. Each patient should have a multidisciplinary care plan.
4. Patients should not be transferred to these wards due to bed shortages in other areas.
5. Each patient’s file should contain a diagnosis and treatment plan.
6. The prescribing doctor must legibly sign prescriptions.
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CAVAN MONAGHAN SERVICES
1.

ACUTE UNIT, CAVAN GENERAL HOSPITAL

Date of Inspection:

16th September 2004

Number of Beds:

20 Integrated

Function of Unit:

Acute Admission Unit In A General Hospital

REFERRAL TO SERVICE
Access to the service is initially through the home based treatment teams of the general adult service and service
for the elderly, and through the assertive outreach team of the rehabilitation mental health service. Patients may
also be referred through the Accident & Emergency Department (A&E) or out-patient clinics. There is limited space
for assessment of patients in A&E.

PROCESS OF ADMISSION TO SERVICE
No children under 16 years are admitted to the unit. However people with moderate intellectual disability are
occasionally admitted. Decisions to admit are made following discussion with the home based treatment team or
assertive outreach team and the consultant psychiatrist. All admissions presenting at night are discussed with a
consultant psychiatrist. An initial treatment plan is decided and documented in the clinical file. The consultant
psychiatrist reviews the patient the following morning.

CARE PLAN
The care plan is documented in the multidisciplinary team (MDT) file. There is a daily review of progress with formal
MDT meetings twice weekly. Family members are involved, where appropriate, through family meetings. Discharge
planning is commenced as soon as possible. The patient is involved in his or her discharge plan. Early follow up is
made with the patients’ general practitioner and with other services by letter.
There was a strong emphasis on teamwork, and team participation in patient care was evident.

NURSING PROCESS
Currently the Orem nursing model is in use, although this is under review. A key nurse system had recently been
introduced. There are no defined levels of observation, due to the size and layout of the unit.
There are four nurses on duty by day and three nurses at night. There is one household staff on the unit. Recent
changes in the nursing roster have had a positive effect on the nursing process.
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ACCESS TO THERAPY AND TREATMENT
The multidisciplinary teams also work in the acute unit and continue treatment with patients. Daily reviews of
patients are carried out by medical and nursing staff.
There is an electroconvulsive therapy (ECT) policy in place. Written consent is obtained from the patient by the
consultant psychiatrist and written information provided to the patient. There is a dedicated ECT suite with one
ECT bed and two recovery beds. The treatment and recovery rooms are separate. There is a comfortable and
private waiting area. There is no preparation room. Preparation is done on the unit and then in the waiting area.
ECT consent forms and the ECT register were reviewed and were in order. The ECT machine is a Spectrum 5000N.

ACCESS TO THERAPEUTIC ACTIVITIES
There are unit activities led by nursing staff. Some patients attend day hospital programmes to facilitate early
discharge.

UNIT MANAGEMENT
There is no transfer of patients to other units or hospitals due to bed shortages. Patient belongings are checked on
admission and it was reported that there are no problems with alcohol or illegal drugs on the unit.
There is a unit clerk and there is access to a phlebotomist from the general hospital.
Visiting times are flexible and patients have access to a courtyard area off the unit.

INFORMATION
A service information leaflet is available, which includes information on patients’ rights. There is a complaints
procedure and complainants are encouraged to address their complaints in the first instance at a local level. There
is access to an advocacy service, who will attend the unit on request.

RECORDS
The clinical files reviewed on the day of inspection were in order. Nursing notes were of high standard.
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ENVIRONMENT
Overall the unit was suitable for the treatment of acute mental health problems. The unit was locked, with a card
entry system. The corridors and unit size were appropriate and there was adequate access to toilet and bathing
facilities. There were no separate beds for the mental health service for the elderly.
Access to all areas for disabled clients was adequate. The unit did not have open access to outside areas. A small
enclosed courtyard was accessible, but was in need of refurbishment. There was no visitors’ area on the unit but
one was accessible off the unit. The unit office and observation area were centrally located on the unit. The office
was small but had some storage and some space for report writing. It did not have any information technology.
Both the observation station and the unit office were accessible to clients. Interview offices were away from the
main area of the unit.
The clinical room did not have an examination couch. Cardiopulmonary resuscitation (CPR) equipment, oxygen,
suction, phlebotomy equipment and dressing materials were present. It was not lockable and it did not have an
observation panel.
Medication storage was appropriate and there was a separate dangerous drugs store. There was a locked medicine
store and medicine trolley.
An interview room, located off the unit, was available to unit personnel. It was soundproofed and had comfortable
furnishings but did not have any locked storage. There was an observation panel in the door and it had an alarm.
There were no additional interview rooms available.
There was an admissions area with a waiting area. It had comfortable seating, information brochures and a notice
board. It did not offer privacy for waiting patients.
While the dining area was small there was space for one sitting. It was an integrated room and the décor was
adequate. Meals were at a fixed time, supplied by the general hospital kitchens. Free access to tea/coffee was
available through a vending machine just off the unit. The lounge area was adequate and had comfortable seating
and reasonable décor. There was a television and video. Newspapers were also provided. There was a small
smoking room inside the unit and dedicated smoking areas outside.
There was no dedicated activity room and the dining room doubled as an activity room.
There was no seclusion room on the unit.

RISK MANAGEMENT
The unit was in the process of developing a comprehensive risk management policy. A number of staff had
attended training in this area. Seclusion and mechanical restraint were not used. All staff carried an alarm with an
internal response and a security response from the hospital. Staff were in the process of developing an emergency
response team.
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2.

ST. DAVNET’S HOSPITAL, MONAGHAN ADMISSION UNIT

Date of Inspection:

16th September 2004

Number of Beds:

15 Integrated

Function of Unit:

Admission Unit In A Psychiatric Hospital

REFERRAL TO SERVICE
Access to the service is initially through the home based treatment team of the general adult service, and through
the assertive outreach team of the rehabilitation mental health service. Referrals also come through General
Practitioners (G.P.) and there are occasional self referrals. All referrals are discussed at the multidisciplinary team
(MDT) meeting every week.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy and staff are familiar with it. There is a written policy regarding people who present
with alcohol and substance misuse. Patients presenting with these difficulties are referred to the general hospital
for detoxification if necessary. Children under 16 years are not admitted to the unit. Patients with moderate
intellectual disability are occasionally admitted to the unit in crisis.
All decisions to admit during normal working hours and at weekends are made by a consultant psychiatrist in
discussion with the home based treatment team or the assertive outreach team. Patients presenting at night are
assessed by the NCHD and discussed with a consultant psychiatrist.
All admitted patients have a physical examination by the admitting non-consultant hospital doctor (NCHD). Patients
are seen within twenty four hours by a consultant psychiatrist. Patients, their referring doctor, and their families or
carers if appropriate, are kept informed of their admission and treatment plan.
Referrals are seen immediately and there is no waiting list. Medical staff discuss the initial treatment plan with the
nursing staff. Both the medical and nursing staff discuss the initial management plan with the patient. There is a
key nurse system in place. The patients know their key worker and the key nurse is involved in care planning.

CARE PLAN
There is a multidisciplinary assessment, and care planning process, which incorporates FACE (Functional Analysis of
Care Environment) assessment. This includes a full assessment of needs with clear objectives and goal setting.
Patient participation in this process is actively encouraged. Care plans are clearly documented and regular reviews
occur. Family involvement occurs when appropriate. Discharge planning is part of the care process.
There was a strong emphasis on teamwork, and team participation in patient care was evident.

229

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | North Eastern Area (North Eastern Health Board)

NURSING PROCESS
Nursing care plans are incorporated into the multidisciplinary care plans. As well as general observation, close
observation and special nursing are implemented when necessary. All nurses wear name badges. There are four
nursing staff on duty day and night and a household staff member on duty during the day.

ACCESS TO THERAPY AND TREATMENT
There is multidisciplinary input on the unit with a weekly MDT meeting. There are flexible, individualized
programmes. In addition there are weekly visits by a complementary therapist and by the advocacy services.
Consultant psychiatrists attend the unit on a daily basis. Medical care is managed by the NCHD and where
appropriate patients can be escorted out to medical appointments.
Nursing staff were unaware of the existence of a formal policy for giving medication without consent. There is a
policy on dealing with aggression on the unit.

ACCESS TO THERAPEUTIC ACTIVITIES
There is no formal unit programme, but there are individualised programmes for each patient. A non-smoking
lounge doubles up for the activities area. Television, video, books, art materials, games are available.
A patient interviewed said that she would like to see more access to occupational therapy and more organised
activity such as newspaper reading.

UNIT MANAGEMENT
In addition to care of inpatients the unit provides services for day attendees, depot and out-patient clinics,
clozapine clinics and phlebotomy services. Due to the range of other activities on the unit, it is necessary to lock
the unit at times.
Patients are not transferred to other wards or hospitals because of bed shortages.
Patients’ belongings are usually searched on admission. There is no café or facilities for patients to make their own
snacks, but refreshments are available on request. There is no dedicated unit clerk or designated phlebotomist for
the unit. The NCHD provides a phlebotomy service. Patients usually notify staff if going off the unit. Flexible visiting
hours apply with the exception of meal times.

INFORMATION
Patients are involved in care planning, review meetings and discharge planning. There is a patients’ charter. An
advocate visits the unit once a week and the times are posted on the wall.
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There is an audit team for the hospital and questionnaires seeking patients’ opinions are distributed. There is no
suggestion box on the unit. Patients are not routinely told the procedure about making complaints but it is
assumed that they would go to nursing staff. There are information leaflets about the service available on the unit.

RECORDS
Patients’ clinical files were legible and up to date. Entries were signed and signatures were identifiable but
professional titles were not used. The clinical file contained a treatment plan and progress reports. There was no
ICD diagnosis in the files inspected. Medications were clearly and safely written but generic names of medication
were not used.

ENVIRONMENT
The unit was clean and the décor was satisfactory. There was a pleasant homely atmosphere. The patient
interviewed had to be seen in the non-smoking day room which meant that other patients had to move out. The
unit was usually open except in the evenings after 6pm. Sometimes the unit was closed at meal-times.

RISK MANAGEMENT
There is a policy on risk assessment and a policy for dealing with aggression on the unit. Seclusion is not used in
this service. Mechanical restraint is not used but manual restraint may be employed on occasion.
There is an alarm system with a protocol for responding. There is a policy on patients missing from the unit.

3.

ELDERLY CARE WARDS

Date of Inspection:

16th September 2004

Number of Clients:

13 Males; 23 Females

Function of Unit:

Continuing Care for the Elderly

PROCESS OF ADMISSION
These wards are under the care of the specialist mental health service for the elderly. All admissions are from this
team and are usually planned. All patients are over the age of sixty. Each patient has a physical examination and a
mental health status examination on admission.
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People with a moderate intellectual disability are no longer admitted although some of the patients on the unit
may have such a disability.

CARE PLAN
Review of patients’ progress is informal as the majority of patients on these wards have ongoing nursing care
needs. Family members are kept informed of patients’ physical and mental health status as appropriate.

NURSING PROCESS
The Orem nursing model is in operation and the nursing care plan is based on this model. There is an informal key
worker system operating. Because of the level of confusion among patients, most patients would not necessarily
be aware of their key worker.

ACCESS TO THERAPY, MDT AND TREATMENT
A General Practitioner (G.P.) visits the wards daily. An occupational therapist provides one session a week and there
is also access to a physiotherapist.
Medication is rarely given without consent. If this is necessary the decision is made by the consultant psychiatrist.

ACCESS TO THERAPEUTIC ACTIVITIES
There are age appropriate activities on the wards. These include reading, listening to the radio and relaxation
activities. The local branch of Mental Health Ireland visits weekly to facilitate a music afternoon.

UNIT MANAGEMENT
Respite beds are provided on the unit for clients from hostels undergoing a medical or surgical procedure.
There is an informal open visiting policy. Visiting times are flexible except at meal and bed times. Meals are at
standard times.
There is no unit clerk or phlebotomist on these wards.

232

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | North Eastern Area (North Eastern Health Board)

INFORMATION
All information on medication and patients’ rights are given as requested. There is no method for obtaining
patients’ opinions of the service on the wards.

RECORDS
There are three patient files in use: G.P. file, clinical file and a nursing file. Clinical files were legible and up to date.
The name of the patient was on the front as was the patient’s number, date of birth and a note of any allergies.
Entries were signed and dated, the name was legible and title of the recorder was given.
There was an admission assessment by the doctor, including a physical examination by the non-consultant hospital
doctor (NCHD) and the referral source was identified. There was an ICD diagnosis documented. A treatment plan
was identified at admission and a care plan in use. There were regular progress reports.
Correspondence and laboratory reports were in the clinical file. The files were neat and manageable. There were six
monthly mental state examinations together with six monthly physical examinations and reviews of care plans.
There was a Kardex system in operation for medication. The names of drugs were legible, entries were dated,
generic drug names were used and dose intervals were noted. Prescriptions were signed by a doctor and the name
was legible. The administration sheet was clear and where patients refused medication it was noted. Prescriptions
were re-written within a three month time frame.

ENVIRONMENT
The décor was adequate and the unit was clean. Corridors were sufficiently wide and accessible for non-ambulant
and disabled patients. There was access to a patio area.
There was no generalised alarm system but personal alarms were carried. CCTV was not used. The unit office and
nursing station were centrally located and were accessible to patients. There was sufficient space for report writing
and storage. Telephone and information technology systems were available.
The clinical room did not have an examination couch. There was cardiopulmonary resuscitation equipment, oxygen,
suction, phlebotomy equipment and dressing materials. There was no observation panel. There was a separate
dangerous drug store. There was a locked medicine store and a medicine trolley.

RISK MANAGEMENT
There was no risk management policy. Seclusion was not in use on these wards. One resident had a hip belt to
prevent falls and injury. This was documented in the clinical file.
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RECOMMENDATIONS
CAVAN / MONAGHAN CATCHMENT
ACUTE UNIT, CAVAN GENERAL HOSPITAL
1. A high observation area should be developed for the unit
2. There should be dedicated beds for the mental health service for the elderly.
3. There should be an ongoing maintenance programme to ensure the décor is maintained to an appropriate
standard.
4. A policy on admission of persons with moderate intellectual disability and mental illness needs should be
developed.
5. There should be defined levels of observation of patients in the unit

ADMISSIONS UNIT, ST. DAVNET’S HOSPITAL, MONAGHAN
1. An appropriate base for the community mental health team must be provided, to end the practice of using
the acute unit for outpatient activities.
2. There should be a written policy for the management of alcohol and substance misuse.
3. There should be a policy on giving medication without consent available to staff on the unit.
4. A policy on admission of persons with moderate intellectual disability and mental illness needs should be
developed.

ELDERLY CARE WARDS, ST. DAVNET’S HOSPITAL, MONAGHAN
1. The future long-term care facilities required by the mental health service for the elderly should be decided
and plans put in place to provide them.
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MENTAL HEALTH SERVICES IN THE HSE NORTH WESTERN AREA (NORTH WESTERN HEALTH BOARD)

INTRODUCTION
Mental health services in the HSE North Western Area cover Counties Sligo, Leitrim, Donegal and a small part of
West Cavan. The total population is 222,762 and is similar in age profile to the national average. (Table 1)
Mental health services are currently organised on the basis of two catchments, Sligo/Leitrim/West Cavan and
Donegal. These catchments cover a large geographical area, parts of which have high rates of rural deprivation.
Donegal has the additional challenge of being geographically isolated from the rest of the country, making access
to other regional services difficult.
Table 1: Population Profile in the HSE North Western Area
Total Population

Over 16

Over 65

Under 16

Under 18

93,754

72,494

13,191

21,260

24,423

Donegal

129,008

96,373

16,158

32,635

37,251

Total

222,762

168,867
(76%)

29,349
(13%)

53,895
(24%)

61,674
(28%)

77.3%

11.1%

22.7%

25.6%

Allocation 2003

€ Spent
2003

€ Allocation
2004

Sligo/Leitrim/West Cavan Adult MHS

19,012,692

20,174,115

20,764,595

Donegal Adult MHS

14,056,735

14,685,365

15,160,774

1,217,213

1,192,974

1,331,717

Mental Health Services for Intellectual Disability

187,336

247,262

449,120

Addiction Services

370,254

393,249

393,249

34,844,230

36,692,965

38,081,755

Sligo/Leitrim/West Cavan

National Age Profile

Funding allocated for the mental health service in 2004 was just over €38m. (Table 2)
Table 2: Funding of the Mental Health Services

Child and Adolescent Mental Health Services

Total

The funding allocated in 2003 to the adult mental health services (excluding mental health services for intellectual
disability) was over €33m and almost €35m was spent. The allocated budget for 2004 is just under €36m. The
budget for child and adolescent mental health services was €1.2m in 2003 and €1.33m in 2004. The budget for
mental health services to persons with intellectual disability was almost €190,000 in 2003 and is just under
€450,000 in 2004.
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Table 3 gives information on funding, available beds and inpatient activity of the adult mental health service.

Table 3: Catchment Resources and Inpatient Activity of Adult Mental Health Services
Sligo/Leitrim/
West Cavan

Donegal

72,494

96,373

€20.76m

€15.16m

239

171

54

96

113

67

Admission Rate 2003 (per 100,000 over16: national avg: 760.4)

649.7

749.2

Certification Rate 2003 (per 100,000 over16: national avg: 80.4)

92.4

82

New Long Stay 2003

6

1

In-Patient Suicides 2003

0

0

Catchment Population (over 16)
Funding (2004)
Total Psychiatric Nurses
Beds
24-Hour Staffed Residential Places

MULTIDISCIPLINARY TEAM STAFFING
The range and number of specialist teams required in the HSE North-Western Area is outlined in Table 4.
Table 4: Recommended Range of Specialist Services and Teams Comhairle na nOspidéal 2005
Total Population: 222,762, Population over 65: 29,349
Minimum
Recommended
MH Teams

Number of
Teams
Present

General Adult (1 per 25,000 total population)

9

11

Elderly (min. 1 per 15,000 elderly)

2

2

Rehabilitation (1 per 100,000 total population)

2

0

Child and Adolescent (1 per 50,000 total population)

4

2

Adult Intellectual Disability (1 per 100,000 total population)

2

2

Child and Adolescent Intellectual Disability (1 per 200,000 total population)

2

Input from
C&A service
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Each team should have, as a minimum, one each of the core disciplines of the multidisciplinary team - consultant
psychiatrist, clinical psychologist, social worker, occupational therapist - and a sufficient number of nursing staff to
provide enhanced community-based care. All teams will require additional therapists, such as family therapists,
family support workers, addiction counsellors, bereavement counsellors and cognitive behavioural therapists.
Particular specialties will also require either additional numbers of core disciplines or additional special therapists,
e.g. urban teams may require additional social workers; rehabilitation teams will require additional occupational
therapists; mental health teams for children and adolescents and for those with an intellectual disability will require
additional clinical psychologists, occupational therapists and speech and language therapists.
It is recommended that teams in the general adult mental health services combine to serve populations of 50,000
and teams in child and adolescent mental health services combine to serve populations of 100,000. These larger
teams would enable the provision of a wider range of therapists, they would give some element of patient choice
and they would allow team members to develop skills in particular special interest areas.

Table 5: Staffing of Catchment General Adult Mental Health Services
Sligo/Leitrim/
West Cavan

Donegal

72,494

96,373

Consultants

5

6

Psychologists

0

1

Social Workers

2.5

2

Occupational Therapists

3.5

1

Team Psychiatric Nurses

Not given

15

Cognitive/Behavioural Therapists

3.5

6

Family Therapists

1.4

2

Addiction Counsellors

7.5

7

Catchment Population (over 16)
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Table 6: Community Mental Health Team Staffing of Specialty Services
HSE Area Staffing
of Specialty Teams

MHS for
the Elderly

Rehab
MHS

C&A
MHS

Adult ID
MHS

C&A ID
MHS

Consultants

2

0

2

2

0

Psychologists

0

0

2

0

0

Social Workers

1

0

2

0

0

Occupational Therapists

1

0

0

1

0

0

0

0

0

0

3.6

1

0

Speech & Language
Team Psychiatric Nurses

9

GENERAL ADULT MENTAL HEALTH SERVICES
The mental health services in the HSE North Western Area have developed around the two traditional mental
hospitals in the region – St. Conal’s in Letterkenny and St. Columba’s in Sligo. St. Columba’s is now closed and
sold, but the admission unit and a locked ward are still in the grounds of the old hospital. Two inpatient wards
remain functional in St. Conal’s Hospital, while acute admissions are catered for in the acute unit in Letterkenny
General Hospital.
The development of multidisciplinary teams in the North Western Area has been slow. The disciplines of clinical
psychology, social work and occupational therapy are all in short supply, making true multidisciplinary team
functioning impossible. Recruitment of these professionals will be facilitated by having sufficient posts at senior
level within the mental health service to allow appropriate career structure and professional development.
The region has a rich psychiatric nursing resource. There are over 400 nurses in total and the Sligo/Leitrim/West
Cavan service has the second highest rate of nursing staff nationally in the adult services per head of the
population over 16. However, few nursing staff are available to community mental health teams to allow the
development of active outpatient or home based care as alternatives to hospital admission. The majority of nursing
staff are still attached to bed based facilities, with 132 nursing staff in the region assigned to staffed community
residences. In the absence of specialist rehabilitation services, such staff are unlikely to be working to their full
potential, residents are unlikely to be receiving optimal rehabilitative input and the community residential
programme is unlikely to be functioning at maximum efficiency. The development of specialist rehabilitation
services in both catchments is essential to address these issues. Once the staffed residential programme is working
efficiently, it will be possible to redeploy nursing staff to community mental health teams to allow communitybased services to develop in all specialties.
Nursing staff in the region have taken on additional skills, particularly in cognitive behavioural therapy, family
therapy and addiction counselling. In general, however, these therapists are not assigned to community mental
health teams. For example, nurse cognitive therapists are organised into a discrete service, taking referrals directly
from primary care in addition to taking referrals from the mental health teams. This method of working has a
number of disadvantages. It does not allow for appropriate triaging of referrals and runs the risk that a primary
care mental health service is being provided rather than a specialist mental health service for those with more
severe illness. It militates against the development of multidisciplinary teams and effective team working, and may
result in therapist teams working in isolation from each other.
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A challenge facing the mental health services in both catchments is the development of functioning community
mental health teams. A number of factors must be put in place to allow this to happen. There must be an
acceptance by all staff that multidisciplinary community mental health teams are the most effective structure for
the delivery of comprehensive mental health care. All staff providing mental health care must be employed within
the mental health service and not contracted in from community care programmes. There must be appropriate
career structures for multidisciplinary staff, with sufficient posts to allow professional development. All staff must
have a clear team assignment, so that there are no professional staff working in isolation, and no individual staff
taking direct referrals from primary care. Team systems must be put in place to ensure a single point of referral,
allowing appropriate triaging of referrals and appropriate emergency response pathways. All referrals must be the
subject of multidisciplinary team discussion to allow appropriate multidisciplinary assessment, care planning and
care implementation. Such a team structure will ensure a comprehensive service to patients, it will allow
appropriate prioritising of those most in need, and will allow for the development of specialist skills and the
provision of peer support.
Team structures and team functioning can be developed immediately by assigning all existing staff to specific
teams. There should be a concerted drive to recruit additional clinical psychologists, social workers and
occupational therapists. Plans must be put in place to ensure that the nursing resource is deployed effectively and
that the appropriate skill mix is available to all teams.
The Donegal mental health services have a high admission rate for alcohol-related disorders (175.6 per 100,000
over the age of 16 in comparison to 63.7 for the Sligo/Leitrim/West Cavan service). This should be addressed by the
development of policies curtailing the admission of people to the acute psychiatric units for the sole purpose of
detoxification.
There are plans to restructure the acute psychiatric unit in Letterkenny General Hospital to provide better quality
accommodation and a high observation area. The use of two remaining long-stay wards in St. Conal’s Hospital
should cease. In particular, no patients should be transferred there due to bed shortages in the acute unit. The
remaining long stay patients should have a needs-assessment carried out to allow them to be placed in the most
appropriate facility. Plans to relocate the admission unit in Sligo to a purpose-built facility attached to Sligo General
Hospital have been submitted to the Department of Health and Children. This development should be expedited.

FORENSIC MENTAL HEALTH SERVICES
The Sligo/Leitrim/West Cavan service provides a locked ward facility for the region. This caters for patients who
cannot be cared for in a more open environment. At present, this facility contains a mixture of short-stay patients
and patients who require more long-term care in a secure environment. The development of high observation units
in both admission facilities should end the transfer of patients who are acutely disturbed in the context of illness
relapse. Patients who need more long-term secure care should have this care provided in the context of a
community forensic mental health service. Such a service should provide liaison input to other specialist mental
health teams and provide specialist inpatient and outpatient care to patients who pose a risk in the medium to
long term.
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REHABILITAION MENTAL HEALTH SERVICES
There are no specialist mental health services for those with enduring mental illness. At present, the HSE North
Western Area has over 209 staffed community residential placements, 113 in Sligo/Leitrim/West Cavan and 67 in
Donegal. Many of the residents of these facilities are discharged long stay patients who were previously cared for
in St. Conal’s Hospital and St. Columba’s Hospital. In the absence of specialist rehabilitation services, these patients
are not receiving the focused rehabilitative input necessary to help them reach their maximum potential.
A rehabilitation service is planned for the Sligo/Leitrim/West Cavan area and a second service is required for the
Donegal catchment. These teams must have the full range of multidisciplinary staff necessary to provide a
comprehensive service to discharged long stay patients and to new patients with enduring mental illness. Such
teams should take over the management of all staffed community residences to ensure appropriate care and
rehabilitative input to residents. These teams will also ensure that staffed community residences are being used to
maximum efficiency so that the redeployment of nursing staff to community teams in all the specialties can be
facilitated.

MENTAL HEALTH SERVICES FOR THE ELDERLY
There are two teams providing mental health services to the elderly, but neither team is fully staffed. There are no
clinical psychologists and additional social workers and occupational therapists are required. In common with the
community teams in general adult psychiatry, these teams require sufficient community-based nursing staff to allow
the provision of active community-based care.
The HSE North Western region requires dedicated beds for elderly persons with disturbed dementia. Given the
geographic spread of the Area, two small facilities may be required for this patient group. Such units must gain
approval under the Mental Health Act 2001.

MENTAL HEALTH SERVICE FOR CHILDREN AND ADOLESCENTS
There are two teams providing mental health services to children and adolescents and these teams also provide a
service to children who have an intellectual disability. Neither team is fully staffed. There are no dedicated inpatient
facilities for adolescents in the region.
The existing teams need to have their staffing completed. Two additional teams are required for the child and
adolescent mental health services and two teams for mental health services to children and adolescents with
intellectual disability. Access to appropriate inpatient facilities is required for adolescents.

MENTAL HEALTH SERVICES FOR PERSONS WITH INTELLECTUAL DISABILITY
There are two teams for the provision of mental health services to adults with intellectual disability, but neither
team is fully staffed. There are no clinical psychologists, social workers or speech and language therapists and only
one occupational therapist. There are no dedicated inpatient beds for this group. In Donegal, patients of the service
are admitted to the general adult psychiatric wards when inpatient care is required and are followed up by the
intellectual disability team.
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The region requires two fully staffed teams for the provision of services to adults with intellectual disability. While
the admission of adults with mild intellectual disability to adult psychiatric wards is acceptable, those with more
severe intellectual disability are frequently misplaced on such units. The region requires dedicated inpatient facilities
for adults with moderate or severe intellectual disability who require inpatient care for the treatment of mental
illness or challenging behaviour.

MENTAL HEALTH SERVICE STRATEGY
The North Western Health Board commissioned a comprehensive review of its mental health services and, in 2004,
produced a strategy document “A new model for mental health services in the North West”. This document
embraces the concepts of comprehensive community-based mental health services delivered by multidisciplinary
teams. It recommends the development of such teams in all specialties in both catchments. It also recommends the
rationalisation of the staffed community residential programme through the development of specialist rehabilitation
services.
While this document will need to be reviewed in the light of the report of the Expert Group, the recommendations
contained within it are all in keeping with the principles of community-based care and implementation of these
recommendations should begin immediately.

SUMMARY
Two of the biggest challenges facing the mental health services in the HSE North Western Area are the efficient
utilisation of the considerable nursing resource and the development of functioning, appropriately staffed
community mental health teams in all specialties.

HSE-WIDE RECOMMENDATIONS
RESOURCE NEUTRAL
Board-Wide
The recent strategy “A New Model for Mental Health Services in the North West” to be adopted as the
working strategy for development of services in the Area.
A working party to develop an agreed-time frame for implementation of the report’s recommendations.
An Area-wide review of the use of 24-hour nursed staffed community residences to be undertaken.
All current staff to be assigned to specific community teams.
A policy on team functioning and management to be developed and implemented.
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ADDITIONAL STAFF AND/OR REVENUE REQUIRED
A working strategy must be agreed with the HSE to achieve the following service developments within
an agreed time-frame:
The full range of required multidisciplinary staff must be assigned to the following existing services:
• General Adult Mental Health Services
• Child and Adolescent Mental Health Services
• Mental Health Services for Intellectual Disability
• Mental Health Services for the Elderly.
Appointment of two fully-staffed multidisciplinary teams in rehabilitation psychiatry.
Appointment of two additional teams in the psychiatry of children and adolescents.

ADDITIONAL CAPITAL RESOURCE REQUIRED
Refurbishment of the acute psychiatric unit in Letterkenny.
Development of a new acute psychiatric unit in Sligo.

DEVELOPMENTS IN ASSOCIATION WITH OTHER HSE AREAS
Development of an inpatient unit for adolescents.
Development of a regional low secure unit in tandem with the development of a regional forensic service.
Development of a dedicated unit for people with disturbed behaviour in association with dementia.
Development of a dedicated unit for people with intellectual disability who require inpatient care.

PRESENTATIONS
A number of presentations on the services in the HSE North Western Area were made to the Inspectorate.
A new Learning Disability service was described. This service incorporates liaison with primary care, specialist
mental health services, individualised care and care pathways and emphasises inter-service co-ordination.
A mental health service for older people in the Area was outlined which described inter-disciplinary team work, the
use of appropriate assessment tools and the involvement of carers.
A presentation from the adult mental health services outlined plans for the services and described community
alternatives to inpatient care. The importance of fully resourced multidisciplinary teams on reducing admissions was
emphasised.
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WORKLINK presented an overview of their service in Donegal. WORKLINK provides training and job opportunities
for people with mental health needs. There are strong community links with the service, including a community
arts programme.
The child and adolescent mental health services outlined how their service is provided. This is an outpatient only
service and incorporates an Autism service. The service has a long waiting list. The need to develop a well
resourced comprehensive service was highlighted.

DONEGAL CATCHMENT
1.

ACUTE UNIT, LETTERKENNY GENERAL HOSPITAL

Date of Inspection:

23rd September 2004

Number of Beds:

54 (Integrated)

Function of Unit:

Acute Admission Unit In A General Hospital, Comprising Male And Female
Admissions Units

REFERRAL TO SERVICE
Patients are referred to the acute unit by General Practitioners, (G.P.) by community mental health nurses, through
out-patient clinics and through self referral.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy available on the unit. Staff on the male unit stated that children under 16 years of age
are occasionally admitted to the unit and that they are allocated a special nurse during their stay. Staff on the
female unit stated that children under 16 years of age are never admitted. Patients with moderate intellectual
disability are admitted to the unit. They remain under the clinical care of the consultant psychiatrist in intellectual
disability.
Patients are assessed by a non-consultant hospital doctor (NCHD) prior to the decision to admit. It was felt by the
staff that the majority of patients who presented to the unit were admitted. The decision to admit a patient is
usually made by the NCHD after consultation with the consultant psychiatrist. All patients are physically examined
at the point of admission and the management of the patient is discussed with nursing staff.
The patient’s G.P. is informed of the admission. Staff inform the patient’s family or carers of their admission if this is
appropriate.
The patient is seen by the consultant psychiatrist within twenty four hours of being admitted to the unit.
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The patient’s treatment plan is documented in the clinical file. Each patient is allocated a key nurse depending on
their sector of origin.

CARE PLAN
There is no formal multidisciplinary care planning. There is a nursing care plan as part of the nursing model in use
on the unit. Assessment by a psychologist or social worker is in response to a referral from the consultant
psychiatrist. There is no psychologist or social worker on some sector teams. An occupational therapist is available
on the unit for assessments.
Reviews are carried out at weekly multidisciplinary team meetings. Patients are informed of development in their
treatment plans by their key worker.
Community mental health nurses are available to visit the patient’s family during the patient’s admission.
There is a policy on discharge planning. There is no policy on discharges against medical advice. The process of
discharge planning begins as soon as possible and the patient is formally involved in the discharge planning by
attending review meetings and through his/her keyworker. The patient’s family or carer is informed through the
consultant psychiatrist or keyworker. The patient’s G.P. is informed of the discharge and there is also a consultant
psychiatrist linked to each primary care setting. Outpatient appointments are arranged prior to discharge. The
community mental health nurse maintains contact between the admission team, the patient, the community
mental health team and the patient’s family or carers. The discharge plan is filed in the patient’s notes.

NURSING PROCESS
The Orem nursing model is in use in the unit. This model is based on seven principles of care. Objectives and goals
set are limited to these seven principles and are not multidisciplinary. This care plan is documented in the nursing
records.
There is a key worker system in operation on the unit. There are four recognised levels of observation: special
nursing (one-to-one); close observation in the observation area where the patient may be in night attire; fifteen
minute checks and general observation. All staff wear name badges.

ACCESS TO THERAPY AND TREATMENT
There are no psychologists or social workers attached to the unit. An occupational therapist has recently been
assigned. Patients have access to substance abuse and alcohol counsellors if necessary. Consultant psychiatrists visit
the unit usually on a daily basis. NCHDs have responsibility for the physical care of the patient. If further
assessment or intervention is required, the patient is transferred to the general hospital.
There is one nurse allocated to the patients in each sector. There is a minimum of seven nursing staff on duty
during the day and three nursing staff on duty at night.
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There is no policy on giving medication without consent. The consultant psychiatrist is informed and makes a
decision regarding medication.
There is an electroconvulsive therapy (ECT) policy and procedure. There is no designated ECT consultant psychiatrist
but there are designated ECT nurses. NCHDs are trained in administering ECT and all nursing staff are trained in
ECT procedures. There is a specific nursing checklist for ECT. Consent is obtained by the consultant psychiatrist and
the procedure is explained to the patient by either the consultant psychiatrist or a nurse. The patient is also given
written information on ECT.
There are two ECT beds in the ECT suite. There is no waiting area or preparation room and the recovery room is
small. ECT consent forms and register were available.

ACCESS TO THERAPEUTIC ACTIVITIES
There is a unit programme, which is changed on a weekly basis. This programme is communicated to the patient
group in the weekly community meeting. There are also nurse led groups on the unit. An occupational therapist
has recently been assigned to the unit and will develop a needs based therapeutic programme.

WARD MANAGEMENT
There is no waiting list for this unit. If there is a bed shortage, patients are transferred to another unit to
accommodate acutely ill people who need admission. The beds of patients who are on leave are also used for new
admissions when the unit is full. Patients are not transferred to other hospitals because of bed shortages.
There is a policy on searching patients’ belongings if it is believed that alcohol or illegal drugs have been brought
on to the unit. Every effort is made to obtain the patient’s consent prior to the search.
Patients can make their own snacks and drinks on the unit. Due to the size of the unit, there are two sittings for
each meal. Meals are served at the usual times and there are snacks provided for patients during the day.
There is a ward clerk on the unit and a phlebotomy service is available.
The unit is open at all times and patients are free to leave the unit. There are fixed visiting hours but these are
flexible.

INFORMATION
The patients do not receive any written information about their drug treatment. There is a suggestion box on the
unit, which is opened and the suggestions are processed by nursing staff. There is a complaints policy, which is
displayed on the wall. There is a service information leaflet available on the unit. There is also a notice board for
information.
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RECORDS
The patient’s clinical files were neat and manageable. Admission assessment, physical examination and treatment
plans were documented but some of the names and titles of the clinicians were not legible. In the clinical files
inspected, there were no entries from social workers, psychologists or occupational therapists. There was no
evidence of formal discharge planning. In a number of files there was no evidence that the consultant psychiatrist
saw the patient on a weekly basis or that the NCHD assessed the patient at least three times per week.

ENVIRONMENT
The unit was small and the overall décor of the unit was poor. There was access to the garden outside. The
corridors were narrow with poor lighting and décor. The ventilation was poor. There was no visitor’s area. The
nursing office was small and cramped with little room for storage. There was an interview room but it was not
comfortable. There was an observation peep-hole on the door.
The toilets and bathrooms were clean, fully accessible and clearly sign-posted.
The dining room was too small for one sitting. It was clean but was poorly decorated. The lounge also served as a
waiting room for outpatient clinics. It had the appearance of an airport lounge with chairs lined up in rows all
facing the same way. It was used for table tennis in the evenings. There was no comfortable seating. There was a
TV and radio available. Smoking was permitted outside only.
There were six-bedded rooms and single bedrooms. There were individual wardrobes and bedside lockers in all
bedrooms.
There was an activity room with low impact exercise machines. There was also a group room.
The external and internal doors to the unit were open at all times.

RISK MANAGEMENT
There is a risk management policy in place. There is no policy on the pharmacological management of acute
aggression.
There is no seclusion or mechanical restraint used on the unit.
All serious incidents are recorded on a serious incident form, which is processed by hospital management.
The alarm system is location based. Staff expressed concern that it was not a pinpoint system. Response to the
alarm is from within the unit.
There is no formal policy on alcohol and illegal drugs on the unit. There is a policy on patients missing from the
unit. A formal search procedure is instigated, including a grid search and notification of family and An Garda
Siochána.
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ST. CONAL’S HOSPITAL, LETTERKENNY
2.

LONG STAY WARDS

Date of Inspection:

23rd September 2004

Function 0f Unit:

Continuing Care in Long Stay Wards

REFERRAL AND ADMISSION TO SERVICE
There are no direct admissions to long-stay units in St. Conal’s Hospital. All admissions come from the acute mental
health unit in Letterkenny General Hospital, following referral from a consultant psychiatrist.

CARE PLAN
There is a nursing care plan in place in the long stay units but no formal multidisciplinary care plan. A new
consultant psychiatrist has taken over responsibility for patients in the long stay units and is in the process of
reviewing the clinical files of each patient and summarising their history and treatment records.
The treatment plan for each patient is discussed with nursing staff. There is no evidence that patients participate in
their overall treatment plan. There is a weekly review by the consultant psychiatrist. The consultant psychiatrist or
non-consultant hospital doctor (NCHD) meet the families of patients where appropriate. The treatment plan is
documented in the patient’s clinical file. There is no formal discharge planning.

NURSING PROCESS
The Orem nursing model is used in the long stay units. There is no key worker system in place. Only general
observation is required on these units. All staff wear name badges.

ACCESS TO THERAPY AND TREATMENT
There are no social workers, psychologists, occupational therapists or counsellors available to these units. The
consultant psychiatrist visits the units twice a week and the NCHD visits daily.
A physical examination is carried out once a year on all patients. The NCHD reviews patients’ general health and, if
necessary, the patients are referred for specialist medical or surgical review.
There is no keyworker system available in the units. There are usually three nurses on duty by day and two nurses
at night.
There is no policy on giving medication without consent.
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ACCESS TO THERAPEUTIC ACTIVITIES
Activities on the unit consist mainly of household tasks. Papers and television are available for the patients. Some
of the patients attend a workshop in the old hospital building, where a variety of timber products are made and
sold. There is no occupational therapy input into this activity. There is no group therapy on these units.

WARD MANAGEMENT
There are no transfers of patients to other units due to bed shortages. There is a policy on searching patients’
belongings but searches do not normally take place. Patients have access to a shop near the unit. Staff will also
provide tea and coffee during the day if requested. Snacks are provided at 10 a.m. and 8.30 p.m. Mealtimes are at
8.30 a.m., 11.45 a.m. and 4.45 p.m. Doors are open all day and locked at 7.00 p.m. There is no ward clerk.
Phlebotomy is performed by the NCHD.
Patients are allowed free access outside the unit. Staff request that patients inform them if they are leaving the
hospital grounds. Visiting times are flexible.

INFORMATION
Patients are given information about medication by staff on request.
There is no charter of rights for patients available on the unit. Opinions of patients about the service are not
sought. There is a complaints procedure which is posted on the walls of the units. No information leaflets about
the service are available. There is a suggestion box on the ward. It was reported that, during a recent review by an
external source, service users were widely consulted about their views about the service.

RECORDS
The entries in the patients’ clinical files were up to date and legible. The files were neat and manageable. They all
contained a medical treatment plan. No entries of social workers, psychologists or occupational therapists were
documented in the patients’ clinical files.
Medication prescriptions were legible, dated and signed. The administration sheets were legible.

ENVIRONMENT
The units were clean and bright. Patients have access to the garden downstairs.
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RISK MANAGEMENT
A risk management policy was not available. Staff are aware of a policy on management of aggression. The
emphasis in crisis situations is on de-escalation techniques.
Seclusion is not used in this unit. A policy on the use of restraint is available. There is a serious incident reporting
procedure.
There is an alarm system in use. However, the staff were unhappy with the functioning of the alarms. Response to
the alarms comes from the other departments in the hospital. There is a policy on patients missing from the unit.
There was no policy on alcohol or illicit drugs available.

RECOMMENDATIONS
DONEGAL CATCHMENT
ACUTE UNIT, LETTERKENNY GENERAL HOSPITAL
1. Plans to refurbish this unit should be expedited as much as possible.
2. There should be a full multidisciplinary input into the unit.
3. There should be active involvement from a full multidisciplinary team in care planning for all patients in the
unit.
4. Children and people with moderate learning disability should not be admitted to the acute unit.
5. Outpatient activity on the admission unit should cease.
6. Patients should not be transferred from the acute unit to long stay beds due to a shortage of beds in the
acute unit

ST. CONAL’S HOSPITAL, LETTERKENNY
1. A multidisciplinary rehabilitation team should be available to these wards.
2. There should be active involvement from a full multidisciplinary team in care planning for all patients in the
unit.
3. All patients should have access to a needs based therapeutic programme.
4. There should be a key worker system in operation in the ward.
5. There should be a risk management policy available to staff on the wards.
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SLIGO CATCHMENT
1.

SLIGO ADMISSION UNIT

Date of Inspection:

22nd September 2004

Number of Beds:

21 Male, 21 Female

REFERRAL TO SERVICE
Patients are usually referred by their General Practitioner (G.P.). Referrals are also taken from community mental
health nurses, outpatient clinics, An Garda Siochána and family. Some patients are self referrals.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy, which is available on the unit. Children under the age of 16 years are not admitted to
the unit. Occasionally, people with moderate intellectual disabilities are admitted. The patient may have been
assessed by a community mental health nurse or at an outpatient clinic prior to admission. All patients have a
physical examination on admission.
The initial treatment plan is communicated to the nursing staff by the medical staff. There is no evidence of
multidisciplinary discussion at the point of admission. All decisions to admit a patient, day or night, are cleared by
the consultant psychiatrist.
The patient’s G.P. is informed of his/her admission. The patient is informed of the initial treatment plan by the
admitting doctor and nursing staff.
A collateral history is taken, if possible, at the time of admission. The patient is seen within twenty four hours of
admission by the consultant psychiatrist.

CARE PLAN
The nursing care plan is the only available formal care plan. However, there is evidence of multidisciplinary input
into the patient’s treatment plan.
Patients are seen after team meetings and informed of their treatment plan. Patients are also updated on any
changes by their keyworker.
A pilot scheme of care planning is currently being undertaken on the admission unit.
Team meetings were held weekly with nurses and medical staff only. Social workers and occupational therapists
attend on request. At present, the care plan is documented in both the medical and nursing notes. This practice is

250

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | North Western Area (North Western Health Board)

reviewed as part of a pilot scheme on care planning. Where appropriate, staff keep the family informed of the
patient’s progress.
There is a policy on discharge and discharge planning begins on admission. The patient and family (where
appropriate) are fully involved in the discharge plan. The patient’s G.P. is informed of the discharge on the day the
patient leaves hospital. Discharge plans are formulated at a meeting, attended by all staff working with the
individual patient. Discharge planning documents are filed in the back of the nursing notes and the medical notes.

NURSING PROCESS
At present, the unit is using the Roper Logan Tierney nursing model. There is an initiative set up within the service
entitled ‘Essence of Care’ which aims to review and improve the use of this model.
There is a key worker system in place but this is dictated by the roster system. Nursing staff are assigned to a sector
team and are allocated patients under the care of that team. A patient interviewed on the day of inspection was
unaware of a nurse assigned to her.
There are two levels of observation: general observation and special nursing. At present, special nursing must
consist of two nurses at any time. Nurses wear identifying name badges.

ACCESS TO THERAPY AND TREATMENT
There is an occupational therapist assigned to the acute unit but additional multidisciplinary input is limited.
Patients are referred to a psychologist or social worker if necessary. An addiction counsellor and art therapist also
attend the unit.
Consultant psychiatrists are usually available on the unit daily. Non-consultant hospital doctors (NCHD) carry out
the medical care on the unit as appropriate. If necessary, a patient is transferred to the general hospital for further
investigation and treatment.
There is no policy on giving medication without consent. The consultant psychiatrist makes the decision regarding
medication.
Electroconvulsive therapy (ECT) is carried out in the operating theatre of the general hospital. The ECT policy and
protocol were available. There was a designated ECT consultant psychiatrist, who trained the NCHDs in
administering ECT. A specially trained nurse is responsible for ECT procedure. There was a nursing ECT checklist.
Consent was obtained by the consultant psychiatrist and the patient receives written information on ECT.

ACCESS TO THERAPEUTIC ACTIVITIES
There is an occupational therapy programme on the unit. Only three male patients were attending occupational
therapy on the day of the inspection. There is also a bus available to the unit for outings.

251

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | North Western Area (North Western Health Board)

WARD MANAGEMENT
Occasionally patients are transferred to the Special Care unit due to bed shortages. At present, there is no waiting
list for admission.
Patients’ belongings are searched only on admission. There is no policy on searching patients’ belongings at other
times.
One ward clerk is available to the admission unit and Special Care unit. A nurse carries out phlebotomy duties.
The unit is open. Leave from the unit is part of the patient’s treatment plan and is documented in the patient’s
clinical file.
There is open visiting on the unit.

INFORMATION
There is a suggestion box available on the unit for patients’ opinions. The suggestions are analysed by the
consultant psychiatrists. A patient interviewed on the day of inspection said that she was never asked her opinion
about the service and was not aware of a suggestion box on the unit.
There is a complaints policy with leaflets outlining how to make a complaint. Information on the complaints
procedure was also posted on the walls of the unit. The patient interviewed was aware of how to make a
complaint and had already done so. There were information booklets available on the unit.

RECORDS
The patients’ clinical files were legible and contained up to date progress reports. The entries were signed. No title
of the staff member making the entry was used. A treatment plan was documented. No social work, psychology or
occupational therapy notes were available in the files inspected.
The medications were clearly written, signed and dated. The generic names were written in some medication
sheets. Discontinuation of medication was signed and dated. The drug administration information was clear, signed
and dated.
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ENVIRONMENT
The unit was a stand alone unit. The overall décor was fair. The female unit was located upstairs with no direct
access to an outside space. The male unit had access to a garden. There was a generalised alarm system. There
was no CCTV on the unit.
The female unit consisted of a long corridor with good lighting and ventilation. The unit office was adequate but
small. The clinical room was adequate but also small. There was an interview room on the unit, which was
occupied during the visit and was not inspected. There was no separate admission area or waiting area for patients
and their carers. The toilets and bathrooms were clean but décor was poor.
The dining area was of adequate size with reasonable décor and was clean. The lounges were of reasonable size
and had comfortable seating. There were television, radio, newspapers and books available. The smoking room
was inside. There was no activity room on the male unit. There was a therapeutic activity area on the female unit
which also served the male unit. There was one activity room, a kitchen and a very small office.
The sleeping areas were divided into single rooms and larger dormitories. There were individual wardrobes and
tables and the décor was reasonable. There were no call buttons.
The male unit was an open unit. There was a locked door policy that covers both units. It was a nursing staff
decision whether the door was locked.

RISK MANAGEMENT
There is a formal risk management policy, which is available on the unit.
There is a policy on the management of aggressive episodes with an emphasis on de-escalation. Staff are
developing a problem solving approach to aggression on the unit. Staff are trained in the use of control and
restraint techniques and there are two staff trained as instructors in the hospital.
Seclusion is not used. There is no high observation unit. Mechanical restraint was not used. All serious incidents are
recorded on a serious incident form.
There is a key alarm system. The response to activation of the alarm is from adjacent units. There is a policy on
patients absconding with procedures on searching the local area.
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2.

SPECIAL CARE UNIT, SLIGO

Date of Inspection:

29th September 2004

Number of Beds:

10 Integrated

Function of Unit:

Locked Unit

REFERRAL TO SERVICE
All referrals to this service come from acute units in Sligo or Letterkenny. The consultant psychiatrist refers patients
to this unit.

PROCESS OF ADMISSION TO SERVICE
Children under the age of 16 years are not admitted to this unit. In the past patients with a moderate intellectual
disability have occasionally been admitted.
All patients have a physical examination done on transfer to the unit and also have six monthly physical
examinations. There was no evidence of contact with the patient’s General Practitioner (G.P.) regarding the transfer
to this unit. A collateral history is taken from the family where appropriate. There is no assessment by a
multidisciplinary team at the time of referral.
The initial treatment plan is decided by the consultant psychiatrist on admission to this unit. The nursing staff and
medical staff discuss the treatment plan with the patient.
There is no individual key worker system on this unit. Patients are allocated to groups headed by nursing staff.

CARE PLAN
There are two separate care plans in use on this unit. There are the nursing care plans and an overall care plan.
There are team meetings once a week to discuss the patients’ progress. There is no multidisciplinary input into the
overall care plan. The patient is kept informed of their care plan by nursing staff and at the team meetings.
Families and carers of patients meet with staff when they visit the unit and specific appointments can be made
with a consultant to discuss their relative’s care where appropriate.
Patients are not directly discharged back into the community from this unit. They are transferred back to their
original unit when they are well enough and the decision to transfer the patient back to his/her unit is taken at the
weekly team meetings.
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NURSING PROCESS
The nursing staff on this unit use the Roper Logan Tierney nursing model.
There is a version of a key worker system in operation. A member of staff from a team of nurses is allocated a
number of patients. This is done on a daily basis. There is no individual staff member responsible for the keyworker
role. The current shift system was identified as a prohibitive factor in developing a comprehensive key worker
system.
There are two levels of observation: general observation and special nursing. The staff are sometimes allocated to
certain areas of the unit to enable closer observation to take place.
Staff do not wear name badges as they felt that wearing an identity badge poses a safety risk.

ACCESS TO THERAPY AND TREATMENT
A therapeutic programme is run by an occupational therapist based on the unit. Patients are referred to a social
worker or psychologist by the consultant psychiatrist. There are no other counsellors involved on this unit.
There is a dedicated consultant psychiatrist and non-consultant hospital doctor (NCHD) for this unit.
Medical care is the responsibility of the NCHD. If necessary, referrals are made to the general hospital for further
medical or surgical care for patients.
There are eight nursing staff on duty by day and four at night.
There is an electroconvulsive therapy (ECT) policy available on the unit. ECT is carried out on the Acute Unit.

ACCESS TO THERAPEUTIC ACTIVITIES
Occupational therapists facilitate groups on the unit. Nursing staff take patients on outings and there is a strong
emphasis on escorted trips with the purpose of occupying the patients.
There is an activity area, which has a pool table. Other games are also available.

WARD MANAGEMENT
Patients are not transferred to other units because of bed shortages on this unit. There are also no transfers to
other hospitals because of bed shortages. On occasion, there is a waiting list for this unit.
There is no problem with alcohol or illegal drugs being brought onto the unit. The staff stated that they supervise
some visits. Patients’ belongings are not searched.
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Patients can get beverages on request from the staff but patients do not have the facility to make their own drinks.
Mealtimes are at the usual times and there are snacks in between. The evening meal is at 5.30 p.m.
There is a shared ward clerk for this unit. There is a visiting phlebotomist.
Leave from the unit is decided at the team review. The majority of patients are escorted while out of the unit.
There is an open policy on visiting and there is a separate room off the main part of the unit for this purpose.

INFORMATION AND RECORDS
The patients’ clinical files were legible, neat and manageable. The patients were reviewed every month and the
assessments documented in the files. There were no social work, psychology or occupational therapy reports in the
files inspected. The files contained treatment plans and there were progress reports every month, which were all
legible, dated and signed. No title of the clinician was used.
The medication sheets were dated and signed. However, the name of the prescribing doctor was not always
legible. Generic names of medication were occasionally used. The dose of medication was clearly written. The
discontinuation of medication was dated and signed. The administration sheets were legible and signed.

ENVIRONMENT
The corridor in the unit was long and sectioned by locked doors. The locked sections of the unit meant that the
unit office was inaccessible to some of the patients. The waiting area in the unit was also locked. The smoking
room was poorly ventilated. The décor was adequate.

RISK MANAGEMENT
There is no formal policy on risk management within this unit and there is little training for the staff on risk
management. A new policy is being developed on management of violent episodes.
There is a restraint policy on this unit. There is no mechanical restraint used on this unit. All serious incidents are
recorded on a Serious Incidents Form. There is a policy in place for patients missing from the unit.
The alarm system on the unit is a pinpoint system. Response to the alarm is from within the unit. There is a
seclusion facility on the unit. There is an audio monitor and CCTV in the seclusion room to allow observation. The
seclusion register is up to date. Fifteen minute checks are documented.
At the time of inspection, there had been a patient in seclusion for a number of months. The order for seclusion
was documented in the patient’s clinical file and signed by the consultant psychiatrist, but no reason was given for
extending the seclusion periods. A second opinion had been obtained. No length of time for seclusion was
specified and termination of seclusion was not documented. There was evidence of discussion with the family and
evidence of discussion at team meetings. There was also evidence of a critical incidence review and the patient had
received an assessment by a forensic service. The seclusion register was available and this was signed by the
consultant psychiatrist.
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3.

SLISHWOOD STAFFED RESIDENTIAL UNIT (SLIABH BÁN)

Date of Inspection:

22nd September 2004

Function of Unit:

Continuing Care In A 24 Hour Supervised Hostel

Slishwood (Sliabh Bán) is a staffed residential unit for discharged patients, situated in an isolated area with limited
access to the local community. The residents in the unit have long-term needs and some exhibit challenging
behaviour. The unit is locked, which means that residents have to obtain permission from nursing staff to leave the
unit. There is access to an enclosed garden which is also locked. This level of security and lack of freedom is
unacceptable for discharged patients. If, following an objective and up to date risk assessment, any residents are
deemed to require management in a secure environment, an appropriate inpatient setting must be found for them.
Nurses provide care with limited multidisciplinary team (MDT) input. The inspectors were informed that, if there are
problems with any of the residents, the nursing staff make contact with the consultant psychiatrist responsible for
the unit. He/she will call out to the unit or ask that the resident be brought to the hospital to be reviewed. Bearing
in mind the isolated position of this unit, this practice is unsatisfactory. There does not appear to be any system of
MDT care planning or regular reviews of the residents care. There is an activities centre attached to the unit, which
provides some basic games and some gardening for the residents but is not linked to individual care plans for
individual residents.
The unit is reasonably well decorated although it does appear to be cramped, especially as the residents cannot
leave the unit when they wish. The sleeping areas are satisfactory except for one room, which had three beds in a
room that could comfortable cater for only two beds. There is little privacy for the residents in the shared rooms.
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RECOMMENDATIONS
SLIGO CATCHMENT
ACUTE UNIT, SLIGO
1.

There should be full multidisciplinary input into the unit.

2.

There should be active involvement from a full multidisciplinary team in care planning for all patients in the
unit.

3.

People with moderate intellectual disability should not be admitted.

SPECIAL CARE UNIT, SLIGO
1.

The care plan of the patient currently in continuing seclusion should be reviewed by the multidisciplinary
team and alternatives to seclusion considered.

2.

There should be full multidisciplinary rehabilitation input to the unit.

3.

There should be a multidisciplinary care plan for each patient in the unit.

4.

There should be a comprehensive risk management policy available on the unit.

5.

There should be a key worker system in operation on this unit.

SLISHWOOD (SLIABH BÁN) STAFFED RESIDENTIAL UNIT
1.

The purpose of this facility should be reviewed as discharged patients should not be in a locked unit. If a
resident’s needs cannot be met in this unit alternative care should be identified.

2.

There should be an urgent comprehensive needs assessment and risk assessment for all residents in the
hostel.

3.

There should be regular reviews of residents by a multidisciplinary team.

4.

This hostel facility should be relocated to a setting that provides easy access to local amenities.
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MENTAL HEALTH SERVICES IN THE HSE SOUTH EASTERN AREA (SOUTH EASTERN HEALTH BOARD)

INTRODUCTION
Mental health services in the HSE South Eastern Area cover Counties Carlow, Kilkenny, Wexford, Waterford and
South Tipperary. The total population is 423,616 (Table 1). The percentage of the population under the age of 18 is
slightly greater than the national average.
Mental health services are currently organised on the basis of four catchments: South Tipperary, Waterford,
Wexford and Carlow/Kilkenny. These catchments do not completely follow county boundaries.
Inpatient care for North Tipperary (population 61,010) is provided by the HSE South Eastern Area, while the
remainder of the mental health services for North Tipperary is provided by the HSE Mid-Western Area. This is a
highly unsatisfactory situation and must be resolved by both agencies. Admissions from North Tipperary to Clonmel
must cease and the resources currently assigned to the beds for North Tipperary should be reassigned to the HSE
Mid-Western Area.

Table 1: Population Profile in the HSE South Eastern Area
Total
Pop.

Catchment
Pop.

Over
16

Over
65

Under
16

Under
18

Carlow/Kilkenny

126,353

111,311

96,032

14,157

30,321

34,655

Wexford

116,596

116,596

88,168

13,601

28,428

32,239

Waterford

101,546

116,588

78,148

12,030

23,398

26,616

79,121

79,121

60,357

9,987

18,764

21,517

322,705
(76.2%)

49,775
(11.75%)

100,911
(23.8%)

115,027
(27.2%)

77.3%

11.1%

22.7%

25.6%

South Tipperary
Total

423,616

National Age Profile

The funding allocated in 2003 to the mental health services (including child and adolescent mental health services,
mental health service for persons with intellectual disability and the addiction mental health services) was over
€81m and there was an over-expenditure in the adult mental health service by €600,000. Some of this over
expenditure related to nursing overtime. There is variation in funding between catchments ranging from €291 per
capita in the Carlow/Kilkenny catchment to €183 per capita in the Waterford catchment.
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Funding allocated for the mental health service in 2004 was in excess of €84m. (Table 2)
Table 2: Funding of the Mental Health Services
Allocation 2003

€76,220,276

Adult Mental Health Services

€ Spent
2003

€ Allocation
2004

€76,891,487 €78,176,469

Child and Adolescent Mental Health Services

€1,613,424

€1,367,302

€2,041,386

Mental Health Services for persons with Intellectual Disability

€1,871,916

€1,804,188

€2,145,344

Other Mental Health Services (including addictions)

€1,678,670

€1,605,513

€1,661,727

€81,384,286

Total

€81,668,490 €84,024,926

Table 3 gives information on funding, available beds and inpatient activity of the adult mental health service.
Table 3: Catchment Resources and Inpatient Activity of Adult Mental Health Services
Carlow/
Kilkenny

Wexford

Waterford

South Tipp

96,032

88,168

78,148

60,357

€27,959,572

€16,221,066

Total Psychiatric Nurses

289

116.58

135.5

190

Beds

237

171

177

224

24-Hour Staffed Residential Places

149

12

37

19

650.8

825.7

964.8

88.5

190.5

139.5

39.6

63.5

74.2

12

13

12

7

0

0

3

2

Catchment Population (over 16)
Funding (2004) (excl I.D. and Addiction Services)

€14,985496 €19,010,335

Admission Rate 2003
(per 100,000 over 16) (national avg: 760.4)

1,807.6

1

Admission Rate for Alcohol-Related Disorders 2003
(nat. avg: 119)

179.4

2

Certification Rate 2003
(per 100,000 over 16) (national avg: 80.4)

New Long Stay 2003
In-Patient Suicides 2003
1

For South Tipperary only

2

Rates for North Tipperary and South Tipperary services combined
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MULTIDISCIPLINARY TEAM STAFFING
The range and number of specialist teams required in the HSE South Eastern Area is outlined in Table 4. Each team
should have, as a minimum, one each of the core disciplines of the multidisciplinary team - consultant psychiatrist,
clinical psychologist, social worker, occupational therapist - and a sufficient number of nurses to provide enhanced
community-based care. All teams will require additional therapists, such as family therapists, family support
workers, addiction counsellors, bereavement counsellors, cognitive behavioural therapists. Particular specialties will
also require either additional numbers of core disciplines or additional special therapists, e.g. urban teams may
require additional social workers, rehabilitation teams will require additional occupational therapists and mental
health teams for children and adolescents and for those with intellectual disability will require additional clinical
psychologists, occupational therapists and speech and language therapists.
It is recommended that teams in the general adult mental health services combine to serve populations of 50,000
and teams in child and adolescents mental health services combine to serve populations of 100,000. These larger
teams would enable the provision of a wider range of therapists, they would give some element of patient choice
and they would allow team members to develop skills in particular special interest areas.
Staffing of the mental health teams in all specialties is deficient in relation to the number of clinical psychologists,
social workers, occupational therapists, speech and language therapists, cognitive behavioural therapists and family
therapists (Table 5 & 6). Rehabilitation mental health services and mental health services for persons with
intellectual disability are seriously under-developed. Mental health services for children and adolescents require
further development.

Table 4: Recommended Range of Specialist Services and Teams Comhairle na nOspidéal 2005
Total Population: 423,616, Population over 65: 49,775
Minimum
Recommended
MH Teams

Number of
Teams
Present

17

15

Elderly (min. 1 per 15,000 elderly)

4

3

Rehabilitation (1 per 100,000 total population)

4

1

Child and Adolescent (per 50,000 total population)

8

3

Adult Intellectual Disability (1 per 100,000 total population)

4

1

Child and Adolescent Intellectual Disability (per 200,000 total population)

4

2

General Adult (1 per 25,000 total population )
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Table 5: Community Mental Health Team Staffing of Specialist General Adult Mental Health Services
Carlow/
Kilkenny

Wexford

Waterford

South Tipp

96,032

88,168

78,148

60,357

Consultants

5

3

4

3

Psychologists

5

0

2

2

Social Workers

3

2

2

1

Occupational Therapists

3

0

2.5

0

Team Psychiatric Nurses

14

10.7

4

11.6

Cognitive/Behavioural Therapists

0

0

0

0

Family Therapists

4

0

0

1.6

Addiction Counsellors

5

2

3

2

Catchment Population (over 16)

Table 6: Community Mental Health Team Staffing of Additional Specialty Services
HSE Area Staffing
of Specialty Teams

MHS for
the Elderly

Rehab
MHS

C&A
MHS

Adult ID
MHS

C&A ID
MHS

Consultants

3

1

3

1

2

Psychologists

0

0

4

0

0

Social Workers

0

0

5

0

0

Occupational Therapists

0

0

0

0

0

0

0

0

0

Speech & Language
Team Psychiatric Nurses

7

5
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GENERAL ADULT MENTAL HEALTH SERVICES
In a number of respects, the general adult mental health services in the HSE South Eastern Area are seriously
underdeveloped. In addition to three acute units in general hospitals, there are five traditional mental hospitals still
in operation, giving a total bed complement of over 800 - a rate of 251 beds per 100,000 population over the age
of 16 (Table 3). The mental hospitals in the region contain an unacceptable mixture of long stay patients with
mental illness, persons with intellectual disability and the elderly. Patients with enduring mental illness continue to
be admitted to long stay wards rather than having their needs met in a community setting. At the time of
inspection there were over 100 people with a primary diagnosis of intellectual disability still resident in the region’s
mental hospitals.
The general adult services have some of the highest admission rates nationally and all but Carlow/Kilkenny are
admitting at significantly higher than the national average (Table 3). The admission rates for alcohol-related
disorders are significantly higher than the national average, again in all catchments other than Carlow/Kilkenny. All
catchments are continuing to generate new long stay patients (patients who have spent more than one year in
hospital) and in 2003, the region generated the unacceptable total of 44 such patients. This practice is
undoubtedly contributing to the survival of the traditional mental hospitals.
In contrast to the extremely high number of long stay mental hospital beds there is a profound dearth of staffed
community residences in Wexford, Waterford and South Tipperary (Table 3), with Wexford having one of the
lowest provisions nationally. This underdevelopment of community facilities suggests that little effort has been
made to provide community-based alternatives for people with enduring mental health problems. Carlow/Kilkenny
has one of the highest rates of 24-hour staffed community residential placements, but in the absence of specialist
rehabilitation services there is a high risk that residents in these placements are not receiving the focused
rehabilitative care that is required.
The region has a rich nursing resource, with 729 nursing staff. However, the vast majority of nurses are still
employed in the traditional mental hospitals and, in the absence of an appropriate skill mix on long stay wards,
many will not be working to their full potential. The survival of the long stay mental hospitals, coupled with the
absence of specialist services to patients with enduring mental illness, results in this nursing resource not being
available to community mental health teams, so that in turn, active community-based care programmes are not
possible. While there has been some effort to train nursing staff in the skills necessary for the delivery of a modern
mental health service, a great deal more needs to be done. There is poor availability throughout the region of
cognitive behaviour therapists, family therapists, addiction counsellors and community mental health team nurses.
There is serious underdevelopment of properly functioning multidisciplinary community mental health teams.
Throughout the region there is a lack of clinical psychologists, social workers and occupational therapists. This
under-development of community teams combined with the high bed availability, promotes a service that has little
to offer other than bed-based care.

Carlow / Kilkenny General Adult Services
The general adult mental health service in Carlow/Kilkenny is better provided with multidisciplinary staff than the
rest of the region. Apart from South Tipperary it has the highest per capita funding, the highest rate of nursing
staff, the highest rate of beds and the highest rate of 24-hour staffed community placements in the region. (All
rates are per 100,000 population over the age of 16). There is no specialist rehabilitation mental health service, so
that the staffed community programme is unlikely to be functioning efficiently and the region continues to
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generate significant number of long stay patients. In 2003, 12 patients became new-long stay and patients
continue to be admitted to long stay beds in both Carlow and Kilkenny.
In addition to 44 acute beds in Kilkenny General Hospital, two staffed hostels, with a total of 28 beds, are used for
early discharge and for crisis admissions. Such admissions are not counted in the admission statistics of the
catchment. The use of crisis houses reduces reliance on acute psychiatric units, but such facilities should not also be
used for the longer-term care of persons with enduring mental illness. All units providing residential care for the
assessment and treatment of mental illness will have to be approved under the Mental Health Act 2001.

Wexford
St. Senan’s Hospital, the original mental hospital, contains both admission beds and a large number of long stay
beds. There are 39 admission beds in two wards (some designated as pre-discharge beds) and 132 long stay beds
in eight wards. Patients continue to be admitted and transferred to long stay wards and in 2003, the Wexford
services generated 13 new long stay patients. While some of these may have been elderly, the number of new long
stay patients generated suggests that admission and transfer to long stay wards is still considered an appropriate
way to care for people. Wexford has one of the lowest rates of 24-hour staffed community placements nationally,
suggesting that little effort has been made to provide community alternatives for people with enduring mental
illness.
Multidisciplinary staffing of the Wexford general adult services is particularly deficient, with no clinical psychologists
and no occupational therapists available. The service admits at higher than the national average (825.7 v 760.4)
and admits persons with alcohol related disorders at significantly higher rates than the national average (190.5 v
119). The lack of consultant involvement in all admission decisions is likely contributing to these rates.

Waterford
St Otteran’s Hospital, the traditional mental hospital, is still in existence with 132 long stay beds. One ward in St.
Otteran’s Hospital is a locked ward, providing accommodation both for patients who are acutely disturbed in the
context of illness relapse and for patients who may be disturbed in the longer-term. The provision of care to these
two very different groups in the one setting is inappropriate. The physical environment of St. Enda’s ward is
unacceptable. It does not protect the dignity and privacy of patients and the seclusion room, in particular, is
seriously below standard.
Patients who are acutely disturbed should be cared for in the high observation area on the acute unit, and should
not be transferred to St. Enda’s ward. If the service is to continue to provide care in a secure environment, an
appropriate facility must be developed and the necessary specialist forensic and rehabilitation teams must be
provided.
There are 45 acute admission beds in Waterford Regional Hospital. The unit has a high observation area, and this
should obviate the need to transfer acutely ill patients to St. Otteran’s Hospital. The admission rate is considerably
higher than the national average (964.8 v 760.4) and lack of consultant involvement in all admission decisions is
likely contributing to this.
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South Tipperary
The general adult mental health services in South Tipperary appear to be particularly under-developed.
Multidisciplinary staffing is poor, with no occupational therapists and just one social worker. There are 50 acute
beds in the General Hospital and admission rates are extraordinarily high. If the admissions from North Tipperary
are excluded, they are the highest in the country (1807 v 760 national average). Again, decisions to admit are not
always cleared by a consultant psychiatrist and this is undoubtedly contributing to the high rate.
St. Luke’s Hospital in Clonmel has 174 beds and much of the accommodation is sub-standard. The wards contain a
mixture of people with enduring mental illness, the elderly and people with an intellectual disability. The ongoing
existence of such a large long stay hospital suggests that little effort has been made to provide specialist services
for these groups of people. It is unacceptable that patients with enduring mental illness continue to be admitted
for long stay care and it is unacceptable that people with intellectual disability continue to be placed in a mental
hospital. The care to elderly people with mental illness is provided by a specialist team, but the environment in
which it is provided is sub-standard.

REHABILITATION SERVICES
Rehabilitation Mental Health Services are seriously underdeveloped in the South East area. In Wexford one
consultant has been designated as a rehabilitation consultant, but with just five nurses and no multidisciplinary
team. This cannot be considered to be a specialist service. The lack of rehabilitation mental health services is having
a direct effect on the continued survival of the old mental institutions and results in a lack of appropriate care to
long stay patients and to those with enduring mental illness in the community. Large numbers of nursing staff are
still assigned to long stay wards, leaving community mental health teams poorly staffed and hindered from
developing appropriate community-based programmes for those with acute illness.

ADDICTION SERVICES
A community based addiction service is in the early stages of development in the HSE South Eastern Area. The
development of this service must be expedited. In particular, a policy on the management of alcohol-related
disorders must be developed as a matter of urgency to end the admission to psychiatric wards for simple
intoxication or for detoxification.

MENTAL HEALTH SERICES FOR THE ELDERLY
The HSE South Eastern Area has three teams for the provision of mental health services for the elderly. These are
based in Wexford, Waterford and South Tipperary. There is no team in Carlow/Kilkenny. Each of the existing teams
has very poor multidisciplinary team staffing as reflected in Table 6. There are no psychologists, no social workers or
no occupational therapists. There is minimal community-based nursing staff – seven between the three teams. The
provision of a community-based, multidisciplinary service is impossible with this degree of under-staffing.
The existing teams must have their staffing completed as a matter of urgency. One additional team is required for
Carlow/Kilkenny and this team must have the full range of necessary staff. All teams require appropriate facilities
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for the care of persons with disturbed behaviour in the context of a dementing illness, as these facilities should, as
much as possible, be away from the old mental hospitals. The specialist teams for the elderly must take over the
care of the remaining elderly long stay patients to ensure that their care needs are properly assessed.

MENTAL HEALTH SERVICES FOR CHILDREN AND ADOLESCENTS
There are currently three child and adolescent mental health teams in the HSE South Eastern Area, covering the
Carlow/Kilkenny, Wexford and Waterford catchments. None of the existing teams are fully staffed with the
necessary range of therapists, and occupational therapy and speech and language therapy are particularly underrepresented.
At the time of the inspection, there was approval for a post of consultant psychiatrist in South Tipperary but none
was in place. The child and adolescent service was being run solely by a social worker. This situation is untenable
and must cease. There must either be appropriate input from one of the existing consultants or the service must be
suspended.
Eight teams for the provision of mental health services to children and adolescents are required in the region and
all team must have the full range of necessary staff. There are no dedicated inpatient facilities for children or
adolescents so that those requiring inpatient care for mental health problems are inappropriately admitted to the
paediatric wards in the General Hospitals. The region has identified the need for 10 inpatient beds and this
requirement must be addressed as a matter of urgency.

MENTAL HEALTH SERVICES FOR PERSONS WITH INTELLECTUAL DISABILITY
Generic support services for persons with intellectual disability are provided by voluntary agencies in addition to the
HSE. There are 3170 clients on the intellectual disability database in the HSE South Eastern Area. There are over
100 patients with a primary diagnosis of intellectual disability still resident in mental health service facilities. These
patients are not under the care of specialist mental health teams. Appropriate community facilities must be
provided for these patients and they must have access to a specialist mental health service for people with
intellectual disability.
Mental health services for adults and children with intellectual disabilities are funded by the HSE South Eastern
Area and provided by the Brothers of Charity. There is only one consultant psychiatrist in adult intellectual disability
in the region, with no designated multidisciplinary mental health team. This consultant provides services in
Waterford and South Tipperary only, but will assess emergency referrals from other agencies within the area.
There are two consultant psychiatrists providing mental health services for children and adolescents with intellectual
disability. Although the service is provided by the Brothers of Charity, 0.8 whole time equivalents are allocated to
the HSE South Eastern Area to provide services to Waterford, South Tipperary and Kilkenny.
The HSE South Eastern Area requires four multidisciplinary teams for the mental health care of adults with
intellectual disability and four multidisciplinary teams for the mental health care of children and adolescent with
intellectual disability. These teams must be developed as a matter of urgency.
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There are no approved facilities for the admission of people with moderate, severe or profound intellectual
disability who require inpatient care for mental illness or challenging behaviour. The region requires 12 beds for the
inpatient care of mental illness and eight beds for the inpatient management of challenging behaviour. These units
must be approved under the Mental Health Act 2001 and admission to these units should be under the control of
the specialist mental health service teams.

SUMMARY
The HSE South Eastern Area is facing a major challenge in having to address the serious and unacceptable lack of
development of mental health services in the region.
The systemic problems within the mental health services require a focused and broad-based action plan to begin to
address them. All levels of management must be involved, with senior managers in the Health Service Executive, all
catchment management teams and all senior clinical staff taking responsibility for the necessary steps.

HSE-WIDE RECOMMENDATIONS
URGENT REQUIREMENTS
An Area-wide plan to develop community-based mental health services in general adult psychiatry must be
developed and implemented. To maximise the contribution of existing multidisciplinary staff, each team
should provide a service to a population of 50,000. All existing multidisciplinary staff must be assigned to a
specific team. There must be a single point of referral to each team, with appropriate triaging of referrals.
An Area-wide plan to rehabilitate all remaining long stay patients with discharge to appropriate community
facilities must be developed and implemented.
An Area-wide plan to train nursing staff for appointment to community mental health teams must be
developed and implemented.
An Area-wide plan to provide an appropriate skill-mix in all facilities and on all teams must be developed
and implemented.
An Area-wide plan to provide capital for community facilities through the sale of mental health service
property must be developed and implemented.
St. Enda’s ward in St. Otteran’s hospital requires urgent upgrading.

RESOURCE NEUTRAL
HSE-Wide
A policy on the management of people who present to mental health care facilities in a state of simple
intoxication must be developed and implemented.
Admission for simple intoxication must cease.
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Admission for uncomplicated detoxification from alcohol must cease.
All admissions, including those presenting out-of-hours must be cleared by a consultant psychiatrist.
Transfer to long stay wards must cease.

ADDITIONAL STAFF AND/OR REVENUE REQUIRED
A working strategy must be agreed with the HSE to achieve the following service developments within
an agreed time-frame:
The full range of required multidisciplinary staff must be assigned to the following services:
• General Adult Mental Health Services
• Child and Adolescent Mental Health Services
• Mental Health Services for Intellectual Disability
• Mental Health Services for the Elderly.
Appointment of one additional team in the psychiatry of the elderly.
Appointment of four fully-staffed multidisciplinary teams in rehabilitation psychiatry for the Area.
Appointment of five additional teams in child and adolescent psychiatry.
Appointment of three additional teams in the psychiatry of adult intellectual disability.

ADDITIONAL CAPITAL RESOURCE REQUIRED
Development of appropriate community placements for all long stay patients.
Provision of a new acute unit for the Wexford services.

DEVELOPMENTS IN ASSOCIATION WITH OTHER HSE AREAS
Development of an inpatient unit for adolescents.
Development of a regional low secure unit in tandem with the development of a regional forensic service.
Development of a dedicated unit for people with disturbed behaviour in association with dementia.
Development of a dedicated unit for people with disturbed behaviour in association with intellectual
disability.
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PRESENTATIONS
Eight presentations on the services in the HSE South Eastern Area were made to the Inspectorate Team.
Carlow/Kilkenny Adult Mental Health Service provided an overview of their service. They described how patients
are assessed in A&E and highlighted recent development in community detoxification. They also outlined the link
up project for service users.
There was a comprehensive overview presentation on the adult and elderly mental health services in South
Tipperary. They emphasised the multidisciplinary approach to mental health care.
The presentation from the Waterford Mental Health Services looked at developments in elderly mental health
services, services users groups, reducing certification rates and care pathways.
The Wexford Mental Health Service highlighted their initiative in suicide prevention programmes involving screening
in A&E. They also outlined their developments in incorporating service user views about their service.
The Child Psychiatry Services in Carlow/Kilkenny, Wexford and South Tipperary presented an overview of services
and outlined the lack of core multidisciplinary team members and bed facilities.
The regional co-ordinator for disability services gave an overview of the challenges in providing a mental health
service for those with an intellectual disability such as the lack of teams and in patient facilities.

WATERFORD CATCHMENT
1.

DEPARTMENT OF PSYCHIATRY, WATERFORD GENERAL HOSPITAL

Date of Inspection:

6th October 2004

Number of Beds:

39 Acute Beds (10 High Observation), 6 Elderly

Function of Unit:

Acute Admission Unit In A General Hospital

REFERRAL TO SERVICE
Sources of referral include the patients’ General Practitioner (G.P.), out patient clinics, community mental health
nurses and referrals through the Accident and Emergency Department (A&E).

PROCESS OF ADMISSION TO SERVICE
There is an admission policy available. Children under the age of 16 are rarely admitted, especially if the child and
adolescent mental health service is already involved. Similarly people with a moderate intellectual disability are
rarely admitted.
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Patients are assessed in A&E by a non-consultant hospital doctor (NCHD). The decision to admit is made by the
NCHD and not all decisions to admit are discussed with a consultant psychiatrist. All patients admitted to this unit
have a physical examination. Patients are seen by a consultant psychiatrist within twelve hours. Patients are given a
detailed information booklet on arrival on the unit.
Families are contacted regarding admissions and a collateral history is taken, if this is appropriate. The initial
treatment plan is decided by the admitting NCHD in consultation with nursing staff.

CARE PLAN
An assessment of needs is carried out by nursing and medical staff. If appropriate, the patient is referred to
psychology, occupational therapy or social work. Patients attend a weekly multidisciplinary team (MDT) meeting.
The care plan is filed in separate notes and is kept up to date by nursing staff. The primary nurse makes contact
with the family members and also meets with them on visits.
There is a discharge policy in place and discharge is planned as early as possible. The patient is involved in
discharge planning with their primary nurse and also by attending pre-discharge meetings. Family members are also
invited to attend meetings and visit the ward to get as much information as possible. The patient’s G.P. is given a
discharge summary at the time of discharge. The patient remains in the care of the same MDT in the community.
There is also a formal discharge plan formulated at a pre-discharge meeting and this is documented in the care
plan.

NURSING PROCESS
The unit uses a combination of the Orem and Peplau nursing models.
A key worker is allocated by sector. If a patient requires intensive nursing they are transferred to the high
observation unit. All staff wear name badges and uniforms.
There are eleven nursing staff on duty during the day: four nurses in the high observation area and seven nurses in
the general area of the unit. There are four nursing staff on duty at night.

ACCESS TO THERAPY AND TREATMENT
Patients are referred to a psychologist, social worker or occupational therapist if necessary. Addiction counsellors
are available.
Five consultant psychiatrists admit to this unit. NCHDs provide medical care and patients are transferred to the
general hospital if necessary.
There is an agreed protocol in place for giving patients medication without consent.
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There is an electroconvulsive therapy (ECT) policy in place. There is a designated consultant psychiatrist for ECT and
NCHDs are trained in administering ECT. Nursing staff have not received specialised training in procedure for ECT.
This is currently being addressed. There is a specific nursing checklist for ECT. Patients receive written information
on ECT and consent is obtained by the consultant psychiatrist.

ACCESS TO ACTIVITIES
There is a fixed programme on the unit with group therapy and activities.

WARD MANAGEMENT
Patients are rarely transferred to other wards because of bed shortages. There is no waiting list in operation for this
unit.
Patients who present as a management problem are transferred to St. Enda’s Ward in St. Otteran’s Hospital,
Waterford.
Searching patient belongings is rarely carried other than on admission.
There are facilities for patients to make their own drinks and snacks within the unit. Mealtimes are at set times
throughout the day at regular intervals.
There is a ward clerk and a phlebotomy service for this unit.
Patients’ leave from the ward is decided at MDT meetings. If a patient needs to attend an appointment off site
they are accompanied by a nurse. There is an open visiting policy to this unit.

INFORMATION
There was evidence to suggest that patients have their rights explained if they are detained under the Mental
Treatment Act 1945. There is a complaints procedure within the unit and there are service information leaflets
available.

RECORDS
The patients’ clinical files on this ward were legible and up to date. Entries were legibly signed and the profession
of the health professional stated. There was an absence of progress notes from other disciplines such as
occupational therapist, social worker and psychologist. Treatment plans and progress notes were documented.
Medication was legibly prescribed, signed and dated.
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ENVIRONMENT
The overall décor of the unit was excellent. The unit was divided between a high observation area and a general
acute area. The doors to the high observation area were locked, but the general acute area was open. There was
access to outside space and there was disabled access to all areas. There was a generalised alarm system. There
was CCTV monitoring of the seclusion room. Corridors were appropriate in length and width with good lighting
and ventilation.
There was no designated visitor’s room. The unit office was in a central location, accessible to clients and had an
alarm system. There were personal computers in the nursing offices and access to a resource room with on-line
facilities.
The clinical room had no examination couch. However, it had cardiopulmonary resuscitation equipment, oxygen,
suction, phlebotomy equipment, dressing materials and was lockable. Drugs storage was appropriate. There was a
separate store for dangerous drugs, a locked medicine store and a medicine trolley.
There was a separate six-bed ECT suite. There was a waiting and preparation area, a treatment room and recovery
room. The ECT machine was a Spectrum 5000N which also provided ECG and EEG facilities. There was also a
backup machine.
There were appropriate interview rooms that were suitably located, soundproofed and with comfortable
furnishings. The safety features of those rooms included observation panels, appropriate seating and alarms.
There were sufficient toilets and bathrooms and an assisted bath in one area. All were satisfactory in terms of
cleanliness, décor and access. There were overriding locks on these doors.
The dining area had sufficient spacing and was appropriately decorated. The lounge area was again of satisfactory
décor and was of sufficient size. There was an internal smoking room. There was a designated activity area and a
sizeable area to carry on a range of activities, including pool, table tennis and stationary cycling.
The seclusion room was located in the high observation area and the room itself was of high specification. It had
unbreakable glass in the windows. The doors opened outwards, had an observation panel and had two way
opening. There was the ability to communicate with the person inside. It was a risk-free environment and had
good lighting and ventilation.

RISK MANAGEMENT
There is an overall risk management policy in place that includes policies on reducing violence, preventing and
dealing with episodes of self-harm and safety within the building. There is an emphasis on using de-escalation
techniques and breakaway techniques to diffuse an incident. Staff are trained in control and restraint techniques.
The policy on pharmacological management of acute aggression is vague and needs to be clarified.
There is a seclusion policy and specific seclusion room. The nurse in charge authorises the seclusion in the first
instance and notifies the responsible medical staff. A patient is checked every fifteen minutes when in seclusion
and the seclusion order is reviewed by a NCHD and senior nurse. There is CCTV which enables a patient to be
constantly observed during seclusion. The seclusion register was dated and timed with the reason for seclusion
documented.
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There is a policy on control and restraint. Mechanical restraint is not used. The nurse in charge authorises restraint
in the first instance and an explanation is given to the patient wherever possible. There is no restraint register.
There is a serious incident form which is filled after each incident. There is an alarm system in place to which all
staff within the unit respond.
Patients are screened on admission for alcohol or illicit drug use if appropriate. This was stated not to be a major
problem within the unit. There is a policy on patients missing from the unit. The procedure involves a local search
and notifying relevant people.

ST. OTTERAN’S HOSPITAL
St. Otteran’s Hospital is a large psychiatric hospital with 132 long stay beds. There are five wards in the hospital,
three of which were inspected in detail.

2.

ST. ENDA’S WARD

Date of Inspection:

6th October 2004

Function of Unit:

Locked Ward In A Psychiatric Hospital

REFERRAL TO SERVICE
Referrals come from a variety of sources: the Department of Psychiatry, Waterford Regional Hospital; directly from
the community; through the Accident and Emergency Department (A&E); through An Garda Siochána and
transfers from other units within St. Otteran’s Hospital.

PROCESS OF ADMISSION TO SERVICE
The decision to transfer or admit a patient to this unit is made by the consultant psychiatrist following assessment.
Children under the age of 16 are not admitted. On occasions people with a moderate intellectual disability have
been admitted.
All admissions to this unit have a physical examination.
Depending on their mental state the patient is informed of the admission process. The family is involved in the
admission process wherever possible.
There is an initial treatment plan decided by the consultant psychiatrist in conjunction with the nursing team.

273

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | South Eastern Area (South Eastern Health Board)

CARE PLAN
There is multidisciplinary input on this unit but the initial care plan is initiated by the nursing staff and concentrates
on the patient’s mental health status, sleep pattern, hygiene programme, physical status and challenging behaviour.
Further care planning is developed by the multidisciplinary team (MDT) following assessment. The MDT meets twice
a week and care plans are reviewed by an allocated nurse. Care plans are documented in the patient’s clinical file.
Patients are involved in the care planning through the nursing staff, although there is no key worker allocated to
the patient.
There is no formal system of involving the patient’s family or carers in the care plan.
There is no formal policy on discharge planning. The patient either returns to the Department of Psychiatry or is
transferred to alternative placements within the hospital, usually a long stay ward.

NURSING PROCESS
An Orem/Peplau nursing model is used on this ward. There is no formal key worker system in operation. However a
patient is allocated a member of staff for each span of duty.
There are two levels of observations: general observation and special (one-to-one) nursing. Nursing staff wear
name badges.

ACCESS TO THERAPY AND TREATMENT
Patients are referred to a psychologist, occupational therapist or social worker if necessary. No other counselling is
available. One consultant psychiatrist has responsibility for this unit.
Patients are referred to the general hospital services for medical and surgical care if necessary.
There is no policy on giving medication without consent.
There is an electroconvulsive therapy (ECT) policy on the ward although ECT is not carried out on the ward.

ACCESS TO ACTIVITIES
Stress management, coping skills and anger management groups are available on the ward according to the ward
programme timetable. Patients may also attend the occupational therapy unit.
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WARD MANAGEMENT
Patients are not transferred to other units due to bed shortages. There is no waiting list for this unit.
The patient is searched by two nursing staff on transfer to the ward. Searches take place at other times if
necessary.
There is a café in the hospital complex which the patients visit. Patients are given tea or coffee at set times.
Mealtimes are at the usual intervals throughout the day. There is no ward clerk or dedicated phlebotomy service.
Patients who have appointments off-site are escorted by nursing staff. Each patient’s leave is linked to their care
plan. Leave begins with escorted leave and eventually leads to unescorted leave out of the hospital.
The ward is usually locked. There is an open visiting policy within this ward.

INFORMATION
Nursing staff stated that they obtain the patients’ views through individual sessions with the patients. There are no
formal meetings or set procedures to obtain patients’ views. There is no evidence that the views or opinions of
patients’ families or carers are sought.
A comprehensive outline of patient’s rights are displayed in the ward. There is a complaints policy in evidence. Most
complaints are made verbally but patients are advised on how to make a formal complaint. There are service
information leaflets on the ward.

RECORDS
The patients’ clinical files were neat and manageable. There were no written entries by occupational therapists,
social workers or psychologists. Files contained treatment plans, care plans and progress reports. In the clinical file
of a patient who had been secluded there was no second consultant opinion, no physical examination recorded,
there was no length of time of seclusion specified, the termination of seclusion was not recorded nor was the
reason for termination. There was also no evidence of discussion with the family or carers of the patient. An
observation record of the seclusion was in the file.
Medication is clearly prescribed and signed by the NCHD. The administration sheet is legible and it is noted if
medication is refused. Medication cards are rewritten within three months.

ENVIRONMENT
This was a locked unit within a psychiatric hospital. The overall décor was poor and the physical environment did
little to protect the privacy and dignity of the patients. The toilets and bathrooms were not of good decorative
order and were not clean, despite it being reported that household staff were engaged to clean the toilets each
day. There were four individual bedrooms and one large dormitory. There were individual wardrobes and bedside
tables in the dormitory but no screening curtains. The dormitory was not in good decorative order.
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There was a seclusion room situated in the main corridor of the ward. There were metal shutters that cover the
window when a patient was in seclusion, making the room very dark and bleak. There was no observation panel
within the door and no facility to communicate with a patient in seclusion. Ventilation was adequate. There was
CCTV in the seclusion room.

RISK MANAGEMENT
There is no formal policy on clinical risk management, although there are comprehensive guidelines on the
prevention and management of violence.
There is a detailed seclusion policy. The nurse in charge authorises seclusion in an emergency situation. The
seclusion order is signed by the NCHD or consultant psychiatrist. There is a two hour review by the doctor and
nurse in charge and the consultant psychiatrist reviews the seclusion order. The seclusion register is up to date.
Most of the records of seclusion relate to brief periods. Patients in seclusion are observed through CCTV.
There is a detailed policy on manual restraint. Control and restraint techniques are used. No mechanical restraints
are used.
Incidents on the ward are documented in a serious incident form. There is a pinpoint alarm system with a response
from other wards within the hospital.
Patients are monitored, if necessary, for alcohol or drug consumption.
There is a policy on patients missing from the unit. The procedure involves a local search and contacting An Garda
Siochána, family and others.

3.

ST. CLAIRE’S WARD

Date of Inspection:

6th October 2004

Number of Beds:

24 Beds Integrated

Function f Unit:

Continuing Care In A Long Stay Ward

St. Claire’s is a twenty-four bedded ward on the 1st floor of St. Otteran’s Hospital. It is referred to as a
Rehabilitation Unit, but there is no specialist rehabilitation team. The ward is described as “a mixed facility, whose
aim is to prepare and educate clients to lead an integrated life in the community setting”. However, staff estimated
that approximately 80% of the patients are in need of continuing care while the other 20% would be able to
move on to the Glendower Rehabilitation Programme.
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ADMISSIONS
The main source of referral is the Department of Psychiatry or from St. Enda’s ward. There is an admission policy
and the responsible consultant psychiatrist decides on the appropriateness of admissions. People with a moderate
intellectual disability are admitted.

CARE PLAN
There is a nursing care plan in operation. A social worker and psychologist are available if necessary.

NURSING PROCESS
An Orem/Peplau nursing model is in use on the ward. Patients do not have a primary nurse or keyworker.
Maintaining continuity of staffing is a problem as the ward is not self-staffing. Rostering of duty is carried out by
senior nurse management. Nursing staff do not wear name badges.
There are two or three nursing staff on duty during the day and one nurse on duty at night.

ACCESS TO THRAPEUTIC ACTIVITIES
According to staff, all patients are offered a daily programme of activities that includes budgeting, personal
hygiene, self care, dietary programme and exercise. The occupational therapist takes groups of residents swimming
and to the gym. A bus has been allocated to the ward and outings are organised on a regular basis.
On the day of inspection, all patients were out of the ward. About twelve of the patients attend the occupational
therapy department in the hospital on a daily basis, accompanied by nursing staff from the ward. One of the
patients in St. Claire’s ward is completing an Applied Leaving Certificate through a Back to Education Scheme and
one patient attends the National Development and Training Institute (NDTI).

ENVIRONMENT
The overall décor of the ward was excellent in most areas. Some areas had been completely refurbished and
recently painted. The bathrooms, however, were in need of refurbishment. While current patients had open access
to the outside and to the garden by way of stairs, there was no disabled access, rendering the facility unsuitable
for certain categories of service users. There were three lounge areas, two non-smoking and one smoking.
The newly refurbished visitors’ room was locked and the bedrooms were kept locked during the day. Visiting times
were flexible. Meals were at the usual times. Patients could access a café in the hospital.
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INFORMATION
No formal procedures exist for getting the views of the residents on the service provided.
Staff members were unaware of a complaints policy.

RISK MANAGEMENT
There is one pin-point alarm available to staff, which is responded to by other staff within the hospital.

4.

ST. MONICA’S WARD

Date of Inspection:

6th October 2004

Number of Beds:

34 Integrated

Function of Unit:

Continuing Care of Elderly Patients

REFERRAL AND ADMISSION TO THE WARD
Referral into this unit is from the sector consultant psychiatrist with responsibility for St. Monica’s ward. One
patient is under 50 years and has been on the ward for seven months. There was no evidence that a more
appropriate placement was being sought as a matter of urgency. A second patient is under 60 years and several
patients are in their early sixties.

NURSING PROCESS
There are six nursing staff on duty during the day and two nursing staff on duty at night. There are three
household staff on duty during the day. There is no continuity of nursing staff, and staff stated that this poses
problems for patient care. It was also reported that a number of senior nurses were in acting positions.

ACCESS TO THERAPY AND TREATMENT
There is no involvement from psychology, social work or occupational therapy on the ward. Formal team meetings
are scheduled on a monthly basis but there are informal meetings between the consultant psychiatrist and senior
nursing staff at the beginning of each week.
Nursing staff stated that there were major problems in accessing the following professionals: physiotherapist,
dietician, chiropodist and occupational therapist.
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Of concern was the fact that one patient, who is being fed through percutaneous endoscopic gastrostomy (PEG),
has not been reviewed by a dietician for over a year. Several other patients require seating assessments. Many of
the patients have to wait a considerable length of time for chiropody services.

ACCESS TO THERAPEUTIC ACTIVITIES
There seemed to be an absence of therapeutic activity on the ward. The only activities referred to by staff were
walks and the care of flowers, which had been planted outside the entrance. Some of the male patients attend an
Industrial Therapy Unit. Staff organise outings for some of the patients on an occasional basis.

RECORDS
The patients’ clinical files were not in good order and staff stated that they needed secretarial help with this. Staff
stated that entries in the patient care plans were made monthly unless an issue arose which warranted immediate
documentation.

RECOMMENDATIONS
WATERFORD CATCHMENT
GENERAL COMMENTS
The future role of St. Otteran’s Hospital within the mental health service must be decided as a matter or
urgency.
An immediate policy must be developed and implemented to end the practice of admitting and transferring
patients to St. Otterans Hospital.
The future care and accommodation needs of all patients in St. Otteran’s Hospital must be assessed as a
matter of urgency and plans to address these needs must be developed. The future of elderly care wards
must be decided in the context of a specialist mental health service for the elderly.
St. Enda’s ward provides an unacceptable environment for the care and treatment of persons with
enduringly disturbed behaviour.
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DEPARTMENT OF PSYCHIATRY, WATERFORD GENERAL HOSPITAL
1. The practise of transferring patients to St. Enda’s ward must cease. Acutely disturbed patients should be
cared for in the high observation area.
2. A comprehensive policy for the pharmacological management of acute aggression must to be devised and
implemented.
3. It is recommended that community meetings are organised so patients can give feedback about the service.

ST. ENDA’S WARD, ST. OTTERAN’S HOSPITAL
1. This unit is unacceptable for the treatment of people with enduringly disturbed behaviour. There should be a
regional plan to provide secure care in a suitable environment.
2. In the interim, there should be an urgent programme of refurbishment, decoration and maintenance, to
ensure the protection of patients’ privacy and dignity.
3. The seclusion room is unacceptable for the safe and dignified seclusion of acutely ill patients. The room
should be well lit and there should be the facility to directly observe and communicate with the patient in
seclusion.
4. The transfer of acutely disturbed patients from the Department of Psychiatry must cease.
5. There should be a clinical risk management policy and a policy on giving patients medication without
consent available to staff on the ward.
6. There should be a comprehensive key worker system in place.
7. Patients and carers should be involved in care delivery at every stage of the patient’s stay on this ward.

ST. CLAIRE’S WARD, ST. OTTERAN’S HOSPITAL
1. All patients should have an assessment of their future care and accommodation needs. Every effort should
be made to transfer patients to appropriate supervised accommodation.
2. Each patient should have access to an individual needs based therapeutic activity programme.
3. The unit should be self staffing to promote continuity of care.
4. There should be a formal key worker system in place.
5. Patients and carers should be involved in care delivery at every stage of the patient’s stay on this ward.
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ST. MONICA’S WARD, ST. OTTERAN’S HOSPITAL
1. The role of this ward within the mental health service must be clearly decided.
2. All patients should have an assessment of their future care and accommodation needs.
3. All patients should have access to appropriate physical interventions appropriate to their needs.
4. All patients should have access to all members of the multidisciplinary team when necessary.
5. The unit should be self staffing to promote continuity of care.
6. There should be a needs based activity programme implemented.

WEXFORD CATCHMENT
1.

ST. SENAN’S HOSPITAL, ENNISCORTHY ADMISSION WARDS
ST. CLAIRE’S & ST. ANNE’S WARDS,

Date of Inspection:

6th September 2004

Number of Beds:

13 Male, 13 Female

Function of Ward:

Acute Admission Ward In A Psychiatric Hospital

REFERRAL TO SERVICE
Patients are referred from outpatient clinics, Accident & Emergency (A&E), General Practitioners (G.P.), community
mental health nurses (CMHN), liaison psychiatry and by self-referral.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy available in these wards. Children under 16 years are not admitted. There are no
patients at the time of the inspection with a moderate intellectual disability on the wards but it is possible for such
an admission. There are frequent admissions for alcohol detoxification.
A non-consultant hospital doctor (NCHD) assesses the patient prior to admission. The decision to admit is made by
the NCHD and is not discussed with a consultant psychiatrist. All admissions to the ward have a physical
examination.
The patient’s G.P. is informed of admission. A family member or carer is notified of the admission, if appropriate
and a collateral history is obtained when possible.
The initial treatment plan is formulated by the medical and nursing staff. A consultant psychiatrist usually sees the
patient within twenty four hours of admission.
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CARE PLAN
There is no full multidisciplinary assessment of patients’ needs. A social worker is available as needed and a
psychologist has been recently recruited to the service. There is no occupational therapist.
The patient is involved in their care by meeting with their key nurse. An initial assessment form is completed,
leading to the formulation of a nursing care plan, which is regularly reviewed.
The medical and nursing staff meet twice a week. Occasionally other health professionals attend this meeting. The
care plan is documented in a single clinical file which all health professionals access. Family members are kept
informed of the patient’s progress through visits and phone calls as well as meetings with the consultant
psychiatrist.
There is no formal policy on discharge but discharge planning commences as soon as possible. Patients are involved
through their key nurse. Families and carers are invited to discharge planning meetings if appropriate. The patient’s
G.P. is notified of the discharge. The same clinical team who are responsible for the patient in hospital is also
responsible for follow up in the community. There is a pre-discharge meeting prior to the patient’s discharge and
the discharge plan is documented in the case file.

NURSING PROCESS
The nursing model used is a combined Orem and Peplau nursing model. There is a key worker system and patients
know the identity of their key worker. The key worker system is based on the nurse assigned to the sector in which
the patient lives. Nurses wear name badges. There are recognised observation levels in operation on the ward.

ACCESS TO THERAPY AND TREATMENT
There is only limited access to disciplines other than medical and nursing. There are no counsellors available to the
patients. Medical care for patients is provided by NCHDs and patients are transferred to the general hospital when
necessary.
There is no policy about giving medication without consent.
There is a policy on electroconvulsive therapy (ECT) and there is a designated ECT consultant psychiatrist. NCHDs
are trained in giving ECT and nursing staff are trained in preparation and recovery of patients. There is a specific
nursing checklist for ECT and consent is obtained from the patient by one of the medical staff. Patients are given
written information on ECT.

ACCESS TO THERAPEUTIC ACTIVITIES
Patients can attend a recreation facility outside the wards which is run by the nursing staff. Staff refer to this as
‘occupational therapy’ but there are no occupational therapy staff assigned to this centre. Activities are limited,
such as bingo and art activities.
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WARD MANAGEMENT
There is a waiting list for this ward and patients are frequently transferred to other wards due to bed shortages.
The practice appears to be to transfer patients out of the ward in the afternoon to accommodate possible
admissions that night. This is an unsatisfactory arrangement and it was stated that there have been numerous
complaints from patients about this practice.
Patients’ property is searched on admission. Meals and snacks are at regular times. There is no ward clerk available
and there are no phlebotomists available.
The external doors are usually locked. If one patient is at risk of absconding from the ward, then the door is locked
regardless of the other patients.
Visiting times are flexible except at mealtimes.

INFORMATION
There are occasional ward meetings for patients. There is a suggestion box on the ward which is rarely used and is
only dealt with at ward level. There is a patients’ information leaflet which outlines the complaints policy and
invites suggestions on how to improve services.

RECORDS
There is one set of clinical files which all disciplines use. The files were legible and up to date. Signatures were
legible, although no title was used to identify the clinician. There were no reports contained in the files from health
professionals other than medical and nursing staff. There was a treatment plan identified on admission. Progress
reports were clearly written. Correspondence and laboratory reports were filed in the back of the file and the file
was neat and manageable. There was no clear discharge plan. There was evidence that patients who were
detained under the 1945 Mental Treatment Act had their rights explained to them.
Documentation on a patient who had received ECT was complete. There were pre-ECT and post-ECT checklists in
the file. Information regarding laterality, nature of seizure, length of seizure and recovery time was documented.
Nursing observation notes were also in the file. There was no evidence of a mental state examination after each
ECT session.
Legal status was clearly noted in the file of a patient who had been detained. There was no collateral history
documented and no evidence that a second consultant’s opinion was sought.
The medication system was a Kardex system. Names of medication were clearly legible, the generic medication
name was given, and all prescriptions were signed and dated by a doctor. Doctors’ names were not always
identifiable. Administration sheets were legible. If a patient refused medication this was noted. Discontinued
medication was signed and dated and cards were re-written in three months. There was a signature bank to
identify nurses’ signatures.
There were daily, nightly and weekly nursing reports all signed and dated and names were legible.
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ENVIRONMENT
The overall layout and décor of the admission wards was poor. It was not possible to observe all beds at a single
time from the nurses’ station. The external doors were locked and while there was access to the garden on
request, it was not free access. There was no disabled access within the ward. The toilet and bathroom areas were
clean but not in good decorative order.
The dining and lounge areas were of good decorative order and appeared to be comfortable. There was a
designated smoking room inside the wards. Radio, newspapers and books were available. There was no quiet area
and there was no activities area.
There was a dormitory near the nurses’ office where patients who were more acutely ill slept. There was also a
larger dormitory. They were in good decorative order and were located close to the nurses’ station. There were
individual wardrobes, bedside tables and screening curtains which had safety curtain rails.
There was seclusion used on the wards. The seclusion rooms were situated in the main corridor. They were
satisfactory but the locks were difficult to open.
There was a generalised alarm system. The nurses’ station was inappropriate for writing confidential reports and
adequate storage was not available. There was no clinical room on the ward. Emergency equipment and other
clinical material were stored in the ward office. The interview room had an observation panel, but no locked
storage.

RISK MANAGEMENT
There are no formal policies on risk. It was stated that the service was planning to introduce a risk assessment
policy in the near future.
There is a seclusion policy. The nurse in charge or NCHD authorises seclusion and the order is reviewed every
fifteen minutes. The review is done by the nurse in charge and a NCHD. The patient is observed by a nurse outside
the room. There is a seclusion register.
There is no formal policy on the pharmacological management of acute aggression. Control and restraint is used
on these wards but there is no mechanical restraint used. The nurse in charge authorises manual restraint in the
first instance. A record is kept in the nursing notes and all staff receive control and restraint training which
encompasses breakaway techniques and de-escalation techniques.
There are serious incident forms which are completed after every serious incident. There is an alarm system in use
and response to alarms comes from within the ward and from other wards.
There is no formal drug/alcohol policy. Patients are asked to hand in any items that they may have brought with
them and the staff request urine screens periodically.
There is a policy in place for patients missing from the ward. The procedure includes searching the grounds and
buildings, contacting the patient’s family or carer and contacting An Garda Siochána.
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2.

PRE-DISCHARGE UNIT

Date of Inspection:

6th September 2004

Number of Beds:

13 Integrated

Function of Unit:

The programme on this unit prepares patients for discharge following a
treatment period in the acute admission unit.

REFERRAL TO SERVICE
Referrals are from the Acute Unit and the unit is also used as an over-flow facility when the acute unit is full The
length of stay in the unit is usually three weeks..

PROCESS OF ADMISSION TO SERVICE
Admission policies are the same as in the acute unit.

CARE PLAN
The unit is predominantly staffed by medical and nursing staff with community mental health nurses visiting the
unit. Patients are referred to a social worker if necessary. There is no occupational therapist available to patients. A
psychologist has been recently appointed who will have some input into the pre-discharge unit.

ENVIRONMENT
The unit was very clean and well maintained. Décor was adequate and the individual rooms were brightly
decorated. There were fifteen single bedrooms and a number of rooms were currently being fitted with dual access
locking mechanisms. There were no observation panels on the doors of the bedrooms. There were seven toilets on
the unit in total, two of which were in bathrooms. There were three bathrooms and one shower. There was a
mixed dining and lounge area. There was no clinical room and no dangerous drugs stored on the unit. Medications
were stored in the nurses’ office. There was open access to the kitchen.
There was no electroconvulsive therapy on this unit. Seclusion is not used.
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3.

LONG STAY AND ELDERLY CARE WARDS

There are 8 long stay and elderly wards in St Senan’s Hospital with 130 patients. Two of these wards are described
in detail.

ST. BRIGID’S & ST AIDAN’S ELDERLY CARE WARDS
Date of Inspection:

6th September 2004

Number of Beds:

St. Aidan’s Ward 20 Beds, St. Brigid’s Ward 8 Beds

Function of Unit:

Long stay wards providing care for elderly patients.

REFERRAL TO SERVICE
All admissions are planned. There are direct admissions to these wards by the consultant psychiatrists responsible.
Referrals also come from out-patient clinics and following domiciliary visits.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy and the criteria for admission include a diagnosis of senile dementia and/or those over
65 years with behavioural difficulties. The consultant psychiatrist carries out assessment on patients prior to
admission. There is also respite care provided by these wards and this service is closely linked to the day hospital.
There is a three month treatment plan identified on admission by the nursing and medical staff.

CARE PLAN
The care planning is predominantly nurse-led with no multidisciplinary input. Patients have access to a
physiotherapist and chiropodist and can be referred to an occupational therapist. The care plans have set objectives
and goals and are regularly reviewed by the consultant and the nursing staff. The care plans are documented in the
nursing notes. Families are involved wherever possible and the patient is involved if their mental state permits. It is
unusual for somebody to be discharged from these wards and therefore discharge planning is rare.

NURSING PROCESS
Nursing staff use a combination of the Orem and Peplau nursing models. There are regular staff assigned to these
wards and a key worker system in place. Staff wear Idendification badges. There are no specific observation levels.
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ACCESS TO THERAPEUTIC PROGRAMME
Most of the activities are ward based and there is a regular ward programme.

WARD MANAGEMENT
There are no transfers due to bed shortages. Patients do not have access to tea and coffee on an ongoing basis but
could, on request, get additional drinks.
The patients are escorted off the ward if necessary and they spend time outside in the garden when the weather
permits. There is an open visiting policy for the units.
There is no ward clerk and no dedicated phlebotomist for the units.

RECORDS
Patients’ clinical files were up to date and legible. They contained a treatment plan and evidence that their rights
were explained on a regular basis. The progress notes in the files were signed and dated.
Medication records were clear. A Kardex system was in operation. The name of the medications was legible,
prescriptions were dated and signed, generic names of medications were used and the dose was clearly written.
The name of the prescribing doctor was not clearly identifiable. The administration sheet was legible. Refusal of
medication was noted. Discontinuation of medication was signed and dated and the prescription was updated
every three months.

ENVIRONMENT
ST BRIGID’S WARD
This ward was in good decorative condition. It is planned to close this ward in the near future and move the
patients to other wards throughout the hospital. The ward offered as much privacy as possible and appeared to be
as safe and as least restrictive as possible.

ST AIDAN’S WARD
The overall décor was good and the ward was very clean. The bedrooms were two large dormitories. Many of the
beds had special mattresses to assist with dealing with bedsores. There was a mix of male and female patients in
one of the dormitories because of insufficient single-gender bedrooms. This is inappropriate.
Bathrooms, kitchens and dining rooms were clean, bright areas. The external doors on the ward were locked due
to the nature of the clients’ psychological condition. An enclosed garden area was recently modernised and
provided the clients with an opportunity to go outside in a relatively safe environment.
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RISK MANAGEMENT
The policies around risk were concerned with patients’ physical wellbeing and their ability to mobilise. There is little
disturbed behaviour. All staff are trained in breakaway techniques but report they never had cause to restrain
people. Seclusion is not used. There is an alarm system with a response from the rest of the hospital.

RECOMMENDATIONS
WEXFORD CATCHMENT
GENERAL COMMENTS
The future of St. Senan’s Hospital must be clearly decided.
A policy must be agreed and implemented to end the practice of transferring patients to long stay wards.
The future use of the elderly care wards must be decided in the context of the facilities needed by the specialist
mental health service for the elderly.

ACUTE ADMISSION UNIT AND PRE-DISCHARGE UNIT, ST. SENAN’S HOSPITAL
1. Plans for a new acute unit should be progressed. Such a unit should incorporate a high observation unit.
2. Consultant psychiatrists must be consulted on all admissions.
3. A bed management policy must be developed and implemented for both wards to end the practice of
transferring patients at short notice due to bed shortages.
4. A policy regarding the admission of people for alcohol detoxification must be developed and implemented
to end the practice of admission for uncomplicated detoxification regimes.
5. A policy on giving medication without consent must be developed and implemented.
6. A policy must be developed to allow maximum freedom to patients who are well enough to leave the unit,
even when others need to remain under supervision.
7. Patients should be involved in their care plan and discharge plan as well as having the opportunity to give
opinions about the service they receive.
8. All patients should have access to a full multidisciplinary team.
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ELDERLY CARE WARDS, ST. SENAN’S HOSPITAL
1. The future role of these wards must be decided.
2. All patients should have access to a full multidisciplinary team.
3. All patients should have an assessment of their future care and accommodation needs.
4. The inappropriate mix of patients in one of the dormitories on St Aidan’s ward should cease and single sex
accommodation be provided.

SOUTH TIPPERARY CATCHMENT
1.

ST. MICHAEL’S ACUTE UNIT, ST. JOSEPH’S HOSPITAL CLONMEL

Date of Inspection:

4th October 2004

Number of Clients:

23 Female, 26 Male

Function of Unit:

Acute Admission Unit

REFERRAL TO SERVICE
Referrals to the unit come from General Practitioners (G.P.), outpatient clinics, community mental health nurses
(CMHN), the day hospital and the Accident and Emergency Department (A&E). Some patients self-refer. Admissions
at night are transported from A&E and are seen on St. Michael’s unit. The unit admits both general adult and
elderly patients.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy. No children under 16 years were admitted last year. People with moderate intellectual
disability are admitted under the care of the sector consultant psychiatrist.
Decisions to admit are frequently made by non-consultant hospital doctors (NCHD). Consultant psychiatrists are
only contacted about admissions between 9.00 a.m. and 5.00 p.m. or if a patient is to be detained.
On admission the patient has a mental health assessment and a physical examination. A collateral history is
obtained from the patient’s family if appropriate. The level of observation required by the patient is decided
between medical and nursing staff. The patient is seen by a consultant psychiatrist within twenty four hours.
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CARE PLAN
Daily reviews of patients occur with nursing staff. There is a single file and the psychologist and social worker
document progress reports into the clinical file. Multidisciplinary team meetings take place each week according to
a rota system.

NURSING PROCESS
The Peplau nursing model is in operation on the unit. There is a key worker system and different levels of
observation are in operation.

ACCESS TO THERAPY AND TREATMENT
A rota of multidisciplinary (MDT) meetings for each sector occurs during the week. There is access to psychology
and social work by referral. There is no occupational therapy service.
There is no policy on giving medication without consent. Medical care is provided by the psychiatric medical staff
with consultation available as necessary with other specialities in the general hospital.
There is an electroconvulsive (ECT) policy with a designated consultant psychiatrist responsible for ECT.

ACCESS TO THERAPEUTIC PROGRAMME
One of the lounges doubles as an activity room on the male side of the unit. There are large mats available for
relaxation. Art activities take place once a week. There is an exercise bike and a variety of games available. GROW
and AA meetings are held on the unit each week.
According to the information leaflet given to patients on admission, the daily programme also includes self care,
anxiety management and Solutions to Wellness programmes.

WARD MANAGEMENT
Patients are transferred to St. Bridget’s long stay ward or St. John’s ward if there is a bed shortage. There is no
search policy in operation, but personal belongings are documented on admission. Patients are allowed leave from
the ward depending on their level of observation. Visiting is flexible outside of mealtimes. A mobile shop visits the
ward daily and patients have access to the hospital canteen. There is a ward clerk available to the units.
A multidisciplinary group has formulated guidelines on managing eating disorders and is currently working on a
policy on the management of deliberate self-harm in patients with co-morbid borderline personality disorder.
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INFORMATION
There is a new information leaflet available on the ward. Information on rights under the Mental Treatment Act
1945 is displayed in the unit. Patients are given information about the complaints procedure if they request it.
Two patients were interviewed. They both independently identified a lack of follow up services and access to other
disciplines. They also said that the mix of patient groups (elderly and general adult) caused problems on the unit.

RECORDS
There were single clinical files in which the psychologist and social worker recorded their assessments and progress
reports. Files were neat and manageable. However some signatures were illegible and patient identification was
not recorded on each continuation sheet.
Seclusion records reviewed did not contain the signature of the consultant psychiatrist nor was the date and time
of discontinuation of seclusion noted. Incidents of restraint and the reasons for these were noted in the patients’
charts.

ENVIRONMENT
The unit was clean and bright. There was no visiting room, no quiet room and no lounge on the female side of the
unit

RISK MANAGEMENT
Management of alcohol and illegal drugs is not a problem in the unit. Urine and blood screening are sometimes
carried out as appropriate. The seclusion room is being used as a “private room” for a patient and as a result
seclusion was not in use on the female ward. Staff are trained in de-escalation. Staff carry alarms and the response
comes from within the unit.
There is a policy on risk management. According to staff, there is a monthly inspection of documents relating to
critical incidents.
There is CCTV monitoring the seclusion room, the admission room and the main door area.

291

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | South Eastern Area (South Eastern Health Board)

ST. LUKES HOSPITAL, CLONMEL
2.

ST. BRIDGET’S WARD, ST. JOHN’S WARD, ST. KEVIN’S WARD

Date of Inspection:

4th October 2004

Function of Unit:

Long Stay Wards

DESCRIPTION OF WARDS
St. Bridget’s Unit is a locked block area made up of 3 wards:
• St. Bridget’s 24 beds and 1 seclusion room
• St. John’s 24 beds
• St. Kevin’s 23 beds
Other wards visited:
St. Paul’s: Male long stay ward
St. Catherine’s “Rehabilitation ward” (no dedicated rehabilitation team)

ST. BRIDGET’S WARD
This is a female locked ward. It has twenty four beds and one seclusion room. The profile of the patients is an even
mixture of intellectual disability and those with mental illness. The oldest patient is 69 years of age. One patient on
the date of the inspection was detained under the Mental Treatment Act 1945. The population on the ward on the
day of the inspection included twelve patients with intellectual disability and one patient identified by staff as
probably suitable for generic elderly services.
One bed has been assigned for female patients from the acute admission ward (St. Michael’s Unit) with disturbed
behaviour. The rate of transfer of female patients from St. Michael’s Unit has reduced since the introduction of a
seclusion room on that unit.
The seclusion room is used for the management of challenging behaviour. It is in very poor condition. It contains a
blind spot, it was dirty and the wall was soiled. The rail for the window shutter was exposed. The room was poorly
ventilated.
There is a lack of therapeutic stimulation to match the needs of both client groups resident here. The social
workers have made some attempt to introduce a group programme. The walled garden area is completely concrete
and serves no therapeutic purpose. Three residents attend a day centre run by a voluntary group for intellectual
disability.
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ST. JOHN’S WARD
This is a locked 23 bedded male ward for long stay residents with challenging behaviour. There are five single
rooms, three with CCTV and one seclusion room. The legal status of patients on the day of inspection was: three
patients on temporary status; three patients on Person of Unsound Mind status and 16 voluntary patients.
Staff stated that five residents have physical disabilities and at least two have intellectual disabilities. Residents’ age
ranges from 21-66 years.
The patients spoken to on this ward complained of the bedrooms being locked from 8.30 a.m. to 8.00 p.m. There
were complaints about the lack of choice in food and the poor quality of the food following transportation from
the kitchen.
St. John’s ward is used to manage patients with short-term behavioural problems from the admission ward.

ST. KEVIN’S WARD
This is a twenty four-bedded locked, long stay ward, again with a mixed profile of residents and age groups. There
are eleven residents with intellectual disability, four of whom attend a day centre for the intellectually disabled.
This ward is again lacking in any therapeutic care plans or stimulation. All residents are voluntary. The consultant
psychiatrist visits weekly as does a hairdresser and a chiropodist. The ward staff would like to have access to a
minibus for off site activities.

OTHER WARDS VISITED
ST. PAULS: Male long stay ward
ST. CATHERINE’S: Rehabilitation Ward
There are a number of similar comments applicable to both wards. Both are trying to serve a mixed population of
patients with intellectual disability and those with enduring mental illness.
The rehabilitation ward is awaiting new accommodation. There is no rehabilitation team and staff, despite their
best efforts, were finding it difficult to provide a rehabilitation programme.
Again there is no multidisciplinary team (MDT) input into either ward.
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3.

ST. MARY’S WARD, PSYCHIATRY OF LATER LIFE

Date of Inspection:

4th October 2004

Number of Beds:

25 Beds (2 Respite Beds)

Function of Unit:

Inpatient facility under the care of the specialist service for the elderly. It also
offers a respite service.

REFERRAL TO SERVICE
This is a 25-bedded single-storey unit in the grounds of St. Luke’s Hospital. It is under the care of the Psychiatry of
Later Life team. Many of the patients have a high level of physical dependence and several have a diagnosis of
dementia or Alzheimer’s disease. The ward is integrated with beds for 15 females and 10 males.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy available. Some admissions come from St. Michael’s Unit, where the Psychiatry of Later
Life team has two beds. Admissions also come from nursing homes if there have been difficulties in managing
some former patients of the mental health services. The respite beds are for patients residing in the community
who require planned or emergency respite care.

CARE PLAN
Each patient has an individualised plan of care, which is formulated in collaboration with the patient if possible
and/or a relative or carer. Team meetings are held in Rosehill Day Hospital and a member of the ward nursing staff
attends these meetings.
There is no psychologist, social worker or occupational therapist available to the Psychiatry of Later Life team.

NURSING PROCESS
The nursing model of care is based on Peplau and Orem models. A key nursing system is in operation.
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ACCESS TO THERAPY, MDT AND TREATMENT
Professionals who offer a service to the ward include speech and language therapist, physiotherapist, dietician and
chiropodist. There is no psychologist, occupational therapist or social worker available to the service.
The non-consultant hospital doctor (NCHD) assigned to the ward visits daily and when requested. The consultant
psychiatrist visits weekly and more often if necessary.

ACCESS TO THERAPEUTIC PROGRAMME
There is no designated person available to provide therapeutic and social programmes. However, ward staff
facilitate formal and informal groups when workload permits. These include reality orientation and reminiscence
therapy and various social/recreational activities.

WARD MANAGEMENT
The doors to the ward are locked for patients’ safety.
A substantial proportion of nursing time (estimated by staff at 25%) is accounted for by problems associated with
incontinence. At present, nursing staff estimate that two thirds of the patients have to be spoon-fed at mealtimes
and all male patients require assistance shaving.
Visiting hours are flexible between 10.00 a.m. and 8.00 p.m. apart from mealtimes.
There is a dress code for nursing staff and all nurses wear name badges.

INFORMATION
Nursing staff stated that families and carers are kept well-informed and hope to produce a leaflet for families
regarding the respite facilities and programme that is offered.

RECORDS
Clinical files and nursing records are kept on the ward. A record is kept of all nursing signatures and initials.
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ENVIRONMENT
The ward had a day observation area and a large open-plan visiting room. The observation area was cramped and
there were no adjacent toilet facilities. The nursing staff struggled to maintain the privacy and dignity of the
patients as commodes and screens were used to provide regular toileting for patients with incontinence problems.

RISK MANAGEMENT
There is a policy on risk management. According to staff, a risk assessment is carried out on all patients as part of
an initial comprehensive assessment of need.

RECOMMENDATIONS
SOUTH TIPPERARY CATCHMENT
ST. MICHAEL’S ACUTE UNIT,
ST. JOSEPH’S HOSPITAL, CLONMEL
1. The practice of transferring patients to St. Luke’s hospital because of bed shortages should cease.
2. Consultant psychiatrists should be consulted on all admissions.
3. All aspects of the seclusion policy must be implemented.
4. There should be a policy on giving medication without consent.
5. All patients should have access to a full multidisciplinary team.

ST. LUKE’S HOSPITAL, CLONMEL
St. Brigid’s Ward, St. John’s Ward, St. Kevin’s Ward, St. Paul’s Ward and St. Catherine’s Ward.
General Comments
The ongoing existence of these wards does not reflect in any way the delivery of a modern mental health
service.
All the ward areas are locked with extremely limited multidisciplinary input, resulting in no care plans and no
therapeutic interventions other than medication.
The décor and general state of the buildings was in itself depressing with only concrete external spaces.
As a matter of urgency, all patients must be assessed for their future care and accommodation needs and
plans must be put in place equally urgently to provide for these needs.
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LONG STAY WARDS, ST. LUKE’S HOSPITAL, CLONMEL
1. A multidisciplinary rehabilitation team must be appointed as a matter of urgency.
2. All patients must have comprehensive assessment of their care and accommodation needs.
3. Plan must be developed to close these wards and transfer patients to accommodation that affords privacy
and dignity for those with long term mental health problems.
4. Patients with intellectual disability should be discharged to appropriate accommodation.
5. Patients with intellectual disability must have access to a specialist mental health service for persons with
intellectual disability.

PSYCHIATRY OF LATER LIFE
GENERAL COMMENT
This ward provides a good level of care in a very poor environment. Meeting the needs of these patients requires a
purpose-designed facility, providing a safe environment, en-suite accommodation, bathrooms with disabled access,
suitable lifting equipment etc. Such a facility must be planned as a matter of urgency. In the interim, a location that
provides better accommodation must be provided.
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CARLOW / KILKENNY CATCHMENT
1.

ACUTE UNIT ST. LUKE’S HOSPITAL, KILKENNY

Date of Inspection:

4th October 2004

Number of Beds:

44 Integrated

Function of Unit:

Acute Admission Ward In A General Hospital

REFERRAL TO SERVICE
Most referrals to the acute unit are from General Practitioners (G.P.) but self-referral to the Accident and
Emergency Department (A&E) is common, especially at night.

PROCESS OF ADMISSION TO SERVICE
All admissions are screened in the assessment area on the unit. A non-consultant hospital doctor (NCHD) and the
clinical nurse manager carry out an assessment and all admissions are cleared by a consultant psychiatrist, day and
night. The initial care plan is devised by the NCHD and nursing staff. All patients have a physical examination. A
consultant psychiatrist reviews the patient within twenty four hours.

CARE PLAN
There is a policy to have a nursing care plan in place within seventy two hours. The patient is informed of the care
plan. Weekly multidisciplinary team (MDT) meetings take place as well as daily reviews of the patient by key staff.
The care plan is documented in the patient’s clinical file.
The unit has commenced a project of involving carers in the care plan of first admissions.
Discharge planning commences as soon as possible. A discharge plan is sent to the patient’s G.P. on day of
discharge and a summary letter within a week.

NURSING PROCESS
The Orem / Paplau model of nursing is in place. There is a key worker system based on sectors. There is a core
number of staff who consistently staff the unit and the unit is aiming for self staffing. There is a high observation
area within the unit. All nurses wear name badges.
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ACCESS TO THERAPY AND TREATMENT
The sector teams visit the unit for weekly team meetings. The Carlow sector team meet in Carlow.
The unit has access to the medical teams within the general hospital as necessary.

ACCESS TO THERAPEUTIC PROGRAMME
The unit has dedicated occupational therapy staff who facilitate a group programme. Clinical nurse specialists run a
cognitive / behavioural group therapy programme.

WARD MANAGEMENT
The ward operates under full occupancy and does not transfer patients due to bed shortages.
Meal times are at usual times and include morning and evening coffee. Patients do not have free access to facilities
but there are machines with cold drinks / sweets in the unit.
The unit has a ward clerk and staff are trained in taking blood samples. Visiting time is flexible.

INFORMATION
The unit has a comprehensive information leaflet that is available throughout the unit. This also includes a section
on how to make complaints. There is a suggestion box and a survey has been completed on service user feedback.
Results were not available during the inspection.
There was evidence in the clinical files that patients had treatment plans explained to them and that, if they were
detained, they were informed of their rights under the Mental Treatment Act 1945.

RECORDS
Detailed records are contained in a clinical file and separate nursing notes.
The clinical files were legible and up to date. Titles of professionals recording in the notes were not always
included. There were entries in the files from other mental health professionals. There was a treatment plan in each
of the files and there were regular progress reports on these treatment plans.
The system for prescribing and recording medication was excellent. The drug was always legible and the
prescription was always dated and signed by the doctor. The dose intervals were clearly written and the
administration sheet was legible.
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ENVIRONMENT
This was a new unit. The décor was excellent with access to an outdoor garden and comfortable and homely
rooms.

RISK MANAGEMENT
There is a policy on risk management. All staff are trained in control and restraint. There is a high observation area
on the unit. There is currently one patient in the high observation area on a long term basis. Other treatment
options are currently being sought for this patient.
Seclusion is used in the high observation area. This is authorised by a consultant psychiatrist and reviewed by
NCHD. The seclusion record was up to date.
There is an alarm system in place. There is a policy on patients missing from the unit. The external door is locked
only at night.

ST. CANICE’S HOSPITAL, KILKENNY
2.

LONG TERM CARE

Date of Inspection:

4th October 2004

Function of Unit:

Continuing Care of Elderly Patients

REFERRAL AND ADMISSION TO SERVICE
This is an integrated ward for the elderly. Many residents have physical problems and some are terminally ill. Some
patients have returned from hostels, others are new admissions to the ward.

CARE PLAN
There are nursing care plans in place. There is no multidisciplinary input into this ward. The main focus of care is
meeting physical care needs including those of patients who are terminally ill. Physical reviews are completed twice
yearly by the NCHD.
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NURSING PROCESS
The Peplau’s model of nursing is used on the ward. There are plans for this ward to be self staffing to ensure
continuity of care.

ACCESS TO THERAPY AND TREATMENT
There are consultant led meetings with twice weekly contact from the non-consultant hospital doctors (NCHD).
There is no input from a psychologist, social worker or occupational therapist into this unit. An aromatherapist
visits weekly.

ACCESS TO THERAPEUTIC PROGRAMME
The ward has access to a wheelchair accessible minibus for off site activities. There is a range of recreational
activities provided and a ward meeting is held each Saturday.

WARD MANAGEMENT
Staff have access to necessary equipment for moving and handling. There are two full time wheelchair users in the
ward.

RECORDS
The progress notes in the patients’ clinical files were not always dated and there was no patient identifier on
continuation notes. Otherwise the clinical files and medication sheets were satisfactory.

ENVIRONMENT
Décor and hygiene were of a suitable standard. The ward was wheelchair accessible. The ward had an open door
policy.

RISK MANAGEMENT
No seclusion or restraint was used on this ward. Risk management was mainly associated with moving and
handling patients. There appeared to be an appropriate level of lifting equipment in place.
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3.

ST. JOSEPH’S WARD

Date of Inspection:

4th October 2004

Number of Clients:

24 Beds – Integrated

Function of Unit:

Continuing Care of Elderly Patients.

REFERRAL TO SERVICE
Patients are referred from the community residential programme and from community mental health nurses
(CMHN). Some patients are referred for planned respite care.

PROCESS OF ADMISSION TO SERVICE
There is no admission policy in this ward. People with an intellectual disability are not admitted. All assessments are
carried out by the consultant psychiatrist or the CMHN involved in the patients’ care. All patients have a physical
examination on admission.
The decision to admit is made by the consultant psychiatrist in discussion with the community nursing staff and
ward staff. The patient’s General Practitioner and the patient’s family are informed of admission.
Treatment plans concentrate on physical needs.

CARE PLAN
Care is provided on this ward by medical or nursing staff. There is access to a physiotherapist and chiropodist.
There are care plans for the patients and they are reviewed every three months.
There is a weekly meeting, which concentrates mainly on physical issues. This meeting is attended by medical and
nursing staff.
Families are encouraged to meet with the staff when they visit the ward, otherwise there are no initiatives to gain
family views. Patients’ views are sought where possible.
If a patient is discharged to the community the CMHN liaises with the ward and plans the patient’s discharge.
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NURSING PROCESS
The Peplau nursing model is used on the ward. There is no key worker system. This ward has central rostering for
nursing staff and staff change every two months.
There are no formal observation levels. All staff wear name badges.

ACCESS TO THERAPY AND TREATMENT
There is no psychologist, occupational therapist or social worker on this ward. There is one consultant psychiatrist,
who is supported by non-consultant hospital doctor (NCHD). During the day there are four staff on duty and two
nurses on duty at night.
Medication is not given without consent on this ward.

ACCESS TO THERAPEUTIC PROGRAMME
There is no therapeutic programme on this ward.

WARD MANAGEMENT
There are no transfers due to bed shortages. There are difficulties with the general layout of the ward and there
are plans for early next year to move to another ward within the hospital. This would provide five respite and
twenty-five beds.
There are drinks available during the day and small snacks as well. Mealtimes are at the usual times and at regular
intervals.
There is no ward clerk or phlebotomist available on this ward
Patients are escorted to appointments off site. There is an open visiting policy.

INFORMATION
There is a complaints procedure in place. Most of the comments are verbal but there are times when written
complaints are received.
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RECORDS
There is a single clinical file in which all staff write. It is up to date and legible. Medication charts are satisfactory.

ENVIRONMENT
The environment was unsatisfactory and very restrictive for the needs of this patient group. As stated earlier there
are plans to move to another ward within the hospital.

RISK MANAGEMENT
There is no clinical risk management policy in place. There is very little aggression on the ward. Mechanical restraint
is not formally used although some chairs have Velcro on them which restrict people’s movement. Staff are trained
in control and restraint techniques.
There are incident forms for serious incidents.
There are only two personal alarms available so not all the staff carry an alarm.

CARLOW
ST. DYMPNA’S HOSPITAL
1.

ST. PATRICK’S WARD

Date of Inspection:

5th October 2004

Number of Beds:

19 Beds, Male

Age Range:

25 Years to 83 Years

Function of Unit:

A Long Stay Ward

PROCESS OF ADMISSION TO SERVICE
There are no direct admissions to this ward apart from two hostel residents who are well known to the service. All
decisions to admit or transfer to this ward are made by a consultant psychiatrist. The consultant psychiatrist sees
newly admitted or transferred patients within twenty hours of transfer.
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CARE PLAN
There is a policy on care planning. Multidisciplinary team meetings on care planning do not routinely occur.
Management is decided by the medical and nursing staff. Discharge planning is not considered applicable.

NURSING PROCESS
Nursing staff use a model of care based on Peplau and Orem nursing models. There are two nurses on duty by day
and two household staff. There is one nurse on duty at night. There is some continuity of nursing care as three of
the nursing staff are continuously based in this unit. There is no formal key nurse system.
There are no recognized levels of observation. Nursing staff wear identification badges.

ACCESS TO THERAPY AND TREATMENT
Psychologists, social workers and occupational therapists do not attend the ward routinely but patients are referred
if necessary to these services.
There is one consultant psychiatrist with responsibility for this ward. The non-consultant hospital doctor (NCHD)
attends the ward twice a week and on request. Medication is not given without consent.

ACCESS TO THERAPEUTIC PROGRAMMES
All patients in this unit are encouraged to attend to their own personal hygiene and social skills. These skills are
reinforced in the Dolmen Centre, where eleven patients from this ward attend daily. Emphasis is placed on regular
social skills allied to recreational and therapeutic activities. The Dolmen Centre is on the floor above the unit and is
an activation centre for residents in the hostels and this ward.
There is no formal ward programme. There are some activities such as laundry, unit household work, writing skills
and gardening.

WARD MANAGEMENT
Patients may be transferred to other wards in the hospital due to increasing nursing care needs. On the day of
inspection two such patients were awaiting transfer. Other patients may be transferred to the Department of
Psychiatry in Kilkenny if they became acutely unwell or require electroconvulsive therapy.
Meals are at usual times and household staff supply snacks and drinks on request.
There is no ward clerk or phlebotomist.
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Most patients have free access from the ward but some patients need to be escorted by staff. There is an open
visiting policy.

INFORMATION
There are service information leaflets available. This includes details on patient charter, freedom of information and
a complaints policy. There is no suggestion box but this has been requested. A ward community meeting with the
patients is being considered.
A patient interviewed stated that he was satisfied with care. He felt he and his family were involved in his care
planning. He said he sees his consultant every few months but was pleased with his level of contact with the
NCHD. He goes to a meeting to discuss his care about once a year.

RECORDS
The patients’ clinical files were legible. They did not contain progress reports from allied health professionals, but
did contain a treatment plan. The care plan is evaluated every two months. There are weekly entries by nursing
night staff and fortnightly entries by day staff.
Consultant psychiatrist review of patients was infrequently recorded in the file. Nursing staff were pleased with the
level of medical input. In the file of a detained patient there was evidence that legal status was reviewed regularly.
The reason for not admitting the patient voluntarily was clearly stated. There was no evidence of a second opinion
being sought.
Medication prescriptions were satisfactory although generic names of medication were not used.

ENVIRONMENT
The ward had just relocated the week prior to inspection and was still being renovated. St. Patrick’s ward was
situated on the ground floor and on the right wing of the hospital complex. The nursing office was centrally
located. The office was small but the staff were satisfied with it. The dining room next door was used to meet with
families.
There were three single bedrooms, one double bedroom and two large seven-bedded rooms with en-suite toilet.
There was a visitor’s room, store area and clinic room, a kitchen, two large sitting rooms, one smoking and one
non-smoking and a large dining room. The dining room doubled up as the games room with a pool table. The
clinic room was used as an interview room for the medical staff.

306

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | South Eastern Area (South Eastern Health Board)

RISK MANAGEMENT
A policy on risk management is available. There is a policy on managing aggression. Patients’ belongings or rooms
are not searched.
There are no seclusion facilities and restraint is not used. There is an alarm system, the response coming from staff
within the hospital. There is a policy on patients missing from the ward with a formal search procedure.

2.

ELDERLY CARE WARDS

Date of Inspection:

5th October 2004

Function of Ward:

Continuing Care Of Elderly Patients

REFERRAL TO SERVICE
People are referred to the service from the Department of Psychiatry, nursing homes and community hostels.

PROCESS OF ADMISSION TO SERVICE
There is no admission policy for this ward. The consultant psychiatrist makes the decision to admit a patient. There
are no children under the age of 16 years or patients with an intellectual disability admitted.
The consultant psychiatrists carry out any assessments on patients referred to this ward. Patients admitted to the
ward have a physical examination carried out.
There appears to be no contact with a patient’s General Practitioner (G.P.) about transfer to the ward. The patient
is informed that they are being admitted or transferred to the unit. The patient’s family are informed of the
admission and a collateral history is taken if this is appropriate. There is an initial treatment plan drawn up by the
nursing staff and consultant psychiatrist.

CARE PLAN
Care on this ward is provided by nursing and medical staff. There is access to an occupational therapist and a
physiotherapist.
The non-consultant hospital doctor (NCHD) visits the ward daily but there are no multidisciplinary team meetings.
There are no documented care plans. The emphasis is on patients’ physical needs.
Family members meet staff on visits but other than that there is no involvement with family members.
Patients are seldom discharged from this unit.
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NURSING PROCESS
There is a combination of Orem and Peplau nursing models in use on the ward. There is no key worker system and
nursing care is on a team nursing approach. Staff are allocated to the ward from a central roster. There are no
recognised levels of observation on this ward. There are five nursing staff on duty during the day and two nurses
on duty at night. All staff wear name badges

ACCESS TO THERAPY AND TREATMENT
There is only minimal occupational therapy input to the ward. Patients do not have access to a psychologist or
social worker and there are no other counsellors available. There is a consultant psychiatrist with responsibility to
this ward but the NCHD has most contact with the patients. Patients are transferred to the general hospital, if
required, for their medical and surgical needs.
There is no policy with regards to giving medication without consent.

ACCESS TO ACTIVITIES
There is minimal input to the ward from an occupational therapist. The emphasis of care is on physical care and
keeping patients mobilised. A number of patients attend the Dove Centre within the hospital.

WARD MANAGEMENT
There are no transfers to other hospitals or to other wards in this hospital.
Mealtimes are at the usual times throughout the day and there are snacks during the morning and afternoon.
Patients are not able to make their own snacks or drinks on this ward.
There is no ward clerk on this ward. The NCHD and the nursing staff provide phlebotomy services.
Patients leaving the ward are escorted by nursing staff. The external doors are locked for safety reasons. There is an
open visiting policy to this ward.

INFORMATION
There are no formal procedures for obtaining patients’ views on the service. There is limited availability for family or
carers to give their views. There are no suggestion boxes within the ward. There are no information leaflets or
booklets available for patients’ families or carers. There is a complaints policy in place and complaints are
investigated initially at ward level but are referred to management if this is appropriate.
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RECORDS
The patients’ clinical files are reasonably well kept. Some signatures in the files are illegible. There is a treatment
plan identified but there are minimal progress reports. Significant events only are recorded in the nurses’ notes.
There are no daily reports.
The medication Kardex system is satisfactory. Medications are legibly prescribed, signed and dated.

ENVIRONMENT
Generally the ward was clean and tidy and appropriate for the needs of these patients.

RISK MANAGEMENT
There is no policy on clinical risk management. There are very few episodes of aggression in this unit. Staff are
trained in de-escalation techniques. There is no seclusion on this ward.
There is one special chair on this ward which has a safety strap that is used for one particular patient.
There is a policy on patients missing from the ward.

3.

CLANN NUA REHABILITATION TRAINING UNIT

Date of Inspection:

5th October 2004

Function of Unit:

Rehabilitation Unit.

REFERRAL TO SERVICE
All referrals to the service are known to the Carlow Mental Health Services. Most referrals are patients who have
been in hospital care for a prolonged period of time.

PROCESS OF ADMISSION TO SERVICE
An admission policy is in place. When a patient meets the criteria for admission to the rehabilitation unit they are
accepted. On admission introductions are made to the staff and the patient is allocated a key worker. This key
worker works closely with the patient throughout their stay. The General Practitioner is notified and contact with
the family is encouraged. Family members are kept informed of progress throughout the patient’s stay.
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CARE PLAN
There is a structured rehabilitation programme in place on this unit. Each patient is expected to undertake this
programme and the ethos is around care that provides a structured environment which will allow the individual to
reach their maximum potential. The unit itself is predominantly staffed by nursing and medical staff. However there
is access to other members of the multidisciplinary team. The key worker is responsible for keeping the care plan
up to date.
The rehabilitation programme links in with other community services. There is a strong emphasis on encouraging
people to gradually commence on a structured daily programme. The unit works in partnership with other services
within the vicinity such as the Dolmen Centre, Dove Centre or the Castle Hill Training Service.

ACCESS TO ACTIVITIES
Once a patient is admitted to the unit they are gradually introduced to a structured rehabilitation programme.
There are a number of linked activities all encouraging patients to reach their full potential.

UNIT MANAGEMENT
There are eight beds which people can access through the referral system and there is one crisis bed within the
unit. Patients are encouraged to partake in cooking for the unit and therefore have a large influence on their
menu. Patients also participate in other household routines.

INFORMATION
All patients have an individual file in which all disciplines write. Files are clear, legible and up to date. Progress
reports pertain to the rehabilitation programme.

ENVIRONMENT
The environment was conducive to promoting independent living. All patients had their own room and there were
various communal facilities within the unit. There were plans to extend this unit in the near future. The standard of
hygiene was excellent and the décor was good.
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4.

GREENBANKS HOSTEL, CARLOW

Date of Inspection:

5th October 2004

Number of Beds:

14

Function of Hostel:

Continuing Care And Respite Care

REFERRAL TO SERVICE
Referrals to this hostel come from the Carlow/Kilkenny mental health services.

PROCESS OF ADMISSION TO SERVICE
There are fourteen beds within Greenbanks Hostel. Eight beds are dedicated for crisis admissions and respite care.
The other six beds are described as being long stay rehabilitation beds. The respite beds are for patients who
experience episodic crisis and require a short period of recovery and support until the crisis has been resolved.
Patients who require long stay / rehabilitation beds must be willing to enter and participate in a structured
rehabilitation programme which facilitates their return to the community.
Patient who avails of this facility are known to the service sector team and may have had short admissions to acute
services. All patients who are in a crisis bed are formally assessed the next morning in the day hospital and their
care discussed with a consultant psychiatrist. Crisis interventions at Greenbanks are of a short duration. The long
stay beds are available to patients of the Carlow catchment area of the Carlow/ Kilkenny Mental Health Service.
There is a discharge planning policy.

CARE PLAN
A patient admitted for respite care is assessed the next working day by staff in a day hospital. Care plans are
discussed with the consultant psychiatrist. Patients accepted for respite are expected to conform to the programme
of the unit. Patients who have longer term needs partake in a structured rehabilitation programme. There is a
nursing care plan completed on admission to the unit. The patient’s General Practitioner (G.P.) is notified of the
admission and the patient’s family, if appropriate.
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ACCESS TO THERAPY AND TREATMENT
As previously stated there is a structured rehabilitation programme within this hostel and it is compulsory for longer
term residents to adhere to this programme. The rehabilitation programme is predominantly nurse-led but there is
input from medical staff and various therapists. There is access to psychology, social work and occupational
therapy. Every patient participates in the programmes in the day hospital, Dolmen Centre, Dove Centre or in
employment arranged through the Castle Hill training services. There are also leisure facilities and activities for
patients to partake in. All patients are involved in preparing meals within the hostel.
Contact with relatives and friends is encouraged and families are free to visit the hostel. However visiting hours are
only during the day. There are no visitors allowed at night.

RECORDS
There is one set of clinical files for the patients during their stay in this hostel. All disciplines record their
interventions in these files. The files are legible and up to date. The progress reports relate to the rehabilitation
programme that is in operation within this unit.

ENVIRONMENT
This was a fourteen bedded house situated in the community. It was of appropriate size and extremely well
decorated. It was clean and well maintained. There was a good balance between communal areas and private
space. There was some sleeping accommodation on the first floor but there were adequate fire escapes from the
upstairs part of the house. All the bedrooms were individual and the patients were allowed to keep their own
possessions.
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RECOMMENDATIONS
CARLOW/KILKENNY CATCHMENT
ACUTE UNIT, ST. LUKE’S HOSPITAL
1. A weekly community meeting should be established to allow patients to express their views about the
service and to make suggestions for improvements.
2. A suitable placement should be found for the patient currently occupying the high observation lounge.

ST. CANICE’S HOSPITAL & ST. DYMPNA’S HOSPITAL, ELDERLY CARE WARDS
1. The future of these wards must be decided in the context of a comprehensive plan for the care of elderly
patients with mental illness or disturbed behaviour due to dementia.
2. All elderly patients with mental illness or disturbed behaviour due to dementia should be under the care of a
specialist mental health service for the elderly.
3. Arrangements must be put in place for patients to have access to a General Practitioner for their medical
care needs.
4. All patients should have their future care and accommodation needs assessed.
5. Patients should have access to all members of a full multidisciplinary team.
6. Units should be self staffing to promote continuity of care.
7. A key worker system should be put in place.
8. All necessary equipment and facilities for the nursing of elderly patients must be provided.
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ST. PATRICK’S LONGSTAY WARD, ST. DYMPNA’S HOSPITAL
1. Patients in this ward should be under the care of a specialist rehabilitation team.
2. All patients must have their future care and accommodation needs assessed.
3. Each patient should have access to an individual needs based therapeutic activity programme.
4. Ward meetings should be organised so that patients can give feedback on their care.
5. A key worker system must be put in place.

CLANN NUA REHAB TRAINING UNIT
1. The unit should be under the care of a full multidisciplinary rehabilitation team.
2. Carers should be involved in care delivery where appropriate.

GREENBANKS HOSTEL, CARLOW
1. The function of Greenbanks Hostel needs to be defined. Currently it functions as a high support hostel, a
respite care centre and a unit for crisis admissions. It is difficult for the nursing staff to adequately meet the
needs of these diverse patient groups.
2. The unit should be under the care of a full multidisciplinary rehabilitation team.
3. The patients should be involved as far as possible in their care plan and discharge plan as well as having the
opportunity to give opinions about the service they receive.
4. Any unit providing residential assessment or treatment for mental illness must be approved under the 1945
Mental Treatment Act and subsequently approved under the Mental Health Act 2001.
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INTRODUCTION
Mental health services in the HSE Mid-Western Area cover Counties Limerick, Clare and North Tipperary, although
the services to North Tipperary are split between the Mid-Western Area and the South Eastern Area. The total
population is 339,591 and is similar in age profile to the national average. (Table 1)

Table 1: Population Profile in the HSE Mid-Western Area
Total Population

Over 16

Over 65

Under 16

Under 18

Clare

103,277

78,771

12,220

24,506

27,931
(27%)

Limerick

175,304

136,830

19,084

38,474

44,166
(25%)

61,010

46,648

8,189

14,362

16,421
(27%)

339,591

262,249
(77%)

39,493
(11.6%)

77,342
(22.7%)

88,518
(26%)

77.3%

11.1%

22.7%

25.6%

N. Tipperary
Total
National Age Profile

Mental health services in the HSE Mid-Western Area are organised around the traditional mental hospitals which
served the area. There are three catchments, Clare, with a population 103,277, Limerick, with a population of
175,304 and North Tipperary with a population of 61,010. The population growth and the development of general
medical services in the area make this historic division no longer suitable. The suburbs of Limerick City now
encroach into the Clare catchment, so that patients from these suburbs must access mental health services in
County Clare. The population in North Tipperary must access inpatient mental health care in Clonmel while
inpatient care in all other medical specialties is based in Nenagh or Limerick. Having a management structure that
is split between the HSE Mid-Western Area and the HSE South Eastern Area further complicates the situation for
the North Tipperary mental health services. A resolution to this unsatisfactory situation, which must include the
transfer of resources from the South Eastern mental health service to the Mid-Western mental health service, has
been often discussed but not yet reached.
The existing catchments of Clare, Limerick and North Tipperary should be regarded as one catchment for the
development of all specialty services. This will ensure that services are based on current population patterns rather
than on historic catchments.
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Funding allocated for the mental health service in 2004 was in excess of €54.3m (Table 2). This excludes funding
for some of the costs of the North Tipperary service that are included in the HSE South Eastern Area. The funding
allocated in 2003 to the adult mental health services was almost €50m and slightly more than this was spent. The
allocated budget for child and adult mental health services in 2003 was €2.4m, but only €1.64m was spent. This
significant under-expenditure related in part to the fact that 11 posts which were funded and approved remained
vacant.
Table 2: Funding of the Mental Health Services
Allocation 2003

€ Spent
2003

€ Allocation
2004

48,994,089

50,151920

51,441,946

2,393,458

1,637,474

2,502,798

380,117

380,017

439,402

51,767,664

52,169,411

54,384,146

Clare

Limerick

Nth. Tipp

78,771

136,830

€21.8m

€27.5m

216

272.5

13

56

167

20

114

0

453.8

632

Adult Mental Health Services
(excl, some costs of the North Tipperary MHS)

Child and Adolescent Mental Health Services
Mental Health Services for persons with Intellectual Disability
Total

Table 3 gives information on funding, available beds and inpatient activity.
Table 3: Catchment Resources and Inpatient Activity

Catchment Population (over 16)
Funding (2004)
Total Psychiatric Nurses
Beds
24-Hour Staffed Residential Places

148

46,648
1

€2.143m

Admission Rate 2003 (per 100,000 over 16: national avg. 760.4)

685.5

Certification Rate 2003 (per 100,000 over 16: national avg. 80.4)

100.3

77.5 Not available

New Long Stay 2003

1

19 Not available

Inpatient Suicide 2003

1

1 Not available

1

Excludes cost of inpatient care

2

Excludes admissions by the Mental Health Service for the Elderly
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MULTIDISCIPLINARY TEAM STAFFING
The range and number of specialist teams required in the Mid-Western Area is outlined in Table 4. Each team
should have, as a minimum, one each of the core disciplines of the multidisciplinary team - consultant psychiatrist,
clinical psychologist, social worker, occupational therapist - and a sufficient number of nursing staff to provide
enhanced community-based care. All teams will require additional therapists, such as family therapists, family
support workers, addiction counsellors, bereavement counsellors and cognitive behavioural therapists.
Particular specialties will also require either additional numbers of core disciplines or additional special therapists,
e.g. urban teams may require additional social workers, rehabilitation teams will require additional occupational
therapists and mental health teams for children and adolescents and for those with an intellectual disability will
require additional clinical psychologists, occupational therapists and speech and language therapists.

Table 4: Recommended Range of Specialist Services and Teams Comhairle na nOspidéal 2005
Total Population: 339,591; Population over 65: 39,493
Minimum
Recommended
MH Teams

Number of
Teams
Present

13

11

3-4

2

Rehabilitation (1 per 100,000 total population)

3

1

Child and Adolescent (1 per 50,000 population)

6

4

Adult Intellectual Disability (1 per 100,000 total population)

3

1.5

Child and Adolescent Intellectual Disability (1 per 200,000 total population)

2

0.5

Liaison

1

1

General Adult (1 per 25,000 total population )
Elderly (min.1 per 15,000 elderly)

The multidisciplinary staffing of community mental health teams is better developed than in many regions,
although there are discrepancies in the allocation of some professionals to the different teams. (Tables 5 & 6)
Occupational therapists are under-represented with fewer than eight posts in total. This shortage is particularly
acute in Limerick and North Tipperary. Limerick has less than two occupational therapists, while it would need a
minimum of seven, and North Tipperary has none, while it would need a minimum of two.
It is essential that team structures are established to ensure effective team functioning. All multidisciplinary staff
must have a clear team assignment so that the different professionals do not work in isolation from each other.
Team systems must be put in place to ensure a single point of referral, appropriate triaging of referrals and
appropriate emergency response pathways. Assessment, care planning and care implementation should have
multidisciplinary team input.
The Mid-Western Area has a rich nursing resource, with a total of 501 nurses in post. However, significant numbers
of nurses continue to be employed in St. Joseph’s Hospital in Limerick, which has 118 long-stay beds and the
staffed community residential programme is also a significant drain on the nursing complement. The current
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requirement to have a minimum of two nurses on duty at night in each staffed residential unit in Clare,
independent of the number or needs of residents, is neither cost-effective nor an appropriate use of nursing skills.
Few nurses are available to the community mental health teams in all specialties (Tables 5 & 6). This lack of nursing
staff hinders the development of active, community-based treatment programmes, such as home-based care and
assertive outreach care and increases the reliance on inpatient beds.
Table 5: Community Mental Health Team Staffing of Specialist General Adult Mental Health Services
Clare

Limerick

Nth. Tipp

78,771

136,830

46,648

Consultants

4

5

2

Psychologists

4

7

3

Social Workers

4

4

2

Occupational Therapists

4

1.6

0

Team Psychiatric Nurses

11

5

2

Total Psychiatric Nurses

216

272.5

13

Cognitive/Behavioural Therapists

0

0

0

Family Therapists

0

0

0

Addiction Counsellors

4

3

1

Catchment Population (over 16)

The utilisation and deployment of the nursing resource needs to be reviewed to allow the provision of sufficient
community-based nursing staff on community mental health teams. The staffed community residential programme
in Clare and Limerick must have an appropriate skill mix to ensure that nursing skills are not being wasted. Nursing
staff must be facilitated in acquiring additional skills to prepare them for new roles and, once such skills are
acquired, staff must be assigned to community mental health teams where these new skills can be used.

GENERAL ADULT MENTAL HEALTH SERVICES – LIMERICK AND CLARE
There is a shortfall in the number of community mental health teams in general adult psychiatry in the Limerick
catchment. At present there are five teams, while a minimum of seven is required. This shortfall is critical and
affects Limerick City in particular, where two of the sectors have populations of 45,000. Limerick City, in addition
to containing a number of areas with high deprivation levels and high rates of substance abuse, also has a large
third level student population, which requires a coordinated service. The existing teams in the Limerick services are
not fully staffed and there are significant shortfalls in the number of social workers and occupational therapists.
The admission unit for the Limerick services is Unit 5B in the Mid-Western Regional Hospital Limerick. However,
there are recognised design faults in this unit, including the lack of a high observation unit. As a result, patients
who are acutely disturbed in the context of an illness relapse are transferred from Unit 5B to St. Joseph’s Hospital.
Plans have been drawn up to redevelop Unit 5B to address these design faults and this process should be
expedited.
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In 2003, there were fifteen admissions of adolescents under the age of 16 to the acute admission unit in Limerick.
Of particular concern is the plight of one young adolescent with autistic spectrum disorder who has been
inappropriately placed on the adult unit for over two years. This is unacceptable and an appropriate placement
must be found as a matter of urgency.
The admission unit for the Clare services is the relatively new acute psychiatric unit in Ennis General Hospital. It
contains a high observation unit for the care of people who are acutely disturbed. There are currently nine beds in
the high observation area but there are plans to reduce this number.
The community mental health teams in Clare are better staffed than in many areas. However, the certification rate
for the catchment is over 100 certifications per 100,000 population over the age of 16 and is higher than the
national average of 80.4. The admission rate for alcohol related disorders is also very high - 135 per 100,000
population over the age of 16, in comparison to 54 for Limerick.
Both catchments should put in place systems to ensure the efficient functioning of community teams, even in the
presence of staffing deficiencies. The measures outlined earlier should be implemented, including a single point of
access to each team and appropriate triaging of all referrals. The mental health service in Clare should develop and
implement policies to end the practice of admitting for simple detoxification. All involuntary admissions should be
audited to identify factors contributing to detention. Measures should then be put in place to reduce the risk of
further involuntary detentions of identified patients and to reduce the risk of detention for new patients. Both
services must develop bed management policies to end the practice of transfers due to bed shortages.

NORTH TIPPERARY
The unsatisfactory situation regarding the North Tipperary services must be resolved as a matter of urgency. The
appropriate resources must be transferred from the South Tipperary mental health service and these resources must
relate to both the community and the inpatient components of the service. Management of all aspects of the
service must revert to the HSE Mid-Western area, so that services in North Tipperary can develop in conjunction
with services in Limerick. Admissions to Clonmel should cease and those requiring inpatient care should have these
services available to them in the acute unit in Mid-Western Regional Hospital Limerick.
The size of the North Tipperary sector lends itself to the development of an advanced community-based model of
mental health care, with active community-based treatment programmes including home-based care. The sector
population of 61,000 could be served by one large multidisciplinary community mental health team with a
minimum of two consultant psychiatrists, two clinical psychologists, two social workers and two occupational
therapists. The number of community-based nursing staff will need to be increased significantly to allow a homebased nursing service to develop. A range of additional therapists such as family therapists, addiction counsellors
and bereavement counsellors should also be assigned. The organisation of staff into one team will have the
advantage of making it possible to provide a broader range of therapies and to give an element of patient choice.
With the development of a comprehensive multidisciplinary community mental health service the North Tipperary
sector will be ideally suited to the piloting of a crisis-house development to decrease dependence on traditional inpatient care. Patients with acute episodes of illness, which cannot be managed safely at home, could be treated in
such a development, with the more severely ill being treated in the acute psychiatric unit in Limerick. There are
plans for a 24-bed acute inpatient facility in Nenagh, with 22 beds for general adult mental health service and 2
beds for the mental health services for the elderly. This plan should be reviewed in the context of a developing

319

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | Mid-Western Area (Mid-Western Health Board)

comprehensive community-based service. While awaiting the development of local facilities, admissions from North
Tipperary should be accommodated in the acute unit in Limerick and admissions to Clonmel should cease.

Table 6: Community Mental Health Team Staffing of Additional Specialty Services
HSE Area Staffing
of Specialty Teams

MHS for
the Elderly

Rehab
MHS

C&A
MHS

Adult ID
MHS

C&A ID
MHS

Liaison
MHS

Forensic
MHS

Consultants

2

1

4

2

0

1

1

Psychologists

1

1

2

0

0

0

0

Social Workers

2

1

1.5

0

0

0

0

Occupational Therapists

1

1

0

0

0

0

0

0

0

0

0

0

5

0

0

3

0

Speech & Language
Team Psychiatric Nurses

5

4

LIAISON MENTAL HEALTH SERVICE
There is a liaison mental health service to Mid-Western Regional Hospital Limerick, which is currently staffed by one
consultant psychiatrist and three nurses. In addition to providing specialist input to services in the hospital, the
team assesses all mental health referrals to the Accident and Emergency Department. This development has had
the effect of reducing the number of admissions. There is a crisis nursing service available seven days a week
between 4pm and 4am and it is planned to extend this service so that it is available from 9am to 4am on
weekdays. This development is to be welcomed. The team requires a clinical psychologist and social worker to
complete its core staffing.
There is a pilot nurse triaging service to the Accident and Emergency Department in Ennis, which liaises with all
community mental health teams.

ADDICTION SERVICES
While there are addiction counsellors attached to most teams, there is no community-based addiction service. This
places additional pressure on the general adult mental health services and no doubt contributes to the high rates
of admissions for people with a primary diagnosis of alcohol abuse, particularly in Clare. All alcohol related
admissions should be audited to ensure that patients are not being routinely admitted for uncomplicated alcohol
detoxification.
A community-based addiction service that addresses problems of both alcohol and drug misuse should be
developed for both catchments.
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MENTAL HEALTH SERVICES FOR THE ELDERLY
There is an under provision of mental health services for the elderly in the HSE Mid-Western Area. Two under
staffed teams are present, while the number of elderly in the region requires 3-4 teams. The existing team, based
in Limerick, is seriously under-resourced with no occupational therapist, 0.5 social workers and only two
community-based nurses. It admits to St. Camillus’s Hospital, a facility that is not designated under the 1945
Mental Treatment Act. The team in Clare is also under-resourced, with no clinical psychologist and only 3
community-based nurses. There are five designated beds for the elderly in the acute unit in Ennis Hospital.
The two existing community mental health teams for the elderly must have their staffing increased to the required
level and two additional teams are required for the region. The availability of additional community-based nursing
staff is particularly urgent in order for the teams to be able to provide a true community-based service. All inpatient
facilities used for the assessment and treatment of elderly people with mental illness or disturbed dementia must
be designated under the 1945 Act and subsequently registered as Approved Centres under the 2001 Act.

REHABILITATION MENTAL HEALTH SERVICES
There is only one rehabilitation service in the region while a minimum of three is required. The lack of rehabilitation
services is particularly critical for Limerick and undoubtedly contributes to the ongoing survival of St. Joseph’s
Mental Hospital. It also places additional burdens on busy general adult mental health teams and creates a risk that
people with severe and enduring mental illness are not receiving optimum care. The provision of a rehabilitation
service to North Tipperary is essential to allow the development of a community-based service and to end
dependence on long-stay beds in Clonmel. Long stay patients in Clonmel should be provided with community
placements in North Tipperary and sufficient staff must be deployed to care for them.
There are 154 staffed community residential places in Limerick and 148 in Clare. There are none serving the North
Tipperary area. The absence of rehabilitation services in Limerick increases the risk that residents in these units are
not receiving the focused rehabilitative input that is necessary to promote maximum independence. Many of the
staffed residences in Clare were developed in the context of the recent closure of Our Lady’s Hospital in Ennis. With
no time provided to purpose-design and build the necessary facilities prior to the closure, existing facilities had to
be used. As a result, a number of residences are too large to promote domestic-style living. One has 20 places,
another has 29 and one contains 44.
A significant number of persons with intellectual disability who were discharged to community facilities from longstay care in Our Lady’s Hospital continue to be cared for by the mental health service. These people should be
under the care of the intellectual disability service and have access to a specialist mental health service for persons
with intellectual disability.
At present, all staffed residences in Clare are required to have a minimum of two nursing staff on duty. Unless this
staffing is necessary because of the care needs of residents, it is an ineffective use of nursing resources and
diminishes the availability of nurses to staff community teams.
Two additional fully staffed multidisciplinary teams in rehabilitation are required for the Limerick/North Tipperary
region. The hostel programme in Clare needs to be reviewed and plans put in place to reduce the size of staffed
residences. The staffing of community residences must also be reviewed as a matter of urgency to ensure effective
use of nursing staff.
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CHILD AND ADOLESCENT MENTAL HEALTH SERVICES
At present, there are four child and adolescent community mental health teams but none has the appropriate
range or number of staff. There is a total of 1.8 clinical psychologists, 3.5 social workers, 5 community-based
nursing staff, no occupational therapists and no speech and language therapists. There is a number of approved
and funded posts which have not been filled. There is no designated inpatient unit for those under 16 and, in
2003, fifteen admissions of people under the age of 16 years occurred to the acute adult inpatient unit in MidWestern Regional Hospital Limerick. This practice is unfortunately continuing.
All vacant approved posts for this service must be processed as a matter of urgency and two additional teams are
required. The provision of appropriate inpatient care should be progressed as a matter of urgency.

MENTAL HEALTH SERVICES FOR PERSONS WITH INTELLECTUAL DISABILITY
At present, generic services for persons with intellectual disability are provided by the HSE and by five Voluntary
Agencies - the Brothers of Charity Limerick, the Brother of Charity Clare, the Daughters of Charity, St. Anne’s
Service in Roscrea and St. Joseph’s Foundation. Forty percent of persons in the Area attending the Intellectual
Disability Service are in receipt of mental health care. In addition, there are 12 people with intellectual disability
who are long stay patients in St. Joseph’s Psychiatric Hospital and a number of people with intellectual disability in
community residences in Clare, who remain under the care of the mental health service.
There are 1.5 consultants in the psychiatry of adult intellectual disability and 0.5 in the psychiatry of child and
adolescent intellectual disability. No information was available regarding the number of dedicated additional
multidisciplinary mental health care staff within the mental health service component of the intellectual disability
services. The HSE Mid-Western Area requires a minimum of three dedicated multidisciplinary teams in the
psychiatry of adult intellectual disability and three teams in the psychiatry of child and adolescent intellectual
disability. Each of these teams should have the necessary range of multidisciplinary staff assigned to them full-time.
There are no approved facilities for the admission of persons with moderate, severe or profound intellectual
disability who require inpatient care for mental illness. The region requires twelve beds for this group and an
additional eight beds for the treatment of people with moderate or severe intellectual behaviour who present with
challenging behaviour. These units must be approved under the Mental Health Act 2001.

FORENSIC MENTAL HEALTH SERVICES
A post of consultant in forensic psychiatry has been approved for the region. A full multidisciplinary community
mental health team must be developed so that services can be provided to Limerick prison and a liaison services
provided to all other specialty mental health teams in the region. The Mid-Western region requires a low secure
unit to provide inpatient facilities for prisoners with mental illness and for persons who need long-term inpatient
care because of enduringly disturbed behaviour. A site on the campus of St. Joseph’s Hospital has been identified
as being potentially suitable. The development of such a unit should be expedited.

322

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | Mid-Western Area (Mid-Western Health Board)

HSE – WIDE RECOMMENDATIONS
URGENT REQUIREMENTS
Discharge of the young adolescent from the acute psychiatric unit in Limerick, following urgent interagency development of an appropriate care plan
Closure of St. Anthony’s Unit in Ennis. All residents must have full multidisciplinary assessment of their
future care and accommodation needs and be transferred to more appropriate community facilities

RESOURCE NEUTRAL
Board-Wide
Development of an Area-wide policy on the management of acute intoxication and the management of
uncomplicated detoxification.
Development of policies to end the transfer of patients due to bed shortages.

ADDITIONAL STAFF AND/OR REVENUE REQUIRED
Repatriation of the full management of the North Tipperary mental health service to the HSE Mid Western
Area.
Transfer of the necessary resource from the South Tipperary mental health service to staff both the
community and inpatient component of this service.
Accommodation of acute admissions from North Tipperary in the Limerick unit until a local crisis house is
developed.
Development of a community-based addiction service.

A working strategy must be agreed with the HSE to achieve the following service developments within
an agreed time-frame:
Development of a home-based-care team in North Tipperary to minimise the number of admissions to
Limerick.
The full range of required multidisciplinary staff must be assigned to the following services:
• General Adult Mental Health Services
• Child and Adolescent Mental Health Services
• Mental Health Services for Intellectual Disability
• Mental Health Services for the Elderly.
Appointment of two fully-staffed multidisciplinary teams in rehabilitation psychiatry for Limerick/North
Tipperary.
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Appointment of two additional consultants in general adult psychiatry for Limerick.
Appointment of one additional team in the psychiatry of adult intellectual disability.
Appointment of two teams in the psychiatry of child and adolescent intellectual disability.
Appointment of two additional teams in the psychiatry of the elderly.
Appointment of two additional teams in child and adolescent psychiatry.

ADDITIONAL CAPITAL RESOURCE REQUIRED
Refurbishment of the inpatient unit in Limerick with development of a high observation area.
Crisis house in Nenagh for acute admissions from North Tipperary.
Community placements for remaining long stay patients in St. Joseph’s Hospital and for the North Tipperary
patients in St. Luke’s Hospital in Clonmel.

DEVELOPMENTS IN ASSOCIATION WITH OTHER HSE AREAS
Development of an inpatient unit for adolescents.
Development of a regional low secure unit in tandem with the development of a regional forensic service.
Development of a dedicated unit for people with disturbed behaviour in association with dementia.
Development of a dedicated unit for people with disturbed behaviour in association with intellectual
disability.

PRESENTATIONS
There were four service presentations made to the Inspectorate team.

LIMERICK
This initial presentation provided a comprehensive overview of the changes and developments in the Limerick
sectors. The liaison service presentation highlighted the impact of this service as reducing the rate of temporary
admissions and the integration of in-patient care, A&E and community services. The service provides an improved
care pathway to the user.
The presentation from the mental health service for the elderly highlighted the difficulties in providing a service
over a geographical area of 1000 square miles. Over 20,000 people are aged 65 and over. Despite the lack of a full
MDT, the service has initiated a number of research projects, which will have an impact on service delivery.
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1. The use of FACE (Functional Analysis of Care Environments) on old age population.
2. The effect of music / art therapy on behavioural disturbance in dementia.
3. Changes in the use of psychotropic medication in nursing homes 2000-2004.
4. Audit of referral letters and generic prescribing.

TIPPERARY NORTH RIDING
The three presentations reflected changes in practice to meet need. They included Behavioural Family Therapy,
Mental Health in Primary Care and Liaison Nursing Service. All three are in the early stages of implementation and
evaluation.

CLARE MENTAL HEALTH SERVICE
The presentation outlined the change in work practices following the closure of Our Lady’s Hospital, Ennis. It
concluded with the challenges ahead in providing a community based mental health service.

CHILD AND ADOLESCENT MENTAL HEALTH SERVICE
This team provided us with an overview of their service and the critical issues that impact on service delivery increasing demand, high number of unfilled staff posts and lack of in-patient accommodation.
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LIMERICK CATCHMENT
1.

ACUTE UNIT: 5B, MID-WESTERN REGIONAL HOSPITAL, LIMERICK

Date of Inspection:

14th October 2004

Number of Beds:

50

Function of Unit:

Acute Admission Ward In A General Hospital

REFERRAL TO SERVICE
Referrals to the service during normal working hours are seen initially by the relevant community mental health
team. Out-of-hours referrals are seen in the Accident and Emergency Department (A&E) by the liaison team.
Involuntary admissions come directly to the unit.

PROCESS OF ADMISSION TO SERVICE
The liaison team assess all new referrals to Accident and Emergency. This process includes a physical examination,
collateral history and initial management plan. All decisions to admit are cleared by the liaison team, a practice that
has reduced the number of admissions. The treating team consultant sees the patient within twenty-four hours of
admission.
Children under the age of 16 years of age are admitted to the adult unit. There is one 14-year-old male on the
ward for the past two years. He is supervised by one-to-one nursing and attends a school for children with Autism
on a daily basis in Ennis.
People with an intellectual disability are admitted to the unit in a crisis situation.

CARE PLAN
There is one clinical file used by all multidisciplinary team (MDT) members. However there is no formal MDT care
planning in place. There are weekly sector meetings in conjunction with daily reviews by key members of staff
involved. There is a formal discharge planning process which commences on arrival and involves a dischargeplanning group.
There are inadequate numbers of occupational therapists, social workers and clinical psychologists to support seven
sector teams.

NURSING PROCESS
The Orem King model of nursing is in operation. A key nurse is identified and is made known to each patient.
There are two levels of observation: general observation and one-to-one. All nursing staff wear name badges.
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There is an Assistant Director of Nursing (ADON) on site Monday to Friday. There are ten nurses on duty during the
day, with two of these being rostered to the bedroom area. There are six nurses on duty at night. There is a nurse
on one-to-one observation with the 14-year-old boy.

ACCESS TO THERAPY AND TREATMENT
A decision from the consultant psychiatrist is required to administer medication without consent. There is a written
policy regarding the administration of electroconvulsive therapy (ECT). There is a dedicated ECT nurse employed.
Consent is obtained by medical staff and nursing and medical staff provide explanation of the treatment.

ACCESS TO THERAPEUTIC PROGRAMME
There is a therapeutic group programme available on the unit which is coordinated by a Clinical Nurse Specialist. It
is facilitated by a number of multidisciplinary team members and includes a weekly community meeting. The
programme runs from Monday to Friday and includes a range of groups, focusing on practical skills and managing
one’s mental health.

WARD MANAGEMENT
Transfers to St. Joseph’s Hospital may occur if there is a bed shortage. Patients who pose a management problem
may also be transferred to Unit 10 in St. Joseph’s Hospital.
There is a policy in place that prevents the use of alcohol or illegal drugs on the unit. Searches of patients’
belongings and urine screening are conducted as appropriate.
Meal times are normal and include morning and afternoon snacks. Drinking water is available at all times.
The unit has a ward clerk and the sector NCHDs provide a phlebotomy service.
There are set visiting times. Access for patients off the ward is discussed at team meetings. The external door is
locked. This decision is taken on a daily basis by nurse management.

INFORMATION
An information leaflet is available on the ward. There is also a HSE Area feedback leaflet which provides
information on making a complaint.
Patient opinions are discussed at the weekly community meeting.

RECORDS
The charts reviewed were up to date and legible and contained elements of MDT feedback. They contained regular
progress notes and a clear treatment plan. Nursing notes were satisfactory. The basic information data held on
each patient is also available on a computer system.
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There is no seclusion room and nobody was receiving ECT on the date of the inspection.
A medication Kardex system was in operation.

ENVIRONMENT
The layout of the ward was very poor. It was a large single story unit attached to an acute general hospital. During
every period of duty two nurses were located in the dormitory areas to observe any patient that may have had
access to these areas. The introduction of this practice was necessary due to the poor design of the unit.
There was no high observation area, resulting in a high use of one-to-one nursing. Quiet space was limited. The
addition of a high observation area would allow the acute needs of patients to be managed within a specific, safe
part of the ward, allowing the rest of the ward to be open.
There were sufficient toilet and bathing facilities. The bedroom areas were a mix of dormitory style
accommodation. Each bed area had a curtained screen, which promoted some privacy. The rails were collapsible.
There was an enclosed courtyard that patients were encouraged to use.

RISK MANAGEMENT
All staff are trained in control and restraint techniques. Seclusion and mechanical restraint are not in use on the
unit. Patients who present with management difficulties may be transferred to St. Joseph’s Hospital.
All staff carry alarms. The response comes from other staff within the unit and also from security in the general
hospital.

2.

ST. JOSEPH’S HOSPITAL, LIMERICK

Date of Inspection:

14th October 2004

Function of Unit:

i) Continuing Care In Long Stay Wards,
ii) Admissions From Hostels,
iii) Overflow Admissions From Acute Unit

REFERRAL TO SERVICE
The patients in this hospital are described as long stay. The most recent admissions have been referred from the
Acute Unit in Limerick or have returned from hostel placements in the community. Unit 10 currently functions as an
overflow for the Acute Unit at Limerick Regional Hospital.
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PROCESS OF ADMISSION TO SERVICE
The decision to transfer a patient to this hospital is made by the consultant psychiatrist. The crisis nurse or the on
call doctor decides admissions to Unit 10. There are some referrals from the community into the elderly care wards.
All patients being transferred to or admitted to St. Joseph’s Hospital have a physical examination carried out by a
non-consultant hospital doctor (NCHD).
Children under the age of 16 years are not admitted to this hospital. Patients with an intellectual disability are
admitted to various wards.
There is very little multidisciplinary team discussion about admissions or transfers. The patient’s General Practitioner
(G.P.) is not informed of admission. The patient’s family are contacted for a collateral history if they are not present
at the time of admission or transfer.
Medical staff discuss the initial management plan with nursing staff. The consultant psychiatrist sees the patient
within twenty-four hours of admission.
There is no clear key worker system in place within the hospital. Nursing staff reported that the shift system does
not allow for this to happen. Patients are allocated a nurse on a daily basis.

CARE PLAN
The care plan is nursing and medical led. There is access to other members of the MDT but this tends to be on a
sessional or referral basis. There are no dedicated clinical psychologists, occupational therapists or social workers
available to these units.
A new system of care planning is about to be piloted on Unit 10. Currently there is no evidence that patients
participate in their overall treatment plan. There are weekly meetings for patient review. Treatment plans are
documented in the patients’ clinical files.
There is no formal discharge planning.

NURSING PROCESS
The Orem nursing model is used throughout the hospital. As already stated, Unit 10 is about to pilot a new care
planning model. If this is successful it will be introduced throughout the hospital.
There is no key worker system in place. The current practice is for the patient to have an allocated nurse on a daily
basis but this does not address the need to provide individualised care.
There are two observation levels in existence: general observation and one-to-one.
All staff wear name badges.
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ACCESS TO THERAPEUTIC ACTIVITIES
There is evidence of group work and recreational activities being provided in some of the wards within the hospital.
It is not linked to a care planning system.

WARD MANAGEMENT
There are no transfers of patients to other units due to bed shortages. Patients do not have their belongings
searched.
Meals are generally at normal times and there are plenty of opportunities for mid-morning and afternoon snacks.
Visiting times are flexible.
There is no ward clerk and the phlebotomy service is performed by the non-consultant hospital doctor (NCHD).
Each ward has an independent policy on locking the doors. In principle, patients are allowed free access outside.

RECORDS
There is a unitary record for each patient. The charts were accurate and legible. The entries were identifiable and
they contained progress reports from the occupational therapists, social workers and clinical psychologists.
Treatment plans and progress reports were in evidence.
The medication Kardex system is excellent. Medication is clearly prescribed and signed for. Administration of
medication is clearly recorded and signed by staff.

INFORMATION
There are regular meetings with the patient group on Unit 10 to discuss ward and other issues. This should be
replicated throughout the rest of the hospital.
There is a complaints policy in place within the hospital, which is clearly displayed throughout the various wards.
Most complaints are dealt with at ward level but some complaints are forwarded to management. There are
information leaflets available on display throughout the wards in the hospital.
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ENVIRONMENT
There were some access difficulties throughout the hospital. A number of the wards were on first or second floors,
which were accessible by stairs only. On Female-Ward 3, space was cramped while the day room was under
construction. The seclusion room on this ward opened up into the day room and there was no near access to toilet
facilities.
The dormitory on Unit 10 was old style and divided by wooden dividers. This raised safety and privacy issues.
There was evidence throughout the hospital that a number of the wards had been upgraded and decorated. In
general the wards were hygienic with reasonable décor.

RISK MANAGEMENT
There are no formal policies on risk management in place. On Unit 10 it is reported that risk is decided on an
individual clinical basis.
Nursing staff are trained in breakaway techniques but not in control and restraint.
There is no formal policy regarding restraint within the hospital. All serious incidents are recorded on serious
incident forms. There is an alarm system in place with an internal response from other units.
There is a policy on patients missing from the units.
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RECOMMENDATIONS
LIMERICK CATCHMENT
LIMERICK GENERAL HOSPITAL, ACUTE UNIT
1. An immediate plan should be formulated to address the inappropriate placement of a 14-year-old boy who
has been in the unit for the last two years.
2. Children under the age of 16 years should not be admitted to the acute unit.
3. A high observation area should be designed and commissioned as a matter of urgency. This should address a
number of issues, including the transfer of some disturbed patients to St. Joseph’s Hospital and the need to
lock the external doors of the unit.
4. There should be fully staffed multidisciplinary teams available.
5. A system of multidisciplinary care planning should be implemented.

ST. JOSEPH’S HOSPITAL, LIMERICK
1. The practice of admitting patients to St. Joseph’s Hospital should be discontinued.
2. There should be a fully-staffed multidisciplinary rehabilitation team with responsibility for the patients in St.
Joseph’s hospital.
3. Each patient should a have a needs assessment and formal multidisciplinary care plan.
4. All patients should have access to a therapeutic programme that is linked to individual care plans.
5. There should be a key worker system in place.
6. The safety and privacy requirements of patients in Unit 10 should be reviewed.
7. There should be a defined and consistent policy on risk management for the hospital.
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CLARE CATCHMENT AREA
1.

ACUTE UNIT, ENNIS GENERAL HOSPITAL

Date of Inspection:

14th October 2004

Number of Beds:

35 General Adult Including 9 High Observation,
5 Psychiatry of Later Life Beds In A Dedicated Area.

Function of Unit:

Acute Admission Unit In A General Hospital

REFERRAL TO SERVICE
Patients referred by General Practitioner are usually assessed in the day hospital by a non-consultant hospital doctor
(NCHD) and nursing staff.

PROCESS OF ADMISSION TO SERVICE
There is a detailed admission policy, which staff are aware of and adhere to. All decisions to admit during working
hours and out of hours are cleared by a consultant psychiatrist.
Children under the age of 16 years are not admitted to the unit. Patients with a learning disability are occasionally
admitted under a sector consultant. On the day of inspection there was one inpatient in that category.
Patients are assessed in the day hospital prior to admission or in the acute unit following admission. A collateral
history is taken from a carer by nursing or medical staff. All patients have a physical examination on admission.
Medical staff discuss the initial management plan with nursing staff. Each patient is usually seen within twenty-four
hours by a consultant psychiatrist.

CARE PLAN
Each sector has its own multidisciplinary team (MDT) with nurses, doctors, clinical psychologist, occupational
therapist, social worker and counsellors. Each sector team looks after its own inpatients.
A rehabilitation team is responsible for persons who are already placed in community residences, but who now
require acute inpatient care.
There is no formal policy on multidisciplinary care planning. Care planning is integrated with the nursing care plan
and there are weekly MDT meetings at which care plans are reviewed and documented in case notes.
Patients meet with their key nurse every day and their care plan is discussed with them. The nursing care plan is
clearly defined and detailed and is documented in a separate folder.
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Carers are involved in patients’ care through meeting with nursing staff, social worker and consultant psychiatrist.
There is a formal policy on discharge planning. The multidisciplinary team works with the patient and family, when
appropriate and the patient’s G.P. is notified by letter.

NURSING PROCESS
The Orem King model is in use but there are plans to change to the Tidal model. There is a key nurse system in
operation. On admission, patients are informed about the key nursing system and given the name of their key
nurse. The key nurse is assigned by sector. All nurses wear name badges.
There are plans to formalise a system of observation levels. Current levels of observation are general observation
and one-to-one nursing. Patients who are acutely disturbed are placed in the high observation unit.

ACCESS TO THERAPY AND TREATMENT
There is an electroconvulsive therapy (ECT) policy in place. There is a designated ECT nurse and consultant
psychiatrist. There is a dedicated ECT suite, which was satisfactory. There is a new Spectrum ECT machine with EEG
monitoring.
While surgical teams will provide liaison visits to patients on the unit, patients must present to A&E for specialist
medical assessments.

ACCESS TO THERAPEUTIC ACTIVITIES
There is a fulltime nurse who manages an activation programme. In addition, there is multidisciplinary discharge
group. There is a monthly patient/staff meeting and AA meetings are held on the ward every Sunday morning.

WARD MANAGEMENT
Patients are sometimes transferred to a range of other accommodation because of bed shortages.
Searches of belongings are conducted if clinically indicated. Patients are advised of any searches. Searches are
conducted in the presence of two nursing staff.
Tea and coffee are not available on the ward but there is a vending machine in the general hospital where patients
can purchase drinks and snacks.
There is no ward clerk. The ECT nurse also provides the phlebotomy service to the ward. Clozapine clinics are held
on the unit.
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The ward operates an open door policy and is open most of the time. Occasionally it is locked if there are confused
elderly patients present. In the section dedicated to later life psychiatry, there are keypads on the doors. Leave from
the ward is decided at the MDT meetings. The high observation area is locked.
There are designated visiting times and visitors are discouraged from attending during programme times.

INFORMATION
Information leaflets are available on the unit and contain practical information on the unit, the activity programme,
and treatment process. A recent patient survey conducted on the unit showed that patients wanted more written
information about their treatment.
The patients’ charter is posted on the wall of the unit. There is a suggestion box on the unit and comments are
collected and forwarded to the hospital administrator. There are monthly staff / patient meetings.
There is a complaints policy in place.

RECORDS
Patients’ clinical charts were legible with up to date, with identifiable entries. They contained entries from allied
health professionals, treatment plans and progress reports.
There is a drug Kardex system in use. Generic names of medication were not in use and the name of the doctor
was not always clearly identifiable.

ENVIRONMENT
The unit was new but some areas in the unit were cramped and stuffy. There were ongoing safety problems with
the suspended ceilings throughout the building. The siting of the beds for later life psychiatry beside the high
dependency beds was not ideal.
There was an en-suite mother and baby room on the unit. This was located near the nursing station and was
described by one patient who had been there with her baby as extremely noisy due to the constant activity at the
nursing station.
CCTV was in place in the seclusion room and single bedrooms. The Inspectorate was informed that the cameras in
the single rooms were switched off. Their presence, however, was intrusive.
There was a gazebo provided outside the unit for smokers. The lounge areas on the unit were open plan and one
patient complained that they lacked privacy and were extremely noisy due to traffic on the corridors.
As stated earlier there was an open door policy which allowed for the locking of doors if necessary. The doors were
locked on the day of inspection.
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RISK MANAGEMENT
There is a policy on risk management and dealing with aggression on the ward. There is no policy on the
pharmacological management of acute aggression. There is a policy on giving medication without consent. Some
staff are trained in de-escalation techniques. The majority are trained in breakaway techniques.
The seclusion room is very basic, although not used very often. CCTV is installed. Mechanical restraint is not used.
There is a policy on physical restraint.
There is an incident book for the recording of serious incidents. There is an alarm system in place and a policy on
responding to the alarm.
There is policy on alcohol and illegal drugs. There is a policy on patients missing from the unit and taking discharge
against medical advice.

2.

ST. ANTHONY’S UNIT, ORCHARD GROVE, ENNIS

Date of Inspection:

14th October 2004

Number of Beds:

16

Function of Unit:

Locked Continuing Care Facility

INTRODUCTION:
St. Anthony’s is a locked ward in the community. The building is one of a cluster of Respond houses on the
grounds of the former Our Lady’s hospital and is a long distance from Ennis town centre.

REFERRAL TO SERVICE
This is a locked long-stay unit. Residents were transferred from Our Lady’s hospital when it closed.

PROCESS OF ADMISSION TO SERVICE
There is no current admission policy. All patients were previously hospitalised within the service. Several of the
residents have an intellectual disability but there is no input from the intellectual disability service. A process of reassessment is underway.
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CARE PLAN
The consultant psychiatrist on the rehabilitation team reviews residents monthly and there is ongoing re-assessment
by the clinical psychologist and occupational therapist from the rehabilitation team. There is no General Practitioner
(GP) cover. A non-consultant hospital doctor (NCHD) visits weekly and on the request of nursing staff. There is no
evidence of participation of residents in the planning of their care. Many residents have no family involvement
while others have periodic visits. There is no evidence of discharge planning.

NURSING PROCESS
There is no specific model of nursing in operation and no key working system. There are no defined levels of
observation. Staff do not wear identity badges.

ACCESS TO THERAPEUTIC ACTIVITIES
There is little evidence of appropriate activities for residents. On the inspection visit, residents were seen sitting or
standing around, both inside and outside the house. There is a nurse assigned for activation in the unit and there is
access to a community hall near-by for activation activities. Staff organise trips out in small groups twice a week
and also facilitate groups on the unit. An art therapist visits weekly.

WARD MANAGEMENT
Staff provide tea and snacks at various times during the day. Mealtimes are at set intervals. The doors to the unit
are kept locked. Two of the residents are allowed off the unit unsupervised. Visiting is by arrangement.

INFORMATION
There was no evidence during the inspection of the provision of information for residents.
Most of the residents do not have full social welfare benefits.
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RECORDS
A combined record is in operation on this unit. The records were legible and up to date and the charts were neat
and manageable. Entries in the notes were identifiable. The charts contained treatment plans and progress reports.
Medication was clearly and safely written. It was noted that several residents were prescribed medication PRN (as
required) for episodes of agitation.

ENVIRONMENT
The hygiene of the unit was poor. In the high-walled garden to the rear of the unit, the only outside space to
which most of the residents had access, there was evidence of human faeces and urine. There was no evidence of
a training programme for residents regarding toileting. The area to the side of the unit was unkempt and unusable
with weeds and rubble visible.
The unit consisted of three small bungalows knocked into one unit. The internal décor was drab. The absence of
wall hangings such as pictures and posters was noticeable. There was very little privacy for residents. The corridors
of the unit were very narrow creating points of tension between residents.
Thirteen voluntary patients resided in this unit which was constantly locked. Only two had “ground parole”.

RISK MANAGEMENT
There is no policy on risk management and no evidence of risk assessments. There are no dedicated seclusion
facilities in this house. The staff report that restraint is not used to manage difficult situations.
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3.

PSYCHIATRY OF LATER LIFE SERVICE, ENNIS

Date of Inspection:

14th October 2004

Number of Beds:

•
•
•

Acute Unit, Ennis: 5 Designated Beds,
Cappahard: 43 Beds,
Units 5 And 6, St. Joseph’s Hospital: 26 Beds Each

INTRODUCTION
The specialised mental health team for the elderly has an acute assessment unit in the acute unit in Ennis General
Hospital. A number of changes have occurred in the management and organisation of the service for the
continuing care/respite of the elderly. The continuing care services for the elderly include Cappahard, and two units
in St. Joseph’s Hospital, units 5 and 6.
Prior to this recent change in management, there appears to have been no agreed procedures for admission, no
protocols and no operational policy.

SERVICE DEVELOPMENT
When Our Lady’s Hospital closed in 2002, patients on two wards were discharged and transferred to Cappahard. A
General Practitioner provides medical cover in consultation with the consultant psychiatrist for the elderly.
The specialised mental health team for later life has recently taken over the direct management of the unit and it is
hoped by the staff that this reorganisation will provide a clearer role for this facility. It is now planned to introduce
a multidisciplinary team to work in this unit.
There are two units in St. Joseph’s Hospital, which are also in the process of being taken over by the specialist
mental health service for the elderly.

UNIT 5:
Unit 5 is an all male ward, staffed by general nurses. Patients were transferred originally from Our Lady’s Hospital. It
is unclear the level of psychiatric need in this population. The use and the management of this unit are split
between the mental health service and the general services for the elderly. As a result, staff in unit 5 are confused
as to their role and their relationship with the mental health service.

UNIT 6:
Unit 6 is an all female ward, staffed by nurses from the mental health services. Patients have been transferred from
the old age wards at Our Lady’s Hospital. There are problems with a lack of space and access to resources. One of
the patients interviewed had been transferred to this unit from a rehabilitation hostel. She was very unhappy with
her placement.
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RECOMMENDATIONS
CLARE CATCHMENT
ACUTE UNIT, ENNIS GENERAL HOSPITAL
1. A system of multidisciplinary care planning should be implemented.
2. The number of beds in the high observation area should be reduced.
3. The CCTV cameras should be removed from the single rooms in the high observation areas.
4. The location of the mother and baby unit should be reviewed in the context of noise and privacy.
5. Consideration should be given to the provision of a quiet room for patients.
6. The problems of the remaining suspended ceilings in the unit need to be addressed.
7. A suitable alternative location should be found for the Clozapine clinics, currently held on the unit.

ST. ANTHONY’S LOCKED STAFFED HOSTEL
1. This unit provides unacceptable living conditions for residents. Residents should be moved to more
appropriate accommodation as a matter of urgency.
2. All resident should have their future care and accommodation needs assessed. A comprehensive care plan
should then be put in place for each of the residents.
3. Residents with intellectual disability should be under the care of intellectual disability services.

PSYCHIATRY OF LATER LIFE SERVICES, CLARE
1. All units providing inpatient assessment and treatment for elderly patients with mental illness or dementia
must be designated under the current Mental Treatment Act 1945 and subsequently approved under the
Mental Health Act 2001.
2. Patients should not be admitted to these facilities unless they have significant mental health needs.
3. There should be full multidisciplinary team input into these units.
4. There should be comprehensive operational policies for these units.
5. There should be policies regarding the safe storage and use of controlled drugs in Cappahard.
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MENTAL HEALTH SERVICES IN THE HSE WESTERN AREA (WESTERN HEALTH BOARD)

INTRODUCTION
Mental health services in the HSE Western Area covers Counties Galway, Mayo and Roscommon. The total
population is 380,297 and has a higher percentage of those over 65 than the national average. (Table 1)
Mental health services are currently organised on the basis of four catchments. Three of the catchments have
populations in the region of 100,000: the West Galway catchment has a population of 109,949, the East Galway
catchment has a population of 98,895 and the Mayo catchment has a population of 117,446. The fourth
catchment, Roscommon, is considerably smaller, with a population of 54,007. The provision of services to the town
of Athlone is split between East Galway, and the Longford/Westmeath service in the HSE Midland Area.

Table 1: Population Profile in the HSE Western Area

Galway
(East)
(West)
Mayo
Roscommon
Total

Total Population

Over 16

Over 65

Under 16

Under 18

208,844
(98,895)
(109,949)

162,314
(74,753)
(87,561)

23,603

46,530

53,181

117,446

90,049

17,216

27,397

31,676

54,007

41,527

8,403

12,480

14,414

380,297

293,890
(77.3%)

49,222
(12.9%)

86,407
(22.7%)

99,271
(26.1%)

77.3%

11.1%

22.7%

25.6%

National Age Profile

The HSE Western Area is a large geographical area. It has a significant and growing population in Galway City,
while parts of West Galway, Mayo and Roscommon are sparsely populated. Mental health services are still
predominantly based on the traditional catchments of the old mental hospitals in Castlebar, Castlerea and
Ballinasloe, with the addition of the West Galway service, covering Galway City and Connemara. While St. Patrick’s
Hospital in Castlerea is closed, St. Brigid’s Hospital in Ballinasloe and St. Mary’s Hospital in Castlebar are still
functioning.
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Excluding mental health services for persons with intellectual disability, the funding allocated in 2003 to the adult
mental health services was €74.5m and just over €76m was spent (Table 2). The allocated budget for 2004 is
€77.8m. The budget for child and adolescent mental health services was almost €4.8m in 2003. The figure for
2004 was unavailable.
Table 2: Funding of the Mental Health Services

Adult Mental Health Services
Child and Adolescent Mental Health Services
MHS for Intellectual Disability

Allocation 2003

€ Spent
2003

€ Allocation
2004

74,518,271

76,288,352

77,863,000

4,789,408

Not given

Not given

Not given

Not given

400,000

Table 3 gives information on funding, available beds and inpatient activity of the adult mental health service.
Table 3: Catchment Resources and Inpatient Activity of Adult Mental Health Services
East
Galway

West
Galway

Mayo

Roscommon

74,753

87,561

90,049

41,527

€31.24m

€10.61m

€22.9m

€13.1m

89

220.97

119

73

90

30

52

15

Catchment Population (over 16)
Funding (2004)
Total Psychiatric Nurses

320

Beds

267

24-Hour Staffed Residential Places

947

Admission Rate 2003 (per 100,000 over16: national avg: 760.4)

(43+30)

(+28 with part-time supervision)

808

729.8

596.7

1180

257.4

130.2

90

194

160.5

83.4

63.8

98.7

22

0

5

6

1

0

Not available

0

Admission Rate for Alcohol-Related Disorders 2003
(nat. avg: 119)

Certification Rate 2003
(per 100,000 over16: national avg: 80.4)

New Long Stay 2003
In-Patient Suicides 2003
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MULTIDISCIPLINARY TEAM STAFFING
The range and number of specialist teams required in the HSE Western Area is outlined in Table 4. Each team
should have, as a minimum, one each of the core disciplines of the multidisciplinary team - consultant psychiatrist,
clinical psychologist, social worker, occupational therapist - and a sufficient number of nursing staff to provide
enhanced community-based care. All teams will require additional therapists, such as family therapists, family
support workers, addiction counsellors, bereavement counsellors and cognitive behavioural therapists. Particular
specialties will also require either additional numbers of core disciplines or additional special therapists, e.g. urban
teams may require additional social workers; rehabilitation teams will require additional occupational therapists;
mental health teams for children and adolescents and for those with an intellectual disability will require additional
clinical psychologists, occupational therapists and speech and language therapists.

Table 4: Recommended Range of Specialist Services Teams Comhairle na nOspidéal 2005
Total Population: 380,297; Population over 65: 49,222
Minimum
Recommended
MH Teams

Number of
Teams
Present

15

17

3-4

2

4

1

7-8

5

Adult Intellectual Disability (1 per 100,000 total population)

4

1

Child and Adolescent Intellectual Disability (1 per 200,000 total population)

2

0

Liaison

1

0

General Adult (1 per 25,000 total population)
Elderly (min. 1 per 15,000 elderly)
Rehabilitation (1 per 100,000 total population)
Child and Adolescent (1 per 50,000 total population)
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Table 5: Community Mental Health Team Staffing of Specialist General Adult Mental Health Services
East
Galway

West
Galway

Mayo

Roscommon

Catchment Population (over 16)

74,753

87,561

90,049

41,527

Population

98,895

109,949

117,446

54,067

5

4

5

3

1.5

2

3

1

Social Workers

2

5

4

1

Occupational Therapists

1

5

3

3

Team Psychiatric Nurses

9

8

7

-

Total Psychiatric Nurses

320

89

220.97

119

0.5

2

4

0

0

0

3

6

4.25

Consultants
Psychologists

Cognitive/Behavioural Therapists

0

Family Therapists

0

Addiction Counsellors

9

1

1

1

Included in the total of psychiatric nurses

Table 6: Community Mental Health Team Staffing of Additional Specialty Services
HSE Area Staffing
of Specialty Teams

MHS for
the Elderly

Rehab
MHS

C&A
MHS

*Adult ID
MHS

*C&A ID
MHS

Consultants

2

1

5

1

0

Psychologists

0

0

2

0

0

Social Workers

1

0

6.5

0

0

Occupational Therapists

1

1

2

0

0

2

0

0

7

0

0

Speech & Language
Team Psychiatric Nurses

23.6

0

(Incl. 1 Autism, 1 ADHD)

*

Dedicated team members

Mental health services in the area are characterised by under-development of specialty services, inadequacies in the
multidisciplinary staffing of teams, particularly in East and West Galway, and poor availability of nursing staff for
community outreach treatment programmes (Tables 5 & 6).
The underdevelopment of specialty services is particularly evident in mental health services for the elderly,
rehabilitation mental health services and mental health services for persons with an intellectual disability.
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GENERAL ADULT MENTAL HEALTH SERVICES
WEST GALWAY
The West Galway catchment covers Galway City and Connemara and has experienced a significant population
expansion in the past number of years. Of the total population of 109,949 almost 60% (65,832) live in the city
area, with the remainder scattered over a large geographical area. In addition to the core population there are two
large third level colleges in the city, with in excess of 20,000 students.
Community mental health teams are not well-developed in the West Galway service, with clinical psychology,
cognitive behavioural therapy and family therapy under-represented. There is also a serious shortage of communitybased nursing staff to support active outpatient and home-based care. Unlike all other catchment mental health
services in the Area, the West Galway Service does not have a pool of psychiatric nurses available for redeployment to community posts. The mental health service in East Galway, based in Ballinasloe, has the large
mental hospital serving the entire county and continues to have the bulk of the nursing resource attached to this
institution, giving it the highest rate of nursing staff per head of the population nationally. Until an equitable
redistribution of this resource can take place new posts will have to be created in the West Galway service to allow
the development of community-based services.
The West Galway service continues to use St. Brigid’s Hospital Ballinasloe for admission purposes and in 2003 56
patients from the catchment were admitted there, including 25 first admissions. Of these 56 patients, 6 were
transferred from the unit in Galway and 50 were direct admissions from the West Galway catchment. The
designation of the West Galway admission unit under the 1945 Mental Treatment Act renders it unable to admit
patients on a PUM (person of unsound mind) form. This form may be required for a Garda escort, resulting in all
patients from the West Galway catchment requiring such an escort on being admitted to St. Brigid’s Hospital. The
lack of a high observation area in the admission unit for West Galway has also been identified as a factor
contributing to transfer of patients to Ballinasloe. The lay-out of the existing unit makes high observation difficult
and results in a high use of one-to-one nursing. In 2003, 271 patients required this level of observation.
A high observation area is being developed in the current inpatient unit and, when this is operational it should
obviate both the need for the transfer of acutely disturbed patients to St. Brigid’s Hospital and the need for high
rates of one-to-one nursing. The introduction of the Mental Health Act 2001 will dispense with PUM forms so that
all admissions from the catchment will be admitted to the admission unit in West Galway. The development of the
high observation area must be expedited, with a view to ending all transfers to St. Brigid’s Hospital as soon as
possible.
In addition to the acute psychiatric unit in University Hospital Galway, the West Galway service has a 30-bedded
inpatient unit in Merlin Park Hospital, designated as a rehabilitation unit. However, there is no specialist
rehabilitation service available in the catchment and patients in the rehabilitation unit do not have a designated
consultant psychiatrist or any input from a multidisciplinary team. In addition to being a rehabilitation unit, the unit
also takes transfers from the acute admission unit when there is a bed shortage. This practice is unsatisfactory and
does not serve either group of patient well.
As with all large urban areas, Galway city has a particular need for specialist rehabilitation mental health services,
as the city environment is likely to attract some people with severe and enduring mental illness. In addition, people
with severe mental illness living in the remote rural areas of the catchment may well have difficulty accessing the
services they need. A specialist rehabilitation service is necessary to ensure that all such patients have easy access to
comprehensive care. A specialist rehabilitation service is also needed to provide a focused rehabilitative input to
patients in the rehabilitation unit in Merlin Park and to facilitate the transfer back of long stay patients from the
area who are currently in St. Brigid’s Hospital, Ballinasloe.
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The West Galway catchment contains the region’s largest general hospital, University College Hospital Galway and
Merlin Park, but does not have a dedicated liaison team. The absence of this service places significant additional
pressures on the general adult mental health teams.

MAYO
The Mayo Mental Health Services have made considerable strides in redeploying the resources originally tied to St.
Mary’s Hospital, Castlebar. While additional posts in clinical psychology, social work and occupational therapy are
required, community mental health teams are developing.
The service has a new 33-bed acute psychiatric unit in Mayo General Hospital, which includes a 4-bed high
observation area and one seclusion room. The service also uses two staffed hostels, one in Swinford and one in
Ballina, for crisis admissions and respite care. The Swinford hostel had 58 such admissions in 2003, while the
Ballina Hostel had 55. These admissions are not included in the admission statistics for the area. The practice of
using community facilities for acute treatment purposes decreases reliance on acute psychiatric units and provides
care close to where patients live. However, such “crisis houses”, should be separate from community residences
which provide more long term care for those with enduring mental illness, so that residents with enduring mental
illness are not disturbed by the admission of persons who may be acutely ill. The use of community residences for
inpatient care also highlights the need for all facilities that are used for the residential assessment and treatment of
people with mental illness to be registered under the 1945 Mental Treatment Act and subsequently approved
under the Mental Health Act 2001.
In addition to the acute admission unit attached to the general hospital, there is a 10-bed unit, “Teach Aisling”, in
Castlebar which serves as a secure unit for patients who cannot be cared for in a more open environment. There is
no designated multidisciplinary team providing input to this unit and there is no focused rehabilitative input
available.
There are 50 long stay beds remaining in St. Mary’s Hospital. There are plans to convert St. Teresa’s unit, the
disused admission unit in the grounds of St. Mary’s Hospital, into a 50-bed unit to allow the closure of St. Mary’s. It
is planned that this new unit would provide 10 beds for rehabilitation and 40 beds for continuing care.
While the development of a rehabilitation unit is welcome, this must be done in the context of developing a
specialist rehabilitation service for the catchment. However, the development of a continuing care unit requires
further consideration. All patients who are deemed to require “continuing care” should be re-assessed to ascertain
their future care and accommodation needs. These needs should then dictate the environment in which care is
provided and the specialist service to which they are allocated. The specialist mental health services likely to be
required include a specialist rehabilitation service, the mental health service for the elderly and the mental health
service for those with an intellectual disability. Discrete facilities for these specialist groups should be provided
rather than a single multi-purpose facility.
The Mayo service has developed a comprehensive policy for a nurse liaison team to provide a service to the
accident and emergency department in Mayo General Hospital. This is an extremely valuable development and, to
ensure the long term viability of this new service, the nurse liaison team should be attached to one of the general
adult mental health teams to ensure adequate support and supervision.
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ROSCOMMON
The Roscommon general adult mental health service has five day centres and one day hospital for a population of
under 60,000. There is a nursing pool of over 100, but few nurses are available to the community teams. This no
doubt contributes to the high admission rate, which at over 1100 per 100,000 population at risk, is the highest in
the Western Area and the second highest nationally. The region has a significant population of discharged long
stay patients, a result of the closure of St. Patrick’s Hospital in Castlerea. There are 57 staffed community places, a
30 bed psychogeriatric unit and a number of discharged long stay patients who remain in “foster care”. There are
30 beds in the acute unit in Roscommon General Hospital, a provision that is over-generous for the population.
Despite the number of community placements that are available, six patients became long stay in the admission
unit during 2003.
The closure of St. Patrick’s Hospital in Castlerea took place in the absence of a specialist rehabilitation service and
there is still no such service in place. This deficiency increases the risk that residents in staffed community
placements are not receiving the focused, rehabilitative input that is required and also increases the risk that
community residences are not being used to their full potential. The discharged long stay patients who are in
psychogeriatric care are also without a specialist mental health service for the elderly.
The population of the Roscommon mental health service catchment is too small to support a stand-alone mental
health service. The development of specialist services and specialist facilities need to be based on a larger
population base and the logical link is with the East Galway service. Only in this way can specialist mental health
services for the elderly, for those with enduring mental illness, for children and adolescents and for those with
intellectual disability be properly planned and delivered. The long term viability of an inpatient unit with 30 beds
for a population less than 60,000 must also be reviewed in the light of further developments in community-based
care. The population configuration of the Roscommon area lends itself to the development of a single, well-staffed
multidisciplinary community mental health team, with active home-based care and with access to a small,
domestic-style unit for the care of people who cannot be safely or effectively managed at home. More severe
episodes of illness could be cared for in a new acute unit built in Ballinasloe, catering for East Galway and
Roscommon.
Mental health services for the population in Athlone should be rationalised and be provided in their entirety either
by the HSE Midland Area or the East Galway/ Roscommon Service.

EAST GALWAY
The difficulties within the East Galway service are well known. In 2000/2001 a “Future Shape Group” was set up
to plan the development of mental health services in the catchment. This group consisted of service user
representatives, trade union representatives, representatives from primary care and clinical staff from within the
mental health service. The group produced a draft report in June 2002 “Towards Best Practice”. This document
treats the East Galway mental health service as a stand-alone service, and apart from addressing the problem of
ongoing transfers from the West Galway service, does not address relationships with the other neighbouring
service, Roscommon. The draft plan is based on the service structure outlined in “Planning for the Future”,
maintaining existing catchment boundaries and basing adult services on populations of 25,000 provided through
sector teams.
This plan is likely to have to be amended in the light of the report of the Expert Group, which may differ from
“Planning for the Future” in terms of recommended catchment and sector size. However, there are actions
identified in the existing plan which could and should be implemented immediately.
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There continues to be a significant number of long stay patients in St. Brigid’s Hospital in Ballinasloe. Some of these
patients have a primary diagnosis of intellectual disability. Many others are now elderly. Those long stay patients
with an intellectual disability must be transferred to appropriate community residences under the care of the
generic intellectual disability services and have their mental health needs met by an appropriately staffed,
multidisciplinary specialist mental health team. Such a team does not yet exist in the catchment.
While mental health services for the elderly have traditionally had little to do with elderly long stay patients, the
large number of elderly residents in St. Bridget’s Hospital, who are too frail to be transferred to a rehabilitation
service, should have their care and future placement needs met by an appropriately staffed mental health service
for the elderly, either through direct care provision or through a liaison service with the generic geriatric care
services. A specialist mental health service for the elderly does not yet exist in the catchment.
Elderly discharged long stay patients currently living in community placements who become physically infirm or frail
must have access to the full range of community supports and residential care services that are available to the
elderly who do not have a history of mental illness. They must be cared for by the service that can most
appropriately meet their needs - the generic service for the elderly with appropriate liaison input from the specialist
mental health services for the elderly, or by the mental health service for the elderly in suitable facilities. Transfer
back to St. Brigid’s Hospital for the care of physical infirmity must not occur.
The provision of appropriate care to current long stay patients who are to be discharged into the community makes
it essential that a fully resourced rehabilitation mental health service is in place, side-by-side with a fully resourced
mental health service for the elderly and mental health service for those with an intellectual disability.
In addition to specialist mental health services for the elderly and for those with an intellectual disability being put
in place, it is essential that the existing rehabilitation mental health team is fully staffed and resourced. It is
currently seriously understaffed, and will require significant increases in all disciplines to allow it to function
properly. Initially, this service should concentrate both on remaining long stay patients who require a focused
rehabilitative input and on discharged long stay patients living in staffed residences in the community. All such
residences should be under the control of the rehabilitation team to ensure that the needs of residents are being
met appropriately and to ensure that all such facilities are working at maximum efficiency. No discharged long stay
patients should be transferred to general adult mental health teams unless they have reached a level of stability
and independent functioning that makes this appropriate.
To allow the planned closure of St. Brigid’s Hospital, the West Galway service must cease using it as a long stay
facility and must begin to repatriate patients from its catchment who are already long stay there. For this to
become possible, appropriate resources must be made available to the West Galway service to allow the
development of a specialist rehabilitation mental health team and the necessary community facilities to care for
people with enduring mental illness.
The provision of a high observation area in the admission facility in University College Hospital Galway must also be
expedited to end the practice of transferring acutely disturbed patients to Ballinasloe. Similarly, the development of
a high observation area in the current admission facility in St. Brigid’s Hospital must also be expedited, and plans
for such an area must be incorporated into plans for a new psychiatric unit in Portiuncula Hospital.
St. Brigid’s Hospital has a locked ward for the care of persons with enduringly disturbed behaviour. This ward has
no specialist staffing and has no multidisciplinary team input. Such a ward has no place in a modern mental health
service. The treatment and care of persons with enduringly disturbed behaviour in this catchment, as in the entire
region, must occur in the context of a specialist forensic mental health service.
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The East Galway service has the highest number nationally of persons admitted on PUM forms. In 2003 there were
51 such patients, with many of these patients coming with a Garda escort from the West Galway service. The
continued existence of the PUM status, which allows indefinite involuntary detention in a mental hospital, is
unacceptable. It highlights the urgency of implementing the Mental Health Act 2001, which incorporates
procedures for acknowledging and protecting the rights of detained patients, and new mechanisms for those
requiring escorts.
The East Galway Service has the second highest rate nationally for the admission of alcohol-related disorders at
257.4/100,000 population at risk. This is in spite of the availability of a well-staffed addiction team. Rates in the
other catchments are lower, the Roscommon service admitting alcohol-related disorders at a rate of 194/100,000
population at risk, West Galway admitting at a rate of 130.2/100,000 population at risk, and Mayo admitting at a
rate of 90.0/100,000 population at risk. An Area-wide policy on the management of acutely intoxicated persons
must be developed and implemented to end the practice of admitting patients to psychiatric wards for
detoxification or of admitting persons on grounds of uncomplicated alcohol intoxication alone.

LIAISON MENTAL HEALTH SERVICES
The West Galway service contains the HSE Western Area’s largest hospital complex, University College Hospital
Galway and Merlin Park. In 2003, in excess of 1,000 liaison requests were generated. In addition to these liaison
requests, there is a requirement for specialist input to specialist medical and surgical units. At present there is no
dedicated liaison mental health service, a lack that places considerable extra workload on existing general adult
mental health teams. A specialist liaison team is required as a matter of urgency.
The Mayo mental health service is piloting a nurse liaison service for those who present with deliberate self harm to
the Accident and Emergency Department at Mayo General Hospital. A similar service development could be piloted
in Portiuncula Hospital and Roscommon General Hospital.

MENTAL HEALTH SERVICES FOR THE ELDERLY
The HSE Western Area has two poorly staffed teams providing mental health care to the elderly. One of the
existing teams serves Mayo and the second serves West Galway. The West Galway service has no multidisciplinary
staff, no community base, and no dedicated inpatient care beds. The staffing of the Mayo team consists of one
clinical psychologist and one social worker only.
The existing teams must have their staffing completed as a matter of urgency and be provided with suitable
facilities from which to provide a comprehensive service. An additional two fully resourced teams are required to
bring the number of teams in the HSE Western Area to four. These specialist services must be developed on an
Area-wide basis, and not be restricted to existing catchment boundaries. Such teams must also work closely with
the specialist rehabilitation teams to ensure appropriate care to elderly current and discharged long stay patients.
All units for the admission and treatment of elderly persons with mental illness or disturbed behaviour in the
context of a dementing illness must be designated under the 1945 Mental Treatment Act and must subsequently
be approved under the Mental Health Act 2001.
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REHABILITATION MENTAL HEALTH SERVICES
The HSE Western Area has just one inadequately staffed rehabilitation team, based in the East Galway service. As
already described, this team must have its staffing significantly increased to allow it to provide an appropriate
service to the remaining long stay patients in St. Brigid’s Hospital and to discharged long stay patients and to allow
it to develop a specialist service for new patients presenting with enduring mental illness.
The further development of rehabilitation services in the East Galway service should also encompass the
Roscommon service. Given the size of the target population and the geographical area to be covered, two fully
staffed teams are required for the combined East Galway/Roscommon region. Two additional teams are required to
provide a specialist rehabilitation service in the Galway City/Connemara/Mayo region. The populations covered by
all teams in the region can be readjusted at a later time, once the closure of St. Brigid’s Hospital is completed.

FORENSIC MENTAL HEALTH SERVICES
Currently, there are two units in the HSE Western Area for patients who require more long term care in a secure
environment – Teach Aisling in Castlebar and a locked ward in St. Brigid’s Hospital. While Teach Aisling is a
purpose-built facility, the ward in St. Brigid’s Hospital is inappropriate to the needs of this patient group. Neither
facility has a specialist service available to them. The HSE Western Area requires a specialist forensic mental health
team to provide a liaison service to all mental health teams in the area and to provide care to a specialist inpatient
unit providing care to those who have enduringly disturbed behaviour in the context of a mental illness.

CHILD AND ADOLESCENT MENTAL HEALTH SERVICES
There are currently five child and adolescent mental health teams in the HSE Western Area, serving North Galway
City and County; South Galway City and County; East Galway and Roscommon; West Galway; and Mayo. No team
has the full range of staff required and shortages are especially evident in clinical psychology, speech and language
therapy, occupational therapy, family therapy and cognitive behaviour therapy. A number of posts in all these
disciplines have been funded since 2001 but have not been filled due to the ceiling on employment.
The HSE Western Area is the only area nationally to provide a seven-day inpatient service to children and
adolescents. This service, currently located in St. Anne’s Centre in Galway city, is due to move to the University
College Hospital Merlin Park site. As this facility has long experience in the management of children and
adolescents who required inpatient care, consideration should be given to expanding the remit of this unit to a
wider region.
The regional plans for the development of child and adolescent mental health services has identified a number of
key areas for attention: completion of the staffing of existing teams; the development of an additional team to
serve County Mayo; the development of a dedicated regional autistic spectrum disorder team; the development of
cognitive behavioural therapy and family therapy on a regional basis and the further development of the inpatient
team. These necessary developments must be expedited.
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MENTAL HEALTH SERVICES FOR PERSONS WITH INTELLECTUAL DISABILITY
There were 2,654 persons on the Intellectual Disability Database for the Western Health Board in 2003. Generic
services are provided by a wide range of voluntary agencies in addition to the HSE. Sixty three persons with
intellectual disability continue to be cared for in psychiatric hospitals.
There are no specialist mental health teams for children and adolescents with an intellectual disability in the region.
There is a single consultant psychiatrist providing mental health care to adults with an intellectual disability,
employed by the Brothers of Charity. There is no dedicated multidisciplinary team and there are no dedicated
inpatient beds for persons with an intellectual disability who require inpatient care for the treatment of mental
illness or challenging behaviour.
Mental health services for persons with an intellectual disability are in urgent need of development. A minimum of
four fully staffed multidisciplinary teams are required for the provision of specialist mental health care to adults
with intellectual disability and two teams for children and adolescents with an intellectual disability. The region
requires a minimum of twelve dedicated inpatient beds for the inpatient care and treatment of adults with an
intellectual disability who develop a mental illness and eight beds for those with an intellectual disability and
challenging behaviour. These units will have to be approved under the Mental Health Act 2001.

NEW HORIZONS-NEW BEGINNINGS
The Western Health Board’s Mental Health Strategy “New Horizons-New Beginnings” is a comprehensive
document that identifies the need to address existing service deficiencies and stresses the importance of developing
community mental health teams for all specialties.

SUMMARY
The HSE Western Area is facing a number of challenges in the development of mental health services. Community
mental health teams in the general adult mental health services and the child and adolescent mental health
services need to have their multidisciplinary staffing completed and to have additional nursing staff deployed to
allow the development of active community-based services. Rehabilitation mental health services, mental health
services for the elderly and mental health services for those with an intellectual disability must be developed. All
units being used for admission for the assessment and treatment of persons with mental illness must be designated
under the 1945 Mental Treatment Act and subsequently approved under the Mental Health Act 2001.
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HSE WESTERN AREA
PRESENTATIONS
A number of presentations were made to the Inspectorate team, describing service initiatives in the Area. The West
Galway service presented an initiative that was launched in 2002. The Lean ar Aghaidh Gym, which is located in
the acute admission unit in University Hospital Galway, aims to promote an interest in physical activity and improve
the physical and psychological well-being of patients. Among the issues that are addressed in the gym programme
are healthy lifestyle, weight gain and smoking. While no formal evaluation of outcomes has yet been undertaken,
anecdotal evidence from patients, relatives and staff provides positive support for the programme.
The Roscommon service focused on the development of Ros na Suan day hospital in Roscommon town. The day
hospital offers places to 15 service users each day. It is also the base for a multidisciplinary team, which aims to
offer an early intervention service and whose members have adopted a flexible approach in their contact with and
follow up of clients. Surveys of service users’ views have been undertaken. A multidisciplinary quality circle group in
the acute admission unit has produced an information booklet for patients and carers and has addressed the issues
of an advocacy service and telephone help line for patients.
The East Galway presentation consisted of an outline of the programme for the re-development of their services
and an overview of the “Pathways Report” – a report on the views of service users. It also featured a description of
a new day centre, which has opened recently in Ballinasloe and is staffed seven days per week by nurses from the
service.
The Mayo service was presented by means of a video which outlined the challenges of providing a communitybased mental health service in a geographically large but sparsely populated rural area.
Athrú is a Western Interagency Service, which provides assessment and therapeutic work for children and young
people up to the age of 18 years who have engaged in sexually harmful or sexually problematic behaviour. The
service also offers a service to parents and families through a family therapy approach and through parent and
carers’ groups. Athrú is staffed on a one-day-per-week basis by a multidisciplinary team comprising professionals
from the child and adolescent mental health services, community care psychologists and social workers and the
Probation Service.

HSE – WIDE RECOMMENDATIONS
The development plan for the East Galway Services should be re-visited and should consider the following:
Combining the East Galway and Roscommon mental health services into one service area to allow the
appropriate development of specialist services.
Enlargement of sectors in general adult psychiatry to serve populations of 50,000.
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AREA-WIDE RESOURCE NEUTRAL RECOMMENDATIONS
A policy for the management of alcohol abuse must be developed and agreed.
Admission for simple intoxication must cease.
Admission for uncomplicated detoxification from alcohol must cease.
Admission for the assessment and management of an illness crisis must be to units approved under the
Mental Treatment Act 1945.

ADDITIONAL STAFF AND/OR REVENUE REQUIRED
A working strategy must be agreed with the HSE to achieve the following service developments within
an agreed time-frame:
The full range of required multidisciplinary staff must be assigned to the following existing services:
• General Adult Mental Health Services
• Mental Health Services for the Elderly
• Rehabilitation Mental Health Services
• Child and Adolescent Mental Health Services
• Mental Health Services for Intellectual Disability.
Appointment of a liaison psychiatry team to University Hospital Galway.
Appointment of two additional teams in the psychiatry of the elderly.
Appointment of three fully-staffed multidisciplinary teams in rehabilitation psychiatry.
Appointment of two additional teams in the psychiatry of children and adolescents.
Appointment of three additional teams in the psychiatry of intellectual disability for adults.
Appointment of two additional teams in the psychiatry of intellectual disability for children and adolescents.

ADDITIONAL CAPITAL RESOURCE REQUIRED
Development of a high observation unit in the acute unit in University College Hospital Galway.
Development of a high observation unit in the admission unit in Ballinasloe.
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DEVELOPMENTS IN ASSOCIATION WITH OTHER HSE AREAS
Development of a regional low secure unit in tandem with the development of a regional forensic service.
Development of a dedicated unit for people with disturbed behaviour in association with dementia.
Development of a dedicated unit for people with disturbed behaviour in association with intellectual
disability.
Development of an approved unit for persons with intellectual disability who require inpatient care for the
treatment of a mental illness.

WEST GALWAY
1.

ACUTE UNIT, UNIVERSITY COLLEGE HOSPITAL, GALWAY

Date of Inspection:

21st October 2004

Number of Beds:

43

Function of Unit:

General Hospital Acute unit

REFERRAL TO ACUTE UNIT
Referrals are received from General Practitioners (G.P.), outpatient clinics and the Accident and Emergency
Department (A & E).

PROCESS OF ADMISSION TO SERVICE
There is an admission policy available. Patients are not admitted for detoxification and children under the age of 16
years are not admitted.
All decisions to admit a patient are cleared by a consultant psychiatrist. Patients admitted are assessed by a nonconsultant hospital doctor (NCHD) and also receive a nursing assessment. All admitted patients have a physical
examination by the NCHD.

NURSING PROCESS
The Roper Logan Tierney nursing model is in operation on the unit.
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There is a key worker system based in operation, with key nurses allocated according to sector. There are three
recognised levels of observation on the unit: special nursing (one-to-one), fifteen minute checks and general
observation. All staff wear identity badges.
There are ten nursing staff on duty during the day and five nurses on duty at night.

CARE PLAN
There is a policy on care planning. The care plan is decided at the weekly multidisciplinary team (MDT) meeting and
is documented in the clinical file. Clinical psychologists, occupational therapists and social workers are available to
patients on the unit.
Patients are involved in their care planning and are kept informed by their key worker and by involvement at the
MDT meeting.
There is a policy on discharge planning. Discharge planning commences on admission and patients are involved in
the process. There is formal documentation of the discharge plan. G.P.s are informed of discharges by letter and by
the relevant community mental health nurse.

ACCESS TO THERAPY AND TREATMENT
Visiting therapists to the unit include a horticulture teacher and remedial teacher.
There is a policy on electroconvulsive therapy (ECT). There is a designated ECT consultant psychiatrist. Checklists for
ECT are used during administration of ECT. Consent is obtained by medical staff and patients are given written
information on ECT.

ACCESS TO THERAPEUTIC PROGRAMMES
There is an extensive group therapy programme on the unit. This is facilitated by mental health nurses,
occupational therapists and other therapists in the service. Staff from two disciplines facilitate some groups jointly.
Reports on individual patient’s participation and progress in the various groups are recorded daily in the patient’s
clinical file and discussed weekly at the MDT meeting.

WARD MANAGEMENT
Transfer of patients to the rehabilitation unit, Unit 9A in Merlin Park, is common in the case of bed shortages.
Patients with a history of disturbed behaviour may be admitted directly to St. Brigid’s Hospital Ballinasloe. Patients
who develop disturbed behaviour on the unit may also be transferred St. Brigid’s Hospital.
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Outpatient clinics are held near the reception area of the unit where there is a small waiting area.
The acute unit is an open unit. Patients have access to the public café at the main entrance to the hospital.
There is a phlebotomy service one day per week. At other times phlebotomy is performed by the NCHDs. There is a
ward clerk within the unit.
Leave from the unit is decided at the MDT meeting and an arrangement is in place for patients to report when
they leave or return to the unit. There are open visiting times. Children visiting the unit must be accompanied and
are allowed in the lounge area only.
There are five household staff on the unit.

RISK MANAGEMENT
An overall risk management policy is in the development stage at present.
There is a pinpoint alarm system with an agreed response from within the unit and from security staff within the
main hospital. A policy on the management of persons presenting under the influence of alcohol or illegal drugs
has been developed following liaison with An Garda Siochána and security staff.
There is no current high observation unit, although one is planned. Seclusion is not used on the unit. Mechanical
restraint is also not used.

SERVICE USER INVOLVEMENT
Information on treatment and therapies is provided if requested. There is a patients’ charter displayed in the day
room, quiet room and at both nursing stations. There is also a patient information booklet which gives information
about the admission procedure, mealtimes, visiting times, use of the gymnasium, telephone use, patient/staff
meetings, unit facilities, complaints, patients’ charter and staff providing a service. An advocacy service is available.
There are two complaints officers appointed from nursing management. A suggestion box is on the ward and
suggestions are reviewed regularly. A patient-staff meeting is held every two weeks.

RECORDS
The patients’ clinical file had a pocket in the front for filing laboratory reports. The name and title of the clinician
documenting clinical notes was not always legible. Progress reports from other mental health professionals were
present in the file. The clinical file of a detained patient inspected did not contain a previous discharge summary.
Medication prescriptions and administration records were satisfactory in all respects.
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ENVIRONMENT
This was an open unit in a general hospital with adjoining activities area. Décor was adequate. There was access to
an enclosed garden with a smoking shelter. There was full access to all areas except for the outside smoking
shelter. There was CCTV at the external entrance door only.
The unit office was satisfactory except that it did not have enough storage space. The clinical room was adequate.
Cardiopulmonary resuscitation (CPR) equipment was kept in the ECT suite.
There was a dedicated ECT suite with a treatment and recovery room but no separate waiting room. There was a
recently acquired ECT machine, Spectrum 5000, which had not yet been used. A designated clinical nurse specialist
was assigned to manage ECT.
The interview room had an observation panel and an alarm. It lacked comfortable furnishing and locked storage.
There was no designated admission area.
The bathrooms and en-suites were clean and gender-specific. Toilets did not have over-riding safety locks. There
was a lounge area on each wing. There was a smoking room inside as well as an outside smoking area. Each wing
had two single rooms, one four bedded room, one five bedded room and one six-bedded room. There were five
rooms with en-suite bathrooms.
In the therapeutic activities area there was a multi-sensory room, art room and a kitchen. There was access to an
outside garden. This area was pleasantly decorated. In addition to the activities facility there was a well-equipped
ward gymnasium with qualified instructors.

MERLIN PARK HOSPITAL, GALWAY
2.

UNIT 9A

Date of Inspection:

21st October 2004

Number of Beds:

30

Function of Unit:

Continuing Care Overflow from the Acute Unit

REFERRAL TO SERVICE
Unit 9A is a long-stay unit with twenty male patients and seven female patients. Its designated function is that of a
rehabilitation unit, but there is no specialist rehabilitation team available. There are two respite beds, which are
regularly occupied with overflow patients from the acute unit in UCHG.
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PROCESS OF ADMISSION TO SERVICE
There is an admission policy for the unit, although it was not always strictly adhered to. Children under 16 years
are not admitted to the unit. Those with a moderate intellectual disability are occasionally admitted.
Admission to the unit is usually planned and an assessment is carried out in advance of transfer.

CARE PLAN
There is no assessment of needs by a multidisciplinary team. Participation by patients in their care plan is limited.
There is no clear evidence of identified objectives and goals of treatment. There are informal regular reviews of care
plans. There are weekly reviews of patients by a senior registrar.
Documentation of the care plan is detailed in both the nursing and medical notes. There are attempts to involve
the patient’s family or carer in the care plan where appropriate. There is no formal discharge planning.

NURSING PROCESS
Nursing staff use the Logan Roper Tierney nursing model. There is a key worker system in place, each patient
having an identified key nurse. There are no formal observation levels on the unit. The doors are not locked.
Nursing staff wear identification badges.

ACCESS TO THERAPY AND TREATMENT
There is no multidisciplinary input from psychology, occupational therapy or social work. There is no dedicated
consultant psychiatrist for this unit. NCHDs and a Senior Registrar provide psychiatric care.

ACCESS TO THERAPEUTIC ACTIVITIES
Daily activities are posted on the information board. Some patients go to “industrial therapy” as appropriate. There
are no individual programmes for patients on this unit.

WARD MANAGEMENT
There are regular transfers to this unit because of bed shortages in the acute unit in University College Hospital,
Galway. It was stated by staff that it is disruptive to the management of the unit and to the long term residents to
have patients lodging or transferred to the unit for short periods.
There is a part-time ward clerk on the unit. Patients, where appropriate, are allowed off the unit. There are open
visiting times.

358

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | Western Area (Western Health Board)

Unit staff had provided an annual report outlining the achievement for the previous year and highlighting the need
for the unit to function in a more appropriate way.

RECORDS
A number of patients’ clinical files were reviewed. The patients’ name, hospital number, date of birth, medication
and allergy status were all clearly documented. There was a comprehensive admission assessment by the NCHD
and a clear physical examination.
The referral source was identified and ICD10 diagnosis was documented. All entries were dated and signed, and
the signature was legible. The title of the recorder was not documented. There was no evidence of progress reports
from other health professionals.
A treatment plan was identified at admission and there was a care plan in use. Progress reports were up to date.
There was a Kardex medication system in operation. The names of medications were legible and generic names
were used. Dose intervals were clear, and the prescription was signed and dated. However, the prescriber’s name
was not always legible. The administration sheet was satisfactory. Refused medications were noted. Discontinuation
of medication was signed and dated. Medication sheets were re-written on a regular basis.

ENVIRONMENT
The overall décor was poor but the unit was clean. The doors were not locked. There was limited disabled access.
There was no generalised alarm system or CCTV in use.
The unit office was centrally located, was accessible to clients and had sufficient space for report writing but had
no computer system. It was of adequate size and had adequate storage.
There was no examination couch in the clinical room. Life saving equipment was available.
There were no dangerous drugs stored on the unit. There was a locked medical store and trolley. There was an
interview room which was soundproof and comfortable with reasonable furnishings and locked storage. However,
it had no observation panel, and there was no alarm in the room.
The toilets and bathrooms were clean. However the décor was poor. There were gender specific toilets. There were
no overriding locks.
The dining area was clean. The overall décor was good, although the area was small in size. There was no free
access to tea or coffee, although patients could request snacks. There was no menu choice. There were two lounge
areas of adequate size and with comfortable seating but the décor was poor. Television was available, as were
radio and newspapers. There was a smoking area inside. There was an activity room in which there was an art class
one day a week.
There were sixteen individual rooms and six two-bedded rooms. There were individual wardrobes and bedside
lockers in place. The décor in the bedrooms was generally good.
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3.

ST. ANNE’S CHILDREN’S CENTRE, TAYLOR’S HILL, GALWAY

Date of Inspection:

21st October 2004

Number of Beds:

8 Special Care Unit Beds, 27 Day Places

Function of Unit:

Inpatient and Day Unit for Children and Adolescents

REFERRAL TO SERVICE
Referrals are from general practitioners (G.P.) or other health professionals. Teachers, with parental agreement, can
refer the pupils to the school/health board psychologist, who then refers to the service in appropriate cases.
Referrals are reviewed by a consultant psychiatrist and a multidisciplinary team consisting of psychology, social
work, occupational therapy, speech and language therapy, nutritionist, nursing and child care. Most referrals are
dealt with on an outpatient basis.

PROCESS OF ADMISSION TO SERVICE
Most of the children and adolescents in St. Anne’s have attended outpatient clinics and continue attending these
clinics following discharge.
Admission to St. Anne’s unit is discussed with the child’s family who are invited to view the centre prior to
admission. Family involvement throughout the child/adolescent’s stay is seen as part of the therapeutic process.

MULTIDISCIPLINARY CARE PLAN
St. Anne’s is staffed by different disciplines working together in a therapeutic community approach. Each
child/adolescent has an individual treatment programme.

ACCESS TO THERAPY AND TREATMENT
There is a school in St. Anne’s, which operates under the Department of Education. The National Curriculum is
followed and adapted to suit each pupil. The educational programme in the school is integrated with the work of
the centre.

SERVICE USER INVOLVEMENT
A leaflet, “Western Health Board, Child and Adolescent Mental Health Service”, describes the service. There are
“Rules for Special Care Unit Patients” posted in the office in the residential part of the service.
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ENVIRONMENT
The service currently used an adapted period house which was situated in the city but in a private setting. There
were plans to relocate the unit to a purpose-built facility on the grounds of Merlin Park Hospital.

RECOMMENDATIONS
WEST GALWAY CATCHMENT
ACUTE UNIT, UCHG
1. The planned high observation area should be completed as soon as possible, to end the practice of
transferring acutely disturbed patients to St. Brigid’s Hospital, Ballinasloe.
2. There should be a bed management policy in place. Transfer of patients to the rehabilitation hostel and ward
should cease.
3. Consideration should be given to relocating the outpatient area away from the admission area.

UNIT 9A, MERLIN PARK HOSPITAL
1. The location of a rehabilitation unit at considerable distance from the community and in the middle of a
large hospital complex needs to be re-considered.
2. The existing unit requires refurbishment with due regard to the purpose and function of the unit.
3. There should be a multidisciplinary rehabilitation team with responsibility for the patients in this unit.
4. In the interim, a designated consultant psychiatrist must take overall responsibility for the patients in the
unit.
5. Each patient should have a multidisciplinary assessment and care plan.
6. Patients should have access to needs-based therapeutic programmes that are linked to individual care plans.
7. The practice of admitting acutely ill patients and ‘lodgers’ into this unit should cease immediately.
8. The unit should be self-staffing with a dedicated nurse management.

361

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | Western Area (Western Health Board)

ST. ANNE’S CHILDREN’S CENTRE
1. There should be full multidisciplinary staffing of all teams.
2. Plans to relocate the unit to a purpose-built facility should be expedited.
3. Consideration should be given to developing formal arrangements with neighbouring Health Boards/HSE
Areas for the use of this inpatient unit.

EAST GALWAY SERVICES
1.

ST BRIGID’S HOSPITAL, BALLINASLOE ACUTE UNIT

Date of Inspection:

20th October 2004

Function of Unit:

Acute Admission Unit

Number of Beds:

35

REFERRAL TO SERVICE
The acute unit consists of two wards, St. Luke’s and St. Dympna’s, in the Admission Unit situated in the grounds of
St. Brigid’s Hospital. The care process in both units is broadly similar and where differences exist they are
highlighted. Male patients may also be admitted to Ward 5, a segregated ward in the main hospital building.
Referral to the unit is from General Practitioners (G.P.), community mental health services, the intellectual disability
services and the West Galway mental health services.

PROCESS OF ADMISSION TO SERVICE
Consultant psychiatrists make the decision to admit a patient. Children under 16 years are not admitted to the
unit. People with moderate intellectual disability are regularly admitted.
Some mental health assessments are carried out at community facilities prior to admission. Nursing assessments are
completed on admission. A consultant psychiatrist sees a voluntary patient within two working days and sees a
detained patient the next working day.
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CARE PLAN
Care planning is based on the Logan Roper Tierney nursing model. There is no full needs assessment by a
multidisciplinary team. Where appropriate, the patient is involved in the care planning process.
There is a weekly team meeting where patients’ progress is discussed. Documentation of care planning is in the
nursing notes. There is family involvement where possible.
There is a discharge policy on the unit and discharge planning begins as soon as possible. The patient is involved in
discharge planning through their key worker, the sector community mental health nurse and discussions with the
consultant psychiatrists. The patient’s family is invited to attend pre-discharge meetings. The patient’s G.P. is
informed by a discharge summary, which is sent on the day of discharge. The same consultant psychiatrist is
responsible for the follow up in the community to ensure a consistent approach to care.

NURSING PROCESS
The nursing model is the Logan Roper Tierney model. Staff stated that they consider it of limited value in care
planning for patients in an acute mental health unit.
There is a key worker system in place, with nurses being assigned based on the relevant sector team.
There are three levels of observation on the unit: one-to-one observation, fifteen-minute checks and five times a
day check. These levels are determined by a risk assessment instrument, which is currently being piloted on this
unit.

ACCESS TO THERAPY AND TREATMENT
There is some input from other disciplines on this ward. Access to psychology and social work is by referral. There
is no access to occupational therapy. There is a recreation area on the upper floor, managed by nursing staff.
Consultant psychiatrists attend the ward weekly. NCHDs look after the physical care of patients, with patients
being transferred to the general hospital for specialist assessment if necessary.
A total of seven staff nurses and two clinical nurse managers (CNM2) are on duty during the day. There are five
staff nurses and one CNM2 on duty at night.
There is no policy on giving medication without consent.
There is an electroconvulsive therapy (ECT) policy and a designated consultant psychiatrist for ECT. NCHDs are
trained in administering ECT and there are two nursing staff trained in the procedure of ECT. There is a specific
nursing checklist for ECT.
Consent is obtained by the consultant psychiatrist and written information on ECT is given to the patient.
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ACCESS TO THERAPEUTIC PROGRAMME
There is a therapy suite upstairs on the male unit. All activities take place on this unit and patients are actively
encouraged to attend. Nursing staff currently run the activation service with no input from other members of the
team.

WARD MANAGEMENT
There is no waiting list for this unit. There are regular transfers to other units within the hospital due to bed
shortages.
There is a policy on searching patients’ belongings. There are specific times for all meals, snacks and drinks. There is
a ward clerk available to the unit with additional secretarial staff available. The phlebotomy service is provided by a
CNM2. There is an open door policy and patients are allowed off the unit as appropriate. Visiting times are open
except at meal times.

INFORMATION
A patient information booklet is available. Patients and carers are able to give their opinions on the unit through
regular ward meetings and through meetings with advocates. There is a suggestion box on the unit with
suggestions processed by a CNM3.
A complaints policy is in operation and this is clearly described in the patient’s information booklet. There are a
number of information leaflets available for patients on the unit.

RECORDS
The patients’ clinical files were legible and up to date. Entries were signed and dated.
There was no evidence of input from disciplines other than medical and nursing. A treatment plan was
documented and progress reports were up to date.
A Kardex system is in operation for medication. The name of the person and medications were legible and dated.
The generic name of the medication was used, the dose was clearly written, as were intervals of dosage. The
medication sheets were signed and dated. The administration sheets were legible. If medication was refused, this
was noted and discontinuation of medication was signed and dated. Medication cards were re-written within three
months.
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ENVIRONMENT
The overall décor of the wards was very good. The unit was clean and bright. The external door was not locked
and there was access to the outside space. There was disabled access to all areas. There was CCTV in the single
bedrooms.
The unit office was centrally located, was accessible to clients and had an alarm system. There was enough space
for report writing. There was a telephone, but no computer. The size of the office was adequate and there was
sufficient storage space.
The clinical room had no examination couch. There was an unscreened observation panel. Cardiopulmonary
resuscitation equipment was available. There was a dangerous drugs store on the unit. All medication was locked
in the medicine store and in a locked medicine trolley.
There were two interview rooms adjacent to the nursing office. These were soundproofed and had observation
panels. There was an examination couch in both rooms.
There were a number of toilets and bathrooms, all of which were clean, had good décor, had free access and were
gender specific. They were clearly signed. There were no overriding locks on the doors.
The dining and lounge area were in good condition. The lounge area was comfortable and had access to TV and
radio. There was a room inside for smoking. There was no separate activities area. There was no free access to tea
or coffee.

RISK MANAGEMENT
A new risk management instrument is currently being piloted on the admission wards. There is no policy on the
pharmacological management of acute aggression. Staff are trained in de-escalation techniques.
There are no formal seclusion facilities on these units. However a single room is used on occasion for seclusion. The
staff report that restraint is not used to manage difficult situations. There are serious incident forms filled out after
each incident.
There is a pin-point alarm system. Response is from other areas within the hospital.
There is policy on patients missing/absent from the unit in place. The procedure involves a local search and the
notification of relevant people.
There are plans to incorporate a high observation area within the unit.
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2.

INTELLECTUAL DISABILITY AND LONG STAY UNIT

Date of Inspection:

20th October 2004

Function of Wards:

Continuing Care in Long Stay Wards

REFERRAL TO SERVICE
All referrals to the long stay and intellectual disability units are internal transfers from other units within St. Brigid’s
Hospital. There are no direct admissions to these units.

PROCESS OF ADMISSION
There are admission procedures to these units which have been agreed by the responsible consultant psychiatrist.
There are no multidisciplinary meetings regarding the transfer of patients.

CARE PLANNING
Care planning is nurse led. There is no opportunity for the patient to be involved in their care plan and there is no
multidisciplinary team input to care planning. There is no key worker system in place.
Assessment of patients’ community placement needs is currently being carried out.

NURSING PROCESS
There is little evidence of a formal nursing model being used. There are two observation levels: one-to-one nursing
and general nursing. There appears to be a strong emphasis on containment and security rather than rehabilitation.
Nursing staff wear identification badges and uniforms.
Staff on some wards were unfamiliar with the patients and the unit routine.

ACCESS TO THERAPY AND TREATMENT
There is limited or no access to other disciplines and there is no multidisciplinary involvement in assessment, care
planning and care implementation for patients.
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ACCESS TO THERAPEUTIC ACTIVITIES
There are no needs based therapeutic programmes for patients in these units. There are no structured unit
programmes or activities. There are occasional outings.

ENVIRONMENT
The long stay wards in this hospital were in a poor state of repair and décor. They were dark and dingy and
allowed limited safety, privacy and dignity for the patient group. The conditions in the long stay wards were
unacceptable for the provision of a modern mental health service.

RECOMMENDATIONS
EAST GALWAY CATCHMENT
ACUTE UNIT, ST. BRIGID’S HOSPITAL, BALLINASLOE
1. Plans to develop a high observation area should be progressed.
2. There should be full multidisciplinary team input to the admission ward.
3. There should be a needs based therapeutic programme for each patient that is linked to individual care
plans.
4. The results of the pilot risk management process should be assessed and incorporated into practice.

LONG STAY AND INTELLECTUAL DISABILITY UNIT, ST. BRIGID’S HOSPITAL, BALLINASLOE
1. These wards provide unacceptable living conditions for patients. All patients should be moved, as a matter
of urgency, to a more acceptable environment.
2. There is a need for systematic goal-oriented care planning for each individual patient. This should be
multidimensional and patient centred in nature.
3. Each patient should be assessed for their future care and accommodation needs.
4. Dedicated multidisciplinary teams should be assigned to these units.
a. The long stay units should be under the responsibility of a full multidisciplinary rehabilitation team.
b. Patients with intellectual disability should be under the care of the intellectual disability services.
c. Patients with dual diagnosis of intellectual disability and mental illness should have access to a specialist
mental health service for persons with intellectual disability.
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ROSCOMMON SERVICES
1.

ACUTE UNIT, ROSCOMMON GENERAL HOSPITAL

Date of Inspection:

21st October 2004

Number of Beds:

30 Integrated

Function of Unit:

Acute Admission Unit In General Hospital

REFERRAL TO SERVICE
Referrals from General Practitioners (G.P.) are assessed in the acute unit. Self referrals are assessed in the Accident
and Emergency Department. There is a policy on admitting people who are intoxicated. Children under 16 years
are not admitted. Those with moderate intellectual disability are occasionally admitted.

PROCESS OF ADMISSION TO SERVICE
On admission the patient is assessed by nursing and medical staff. All decisions to admit a patient are made in
consultation with a consultant psychiatrist. A physical and mental health examination of the patient is completed
and an initial treatment plan initiated. The patient is seen within twenty four hours by a consultant psychiatrist.

CARE PLAN
Each of the three sector teams has a weekly meeting to review the care plans. Care planning is documented in the
patient’s clinical file. A collateral history is obtained from the patient’s family or carer if appropriate.
There is a formal discharge plan and discharge planning is documented in the clinical file. A discharge letter is sent
to the patient’s G.P. Where necessary, community mental health nurses will visit the patient prior to discharge.

NURSING PROCESS
The Roper Logan Tierney nursing model is in use on the unit. There is a key nurse system in place. There are six
nursing staff on duty during the day and two nursing staff on duty at night.
There is a comprehensive observation policy in operation. There are four levels of observation: general observation;
fifteen minute observation within the high observation area; patient remaining in his or her night clothes; one-toone nursing. Patients’ observation status is reviewed daily.
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ACCESS TO THERAPY AND TREATMENT
There is an occupational therapy service available with one occupational therapist shared between the inpatient
unit and the day hospital. There is a dedicated occupational therapy area in the unit.
There is one basic grade social worker who covers all three sector teams and one senior clinical psychologist in the
service.
There are three consultants, with weekly consultant led team meetings. Medical care is provided by non-consultant
hospital doctors (NCHD). The unit has access to the facilities and staff of the general hospital.
There is an electroconvulsive therapy (ECT) policy in place. There is a designated consultant psychiatrist for ECT.
Nursing staff and NCHDs are trained in ECT procedure. The consultant psychiatrist obtains consent from the patient
for ECT and written information about ECT is given to the patient.

ACCESS TO THERAPEUTIC ACTIVITIES
There is a therapeutic activity programme on the unit. The occupational therapist and nursing staff facilitate this
programme.

WARD MANAGEMENT
There are no transfers of patients to other units or hospitals due to bed shortages.
The patients’ belongings are searched on admission to the unit. The patient is initially nursed in night clothes.
There is a ward clerk available to the unit. There is no phlebotomy service. Visiting times are flexible except for
meal times and during therapeutic programmes.
Meals are at set times. Patients have access to the main hospital canteen for additional tea, coffee and snacks.
There is an open door policy in the unit. The decision to lock the external door is taken by nursing and medical
staff. The reason for closing the unit is not recorded.

INFORMATION
There is a suggestion box for obtaining patients’ opinions about the service. There is also a complaints procedure.
There were a number of positive developments in service-user involvement within the last year - surveys had been
undertaken of service user opinions post-discharge and on service-users views on telephone responsiveness within
the service. There had also been a recent audit of medication sheets.
A service information booklet has been developed, although patients interviewed at the time of the inspection said
they were not aware of the booklet. The service users interviewed reported receiving information on their
medications and treatment plans.
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RECORDS
There are separate clinical and nursing files. Allied health professionals document their assessments and progress
notes in the patient’s clinical file. There was no ICD diagnosis in the files inspected. Some files contained progress
notes and signatures that were illegible. There was no evidence of a multidisciplinary care plan outlined in the files,
although there were treatment plans documented.

ENVIRONMENT
The acute unit was located within the general hospital. The general level of hygiene and décor was of an adequate
standard. The dormitory area was separate from the main day area. There was an adequate sleeping space. There
were two observation bays of four beds each. There was an intensive care bedroom and three single rooms.
Patients had access to a garden area but the exit door was often locked.

RISK MANAGEMENT
There is no policy on clinical risk management. Some nursing staff have completed training in de-escalation
techniques. It was stated that there was no difficulty with alcohol and illegal drugs on the unit.
All staff carry an alarm. Response to the alarm comes from within the unit and from hospital security.
Seclusion is not used. Any patient in need of one-to-one nursing is nursed in a single room. Mechanical restraint is
not used.

2.

HIGH SUPPORT HOSTELS, CASTLEREA, CO. ROSCOMMON

Date of Inspections:

21st October 2004

ÁRAS NAOMH CHAOIMHÍN/ROSALIE UNIT
Áras Naomh Chaoimhín is a former purpose-built nursing home, which offers a high standard of accommodation
to 34 residents, whose ages range from 60 to 90 years. The building is part of a complex which comprises the
residential unit, a workshop, training areas and a kitchen and canteen for mental health service users.
The unit is a single-story building with full access. The reception, dining and lounge areas are open-plan and
provide space, light and plenty of seating areas for residents. The décor and furnishings are of a high standard. The
bedrooms are spacious and en-suite facilities are provided throughout.
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The majority of admissions to this unit are from the acute unit in Roscommon. The decision to admit a patient to
the unit is made by the consultant psychiatrist who has responsibility for the Castlerea sector and the elderly
service. There is no specialist mental health team for the elderly.
The unit is managed by a clinical nurse manager 2 (CNM2) and staffed by three nurses during the day and two at
night. There are two household staff.
There was no evidence of input from allied health professionals to the unit. Medical and nursing reviews of each
resident are held weekly. The consultant psychiatrist visits one day a week.
There is a weekly activity programme on the unit. Activities include reminiscence therapy, art and craft classes,
relaxation, massage, and general health promotion and self-care groups. Some of the residents attend the
workshop in the complex.
A number of residents were interviewed. They all expressed satisfaction with the quality of care they were
receiving.

KNOCKROE HOUSE, CASTLEREA, CO. ROSCOMMON
This is a high support hostel on the outskirts of Castlerea with twenty four hour nursing care. The unit is
reasonably well decorated and is homely and comfortable. It is an integrated unit with separate sleeping areas. The
rooms are personalised and the clients have their own storage space. The unit is open and the clients were free to
leave the unit whenever they wished. There is a mix of age groups in the unit.
There are six clients with a primary diagnosis of intellectual disability placed on the unit and much of the nursing
staff’s time is spent providing physical care to these clients. Each of these clients has been psychologically assessed
and deemed appropriate for the intellectual disability service. There are ongoing efforts by the mental health
service to place these clients within the Intellectual Disability Services. This has not been successful and there seems
to be no prospect of this happening in the near future. The staff felt that providing for the care needs of this group
did not allow them to provide more appropriate input for the other clients.
The medical records and medication sheets were of a good standard. A nursing care plan was in place. Activities
were available on the unit, which were geared towards the client’s individual interest.
The clients interviewed said that they enjoyed living in the hostel and were satisfied with the nursing care. One
client in particular was especially pleased with the amount of freedom he had since moving to the hostel.
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RECOMMENDATIONS
ROSCOMMON CATCHMENT
ACUTE UNIT, ROSCOMMON GENERAL HOSPITAL
1. The acute unit opened in 1992 and is in need of structural review, in particular to establish a high
observation area. This would have the effect of reducing the current high level of special (one-to-one)
nursing.
2. There should be a comprehensive risk management policy available to staff in the acute unit.
3. There should be a regular audit of clinical files to ensure all records are legible.
4. There should be a signature and initial bank in operation for all staff.

COMMUNITY FACILITIES, ROSCOMMON
1. Clients with an intellectual disability were inappropriately placed within the Knockroe House 24-hour staffed
community residence. Their care should be transferred to the Intellectual Disability Service as a matter of
urgency.

MAYO SERVICES
1.

ACUTE UNIT, CASTLEBAR GENERAL HOSPITAL

Date of Inspection:

20th October 2004

Number of Beds:

33 Integrated (Including a High Observation Area)

Function of Unit:

Acute Admission Unit In a General Hospital

REFERRAL TO SERVICE
There is an admissions policy available. Admissions are usually referred by their General Practitioner (G.P.), through
Accident and Emergency (A&E) or from outpatient clinics.
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PROCESS OF ADMISSION TO SERVICE
It is intended that all referrals to the acute unit will be seen in the A&E department. However there are ongoing
difficulties with obtaining a suitable interview room in which to assess psychiatric patients. This matter is under
negotiation at the present time. In the meantime all referrals are sent from the A&E department to the acute unit
for an initial assessment. This is an unsatisfactory arrangement.
Non-consultant hospital doctors (NCHD) assess patients. Children under the age of 16 years are not admitted to
the unit but there are admissions of people with moderate intellectual disability. The decision to admit a patient is
made by the consultant psychiatrist. The consultant psychiatrist sees new admissions within twenty four hours. The
initial treatment plan is usually explained to the patient by nursing staff.

CARE PLAN
There is no multidisciplinary care planning and no multidisciplinary team meetings on the unit. There is a nursing
care plan based on the nursing model in use on the unit.

NURSING PROCESS
The Tidal model of nursing care is in use on the unit. This model allows the patient input into his or her care plan.
A nursing care plan is drawn up and co-signed by the patient and nurse. This is then reviewed on a daily basis.
Patients are allocated a key worker and are kept informed regarding their own treatment. All nurses wear name
badges.
There are three levels of observation; general; thirty minutes observation and special (one-to-one) nursing.

ACCESS TO THERAPY AND TREATMENT
According to staff, referrals can be made to allied health professionals. The NCHDs attends the unit daily.
Consultant psychiatrists attend the unit at least three times a week. A medical team will come to the unit from
within the hospital for the assessment and treatment of patients, if required, or staff can accompany the patient to
the A&E department.

ACCESS TO THERAPEUTIC ACTIVITIES
There is an activation room in the unit, with two nurses providing a programme of activities. The ward programme
runs from 10 a.m. to 12.30 p.m. and from 2.15 p.m. to 4.45 p.m. six days a week. The programme includes
relaxation, music sessions, art sessions, religious services, bingo and patient meetings. Every fortnight there is a
meeting with the Patient Advocate.
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WARD MANAGEMENT
The unit is locked. There is no phlebotomy service to the unit. There is a ward clerk and a receptionist. Mealtimes
are at usual times. Patients have access to a coffee dock in the main hospital building.
Staff stated that there are no transfers due to bed shortages.
There is no restriction on visiting up to 9.00 p.m.

SERVICE USER INVOLVEMENT
A leaflet is available for newly admitted patients. This gives general information about the unit, the activities
programme, the multidisciplinary teams and some voluntary groups. Staff stated that leaflets are given to patients
regarding their medication
A suggestion box is available in the group room and a complaints procedure is in operation. Information about the
complaints procedure is given to the patients.
A procedure is in place for the Patient Advocate to give feedback to senior nursing staff.
One patient was interviewed. She was very complimentary about the quality of nursing care that she received. She
knew her primary nurse and felt that she was given adequate information about the unit, and treatment
interventions. She saw her consultant twice weekly and felt involved in decisions about her care and planning for
discharge. Her only criticism was that the days on the unit could be more structured. In particular, she said that
there were three days on which no organised activities took place. She attributed this to a lack of continuity of
staffing and the failure to replace one of the activation nurses when they were away from the unit.

RECORDS
Files are not integrated and there are separate medical and nursing charts. The patients’ clinical files were neat and
manageable. Names of patients were not printed on the front. There was no treatment plan in some files. No
entries from occupational therapists, psychologists or social workers were evident in the charts that were inspected.

ENVIRONMENT
The overall décor of the unit was good. There was full access to all areas. There was a waiting area and a reception
area with two staff.
The bedrooms were organised into six- bedded, five-bedded and single rooms. There was a four-bedded high
observation unit with a seclusion room.
There was a courtyard and new garden being completed. Smoking was only allowed outside the unit. There was a
quiet room and a television room, which was bright and well ventilated.
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There were an adequate number of toilets and bathrooms. One bathroom was equipped with a hoist.
The electroconvulsive therapy (ECT) suite had a preparation room, treatment room and recovery room. A new ECT
policy was in place since September 2004. An information leaflet was given to patients who were to receive ECT.
The child and adolescent services were located next to the Acute Psychiatric Unit. This was a well-designed
outpatient unit with a number of consulting rooms, a reception area and a waiting area.

RISK MANAGEMENT
There is a policy on risk management and the pharmacological management of acute aggression. A pinpoint alarm
system is in operation with CCTV monitors on the front door area and seclusion room.
Searches of patients’ belongings are carried out if senior nursing staff feel this is necessary. Patients are asked for
permission. There is a policy on patients missing from the unit, which includes a procedure for informing senior
staff and organising a search.

ST. MARY’S HOSPITAL, CASTLEBAR
2.

LONG STAY UNITS

Date of Inspection:

20th October 2004

Ward 19:
Ward 4:
Ward 7:

Female Ward 17 Beds
Male Ward 13 Beds
Male Ward 20 beds

INTRODUCTION
There is a plan to open St. Theresa’s ward on the campus grounds as a fifty bed ward in order to close St. Mary’s
Hospital. It is planned that forty of these beds will be continuing care beds.
For the purpose of the report the care process will be reviewed collectively. Where differences exist they will be
highlighted. Wards 19 and 4 are locked although the patients are voluntary patients.

REFERRAL AND ADMISSION TO SERVICE
The wards do not have admission or transfer policies. Transfer of patients from the Acute Unit due to bed
shortages occur rarely. There are no direct referrals to these wards.
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CARE PLAN
There is a nursing care plan developed from the nursing care assessments. Six monthly physical reviews had just
been completed prior to the inspection.

NURSING PROCESS
The Roper Logan model of nursing is in operation on the units. There is no key worker system in operation. There
are no recognised levels of observation. Staff wear name badges.

ACCESS TO THERAPY AND TREATMENT
There is no multidisciplinary team input to these units. The non-consultant hospital doctor (NCHD) visits on request.
One person on Ward 7 is in seclusion on a permanent basis.

ACCESS TO THERAPEUTIC ACTIVITIES
There is no structured ward programme on any wards. There are infrequent outings on some wards. There is no
rehabilitation programme in place on any wards.

WARD MANAGEMENT
Mealtimes are set at times. There is no access to a ward clerk or phlebotomist. There is a flexible approach to
visiting. Patients are accompanied off the ward to appointments.

INFORMATION
There is no formal method for residents to express opinions. There was no evidence of patient rights being
displayed on the ward.

RECORDS
The patients’ clinical files reviewed had no patient identifier on the top of each continuation sheet. Some
signatures were illegible. Otherwise the clinical files were satisfactory. Medication sheets were also satisfactory.
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ENVIRONMENT
The décor and furniture were of an appropriate standard. There was sufficient equipment in place for moving and
handling patients. The bathroom area on Ward 4 was inadequate in size.

RISK MANAGEMENT
There was no evidence of a policy on risk management. Seclusion and restraint are in use on some wards. There
was no alarm system in place in these wards.

3.

TEACH AISLING HIGH DEPENDENCY UNIT, CASTLEBAR

Date of Inspection:

20th October 2004

Function of Unit:

This unit provides a secure environment for patients who are difficult to manage
in an open treatment setting.

REFERRALS AND ADMISSIONS TO SERVICE
Admissions to the unit are through the consultant psychiatrist with responsibility for the unit. There are no direct
admissions to the unit. There is an admission policy available on the unit. Children under 16 years of age are not
admitted.

CARE PLAN
The staff stated that there was no multidisciplinary team providing input to the unit. A psychologist who had
previously provided sessions to the unit had left and had not been replaced. An Art therapist has also left and not
been replaced. There is no occupational therapist available.
There is no formal multidisciplinary care planning. The patients were reviewed regularly by the consultant
psychiatrist.

NURSING PROCESS
The nurses use a nursing model which is currently being reviewed. There is also a plan to implement a key nurse
system.
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ACCESS TO THERAPEUTIC ACTIVITIES
Activities were run by the nursing staff. A relaxation room and an activation room were available. The patients did
not attend any outside activities.

ENVIRONMENT
Teach Aisling was a single storey building located in its own grounds, separate but close to St. Mary’s Hospital and
Castlebar General Hospital. It was a purpose built integrated unit and had high standards of décor. The door was
locked. The patients had individual rooms which were personalised. There was a large pleasant garden area to
which the patients had access. There was also a visitors’ room. CCTV was in use in different areas of the unit
including a visitors/quiet room. There was no notice informing patients that CCTV was in use in this room. There
was an alarm system which alerted other mental health units in the area.
There was a large nursing station from which there was clear observation into the main area of the unit. There was
a large sitting area which was comfortable and bright. There was television, radio, books and newspapers.
There was a quiet room, relaxation room and smoking room. Two interview rooms were available.
There were eight single en-suite bedrooms, and one double room. There was an adequate sized dining room and
kitchen.
There were two self contained bed-sitting rooms attached to the unit. The purpose of these units was to accustom
the patient to independent living. These contained a bedroom/sitting room and a small kitchenette. Patients living
in these units had access to the main unit and nursing staff as they wished.

SECLUSION
Staff reported that seclusion is not used. However, there is a room clearly designated as a seclusion room with a
‘sports’ finish on the wall. There was a wooden-framed bed in the room, which would be unsuitable for use in a
seclusion room.

378

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | Western Area (Western Health Board)

4.

SWINFORD TREATMENT CENTRE

Date of Inspection:

20th October 2004

Number of Beds:

12

DESCRIPTION AND FUNCTION
This is a large old building in the town of Swinford which was previously a fever hospital. It has a total capacity of
twelve beds. This centre has a number of functions. It is a high support hostel for six residents, two of whom have
been there long term and four who have been there for shorter periods. It accepts respite and planned admissions
from the community and also accepts occasional crisis admissions. It therefore serves to prevent admission to the
acute unit in Castlebar. It also serves as a “drop in centre” for up to twenty day attendees.
The out patient clinic is located close by in a house known as The Lodge. An addiction counsellor and clinical
psychologist have sessions there.

REFERRAL TO SERVICE
All referrals to the service are made by the sector consultant psychiatrist.

PROCESS OF ADMISSION TO SERVICE
The consultant psychiatrist makes all decisions to admit patients to this unit. There is no written admission policy.
The treatment plan is discussed with the nursing staff. A physical examination is completed by the local General
Practitioner, who provides an on-call service.

CARE PLAN
There is a full nursing care plan. This is reviewed at weekly meetings with the medical team. The patient’s family
are informed of the treatment plan if this is appropriate.

NURSING PROCESS
The Roper Logan Tierney nursing model is in use. The unit operates a key nurse system although due to the small
size of the unit residents have access to all staff. Observation levels are defined for each resident based on need.
There is no written policy on observation.
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ACCESS TO THERAPY AND TREATMENT
There is no multidisciplinary team involvement outside medical and nursing input.

THERAPEUTIC PROGRAMME
There is an activities programme available in the hostel. Residents are also transported to a local day centre for
additional art classes.

HOSTEL MANAGEMENT
Meals are brought from the district hospital for lunch and tea. Residents make their own breakfast. The house has
access to a ward clerk for 2.5 days per week. Residents and day attendees are free to come and go. They can be
accompanied into town if needed.
There are two nursing staff on duty during the day and two nursing staff at night. There is an alarm system which
alerts An Garda Siochána but there is no other back up service apart from the acute unit in Castlebar. Staff say
there has been no untoward incident in the last year.

RECORDS
The nursing notes are satisfactory and contained an assessment form and a treatment plan.
Patients’ clinical files were legible. However in one patient’s file there was no record of the patient having been
reviewed since admission thirteen days previously. There was no record of a physical examination having been
completed in one of the files inspected. Medication sheets are up to date. No generic medication names are used
but the sheets are clearly written and the dispensing sheets are also satisfactory.
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ENVIRONMENT
The building was in need of renovation but this was being remedied over the next year when the patients and staff
would move to another unit. There were structural problems with the house in that there was no lift, no disabled
access and the smoking room was located upstairs. Twelve clients had access to only two toilets and one
bathroom.
When the renovations are completed it is intended to extend the unit by two beds, bringing the complement up to
fourteen beds.
Since the inspection the unit has been closed for refurbishment and the patients have been relocated to another
facility.

RISK MANAGEMENT
There is no risk management policy or procedure in place. Staff have access to personal alarms but do not carry
them routinely. The alarm response comes from a commercial alarm company based in Galway who contacts the
local Garda Siochána if necessary.

5.

ST. JOSEPH’S HOSTEL, BALLINA

Date of Inspection:

20th October 2004

Number of Beds:

12

This is a two-story building sited in Ballina Town. It serves a number of purposes for the Ballina Sector:
1. A 24-hour staffed hostel
2. A day hospital and day centre
3. A sector headquarters
4. An out-patients’ clinic
5. A depot medication clinic
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This is a twelve-bedded residential unit comprising eight continuing care beds and four respite beds. On the day of
inspection, there were seven long-stay residents and two people on respite.
There are two nursing staff in the hostel, day and night. The consultant psychiatrist, in consultation with hostel and
community staff, decides the appropriateness of admissions.
Of the current long-stay resident group, only one has come to the hostel from the community. Four residents have
been assessed as requiring nursing home placement.
Medical care is provided by a General Practitioner (G.P.). An occupational therapist, social worker and psychologist
visit two days per week and the Patient Advocate meets the residents on a regular basis.
A day care service is provided to approximately forty patients. Fifteen patients on average come to the building
daily to collect medication or to have depot medication administered. An outreach service is also provided to
patients in nearby group homes, to home-based patients and to patients attending the local training centres.
A day hospital service is provided by three nursing staff. All referrals are seen by appointment. Referrals are taken
from the mental health team and from local GPs. Services offered include anxiety management, relaxation classes,
supportive counselling and Solutions for Wellness programmes. An addiction counsellor and two cognitive
behaviour therapists also operate from the building. There is a secretary/receptionist, who has an office at the
entrance to the building and all the case files are stored on site.

CONCLUSION
The building provides very cramped accommodation for patients who use the service and for staff who work in
and from the building. The office space is extremely limited and the physical resources at the disposal of staff seem
inadequate to facilitate the level of service they are currently providing.
The quality of care currently being provided to residents of the hostel is compromised on a number of fronts. The
presence of significant numbers of non-residents availing of other services or waiting for appointments limits the
access of residents to facilities and disturbs the quiet homely atmosphere that might otherwise prevail. The use of
their dining area, lounge and toilets by the sector team staff, the addiction services and service-users is
unacceptable due to its impact on residents’ sense of dignity and privacy.
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RECOMMENDATIONS
MAYO CATCHMENT
ACUTE UNIT, CASTLEBAR
1. The acute psychiatric unit should be an integral part of the general hospital and patients of the mental
health service should have the same access to services as all other patients. This includes assessment in the
Accident and Emergency Department and access to phlebotomy services, laboratory and x-ray services,
dietician, physiotherapy and any other available services.
2. Each sector should have a full multidisciplinary team to which patients in the acute unit have access.
3. There should be regular MDT team meetings on the ward and decisions taken should be recorded in a care
plan for each individual patient.
4. There should be a regular audit of clinical files to ensure all records are legible.
5. All policies in the new unit should have a multidisciplinary focus and be fully implemented.

ST. MARY’S HOSPITAL, CASTLEBAR, LONG STAY UNITS
1. There should be an urgent multidisciplinary review of the patient in long term seclusion.
2. There should be a multidisciplinary rehabilitation team with responsibility for these units. The appointment of
a rehabilitation team should be made as a matter of urgency.
3. All patients must have their future care and accommodation needs assessed and their future care should be
provided by the service most appropriate to those needs.
4. There is a need for systematic goal oriented care planning to be carried out on each patient. This should be
multidimensional and patient-centred in nature.

TEACH AISLING, INTENSIVE CARE UNIT
1. The emphasis in the unit should shift from a predominantly security orientated programme to a rehabilitative
programme.
2. There should be a full multidisciplinary rehabilitation team with responsibility for this unit.
3. Each patient in the unit requires a full multidisciplinary assessment and care plan with regular reviews.
4. There should be a decision as to whether seclusion is used on the unit. If it is not used the seclusion room
should be converted for other purposes.
5. Use of CCTV in internal areas must be clearly advertised.
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HIGH SUPPORT HOSTEL, SWINFORD
1. The function of Swinford hostel needs to be defined. Currently it functions as a 24-hour staffed hostel, a
drop-in centre and a unit for crisis admissions. It is difficult for the nursing staff to adequately meet the
needs of these diverse patient groups.
2. The unit should have a comprehensive admission policy.
3. All clients admitted to the unit should have a mental health assessment, a documented physical examination
and an early review by a consultant psychiatrist.
4. All clients should have access to a multidisciplinary team.
5. Any centre used for the acute residential assessment and treatment of persons with mental illness must be
designated under the 1945 Mental Treatment Act and subsequently approved under the Mental Health Act
2001.

ST. JOSEPH’S HOSTEL, BALLINA
1. It is understood that plans are at an advanced stage for the development of a new Mental Health Centre in
Ballina, which would provide a sector headquarters and day facilities. This should be provided as a matter of
urgency.
2. The privacy and dignity of the long-term residents need to be safeguarded. Their communal spaces such as
lounge, dining area and toilets should be seen as part of their home and not used by everyone who visits
the building.
3. Until the new mental health centre is built, appropriate office accommodation should be provided elsewhere
for the multidisciplinary team and a more suitable location sought for the provision of day care activities.
4. Any centre used for the acute residential assessment and treatment of persons with mental illness must be
designated under the 1945 Mental Treatment Act and subsequently approved under the Mental Health Act
2001.
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MENTAL HEALTH SERVICES IN THE HSE NORTHERN AREA (NORTHERN AREA HEALTH BOARD)

INTRODUCTION
Mental Health Services in the HSE Northern Area cover Dublin North West ( MHA 6), Dublin North City (MHA 7)
and Dublin North ( MHA 8). The total population is 486,934, with a slightly higher dependency ratio than
nationally.
Mental health services are currently organised on the basis of 3 catchments with differing population sizes. Dublin
North City service, with beds in St. Ita’s Hospital, has a catchment population of 210,346, the Dublin North West
catchment with beds in St. Brendan’s Hospital and Connolly Hospital has a catchment population of 143,029 and
the Dublin North City catchment, with beds in St. Vincent’s Hospital Fairview and the Mater Miseraecordiae (Mater)
Hospital has a catchment population of 133,559. (Table 1)

Table 1: Population Profile in the HSE Northern Area
Total Population

Over 16

Over 65

Under 16

Under 18

Dublin North West (MHA 6)

143,029

11,1318
(9.19%)

13,143
(22.17%)

31,711
(25.32%)

36,209

Dublin North City (MHA 7)

133,559

110,831

16,804
(12.58%)

22,728
(17.02%)

25,599
(19.17%)

Dublin North (MHA 8)

210,346

162,087

18,448
(8.77%)

48,259
(22.94%)

54,757
(26.03%)

Total

486,934

384,236
(78.9%)

48,395
(9.94%)

102,698
(21.09%)

116,565
(23.94%)

77.3%

11.1%

22.7%

25.6%

National Age Profile

Funding allocated for the mental health service in 2004 was €92.2m. (Table 2) This includes funding for the
addiction services but excludes funding for mental health services for children and adolescents and mental health
service for those with intellectual disabilities.
Table 2: Funding of the Mental Health Services

Adult Mental Health Services (Including Addiction Services )
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Allocation 2003

€ Spent
2003

€ Allocation
2004

89,374,900

92,123,676

91,995,771
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A significant portion of the mental health budget continues to be allocated to St. Brendan’s Hospital and St. Ita’s
Hospital. In 2004, the allocated budget for St. Brendan’s Hospital was €24.6m, in addition to the €10.6m for the
services based in Connolly Hospital while the mental health services based at St. Ita’s Hospital had an allocation of
€25.1m.
Table 3 gives information on funding, available beds and inpatient activity of the adult mental health service.
Table 3: Catchment Resources and Inpatient Activity of Adult Mental Health Services
Dublin North
West (MHA 6)

Dublin North
City (MHA 7)

Dublin North
(MHA 8)

111,318

110,831

162,087

€18.5

€25.15m

83

130

175

22 + Beds in St.
Brendan’s for one Sector

102

138

156

32

33

649.6

691.1

612

90.1

116.4

45.7

5

4

5

0

0

0

Catchment Population (over 16)
Funding (2004)

10.6

Total Psychiatric Nurses
Beds
24-Hour Staffed Residential Places
Admission Rate 2003 (per 100,000 over16: national avg: 760.4)
Certification Rate 2003 (per 100,000 over16: national avg: 80.4)
New Long Stay 2003

1

1

In-Patient Suicides 2003
1
2

1

2

Admissions rate, certification rate include admissions to St. Brendan’s Hospital
Funding for St. Vincent’s Hospital Fairview and the Mater Hospital

Table 4: Recommended Range of Specialist Services and Teams Comhairle na nOspidéal 2005
Total Population: 486,934; Population over 65: 48,395
Minimum
Recommended
MH Teams

Number of
Teams
Present

20

17

Elderly (min. 1 per 15,000 elderly)

3

2

Rehabilitation (1 per 100,000 total population)

5

1

10

5

Adult Intellectual Disability (1 per 100,000 total population)

5

6.5

Child and Adolescent Intellectual Disability (1 per 200,000 total population)

5

1

Liaison

3

1

General Adult (1 per 25,000 total population)

Child and Adolescent (1 per 50,000 total population)
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MULTIDISCIPLINARY TEAM STAFFING
The range and number of specialist teams required in the HSE Northern Area is outlined in Table 4. Each team
should have, as a minimum, one each of the core disciplines of the multidisciplinary team - consultant psychiatrist,
clinical psychologist, social worker and occupational therapist - and a sufficient number of nursing staff to provide
enhanced community-based care. All teams will require additional therapists, such as family therapists, family
support workers, addiction counsellors, bereavement counsellors and cognitive behavioural therapists. Particular
specialties will also require either additional numbers of core disciplines or additional special therapists, e.g. urban
teams may require additional social workers, rehabilitation teams will require additional occupational therapists,
intellectual disability teams will require additional clinical psychologists and speech and language therapists are
essential for child and adolescent psychiatry.
It is recommended that teams in the general adult mental health services combine to serve populations of 50,000
and teams in child and adolescent mental health services combine to serve populations of 100,000. These larger
teams would enable the provision of a wider range of therapists, they would give some element of patient choice
and they would allow team members to develop skills in particular special interest areas.

Table 5: Community Mental Health Team Staffing of Specialist General Adult Mental Health Services
Dublin North
West (MHA 6)

Dublin North
City (MHA 7)

Dublin North
(MHA 8)

111,318

110,831

162,087

Consultants

5

6

7

Psychologists

2

0

0.5

Social Workers

2

1

4

Occupational Therapists

3

5

2

Team Psychiatric Nurses

Not given

Not given

14

Total Psychiatric Nurses

83

130

175

Cognitive/Behavioural Therapists

1

0

0

Family Therapists

1

2

0

Addiction Counsellors

0

1

0

Bereavement Therapists

2

0

0

Catchment Population (over 16)
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Table 5(a): Staff Assigned Solely to a Hospital Base
St. Brendan’s
Hospital

St. Vincent’s
Hospital, Fairview

€24m

Funding
Beds

139

Consultants

4

Psychologists

0.5

3.5

Social Workers

2

0

Occupational Therapists

4

Nursing
1

1

237

107.28

1

Part of the overall nursing complement of nurses within the service (Tables 3 & 5).

Tables 5, 5(a) and 6 outline the multidisciplinary staffing available to mental health teams in all specialties. There
are serious deficiencies in the availability of clinical psychologists, social workers and occupational therapists in all
specialty teams. While the HSE Northern Area has a considerable nursing resource of over 600, few are available to
community mental health teams to provide active community-based care. Significant numbers of nurses continue
to be assigned to beds in St. Brendan’s Hospital, St. Ita’s Hospital and St. Vincent’s Hospital Fairview.
The number of teams in adult psychiatry masks the fact that the general adult mental health services are poorly
developed and poorly staffed. None of the existing teams have the minimum required staffing to form community
mental health teams and these staffing deficiencies affect all core members of the team: consultant psychiatrists,
clinical psychologists, social workers and occupational therapists (Table 5). Mental health services for the elderly,
rehabilitation mental health services, liaison mental health services, child and adolescent mental health services and
mental health services for persons with intellectual disability are all under-developed, with existing teams being
inadequately staffed. (Table 6)

Table 6: Community Mental Health Team Staffing of Additional Specialty Services
HSE Area Staffing
of Specialty Teams

MHS for
the Elderly

Rehab
MHS

C&A
MHS

Homeless
MHS

3

1

1

1

<1

0

0.33

Social Workers

0

1

0

Occupational Therapists

1

0

Team Psychiatric Nurses

7

6

Consultants
Psychologists
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CLINICAL SERVICE PROVISION IN THE HSE NORTHERN AREA
A range of factors exists in the HSE Northern Area that increases demand on mental health services and which
requires specific service responses. The HSE Northern Area includes some deprived city areas where the prevalence
of mental illness is likely to be higher than average. The urban phenomenon of drift of disadvantaged persons to
inner city areas leads to higher concentrations of vulnerable people, at risk of mental illness, without stable
accommodation and with poor family and social supports. There are, in addition, significant numbers of discharged
long stay patients from both St. Brendan’s Hospital and St. Ita’s Hospital living in the Area. In 2004, there were also
211 private nursing home beds funded from the mental health service budget, and contracted to provide care to
predominantly elderly people with mental illness or dementia. The HSE Northern Area also contains more than 600
places for asylum seekers.
These factors require specific service responses to ensure that vulnerable people are receiving the mental health
service they need. Of particular relevance is the availability of properly resourced rehabilitation mental health
services, mental health services focusing on the homeless, mental health services for the elderly and forensic mental
health services. All these specialty services are either seriously underdeveloped or not available, placing serious
strain on existing teams, particularly in the general adult mental health services.
Overall, there has been very slow development of acute units in general hospitals in the HSE Northern Area. There
is a new unit in Connolly Hospital, which will cater for admissions from the Dublin North West (MHA 6). A small
unit in the Mater Hospital has beds for a part of the Dublin North City (MHA 7) service, while the remaining
admissions go to St. Vincent’s Hospital Fairview. The development plan of the Mater Hospital does not include
plans for a larger psychiatric admission unit with sufficient beds to cater for all admissions from MHA 7. The
admission unit for Dublin North (MHA 8) for all mental health services continues to be in St. Ita’s Hospital. The
acute admission unit is particularly unsuitable for its purpose but plans for the development of a replacement acute
unit in Beaumont Hospital have been stalled for many years. The St. Ita’s Hospital campus also houses 231 beds for
persons with intellectual disability in the St. Joseph’s Intellectual Disability Service.
The accommodation available in all wards in St. Brendan’s Hospital is highly unsatisfactory. The opening of the
acute unit in Connolly Hospital will end the use of St. Brendan’s Hospital for acute admission purposes. However,
there will continue to be over 100 beds on campus, including over 50 patients in locked wards, and over 40 long
stay patients.
The ongoing existence of St. Brendan’s Hospital and St. Ita’s Hospital is tying up both staffing and capital resources.
The capital resource should rightly be spent acquiring high quality community facilities for the use of community
mental health teams, high quality admission units for those who require inpatient care for the treatment of mental
illness and high quality community residential facilities for those with enduring mental illness and for those with an
intellectual disability. At the time of inspection, there was little evidence that plans for the disposal of these land
banks were nearing completion, and little confidence among staff that there was any real commitment that capital
resources released would be used to provide necessary facilities for the delivery of community-based mental health
services.
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GENERAL ADULT MENTAL HEALTH SERVICES
Dublin North West service (MHA 6, and Connolly Hospital)
The Dublin North West service covers Blanchardstown, Finglas and Cabra. This service is attempting to provide
community-based care through multidisciplinary teams, but deficiencies in core staffing makes this a difficult task.
The number of all core staff for the mental health teams is inadequate and the absence of a specialist rehabilitation
service places additional burdens on the existing general adult teams. Approval and funding for a liaison post for
Connolly Hospital had been gained, but this post was lost due to the cap on employment imposed on the service.
A large reception centre for asylum seekers is also located in the area, but no additional resources have been
deployed to meet the service demands arising.
Community facilities for the teams covering Cabra and Finglas, in particular, are inadequate, highlighting the
importance of releasing capital resources from St. Brendan’s Hospital so that this deficiency can be addressed.
At the time of inspection, admissions from the Blanchardstown area were being accommodated on the Connolly
Hospital site in Unit 2. This unit was seriously inadequate in every way for use as an acute inpatient unit. The move
to the new acute unit in the hospital had been delayed due to multiple defects in its layout, but was due to open
within weeks. Acute beds for the Finglas and Cabra regions were still in St. Brendan’s Hospital, in two poor quality
wards where more than 50% of the patients were long stay.

Dublin North City (MHA 7, St. Vincent’s Hospital Fairview and the Mater)
Services in the Dublin North City area (MHA 7) are provided by teams which admit to St. Vincent’s Hospital Fairview
and one team that admits to the acute unit in the Mater Hospital. This service therefore has three separate
management structures, the HSE Northern Area, the Board of the Mater Hospital and the Board of St. Vincent’s
Hospital Fairview. It appears to work as two separate services, with the Mater sector appearing isolated from the
remainder of the service. The staffing of all community mental health teams is inadequate, with no clinical
psychologists and no social worker for a total population of 133,559. The community facilities serving the
Ballymun, North Strand, Marino and Millmount areas are poor quality, again highlighting the need for capital
investment.
There is a Day Hospital service associated with St. Vincent’s Hospital Fairview which has dedicated staff and from
which a number of clinical nurse specialists work. These therapists provide behaviour therapy, family therapy and
addiction counselling, but there are insufficient numbers to allow these specialties to be represented on community
mental health teams.
The Dublin North City service contains over 600 beds for asylum seekers and a large number of hostels for the
homeless. Neither of these groups has dedicated services, placing additional demands on busy general adult mental
health teams.

Dublin North (MHA 8, St. Ita’s Hospital)
The Dublin North mental health service covers a population of over 200,000. It is critically short of all the core staff
necessary for multidisciplinary teams. A number of community team facilities, particularly in Balbriggan, Coolock
and Kilbarrack are either of poor quality or are in poor condition. The unavailability of community based staff
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places pressures on inpatient beds, which frequently operate in excess of 100% capacity. Admission beds are in a
ward in St. Ita’s Hospital which provides very unsuitable accommodation. Despite this, the project to provide a
replacement inpatient unit in Beaumont Hospital has been stalled for many years.
MHA 8 has only thirty three 24-hour staffed community residential places. This inadequate provision has led to
further pressure on the admission unit and, at the time of inspection, 11 of the 24 male beds were essentially
blocked. There is one inadequately staffed rehabilitation team which cannot address the needs of the populations
which should be served - the discharged long stay patients, the remaining long stay patients and the new
chronically ill in the community. This service again, suffers from the lack of appropriate community forensic mental
health services.

REHABILITATION MENTAL HEALTH SERVICES
Rehabilitation mental health services are seriously under-developed in the Northern Area, a fact that has
consequences throughout all parts of the service. The Northern Area requires, at a minimum, four fully-staffed
rehabilitation teams, but there is currently only one understaffed team available based in the Dublin North service.
The inadequate staffing of the existing team in MHA 8 makes it impossible to provide a comprehensive, focused
service to discharged long stay patients living in the community and to new patients with severe mental illness. Two
fully-staffed teams, with the appropriate range of community facilities, are required for MHA 8.
Two fully staffed rehabilitation teams are required for MHA 6 to provide a service to the community-based services
based in Connolly Hospital and for the remaining long stay patients in St. Brendan’s Hospital. While the total
population of the catchment is less than 200,000 there are significant numbers of discharged long stay patients
living in the area, with in excess of 150 staffed community places. There is in excess of 60 long stay patients
remaining in St. Brendan’s Hospital, with over 30 patients long stay on the acute unit and 30 patients placed in
two long stay wards.
MHA 7, (St. Vincent’s Hospital Fairview/Mater) requires a fully staffed rehabilitation mental health service, to target
those with an enduring mental illness who live in the north city areas. This service is very poorly provided with
staffed community places, having only 32 with 24-hour staffing.
The lack of appropriately staffed, specialist rehabilitation teams is a serious deficiency, not only in the light of the
numbers of discharged long stay patients in the HSE Northern Area, but also because of the number of additional
community patients with severe mental illness. The lack of focused services to patients in community residences
reduces their opportunities to reach their maximum level of independence. The lack of a specialist service for new
patients with enduring mental illness seriously reduces the quality of care available to them.

MENTAL HEALTH SERVICES FOR HOMELESS PERSONS
There is one seriously under-resourced mental health service for the homeless in the HSE Northern Area. Mental
health services for homeless people must be provided on a city-wide basis and must not be catchment bound. Such
services should be concentrated in the inner city areas and teams should be sufficiently well staffed and mobile to
be able to follow patients. Close links must be developed with the specialist rehabilitation mental health services in
the area to ensure that patients can be transferred to these services when appropriate and given the supports
needed to help them retain a more settled life-style.
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MENTAL HEALTH SERVICES FOR THE ELDERLY
Mental health services for the elderly require further development. At present there are two teams, one covering
Dublin North West / Dublin North City and one covering North Dublin. An additional temporary consultant post has
been provided for the service in Dublin North West/ Dublin North City. The Dublin North West / Dublin North City
service has admission beds in St. Vincent’s Hospital Fairview and continuing care beds in Connolly Hospital. The
new admission unit in Connolly Hospital will provide dedicated beds for the mental health service for the elderly.
The Dublin North service has both admission and continuing care/respite beds in St. Ita’s Hospital.
Existing teams are poorly staffed, with less than one whole-time clinical psychologist, no social workers and just
one occupational therapist.
A minimum of three fully-staffed teams are required for the HSE Northern Area. As these teams are developed, the
mental health services for the elderly should provide liaison services to the nursing homes in the region, including
those nursing home beds funded for discharged long stay patients and those with enduring mental illness.
Likewise, as the number and staffing of teams improves, “the 5 or 10-year rule” must be abolished. This rule
prevents people from accessing specialist mental health services for the elderly if they have attended any mental
health service in the past 5 or 10 years. The appropriate service to provide care for elderly patients in the
rehabilitation mental health services must be decided on the basis of need.

FORENSIC MENTAL HEALTH SERVICES
The need for forensic mental health services is likely always to be greater in large urban areas than in rural areas.
Currently, the national forensic mental health service is only able to provide limited community-based follow-up for
patients discharged from the Central Mental Hospital or for released prisoners who have had a mental illness. The
responsibility for providing after-care to such people frequently rests with already over-stretched general adult
mental health teams.
There are four locked wards in St. Brendan’s Hospital which provide secure accommodation for the entire Dublin
Metropolitan area. These wards provide care to an inappropriately mixed group of patients – those who require
more secure accommodation in the longer term and patients who are acutely disturbed in the context of an illness
relapse. At present, over 50% of the patients are long stay. These units provide seriously substandard
accommodation and facilities for these patients.
The HSE Northern Area requires a minimum of two fully staffed community-based forensic mental health teams.
These teams should provide community-based care for patients released from prison or discharged from the
Central Mental Hospital and provide a liaison service to other specialist mental health teams. The wards in St.
Brendan’s Hospital should be closed and a number of purpose-built low secure facilities developed. There is a
requirement for a national network of such units, with a requirement for a total of approximately 120 beds, with
40 of these being places to serve the Greater Dublin area. These low secure beds should be under the joint care of
forensic and rehabilitation mental health services.
Few admission units in the HSE Northern Area have high observation areas for patients who are acutely disturbed
in the context of illness relapse. A 6-bed unit has been developed in St. Vincent’s Hospital Fairview. The admission
facilities in St. Brendan’s Hospital, St. Ita’s Hospital and the Mater Hospital do not contain such areas. The lack of
these areas can contribute to the use of seclusion and can also result in patients being transferred to St. Brendan’s
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Hospital to the locked wards. The ideal solution is for each admission unit to have a small number of high
observation beds for the care of patients who are acutely disturbed. These beds should not be considered to be
part of the bed complement and should be staffed only as required. The development of these high observation
areas would end the practice of sending such patients to St. Brendan’s Hospital. Any new acute units being
developed should include these high observation areas.

LIAISON MENTAL HEALTH SERVICES
Specialist liaison mental health services are under-developed in the HSE Northern Area, with just one inadequately
staffed liaison mental health team for the Mater Hospital. The Mater Hospital has the busiest Accident and
Emergency Department nationally and is also a national tertiary referral hospital. Both Beaumont Hospital and
Connolly Hospital have busy Accident and Emergency Departments and have a sufficient range of specialist services
to require a dedicated, specialist liaison service. However, neither has such a team. A minimum of three liaison
teams are required to provide services to the Accident and Emergency Departments in the HSE Northern Area, to
provide service to specialist medical and surgical units and to provide a dedicated deliberate self-harm service. The
development of nurse liaison services should be supported within these developments.

CHILD AND ADOLESCENT MENTAL HEALTH SERVICES
Child and adolescent mental health services in the HSE Northern Area are provided by the Mater Hospital and by
the HSE South Western Area. There is an adolescent day-unit in St. Vincent’s Hospital Fairview.
The population of under-16 year olds in this area is 102,698 or 21% of the total area population (486,934).
Funding for the child and adolescent mental health services in 2003 came directly from the Eastern Regional Health
Authority. No details on funding were provided.
The HSE Northern Area requires 10 fully staffed multidisciplinary teams in child and adolescent mental health
services. Staffing should include consultant psychiatrists, nursing staff, clinical psychologists, social workers,
occupational therapists, speech and language therapists and play therapists.
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Staffing of the HSE child and adolescent mental health service is given in Table 7.

Table 7: Staffing of the Child and Adolescent Mental Health Service in the HSE Northern Area
Staff

Whole Time Equivalents

Consultant Psychiatrists

4.2

Nursing Staff

7.8

Clinical Psychologists

14.3

Social Workers

18.1

Occupational Therapists

0.6

Care Workers

12

Speech and Language

7.9

Play Therapists

1

Team Leaders

2

Psychotherapists

1.6

There is an absence of adequate inpatient facilities for child and adolescent services in the HSE Northern Area.
There is a regional 8-bed inpatient treatment unit at Warrenstown, in the HSE South Western Area. However this
unit only operates 4 beds at present and does not offer a week-end service due to staffing recruitment problems.
Currently 30% of posts in Warrenstown are vacant.
There is a regional service for Autism and Autistic Spectrum Disorders.
Gaps in the service have been identified as a lack of fully staffed multidisciplinary teams, lack of adequate inpatient
facilities for both acute care and medium-term care, and a lack of a dedicated adolescent day hospital.

MENTAL HEALTH SERVICES FOR PERSONS WITH INTELLECTUAL DISABILITY
In 2003 there were 3,242 persons on the intellectual disability database in the HSE Northern Area. Generic support
services for persons with intellectual disability are provided by voluntary agencies in addition to the HSE Northern
Area. The HSE provides inpatient care for 231 patients in St. Joseph’s Intellectual Disability service in Portrane.
While the number of teams for adults with intellectual disability and mental health problems seems adequate,
there is no coordinated, comprehensive service for this patient group.
The allocated budget for the St. Joseph’s Intellectual Disability Service in 2003 was €30,640,000. The total amount
spent was €30,640,000. The allocated budget for 2004 was €28,428,000. In excess of 88% of the budget is spent
on pay for nurses who are committed to providing bed-based services. In 2003 the Eastern Regional Health
Authority provided funding of just over €100m to voluntary agencies providing intellectual disability services.
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The HSE Northern Area has a total of 8.5 consultant psychiatrists in mental health services for adults and children
with intellectual disabilities. 2 of these posts are attached to St. Joseph’s Intellectual Disability Service. The
remainder are attached to voluntary agencies - 3 in St. Michael’s House in MHA 6, 2.5 employed by the Daughters
of Charity in MHA 7 and one consultant psychiatrist for children with intellectual disability.
A significant proportion of mental health services for people with intellectual disability are provided by the
voluntary sector. These agencies related directly to the former Eastern Regional Health Authority rather than to the
former Northern Area Health Board, making co-ordination between the statutory and voluntary agencies difficult.
The HSE voluntary agencies do not provide designated units for the inpatient care of persons with a dual diagnosis
of mental health problems and intellectual disability, so that all such admissions must go to the St. Joseph’s
Intellectual Disability Service.
The HSE Northern Area requires six teams for the mental health care of adults with intellectual disability and two to
three teams for the mental health care of children with intellectual disability. All of these teams must have full,
dedicated multidisciplinary staffing and should provide a comprehensive catchment-based service. The HSE
Northern Area also requires dedicated inpatient beds for those with intellectual disability and mental illness and
those with intellectual disability and challenging behaviour. In the region of 12-15 beds will be required for the
inpatient treatment of mental illness and 8-12 beds for the management of challenging behaviour. These beds will
have to be approved under the Mental Health Act 2001.
The St. Joseph’s Intellectual Disability Service is seriously under-staffed. In addition to providing inpatient care to
231 residents it provides a community-based service to MHA 8 and takes referrals from other services in the Dublin
region. The total staffing of the service is 2 consultant psychiatrists and 272 nurses. There are no multidisciplinary
teams available, a situation that is untenable. The accommodation available in St. Joseph’s Hospital is sub-standard.
While there has been some provision of community-based accommodation in recent years, further development of
such facilities appears to have stalled in the lack of clear decision-making on the future use of the St. Ita’s Campus.

HSE-WIDE RECOMMENDATIONS
URGENT REQUIREMENTS
Development of an acute inpatient unit in Beaumont Hospital to replace the unsuitable facilities in St. Ita’s
Hospital.
Decisions on the sale of land at St. Ita’s Hospital and St. Brendan’s Hospital must be made as a matter of
urgency.
The capital resource released from these sales must be used to provide the range of community facilities
necessary for the provision of community-based mental health services in the former Eastern Regional Health
Authority.
Pending the sale of property, funding must be made available for:
• The provision of appropriate community accommodation for all long stay patients in St. Brendan’s
Hospital and St. Ita’s Hospital
• The provision of appropriate accommodation for persons with an intellectual disability in St. Joseph’s
Intellectual Disability Service.
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Discharged elderly patients and discharged patients with an intellectual disability must have access to
appropriate, specialist mental health care.
Management of all components of the Mental Health Service must be simplified and streamlined so that
voluntary agencies contracted to provide services have a direct planning and accountability relationship with
the senior HSE Managers responsible for service delivery.
All mental health services for persons with an intellectual disability must provide an agreed catchment service
to an agreed population.
The Dublin area urgently requires an agreed and implemented plan on the development of city-wide services
for homeless people with mental illness.

ADDITIONAL STAFF AND/OR REVENUE REQUIRED
A working strategy must be agreed with the HSE to achieve the following service developments within
an agreed time-frame:
The full range of required multidisciplinary staff must be assigned to the following existing services:
• General Adult Mental Health Services
• Mental Health Services for the Elderly
• Rehabilitation Mental Health Services
• Child and Adolescent Mental Health Services
• Mental Health Services for Intellectual Disability
• Liaison Mental Health Service.
Appointment of two additional teams in general adult psychiatry, one in Dublin North West (MHA 6) and
one in Dublin North (MHA 8).
Appointment of two additional liaison psychiatry teams.
Appointment of one additional team in the psychiatry of the elderly.
Appointment of four additional teams in rehabilitation psychiatry.
Appointment of five additional teams in the psychiatry of children and adolescents.
Appointment of one additional team in the psychiatry of intellectual disability for children and adolescents.
Appointment of two community teams in forensic psychiatry.

ADDITIONAL CAPITAL RESOURCE REQUIRED
High observation units should be established in all acute admission units, to end the practice of transferring
acutely disturbed patients to St. Brendan’s Hospital.
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DEVELOPMENTS IN ASSOCIATION WITH OTHER HSE AREAS
Development of a 20-bed low secure unit to be managed jointly by forensic and rehabilitation teams.
Development of a dedicated inpatient unit for adolescents.
Development of a dedicated unit for people with disturbed behaviour in association with dementia.
Development of an approved unit for persons with intellectual disability who require inpatient care for the
treatment of a mental illness.
Development of a dedicated unit for people with disturbed behaviour in association with intellectual
disability.

ST. BRENDAN’S HOSPITAL
1.

ACUTE WARDS

Date of Inspection:

2nd November 2004

Function of Units:

Acute Admission Wards

Number of Beds:

3a. Male Ward 32,
3b. Female Ward 29

REFERRAL TO ACUTE WARD
More that 50% of patients on these two wards are long stay. The wards also provide acute inpatient facilities for
the Finglas and Cabra community mental health teams of MHA 6. Patients are referred either by a consultant
psychiatrist or by a General Practitioner (G.P.).

PROCESS OF ADMISSION TO SERVICE
There is an admission policy which is available to staff. Children under the age of 16 years and people with
moderate intellectual disability are not admitted.
Assessment prior to referral may occur in sector day hospitals or day centres or outpatient clinics. All decisions to
admit are discussed with a consultant psychiatrist. All patients receive a physical examination prior to admission.
The admitting doctor discusses the initial management plan with nursing staff and the patient. The initial treatment
plan is documented in the clinical file.
A collateral history is taken from the patient’s family if this is appropriate. The patient is seen within twenty four
hours by the consultant psychiatrist.
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CARE PLAN
Assessment by multidisciplinary team members only occurs by referral. There is limited multidisciplinary input to the
wards. There are regular weekly team meetings.
The patient has no formal involvement in his or her care plan and there is no formal involvement of the patient’s
family or carer in the care plan. The consultant psychiatrists will meet the patient’s family if necessary and
appropriate.
There is no policy on discharge planning. A discharge plan is documented in the clinical file.

NURSING PROCESS
The Orem nursing model is used on the wards. There is a keyworker system in operation. The nurses are assigned
by sector and consultant psychiatrist. There are two levels of observation: general and special (one-to-one) nursing.
All nurses wear name badges.

ACCESS TO THERAPY AND TREATMENT
There is access to allied health care professionals by referral. The consultant psychiatrist attends the ward once or
twice a week. There are four nurses on duty during the day and two nurses on duty at night.
There is a policy available on giving medication without consent. There is no electroconvulsive therapy (ECT) carried
out on this ward.

ACCESS TO THERAPEUTIC PROGRAMMES
There is a structured ward programme and there is an activity room in the ward. There is no evidence of needs
based group therapy or activities.

WARD MANAGEMENT
There are no transfers to other wards or hospitals due to bed shortages.
No ward clerk is available to the wards. There are dedicated nurses in St Brendan’s Hospital who provide a
phlebotomy service.
There is open visiting to the wards.
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INFORMATION
Service information leaflets are available for patients and there is an information notice board on the ward. A
notice of patients’ rights under the Mental Treatment Act 1945 is displayed. There is a complaints policy available.
There is no suggestion box or formal way of obtaining patients’ opinion on the service.

RECORDS
The patients’ clinical files were of good standard. Entries in the files were signed and dated. There were up to date
progress notes. The medication sheets were signed, dated and legible.

ENVIRONMENT
The physical environment of the female admission ward was inspected. This unit was upstairs on the first floor of
the admission block. It was generally an open ward. The corridors were of adequate width but poorly maintained.
Information notice-boards were evident and there was a visitors’ area. There was no disabled access within the
ward. The ward office was centrally located and accessible. It had adequate space and storage, and space for
report writing. There was an alarm system fitted. The clinical room was fully equipped but with no examination
couch. The medication storage was satisfactory. The interview room was suitably located but did not have
comfortable furniture. Safety features were evident in the interview room.
Patients were admitted through an assessment area prior to arriving on the ward, so there was no dedicated
admission area within the ward.
The toilets and bathrooms were poorly maintained. There were two toilet areas, one bathroom and three showers.
One of the shower rooms was in a bad state of repair and was dirty.
The dining area had space for one sitting. It was poorly maintained but clean.
There were two lounges: one smoking and one non-smoking. In the non-smoking lounge the television was not
working so patients had to watch television in the smoking room. The smoking room was open plan into the
corridor which consequently was filled with smoke. The lounges were of adequate size with comfortable seating.
There was an activity room on the ward, where there was an exercise bicycle, painting equipment and a computer.
There was no games room.
There were four-bedded and six-bedded rooms available. There were no en-suite bathrooms. There was individual
storage in the bedrooms. The décor in the sleeping areas was poor and the windows were leaking. The heating
had recently been replaced.
There was no high observation ward. The sleeping area nearest to the nursing station was used for patients who
required extra supervision.
CCTV was used for external security only. The external door to the admission block operated by a keypad system,
which allowed free exit but required a keypad for entrance. There was security on the door for part of the day.
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RISK MANAGEMENT
There is a policy on aggression on the ward. There is no policy on the pharmacological management of aggressive
episodes. There is a policy on searching patients’ belongings and occasionally searches are carried out.
There is no seclusion on the ward and there is no mechanical restraint used. Patients are transferred to the secure
ward if seclusion is required. There is a personal alarm system and also alarms on the desk in the interview rooms
and offices.
There was no policy available on the ward pertaining to alcohol and illegal drugs. The staff stated they used
‘vigilance’ to ensure alcohol and illicit drugs were not brought on to the ward.
There is a policy on patients missing from the ward with formal search and notification procedures.

2.

THE WILLOWS, ST. BRENDAN’S HOSPITAL

Date of Inspection:

2nd November 2004

Number of Beds:

12

Function of Unit:

Continuing Care In A Long Stay Ward

REFERRAL TO SERVICE
Most of the patients in this ward have been in the hospital for many years. There are occasional transfers to the
ward from other wards in the hospital.

PROCESS OF ADMISSION TO SERVICE
According to staff, there is no admission policy and patients are admitted on a “first come, first served” basis.

CARE PLAN
There is no multidisciplinary care planning on the ward.

NURSING PROCESS
The model of nursing care in operation is based on Orem/Human Needs model of nursing but, according to staff,
this needs updating.
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There is a clinical nurse manager, one staff nurse and one care staff on duty during the day and two staff nurses on
duty at night.

ACCESS TO THERAPY AND TREATMENT
Patients on the ward do not have access to social work or psychology. Staff highlighted a need for individual
therapeutic work, which has not been addressed. The consultant psychiatrist visits on a twice weekly basis. A nonconsultant hospital doctor (NCHD) visits the unit two days a week. There is a monthly review of the patients on this
ward.

ACCESS TO THERAPEUTIC ACTIVITIES
Five of the patients attend the occupational therapy unit for four hours a day. A nurse therapist works with
patients who do not leave the ward.
There is a garden project run by the occupational therapist.

WARD MANAGEMENT
The ward is locked at all times.
There is central rostering of staff and, as a consequence, there are difficulties in maintaining continuity of staffing.
There is no specific budget for this ward, and as all the patients are on “special care payments” of €22 per week,
they cannot afford new clothing themselves. Patients have no choice in the kind of clothes they wear as clothing is
issued from central stores. Similarly, there is little choice in the food that is provided.
Access to maintenance personnel is also a problem for this ward.

RECORDS
The patients’ clinical files on this ward were legible and up to date. They contain a medical treatment plan and, if
other disciplines are involved in patient care, their entries were documented in the file. Patients who had been in
hospital for six months or more had a six monthly mental state examination, physical examination and a review of
their care plan.
Medication sheets were not kept up to date.
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ENVIRONMENT
The ward was in poor condition and the décor was quite drab. The day area was small and was not homely.
Patients had access to a small garden, which was enclosed.
All the beds were in a dormitory area which afforded the patients very little space or privacy. There were no
pictures or posters on the walls and very few personal effects to be seen.

RISK MANAGEMENT
There is no policy on risk management on this ward. Risk assessments are not carried out on every patient prior to
admission and, according to staff, this has resulted in inappropriate admissions on occasion.
There are two exits from the ward, one of which uses a pass key and the other uses a key which is kept on the
ward. There are safety issues involved in this system.

3.

UNIT 23

Date of Inspection:

2nd November 2004

Number of Clients:

18 Male

Function of Ward:

Continuing Care In A Long Stay Ward

REFERRAL TO SERVICE
All referrals to this ward are internal transfers within the hospital.

PROCESS OF ADMISSION TO SERVICE
Children under the age of 16 years are not admitted. People with a moderate intellectual disability are admitted to
the ward. A consultant psychiatrist assesses the patient prior to admission or transfer and all transfers are decided
by a consultant psychiatrist. All people transferred to this ward have a physical examination.
The consultant psychiatrist decides the treatment plan and discusses it with the nursing staff.
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CARE PLAN
Patients from this ward can access the Occupational Therapy Department and can be referred to a social worker or
psychologist by either a nurse or medical staff. The patient is involved in their care planning through their key
worker. The care plan is documented in a shared clinical file and is reviewed on a regular basis by the key worker
and by the multidisciplinary team (MDT) which meets on a weekly basis.
Patients are not usually discharged from this ward. They are either transferred to another ward within the hospital
or to a nursing home.

NURSING PROCESS
The Orem nursing model is in use. There is a key nurse system in place on this ward.
There are three nursing staff on duty during the day and two nurses on duty at night.
There is one recognised level of observation which is special (one-to-one) nursing. All staff on this unit wear
identification badges.

ACCESS TO THERAPY AND TREATMENT
If appropriate, a patient is referred to a psychologist or social worker. Patients can access the Occupational Therapy
Department but do not have access to occupational therapy assessments. Patients are transferred to a general
hospital for medical or surgical assessment and treatment.
There is no policy on giving medication without consent. If a patient refuses medication they are reviewed by the
NCHD and/or consultant psychiatrist.

ACCESS TO THERAPEUTIC ACTIVITIES
There is no activity programme on this ward. Some patients attend the occupational therapy department.

WARD MANAGEMENT
Patients are not transferred to other wards or hospitals due to bed shortages. It is not deemed appropriate to
search patients or their belongings on this ward and alcohol and illegal drugs are not a problem.
There are no facilities for the patients to make their own snacks or drinks. Meals are provided at regular times
throughout the day and snacks and drinks are served between meals.
There is no ward clerk for this ward. There is a designated phlebotomist.
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The patients on this ward are free to leave the ward. If patients have an appointment off site they are escorted by
nursing staff. There is an open visiting policy. The doors are open on this ward but locked at night for security
reasons.

RECORDS
The patients’ clinical files were legible and up to date. They contained a treatment plan and notes from any other
disciplines who were involved in their care. Patients who had been in hospital longer than six months had a six
monthly mental state examination, a six monthly physical examination and a six monthly review of their care plan.
The clinical file of a patient who had been involuntarily admitted clearly noted status and collateral history. The
reason for the involuntary admission was clearly stated as was the reason for not admitting voluntarily. A second
opinion had been sought for this patient. The nursing notes did not contain a daily report. Any significant events
were recorded in the nursing file.

ENVIRONMENT
This was an eighteen bedded long stay ward in the grounds of a psychiatric hospital. There was an open door
policy and there was access to a garden and an outside area. There was no disabled access on this ward. The unit
office was in a central location which was accessible to the clients. There was adequate space for report writing
but there was no information technology system. The Clinic room was satisfactory. There were no interview rooms
and there was no admission area.
There were only two male toilets on the ward and two bathrooms. They were clean but not in good decorative
order. There was free access to the toilet and there were overriding locks on the doors. The dining area was
sufficient for one sitting and was integrated. It had poor décor but was clean. Patients had a menu choice but
there was no free access to tea or coffee. There were two lounge areas. They were of adequate size but did not
contain comfortable seating. They were also not in good decorative order. There was a television and radio and
patients had access to newspapers and books. There were no quiet areas or no areas for activities or exercise in this
ward. There was one smoking room inside.
All sleeping accommodation was in dormitories. Patients had individual wardrobes but there were no curtains
around the beds. The dormitories were not in good decorative order and were not located close to the nurses’
station.

RISK MANAGEMENT
There is no formal policy on risk management. Staff are trained in control and restraint techniques and use deescalation techniques to diffuse a crisis situation. Acutely disturbed patients may be transferred to the secure units.
There is no seclusion facility and no high observation unit. There is no staff alarm system.
There is a policy on patients missing from the ward. The procedure involves a search of the local vicinity and
contacting appropriate people.
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4.

UNIT “R” AND UNIT “O”

Date of Inspection:

2nd November 2004

Number of Beds:

Unit R: 8 Beds Unit O: 14 Beds

Function of Wards:

Secure Wards for Females

REFERRAL TO SERVICE
Referrals come to this service from the acute units in the Dublin area. Referrals are also received from the Central
Mental Hospital.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy in place and children under 16 years are not admitted to this unit. Occasionally women
with an intellectual disability are admitted.
Staff in the service do not generally have an opportunity to assess people prior to transfer. A decision to admit a
patient is made by a consultant psychiatrist. Referrals from the Central Mental Hospital are assessed prior to
admission by the consultant psychiatrist with responsibility for the ward and a senior nurse manager from the
ward. All patients transferred to this unit have a physical examination carried out by the admitting non-consultant
hospital doctor (NCHD).
A treatment plan is devised between the medical and nursing staff and this is explained to the patient by the
nursing staff. The patient is reviewed by a consultant psychiatrist on the next working day.

CARE PLAN
The overall care plan is decided by the nursing staff. There is access to other members of the multidisciplinary team
(MDT), which meets every two weeks. The care plan is documented in one file, to which all disciplines have access.
The patient is involved in the care plan. Family members are kept informed of the patient’s care plan, if
appropriate, through meetings with the clinical team and when they visit the ward.
Patients are not usually discharged to the community from this ward; they are transferred to other services.

NURSING PROCESS
Nursing staff use the Orem model of nursing which has been adapted to suit the ward.. The only specific level of
observation is special (one-to-one) nursing.
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This unit is staffed through a central rostering system which militates against continuity of staff. A key worker
system is in place, but due to the central rostering this is difficult to implement and a patient’s key worker may
change daily. Staff stated that the patients would not necessarily know who their key worker was.
On unit “R” there are six nursing staff on duty during the day and three nurses on duty at night. On unit “O”
there are five nursing staff on duty during the day and four nurses on duty at night.

ACCESS TO THERAPY AND TREATMENT
Patients on these wards have access to an occupational therapist, social worker and psychologist. There is a
dedicated consultant psychiatrist and NCHD for the ward. Patients are transferred to a general hospital for medical
or surgical assessment and treatment if necessary.
There is no policy on giving medication without consent.
There is an electroconvulsive therapy (ECT) policy available on the ward. There is a designated ECT consultant
within the hospital and the NCHDs are trained in giving ECT. There is a nurse trained in ECT procedure in the
hospital. There is a specific nursing checklist for ECT. Consent is obtained by one of the consultant psychiatrists or
NCHD, the procedure is explained to the patient by one of the doctors or a nurse and the patient is given written
information about ECT.

ACCESS TO THERAPEUTIC ACTIVITIES
There is a ward programme on this unit which is linked to the Special Care Department. The Special Care
Department is run by nursing staff and offers a range of activities. There is occupational therapy input to the ward
through the multidisciplinary team but the occupational therapy services are situated in a separate building away
from this unit. This means that patients must obtain the necessary leave to attend.

WARD MANAGEMENT
Patients are not transferred to other wards or hospitals because of bed shortages.
There is no search policy in place for this ward and it was stated that patients are seldom personally searched.
Property is searched on admission to the unit.
There is a kitchen area within the ward where patients can make their own drinks and snacks if they are well
enough. Mealtimes are at regular times throughout the day and there are frequent snacks and drinks available.
There is no ward clerk on this ward. There is a designated phlebotomist.
This ward is locked and patients are granted what they call “liberty” at a team meeting. If a patient has an
appointment off site she would have a two nurse escort. If a patient is admitted to a general hospital, she becomes
the responsibility of that hospital which employs staff to provide special (one-to-one) nursing.
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Visiting arrangements are generally open but no children are allowed to visit the ward. Special access can be
arranged for patients to see their children.

INFORMATION
There are no formal procedures for obtaining the patients’ views about this service. There is a complaints procedure
but there are no regular meetings for the patients to express their views about the ward and service delivery.
Equally, there are no formal procedures for obtaining family or carers’ views on the service. There are service
information leaflets available.

RECORDS
Patients’ clinical files were of good standard and were legible and up to date. They contained progress notes from
other allied health professionals and a treatment plan with progress reports. Patients who had been in hospital
longer then six months had a mental state examination, physical examination and a review of their care plan. Case
notes for a patient who had been secluded contain the relevant documentation. There was evidence in the file that
patients had their rights explained to them.
Medication sheets were satisfactory.

ENVIRONMENT
Unit R was of a reasonable standard of hygiene and décor. It was a locked, enclosed environment situated on the
first floor, which caused difficulty for patients to get out into the fresh air. There was adequate space on the ward
and an appropriate sleeping environment. The environment offered little quiet space. There was one main lounge
area and if somebody was disturbed it could be noisy and difficult for the other patients.
There was a seclusion room situated in the main body of the ward which contained CCTV.

RISK MANAGEMENT
There is no formal policy on risk management. The policy for dealing with aggression on the ward is to manually
restrain the patient and use seclusion. There has been some discussion about using de-escalation techniques on the
unit.
Seclusion is used on the ward. On the day of inspection there were three different versions of the seclusion policy
on the ward. The room for the use of seclusion was satisfactory. Seclusion may be initiated by the NCHD or nurse
in charge. The seclusion order is reviewed every fifteen minutes by nursing staff. A patient in seclusion is reviewed
by a doctor at the request of the nursing staff. CCTV is used for observation. A seclusion register is kept. All
patients placed in seclusion are put in refractory clothing.
All staff receive crisis intervention training and use manual restraint techniques on the ward.
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There are serious incident forms for any serious incident that occurs on the ward. There is an alarm system on the
unit and there is an organised response from other wards.
Due to the fact that the ward is locked, alcohol or drugs coming into the unit is not considered a problem. There is
a policy on patients missing from the ward. The procedure involves an immediate ground search and notifying
relevant people.

5.

MALE SECURE WARDS

Date of Inspection:

2nd November 2004

Number of Beds:

Unit 8A: 12,
Unit 8B: 14

Function of Wards:

Locked Ward

REFERRAL TO WARD
The patients on this ward are referred from other wards and other hospitals within the HSE Area. Referrals are also
received from the Central Mental Hospital.

PROCESS OF ADMISSION TO SERVICE
There are admission criteria and transfer policies for these units. Patients are transferred through the consultant
psychiatrist usually in response to a crisis. Children under 16 years and patients with intellectual disability are not
admitted to this ward.
The consultant psychiatrist makes all decisions regarding transfers. The non-consultant hospital doctor (NCHD)
assesses the patient following transfer and all patients have a physical examination on admission. If possible family
are contacted about the patient’s transfer to this ward
The patient is seen within twenty four hours by the consultant psychiatrist after transfer to this ward.

CARE PLAN
There is no formal multidisciplinary care plan. There is access to other members of the multidisciplinary team. The
team meets on the unit every two weeks. The care plan is documented in one file, to which all disciplines have
access. The patients are involved in their care plan. The clinical team meet family members to keep them informed
of the patient’s care plan, if appropriate.
There is a policy on discharge planning.
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NURSING PROCESS
The Orem nursing model is in use. There is a nominal keyworker system in operation but patients may be allocated
a different keyworker daily. There are two levels of observation: general observation and special (one-to-one)
nursing. Nursing staff wear identification badges. There are five nurses on duty during the day and three nurses at
night.

ACCESS TO THERAPY AND TREATMENT
There is social work input to the ward. There is access to occupational therapy. Referrals can be made to a
psychologist. The consultant psychiatrist attends the ward on a daily basis and each patient is reviewed at least
once a week. There is no written policy on giving medication without consent.

ACCESS TO THERAPEUTIC PROGRAMMES
Organised activities are carried out off the ward in an activity room upstairs known as Special Care Therapy Area.
This is a nurse run programme which is needs-based and the patients are referred by their team.

WARD MANAGEMENT
If there are bed shortages patients are ‘swapped’ with other services or transferred to another secure ward in the
hospital.
Meals are at the usual times. Patients cannot prepare or obtain snacks themselves.
There is no ward clerk. A nurse is available in the hospital for phlebotomy.
The doors are locked at all times. A notice board in the nurse’s office records which patients are allowed out of the
ward. There are specified visiting times.

SERVICE USER INVOLVEMENT
There are no formal procedures for obtaining the patients’ views on the service. There is no suggestion box on the
ward. There is a complaints policy and information about complaints procedures are available to the patients. There
are information leaflets available for patients.
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RECORDS
The patients’ clinical files were of high standard. They were legible, neat and manageable. There were no reports
from allied health professionals in the clinical files inspected. Dated and signed progress reports and a treatment
plan were documented in the file. There were at least weekly reviews of the patient by the consultant psychiatrist
and two weekly reviews by the NCHD documented. There was no documentation regarding seclusion in the clinical
file of a patient who had been secluded.
In the clinical file of an involuntary patient the status of the patient was clearly noted. A collateral history and the
reason for the involuntary admission were documented. There was evidence that the status was reviewed regularly.
All prescription sheets were legible, signed and dated. Generic names of medications were used. Discontinuation of
the medication was signed and dated. The medication administration sheets were signed clearly, were dated and
were legible.

ENVIRONMENT
The physical environment of ward 8B was inspected. The accommodation was sub-standard and the overall
impression was of a cheerless and dreary ward.
The doors were locked but there was access to an enclosed garden space. There was a personalised alarm system
and CCTV in the seclusion room and in some areas in the ward.
The ward had narrow short corridors, which were poorly decorated with minimum ventilation. There were
information boards on the walls. A room was available for visitors. The ward office was locked. There was space for
report writing and storage but there was no information technology. The clinical room had basic equipment and
the medication storage was satisfactory.
There was a small interview room on the ward which lacked comfortable seating and furnishings. There was an
alarm and an observation panel in the door. Team meetings took place in this room.
There was one toilet and one bathroom. The décor of these areas was extremely poor and the bath was broken.
The dining room had space for one sitting. It was not self service and was poorly decorated.
The lounge area was bare and miserable, containing two or three worn chairs (for thirteen patients) and a
television, but no newspapers or books. There was a smoking room in the ward.
Activities were carried out off the ward in an activity room upstairs in the Special Care Therapy Area.
The sleeping area was an open dormitory with waist high partitions. Each area contained two beds. The area had a
‘maze’ type appearance and offered no privacy for patients. There were no curtains around the beds, no individual
wardrobes or bedside tables. The décor of this dormitory was poor. There were also two single rooms.
There was a seclusion room with filthy padding on the walls and door. The staff stated that it was cleaned every
three months and that it was overdue for cleaning at the time of the inspection.
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RISK MANAGEMENT
There was no policy available on the pharmacological management of acute aggression. Patients’ belongings are
occasionally searched.
Seclusion is used on this ward. There is a seclusion policy and register. The consultant or NCHD authorises seclusion
and reviews the seclusion order daily. It was stated that patients are usually put into the seclusion room on
admission to the ward. Locking the patient into the seclusion room at night is not deemed to be seclusion and no
record is kept of this practice.
There is no mechanical restraint. There is no policy on manual restraint. There is a personal location alarm with an
arranged response. There is a policy on patients missing from the ward. The procedure contains a formal search
procedure.

CONNOLLY HOSPITAL
(Formerly James Connolly Memorial Hospital, Blanchardstown)
ACUTE UNIT, UNIT 2
Date of Inspection:

1st November 2004

Number of Beds:

22

Function of Unit:

Acute Admission Unit In A General Hospital Complex

REFERRAL TO SERVICE
Patients are referred through the Accident and Emergency Department (A&E), out patient clinics, General
Practitioners (G.P.) and community mental health nurses. Referral from outpatient clinics and domiciliary visits are
initially assessed by a doctor and community mental health nurse.

PROCESS OF ADMISSION TO SERVICE
Following referral, patients are assessed by a consultant psychiatrist or a non-consultant hospital doctor (NCHD).
The decision to admit is not always made by a consultant psychiatrist. There does not appear to be any
multidisciplinary team case discussion regarding decisions to admit.
The patient’s G.P. is not routinely informed of admission. The initial management plan is explained by the admitting
nurse. A separate meeting is arranged to take a collateral history from a family member, if appropriate.
If a bed is not available for a patient who requires admission, a bed is sought in another Dublin hospital. Patients
admitted through A&E are required to wait in A&E until a bed is available.
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CARE PLAN
There are two social workers and one occupational therapist available to the unit. There are no psychologists. Two
consultant psychiatrists admit to the unit.
There is an overall care plan and a separate nursing care plan. There is a weekly multidisciplinary team meeting
which discusses and reviews the care plan. The overall care plan is decided following an initial assessment.
The patient is formally involved in his/her care planning through his or her keyworker. The nursing care plan is
clearly defined and detailed and is documented in a separate folder.
Discharge planning begins at the first patient review and the patient is kept informed through review meetings and
by his or her key worker. Carers and families are informed through meetings with the NCHD, nursing staff or
consultant psychiatrist. The patient’s G.P. is informed of discharge by letter. The same consultant psychiatrist is
responsible for both in-patient and community care of the patient. The discharge plan is documented in the clinical
file and nursing file.

NURSING PROCESS
The nursing care plan is devised based on the Orem nursing model and is reviewed weekly by the keyworker.
There is a key nurse system based on a team approach. Two nurses are allocated to a group of patients. These two
nurses work opposite to each other to ensure continuity. The keyworker meets with the patient on a regular basis
and is responsible for the nursing care plan.
There are five nurses on duty in the morning, four in the afternoon and three at night. There are also six
community mental health nurses working across the two sectors.

ACCESS TO THERAPY AND TREATMENT
There is no access to psychology services. There is a senior occupational therapist and an occupational therapy
assistant and patients are referred to the group programme by their consultant psychiatrist. The group programme
is varied and changes on a regular basis. There are two social workers, one for each sector and they cover both the
in-patient unit and the community.
Patients can be referred to family therapy, alcohol counselling, bereavement counselling or a behaviour therapist.
Patients are referred to general hospital services if necessary.
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ACCESS TO THERAPEUTIC ACTIVITIES
There is an occupational therapy group programme and there is dedicated space for occupational therapy activities
in a separate building.
There is access to one room on the unit for ward based programmes.

INFORMATION
There are no suggestion boxes on the unit. There is a weekly meeting for the patients to express their views on the
unit. There is a complaints policy available.

RECORDS
Patients’ clinical files were legible and up to date. Entries were clearly signed and dated. Treatment plans and
progress notes were documented. There were separate files for nursing care plans and interventions. There was
evidence in the clinical files that detained patients were informed of their rights.
Nursing notes were very detailed and contained all nursing care plans and progress notes. Medication was legibly
prescribed, signed and dated. The prescription cards were rewritten every two weeks.

ENVIRONMENT
The environment was extremely poor and in a bad state of repair. The unit was based here temporarily, pending
the move to a new acute unit in the main hospital building.

UNIT 3, CONNOLLY HOSPITAL
Unit 3 is situated on the grounds of Connolly Hospital. It is a long stay unit under the care of the North Dublin Old
Age Psychiatry services. It provides a long stay inpatient service for patients with dementia who also have
intractable behavioural and/or psychiatric symptoms. All patients are detained under the Mental Treatment Act
1945.
This unit is due to close and the site on which it is located has already been sold. However a new site has not yet
been agreed for a new purpose-designed unit. It has been proposed that the current unit will move to a
refurbished existing unit in the grounds of Connolly Hospital while waiting for a new unit, but such a unit has also
not yet been identified.
Unit 3 is a stand alone unit. It consists of a nursing station, dormitories and day rooms. The environment was old
fashioned but was clean and reasonably well decorated. The day room was bright with comfortable and
appropriate seating.
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The central heating system was old and frequently gave trouble. On the day of inspection, there was no heating in
the rooms down one entire side of the building.
There were individual care plans for all patients with regular reviews by the consultant psychiatrist and nursing
staff. There was no occupational therapy, physiotherapy, speech and language therapy or diversional therapists for
the patients on the unit. Nursing staff provided group therapy, relaxation and activation for the patients. There was
open visiting to the unit.

RECOMMENDATIONS
MHA 6, ST. BRENDAN’S HOSPITAL
GENERAL OBSERVATIONS
The accommodation available in all units in St. Brendan’s Hospital is substandard and unsuitable for the care and
treatment of people with mental illness. The site contains many unused and derelict buildings creating an
oppressive and potentially unsafe environment. The new acute admission unit in Connolly Hospital must be
brought into operation as a matter of urgency. Appropriate community facilities must be found as a matter of
urgency for long stay patients. The secure units provide an unacceptable environment for people who have
enduringly disturbed behaviour in the context of mental illness. Purpose-designed low secure units must be
developed as a matter of urgency.

ACUTE UNITS
1. The acute services in St Brendan’s Hospital must relocate to the new acute unit in Connolly Hospital as a
matter of urgency.
2. The acute unit caters for long stay and acute patients. This is unsatisfactory for both groups of patients. The
admission unit should cater for the care of acute admissions only.
3. There should be full multidisciplinary team input onto the unit.
4. Patients should be involved in their care planning and discharge planning.
5. A system to obtain patients’ views on the service should be put in place.
6. The unit’s activities programme should be based on patient need.
7. There should be a policy on giving medication without consent.
8. There should be an ongoing programme of maintenance for the unit.
9. A ward clerk should be appointed.
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THE WILLOWS, ST BRENDAN’S HOSPITAL
1. This unit is unsuitable for the purpose of providing long-stay accommodation and care. It should be closed
as soon as possible and patients should be discharged to more appropriate accommodation. In the
meantime the unit should be decorated and maintained to an acceptable standard.
2. Fire safety and access to emergency exits must be reviewed as a matter of urgency.
3. There should be a multidisciplinary rehabilitation team with responsibility for the patients on this ward.
4. Each patient should have a multidisciplinary assessment and care plan.
5. Medication sheets should be reviewed and kept up to date.
6. The activities programme should be based on patient need.
7. The unit should be self staffing to ensure continuity of care.
8. There should be a locked door policy.

UNIT 23, ST. BRENDAN’S HOSPITAL
1. The patients in this unit should be under the care of a multidisciplinary rehabilitation team.
2. All patients should have an assessment of their future accommodation and care needs. Every effort should
be made to transfer or discharge the patients in this ward to appropriate supervised accommodation.
3. In the interim, there should be an urgent programme of maintenance and re-decoration to ensure the
patients’ privacy and dignity are maintained.
4. Each patient should have access to an individual needs based therapeutic activity programme.
5. Patients’ should have the facilities to access drinks and snacks throughout the day.
6. There should be a policy on giving medication without consent.

UNIT “R” AND UNIT “O”, ST. BRENDAN’S HOSPITAL
1. There should be one seclusion policy in operation on this ward. This should incorporate authorisation of
seclusion by a consultant psychiatrist, observation method and frequency, frequency of review of the
seclusion order, documentation, termination of seclusion, and use of refractory clothing.
2. Patients and their carers should be more involved in care delivery.
3. The layout of the ward should incorporate a quiet area for patients.
4. There should be a clinical risk management policy available on the units.
5. There should be a policy on the management of aggression and violence.
6. There should be a policy on giving medication without consent.
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MALE SECURE UNITS, ST. BRENDAN’S HOSPITAL
1. The conditions on these wards are unacceptable for the treatment of acutely ill patients or patients with
long term mental health problems. The dignity and privacy of the patient is not maintained. The patients in
these wards should be transferred to more suitable accommodation as a matter of urgency.
2. An agreed policy must be developed and implemented on the management of disturbed behaviour.
3. The policy and practice of seclusion must be reviewed as a matter of urgency. The condition of the seclusion
room should be addressed immediately.
4. There should be a cleaning, refurbishment and maintenance programme put into place immediately.
5. All patients in these wards should have a multidisciplinary assessment and care plan.
6. There should be opportunities for patients to express their views on the service.

CONNOLLY HOSPITAL
ACUTE UNIT, UNIT 2
1. Unit 2 is not a suitable acute mental health unit for the treatment of patients. The new acute unit should
open as matter of urgency.
2. There should be psychology services available to patients in the acute unit.
UNIT 3
1. A site for the new purpose built unit should be identified as a matter of urgency.
2. There should be input from occupational therapy services to the unit.
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ST. VINCENT’S HOSPITAL, FAIRVIEW
1.

ST. LOUISE’S WARD AND ST. MARY’S WARD

Date of Inspection:

3rd November 2004

Number of Beds:

St Louise’s Ward: 30,
St. Mary’s Ward: 9

Function of Unit:

Acute Admission Unit

REFERRAL TO SERVICE
Referrals come from a number of sources: General Practitioners (G.P.), community mental health nurses, An Garda
Siochána, out-patient clinics and Accident and Emergency Departments (A&E). There are also a number of self
referrals.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy which is in draft format at present time. This is due to be ratified in the near future.
Children under the age of 16 are not admitted to this unit. People with a moderate intellectual disability, who have
already been in the service, are admitted. A non-consultant hospital doctor (NCHD) assesses a patient prior to
admission. On occasions, the person’s own sector team carry out this assessment. The decision to admit a patient is
made by the NCHD. If there are difficulties with the admission the consultant psychiatrist is contacted. All out of
hours admissions are decided by the consultant psychiatrists. Medical staff discuss the case with nursing staff and
jointly agree an initial treatment plan.
The patient’s G.P. is notified of the admission. There is a detailed information leaflet given to patients. The patient’s
family are notified of the admission where appropriate.
There is a key worker system in place which is based on sector teams.

CARE PLAN
There is no formal multidisciplinary care plan. There is a comprehensive care plan devised by nursing staff following
a three day base line assessment. The patient participates in this assessment. The care plans contain clear objectives
and are regularly reviewed. The care plan and progress notes are documented in the nursing file.
There is a discharge planning policy. The discharge process begins on admission and involves the patient. The
patient’s family are involved in the discharge process if this is appropriate and the patient’s G.P. is informed by
letter. The patient’s care is transferred to the community services under the same multidisciplinary team. The
discharge plan is documented in the patient’s clinical file.
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NURSING PROCESS
The nursing care plan has been outlined above. There are seven nursing staff on duty during the day and four
nurses on duty at night.
There is a key worker system based on team nursing and the patient is allocated to a team. There are recognised
levels of observation within this unit and patients who are difficult to manage are transferred to a six-bedded
observation unit. Nursing staff wear name badges.

ACCESS TO THERAPY AND TREATMENT
There is no social worker or occupational therapy input to this unit. Access to a psychologist is by referral. There is
a behavioural therapist and stress awareness therapist available. There are five consultant psychiatrists who admit
to this unit.
There is a policy on giving medication without consent.
There is an electroconvulsive therapy (ECT) policy. There is a designated ECT consultant psychiatrist and NCHDs are
trained in administering ECT. There is an ECT register, a specific nursing checklist for ECT and a comprehensive
protocol for ECT. The consultant psychiatrist obtains consent from patients. A written information leaflet on ECT is
given to the patient. There is an ECT suite with a waiting area which is comfortable and private. There is a
preparation room with monitoring equipment, a treatment room and a recovery room.

ACCESS TO THERAPEUTIC ACTIVITIES
There is a ward programme on the unit. There is also an activities area which has a comprehensive range of
facilities and offers a range of group and individual work. Activities are led by nursing staff. There is no dedicated
occupational therapy staff on the unit.

WARD MANAGEMENT
Patients are transferred to other units or wards because of bed shortages. The unit also receives patients because
of shortage of beds in other hospitals.
There is a policy on searching patients.
There are vending machines available for patients to purchase their own snacks and drinks. The mealtimes are at
usual times.
There is a ward clerk and designated phlebotomist on the ward.
Patients’ leave is decided by the multidisciplinary team. Patients attending out-patient appointments off site are
escorted by a nurse. There is a visitors’ policy in the unit and visiting time is flexible.
The unit is an open unit but there are security staff present. The door may occasionally be locked due to safety
reasons.
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INFORMATION
There is a community meeting held every week during which the patients are able to express their views about the
service. There is an advocacy network that is accessible to the patients. There is also a suggestion box and
suggestions are discussed at the community meeting. There is a complaints policy in operation.
Patients are given information leaflets about their medication. There is also a medication information group.

RECORDS
The patients’ clinical files were legible and up to date. There were no entries from other health professionals
involved in the patient’s care in the files inspected. There was a treatment plan documented in the file.
Medication was clearly written, signed and dated. The medication administration sheets were satisfactory. The
medication sheets were re-written every three months and the refusal of medication was noted.

ENVIRONMENT
St. Louise’s ward was a thirty-bedded acute admission ward within the grounds of a psychiatric hospital. The overall
décor was pleasant. The doors were occasionally locked. There was access to a garden and the unit had disabled
access to all areas. There were no CCTV cameras in operation. The unit office was centrally located and was
accessible to patients. The office was of adequate size and had adequate storage. It contained an information
technology system and telephone. The clinic room was adequate to meet the needs of the unit.
There was an interview room which was in a suitable location. There was a dedicated admission area. This was
appropriately furnished with numerous information brochures. The interview room in the admission area was in a
suitable location. It was soundproofed and had comfortable furnishing.
There were four male and four female toilets and showers. They were clean with good décor and free access. They
were gender specific and had overriding locks on the doors. They had access for people with disabilities and were
clearly signed. The dining area had a good standard of décor. There was space for one sitting. There were two
lounge areas, which were of adequate size and had comfortable seating. They had a good standard of décor and
had a television, video, radio and access to newspapers and books. Patients had access to a quiet area. There was a
smoking room, which was used at night; smoking was only permitted outside during the day.
There was an activities and exercise area with games, a pool table, woodwork facilities and gym equipment. There
was also a group room.
The sleeping areas were four-bedded dormitories as well as two one-bedded rooms and one two-bedded room. All
the patients had an individual wardrobe and bedside table. The screening curtains were fitted into the ceiling as a
safety feature. The standard of décor was good.
There was a therapeutic activities area, which had two activity rooms, two group rooms, an interview room, office
space and a number of toilets.
There was a seclusion facility which was located off the main corridor of the ward. The windows were Perspex and
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had unbreakable frames. The door opened outwards and there was an observation panel in the door, which was
solid and of adequate width. There was a facility to communicate with the patient. The room was adequately lit
and ventilated. There was a seclusion policy and a seclusion register.
There was a new six-bedded high observation unit adjacent to the main ward. This was on the ground floor, had
adequate lighting and good ventilation. The standard of décor was good and the corridors were wide enough for
three people. There was access to an enclosed garden. There was also access to a telephone and there was a
separate entrance to this part of the ward. The doors contained observation panels, they had two way opening
and they appeared solid and of adequate width. The windows were of unbreakable glass with a limited opening.
The sleeping areas had curtains around the beds and the curtain rails were collapsible. There was individual storage
space. The sleeping area consisted of four single rooms and one double room. This unit had reduced dramatically
the number of serious incidents and the use of seclusion.
St. Mary’s ward was a nine bedded ward. The standard of maintenance and décor was excellent.

RISK MANAGEMENT
Risk assessment is incorporated into the three day base line nursing assessment. Staff are trained in control and
restraint. They are also trained in breakaway techniques and have received some de-escalation training. There is a
specific policy and room for the purposes of seclusion.
Seclusion is authorised by the nurse in charge and is reviewed every fifteen minutes by nursing staff and two hourly
by the NCHD and nurse in charge. There is a seclusion register.
Serious incidents are recorded on a serious incident form. There is an alarm system in place. Staff carry personal
alarms and a response team is identified. Patients are encouraged not to bring alcohol or illegal drugs into the unit.
There is a policy on patients missing from the unit.

2.

ACUTE PSYCHIATRY OF OLD AGE WARD

Date of Inspection:

2nd November 2004

Number of Beds:

6 Integrated

Function of Unit:

Acute Inpatient Unit For Dublin North West/Dublin North City Old Age
Psychiatry Service

REFERRAL TO ACUTE UNIT
Referrals are from General Practitioners (G.P.), Geriatricians or through the Domiciliary Assessment Team. It is rare
to have direct presentations of patients to the unit.
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PROCESS OF ADMISSION TO SERVICE
There is an admission policy available. Patients with a moderate intellectual disability are not admitted to the unit.
Patients have a prior domiciliary assessment carried out by a psychiatrist. A full mental health assessment and a
physical examination are carried out on admission. A collateral history is obtained if this is appropriate. All decisions
to admit are made by the consultant psychiatrist. The patient’s G.P. is notified of the admission.
If possible the patient is informed of the reasons for the admission and the patient’s family are usually involved in
admission process. Admissions are usually planned for a Tuesday to facilitate an early review by the consultant
psychiatrist.

CARE PLAN
There is no multidisciplinary input to the patients’ care plans. Patients’ needs are identified at the domiciliary
assessment prior to admission. A keyworker keeps the patient informed of his or her care plan. Care plan review
meetings are held twice a week on Tuesdays and Thursdays and are documented in the patient’s clinical file.
There is a policy on discharge planning which begins prior to admission. The patient and family are involved in the
discharge plan and usually the discharge day is agreed in advance. The patient’s G.P. receives a discharge letter.

NURSING PROCESS
The Roper Logan Tierney nursing model is used. A nursing assessment is completed which includes Cheltanham
Dependency Scale. This assesses psychological and social needs as well as mobility and physical dependence.
There is a keyworker system in place. There are no specific levels of observation used on the unit. All staff wear
name badges.
There are two nurses on duty by day and one nurse on duty at night. There is a half time household staff member
on duty during the day.

ACCESS TO THERAPY AND TREATMENT
Patients may attend the Day Hospital as part of discharge planning and there is occupational therapy and
psychology input. The non-consultant hospital doctor (NCHD) monitors the physical health status of patients. All
patients have a chest x-ray and electrocardiogram. There are access to a visiting gerontologist. Physiotherapy is
provided on request.
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ACCESS TO THERAPEUTIC PROGRAMMES
Patients attend the day hospital from the ward. Activities on the unit are informal. They include newspaper
discussions, chess and exercise for the elderly.

RISK MANAGEMENT
There is a hospital risk manager. There is an alarm system in operation. A policy is in place for patients who are
missing from the unit. There is no policy on rapid tranquillization. There is no policy on giving medication without
consent
There is a policy for restraint. Buxton chairs are occasionally used and their use is documented in the clinical file.
There is no seclusion used on the unit. However it was reported that a patient had been transferred to St. Louise’s
acute unit that day for the purpose of seclusion. This was reported as being the first occasion on which this had
occurred. It was reported that on occasions only one nurse administers medication from the medication trolley. If
there is only one nurse on duty there is no checking mechanism for administering medication.

WARD MANAGEMENT
Patients are not transferred in or out of this unit because of bed shortages. Patients can make their own snacks
and drinks if they are capable of doing so. Mealtimes are flexible and there is a microwave available for snacks on
demand.
The unit is always locked. There is a policy on allowing patients to leave the ward. There is access to the ward clerk
from St. Louise’s acute unit. There is access to a phlebotomist.

INFORMATION
There is a patient charter although it is not displayed. There is an information leaflet which gives information on
the complaints procedure. Families are informed about complaint procedure on admission. Information on
advocacy is available in patient information leaflets. The telephone number for the Irish Advocacy network is given
to patients.
A patient interviewed on the unit was very satisfied with his care and treatment and felt he was being well looked
after.

ENVIRONMENT
The unit was a self-contained unit adjacent to the acute general adult admission unit in St. Vincent’s Hospital,
Fairview. There was access to an enclosed garden, which was shared with the general adult admission unit. Nursing
staff interviewed in this regard had no issue with this arrangement. There was disabled access to all areas. There
was a generalised alarm system, with alarms on the wall in every room except the kitchen.
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The sitting room doubled up as the dining room and visitors used this space or the bedrooms for visits. There was a
partition that was used to divide up the room into a seating area and a dining area. The kitchen was located beside
the dining room. The office was accessible and alarmed, with adequate space. There was no information
technology.
There was no separate clinical room. Patients were examined in their bedrooms. Cardiopulmonary resuscitation
equipment was kept in the adjacent general admission unit, i.e. St. Louise’s ward. Oxygen and suction equipment
were kept in the nurses’ office. Phlebotomy equipment and dressing supplies were kept in the storage room behind
the nurses’ office. No controlled drugs were used and the medicine trolley was locked.
The interview room/doctors office was not sound-proofed, lacked locked storage and had no observation panel in
the door. There were two bathrooms, one with bath and toilet the other with a shower and toilet. They were not
gender specific.

3.

ST. TERESA’S WARD

Number of Beds:

21

Date of Inspection:

3rd November 2004

Function of Unit:

Continuing Care, Respite Service

REFERRAL AND ADMISSION
St. Teresa’s ward functions as a long stay ward with five beds designated for rehabilitation. There is, however, no
dedicated multidisciplinary rehabilitation team with responsibility for this ward.
Referral of patients is from consultant psychiatrists in the catchment area. Referrals come from the admission unit
and from hostels. There are no direct admissions to the ward. Five patients who are long stay in the ward were
transferred from St. Brendan’s Hospital.
There is a comprehensive policy for referral of patients for respite care. The respite service is co-ordinated by the
nursing staff on the ward and functions well. Length of respite care is usually for two week periods.
Currently there are a number of patients who are ready for discharge to supervised accommodation but such
accommodation is not available. There is a placement committee consisting of a director of nursing, consultant
psychiatrist, community mental health nurse, occupational therapist and clinical nurse manager 2 (CNM2). The
committee is responsible for the movement of patients through differing levels of hospital and supervised
accommodation. However there appears to be little movement through the system due to shortage of supervised
placements.
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NURSING PROCESS
The Roy nursing model is used.
There are three or four nursing staff on duty during the day and two nurses at night. The ward has allocated staff
to ensure continuity of care. There is only general observation of patients in this ward.
Nurses on this ward are expected to provide a wide range of nursing functions due to the diverse needs of patients
in this ward. One patient is bed-bound and requires total nursing care and there are eight patients who need
assistance with daily living skills. There are three patients who are in danger of wandering and one patient who has
a diagnosis of Alzheimer’s disease. There are four patients on the ward who are on temporary status under the
1945 Mental Treatment Act. Nursing staff also provide individual rehabilitation programmes for five patients as well
as a comprehensive respite service. They also attempt to find placements for patients who are ready to move to
more independent accommodation.

CARE PLAN
Assessments are carried out using the FACE (Functional Analysis of Care Environments) assessment. The care plan
used by the nursing staff is reviewed weekly.
The ward is sectorised and there are up to five consultants with clinical responsibility for patients. There are weekly
team meetings attended by the consultant psychiatrist, the community mental health nurse, the non-consultant
hospital doctor (NCHD) and ward nursing staff. A physiotherapist attends regularly.
There is no occupational therapist on the ward. Patients may be referred to a social worker or psychologist if
necessary. There is also a behavioural therapist available to the patients.

ACTIVITIES
Activities were available for patients off the ward and in the admission ward. There was also a group room and
activation area on the ward. An activities nurse attends every morning. There is no occupational therapist assigned
to the ward.

WARD MANAGEMENT
There is open visiting. The door is locked but most patients can leave the ward unaccompanied. The last meal of
the day is at 4.30 p.m. Most patients are in bed by 9.30 p.m. There is a pinpoint alarm system with an arranged
response from within the hospital. There is a ward clerk available to the ward.
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ENVIRONMENT
The doors of the ward were locked due to three patients who might wander. The garden was enclosed and locked.
The ward was on two levels. There was a dayroom, which was comfortable and bright. The dormitories were
locked. The nursing office was adequate. There was no seclusion on this ward.
During the inspection there were extensive renovations being carried out, which curtailed the patients’ movement
around the ward.

RECORDS
The clinical files were satisfactory. The entries were up to date and legible. There was a treatment plan outlined in
the file. The medication sheets were legible, dated and signed. Nursing notes were satisfactory.

4.

CRANNÓG DAY HOSPITAL, ST. VINCENT’S HOSPITAL, FAIRVIEW

Date of Inspection:

3rd November 2004

Crannóg Day Hospital is situated outside the main St. Vincent’s Hospital complex. It is a modern purpose built unit.
It has a central office area and a number of therapy and interview rooms.
Patients are referred to the Day Hospital by consultant psychiatrists. There is one consultant psychiatrist with
responsibility for patients referred to the unit. On completion of their treatment at the Day Hospital patients are
referred back to their sector team.
The unit is mainly run by nursing staff and there is no multidisciplinary team input. The day hospital programme is
individually based on patients’ care plan. Patients may attend for a full day or on a sessional basis. There is also a
home care team which operates from the day hospital.

MATER HOSPITAL ACUTE PSYCHIATRIC UNIT
Date of Inspection:

5th November 2004

Number of Beds:

15

The acute psychiatric unit in the Mater Hospital is a stand-alone facility providing admission facilities for one sector
of 30,000 in the MHA 7 service. There are fifteen beds, ten used for sector admissions and five used for the liaison
psychiatric service in the Mater Hospital.
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REFERRAL TO THE SERVICE
Referrals are from three main sources: the Mater liaison psychiatric service, sector outpatient clinics and the Mater
Accident and Emergency Department (A&E). The location of the unit, in North Inner City Dublin and attached to
the hospital with one of the busiest Accident and Emergency Units nationally, places unique pressures on this unit.
A recent study found that up to thirty percent of patients seen by the psychiatric service in A&E were homeless.
Seventy percent were from outside the Mater sector. When inpatient care is needed, staff experience considerable
difficulty obtaining a bed for them in their own sector or catchment service. Between ten and fifteen percent of
admissions annually are through the Accident and Emergency Department and in 2003, fifty five percent of
admissions were from the liaison service.

PROCESS OF ADMISSION
Admissions are discussed with the relevant consultant psychiatrist and all patients have a full psychiatric and
medical examination carried out. Immediate care plans are discussed with the unit nursing staff. Children under 16
are not admitted.

CARE PLANNING
Multidisciplinary care planning is usually not possible, due to the poor availability of clinical psychology, social
workers and occupational therapists on both the liaison team and the sector team. Nursing staff carry out a
comprehensive assessment and draw up a subsequent nursing care plan.

NURSING PROCESS
The Tidal model of nursing is in use. Nursing notes were comprehensive and up-to-date. All nursing staff wore
name badges. A key nurse is assigned to all patients. A detailed hand-over meeting took place at each change of
shift.

ACCESS TO THERAPEUTIC ACTIVITTIES
Ward activities were organised and delivered by nursing staff. The availability of activities was seriously curtailed by
the lack of additional staff and appropriate day space. Nursing staff are to be commended for the efforts they have
made to provide a focused, patient centred programme.

WARD MANAGEMENT
There are thirteen nursing staff assigned to this ward, with two on duty at night. Nursing staff may be on one of
three contracts, a Mater Hospital contract, a St. Vincent’s Hospital, Fairview contract or a HSE Northern Area
contract. Contracts from each source may vary in the details of terms and conditions of employment. Despite this,
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the nursing staff presented as being a cohesive group with a clear knowledge of ward processes, procedure and
ethos.
All relevant unit and service policies were available for inspection. Nursing staff interviewed were familiar with their
content.

INFORMATION
Information on patient rights and ward information were clearly displayed. The key nursing system appeared to
function well and any patient spoken to knew his/her key nurse and seemed familiar with ward procedures.

RECORDS
All nursing notes contained a comprehensive patient assessment, care plan and regular up-dates on the care plan.
Medical notes contained an admission entry documenting the psychiatric and medical examination. All entries
examined were dated and signed. Drug prescription records were legible and appropriately signed.

ENVIRONMENT
The admission unit was unsuitable for the purpose it serves. It gave the impression of being in the bowels of the
hospital, accessed through a long maintenance corridor. It was designed as a traditional medical ward. Space was
extremely limited. Day space for patients and office space for staff was wholly inadequate. Ward staff had made
every effort to maximise the use to which the limited space could be put and most non-sleeping areas served
multiple purposes.
There was no high observation unit, making the use of both seclusion and one-to-one nursing necessary at times.
A seclusion room was available. Within the limitations of the ward environment and available space, efforts had
been made to make this room as non-oppressive as possible.

RISK MANAGEMENT
Nursing staff depend on the hospital security staff for assistance in the management of acutely disturbed patients.
They reported that the response in emergency situations to date had been acceptable.
This unit has to cater for a diverse group of patients, many from outside the sector service. Care has to be provided
with inadequate availability of multidisciplinary staff in a physical environment that is quite inadequate for the
purpose it serves. All staff involved in the functioning of this unit must be commended for the efforts they have
made to overcome these limitations.
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RECOMMENDATIONS MHA 7
GENERAL COMMENTS
A decision on the long term placement of inpatient units for this catchment must be made. The admission unit in
the Mater is too small to cater for the entire catchment and a new unit has not been included in the planned
developments for that hospital.

ST. VINCENT’S HOSPITAL, FAIRVIEW
ST. LOUISE’S WARD
1. There should be a full multidisciplinary team available on the acute unit.
2. The admission policy should be agreed and implemented.

ACUTE PSYCHIATRY OF OLD AGE WARD
1. There should be a full multidisciplinary input to the unit.
2. Each patient should have a multidisciplinary assessment and care plan.
3. A policy on giving medication without consent must be developed and implemented.
4. Medication should only be administered by two nursing staff.
5. Interview rooms should be soundproofed and meet safety standards.

ST. TERESA’S WARD
1. St. Teresa’s ward serves as a rehabilitation ward, a long stay ward, a ward for elderly care, a locked ward for
containment of patients and a respite service. It is not possible to offer a comprehensive service to any of
these groups of patients under these circumstances despite extensive efforts by the nursing staff. The
function of this ward needs to be redefined as matter of urgency.
2. There should be a multidisciplinary rehabilitation team which has responsibility for an active rehabilitation
ward and supervised hostels. All patients should have a placement assessment and be discharged or
transferred to accommodation that meets their needs.
3. Patients with predominately physical nursing needs should be transferred to an appropriate ward as soon as
possible.
4. Each patient should have an individualised care plan which has inputs from multidisciplinary team members.

CRANNÓG DAY HOSPITAL
1. Each patient should have an individualised care plan which has inputs from multidisciplinary team members.
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THE MATER HOSPITAL
1. The ward is generally unsuitable for use as an acute inpatient psychiatric unit.
2. There should be a high observation area. This would decrease the amount of seclusion used as well as
providing a safer environment in which to treat patients with disturbed behaviour.
3. There should be full multidisciplinary input onto the unit.

ST. ITA’S HOSPITAL, PORTRANE
1.

ACUTE UNITS

Date of Inspection:

4th November 2004

Number of Beds:

24 Male, 24 Female

Function of Acute Unit: Acute Admission Unit In A Psychiatric Hospital

REFERRAL TO SERVICE
Patients are referred through the Accident and Emergency Department (A&E), outpatient clinics or through self
referrals. This service also provides a service to Dublin Airport for airline passengers with acute mental health
problems.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy in place with which staff are familiar. Children under the age of 16 years are not
admitted. People with a moderate intellectual disability are sometimes admitted.
All patients have a psychiatric assessment, physical examination and a nursing assessment at the time of admission.
A non-consultant hospital doctor (NCHD) makes the decision to admit a patient. If necessary the NCHD discusses
the admission with the consultant psychiatrist. The doctor discusses the case with the nursing staff and a joint
treatment plan is devised.
The patient’s General Practitioner (G.P.) is informed of the admission. The patient is given a detailed information
booklet about the service. The patient’s next of kin is notified of the admission if appropriate. Patients are seen by
a consultant psychiatrist within two days of admission or earlier if necessary.
The initial treatment plan is documented in the patients’ clinical file and patients are informed of their treatment
plan. A collateral history is taken from family or carers if appropriate.
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CARE PLAN
There is no formal multidisciplinary care planning in operation. The patient has access to a psychologist and social
worker during their stay on this unit. There is no occupational therapist attached to these units. There are weekly
multidisciplinary team meetings.
The initial care plan is devised by nursing staff and documented in the nursing notes. Patients are involved in their
care planning through their key worker. If the patient agrees, the patient’s next of kin is informed of his or her
progress.
There is a discharge policy in place on the male unit. The discharge plan begins at the point of admission. Patients
are involved through their key worker and families are involved through meeting the clinical team. GPs are
informed of the patient’s discharge through a discharge summary. The same team are responsible for the patient’s
follow up from hospital. A discharge plan is formulated by the multidisciplinary team and filed in the patient’s
chart.
There is no formal discharge planning on the female unit.

NURSING PROCESS
The Orem model of nursing is used. There is a key worker system with nurses assigned according to sector.
There are three recognised levels of observation: special (one-to-one), close observation where the nursing staff
know a patient’s whereabouts at all times and general observations.
Nursing staff wear identification badges.

ACCESS TO THERAPY AND TREATMENT
Patients are referred to a psychologist and social worker if necessary. There is no occupational therapist based
within the units. There is a therapy area adjacent to the unit which is staffed by nurses. There are no other
counsellors available.
There are eight consultant psychiatrists who admit to this unit. This makes it a very busy unit with pressure on
beds. A patient’s medical care is provided by the NCHDs. Patients are transferred to a general hospital if necessary.
There are five nursing staff on duty during the day and three nurses on duty at night.
Currently there is no policy on giving medication without consent. However it is planned for this service to have an
informed consent policy. The consultant psychiatrists visit the unit three or four times a week. NCHDs visit daily.
Electroconvulsive therapy (ECT) is currently suspended within this hospital. Any patient requiring ECT goes to St
John of God Hospital. There is an ECT policy and a nursing checklist for ECT on the units.
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ACCESS TO THERAPEUTIC ACTIVITIES
There is a therapy area adjacent to this unit with a daily programme run by nursing staff. Patients are encouraged
to attend for therapy during the day.

WARD MANAGEMENT
Patients are frequently transferred to other units because of bed shortages. Patients have occasionally been
transferred to other hospitals due to the pressure on beds.
The availability of alcohol and drugs on the unit presents as a problem. Occasionally it is deemed necessary to
conduct a search of patients’ belongings for dangerous articles or substances. There are guidelines to try to prevent
alcohol or drugs being brought onto the unit. Alcohol and regular drug tests are carried out on some patients.
There is a vending machine for snacks outside the patients’ dining hall. Meals are at the usual times throughout
the day and there is opportunity for snacks to be obtained.
There is a ward clerk available to the units. There is no dedicated phlebotomist service. Nursing staff take the blood
samples as and when required.
Each patient has a ‘pass status’ which is prescribed by a doctor. This pass status dictates how much time a patient
can spend off the unit and whether they need to be escorted or not. If a patient has an appointment off site they
are escorted by nursing staff. The main doors of the acute unit are locked. There is also security staff in attendance.
Visiting is at set times but is flexible.

INFORMATION
There are regular community meetings for the patients to express their opinions regarding the service. Carers and
families are invited to some meetings so they can offer their opinions on the service. There are numerous
information leaflets available throughout the units and there is a complaints policy in place.

RECORDS
Clinical files on this unit were legible and up to date. They contained a treatment plan with progress reports. There
were also progress reports from allied health professionals in the files. The files contained a discharge plan. The file
of a patient who had been secluded was satisfactory, as was the file of a patient who had recently been restrained.
In the clinical file of a patient who had been detained, the patient’s legal status was clearly noted, there was a clear
collateral history and the reason for involuntary admission was clearly stated.
The nursing notes contained day and night reports and were signed and legible.
All medications prescribed were signed and dated. Discontinuations were also signed and dated. Administration
sheets were satisfactory.
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ENVIRONMENT
The acute unit was situated in the grounds of a psychiatric hospital. The overall décor was fair. The door was
always locked with security present. There was no access to a garden or enclosed outdoor space. There was
disabled access. There was CCTV outside the unit and also in the observation areas.

MALE ACUTE UNIT
The unit office was in a central location, accessible to patients. There was adequate space for report writing. There
was a telephone and information technology network. The clinical room meets the needs of the unit. There was
safe and adequate storage for medication. There was an interview room within the unit which was in a suitable
location. It had comfortable furnishing but does not have an observation panel on the door. There was an
admission area which had an appropriate waiting area with comfortable chairs and information leaflets available.
There was an interview room available which was in a suitable location and had comfortable furnishing. However,
again, there was no observation panel in the door.
There were four toilets and three bathrooms in this unit. They were clean and the general décor was satisfactory.
There were overriding locks on the doors and they were clearly signposted. The dining area was in a separate part
of the building and it sometimes becomes overcrowded. The standard of décor was good and there was free
access to tea and coffee.
There was one lounge area which was very busy and congested. There was a television, video and a radio. There
was no quiet area which caused problems as this unit was very busy and noisy at times. There were observation
panels to observe this area. There was one designated smoking room inside the building. There was one large
dormitory area which was adjacent to the nursing office. People deemed to be more acutely ill were in the beds
nearest the office. However, this appeared to be a very cramped space offering little privacy and dignity for the
patients. There were curtains around the beds but this area was far from satisfactory.
There was a high observation room and a seclusion room within the unit. The seclusion room was situated near the
nurses’ office. The windows were of strengthened glass within unbreakable frames. The door opened outwards
and there was an observation panel on the door. The door was solid and of adequate width. There was a facility to
communicate with the patient. There was adequate light and ventilation and safe furniture and fittings. There was
a seclusion policy and register. The overall impression was that this room was satisfactory.

FEMALE ACUTE UNIT
The female admission unit was small and cramped. The corridors were too narrow for safe passage of patients and
staff. There was an alarm system in place. There was an interview room on the unit which was satisfactory. There
was one large dormitory where beds were placed very close together with little potential for privacy. The nursing
office was very small, with very little room to answer phones or write reports.
There was a seclusion room which was pleasantly decorated. However refractory clothing was in use. There was a
sitting area for use of patients in seclusion which contained hard plastic chairs which appeared comfortless and
stark.
There were no two way doors on the shower room so a nurse accompanied the patient into the shower. The rails
around the shower constitute a safety risk.
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There was an ECT area on the unit. However, ECT is not currently being administered on the unit as there is no
anaesthetist available. The treatment room was fully equipped. The recovery room was currently being used as a
meeting room. There was no waiting room for ECT.

RISK MANAGEMENT
The senior nursing staff for this unit are trying to introduce a formal risk assessment to assess risk of violence or
aggression. It has been piloted in draft format and has been sent for legal opinion. Staff are trained in control and
restraint and de-escalation techniques. There have recently been a number of episodes of aggression within this
unit and the nursing staff have found it difficult to manage such episodes within the current physical environment
of the unit.
The Maudsley Guidelines are used for the pharmacological management of acute aggression. Staff have personal
alarms but there are not enough to supply all the staff on duty. Response to the alarm is from other units within
the hospital, security personnel and the Assistant Director of Nursing. There is a policy on patients missing from the
unit.

2.

WOODVIEW HOUSE, REHABILITATION UNIT, ST. ITA’S HOSPITAL

Date of Inspection:

4th November 2004

Function of Unit:

Rehabilitation

REFERRAL AND ADMISSION
There is a specialist rehabilitation team for MHA 8. Referrals come from other consultant psychiatrists and teams.
There are no direct admissions to Woodview House.

DISCHARGE
As there are very few 24-hour staffed residential places available there is difficulty in discharging patients from the
rehabilitation units to appropriate placements. This reduces the amount of admissions to the rehabilitation service.

CARE PLAN
An individual care plan is being developed for each patient. Each patient has a full assessment of needs and a
Functional Analysis of Care Environments (FACE) assessment. Individual rehabilitation programmes are in operation
for patients. There are some difficulties in care planning and developing rehabilitation programmes due to lack of
multidisciplinary staff.
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ACCESS TO THERAPY AND TREATMENT
There is no occupational therapist currently in the rehabilitation service, but one post has been approved. There is
one new social work post for the rehabilitation team. There is no psychologist on the rehabilitation team.

ACCESS TO THERAPEUTIC ACTIVITIES
There is an activation unit on the campus of the hospital which provides activation programmes for patients. This is
a converted dormitory of an unused ward, which provides discrete areas for different activities. This area is bright
and comfortable. Activities such as computers, painting and relaxation are available. There is also a complementary
therapy suite, offering aromatherapy. There is a shop on the hospital grounds to which the patients have access.

ENVIRONMENT
There were two rehabilitation units: Woodview House and Willowbrook House. The doors of the units were open.
The nurses’ office was small. The units need some decoration and the furniture in the units needed to be replaced.
The lounge areas were comfortable and homely. There were two or three people to each bedroom.

RECORDS
The patient’s clinical files were manageable and neat. There were up to date entries from the consultant
psychiatrist and non-consultant hospital doctor (NCHD) which were clearly signed and dated. There was a
treatment plan outlined in the file. Medication sheets were signed and dated and used generic names of
medication. Discontinuation of medication was dated and signed. Nursing notes were dated and signed.

3.

WILLOWBROOK HOUSE, LONG STAY UNIT, ST. ITA’S HOSPITAL

Date of Inspection:

4th November 2004

Willowbrook is a long stay unit on the grounds of St. Ita’s Hospital and adjoins a workshop and activity unit. It is a
long corridor ward with rooms on either side. There are dormitories and a number of single bedrooms. There is a
large lounge area with comfortable seating. There is also a large smoking room. There is access to a pleasant
garden area.
The unit is locked. This is because there are a small number of patients who wander away if the door is open. A
number of patients attend activities off the ward.
The nursing process is similar to other areas of the hospital. There is little multidisciplinary input to the ward and
there are no formal multidisciplinary care plans for the clients.
It is apparent that a number of these clients would be suitable for discharge to high support hostels if these
facilities were available.
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MENTAL HEALTH SERVICES FOR THE ELDERLY
The main issue relating to these wards is the need to develop day services in the area. Inappropriate admissions
occur due to the lack of day facilities. The toilet areas, especially on Unit 9, need complete renovation and showers
need to be fitted. This work has been completed since the inspection. Currently there are no designated rooms for
patients to smoke in. Smoking areas need to be incorporated into the ward environments.

ST. ITA’S HOSPITAL
GENERAL OBSERVATIONS
The accommodation available in much of St. Ita’s Hospital is unsuitable for the care and treatment of people with
mental illness. The site contains many unused and semi-derelict buildings. The development of a new acute
admission unit in Beaumont Hospital has been delayed for an unacceptable length of time and must be brought
into operation as a matter of urgency.

ACUTE UNITS
1. The physical environment of these units, in particular the female unit, is unsafe for the treatment of acutely
ill patients.
2. The plans for a new acute unit on the Beaumont Hospital site need to be advanced and a new unit
commissioned.
3. A policy on the management of aggressive behaviour must be developed and implemented.
4. There should be an occupational therapist available to patients on the acute units.

WILLOWBROOK HOUSE AND WOODVIEW HOUSE, ST ITA’S HOSPITAL
1. Adequate supervised accommodation should be available to enable these patients to be placed according to
their needs.
2. The rehabilitation team must have its staffing completed as a matter of urgency.
3. There should be full multidisciplinary rehabilitation input into both houses.

ELDERLY CARE SERVICES
1. There is a need to develop day services in the area to reduce the number of admissions to the elderly
inpatient services.
2. Garden areas need to be developed.
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ST. JOSEPH’S INTELLECTUAL DISABILITY SERVICE
INTRODUCTION
The mental health services for persons with intellectual disability provided in the St. Joseph’s service is directly
funded by the HSE Northern Area. There are 231 beds on campus provided in 16 units. The units are divided into
group homes and hospital type environments (Table 1).

Table 1: Ward Descriptions and Population
Ward

Description

Bed Total

Dunhaven

Challenging Behaviour ward

12

Rushbrook House

Challenging Behaviour ward

16

St. Fiachra’s

Challenging Behaviour ward

15

Dun Na Rí

Challenging Behaviour ward

21

La Vista

Elderly ward

19

Tara

Elderly ward

19

Ashlea

Elderly ward

20

Carriglea

Elderly ward

18

Hillview

Elderly (Female) ward

20

Hadleigh Lodge

Profound/severe ward

13

Fáilte

Group Home (Some Forensic Patients)

7

St Vincent’s

Group Home

8

St Joseph’s

Group Home

16

Wayside

Group Home

3

Fernlodge

Group Home

7

St Clares

Infirmary ward

17
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Of the funding allocated in 2003 to St. Joseph’s Intellectual Disability Service, a significant proportion went on pay
as detailed in Table 2.
Table 2: Funding

St. Joseph’s ID Service

Allocation 2003

Pay
2003

Non pay
2004

€30.65m

€27.15m

€3.50m

MULTIDISCIPLINARY TEAM STAFFING:
Care in the hospital is provided by medical and nursing staff only. There are no multidisciplinary mental health
teams (Table 3).
The lack of multidisciplinary teams in St. Joseph’s ID Service is of serious concern. Currently care is provided by
medical and nursing staff alone. As highlighted in Table 3 there is no availability of the following disciplines: clinical
psychologists, social workers, occupational therapists and speech and language therapists. Recruitment of these
professionals was highlighted as a problem. Recruitment and retention of these health care professionals will be
facilitated by the creation of an appropriate career structure within the mental health services and the recruitment
of sufficient numbers of staff at senior level.

Table 3: Staffing of St Joseph’s ID Service
Total

Nurses

272

Consultants

2

Registrars

2

Clinical Psychologists

0

Social Workers

0

Occupational Therapists

0

Other Therapists

0

The total availability of nurses in the hospital is 272. The hospital has 231 beds. The high nursing number attached
to the hospital-based services has resulted in serious shortages of nursing staff available for community service
delivery.
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SERVICE DELIVERY
There are currently 231 residents on St. Joseph’s campus. The rate of new referrals is increasing from a number of
sources: HSE Northern Area, voluntary agencies and the greater eastern region. There are a significant number of
new referrals of people who have severe challenging behaviour.
The process of admission is unclear with no defined admission unit and no comprehensive multidisciplinary
assessment of need. These issues were highlighted as a source of frustration by the management team. The lack of
a defined admission/assessment unit has resulted in an inappropriate mix of patients in the various wards and
group homes. It is the opinion of the Inspectorate that admission people with acute mental illness is
disadvantageous to both groups.
It was highlighted that within the hospital, (26.4% of patients area over the age of 65 years (Table 4). There is no
assessment of needs of these patients, and no plan to move them to more appropriate accommodation.

Table 4: Age range of Patients
Total
Patients

Under 65
years

65 – 75
years

Over
75 years

231

170

33

28

There is no formal comprehensive multidisciplinary assessment of needs. There are no clear age appropriate
objectives or goals established for patients. There is a nursing team dedicated to each ward. However, no key
worker system was visibly in operation. Review of patients’ progress needs to be formalised and linked to objective
care goals.

SECLUSION
In 2003 there were 136 episodes of seclusion involving 15 patients. There is evidence that some patients are locked
in their bedrooms at night. Although this is not deemed to be seclusion under the Mental Treatment Act 1945, it
results in patients being deprived of their liberty. The seclusion policy, dated May 1999, is in urgent need of review.

RESTRAINT
Throughout the inspection, it was evident that numerous types of restraint are in use in the hospital. These include
strait-jackets, physically restraining chairs, cot sides, manual restraint and the use of psychotropic medication.
Currently there is a protocol on the use of restraint in the hospital. This protocol needs to be reviewed and a
comprehensive policy on the use of restraint must be developed and implemented. The Inspectorate find the use of
strait-jackets unacceptable.
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ENVIRONMENT
The standard of accommodation in most units on the St. Joseph’s campus was unacceptable. The overall décor and
maintenance was of a poor standard. Corridors were narrow with limited wheelchair-accessible areas. Dormitory
and bedrooms provided limited scope for privacy and dignity. In contrast to other areas in the service, the group
home Fáilte House, showed evidence of attempts to create a pleasant and homely atmosphere.

CAPITAL INVESTMENT
Despite numerous submissions to the Department of Health and Children there is no identified capital investment
programme aimed at providing suitable alternative community residences for patients. The management team
believe that, with appropriate needs assessment followed by appropriate investment, a large percentage of patients
could be accommodated successfully in community places. This opinion is strongly endorsed by the inspectorate
team.

CONSENT
The issues of informed consent by people who have an intellectual disability needs to be addressed in the context
of national legislation for the protection of vulnerable adults.

RECOMMENDATIONS
ST. JOSEPH’S INTELLECTUAL DISABILITY SERVICE
CAPITAL INVESTMENT
1. Capital investment must be made available as a matter of urgency to provide appropriate community
facilities for patients.
2. A dedicated acute unit must be developed to cater for people with intellectual disability and acute mental
health needs.
3. A dedicated acute unit must be developed to cater for people with intellectual disability and challenging
behaviour.
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ADDITIONAL STAFFING
1. A defined catchment area for this service must be agreed.
2. An appropriate number of consultant psychiatrists must be employed to provide a comprehensive mental
health service to all patients of the service.
3. The development of appropriately staffed multidisciplinary teams is an urgent requirement. A service wide
action plan is required to:
a. Recruit and retain core professionals, ensuring that each discipline has a head of service.
b. Ensure the availability of appropriate advanced training opportunities.
c. Rationalise the deployment and utilization of the nursing staff.

CARE PLANNING
1. A referral process/admissions policy must be implemented to ensure appropriate placement within the
service.
2. There should be systematic, goal oriented, measurable care planning carried out on each individual patient.
This should be multidimensional and patient-centred.
3. There should be a review of the current seclusion and restraint policy/guidelines.
4. New policies should be implemented that prohibit the use of strait-jackets.
5. A policy should be implemented to end the practice of locking people in their rooms at night.
6. A service development action plan must be implemented ensuring that outcomes of the needs assessments
are met.
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MENTAL HEALTH SERVICES IN THE HSE SOUTH-WESTERN AREA (SOUTH-WESTERN AREA HEALTH BOARD)
Mental Health Services in the HSE South-Western Area cover South West Dublin and Kildare. The total population
is 554,220 with a lower dependency ratio than the national average. (Table 1).

INTRODUCTION
The population of the HSE South-Western Area Mental Health Services is currently organised on the basis of three
catchments which vary considerably in size. The Inspectorate had difficulty in obtaining definitive population figures
for the HSE Area and the three catchment services. The total population and catchment figures used in this report
are those obtained from the HSE Area Headquarters. Subpopulations are approximated from these figures. The
Dublin West / South West service, with beds based in the Adelaide and Meath Hospital incorporating the National
Children’s Hospital (Tallaght) (A.M.I.N.C.H. (Tallaght)), has a population of 242,610. The Dublin South City service,
with beds based in St. James’ Hospital, has a population of 133,095 and the Kildare/West Wicklow service, with
beds based in the Naas General Hospital, has a population of 178,515. The region contains areas of inner city
deprivation with high levels of substance misuse and homelessness, and suburban areas that are experiencing
phenomenal population growth. Funding of the mental health services has not kept pace with this rapid
population increase.

Table 1: Population Profile in the HSE South-Western Area
Total Population

Dublin WSW (Tallaght)
Dublin South City (St. James’)
Kildare (Naas)
Total

Over 16

242,610

185,592

133,095

111,633

1

1

178,515
554,220

1

Approximation

441

Under 16

18,404

Under 18

57,018

13,051

65,325

21,462

1

24,268

1

1

133,363

12,359

45,152

51,017

430,588
(78.8%)

43,814
(8.11%)

123,632
(19.26%)

140,600
(21.62%)

77.3%

11.1%

22.7%

25.6%

1

National Age Profile
1

Over 65

1

1

1
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The funding allocated in 2003 (excluding funding for child and adolescent mental health services and mental
health services for persons with an intellectual disability) was almost €55m and over €59m was spent. The
allocated budget for 2004 is just over €56.5m. (Table 2)

Table 2 Funding of the Mental Health Services
Allocation 2003

€ Spent
2003

€ Allocation
2004

(Incl. Addiction Service and Homeless Service).

54,955,732

59,834,177

56,613,000

Child & Adolescent Mental Health Services (Board services only)

10,596,191

9,589,553

10,812,439

816,135

362,271

832,457

Adult Mental Health Services

Mental Health Service for ID (Board services only)

For many years it has been known that the mental health services in the HSE South-Western Area are amongst the
most poorly funded in the country. This lack of funding has never been addressed, so that deficiencies in staffing
and facilities have continued year on year. These deficiencies have had an effect on all areas of service provision,
including the development of specialist services, the development of community mental health teams, and the
provision of appropriate facilities for the delivery of community-based services. The serious resource inadequacy has
been further aggravated by the way in which the ceiling on employment is being implemented, with the imposition
of a ban on recruitment and a ban on filling vacancies in approved posts.
Table 3 gives information on funding, available beds and inpatient activity of the adult mental health service.
Table 3: Catchment Resources and Inpatient Activity of Adult Mental Health Services
Dublin WSW
(Tallaght)
MHA 4 & 5

Catchment Population (over 16)

185,592

Dublin South
Kildare/West
City (St. James’) Wicklow (Naas)
MHA 3
MHA 9

111,633

133,363

€22

€7.3m

€7.7

164.5

58

85

Beds

78

51

30

24-Hour Staffed Residential Places

71

20

36

Admission Rate 2003 (per 100,000 over16: national avg: 760.4)

272.6

494.5

450.6

Certification Rate 2003 (per 100,000 over16: national avg: 80.4)

45.8

39.4

59.2

Not given

3

0

0

1

0

Funding (2004)
Total Psychiatric Nurses

New Long Stay 2003
In-Patient Suicides 2003
1

Approximation
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MULTIDISCIPLINARY TEAM STAFFING
The range and number of specialist teams required in the HSE South Western Area is outlined in Table 4. Each
team should have, as a minimum, one each of the core disciplines of the multidisciplinary team - consultant
psychiatrist, clinical psychologist, social worker, occupational therapist - and a sufficient number of nursing staff to
provide enhanced community-based care. All teams will require additional therapists, such as family therapists,
family support workers, addiction counsellors, bereavement counsellors and cognitive behavioural therapists.
Particular specialties will also require either additional numbers of core disciplines or additional special therapists,
e.g. urban teams may require additional social workers, rehabilitation teams will require additional occupational
therapists and mental health teams for children and adolescents and for those with an intellectual disability will
require additional clinical psychologists, occupational therapists and speech and language therapists.

Table 4: Recommended Range of Specialist Services and Teams Comhairle na nOspidéal 2005
Total Population: 554,220; Over 65 Population: 43,814
Minimum
Recommended
MH Teams

Number of
Teams
Present

22-23

17

Elderly (min. 1 per 15,000 elderly)

3

2

Rehabilitation (1 per 100,000 total population)

5

1

11

7

Adult Intellectual Disability (1 per 100,000 total population)

6

7*

Child and Adolescent Intellectual Disability (1 per 200,000 total population)

3

Liaison Mental Health Services

2

General Adult (1 per 25,000 total population )

Child and Adolescent (1 per 50,000 total population)

*

Two employed by the HSE South-Western Area, five by voluntary agencies.
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Table 5: Staffing of Catchment General Adult Mental Health Services
Dublin WSW
(Tallaght)
MHA 4 & 5

Catchment Population over 16

Dublin South
Kildare/West
City (St. James’) Wicklow (Naas)
MHA 3
MHA 9

185,592

111,633

133,363

7.2

4

5

Psychologists

3

1.5

2.5

Social Workers

6

4

4

Occupational Therapists

7

4.5

4

Team Psychiatric Nurses

35

9

25

Total Psychiatric Nurses

164.5

58

85

0.5

0

0

Family Therapists

0

0

0

Addiction Counsellors

0

0

0

Consultants

Cognitive/Behavioural Therapists

1

1

Approximation

Table 6: Community Mental Health Team Staffing of Additional Specialty Services
HSE Area Staffing
of Specialty Teams

MHS for
the Elderly

Rehab
MHS

C&A
MHS

Adult ID
MHS

C&A ID
MHS

Liaison
MHS

Homeless

Consultants

2

1

6.6

2

NG

1

1

Psychologists

0

0

3

0

NG

1

Social Workers

1

1

9

0

NG

Occupational Therapists

2

1

0

0

NG

2

2

NG

8.5

0

NG

Speech & Language
Team Psychiatric Nurses

8

3

1

2

2

NG: Not Given

The number of community mental health teams for all specialties is significantly below that which is required and
the multidisciplinary staffing of existing teams is seriously deficient (Tables 5 & 6).
Shortages in multidisciplinary team staffing is evident across all relevant core professional groups – consultant
psychiatrists, clinical psychologists, social workers, occupational therapists, family therapists, cognitive behavioural
therapists, speech and language therapists. These wide-spread deficiencies place major strain on existing teams and
seriously hinder the delivery of a comprehensive service in any of the specialty areas.
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Difficulties in staff recruitment were reported by each of the catchments. It is likely that recruitment has been
adversely affected by the widely-recognised resourcing and staffing shortages in the services, making the mental
health services in the HSE South-Western Area an unattractive proposition to prospective applicants. This situation
can only be reversed by a stated commitment to address these deficiencies. It is also likely that some of the
recruitment difficulties could be overcome through the establishment of appropriate career structures within the
mental health services for clinical psychology, social work and occupational therapy, with the creation of sufficient
number of posts at more senior levels to allow service development and clinical supervision..
Unlike many other mental health services in the country, services in the HSE South-Western Area do not have a
large pool of nursing staff from which to draw. The total number of nursing staff in the service is 307 for a
population of just over 554,000. This nursing complement must provide staff for three acute units and one
rehabilitation unit, totalling 159 beds. In addition there is the staffing requirement of 152 supported residential
places, day hospitals and day centres. At the time of inspection there were serious nursing vacancies in the service,
32 in the Dublin South West service alone. These vacancies could not be filled because of the ban on recruitment.
This shortage was resulting in a forced over reliance on agency nurses, a situation that is highly unsatisfactory. Not
only do agency nursing staff cost considerably more than full-time staff, thereby stressing an already overstretched
budget, the use of high numbers also raises serious issues regarding the quality of care available to patients. In
particular, the key therapeutic relationship between patient and nurse will be adversely affected by frequent
changes in nursing staff. The existing nursing complement in the HSE South-Western Area is being used in an
efficient manner, but unless additional posts are made available, further service development will be hindered.

GENERAL ADULT MENTAL HEALTH SERVICES
Mental health services in the HSE South-Western Area were the first in the country to implement an advanced
community-based model of care, incorporating active home-based treatment. This model was first introduced in
the Clondalkin sector of the Dublin South West service and has now been extended to the Ballyfermot and Tallaght
sectors. The Kildare/West Wicklow services are implementing this model in two of their sectors and are committed
to extending it to all. Staff in the South City service are also keen to implement more active community-based
programmes, but are hampered by staffing deficiencies in community mental health teams, particularly deficiencies
in nursing staff.
Not only is there a shortage of multidisciplinary staff for community mental health teams in the general adult
mental health service, there is also an absolute shortage of teams. The Area, with its population of approximately
554,220 requires in the region of 23 teams in adult psychiatry (based on one team per 25,000 population). It
currently has 17. Table 5 highlights the serious shortage of all staff for the general adult mental health services
which is affecting the three catchments. A total of 23 consultant psychiatrists, clinical psychologists, social workers
and occupational therapists are required. The existing numbers are: consultant psychiatrists, 17; clinical
psychologists, 7; social workers, 14; and occupational therapists 15.5. This shortage is particularly critical given the
high levels of deprivation in the city and suburban areas. As a result of these shortages, the general adult services
are struggling to provide basic services and all clinical staff are highly conscious of the deficiencies in the range of
therapeutic interventions they can offer.
The HSE South-Western Area is lean in the provision of acute beds. The total number of acute general adult beds is
159 (including nine dedicated beds for the elderly), a provision of 37 beds per 100,000 population over 65. This is
the lowest bed availability in the country. The availability of active community-based care means that these services
have among the lowest admission rates in the nation at 272 per 100,000 over 16 in Tallaght, 494 in St. James’
Hospital and 450 in Kildare. The rate of involuntary detention is also less than half the national average. Despite
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the low admission rate and the availability of community-based alternatives to inpatient care, there is persistent
pressure on acute beds. At the time of inspection 18 out of the 25 male beds in the acute unit in Tallaght were
occupied by people whose discharge was delayed due to unavailability of community support and 8 of the 42
acute beds in St. James’ Hospital were similarly blocked. Problems such as drug abuse and drug-induced psychosis
bring additional pressures on beds and the absence of family and social support coupled with the high cost of city
accommodation frequently hinders discharge. Pressure on the acute bed resource sometimes results in patients
having to wait for periods of days in the A&E units in Tallaght and St. James’ hospital, prior to an inpatient bed
becoming available.
Given its city centre location, the unit in St. James’s Hospital has a high rate of referral through A&E and, in 2003,
20% of admissions were out-of-area patients. Given the low availability of beds in the Greater Dublin area, such
patients may spend a number of days is St. James’s Hospital before a transfer to their own service is possible.
None of the acute units in the HSE South-Western Area have high observation units and this lack can result in an
entire unit being locked because of one very ill patient who is at risk of leaving. Patients who are acutely disturbed
must be held in seclusion, placed on on-to-one nursing or transferred to the secure units in St.Brendan’s Hospital.
The secure unit in St. Brendan’s Hospital is under constant bed-pressure, so that services can experience difficulty in
accessing beds. The Dublin South West service is actively examining the feasibility of converting part of the existing
inpatient unit to a high observation unit. This sub-unit was originally designated for the mental health service for
the elderly, but difficulties in staffing meant it never opened.
The only service in the HSE South-Western Area that had a land-bank associated with a traditional mental hospital
was the Dublin West/South West service. The grounds of St. Loman’s Hospital have now been sold, but despite
promises to the contrary, not all the capital is being retained within the mental health service. The mental health
services in the three catchments of the HSE South-Western Area have suffered from long term capital underinvestment, resulting in inadequate and poor quality community facilities. These deficiencies must be addressed out
of the capital resource released through the sale of St. Loman’s Hospital.
Staff of the general adult mental health service in all three catchments have a clear vision of the range of services
that should be available, but given the resourcing deficiencies, provision of these services is beyond their control.
The HSE South-Western Area needs a significant increase in funding and a lifting on the cap on employment to
begin to address these serious resource deficiencies.

LIAISON MENTAL HEALTH SERVICES
There is one liaison mental health service in the HSE South-Western Area, serving St. James’s Hospital. This team is
minimally staffed with one consultant psychiatrist, one clinical psychologist and two psychiatric nurses. The
Accident and Emergency Department at St. James’s Hospital, with its city centre location, is second only to the
Mater Hospital in terms of its workload. This team needs to be staffed to the level where it can provide a
comprehensive 7-day, 24-hour service to the Accident and Emergency Department and where it can also develop
appropriate inputs to the specialty departments in St. James’s Hospital.
Tallaght hospital also has a busy Accident and Emergency Department and is sited in a large and developing
general hospital. The lack of a dedicated liaison mental health service places additional burdens on over-stretched
general adult mental health teams. An additional specialist liaison team is required for this catchment.
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While Naas General Hospital is also a growing facility, it is not at the stage when a specialist liaison team is
required. However, it would benefit greatly from the development of a nurse liaison service to the Accident and
Emergency Department, particularly to target persons presenting with deliberate self-harm. Such a nurse liaison
team should be attached to one of the general adult mental health teams to provide adequate support and
supervision.

MENTAL HEALTH SERVICES FOR HOMELESS PERSONS
Mental health services for homeless people must be provided on a city-wide basis and must not be catchment
bound. Such services should be concentrated in the inner city areas and teams should be sufficiently well staffed
and mobile to be able to follow patients. Close links must be developed with the specialist rehabilitation mental
health services in the area to ensure that patients can be transferred to these services and given the supports
needed to help them retain a more settled life-style.
At present there is one specialist mental health service for homeless people based in the HSE South Western Area.
The team comprises one consultant psychiatrist, one social worker and two community nurses. This team provides
an active outreach service, but requires additional staffing, particularly additional nursing staff. It has identified the
need for close links with the addiction services.

ADDICTION SERVICES
The HSE South-Western Area has a specialist addiction service, with two full-time consultant posts in the psychiatry
of addictions. Few of the general adult mental health teams have dedicated addiction counsellors, and liaison
between the adult mental health service and the addiction service can be challenging, particularly in the case of
persons presenting with drug-induced psychosis.

MENTAL HEALTH SERVICES FOR THE ELDERLY
There are two inadequately staffed community mental health teams for the elderly in the HSE South-Western Area
(Table 6). The team serving Dublin West/ South-West was essentially non-functioning for many years due to
inadequate staffing, and the allocated beds in Tallaght Hospital never opened due to staffing shortages. With the
proposal to convert these beds to a high observation unit, inpatient beds for the elderly may be sourced within the
private sector. Given the tradition of community-based care in this catchment, it is likely that the bed requirement
will be low, provided the community mental health team is adequately staffed, and has adequate community
facilities.
The mental health service for the elderly in the Dublin South City catchment has been operational for many years.
Like its counterpart in Dublin West/South-West the team is inadequately staffed. It has no clinical psychologist and
only four nursing staff, making the delivery of community-based care extremely difficult. The service has nine acute
inpatient beds in St. James’s Hospital and on the day of inspection three beds were occupied by elderly people
whose discharge was delayed due to unavailability of appropriate long term care. The day hospital for the service is
currently placed in the grounds of St. Patrick’s Hospital, but there are plans to re-site this. There is no mental health
service for the elderly in the Kildare/West Wicklow catchment.
The HSE South-Western Area requires 3-4 appropriated staffed community mental health teams for the elderly.
Existing teams need to have their staffing completed so that sufficient numbers of all professionals are present.
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Services require access to dedicated acute inpatient beds and the region requires a dedicated unit for elderly people
who have disturbed behaviour in the context of organic brain syndromes.
As the provision of specialist mental health teams for the elderly reaches the required level, these teams should
provide a liaison service to previous long stay patients resident in nursing homes, and the rule of not accepting
patients who have attended the general adult service in the past 5-10 years should be dropped.

REHABILITATION MENTAL HEALTH SERVICES
There is only one inadequately staffed specialist rehabilitation mental health team, covering the HSE South Western
Area. The team has no clinical psychologist and only 3 nursing staff available to work in the community. This team
provides an inpatient rehabilitation service based at a 22-bed unit in St. Loman’s Hospital, but has insufficient
staffing to provide care to two other client groups; new patients with severe mental illness and residents of staffed
community placements. As a result, community residences remain under the care of the general adult services and
residents have no focused rehabilitative input. There is an additional locked 22-bed unit, St. Joseph’s, in the
grounds of St. Loman’s Hospital, which has no rehabilitative input. There is no specialist rehabilitation service in the
other two catchments.
The lack of rehabilitation mental health services places additional strain on the inadequately staffed general adult
community mental health teams. It contributes significantly to the pressure on acute beds, and increases the risk
that those with severe and enduring mental illness will not receive optimum care. The HSE South-Western Area
requires a minimum of four teams, two in the Dublin West/South-West area and one each in the Dublin South City
and Kildare/West Wicklow service.

CHILD AND ADOLESCENT MENTAL HEALTH SERVICES
The HSE South-Western Area provides child and adolescent mental health services to 60% of the South-Western
Area which includes the South Inner City, Inchicore, Ballyfermot, Clondalkin, Lucan, Saggart, Rathcoole, and Co.
Kildare. The service also caters for 25% of the population of the HSE Northern Area with clinics in Castleknock and
Blanchardstown, servicing Castleknock, Cabra, Finglas, Clonsilla, Blanchardstown and Mulhuddart. The core
management team of the child and adolescent services within the South-Western Area consists of the Director of
Nursing, the Clinical Director and the Area Manager. There is a management advisory group consisting of senior
multidisciplinary team members.
The Inspectorate was unable to obtain a definitive figure for the population of under-16 year olds in the area
served by the HSE South Western Area. Figures obtained varied from 19% to 23% of the total population. Funding
for the service in 2003 was €10.5m and €9.5m was spent. A contributing factor for this under expenditure is the
significant number of unfilled posts (23) within the multidisciplinary teams. The funding for the service in 2004 was
€10.8m.
The HSE South-Western Area provides a specialist community child and adolescent mental health service. There are
currently 7 teams providing services to 8 sectors. No team has the full range of staff required and shortages are
especially evident in clinical psychology, speech and language therapy and occupational therapy. There are limited
community facilities for the provision of clinics and therapeutic sessions. The service provides a dedicated addiction
service to adolescents.
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There are inadequate inpatient facilities for child and adolescents in the area. There is an 8 bedded unit at
Warrenstown which provides a service to the entire Eastern region and nationwide. However recruitment difficulties
have resulted in 30% of posts for this unit being vacant so that it is currently operating at 50% capacity (4 beds)
and cannot offer a week-end service.
There is a liaison child and adolescent mental health service at the Adelaide and Meath Hospital Incorporating the
National Children’s Hospital (Tallaght Hospital). This team currently consists of 1 (whole time equivalent) consultant
psychiatrist and 2 clinical nurse specialists (one post is currently unfilled). There are no occupational therapists,
psychologists, social workers or other therapists attached to this team. There is a regional service for Autism and
Autistic Spectrum Disorder.
Identified service gaps include the lack of fully staffed multidisciplinary teams, the need for additional teams, the
lack of adequate inpatient facilities for both acute and medium-term care and the lack of a dedicated adolescent
day hospital.

MENTAL HEALTH SERVICE FOR PERSONS WITH INTELLECTUAL DISABILITY
Generic support services for persons with intellectual disability are provided by a range of voluntary agencies in
addition to the HSE.
The allocated budget for mental health services for people with intellectual disability for 2003 was €816,135. The
total amount spent was €362,271. The percentage of budget spent on staff costs was 81%. The allocated budget
for 2004 was €832,457. Of note is the fact that the SWAHB spent only half of their allocated budget for 2003,
despite the fact that there is a serious lack of mental health services for people with intellectual disabilities in this
area.
Services for persons with intellectual disability who also have a mental illness are under-developed. The HSE SouthWestern Area has two consultant psychiatrists in mental health services for adults with intellectual disabilities and
there are 5 consultant led teams for adults with intellectual disability in the voluntary sector. Availability of
dedicated multidisciplinary team members is seriously limited. There are no consultant psychiatrists or teams in
mental health services for children with intellectual disabilities.
An outreach team has been developed in Co. Kildare to provide services for individuals with challenging behaviour
and mental illness. This is currently staffed by a consultant psychiatrist and two clinical nurse specialists. There are
no other multidisciplinary team members.
The HSE South-Western Area requires six teams for the mental health care of adults with intellectual disability and
2-3 teams for the mental health care of children with an intellectual disability.
The HSE South-Western Area has access to inpatient beds in the HSE Northern Area at St. Joseph’s Intellectual
Disability Service in Portrane. There is a 6-bed designated unit for persons with dual diagnosis of mental health
problems and intellectual disability in the Stewart’s Hospital complex in Palmerstown and planning permission has
been sought for a seven-bed unit for persons with intellectual disability and challenging behaviour in Moore Abbey,
Monasterevin, Co. Kildare.
As stated earlier a significant number of mental health services for people with intellectual disability are provided by
the voluntary sector. It is important that the HSE have robust service level agreements in place to ensure a
comprehensive and cost-effective service and to ensure that the quality of care provided is regularly reviewed.

449

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | South Western Area (South Western Area Health Board)

SUMMARY
The mental health services in the HSE South-Western Area are under-resourced leading to under-development of
services and inadequate staffing of community mental health teams. Despite the lack of available resources, the
services were the first in the country to develop advanced community-based mental health services and have
among the countries lowest admission and certification rates. Staff are highly motivated to extend the range of
services available and must be facilitated in this endeavour through the allocation of adequate funding.

HSE-WIDE RECOMMENDATIONS
URGENT REQUIREMENTS
Capital resources released from the sale of land at St. Loman’s Hospital must be used to provide the range of
community facilities necessary for the provision of community-based mental health services in the former
HSE South-Western Area.
Discharged elderly patients and discharged patients with an intellectual disability must have access to
appropriate, specialist mental health care.
The Dublin area urgently requires an agreed and implemented plan on the development of city-wide services
for homeless people with mental illness.
Management of all components of the Mental Health Service must be simplified and streamlined so that
voluntary agencies contracted to provide services have a direct planning and accountability relationship with
the senior HSE Managers responsible for service delivery.
All mental health services for persons with an intellectual disability must provide an agreed catchment service
to an agreed population.
The Dublin area urgently requires an agreed and implemented plan on the development of city-wide services
for homeless people with mental illness.

ADDITIONAL STAFF AND/OR REVENUE REQUIRED
A working strategy must be agreed with the HSE to achieve the following service developments within
an agreed time-frame:
The full range of required multidisciplinary staff must be assigned to the following existing services:
• General Adult Mental Health Services
• Mental Health Services for the Elderly
• Liaison Mental Health Service
• Rehabilitation Mental Health Service
• Child and Adolescent Mental Health Services
• Mental Health Services for Intellectual Disability.
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Appointment of six additional teams in general adult psychiatry, three additional teams in Dublin West/South
West (Tallaght), two additional teams in Dublin South City (St. James’s) and one additional team in
Kildare/West Wicklow.
Appointment of one additional liaison psychiatry team.
Appointment of one additional team in the psychiatry of the elderly.
Appointment of four additional teams in rehabilitation psychiatry.
Appointment of five additional teams in the psychiatry of children and adolescents.
Appointment of two teams in the psychiatry of intellectual disability for children and adolescents.
Appointment of two community mental health teams in forensic psychiatry.

ADDITIONAL CAPITAL RESOURCE REQUIRED
High observation units should be established in all acute admission units, to end the practice of transferring
acutely disturbed patients to St. Brendan’s Hospital.

DEVELOPMENTS IN ASSOCIATION WITH OTHER HSE AREAS
Development of a 20-bed low secure unit to be managed jointly by forensic and rehabilitation teams
Development of a dedicated inpatient unit for adolescents.
Development of a dedicated unit for people with disturbed behaviour in association with dementia.
Development of an approved unit for persons with intellectual disability who require inpatient care for the
treatment of a mental illness.
Development of a dedicated unit for people with disturbed behaviour in association with an intellectual
disability.
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ADELAIDE AND MEATH HOSPITALS, INCORPORATING THE NATIONAL
CHILDREN’S HOSPITAL (A.M.I.N.C.H), TALLAGHT
ACUTE PSYCHIATRY WARD
Date of Inspection:

9th November 2004

Function of Unit:

Acute Admission Unit

REFERRAL TO SERVICE
The main route of referral to the unit is through the Accident and Emergency Department (A&E). Patients are also
referred through out patient clinics, by home care teams and following domiciliary visits. General Practitioners (G.P.)
also refer people to A&E for assessment.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy within this service which is available. There are no children under 16 years of age
admitted. Patients with a moderate intellectual disability are occasionally admitted and clinical responsibility remains
with the admitting consultant psychiatrist. All patients are first assessed in the A & E Department. If admission is
required, patients are transferred to the psychiatric unit. All patients admitted to the Psychiatric Unit have a physical
examination carried out by the admitting non-consultant hospital doctor (NCHD).
The NCHD discuss the initial management plan with the nursing staff. A collateral history is taken from a carer or
family member by either nursing or medical staff if appropriate. The patient is normally seen within twenty four to
forty eight hours of admission by their consultant psychiatrist.
The decision to admit is made by the NCHD who carries out the assessment. During normal working hours this is
cleared by a consultant psychiatrist. At night the NCHD discusses the admission with the consultant psychiatrist on
call if there is a problem. The initial management plan is explained to the patient by either the NCHD or a key
worker.
Most patients are admitted immediately once the decision to admit has been made. Some patients may have to
wait for a number of hours if no bed is available in the acute unit.

CARE PLAN
There is an overall multidisciplinary care plan which incorporates a discharge plan. There is also a separate nursing
care plan. There is a weekly multidisciplinary team meeting at which care plans are reviewed. Nursing care plans are
also reviewed on a regular basis by the patients’ key worker. The patient is involved in his/her care planning.
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The care plan is documented in the nursing notes and also in the medical chart. Families and carers are kept
informed, if appropriate, at visits, meetings and through phone calls.
The discharge plan is incorporated into the overall multidisciplinary care plan. Discharge planning begins on
admission and the patient is involved through various meetings and individual sessions. The patient’s family or carer
is also involved through meetings with the clinical team. The G.P. is sent a discharge letter informing him/her that
their patient had been discharged. There is little contact with the G.P. while the patient is in hospital. The same
consultant psychiatrist is responsible for the patient’s community care as well as in-patient care.
A discharge plan is formulated as part of the multidisciplinary team care plan and is documented in the patient’s
clinical file.

NURSING PROCESS
An adaptation of the Roper Logan Tierney model of nursing is in use. There are seven nursing staff on duty during
day shifts and three nurses at night.
There is a key worker system based on a team approach linked to the sectors. The nursing roster causes some
difficulties in allocation of key workers. Patients are allocated key workers by sector and have a core group of staff
responsible for their care. In this system a patient may have a number of key workers working with them at any
given time.
All staff wear name badges. There is an observation policy with recognised levels of observation: special nursing
observation using one-to-one or two-to-one nursing; continuous observation and general observations.

ACCESS TO THERAPY AND TREATMENT
There is no psychology input into the unit. There is a specific occupational therapy programme for the inpatient
unit and there is an occupational therapy service within three of the four sectors (the service to the fourth sector
was lost due to the staffing ceiling). There is a social work team based within the sectors to which patients can be
referred.
There is no formal policy for reviewing people’s physical health. Patients are referred to the general hospital if their
physical condition requires further investigation or treatment.
There is a rotational system for the consultant psychiatrist with responsibility for ECT. The clinical director has
overall responsibility for ECT. Nurses with responsibility for ECT have received training in ECT procedure. There is a
nursing check list for ECT. Consent for ECT is obtained from the patient by the consultant and there is written
information given to the patient about ECT.
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ACCESS TO ACTIVITIES
There are individual programmes for some patients. This is linked into the occupational therapy programme which
also covers the community facilities. There is access to physiotherapy and music therapy on the unit. There are no
other additional activities.

RISK MANAGEMENT
There is a policy on risk management available. A risk of violence assessment is carried out on all patients. There is
a draft policy in circulation which puts the emphasis on the de-escalation of violent situations rather then use of
restraint. There is also a draft policy on the pharmacological management of acute aggression.
There is no specific policy on giving medication without consent.
Seclusion is used on this unit. There is a seclusion policy and the seclusion register is up to date. The nurse in
charge authorises seclusion in the first instance and this is discussed with the consultant psychiatrist. An
explanation is given to the patient after the incident.
There is a specific room within the unit for the purposes of seclusion. The room is adequate. Seclusion is reviewed
at specific times and there are documented fifteen minute checks of the patient. The patient is observed using
CCTV and there is an observation panel on the door of the seclusion room.
There is a draft policy on the management of violence. Restraint is used on the ward to deal with violence or
potentially violent situations. No mechanical restraint is used within. All serious incidents are recorded on an
incident form.

WARD MANAGEMENT
At present there are a number of patients in the unit who are awaiting discharge but for whom no appropriate
placement are available. Patients are sometimes transferred to other hospitals due to bed shortages. Patients are
rarely moved to other beds within the hospital.
There is no formal search procedure other than checking patients’ property when they are admitted. There are
posters displayed around the ward stating that patients will be screened if it is suspected they have been using
illegal drugs.
Meals are at set times and there are mid morning, afternoon and evening snacks. There is a café within the
hospital and patients can make their own snacks within the ward.
There is a ward clerk for the unit but this is shared with other wards within the hospital. There is a phlebotomist
available.
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SERVICE USER INVOLVEMENT
There are no formal procedures for getting patients’ views on the service. There are some advocacy links within the
unit. There are no formal procedures for obtaining the views of carers or other family members. There are no
suggestion boxes within the unit.
Nursing staff give verbal information to a patient about their medication and there is written information available
on request.
There is a HSE Area policy on dealing with complaints. Most verbal complaints are dealt with at ward level. Written
complaints are dealt with by hospital management. It was stated that all patients, families and carers are routinely
told about the complaints procedure. There is also a patient’s charter displayed within the unit.

RECORDS
There are separate files for nursing care plans and interventions. Other information, including treatment plans are
recorded in the patient’s clinical file.
The clinical files were of high standard. They were legible and up to date. Signatures were clear and identifiable.
There were treatment plans and progress notes in evidence within the case notes.
Medication was clearly prescribed, signed and dated. Discontinuation of medication was dated and signed.
Administration sheets were legible, signed and dated.

ENVIRONMENT
The acute unit was a locked unit with a buzzer system on the main door. There was a reception area and an
administration corridor. The overall décor was fair and the unit was clean. There were lounge areas and an
adequately sized dining room. The sleeping areas were arranged around a nursing station. Each bed area had its
own wardrobe and bedside table. There were a number of single rooms.
There were plans to convert an area of the unit, originally intended as a section for mental health services for the
elderly, into a high observation area. This would allow the main area of the unit to have an open door policy.
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ST. LOMAN’S HOSPITAL
1.

REHABILITATION UNIT

Date of Inspection:

8th November 2004

Number of Beds:

22

Function of Unit:

Rehabilitation Unit under the care of a specialist Rehabilitation Team

REFERRAL TO SERVICE
The rehabilitation unit is under the care of a specialist rehabilitation team. Most referrals to the rehabilitation unit
come from A.M.I.N.C.H. (Tallaght) acute psychiatric unit. All referrals are assessed by the consultant psychiatrist in
rehabilitation prior to admission to the unit.

PROCESS OF ADMISSION TO SERVICE
There is a strict admission policy to the unit. Children under 16 years are never admitted. There are no patients
with moderate intellectual disability admitted.
A significant number of patients are admitted with alcohol and/or drug addiction difficulties. However the majority
of these admissions have dual diagnosis.
Occasionally patients are ‘slept’ in the rehabilitation unit from the acute admission ward in Tallaght if there is a bed
shortage in the Acute Unit. If this occurs it is first approved by the consultant psychiatrist in rehabilitation.
All patients admitted to the unit have a full mental health assessment and a full physical examination. A meeting
with the patient’s family is arranged if this is appropriate. An initial treatment plan is documented in the chart.

CARE PLAN
At the time of the inspection a policy was being initiated to use a care planning approach with all clients. All new
patients admitted to the unit have a comprehensive multidimensional assessment. Their needs are identified, goals
and objectives are set and there are regular reviews of the care plan. The care plan is documented and the patient
is involved in their own care plan.
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NURSING PROCESS
The nursing model used is the Roper Logan Tierney model. There is a key worker system in place. As well as each
patient having a key worker, the patients are grouped according to needs and there is a ‘group manger’ for each
group. There is only general observation on this unit. Identification badges are worn.

ACCESS TO THERAPY AND TREATMENT
The patients on the rehabilitation unit have access to an occupational therapist and a social worker. There is also a
part time recreational officer and an art therapist available to the unit. There is currently no psychologist available
to the rehabilitation team but there is an approved vacancy. The non-consultant hospital doctor (NCHD) visits the
unit daily and the consultant psychiatrist attends the unit on most days.

RISK MANAGEMENT
There is a policy on alcohol and illicit drugs on the ward. However, there continues to be a problem with these
substances being brought on to the ward. There are policies available on property searching and on patients
missing from the unit. Restraint and seclusion are not used in this unit.

WARD MANAGEMENT
The door is open during the day and most patients are off the ward during the day. There is no CCTV in use.
Patients are not transferred due to bed shortages. The patients can avail of drinks and snacks during the day.
The unit is self staffing. This ensures continuity of nursing care and assists in the keyworker programme.
There are twenty two patients on the ward. Ten patients on this unit are elderly and need nursing care rather than
an active rehabilitation. This restricts the staff in the amount of active rehabilitation that they can carry out with the
other twelve patients. There is very little movement from the high support hostels and therefore patients in the
rehabilitation unit cannot move to high support hostels when they are ready to do so.
There is usually a waiting list for the unit. This is managed by the consultant psychiatrist and nursing staff.

SERVICE USER INVOLVEMENT
There is a notice board with information. There is a complaints policy and information on patients’ rights.

457

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | South Western Area (South Western Area Health Board)

RECORDS
The medical files were legible neat and manageable. The patient’s name was present on the outside of the chart.
There were up to date progress reports which were signed and dated. The files contained an up to date treatment
plan. There was evidence of regular consultant review of the patients.
The nursing file was legible and up to date. All entries were legibly signed.
The medication sheets were legible and clearly signed. Discontinuations were signed and dated.

ENVIRONMENT
The unit appeared as a typical ward layout. It was very spacious with wide corridors. The unit was pleasantly
decorated and paintings by patients were framed and hung on the walls.
There was free access to the grounds and hospital surrounds and the ward was always open during the day. There
was disabled access to all areas. The sitting room was comfortable. The unit office was spacious with room for
storage and report writing. There was a nursing observation desk which was not used. The dining room was
pleasant. There was a large activity room.

2.

ST. JOSEPH’S WARD

Date of Inspection:

8th November 2004

Number of Beds:

25

Function of Unit:

Continuing Care of Discharged Patients in a locked long stay ward.

REFERRAL TO SERVICE /PROCESS OF ADMISSION TO SERVICE
This is a locked de-designated long stay ward with a very static population. All patients in the ward have been
discharged from hospital. There doesn’t appear to be any specific referral process or admission process to this unit.
Patients with a dual diagnosis of mental illness and moderate intellectual disability may be admitted to this ward.

CARE PLAN
The majority of the care provided on this ward is by nursing staff. There is a consultant psychiatrist who has overall
responsibility for the patients on this ward but a visiting General Practitioner (G.P.) attends the unit daily and
provides most of the medical input. There are no occupational therapists or psychologist attached to this unit.
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The nursing staff encourage patients to be involved in their care planning but this has been of only limited success.
The care planning process is nurse-led. Nursing staff carry out an assessment and formulate a care plan
incorporating goals and objectives for each patient. The care plan is reviewed by the patient’s key worker. The
patient’s next of kin or family members are encouraged to be involved. There is no discharge policy pertaining to
this ward as patients are rarely discharged.

NURSING PROCESS
The nursing model used is the Roper Logan and Tierney model. There is a key worker system whereby staff nurses
based on this unit are allocated to two groups of patients. Staff are responsible for the patient’s care plans. The
staff said that the patients would not necessarily know their key nurse.
There are five nursing staff on duty during the day and two nurses on duty at night.
There are specific levels of observation. Currently there are two people who are on special observation which
involves a nurse being with them at all times. All staff wear identification badges.

ACCESS TO THERAPY AND TREATMENT
There is a consultant psychiatrist who has overall responsibility for this unit but input is limited. Medical care is
provided by a G.P. who attends the unit on a regular basis.
An additional nurse provides sessions in the activation department. Patients are referred to a social worker if
necessary.

ACCESS TO ACTIVITIES
There is an activation department within the unit that is run by nursing staff. There are a range of activities that
attempt to meet the needs of this patient group. Five patients attend day centres. There are also escorted outings
for patients.

WARD MANAGEMENT
People are not transferred due to bed shortages. It has not been deemed appropriate to have a search policy for
this group of patients.
All meals and snacks are at set times and are provided by the domestic staff on the unit. Patients do not have any
access to making their own drinks and snacks.
There is no ward clerk. The G.P. is responsible for obtaining blood samples when required.
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This is a locked unit and the patients have to ask if they can go out. However, this unit is not a designated unit and
the patients have all been discharged. The door is locked because three or four patients may wander away and
may be at risk in the community. Any patient leaving the hospital site is escorted by nursing staff.
There is an open visiting policy.

INFORMATION
The patients were unaware that they were discharged.
There are no formal procedures for obtaining patient’s views of this service. Similarly there are no formal
procedures for obtaining relatives’ views. There were a few information leaflets available on the ward. There is a
board policy on complaints and complaints made by patients are investigated by the nurse in charge. Serious
complaints are investigated by hospital management.

RECORDS
The nursing notes on this ward were legible and up to date. They contained care plans and progress reports.

ENVIRONMENT
Plans had been submitted to build some high support hostels within the St. Loman’s Complex which would have
resulted in this ward being closed. The Inspectorate was informed that a programme of refurbishment had just
been completed prior to the inspection visit. Despite this, the physical environment of this ward was very poor with
the ward appearing bleak and in poor decorative order. The impression was that minimal maintenance work was
being carried out.

RISK MANAGEMENT
There was no clinical risk management policy available on the unit. There is no policy on giving medication without
consent.
There is very little disturbed behaviour on this ward and no cause to use rapid tranquilisation. Staff are trained in
de-escalation techniques. Staff are issued with personal alarms with the response coming from the rehabilitation
unit. There is no seclusion on this ward and the nursing staff said that they would very rarely restrain somebody.
There was a policy on patients being absent without leave.
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RECOMMENDATIONS
DUBLIN WEST/SOUTH WEST (TALLAGHT) CATCHMENT
A.M.I.N.C.H, TALLAGHT, ACUTE UNIT
1. The high observation area should be opened as soon as possible. This should result in a significant reduction
in the use of seclusion and should allow the unit to become an open unit.
2. There should be full multidisciplinary input to the unit. In particular, patients should have access to
psychology services.
3. There should be increased service user information available and a process for obtaining patients views on
the service.

REHABILITATION UNIT, ST. LOMAN’S HOSPITAL
1. The availability of supervised accommodation for patients ready for discharge should urgently be addressed.
2. The vacant post for a psychologist on the rehabilitation team should be filled as soon as possible.
3. Patients requiring primarily nursing care for their physical needs should be transferred to more appropriate
accommodation.

ST. JOSEPH’S UNIT, ST. LOMAN’S HOSPITAL
1. The function of this unit should be urgently reviewed. It is unacceptable for discharged residents to be in a
unit that is continuously locked. Residents requiring a locked environment should be admitted to an
appropriate unit following a risk assessment.
2. There should be urgent maintenance and decoration carried out on this ward.
3. St. Joseph’s Unit should be under the responsibility of the Rehabilitation team.
4. All residents should have a multidisciplinary needs based assessment and care plan.
5. All patients should be made aware of their rights.
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JONATHAN SWIFT CLINIC, ST. JAMES’S HOSPITAL
1.

WILLIAM FOWNES WARD and BECKETT WARD

Date of Inspection:

11th November 2004

Jonathan Swift Clinic comprises two floors, which include Fownes Ward upstairs, with twenty admission beds,
Beckett Ward downstairs, with sixteen pre-discharge/rehabilitation beds, and Conolly Norman Unit, which has nine
acute admission beds for care of the older person. In addition it accommodates a day hospital, family therapy
service, occupational therapy service and office space for consultants, registrars, psychologists, community nurses,
social workers and administrative staff.

WILLIAM FOWNES WARD
Number of Beds:

26

Seclusion Rooms:

No

High Observation Beds: No
Type/Function of Unit: Acute Integrated Ward

BECKETT WARD
Number of Beds:

16

Type/Function of Unit: Pre-Discharge/Rehabilitation Unit
This is a sixteen-bedded unit on the ground floor. Patients are transferred to this ward as part of the discharge
plan. Nursing staff levels are lower than on Fownes Ward.
This report applies predominantly to the Fownes Ward. The care process is broadly similar in the Beckett Ward.

REFERRAL TO SERVICE
Referral to the unit may be through Accident and Emergency (A&E), by the general practitioner (G.P.), by the day
hospital or through self-referral. A referral meeting is held at St. Martha’s day hospital.
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PROCESS OF ADMISSION TO SERVICE
There is an admission policy of which staff are aware. Children under the age of 16 years are not usually admitted.
Decisions to admit patients are not always cleared by a consultant psychiatrist, but are decided by the non
consultant hospital doctor (NCHD) on-call in consultation with nursing staff.
The initial management plan is explained to the patient by either the nursing or medical staff. All patients are seen
by a consultant psychiatrist within twenty four hours of admission.

CARE PLAN
There is no formal policy on multidisciplinary care planning. Sector multidisciplinary team (MDT) meetings occur
once a week. Treatment plans are reviewed at these meetings. Patients have access to a range of multidisciplinary
team members.
There is a policy on discharge planning which begins at the first team meeting. Patients and family/carer are
involved in the process. The discharge plan is documented in medical and nursing notes. A standardised discharge
form is sent to the G.P.. Day hospital staff may meet with the patient prior to discharge.

NURSING PROCESS
The Orem/Roper nursing model is used. The assessment page has been adapted and it is planned to introduce a
risk assessment module. Nurses are allocated to patients on a team/sector basis and patients are informed who
their team nurse is. The team nurse attends team meetings.
There are three levels of observation: one-to-one, fifteen-minute observation, and general observation. Nurses all
wear identification badges.

ACCESS TO THERAPY AND TREATMENT
The sector consultant psychiatrist or senior registrar generally visits the unit twice a week. There is full access to
medical and surgical review from the general hospital.

ACCESS TO THERAPEUTIC PROGRAMMES
There are a number of ward-based groups facilitated by occupational therapists, nursing staff and clinical
psychologists. Patients also attend an occupational therapy programme on the ground floor.
The occupational therapy area contains a library, general-purpose room, woodwork room, kitchen and clerical area.
There are woodwork and clerical instructors on site who contribute to the group programme.
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RISK MANAGEMENT
There is no formal risk management policy. There is a risk management committee meeting every six weeks. There
is an alarm system with an arranged response. All patients are searched on admission. Alcohol and illegal drugs on
the unit are managed by contacting An Garda Siochána and hospital security.
There is a formal policy on patients absent without leave. This includes a search grid. There is policy on deescalation and on the pharmacological management of acute behavioural disturbance.

WARD MANAGEMENT
Patients are occasionally transferred to other wards and hospitals such as Vergemount and Tallaght due do bed
shortages. Very disturbed patients are transferred to St. Brendan’s Hospital if appropriate.
Patients are able to access the hospital café. Meal times are at set intervals. Patients are allowed off the ward
following an assessment. This is documented in the clinical file and displayed on a board in the nursing office.
The unit is locked, with no formal policy in place. Visitors are asked to avoid visiting at mealtimes or during group
activity time. Unscheduled visiting times are limited to immediate next of kin and agreed with the ward manager.
The core staff on the unit is five nursing staff during the day, supported by cleaning and catering staff. There is
access to a part time ward clerk and phlebotomist.

SERVICE USER INVOLVEMENT
Royal College of Psychiatrist medication information sheets are available. The patient charter is not displayed in the
unit. There is a patient information leaflet.
There is a complaints policy. All complaints are discussed by the Clinical Nurse Manager 1 (CNM1) with patients at
a weekly meeting. Common complaints are about not being able to make own tea/coffee, the ventilation in the
shower, the lack of space and the time of the evening meal.
There is an out patient group called SUST run by social workers. Service users can give feedback on service issues.
There is no suggestion box on the Fownes ward although there is one on the Beckett ward.
There is no formal mechanism for receiving feedback from family/carers.
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RECORDS
One of the clinical files perused did not have a clear physical examination documented on admission. A diagnosis
was given but not an ICD diagnosis. There were frequent medical entries both by consultant psychiatrist and
NCHD. There was a clear treatment plan in place. Entries were signed but not identified by profession or title.
The nursing notes were signed, dated and legible. Reports were recorded daily, nightly and at weekly intervals.
There is a Kardex medication system in place. Generic names of medication were used. The medication sheets were
legible, with dosage clearly written. The signatures were clearly identifiable. Discontinued drugs were signed and
dated.
The chart of a detained patient perused was satisfactory in all respects.

ENVIRONMENT
This unit was situated in a general hospital. The doors were locked the day of inspection due to the presence of
two elderly patients who could not be accommodated in Conolly Norman ward.
Access to the garden was available downstairs. The building was wheelchair accessible.
There were two ward offices, one nursing office and one which housed the computer and old files. The conference
room, doctors’ offices, social worker offices and psychologist offices were off the ward along the administration
corridor.
The unit nursing office was quite cramped, with little storage or space for report writing. The clinical room did not
have an examination couch, curtain or observation panel. Drug storage was satisfactory. There was an
electroconvulsive therapy (ECT) suite off the ward. There was an interview room, which did not have an
observation panel. It lacked comfortable furnishings and locked storage. There was no designated admissions area.
Toilets and bathrooms were satisfactory with over-riding locks and were wheelchair accessible. The dining area was
satisfactory. There was access to one television room and one smoking room, which it was hoped to convert to a
general-purpose room. These rooms were drab and had not been painted for more than three years. There was no
designated outside smoking area.
There were six single rooms, two rooms with four beds and two rooms with six beds in the ward. Patient
belongings could be locked away on request. Money was kept in the ward safe. Files and records were kept in the
nurses’ office. Medications were stored in the clinical room. There was a separate storeroom for catering, and linen
was stored in the laundry room. Other items were stored in the unofficial storage room.
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2.

CONOLLY NORMAN UNIT, PSYCHIATRY OF LATER LIFE SERVICE

Date of Inspection:

11th November 2004

Number of Beds:

9

DESCRIPTION OF WARD
This is an acute admission unit for elderly patients. It is located in the ground floor of the Jonathan Swift Clinic and
is self-contained. The ward is locked to prevent wandering. Seclusion is not used.
On the day of inspection there were eleven elderly patients, six of whom were on temporary status. Nine were
accommodated in the Conolly Norman Unit while two were accommodated in the general adult beds. Three beds
are currently blocked by longer stay elderly patients requiring appropriate accommodation.

REFERRAL TO SERVICE
Referral to the service is through the day hospital, outpatient department, community team and Accident and
Emergency Department (A&E).

PROCESS OF ADMISSION TO SERVICE
The patient is assessed by the community mental health nurse and consultant psychiatrist on a domiciliary visit
where possible. A full mental and physical examination is completed on admission. The initial management plan is
brought to the multidisciplinary team weekly meeting.
Not all decisions to admit a patient are made by the consultant psychiatrist on call. At the weekend the consultant
psychiatrist on call reviews new admissions.

CARE PLAN
The multidisciplinary team consists of a half time occupational therapist, two community mental health nurses, one
social worker as well as a consultant psychiatrist.
There are weekly multidisciplinary team meetings with additional patient reviews occurring during the week. There
is an integrated multidisciplinary chart system. The care plan is identified and agreed by the patient and his or her
family or carer. There is evidence of a structured care plan and process for each individual.
A discharge plan is agreed between the team and patient and his or her family. Usually the occupational therapist
will complete a home assessment prior to discharge and, where appropriate, a family meeting will take place.
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NURSING PROCESS
The Roper Logan Tierney model of nursing is in operation. There is no key nurse system as there are only nine
patients. This is a locked ward. There are observation levels based on fifteen minute checks and special nursing
when required.

ACCESS TO THERAPY AND TREATMENT
Medical care is reviewed each Friday by the Medicine for the Elderly Team in St. James’s Hospital. There is full
access to all the facilities of a general hospital.

ACCESS TO ACTIVITIES
There is a programme run by occupational therapy and nursing staff. Some patients attend the day hospital
programme prior to discharge.

WARD MANAGEMENT
There is a shortage of elderly beds. When this occurs patients are accommodated on the general adult wards.
On admission, patients’ property is recorded in the presence of a relative. Visiting is open and flexible.
Mealtimes are at regular times. Lunch is provided at 11.50 a.m. to accommodate kitchen staff. Patients can go to
the hospital shops if accompanied.
There is no ward clerk. A phlebotomist covers general adult and elderly services.

INFORMATION
There is a strong family involvement ethos in the team. Views from patients about the service are sought on an
informal basis. The hospital has a general policy on complaints. Patients interviewed reported satisfaction with the
service received.
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RECORDS
There is an integrated clinical file, with sections for each discipline. Separate sections are difficult to find at first
glance. The charts reviewed were of a high standard and included a weekly physical review.
Notes are transferred to the day hospital on discharge. The documentation is under review and it is hoped to
introduce a suicide risk screen. Nursing staff hold a signature bank.

ENVIRONMENT
The environment was not purpose built for elderly patients. There was no walking space for patients with dementia
and not enough bathrooms. There was no interview room or clinical room and office space was limited.

RISK MANAGEMENT
Clinical risk management includes management of the risk of falls. A falls assessment is completed on admission
and hip savers are offered to patients on admission.
There is a policy on the management of aggression and violence. Staff have trained in control and restraint.
All staff carry alarms with a response coming from the general adult wards.
Seclusion is not in use. Mechanical restraint, in the form of cot sides, is used.
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RECOMMENDATIONS
DUBLIN SOUTH CITY (St. James’s) CATCHMENT
JONATHAN SWIFT CLINIC, ST. JAMES’ HOSPITAL, FOWNES WARD AND BECKETT WARD
1. Plans should be made to move the day hospital to an alternative site.
2. All interview rooms should have observation panels.
3. There should be a re-decoration and refurbishment programme for the unit.
4. Consultant psychiatrists should be consulted on all admissions.
5. A system of multidisciplinary care planning should be put in place.
6. Policies on risk management must be developed and implemented.
7. A policy on locking the unit must be developed and implemented.
8. All patients should have a physical examination on admission.
9. Entries in the clinical files should by identified by title or profession.

CONOLLY NORMAN WARD
1. Alternative accommodation is needed for the long stay patients to free beds for acutely ill people.
2. The layout of the unit should be appropriate to the needs of the patient group.
3. Appropriate office space is required on the unit.
4. Mealtimes should be decided in accordance with the needs of the patients.
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NAAS
LAKEVIEW UNIT, NAAS GENERAL HOSPITAL
Function of Unit:

Acute Unit

Date of Inspection:

10th November 2004

Number of Beds:

29 Integrated

REFERRAL TO SERVICE
Patients either refer themselves or are referred by their general practitioner (G.P.) through the Accident and
Emergency Department (A&E). Sometimes they are referred for admission by the consultant psychiatrist following
assessment at the out-patient clinics.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy which includes policies on persons arriving under the influence of alcohol and drugs.
The admission policy is adhered to. Children under the age of sixteen are not admitted. Patients with moderate
intellectual disability are sometimes admitted and are managed by the admitting consultant. Patients are assessed
by the non-consultant hospital doctor (NCHD) on call in A&E or may be assessed at out-patient clinics. A physical
examination is completed by the admitting NCHD. A collateral history is usually taken by medical staff. All decisions
to admit are cleared by the consultant psychiatrist. Following admission, the patient is oriented to the unit and
introduced to the staff and other patients. The patient is given an information leaflet. Patients are reviewed by the
consultant psychiatrist within twenty four hours.

CARE PLAN
There is no formal multidisciplinary care plan. The key nurse meets with the patient and devises a nursing care
plan. The nursing care plan policy is being changed to include plans to introduce a seventy-two hour care plan.
Patients are formally involved in their nursing care planning and are kept informed by their key nurse. Patients may
sign their nursing care plan.
Occupational therapist and social work input is available. There are no psychologists in the service. The allied health
professionals work with the community teams. There are weekly multidisciplinary sector team meetings held on the
unit, except for one sector whose meeting is held in the day centre.
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The patient information leaflet has a section “Planning for Discharge” which gives details of the discharge process.
Discharge planning occurs at the weekly multidisciplinary meeting. Patients may be referred to home care or
transferred on to a day care centre or clinic. Patients and family are involved in discharge planning. Discharge
letters are sent to patients’ G.P.s. and a nurse discharge letter is sent by fax to the relevant sector headquarters. A
formal discharge plan is rarely formulated due to pressure on beds. The discharge plan is documented in the case
notes.

NURSING PROCESS
A keyworker is allocated on admission by sector. The staff work on a two year rotation within the unit. All staff
wear name badges. Patients are told every morning who is their key nurse and they are advised of the same during
the weekly meeting held in the therapy area.
The nursing model in use is an adaptation of the Orem nursing model which is being piloted at present. Patients
will be more involved in their nursing care plan than they are currently. The information technology incorporates a
needs-based assessment. Patients sign the nursing care plan where appropriate.
There is no formal policy on observation levels. The unit has a general level of observation and special observation
only. A checklist is used for general observation.
There are five nursing staff during the day and four during the night. There are three full time household staff and
one half time household staff during the day.

ACCESS TO THERAPY AND TREATMENT
Patients can refer themselves for counselling and can do individual work with staff. Patients have access to all
general hospital services including dieticians and physicians. There is an electroconvulsive therapy (ECT) policy,
written information for patients, a nursing procedure and checklist. There is a designated ECT consultant and
nurse. The dedicated ECT suite is located upstairs beside the therapy area.

ACCESS TO ACTIVITIES
There is access to a therapy area upstairs where an occupational therapist and two nursing staff are based. The
programme is decided every week at the patient/staff meeting.
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RISK MANAGEMENT
There is no formal policy on risk management available. The North Kildare team has formulated a risk assessment
tool for the home based treatment team.
There is an alarm system with a location identifier, comprising of ten responder units. Four more units had been
ordered.
There are policies on alcohol and illegal drugs and on patients missing from the ward.
There is a policy on management of violent episodes which involve creating a safe area, removing other patients
and using de-escalation techniques. Restraint is used as a last resort. No mechanical restraint is used. Control and
restraint is documented in the clinical file and an incident form completed.
There is no policy on rapid tranquillization or on giving medication without consent. A patient’s refusal to take
medication is documented and an attempt to ascertain reason for refusal is made. The duty NCHD is then
informed.
There is a seclusion policy and register. The seclusion facilities are satisfactory with good observation.
Belongings are not routinely searched. If clinically appropriate, two nurses will ask the patient to go through his or
her possessions in their presence.

WARD MANAGEMENT
Although described as an open ward, the ward, in common with other wards in the hospital, operates on a swipe
card mechanism and doorbell.
Transfers to other units due to bed shortages do not occur as there are no other units available. Sometimes the
seclusion room is used as a bedroom.
The unit is also used for outpatient ECT and the occasional administration of depot medication to outpatients.
There is an off site café. Patients cannot make their own drinks or snacks on the unit. Mealtimes are at 9.00 a.m,
12.00 midday and 4.30 p.m. with snacks in between.
Patients are allowed off the ward unaccompanied when well enough. Visiting times are detailed in the patient
information leaflet which includes visitors’ code and advice regarding visits by children.
A phlebotomy service and ward clerk are available. In addition to nursing and household staff mentioned above
there are two nurses, including a Clinical Nurse Manager 1 (CNM1) and one senior occupational therapist in the
therapy area. The CMN 1 has also trained as a drama and art therapist.
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INFORMATION
There is an information leaflet available for patients. A complaint policy is being developed but was not yet at draft
stage. A notice on how to make complaints was posted on the unit wall. There was a suggestion box in the
therapy area. Most complaints had been about the availability of tea and coffee.
The Naas acute unit was one of three sites participating in the 2002/2003 QUASAR Audit.
There are weekly staff/patient meetings. A psycho-education group is conducted every two weeks. There are no
formal mechanisms for seeking carer/family opinions.
A number of users were interviewed on the day of Inspection. They were pleased with the food, the key nurse
system and the freedom of the unit which they felt was greater than that in a high support hostel.

RECORDS
The clinical files reviewed on the day had a number of areas that required attention. The files were difficult to
follow, the writing and signatures were not legible and physical examination was not always completed.

ENVIRONMENT
The unit was a mixed acute ward attached to a general hospital. The unit was on two levels. Upstairs was a range
of offices, therapy rooms and the ECT suite. There was also a roof garden which had never been used due to
several risk factors. This was unfortunate as the garden would have been a positive asset to the unit. Plans were
available to make the garden a safe area to use.
The main ward area was downstairs. This offered a variety of lounge areas, interview rooms, sleeping
accommodation and a seclusion room. There were adequate bathing and toilet facilities. There was also access to
an enclosed courtyard where patients could smoke.
Although the unit appeared to be cramped the staff made the best of the facilities available to them. The unit was
clean and the décor was satisfactory.
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RECOMMENDATIONS
KILDARE/WEST WICKLOW CATCHMENT
NAAS HOSPITAL, LAKEVIEW ACUTE UNIT
1. Plans to make the garden safe for use should be implemented as soon as possible.
2. A suitable alternative location should be identified in the community for the administration of depot
medications to outpatients.
3. There should be access to psychology services on the unit.
4. A system of multidisciplinary care planning should be implemented.
5. Physical examinations should be recorded in the clinical files.
6. Entries in the clinical files should be legible and signed.

474

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive
East Coast Area (East Coast Area Health Board)
MENTAL HEALTH SERVICES IN THE HSE EAST COAST AREA (EAST COAST AREA HEALTH BOARD)

INTRODUCTION
Mental health services in the HSE East Coast Area cover South East Dublin and East Wicklow. The total population
is 371,340. It is similar in age profile to the national average, but has a slightly higher percentage of the population
over the age of 65 (Table 1).
Mental health services are currently organised on the basis of three catchments. The Cluain Mhuire service covers
mental health area (MHA) 1 and parts of MHA 2 and has a population of 170,262. The Vergemount/St. Vincent’s
University Hospital service covers the remainder of MHA 2 and has a population of 100,973 and the Wicklow
service covers MHA 10 and has a population of 100,105. While there are areas of both urban and rural
deprivation, the HSE East Coast Area contains some of the most affluent regions of both South Dublin and
Wicklow.
The general adult mental health services in MHA 1 are based at the Cluain Mhuire Family Centre and are managed
by the St. John of God Order. Beds for this catchment are contracted from the St. John of God independent
hospital in Stillorgan.

Table 1: Population Profile in the HSE East Coast Area
Total Population

Over 16

Over 65

Under 16

Under 18

Area 1 Cluain Mhuire

170,262

134,551

20,425

35,711

40,662

Area 2 Vergemount

100,973

87,864

12,991

13,109

14,787

Area 10 Wicklow

100,105

76,074

9,998

24,031

27,205

Total

371,340

298,489
(79.5%)

43,414
(11.9%)

72,851
(20.5%)

82,654
(23.2%)

77.3%

11.1%

22.7%

25.6%

National Age Profile
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Funding allocated for the mental health service in 2004 was €35.4m. This excludes funding for the Cluain Mhuire
Service and includes funding for addiction services (Table 2). Funding for the Cluain Mhuire service in 2003 was
almost €11m.

Table 2: Funding of the Mental Health Services

Adult Mental Health Services (Excl. Cluain Mhuire Service)

Allocation 2003

€ Spent
2003

€ Allocation
2004

37,062,602

35,856,226

35,379,411

Table 3 gives information on funding, available beds and inpatient activity of the adult mental health service.

Table 3: Catchment Resources and Inpatient Activity of Adult Mental Health Services
Cluain Mhuire
MHA 1 (and
part of MHA 2)

Catchment Population (over 16)

Vergemount/St.
Vincent’s Hospital
MHA 2

Wicklow

87,864

76,074

€9.85 m

€8.9

116

73

134,551

Funding (2004)

1

Total Psychiatric Nurses

(excl. inpatient staff)

22

2

MHA 10

Beds

42

51

60

24 Hour Staffed Residential Places

20

28

34

Admission Rate 2003 (per 100,000 over16: national avg: 760.4)

322.6

539.5

863.6

Certification Rate 2003 (per 100,000 over16: national avg: 80.4)

29.7

44.4

61.8

New Long Stay 2003

2

0

6

In-Patient Suicides 2003

2

0

0

1

Includes funding for the mental health service for the elderly in MHA 1 & 2.

2

Includes 69 nursing staff in de-designated units for the elderly
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MULTIDISCIPLINARY TEAM STAFFING
The range and number of specialist teams required in the HSE East Coast Area is outlined in Table 4. Each team
should have, as a minimum, one each of the core disciplines of the multidisciplinary team - consultant psychiatrist,
clinical psychologist, social worker, occupational therapist - and a sufficient number of nursing staff to provide
enhanced community-based care. All teams will require additional therapists, such as family therapists, family
support workers, addiction counsellors, bereavement counsellors and cognitive behavioural therapists. Particular
specialties will also require either additional numbers of core disciplines or additional special therapists, e.g. urban
teams may require additional social workers; rehabilitation teams will require additional occupational therapists;
and mental health teams for children and adolescents and for those with an intellectual disability will require
additional clinical psychologists, occupational therapists and speech and language therapists.
It is recommended that teams in the general adult mental health services combine to serve populations of 50,000
and teams in child and adolescents mental health services combine to serve populations of 100,000. These larger
teams would enable the provision of a wider range of therapists, they would give some element of patient choice
and they would allow team members to develop skills in particular special interest areas.

Table 4: Recommended Range of Specialist Services and Teams Comhairle na nOspidéal 2005
Total Population: 371,340; Population over 65: 43,414

General Adult (1 per 25,000 total population )
Elderly (min 1 per 15,000 elderly)
Rehabilitation (1 per 100,000 total population)

Minimum
Recommended
MH Teams

Number of
Teams
Present

15

10.5

3

1*

3-4

0

Child and Adolescent (1 per 50,000 total population)

7

Adult Intellectual Disability (1 per 100,000 total population)

4

1

Child and Adolescent Intellectual Disability (1 per 200,000 total population)

2

0

Liaison

1

0

*

Plus one additional consultant psychiatrist post funded by St. Vincent’s Hospital

There are 3 additional consultant posts attached to St. Vincent’s University Hospital Elm Park. One holds the UCD
Chair in Psychiatry and one provides a national specialist eating disorder service. There are 0.5 whole time
equivalents providing a psychotherapy and perinatal liaison service and 0.5 whole time equivalents in research.
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Table 5: Community Mental Health Team Staffing of Specialist General Adult Mental Health Services
MHA 1
Cluain Mhuire

MHA 2
Vergemount

MHA 10
Wicklow

134,551

87,864

76,074

4

3.5

3

Psychologists

3

0

1

Social Workers

4

2

*1

Occupational Therapists

2

4

0

Team Psychiatric Nurses

4

5

5

Total Psychiatric Nurses

22.14

47

73

Cognitive/Behavioural Therapists

0

0.5

0

Family Therapists

0

** 3

0

Addiction Counsellors

0

0

0

MHS for
the Elderly

Rehab
MHS

Liaison
MHS

Consultants

*1

0

1

Psychologists

0.8

0

1

Social Workers

1

0

1

Occupational Therapists

1

0

Speech & Language

0

0

Team Psychiatric Nurses

4

0

Catchment Population (over 16)
Consultants

*

(whole time equivalents)

Plus one social worker shared with Area 2

** Part-time

Table 6: Community Mental Health Team Staffing of Additional Specialty Services
HSE Area Staffing
of Specialty Teams

*

There is one additional consultant psychiatrist post funded by St. Vincent’s Hospital, Elm Park.

There are deficiencies in the multidisciplinary team staffing of general adult mental health services particularly in
Vergemount and Wicklow (Table 5). Specialty services for the elderly are under-developed and there are no
specialty teams in rehabilitation (Table 6). Information on the child and adolescent mental health services and
mental health services for those with an intellectual disability was unavailable at the time of inspection.
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GENERAL ADULT MENTAL HEATLH SERVICES
General adult mental health services are underdeveloped both in terms of the number of teams available and the
staffing of existing teams. There is a total of 10.5 teams, while a complement of 15 is required. The shortfall is
particularly acute in the Cluain Mhuire service, which has experienced an increase in its population. An additional
three teams are required in this service. Vergemount and East Wicklow require an additional team each.
The multidisciplinary staffing of existing teams is deficient. Clinical psychologists, social workers, occupational
therapists and family therapists are all under represented. The multidisciplinary staffing of the East Wicklow service
is particularly poor with just one clinical psychologist, less than two social workers and no occupational therapists.
The availability of nursing staff to all teams is also deficient. Services in the HSE East Coast Area do not have large
pools of nursing staff on which to draw, as the large institutions which served this region – St. Brendan’s Hospital
and St. Ita’s Hospital - are based in the north of the city. All teams require additional community-based nursing staff
to allow the development of active community-based treatment programmes.

MHA 1 and part of MHA 2 (Cluain Mhuire)
Mental health services in MHA1 are managed by the St. John of God Service. At the time of inspection these
services were funded directly from the former Eastern Regional Health Authority. There are four comparatively well
staffed community mental health teams but the increasing population requires an additional three teams. The
service has access to 42 contracted beds in St. John of God Hospital.
Given the small geographic size, the service is not sectorised, but each consultant psychiatrist takes responsibility
for particular aspects of service provision. The service day hospital is on the St. John of God hospital campus. A
range of therapeutic programmes are available, including individual and group psychotherapy. There is a
programme for people with enduring illness based in two staffed hostels and a day centre. This programme
provides structured life-skills training. The service provides structured liaison sessions to Loughlinstown Hospital and
St. Michael’s Hospital in Dun Laoghaire. It also provides a dedicated social worker and part-time clinical
psychologist to agencies providing a service to homeless persons.
The information management capabilities of the Cluain Mhuire service are more developed than in most other
services and the existing system is being further developed.

MHA 2 (Vergemount)
General adult mental health services in MHA 2 are provided predominantly by the services based in Vergemount.
There are areas of considerable urban deprivation within the catchment. There are 3.5 community mental health
teams, with limited multidisciplinary staffing and few nursing staff. There is no clinical psychology service and only
two social workers. The limited staffing restricts the ability of the teams to provide active outpatient care.
At the time of inspection, inpatient care was being provided in a substandard unit in Clonskeagh. However, plans
to open a new inpatient unit in St. Vincent’s University Hospital were nearing completion. There is no high
observation area in the existing admission unit. Patients who are acutely disturbed are transferred either to the
locked wards in St. Brendan’s Hospital or to St. John of God Hospital in Stillorgan, where the service can access
two beds in a high observation ward.
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There is no specialist rehabilitation service in the catchment. This is a significant deficiency given the demographic
profile of the area.

St. Vincent’s University Hospital
The psychiatric unit in St. Vincent’s University Hospital contains 21 beds. It provides a small sector service and has a
number of specialist services. There is a national specialist eating disorder service, which has three dedicated beds;
a specialist liaison service to the National Maternity Hospital which has two dedicated beds and four beds
dedicated to the mental health service for the elderly. The unit also provides a specialist service in psycho-oncology
and provides liaison services to St. Vincent’s University Hospital, the rehabilitation hospital in Harold’s Cross and to
the Royal Hospital in Donnybrook. There is an active academic and research unit.
The mental health service has few multidisciplinary staff to support it. While there are dedicated beds for particular
specialty services, there are no dedicated nursing staff to these programmes. There are concerns that the new
psychiatric unit will not provide sufficient beds for the specialist services, and that there will be inadequate day
space for programmes such as the eating disorder service.
There is no dedicated general liaison service in St. Vincent’s University Hospital despite there being a busy Accident
and Emergency Department and a range of medical and surgical specialties in the hospital.

MHA 10 (Newcastle Hospital)
The Wicklow mental health service covers a mixed urban rural area. Staffing of the community mental health
teams is inadequate for all the core professionals – consultant psychiatrists, clinical psychologists, social workers,
occupational therapists and nurses. There are only 5 community-based team nurses, one of whom operates parttime as an addiction counsellor, and there are no cognitive behaviour therapists or family therapists. The service has
the highest admission rate in the HSE East Coast Area and this is undoubtedly contributed to by the deficiencies in
the community mental health teams. The service is experiencing difficulty in recruiting psychiatric nurses to replace
those who retire.
Inpatient facilities are provided in Newcastle Hospital. There are 30 acute beds and 30 continuing care beds.

LIAISON MENTAL HEALTH SERVICES
There is no dedicated liaison mental health service to the biggest hospital in the HSE East Coast Area, St. Vincent’s
University Hospital. Not only does this hospital have a large and busy Accident & Emergency Department, it also
provides specialist tertiary medical and surgical services on a national basis. The development of a specialist liaison
service should be expedited.

480

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Health Service Executive | East Coast Area (East Coast Area Health Board)

MENTAL HEALTH SERVICES FOR THE ELDERLY
There is only one team providing specialist mental health services to the elderly covering MHA 1 & 2. There is no
mental health service for the elderly in the Wicklow service. The existing team is based on the campus of St.
Vincent’s University Hospital. It has access to four inpatient beds in St. Vincent’s University Hospital but frequently
has to access additional beds in St. John of God Hospital. A second consultant has been provided through funding
from St. Vincent’s University Hospital. Staffing of the existing service is deficient, particularly in relation to the
number of community-based nursing staff available. The number of elderly in the HSE East Coast Area gives a
requirement for a minimum of three teams.
There are 63 continuing care beds in two de-designated units on the Clonskeagh Hospital campus. Forty seven of
these are under the care of the mental health service for the elderly and 16 are under the care of the general adult
services. There is an additional continuing care unit in Dun Laoghaire.

REHABILITATION MENTAL HEALTH SERVICES
While each catchment service in the HSE East Coast Area has some programmes for those with enduring mental
illness, there is no specialist rehabilitation mental health service available. The urban character of most of the
catchment and the presence of areas of high deprivation makes the development of this service essential. The
Vergemount mental health service in particular needs such a service, given that it covers part of the inner city area.
The HSE East Coast Area needs a minimum of three teams in rehabilitation.
The availability of 24-hour staffed community placements is the third lowest nationally. This relates in part to the
fact that the area did not have to provide accommodation for large numbers of long stay patients. While wellstaffed rehabilitation teams will be able to provide sufficient support to many patients with enduring mental illness
to make it possible for them to live independently, there will always be a need for some staffed residences to cater
for those with the most severe illness. A challenge for the HSE East Coast Area is the extremely high price of
property in the region.

MENTAL HEALTH SERVICES FOR HOMELESS PERSONS
There is no specialist mental health service for the homeless in the region, although the Cluain Mhuire service has a
dedicated outreach social worker and a part-time clinical psychologist who liaise with agencies for the homeless.
Mental health services for homeless people must be provided on a city-wide basis and must not be catchment
bound. Such services should be concentrated in the inner city areas and teams should be sufficiently well staffed
and mobile to be able to follow patients. Close links must developed with the specialist rehabilitation mental health
services in the area to ensure that patients can be transferred to these services when appropriate and given the
supports needed to help them retain a more settled life-style.

FORENSIC MENTAL HEALTH SERVICES
Services in the HSE East Coast area access secure beds in St. Brendan’s. In common with all other regions, services
require access to a community-based forensic mental health service and access to low-secure beds for those who
need longer-term care in a secure environment.
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CHILD AND ADOLESCENT MENTAL HEALTH SERVICES
Child and adolescent mental health services are provided by the St. John of God service who related directly with
the former Eastern Regional Health Authority. No detailed information was available on these services from the
former East Coast Area Health Board. These services will be inspected in 2005.

MENTAL HEALTH SERVICES FOR PERSONS WITH INTELLECTUAL DISABILITY
Both generic services and mental health services for persons with intellectual disability are provided by the
voluntary sector and were funded directly by the former Eastern Regional Health Authority. No detailed information
was available on these services from the former East Coast Area Health Board. These services will be inspected in
2005.

HSE-WIDE RECOMMENDATIONS
URGENT REQUIREMENTS
Discharged elderly patients and discharged patients with an intellectual disability must have access to
appropriate, specialist mental health care.
The Dublin area urgently requires an agreed and implemented plan on the development of city-wide services
for homeless people with mental illness.
Management of all components of the mental health service must be simplified and streamlined so that
voluntary agencies contracted to provide services have a direct planning and accountability relationship with
the senior HSE Managers responsible for service delivery.
All mental health services for persons with an intellectual disability must provide an agreed catchment service
to an agreed population.

ADDITIONAL STAFF AND/OR REVENUE REQUIRED
A working strategy must be agreed with the HSE to achieve the following service developments within
an agreed time-frame:
The full range of required multidisciplinary staff must be assigned to the following existing services:
• General Adult Mental Health Services
• Mental Health Services for the Elderly
• Child and Adolescent Mental Health Services
• Mental Health Services for Intellectual Disability.
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Appointment of five additional teams in general adult psychiatry, three in MHA 1, one in MHA 2 and one in
MHA 10.
Appointment of one liaison team in psychiatry.
Appointment of two additional teams in the psychiatry of the elderly.
Appointment of three teams in rehabilitation psychiatry.
Appointment of sufficient teams in child and adolescent psychiatry to bring the complement to the required
level.
Appointment of two additional teams in the psychiatry of intellectual disability for adults.
Appointment of two teams in the psychiatry of intellectual disability for children and adolescents.
Appointment of one team in forensic psychiatry.

ADDITIONAL CAPITAL RESOURCE REQUIRED
High observation units should be established in all acute admission units to end the practice of transferring
patients to St. Brendan’s Hospital.

DEVELOPMENTS IN ASSOCIATION WITH OTHER HSE AREAS
Development of a 20 bed low secure unit to be managed jointly by forensic and rehabilitation teams.
Development of a dedicated unit for people with disturbed behaviour in association with dementia.
Development of an approved unit for persons with intellectual disability who require inpatient care for the
treatment of a mental illness.
Development of a dedicated unit for people with disturbed behaviour in association with intellectual
disability.
Development of appropriate community facilities for team headquarters and staffed residential
accommodation.
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CLUAIN MHUIRE SERVICES
1.

INPATIENT SERVICES

Inpatient services are provided in the St. John of God Hospital and are reviewed in conjunction with that service.

2.

DAY HOSPITAL, ST JOHN OF GOD HOSPITAL

Date of Inspection:

24th November 2004

The Day Hospital for the Cluain Mhuire service is located on the site of St. John of God Hospital in Stillorgan. It is
accessible through the main hospital building and through a separate entrance.
Clients are referred through outpatient services or through pre-discharge referral from inpatient services in St. John
of God Hospital.
There is an impressive amount and variety of day programmes offered to clients. These include group therapy,
individual counselling, addiction counselling, anxiety management, relaxation groups and education groups. There
are also medication clinics run from the Day Hospital.
Clients attending the service have an individualised care plan which is agreed with the client. This is reviewed on a
regular basis.
The Day Hospital is small and appears overcrowded. There are not enough interview rooms, group rooms or quiet
areas. Office space is small and overcrowded with three or four staff sharing an office.
The location of the Day Hospital is under review and the service is considering a more suitable community site.

3.

BURTON HALL CAMPUS, CLUAIN MHUIRE SERVICE

Date of Inspection:

24th November 2004

The Burton Hall Campus, which is situated in the Sandyford Industrial Estate, provides rehabilitation, training and
support services to service users and their carers and families. The range and quality of the facilities on the campus
are of a high standard and a number of the facilities (e.g. the kitchen and horticulture resources) are also used by
outside professionals and community groups for the purposes of training.
The campus offers a number of needs based programmes for the clients of the Cluain Mhuire service:
Start Rehabilitation Programme: This aims to provide a supportive environment to assist service users to improve
their quality of life and increase their quantity of social contacts. There is a structured programme formulated in
conjunction with service users to ensure a range of choices for each individual. The programme runs Monday to
Friday, from 10 a.m. to 3 p.m.
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Sheltered Work Rehabilitation Programme: This aims to provide a purposeful work experience and the opportunity
to attain a recognised vocational certificate. Service users have an individualised timetable and are paid an
allowance based on attendance and productivity.
Occupational Guidance Programme: This aims to assist service users to formulate a career plan that suits their
particular needs, interests and aspirations. It is conducted on a one-to-one basis for several sessions.
European Computer Drivers Licence (ECDL): A trainer is supplied from the local VEC. The Cluain Mhuire service has
agreed arrangements for exchanging the use of facilities for the provision of tuition to service users and staff.
The Reach Programme: This is a FAS Introductory Skills Training Programme, consisting of 11 modules. It aims to
provide trainees with foundation knowledge and attitudes in order to equip them to meet the challenges of
participation in education, work and community. Certification is awarded by FETAC (Further Education and Training
Awards Council).
A Carers/Family Education Programme is also facilitated by Cluain Mhuire staff on the Campus.

RECOMMENDATIONS
CLUAIN MHUIRE CATCHMENT
1. A specialist rehabilitation mental health service is required for the provision of comprehensive care to
people with enduring mental illness.
2. The day hospital should be relocated to a community site.
3. Additional space is required for a comprehensive community mental health centre and community team
headquarters.
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ST. VINCENT’S UNIVERSITY HOSPITAL, ELM PARK
ACUTE UNIT, ST. CAMILLUS’ WARD

(This Unit has relocated since the time of inspection.)

Date of Inspection:

25th November 2004

Number of Beds:

21 Integrated

Function of Unit:

Acute Admission Unit In A General Hospital

REFERRAL TO SERVICE
St. Camillus’ Ward is located in St. Vincent’s University Hospital, Elm Park. It is planned that this ward will move to
a new unit in the hospital which will also provide beds for the Vergemount service.
The unit provides a psycho-oncology service, an eating disorder service, a service for patients over 65 years of age
and an acute service with some beds for liaison psychiatry.
The referral sources to this unit are from the general hospital, Accident and Emergency Department, (A&E) and
out-patient clinics. There are waiting lists for all the services offered.

PROCESS OF ADMISSION TO SERVICE
Following referral, the patient is assessed by medical staff. If it is decided that the patient requires admission he/she
is either admitted or placed on a waiting list for a bed in the appropriate service within the acute unit.
All patients have a physical examination following admission. The treatment plan is devised by the nursing and
medical staff.

CARE PLAN
There are no specialist inpatient nursing staff for the specialist services provided on this unit. There is one social
worker and one occupational therapy post.
The admitting nurse completes an initial care plan which is then reviewed daily. In the eating disorder unit there is
a specific programme of care for patients.
There is a weekly multidisciplinary team meeting at which care plans are reviewed and updated. Patients and carers
may attend this meeting if required. All patients are informed of changes to their care plan. There is a discharge
plan documented for each patient.
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NURSING PROCESS
Nursing staff use the Peplau nursing model which is based on an interpersonal skills programme. Nursing staff
work in teams and patients are allocated to these teams. Each patient has a nurse allocated to them on a daily
basis.
There are specific observation levels for patients who may pose a risk to themselves or to others. There is also
special (one-to-one) nursing if required. There are four nursing staff on duty on each day shift and three nurses on
duty at night.

ACCESS TO THERAPY AND TREATMENT
As stated earlier there is one social worker and one occupational therapist. The eating disorder service has access
to a dietician
There are currently a number of ‘acting up posts’ within the nursing structure on this ward and some nurses have
been in an acting post for a prolonged period of time. This situation should be resolved before the new unit opens
to ensure effective leadership and management of the unit.

ACCESS TO THERAPEUTIC ACTIVITIES
There is a programme of activities for the unit and a specific programme for people in the eating disorder service.
There is an activity area downstairs from the unit which patients are encouraged to attend.

WARD MANAGEMENT
St. Camillus ward is an open ward in a busy general hospital. During the first twenty four hours of admission
patients are encouraged to stay on the unit. Leave from the unit is decided following a risk assessment. There is a
policy in place on patients missing from the unit with a procedure on search and notification.
To facilitate the eating disorder programme patients cannot make their own snacks and drinks on the ward.
However, these are provided on request. Mealtimes are at regular intervals throughout the day and at the usual
times.

INFORMATION
There is a weekly business meeting held in the unit. This is an opportunity for the patients to express their views
about the service.
Two patients were interviewed. One patient was very satisfied with the quality of care she was receiving in St.
Camillus’ ward. She saw her consultant regularly. She felt that she and her family were being kept informed about
her treatment and care, and that she was included in decisions about her care and plans for her discharge.
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The second patient interviewed was also very satisfied with the care she was receiving. In particular, she was
complimentary about the quality of counselling she received and the efforts being made to offer a service to her
family as well.

RECORDS
The patients’ clinical files were generally neat and manageable but a number of files inspected had a large amount
of loose material at the back. This was is spite of the fact that the file had a page of clear instructions regarding
the filing of inpatient notes. Patient status was clearly labelled on the front. An Administration/Registration Sheet
was located inside the front cover and contained relevant biographical information and contact details of family,
carers and G.P. names. Titles of professionals were not always legible in the main clinical file.
Names of doctors were not clearly identifiable on the medication sheets. Otherwise the medication sheets were
dated, signed and legible.

RISK MANAGEMENT
There are no seclusion facilities within this unit. Hospital policies on the management of challenging behaviour
apply. Staff are not trained in any type of restraint techniques.

VERGEMOUNT CLINIC, CLONSKEAGH HOSPITAL
ACUTE UNIT
This unit has closed since the time of Inspection and relocated to the new acute unit in St. Vincent’s University
Hospital.
Date of Inspection:

22nd November 2004

Function of Unit:

Acute Admission Unit

REFERRAL TO SERVICE
Patients are referred to this unit through out-patient clinics, self referral, General Practitioners (G.P.) and other
hospitals.
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PROCESS OF ADMISSION TO SERVICE
There is a comprehensive admission policy for the unit and copies of the policy are available for staff. Children
under the age of 16 are not admitted to this unit. Patients with a moderate intellectual disability have occasionally
been admitted in the past.
Patients presenting for admission are assessed by a non-consultant hospital doctor (NCHD). The decision to admit a
patient is made by the NCHD in consultation with the consultant psychiatrist. Following discussion between the
NCHD and nursing staff, a treatment plan is devised and documented. The patient’s G.P. is notified about the
patient’s admission.
The process of admission is explained to the patient by the nursing staff and there is a detailed information booklet
about the service available. Contact is made with family members where appropriate to inform them of the
admission. A consultant psychiatrist reviews the patient on the next working day.

CARE PLAN
There is limited multidisciplinary input to this unit. There are two social workers, four occupational therapists and
no clinical psychologists within the adult service.
The patients are involved in their care planning. They meet with their allocated nurse and receive information from
the multidisciplinary team meetings, at which treatment plans are reviewed. Carers are kept informed of the
patients’ progress through regular contact with the staff on the admission unit.
There is a policy on discharge planning and also for transferring patients to other hospitals. Discharge planning
begins following admission. The patient is involved in his or her discharge planning. The community mental health
nurse is in regular contact with the patient prior to their discharge and is in contact with the patient’s family. The
patient’s G.P. is sent a discharge letter. The community mental health nurse receives a discharge summary from the
nursing staff. The multidisciplinary sector team is responsible for the care of the patient both in the community and
on the unit to maintain continuity of care. The discharge plan is documented in the case notes.

NURSING PROCESS
There is a nursing model in use on this unit. Nursing care plans contain objectives and goals for the patient and are
reviewed by the allocated nurse. There are difficulties with the key worker system due to the frequent rotation of
staff. There are two levels of observation of patients on the unit: special observation and general observation.
Nursing staff wear name badges. There are six nursing staff on duty during the day and three nurses on duty at
night.

ACCESS TO THERAPY AND TREATMENT
There are two occupational therapists responsible for the unit programme. There are two social workers and six
community psychiatric nurses. There are no psychologists available.
There is a policy and procedure on giving medication without consent to detained patients. Medication is not given
without consent to voluntary patients.
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ACCESS TO THERAPEUTIC ACTIVITIES
A separate area of the unit is designated as an occupational therapy area. There is a daily unit programme which is
led by the occupational therapy staff. It provides a range of activities and groups that are based on the needs of
patients. Medical or nursing staff refer patients to this programme.

WARD MANAGEMENT
Occasionally patients are transferred to other units within the hospital due to a shortage of beds. Patients are
frequently transferred to other hospitals due to bed shortages.
If it is suspected that a patient had obtained or is bringing in articles that may be harmful to themselves or others
they are searched by the nursing staff. There is a section in the information booklet asking patients not to bring in
drugs or alcohol and patients are screened occasionally for illicit substances.
There is a vending machine for drinks and snacks within the unit which patients can access. Mealtimes are spread
evenly throughout the day at usual times. There are snacks in between meals.
There is a position for a ward clerk on this unit but it is vacant at the present time. Nursing staff provide a
phlebotomy service when required.
Patients are allowed leave from the unit according to their treatment plan. There is an open door policy and
patients are free to come and go. The majority of patients who have an appointment off site are escorted by either
nursing staff or by a family member. The visiting times for this unit are from 2.00 p.m. to 5.00 p.m. and 6.00 p.m.
to 8.00 p.m. Children are always supervised during visiting.

RECORDS
The general condition of the patients’ clinical files was good. They were neat and manageable. The files contained
a diagnosis but no ICD code. There was a treatment plan documented in the file and the progress notes were up
to date, legible, signed and dated.
Medication sheets were documented in a Kardex file. The medications were written up legibly and were signed and
dated. Discontinuation of medications were signed and dated.

RISK MANAGEMENT
There was no specific policy on clinical risk management available. As part of the admission procedure all patients
are on “bed rest” for the first 24 hours. This results in patients remaining in nightclothes for this period.
All staff are trained in control and restraint techniques and there is a strong emphasis on de-escalation of potential
violent incidents. There is no policy on the pharmacological management of aggression. There were no seclusion
facilities. Patients who present as a management problem are referred to St. Brendan’s Hospital.
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There is a policy on patients missing from the unit. The procedure includes staff searching the immediate area and
informing the duty doctor, the Assistant Director of Nursing, next of kin and, if appropriate, An Garda Siochána.

SERVICE USER COMMENTS
Four service users were interviewed. They stated that the building was of very poor standard and was too small.
They also said that they would like more information on their rights and suggested that an information booklet be
available.

RECOMMENDATIONS
ACUTE UNIT, ST. VINCENT’S UNIVERSITY HOSPITAL
Recommendations are not included regarding the physical environment as the service has now moved
to the new acute unit.
1. There should be a comprehensive change management programme developed to facilitate the merging of
two clinical services.
2. Specialist services should have dedicated multidisciplinary teams with specialist nurses for the provision of
inpatient care.
3. An occupational therapy service should be available on the unit.
4. There should be a clinical risk management policy available.
5. Prolonged acting up into senior nursing posts should be discontinued.

VERGEMOUNT CLINIC
Recommendations are not included regarding the physical environment as the service has now moved
to the new acute unit.
1. There should be psychology services available to patients on the unit.
2. The unit should be self staffing to aid continuity of care and ensure an effective key worker system.
3. There should be a clinical risk management policy available.
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NEWCASTLE HOSPITAL
1.

ACUTE UNIT, NEWCASTLE HOSPITAL

Date of Inspection:

23rd November 2004

Number of Beds:

30

Function of Unit:

Acute Admission Unit In A Psychiatric Hospital

REFERRAL TO SERVICE
The main source of referral is General Practitioners (G.P.). Other sources include outpatient clinics and self referrals.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy available on the unit. However, there is no admission policy regarding patients
presenting for alcohol detoxification and some such patients are admitted. Children less than 16 years of age are
not admitted to the unit.
The decision to admit a patient is made by the non–consultant hospital doctor (NCHD). The consultant psychiatrist
on call is contacted only if there is a difficulty with the admission process. Each patient has a physical examination
on admission. A treatment plan is documented in the patients’ clinical file. Patients admitted to the unit are
reviewed within 24 hours by the consultant psychiatrist.

CARE PLAN
There is no formal care planning involving multidisciplinary assessment. Treatment plans are documented in each
patient’s clinical file. A risk assessment is carried out for each patient and documented in the patients’ file. Levels of
nursing observation are decided by the medical and nursing staff. There is a multidisciplinary team meeting held
once a week and patients are reviewed following this meeting. A discharge plan is documented in the patient’s
clinical file.

NURSING PROCESS
There is a nursing care plan for each patient. A nursing key worker system is in operation on the unit. All nurses
wear identification badges.
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ACCESS TO THERAPY AND TREATMENT
There was no occupational therapist available within the service. A patient may be referred for a psychological
assessment if necessary. However it was stated that there is a long waiting list and that patients are seen for
assessment only and not for treatment. Patients may also be referred to a social worker. No other counsellors are
available to patients on the unit.
The electroconvulsive therapy (ECT) suite was adequate, with a waiting area, treatment room and recovery room.
There is an ECT register. There is a designated consultant psychiatrist responsible for ECT. There is no designated
ECT nurse.

ACCESS TO THERAPEUTIC ACTIVITIES
All activities on the ward are co-ordinated and managed by nursing staff. There is no occupational therapy within
the service.

WARD MANAGEMENT
The door to the unit may be open or locked and it was open on the day of inspection. There is a locked door
policy available on the ward. The decision to lock the door is made by nursing staff in consultation with medical
staff and hospital management.
There is one whole time equivalent ward clerk available to the unit. A phlebotomy service is provided by nursing
staff. There are open visiting times. There is a policy on searching patients’ belongings.

RECORDS
The clinical files were legible with up to date progress reports that were signed and dated. The charts contained an
up to date treatment plan. There were no allied health professional reports in the charts inspected. Alcohol
counsellors and social workers make direct entries and progress reports into the clinical file.
On a number of medication sheets the signatures of the prescribing doctors were illegible or merely initialled. The
medications were clearly written but most sheets did not have generic medication names. “As required”
medications and long acting medications were written in the same place as regular daily medication.

ENVIRONMENT
The admission unit was bright and pleasant. The doors were open and the patients had access to the grounds of
the hospital.
The sleeping area was arranged in six-bedded dormitories with one single room. There were individual wardrobes
and bedside lockers for each patient. The curtains around the bed were on collapsible safety rails. The décor was
pleasant. There was an observation area with three beds, but this was not in sight of the nursing office.
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The lounge area was large and bright. It contained a television, radio and reading material. There was also a quiet
area and a smoking area inside the unit. There was a visitor’s area adjacent to the unit.
The dining area was an integrated area and was pleasantly decorated.

RISK MANAGEMENT
There is a risk management policy available. There is also a policy on the management of aggression and violence
and critical incident debriefing following a serious incident.
There was no policy available to the Inspectorate on alcohol or illicit drugs. It was stated by staff that, from time to
time, there have been some difficulties with illicit drugs and alcohol on the unit.
There is a location alarm system with an arranged response from within the hospital. There is security in the
hospital between 4.00 p.m. and 1.00 a.m.
There was a policy on patients missing from the unit including a search and notification procedure.
There is a seclusion suite in the unit, consisting of a seclusion room and a lobby. The walls of the seclusion room
have a hard surface and there is a mural on the wall inside the room. There were external controls on the outside
of the room for light and ventilation and the patient is able to communicate with staff while in seclusion. There is
CCTV in the room for observation purposes. There is unbreakable glass in the windows, the door opens outwards
and there is an observation panel. The seclusion policy available on the unit states that the practice of dressing
secluded patients in refractory clothing is discretionary. The patient’s episode of seclusion is documented in the
patient’s clinical file and the seclusion register was up to date.

2.

AVONMORE WARD

Date of Inspection:

23rd November 2004

Number of Beds:

30 Integrated

Function of Unit:

Combined Function of Elderly Admission Ward and Long Stay Ward

REFERRAL TO SERVICE
The main source of referral to this unit is from General Practitioners (G.P.) directly to the consultant psychiatrist. The
referral is followed by a domiciliary visit to the patient by medical and nursing staff. Patients may be referred from
the acute unit following assessment. All admissions are planned and occur within normal working hours. There are
no emergency admissions to this unit.
There is no mental health service for the elderly in the service. Avonmore Ward is under the direction of general
adult consultant psychiatrists.
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PROCESS OF ADMISSION TO SERVICE
All patients are assessed on admission to the unit. The assessment includes physical examination by a nonconsultant hospital doctor (NCHD) and a collateral history is obtained from the patient’s family or carer.
An initial treatment plan is devised and documented. Patients are reviewed by the consultant psychiatrist within the
twenty four hours of admission.

CARE PLAN
There is a medical and nursing care plan for each patient on the unit. The care plan is documented in both the
medical and nursing notes. Each consultant psychiatrist holds a weekly ward round and may review patients daily if
required. Staff endeavour to involve families and carers in the care plan.

NURSING PROCESS
There are four or five nurses on duty during the day as well as two nurse’s aides and two household staff. At night
there are three nurses on duty, one being shared between the acute unit and Avonmore unit. The unit uses a
nursing model based on the Orem nursing model principles. The functioning of patients on this unit ranges from
being fully independent to needing full nursing care. There is a key nurse system in place.

ACCESS TO THERAPY AND TREATMENT
There are currently three consultants with responsibility for patients on this unit. All consultants visit the unit
weekly. A physiotherapist attends three days a week. A chiropodist also attends the unit.

ACCESS TO THERAPEUTIC ACTIVITIES
The patients on the unit have access to a garden. The patients also have access to a Snoozeleen relaxation room
daily. A care assistant on the unit runs a Sonas (exercise) programme.

WARD MANAGEMENT
There is no waiting list for this unit. Mealtimes are at the usual times and include morning and evening snack. A
number of patients require assistance at mealtimes. Doors are locked at all times. The unit has access to one whole
time equivalent ward clerk.
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INFORMATION
There was no formal evidence of patients receiving information about their rights. There was a complaints policy
available. The nursing staff stated that, where possible, complaints were dealt with locally.

RECORDS
The clinical files reviewed were legible, signed and dated. There were up to date progress reports in the clinical
files. Restraint orders were orally reviewed at weekly meetings but a decision to continue or discontinue the
restraint was not recorded in the clinical file.
The medication sheets were legible and were signed and dated. Discontinuation of medications were signed and
dated.

ENVIRONMENT
The unit was clean and neat. However there was an absence of “homely features” in the day room and bedrooms.

RISK MANAGEMENT
There are policies and procedures on three main clinical risk areas: pressure and skin management, restraint of
patients and risk of patients missing from the unit.
Both internal and external doors are locked in the unit.
The nursing staff reported satisfaction with the amount and type of equipment available for moving and handling
patients.
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RECOMMENDATIONS
EAST WICKLOW CATCHMENT
NEWCASTLE HOSPITAL, ACUTE UNIT
1. The observation area on the unit should be in continuous sight of the nursing station or have a nurse
assigned to the area at all times.
2. There should be a full multidisciplinary team available to patients on this unit.
3. There should be multidisciplinary care plans for each patient on the unit.
4. An agreed policy must be developed and implemented to end the practice of admitting a person for alcohol
detoxification.
5. All admission decisions must be discussed with a consultant psychiatrist.
6. As required, medications, emergency medications and long acting medications should be written separately
from regular daily medications on the medication prescription sheets.
7. All medication sheets should be clearly written and audited regularly.

NEWCASTLE HOSPITAL, AVONMORE WARD
1. All patients admitted to this unit should have access to a full multidisciplinary team.
2. This unit should be refurbished and redecorated. The refurbishment should reflect the long stay nature of
the unit and the age of the patients in this unit.
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CENTRAL MENTAL HOSPITAL
Date of Inspection:

30th November 2004

INTRODUCTION
The Central Mental Hospital is located in Dundrum, Dublin and is the base for the national forensic mental health
service. The total funding allocated for the service in 2004 was in excess of 14m (Table 1).

Table 1: Funding of the National Forensic Mental Health Service
Total Assigned
Budget 2003

€13,018,958

Central Mental Hospital

Total Spent
Budget 2003

Total Assigned
Budged 2004

€12,383,906 €14,028,698

The hospital is predominantly an old Victorian building. It has a total bed complement of 89 beds, only seven of
which are female (Table 2). The ward configuration is detailed in Table 2. The female ward has a uniform level of
security while wards for males are designated either high or medium security. There are 10 hostel places in the
grounds of the hospital.

Table 2: Ward Configuration
UNIT

LEVEL OF OBSERVATION

BED

GENDER

A

Mixed (High, Medium & Low)

7

Female

B

High

15

Male

1

High

13

Male

2

Medium

13

Male

7

Low

14

Male

3

Medium

16

Male

Hostel

Low

10

Male

It is noticeable from the table that in a bed configuration of 89 there are only 7 beds for females.
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REFERRAL TO FORENSIC SERVICES
There are a number of pathways to referral, all of which are legally determined:
A Ministerial Order requires the signatures of two independent medical practitioners. The patient is then
transferred from the prison service to the Central Mental Hospital. All such patients are deemed to be
involuntary and can be detained in the Central Mental Hospital against their will and treated against their
will.
A Hospital Order requires the signature of one medical practitioner. The prisoner is then transferred to the
Central Mental Hospital. Such patients are considered voluntary patients.
Patients may be transferred to the Central Mental Hospital from other mental hospitals or units under
Section 208 of the Mental Treatment Act 1945. (Section 207 is no longer used)
Patients can be admitted to the Central Mental Hospital following court verdicts of Guilty but Insane (GBI) or
Unfit to Plead.

The category to which patients belonged on the day of inspection is given in Table 3.
Table 3: Legal Category of Patients
Guilty But Insane (GBI)

27

Remand Prisoners

11

Section 208

15

Section 207

5

Sentenced Prisoners

11

Unfit to plead

4

PATIENTS DETAINED UNDER SECTION 208 MENTAL TREATMENT ACT 1945
Three patients were transferred to the Central Mental Hospital from their local mental hospital during 2003. The
forensic service encounters difficulties in returning such patients to their local catchment teams, often due to the
lack of regional secure units and regional forensic mental health teams. This is a complex issue that requires a
multi-faceted response.

HOSPITAL ACTIVITY 2003
In 2003 there were 136 admissions, only 9 of which were on a voluntary basis. At the end of 2003, there were 74
inpatients, all of whom were detained on an involuntary basis. There were three transfers to the Central Mental
Hospital from St. John of God Hospital Stillorgan and St. Vincent’s Hospital Fairview.
One hundred and eleven patients underwent a total of 413 episodes of seclusion. There was one inpatient suicide
and one natural death.
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MULTI DISCIPLINARY TEAM STAFFING
The Central Mental Hospital is in the process of developing five full multidisciplinary teams and considerable
progress has been made in this regard. A head of service for each discipline has been appointed and this has
facilitated the recruitment of additional staff. The number of nursing staff relative to care staff has increased
significantly in recent years. Current staffing is given in Table 4.
There are no addiction counsellors for inpatients despite the reported incidence of substance misuse among
patients.

Table 4: Staffing in the Central Mental Hospital
Total

Consultants

4.5

Clinical Psychologists

1

Social Workers

4

Occupational Therapists

2

Psychiatric Nurses

87

Care Officers

41

PROCESS OF ADMISSION
Following admission male patients are allocated to individual units based on the required level of security. There are
two male units providing high security, two providing medium security and two providing low security.
There is a uniform level of security on the single female unit. This results in acutely ill patients being cared for
alongside more settled patients, and short-term admissions being cared for in the same unit as more long term
patients.

RISK MANAGEMENT
There is a detailed risk assessment completed on each patient and, following admission, male patients are allocated
to a ward with the required level of security. Patients from units with medium or low security can be transferred to
a high security unit for a variety of reasons. If a patient is deemed to be at risk of self-harm they may be
transferred to a high security unit rather than providing additional observation and therapeutic input on their
existing unit. Similarly patients may be transferred to high security units for reasons of compliance.
The different levels of security on the various units are not obvious and all the wards seem to operate the same
system regarding observation and security. The policy of locking patients in their rooms at night is consistent
throughout the hospital and is not related to the clinical and risk status of individual patients.
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CARE PLANNING
Prior to 1992 all inpatient care was provided by the care attendants. There was then an agreement to replace care
attendants with nursing staff.
Nursing and care staff on the inpatient units work a two-day on and two-day off rota system. This results in the
senior management of these wards being care staff fifty percent of the time. It also leads to lack of continuity of
staff on wards, and a lack of consistency in care planning. There is no key worker system in place and the existing
rota makes the development of one difficult. A number of care plans were reviewed. While some were
multidisciplinary treatment and care plans, they were predominantly nurse led with no multidisciplinary input.

ACCESS TO THERAPEUTIC PROGRAMMES
The Central Mental Hospital provides a number of activity programmes on site. The patients have access to an
industrial therapy unit and to VEC programmes. There is a swimming pool and gymnasium on site, but access to
these facilities is dependent on the availability of staff.
There is limited multidisciplinary input to most wards but it is planned to increase this as the availability of
multidisciplinary staff improves. The occupational therapy staff and clinical psychology staff provide individual and
group programmes to selected number of units. The patients in the hostel attend supported employment and
other occupational activities off site.

WARD MANAGEMENT
Patients are locked in their bedrooms by 9.00p.m. until 8.15a.m. There is no access to tea, coffee or snacks
throughout the night. Mealtimes are set, as is the menu. It was reported to the inspection team by patients that
the quality and variety of food is of a poor standard.
The majority of rooms do not have toilet facilities. This results in the practice known as “slopping out”. Patients
have to use disposable pots to go to the toilet and have to empty these pots in the morning. There are in-room
sanitation facilities in the female ward, but these facilities are divided from the bed areas by waist-high partitions
only.
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Access to internal courtyards, under escort, varied depending on the particular unit. It is acknowledged that
attention must be paid to security matters, but a number of practices and conditions are worthy of note:
There was a concentration on issues of security and safety rather than on wider therapeutic issues
There are set times for each ward to use the courtyard. As a result, all patients of that ward are escorted to
the courtyard at that time, regardless of choice.
The environmental conditions in the external courtyard are unacceptable.
There are no stimulating activities or equipment in the courtyard.
Medication is dispensed from a hospital pharmacy company on a monthly basis. The medication is stored in
individual packs and dispensed from individual packs. The names of drugs were legible. There is no separate space
for “as required” medications. A phlebotomist provides a service to patients who are prescribed Clozapine.

INFORMATION
There is no evidence that patients are provided with up-to-date written information regarding their rights.

RECORDS
The medical and nursing records reviewed highlighted the following:Lack of care planning records
Loose notes in the back of medical charts
The medication recording system had no space for “as required” medication or for depot medications.

SECLUSION
The seclusion register was reviewed. The treating consultant did not always countersign seclusion orders written by
the NCHDs. All patients wear refractory clothing in seclusion. The seclusion rooms are dark and grim and offer little
in the way of appropriate safe furniture. There is no ventilation, natural light or toilet facilities.
Patients are locked into their rooms at night at 9.00p.m. and are not released until the morning. Although this is
not deemed to be seclusion under the Mental Treatment Act 1945, it results in patients being deprived of their
liberty. This practice is consistent throughout the hospital regardless of the level of security on the unit.
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ENVIRONMENT
There were no household or domestic staff employed in the Central Mental Hospital. Cleaning was dependent on
nursing staff, care staff and patients. All areas of the hospital inspected were dirty. The conditions in all units and
the hostel were extremely poor and of an unacceptable standard.
There were broken and dirty outside toilets in the external courtyards. These toilets are still in use, but offer no
privacy.
The bathroom areas on the units were extremely dirty and offered no privacy. In the seclusion rooms, there was
little ventilation and no means to control the temperature. In some units there was a strong smell of urine. The
number of toilets and showering facilities was insufficient to meet the needs of patients.
In unit 1, a high security male ward, patients had no access to their room during the day and some were not
allowed to have any personal belongings in their room. Bedrooms had little ventilation and no control over the
heating.

SERVICE USER VIEWS
Several patients were critical of the ward regimes. Of particular concern to the patients who did not smoke was the
fact that the whole ward had to go outside on 5 occasions during the day, to facilitate those patients who did
smoke. The patients who did smoke stated that there were limited opportunities for them to smoke outside and
requested that a smoking room be introduced to the wards.
Patients complained that every patient on the ward had to attend the gym or swimming pool at the one time.
There were frequently insufficient staff to escort a large group of patients to the gym or swimming pool and there
was no individual choice for patients who did not want to attend either facility.
There were multiple complaints about patients being locked in their rooms at night and the lack of sanitation and
ventilation in the rooms. Patients also complained about the lack of toilet and bathing facilities and the “disgusting
state” of existing facilities.
Patients stated that their food was often cold by the time they were escorted to the dining room. Portions are
insufficient and the last meal of the day is at 5.30p.m. As breakfast was not until 9.00a.m. the following day
patients reported that they were often hungry.
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RECOMMENDATIONS
CENTRAL MENTAL HOSPITAL
1. The plans to relocate the Central Mental Hospital to a new, purpose-designed building should progress as
quickly as possible.
2. The decision to site the new Hospital adjacent to a prison should be revisited.
3. Care systems within the forensic mental health service must, at all times, be founded on the principles of
protecting the rights and dignity of patients.
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STEWART’S HOSPITAL, DUBLIN.
PALMERSTOWN VIEW, BUNGALOW 22
No. of Beds:

6

Date of Inspection:

13th August 2004

DESCRIPTION
Palmerstown View is a residential style bungalow in the grounds of Stewarts Hospital. It specialises in the treatment
of patients with a dual diagnosis of intellectual disability and mental illness or intellectual disability and challenging
behaviour. It is registered as an approved unit under the Mental Treatment Act 1945.

STAFFING LEVELS
Care is delivered by medical staff, nursing staff, care assistants and multidisciplinary team members. There is
sufficient number of nursing staff to meet the needs of the patient group. All staff carry a personal alarm which
involves a response system coming from the wider campus.

ADMISSION PROCESS
All admissions are subject to the Mental Treatment Act 1945. There is provision for residents to be transferred to
and from this unit from other residences in service.

ENVIRONMENT
The bungalow comprised a spacious day area, dining area and toilet facilities. All of the bedrooms were single
rooms. The seclusion room was satisfactory. The bungalow had a homely atmosphere and was appropriately
furnished to a high and safe standard.
Meal times were structured to meet the needs of residents. Patients had access to snacks and drinks in between
meals.
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THERAPY
When appropriate, residents can participate in all activities and programmes available on the campus.
There is clearly defined policy on the use of seclusion. The seclusion record was in order on the date of the
inspection. The restraint policy is detailed and covers de-escalation, accident prevention, and physical control of
maladaptive behaviour. There is a comprehensive list of garments that are available for use linked to the policy.
Restraint is only sanctioned when other forms of therapy have proved unsuccessful. The appropriate team members
review the use of restraint. The policies on seclusion and restraint need to be updated.

RECORDS
The records reviewed on the day of inspection were of a high standard. There was a clear care plan for each
individual with identifiable goals in place. Where seclusion was in use the observations for each patient were
recorded.

CONSENT TO TREATMENT
While the Mental Health Act 2001 makes specific provision for the involuntary admission of persons with
intellectual disability and mental illness or intellectual disability and challenging behaviour, the broad issue of ability
of people with an intellectual disability to give informed consent to treatment needs to be addressed in the context
of national legislation for the protection of vulnerable adults.

RECOMMENDATIONS
1. The policies on seclusion and restraint should be updated
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BLOOMFIELD HOSPITAL
ST. MARTHA’S WARD AND ST. LUKE’S WARD
Function of Unit:

Secure Care of the Elderly

Date of Inspection:

28th July 2004

Number of Beds:

36

DESCRIPTION
Since the time of inspection, Bloomfield Hospital has relocated to a new site. The new hospital has 35 beds which
will provide a mixture of high, medium, and low dependency care. This report relates to the old hospital.
Bloomfield Hospital consists of two integrated wards, St. Martha’s and St. Luke’s. It provides care to elderly people
who have mental health problems.

REFERRAL TO UNIT
This is a tertiary care hospital, with service arrangements in place with 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 TO SERVICE
An admission policy is available in the hospital. Physical and mental health assessments are done on admission and
nursing staff conduct interviews with relatives. A care plan is drawn up as part of admission procedure.
All admissions are booked and have been assessed prior to admission. The patient’s family are usually involved in
admission process. Information sheets outlining the type of care provided by Bloomfield Hospital are available.
Patients are reviewed by the consultant psychiatrist on request and as required.

CARE PATHWAY
There is a nursing care plan for each patient. There is a regular review of patients which is recorded in the patient’s
clinical file.
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NURSING PROCESS
The patients in the units require a high input of nursing care. The unit is staffed with a clinical nurse manager 2
(CNM2) a staff nurse and care assistants. Nursing staff do not wear name badges.

ACCESS TO THERAPY AND TREATMENT
There is one non-consultant hospital doctor (NCHD) attached to the hospital. The consultant psychiatrist visits
patients on request from the nursing staff or the NCHD. Physiotherapy is obtained on request. There is a visiting
optometrist and chiropodist.
Medical and surgical investigations and treatment are provided in St. Vincent’s University College Hospital.
There is no ECT administered in this hospital.

ACCESS TO THERAPEUTIC PROGRAMMES
There are a number of therapies provided in the hospital. “Extend” therapy, an exercise programme, is available
twice a week. Reminiscence therapy is provided by a diversional therapist once a week and music therapy takes
place once a week. There is also an entertainment programme which runs throughout the week.

RISK MANAGEMENT
There is a risk assessment and management policy in the hospital as well as a policy dealing with challenging
behaviour. There is a restraint policy available. Seat belts on chairs are used on immobile patients. Hip savers are
used on mobile patients where there is a risk of falling. Cot sides may sometimes be used.

WARD MANAGEMENT
There is no discharge policy although there are guidelines for transfer of patients to other units. The wards are
described as a secure unit and there is a “secure unit” policy.

SERVICE USER INVOLVEMENT
Information on the type of care provided by Bloomfield Hospital is given to the patients’ next of kin. There is a
formal complaints procedure. There is a support group for carers which meets regularly and is chaired by a
psychologist.
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RECORDS
The patients’ clinical files were neat and manageable. Progress notes were signed and dated. There was no allied
health professional documentation in the file. There was evidence of regular physical examinations.
The medication sheets were legible, signed and dated. A photo identifying system was in place for dispensing
medication.

ENVIRONMENT
This unit has closed since inspection and patients have moved to a new purpose-built facility in Stocking Lane,
Rathfarnham.

RECOMMENDATIONS
Since inspection, this hospital has moved to a new purpose-built facility. The inspection team were satisfied with
standards of care and have no recommendations.
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HIGHFIELD HOSPITAL GROUP
Highfield Unit:

44 Female Bed

Hampstead Unit:

40 Male Beds, 1 Female Bed

Date of Inspection:

17th August 2004

DESCRIPTION:
The Highfield Hospital Group is a privately owned group, providing hospital, residential and convalescene services
in north Dublin. It provides mental health services for patients over 65 with functional and organic disorders.

REFERRAL TO SERVICE
Patients are referred from other hospitals, consultant psychiatrists and occasionally General Practitioners.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy. There is one patient with a moderate intellectual disability in Hampstead Unit.
Following referral of a patient, an assessment is carried out by an admissions officer. A domiciliary visit is made
prior to admission. The decision to admit a patient is made by the consultant psychiatrist and a consultant
psychiatrist sees the patient within twenty four hours of admission.

CARE PLAN
There is no multidisciplinary team in Highfield Hospital. An existing care plan based on medical and nursing inputs
is currently being modified. This is a formal, documented care plan with regular reviews by medical staff.
Psychology services are sourced from outside the hospital when required.

NURSING PROCESS
The Orem nursing model is used. There is no key worker system in operation in Hampstead unit. However a key
worker system has recently been introduced in Highfield Unit. There are no formal levels of observation. There is
occasional special nursing of patients when necessary.
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ACCESS TO THERAPY AND TREATMENT
At the time of inspection there were no occupational therapists, social workers or psychologists within these units.
However, an occupational therapist was due to take up position within two weeks. Pastoral care was available to
all patients.
There are regular ward rounds by the consultant psychiatrist who visits the ward on a daily basis.
There is no electroconvulsive therapy (ECT) administered in the hospital. Any patient requiring ECT is transferred to
other hospitals.

ACCESS TO THERAPEUTIC PROGRAMMES
Activities are ward based and run by nursing staff and an activities nurse. Activities consist of massage, paper
reading and discussion groups. There was also an exercise group and music therapy.

WARD MANAGEMENT
External doors are locked at all times. Patients may leave the units if they are escorted. There are open visiting
times. Meal times are at 9.00 a.m., 12.30 p.m. and 4.30 p.m. and a snack at 8.30 p.m. There are no facilities for
patients to make tea or coffee but these are provided on request. In Highfield Unit the patients are given breakfast
in bed at 7.00 a.m. They are not permitted to get up for breakfast.
There is no designated phlebotomist and no ward clerk.
In Hampstead Unit there was a single female patient in a ward with forty men. It was stated that it was easier to
manage this patient in Hampstead Unit.

SERVICE USER INVOLVEMENT
There are detailed information leaflets available for patients and an information pack given to relatives prior to the
patient’s admission. There is a regular carers group run by the hospital. There is a comprehensive complaints policy.
Consideration is being given to facilitating an advocacy service. There is a suggestion box on the ward. A charter of
patients’ rights is posted on a notice board.

RECORDS
In Highfield Unit, the patient’s clinical file was clearly labelled with the patient’s number and name. There was a
comprehensive physical examination form and admission assessment completed in all files. The referral source was
identified. There was a pilot care plan available in the file. There were up to date progress reports in the file which
were legible, signed and dated. The files were neat and manageable.
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In Hampstead Unit, there were no clinical notes on the ward. The inspectorate was informed that the medical
notes are kept in the consultant psychiatrist’s office. There was an unsigned copy of patient’s case summaries
available on the ward. There were no progress reports but there was a record of any incidents to patients kept on
the ward.
The medication prescribing sheets in both Highfield and Hampstead Units were legible. The date was incompletely
recorded. The doses were clearly written and the record was signed. Discontinuation of medication was not signed
or dated.
The nursing notes were completed on a weekly basis. They were legible, signed and dated.

ENVIRONMENT
HAMPSTEAD UNIT
Hampstead was a stand alone, locked unit. There had been extensive redecoration in the unit. There was access to
a garden and disabled access to most areas. The nurses’ office was small but centrally located, with access to
computers and appropriate space for report writing. There was a small but adequately equipped clinical room.
There was no interview room. Patients were interviewed in their bedrooms or in the clinical room.
The bathrooms and toilets were clean and well decorated. There were no over-riding locks. The dining area was
pleasant with enough room for one sitting at meal times. There were three lounge areas which were comfortable
and had access to television, newspapers and reading material. There was no activity area.
There was a mixture of single and double bedrooms as well as larger bedrooms. All patients had their own
wardrobe. There were screening curtains around the beds on safety rails.

HIGHFIELD UNIT
Highfield was in a stand alone old building. The building had recently been renovated and redecorated. The
corridors were narrow but bright and well decorated. There was disabled access to the toilets. There was access to
an outside space. There was a central nursing office of adequate size. There was a well equipped clinical room.
There was no interview room. The toilets were clean. The locks on the bathroom and toilet doors were in the
process of being replaced with over-riding locks.
The dining room was small but pleasantly decorated. There were three lounge areas that were well decorated and
comfortable. There was an activity room, a group room and a visitors’ room.
There were single and double bedrooms and one four-bedded room. All patients had individual wardrobes and
there were curtains around the beds. There were no call buttons.
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RISK MANAGEMENT
There is no specific clinical risk management policy but there are regular risk management meetings. There is a risk
assessment carried out on patients and filed in the clinical file. There is an annual risk assessment audit carried out.
All incident forms are audited every six months.
There is a policy for mechanical restraint. This includes the use of cot sides, padded cot-sides, safety belts and
chairs designed to restrict movement. The decision to use restraint is made by the senior nurse on duty. The next of
kin are informed if mechanical restraint is used. The consultant psychiatrist and nurse in charge sign a restraint
order. The order includes a review date. No seclusion is used in the hospitals. There is a policy on patients missing
from the unit.

RECOMMENDATIONS
1. The suitability of Hampstead Unit for the sole female patient should be reviewed with a view to finding a
more suitable placement.
2. There were no clinical files available on Hampstead unit and the standard of information about patients on
the unit was poor. All clinical files should be stored in the unit where the patient resides.
3. An appropriate programme of occupational therapy should be put in place.
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KYLEMORE CLINIC
Date of Inspection:

20th August 2004

Number of Beds:

38 Integrated

DESCRIPTION
Kylemore Clinic is a thirty eight-bedded mixed residential hospital for elderly people with mental health problems.
The majority of residents are over the age of 65 and almost half have a diagnosis of dementia. The hospital has
plans to modernise and expand existing facilities.

REFERRAL TO SERVICE
Patients are referred to this hospital through HSE Area services, General Practitioners (G.P.), hospitals and nursing
homes.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy in place with clearly stated criteria for admission. There is currently one patient who is
classified as having an intellectual disability within the hospital. This patient has one-to-one support at all times.
Medical and nursing assessments are carried out on all referrals. The decision to admit a patient to the hospital
rests with the consultant psychiatrist and director of nursing. The patient’s G.P. is notified of the admission.
Wherever possible, an explanation is given to the patient and family members. Any new admission is reviewed by a
consultant psychiatrist by the next working day. An initial treatment plan is drawn up by medical and nursing staff.

CARE PLAN
Patients in the hospital have access to occupational therapy and physiotherapy. There is a new system of patient
centred care planning currently being introduced to the hospital.
Patients are encouraged to partake in planning their care if they are well enough to do so. The care plan is
reviewed on a regular basis in the multidisciplinary team meetings and by nursing staff. Family members are
encouraged to partake in their relative’s care and give feedback on how the service is being run. Patients are rarely
discharged from the hospital.
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NURSING PROCESS
The Roper Logan and Tierney nursing model is used in the hospital. There is currently no key worker system in
place but it is planned to introduce this. There are specific observation levels for physical needs. There are some
high dependency beds based on physical needs within the hospital. There are eight nursing staff and care assistants
on duty during the day. Uniforms and identification badges are worn by staff.

ACCESS TO THERAPY AND TREATMENT
Patients have access to an occupational therapy service. There are two consultant psychiatrists attached to the
hospital and a G.P. is responsible for physical care. Patients are transferred to a general hospital when necessary.
Giving medication without consent does not occur in this hospital. Patients are allowed to refuse medication.

ACCESS TO ACTIVITIES
There are a range of activities available for the patient group. Patients that are more ambulant are able to attend a
therapy unit that is staffed by an occupational therapist. Patients who are not ambulant have activities that are
either bed based or in close proximity to their bed area.

WARD MANAGEMENT
Patients have access to drinks and light snacks throughout the day. Breakfast is served at 6.30 a.m., lunch is at
12.00-1.00 p.m., tea is at 4 o’clock and supper at 8.30 p.m.
There is no ward clerk for this hospital. Medical staff, the G.P. or the clinical nurse manager 1 (CNM 1) take blood
samples as required.
If a patient is capable of leaving the unit and it is deemed safe for him or her to do so, they are encouraged to
take exercise outside. The doors are only locked for security and safety reasons. If the patient has an appointment
off site they are escorted by either one of the nursing staff or a family member. There is an open visiting policy to
the hospital.

RECORDS
Records in this hospital were legible and up to date. Files contained progress reports from all health professionals
who had any interactions with the patient. There were treatment plans documented in the files.
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INFORMATION
It was evident that the patients have ample opportunities to express their opinions on how the service should be
delivered. This is also the case for their family members. There is a complaints procedure and there are information
leaflets available for patients to read. Medication systems are satisfactory.

ENVIRONMENT
Kylemore Clinic is a thirty eight-bedded mixed residential hospital for elderly people with mental health problems. It
is a stand alone unit. There was a combination of individual bedrooms and dormitory style sleeping arrangements.
There was sufficient space for patients within their dormitories and privacy was maintained. There were sufficient
lounge areas and one large dining area. There was also a separate therapy building which was well used by the
patients. The main structural problems with the hospital were the narrow corridors and the number of stairways.
As already stated there were plans to modernise and expand the hospital.

RISK MANAGEMENT
There is a formal policy on risk management. There is a very detailed restraint policy with regard to mechanical
restraint. There are no seclusion facilities within the hospital and manual restraint is not used. There is a system of
auditing serious untoward incidents. There is a bell system for patients to call nursing staff but there are no alarms
systems for staff and this is not deemed necessary. Alcohol and illegal drugs are not a problem within the unit.
There is no policy on patients missing from the hospital at present.

RECOMMENDATIONS
1. The plans for a key-worker system should be commenced as soon as possible.
2. The redevelopment of the facilities at Kylemore should proceed as quickly as possible in order to address the
access difficulties in the hospital.
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ST. JOHN OF GOD HOSPITAL
Date of Inspection:

5th August 2004

Number of Beds:

210 (171 beds operational)

DESCRIPTION
St. John of God hospital is an independent acute psychiatric hospital. It provides inpatient care, out patient clinics
and day programme services.
The hospital has 171 private inpatient beds of which an average of 40-42 beds are contracted to the HSE Eastern
Area (East Coast Area Health Board). These beds provide the admission facilities for the Cluain Mhuire mental
health service. The hospital also facilitates the admission of up to two patients from the mental health service
based in Clonskeagh Hospital who require treatment in a secure environment. The mental health service for the
elderly based in Carew House in St. Vincent’s University Hospital also uses inpatient beds.
There were 1,736 admissions to St. John of God Hospital in 2003, of which 149 were on an involuntary basis. Of
the 1,736 patients admitted, 451 patients were admitted under the care of Cluain Mhuire consultant psychiatrists.
The focus of the inpatient component of the St. John of God service is to respond appropriately to the need for
acute inpatient care and to increase the emphasis given to the management of more severe mental illness. One of
the achievements highlighted was the fulfilment of the aspiration to clear in-patient waiting list each day or, at the
latest, within twenty four hours.
The use of the bed complement has been recently reconfigured. The overall number of beds has been reduced,
with a larger number being devoted to acute care. Consultant psychiatrists operating in the Cluain Mhuire service
admit patients to St. Paul’s Unit. Consultant psychiatrists operating from St. John of God Hospital admit patients to
St. Joseph’s, St. Camillus’ and St. Bridget’s Suite. All patients may be admitted to specialist units (St. Raphael’s and
St. Peter’s Units. There are plans to reduce internal transfers between wards and to rationalise admissions so that
particular teams admit to particular units. The admission policy is reviewed annually.
There is an advanced information communication technology strategy in use in the hospital. The hospital has been
rewired and computers have broadband access. There is a management information system for clinical teams,
which provides details on admission, discharge, diagnosis and length of stay on a daily basis.
The wards in the hospital are as follows:
ST. RAPHAEL’S SUITE
This caters for patients over 65 years of age. It consists of a sixteen bed locked unit Carraig Dubh, and a twenty
four bed open unit Carraig Fergus.
ST. PETER’S SUITE
This is an eighteen bed secure (high dependency) admission unit containing a high observation area and a
seclusion room.
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ST. PAUL’S SUITE
This is a thirty four bed medium dependency unit which contains the majority of the publicly contracted beds. It is
generally an open unit but was locked on the day of inspection to cater for the needs of one patient who was
awaiting transfer. The unit policy requires that it is documented in the ward diary when the door is locked.
ST. JOSEPH’S SUITE
This is a thirty two bed unit on the top floor of a new wing. It is a medium dependency admission unit.
ST. BRIGID’S SUITE
This is a twenty bed unit, which opened on July 5th 2004. This is also a medium dependency admission unit. Eight
beds are reserved for the Eating Disorders Recovery Programme (EDRP).
ST. CAMILLUS’ SUITE
This suite has recently been refurbished and relocated. It contains two units, Owenvale, a fifteen bed admission
unit and Naomh Eoin, also known as the Richard Pampuri Unit, a twelve bed unit for those attending the alcohol
treatment programme.
NURSING STAFF
St.
Brigid’s

St.
Joseph’s

St.
Camillus’

St.
Peter’s

St
Pauls

Carraig
Fergus

Carraig
Dubh

Daytime

4

5

4

6

5

4

5

Evening

3

4

3

5

4

3

4

Night

2

2

2

3

2

2

2

REFERRAL TO SERVICE
All referrals to the inpatient or outpatient service are made by a medical practitioner.

PROCESS OF ADMISSION TO SERVICE
Patients for admission are seen either in the admissions area or in the emergency outpatients department. The
decision to admit is always discussed with the relevant consultant psychiatrist, including admissions presenting out
of hours. The admissions officer assists in completing the necessary paperwork and in arranging a bed. The level of
risk determines the ward to which each patient is initially admitted. Assessment is carried out on the ward by a
non-consultant hospital doctor (NCHD) and nurse.
Information is given to each patient on the admission process and written information is given on the hospital. If a
patient is detained, he or she is given information about their rights under the Mental Treatment Act 1945.
In the “Nursing Treatment Plan” there is a space for documenting provision of information about rights and for
recording the name of the person who provided the explanation.
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CARE PLAN
Discharge planning commences for public patients on the first day of admission. According to staff on other units,
a date for discharge is set during the admission assessment and discharge planning commences at that point. In
the case of some patients, the social worker and community mental health nurse meet the patient’s family or
future care provider.

NURSING PROCESS
The Orem model of nursing was formerly in use in the hospital. The nursing care plan has now been modified into
a new nursing treatment plan, which encompasses an eclectic mix of nursing models. Nursing notes are kept in a
separate folder to the clinical file.
There is a policy on the use of the high observation area, located in St. Peter’s Suite. There are four levels of
nursing observation and there are clear policies in relation to this.
A primary-nurse system is in place. The primary-nurse identifies him/herself to the patient and assists in their liaison
with the treating team.

ACCESS TO THERAPY AND TREATMENT
Each of the five teams in the private service has an occupational therapist. There are designated occupational
therapists on all public teams.
There are two full-time and two part-time social workers (3.54 whole time equivalents) available. This service is
accessed through multidisciplinary team meetings from the outset of treatment. Two of the social workers are also
part of the addiction programme and eating disorder programmes. In the case of public patients, the social worker
is involved from the beginning of treatment, meeting with families as appropriate and addressing issues such as
accommodation.
There is a Department of Psychology within the service which provides assessment, group therapy and individual
therapy for the multidisciplinary teams.
The electroconvulsive therapy (ECT) suite is located in St. Paul’s ward. There are policies and procedures for the use
of ECT and on obtaining consent.
There is a designated team managing the Alcohol Treatment Programme. Two clinical nurse specialists work on this
programme and document each patient’s progress.
St. Brigid’s Suite houses the Eating Disorders Recovery Programme, which has one clinical nurse specialist in eating
disorders. There is an extensive programme of regular physical review and risk management during a ninety day
programme.
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ACCESS TO THERAPEUTIC ACTIVITIES
On most wards, patients attend the occupational therapy department following referral. A ward-based
occupational therapy programme had just commenced on St. Peter’s at the time of inspection. Occupational
therapists attend the team meetings. They keep their own files but document discharge summaries in the patients’
clinical files. At week-ends there are staff-run relaxation groups. The wards for elderly patients do not have a set
therapeutic programme in place. However, about 50% of these patients attend an occupational therapy
programme. They may also be referred to a daily living skills programme.
Patients from the Cluain Mhuire service are encouraged to attend the Cluain Mhuire service acute day hospital
sited at St. John of God Hospital when appropriate. There are eleven programmes available there, ranging from
anxiety management to improving self esteem.

WARD MANAGEMENT
Apart from St. Peter’s Suite and St. Raphael’s Suite, there is an open-door policy in the hospital. Criteria are laid
down for occasions when the doors need to be locked and these decisions are documented.
The decision whether a patient can leave the ward or not depends on the level of observation. This is decided by
the consultant psychiatrist in conjunction with nursing staff.
A trolley service for tea and coffee is available on some of the units. Many of the patients have access either
independently or with staff and visitors to the café on the ground floor.

INFORMATION
Staff members throughout the service talked about developing information leaflets for each suite but most did not
have any such leaflets as yet. The Richard Pampuri Unit does have an information leaflet.
Information on medication is available for patients from the pharmacy. There is a complaints policy and suggestion
boxes throughout the hospital. A charter of patients’ rights is displayed throughout the hospital.

RECORDS
The nursing notes were of a very high standard. The notes were divided into sections, assessment, treatment and
care plan. An ink stamp was used to highlight team meetings or reviews in the notes. This made it very easy to
identify the progress of each individual. The top sheet of each page contained the patient name.
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The clinical files contained comprehensive assessment sheets, a treatment plan, detailed demographic details and
an inter ward transfer form. There was also a summary of previous admissions. The inside front cover provided
information on legal status. The clinical file also contained reports from other disciplines in a separate section.
Entries were dated and titled. The clinical files did not have the name of the patient on each page.

ENVIRONMENT
The environment in a number of wards was inspected.

ST. PAUL’S WARD
St. Paul’s ward was on the second floor. The décor was satisfactory. Three of the doors to the ward were locked.
The fourth was open and was in the line of sight of the nursing station. An intercom system was in use on the
ward and two of the ward corridors could not be seen from the nursing station. The interview rooms had no
observation panels and did not have any panic button. The toilets were difficult to access for wheelchair users.
There were no tea and coffee making facilities on the ward but a trolley was brought to the ward three times daily.

ST. PETER’S WARD
St. Peter’s ward had seven two-bedded rooms and one room with four beds. Wheelchair access to the ward was
though the lift in St. Paul’s. The nursing station on the ward was quite small and could become overcrowded. The
interview room was off the corridor in a locked area, which does not seem to be the most suitable area. There was
a problem with the ventilation on the corridor. The seclusion room, which was near the nurses’ station, had no
windows and consequently, no daylight. There was also poor daylight in the high observation area. The dining area
was shared with St. Paul’s. The décor in the ward was satisfactory.

ST. BRIGID’S WARD
St. Brigid’s ward was opened on the 5th June 2004. The décor was of a very high standard. All the rooms had ensuite toilets and showers. There was a problem with wheelchair access to the showers. There was still some
finishing work to be completed on this ward. Some of the offices lacked telephone extensions. An information
system for patients, including displays for information leaflets, had yet to be put in place. There were two lounges
on the ward, one of which was a smoking room.
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RISK MANAGEMENT
No mechanical restraint is used. Only staff trained in control and restraint are allowed to manually restrain patients.
In the case of control and restraint, the duty NCHD is called to authorise medication if this is necessary. Seclusion is
only available on St. Peter’s Suite and patients are transferred there if seclusion is required. There is a seclusion
subcommittee.
There are no formal clinical risk assessment and management policies available. The nursing treatment plan has a
section on screening for risk factors.

PATIENT INTERVIEWS
Throughout the inspection visit, a number of patients were interviewed to ascertain their views on service delivery.
Patients in general commented that the quality of care in the hospital was excellent. The physical environment and
services were reported to be of a high standard.

RECOMMENDATIONS
1. Clinical risk management policies should be available to staff in the hospital.
2. The lighting of the seclusion and high observation areas should be improved.
3. Wheelchair access to in-patient facilities should be improved.
4. Information leaflets for patients should be provided throughout the hospital.
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ST. PATRICK’S HOSPITAL and ST. EDMUNDSBURY’S HOSPITAL
Date of Inspection:

12th September 2004

DESCRIPTION
St. Patrick’s and St. Edmundsbury’s Hospital is an independent private hospital with a national catchment. The
hospital provides a range of services including acute care and specialised programmes as well as recently
introduced day care programmes.
There are 293 beds in total, 50 of which are in St. Edmundsbury’s. In 2003, there were 2,910 admissions, of which
40 were involuntary
ST. PATRICK’S HOSPITAL
Units Inspected
Ward

Number of Beds

Type of Ward

Function

42 beds

Integrated

Pre-discharge

Kilroot

32

Integrated

General Adult

Stella

32

Female

General Adult

Vanessa

33

Male

General Adult

Delaney

32

Integrated

General Adult

Sheridan

4

Integrated

*Elderly Care

Grattan

*

Due to close

The care pathway is broadly consistent throughout these wards. For this reason their inspection reports are
combined.

PROCESS OF REFERRAL AND ADMISSION TO SERVICE
All new referrals are assessed in the admission unit. This unit serves as an assessment unit only and has no beds.
Three staff nurses are based in the unit during office hours.
The main sources of referrals are from General Practitioners (G.P.) and consultant psychiatrists. All patients
presenting to the admission unit are seen by a non-consultant hospital doctor (NCHD). The NCHD discusses all
referrals with the consultant psychiatrist on call. All patients assessed have a mental health assessment and physical
examination. A collateral history is taken from family or carers where possible and where appropriate. Following
this assessment the patient is admitted to the appropriate ward.
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There is an admission policy available on the unit. There is no specific admission policy for patients with substance
abuse. Acutely intoxicated patients are referred to the general hospital services. Children under 16 years of age are
only admitted to the Young Adults Programme. People with a primary diagnosis of moderate learning disability are
not admitted to St. Patrick’s Hospital.

CARE PLAN
The patients’ needs assessment is documented on the admission unit and a care plan is formulated. Care plans are
reviewed weekly at the multidisciplinary team meeting.
The patient and family/carers are informed of the care process informally during visits and by telephone if
appropriate. There are also formal family meetings to discuss the patient’s care plan.
There is a policy on discharge planning which commences as soon as appropriate following admission. Patients
attend a pre-discharge group. General Practitioners are informed on the day of discharge by letter and later by a
more detailed discharge letter.

NURSING PROCESS
The hospital uses a variety of nursing models. A designated nurse system is in operation. Information about
designated nurses is available on a white board in the general ward area.
The whereabouts of patients is checked and recorded every hour. All staff wear name badges.

ACCESS TO THERAPY AND TREATMENT
There is a multidisciplinary care plan in operation. There are regular multidisciplinary team meetings on a weekly
basis and there are formal care plan documents. The patient has input into his or her own care plan. There is also
access to physiotherapy, dietetics and chiropody on referral.
Giving medication without consent is not carried out on these wards.
The administration of electroconvulsive therapy (ECT) in St. Patrick’s Hospital is accredited by the ECT Accreditation
Service of the Royal College of Psychiatrists. There is a dedicated ECT suite which consists of a waiting area, which
is comfortable and private, a preparation room, treatment room and recovery room. There are eleven post ECT
recovery spaces. There are two ECT sessions a week. There is a designated ECT consultant psychiatrist and NCHDs
are trained in administering ECT. Two nurses are currently trained in ECT procedure.
There is an ECT register, nursing checklist and ECT record. The consultant psychiatrist obtains consent and all ECT is
authorised by the consultant psychiatrist in a written order.
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ACCESS TO THERAPEUTIC ACTIVITIES
There is a full programme available in a unit off the wards. A pre-discharge group is held on the wards over a four
week period. Patients also have individual access to a full range of multidisciplinary team members.

WARD MANAGEMENT
There are occasional urine samples, taken with consent, for alcohol and illicit drug screening. Patients have access
to a coffee shop on site. Meals and snacks are served at regular times. Visiting times are open and flexible. Patients
inform their designated nurse if they are leaving the ward.

INFORMATION
Detailed information on medication is available in electronic format and can be printed and given to patients.
There is a quality department within the hospital where suggestions and complaints are processed.
The hospital has a consumer council comprised of former inpatients, day patients and family members. Staff
members are in attendance and the council submits a report to the Board of Governors.

RECORDS
The patients’ clinical files were legible. There were up to date progress reports which were signed and dated. The
medication sheets were also legible, signed and dated.

ENVIRONMENT
The physical environment was of a high standard. There was a range of bedroom options, mainly single rooms.
Patients had swipe cards for bedroom doors on Grattan ward.
There was disabled access to all areas. There was good lighting and ventilation. The nurses’ stations were centrally
located with space for storage and report writing. The clinical rooms were satisfactory. The toilets and bathroom
were clean and well maintained. The dining rooms were clean and of good décor.
There were adequate lounge areas, which were comfortable. There was access to television, radio, books and
newspapers.
The admission unit was well designed and nicely decorated and furnished. There was a central administration
office, a waiting area with a television, three interview rooms and a physical examination room. One interview
room connected directly with the Dean Swift Ward, which was a locked ward. Apart from this, the admission unit
was self-contained. There were no alarms in the interview rooms but staff carried personal alarms.

526

MENTAL HEALTH COMMISSION | ANNUAL REPORT 2004

Part Two

Independent Hospitals Reports

RISK MANAGEMENT
Patients’ belongings are searched on admission to prevent illicit drugs and alcohol being brought on to the wards.
Urine tests may also be requested from patients.
There is a written policy available on the wards for patients missing from the wards.
There is a location alarm system with an organised response available within the hospital.
There is no seclusion or restraint used on the wards.

2.

DEAN SWIFT UNIT, ST. PATRICK’S HOSPITAL

Date of Inspection:

12th August 2004

Number of Clients:

31 Beds, (12 Beds in the Special Care Section of the Unit)

Function of Unit:

Locked Unit

REFERRAL TO SERVICE
This unit is a locked facility. Referrals come from mental health services around the country and through internal
referral from the units within St. Patrick’s Hospital and St Edmundsbury’s Hospital.

PROCESS OF ADMISSION TO SERVICE
There is an admission policy in evidence and staff adhere to this policy. Children under the age of sixteen are
admitted to the unit. Such patients are placed on special (one-to-one) observation. People with a moderate
intellectual disability are also admitted to this unit.
On receipt of a referral, nursing and medical staff assess the patient prior to admission to this unit. All patients
transferred or admitted have a physical examination.
Each patient referred to the unit is discussed at a meeting held within the hospital. The decision to admit or
transfer to this unit is taken by the treating consultant. Decisions regarding admission to the unit outside office
hours are made by the consultant psychiatrist on call and the assistant director of nursing. All sixteen consultant
psychiatrists within the hospital have access to the beds in the Dean Swift unit. This was stated to cause difficulties
in the day to day management of the unit.
A consultant psychiatrist sees all admissions by the next working day. An initial treatment plan is devised between
the medical and nursing staff. This plan is explained to the patient.
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CARE PLAN
Patients on these units have full access to all disciplines of a multidisciplinary team. Medical and nursing staff coordinate the overall care plan. Patients complete a self assessment, which is included in the formulation of an
individual care plan. Each patient’s care plan contains defined objectives and goals. Reviewing care plans can be
problematic due to the number of consultants admitting to the unit. Some consultant psychiatrists have regular
review times; others review on an ad hoc basis. This causes logistical problems for the nursing staff on the unit.
The care plan is documented in one file which all disciplines access. With the consent of the patient, family
members are kept informed of progress at organised meetings or when they visit the unit.
It is rare that a patient would be discharged to the community from the special care unit. Most patients are
transferred to other units within the hospital.

NURSING PROCESS
The Inspector was informed that the nursing model used on the unit is the Roper Logan and Tierney model. There
is a designated nurse system in operation. Nursing staff rotate between teams and the patients are allocated to
these teams. There are specific levels of observation, which are either special (one-to-one) observation, or periodic
checks. All staff wear name badges.

ACCESS TO THERAPY AND TREATMENT
Nursing and medical staff make referrals to psychology, occupational therapy or social work as appropriate. NCHDs
provide medical care where appropriate and patients are transferred to a general hospital if necessary.
There are nine nursing staff on duty during the day and seven on duty at night.
There is a policy on giving medication without consent. Nursing staff attempt to persuade the patient to take their
medication and refer to the appropriate clinical team for further discussion.
There is an electroconvulsive therapy (ECT) policy in place within the hospital. There is a designated ECT consultant
psychiatrist and NCHDs and nursing staff are trained in the administration of ECT. There is a specific nursing
checklist for ECT. A consultant psychiatrist obtains consent for ECT and written and oral information is given to the
patient.

ACCESS TO THERAPEUTIC PROGRAMME
There is a unit programme available for patients on this unit. The programme is nurse and occupational therapy
led. It involves group therapy that runs for a time limited period.
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WARD MANAGEMENT
Patients are not transferred from this unit due to bed shortages. There is a policy on searching patient’s belongings
and their rooms.
Patients can make their own snacks and drinks. Meals are served at the usual times. There is no ward clerk for this
unit but there is a designated phlebotomist.
This is a locked unit and leave from the ward is part of each patient’s care plan, decided at multidisciplinary team
meetings. Patients may have escorted or unescorted leave. A member of nursing staff accompanies any patient
requiring an appointment off site. There are flexible visiting times.

INFORMATION
There was evidence on the unit that patients’ rights were explained to them. There were various ways of obtaining
the patients’ opinions in evidence in the unit. There is a complaints policy in place within the hospital and there are
various information leaflets available for the patient group.

RECORDS
Patients’ clinical files were legible and up to date. They contained progress reports from other mental health
professionals. Progress notes were signed and dated. There was a treatment plan documented in the case notes.
Medications were legible, signed and dated.

ENVIRONMENT
This was a thirty one-bedded acute unit, which contained twelve special care beds. The design of the building
allowed these twelve beds to be centrally located. The acute unit surrounded the special care section of the unit.
Dean Swift ward and the special care unit had access to two enclosed gardens with a range of activities and
facilities. The unit was of a modern design and seemed appropriate to meet the needs of the patient group. There
were seclusion facilities within the special care part of the unit but these had not been used since the unit opened.
Sleeping facilities were appropriate and there were numerous toilet and bathrooms available.
Overall, the unit provided secure care in the least possible restrictive environment.
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RISK MANAGEMENT
There is an overall policy regarding dangerous items and also a policy on falls for elderly people. Staff are trained in
aggression prevention techniques. Staff reported that this training is not sufficient to meet the levels of aggression
or violence they encounter on the unit. However, management report that audit shows a reduction in the number
of aggressive incidents since the training was implemented.
There is a rapid tranquilisation policy. As already stated, there are seclusion facilities but they are not in use. There
is a restraint policy and manual restraint is used on the unit. The only form of mechanical restraint used is cot sides
for elderly patients. There are serious incident forms, which are completed after any serious incident. There is a
pinpoint alarm system with a response from staff in the hospital.
Staff spend considerable time with the patient group on education programmes about illicit drugs and alcohol.
There is a policy on persons missing from the unit.

3.

LARACOR WARD, ST. PATRICK’S HOSPITAL

Date of Inspection:

12th August 2004

Number of Beds:

38

Function of Ward:

Treatment of Alcohol Problems

REFERRAL TO SERVICE
All referrals to this ward come from the admissions ward within the hospital. There is a regular bed management
meeting within the hospital where transfers to Laracor are discussed.

PROCESS OF ADMISSION TO SERVICE
Children under the age of 16 years or people with an intellectual disability are not admitted.
Patients are admitted through the admission ward. A mental health assessment and physical examination is carried
out by a non-consultant hospital doctor (NCHD) and nursing staff. The consultant psychiatrist reviews the patient
the next working day.
An initial management plan is implemented on the first day of the transfer to the ward, following an assessment
using a rating scale. A programme is identified tailored to the needs of the patient.
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CARE PLAN
There is multidisciplinary team (MDT) input to this ward. This consists of medical, nursing, social work, psychology
and addiction counselling.
Patients are involved in their care plan by meeting with their key worker and other members of the MDT. There is a
weekly MDT review.
There are counsellors attached to the ward who run family groups. Consultant psychiatrists and staff meet carers
and families as part of the care plan.
There is a discharge policy in operation on this ward. Patients are identified for discharge as early as possible and
are involved in all discussions pertaining to their discharge plan. Families and carers are kept informed through predischarge meetings. General Practitioners (G.P.) are informed by a discharge summary on the day of discharge.

NURSING PROCESS
There is a nursing model in operation, which includes individual patient assessment. There is a designated nursing
system where nursing staff work in teams with patients allocated to a specific team. It was reported that there are
no specific observation levels on this ward; patients are transferred to the Dean Swift Unit if it is felt that they
require a higher level of observation than this ward provides.
There are four nursing staff on during the day and two on duty at night. All staff wear badges and are in uniform.

ACCESS TO THERAPY AND TREATMENT
Psychologists, social workers and addiction counselling are part of the MDT on this ward. There are also counsellors
who work with families of patients.
There are two consultant psychiatrists with responsibility for this ward. NCHDs provide medical care on the ward
and if necessary patients are transferred to a general hospital.
There is a policy on giving medication without consent. There is an excellent medication information system
available throughout the hospital.

ACCESS TO THERAPEUTIC PROGRAMME
There is a fixed programme on this ward. There are regular alcohol related therapy groups and additional
programmes for patients with particular needs.
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WARD MANAGEMENT
People are not transferred due to bed shortages. Searches of patients’ belongings are conducted on this ward.
There are spot checks carried out and patients are breathalysed on a regular basis.
Patients are able to make drinks and snacks on this ward themselves. Mealtimes are at the usual times.
There is no ward clerk but there is a dedicated phlebotomist for this ward.
All patients are allowed off the ward. They are asked to sign a book on leaving and returning to the ward. If a
patient has to go off site for an appointment they have a priority booking system in St. James’s Hospital. A member
of the nursing staff or a member of their family accompanies him or her if necessary.
There is an open visiting policy, which is fixed around the patient’s programme.

INFORMATION
There is a complaints procedure in place in the hospital. Patients are able to give opinions on the service and they
are encouraged to express their views to staff. There is a suggestion box on the ward and suggestions are collected
every working day by the quality department who feed the results back to the ward. A patient interviewed on this
ward confirmed this and said that she has regular meetings with her key worker. She also said that suggestions are
addressed and that she was aware of the complaints procedure.
There are information leaflets around the ward and a Patients Charter displayed on the walls of the ward.

RECORDS
The clinical files on this ward were legible and up to date. Progress reports on patients’ care are documented in the
file. There is evidence of reports from allied health professionals. There is evidence in the files that patients’ rights
are explained to them.
Medication sheets were satisfactory.

ENVIRONMENT
The hygiene and décor of this ward were satisfactory. There was sufficient privacy for the patient group.
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RISK MANAGEMENT
There is a risk assessment in the clinical file. There is a policy in place on the management of aggression. Staff are
trained in de-escalation techniques. There is also a detailed policy on the pharmacological management of acute
aggression.
There are no seclusion facilities.
There is a policy on manual restraint but the staff said only one person had been restrained in the last year. No
mechanical restraint is used on the ward. All incidents are reported and there are incident forms available on the
ward.
There is an alarm system on the ward with an internal response.
This ward caters for people’s alcohol related problems and there is a strict policy on alcohol within this ward. This is
very clearly defined and is linked closely with the programme that is on the ward.
There is a policy on patients missing from the ward. The procedure involves searching the local vicinity and
notifying the appropriate people.

4.

ST. EDMUNDSBURY’S HOSPITAL

Date of Inspection:

13th August 2004

Number of Beds:

50

DESCRIPTION
St. Edmundsbury is a fifty-bedded hospital providing acute inpatient care. It is part of the St. Patrick’s Hospital
Group.

REFERRAL TO SERVICE
Patients are referred to this service by General Practitioners (G.P.), consultant psychiatrists or through outpatient
clinics.

PROCESS OF ADMISSION TO SERVICE
A consultant psychiatrist assesses all patients prior to admission to the unit. There have been children under the
age of 16 admitted in the past but there have been no recent admissions. People with a moderate intellectual
disability are not admitted.
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All patients admitted to the unit have a physical examination carried out by one of the non-consultant hospital
doctor (NCHDs). The decision to admit a patient rests with the consultant psychiatrist. The patient’s G.P. is notified
of the admission. An explanation is given to the patient regarding the admission and a family member is contacted
if this is appropriate. A consultant psychiatrist reviews the patient within one working day.

CARE PLAN
Patients on this ward have full access to a multidisciplinary team (MDT). Referrals are discussed at the weekly team
meetings. There are informal discussions between the core team members on a daily basis.
The patient is involved in their care planning through individual sessions with their designated nurse. The care plan
contains objectives and goals and there is a weekly MDT meeting to review this care plan. Care plans are filed in
one set of clinical files which all disciplines access. Family members meet with the consultant psychiatrist or the
nursing staff when they visit the ward.
There is a discharge policy in place and there is a pre-discharge group on the ward. A person is prepared for
discharge at the earliest opportunity following admission. Family members are kept informed and the patient’s G.P.
is sent an immediate summary on discharge.

NURSING PROCESS
There is no specific nursing model in operation within this unit. Nursing staff operate on a team basis and each
patient is allocated to a team. A designated nursing system is in place.
There are recognised levels of observation. One-to-one observation and, on occasions, two-to-one observation
occurs. There is also a checklist where patients are observed every hour. All staff wear identification badges.

ACCESS TO THERAPY AND TREATMENT
There is a comprehensive range of therapists available to the patients. Patients are referred to clinical psychology,
occupational therapy and social work as appropriate. There is also access to cognitive behavioural therapy,
physiotherapy and massage. NCHDs provide medical care and patients are transferred to a general hospital if
necessary.
There are five nursing staff on duty throughout the day and two at night. There is a policy on giving medication
without consent.
If patients require electroconvulsive therapy (ECT) they receive this offsite at St. Patrick’s Hospital.
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ACCESS TO THERAPEUTIC PROGRAMME
There is a needs based group programme facilitated by the team. The focus of the groups is on education and
coping skills. The occupational therapy staff facilitate groups on the programme and work individually with referred
patients.
Patients also have access to programmes in St. Patrick’s Hospital: the dual diagnosis programme, an eating disorder
programme, memory clinic, alcohol and chemical dependency programme and a young adult programme. Referrals
to these programmes are completed as appropriate.

WARD MANAGEMENT
Patients are not transferred from this unit due to bed shortages. There is a policy on searching patients’ belongings.
Patients on this ward have access to snacks and drinks as and when they require. Mealtimes are at usual intervals
throughout the day.
There is a ward clerk for this ward and there is also a designated phlebotomist. This unit is open and patients are
asked to notify a member of staff if they are leaving the building. Patients sign in and out when they are coming to
and from the building. Doors are locked at night time for security reasons. If a patient had an appointment off site
they are escorted by a member of staff.
There is an open visiting policy but visitors are encouraged to come in the evenings to avoid disruption to the
programmes.

INFORMATION
The patients interviewed felt that they were well informed on medication management and use. There were
booklets, lectures and information readily available. The hospital had built up an extensive list of reading and audio
material for use by patients. These resources were also available to purchase. All patients were aware of their rights
and how to make suggestions and complaints.

RECORDS
Patients’ clinical files in this hospital were legible and up to date. There is evidence of reports from other mental
health professionals and each person had a treatment plan which contained progress reports. There was a very
clear and safe medication policy. There was evidence that patients’ rights are explained to them.
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ENVIRONMENT
The environment and décor was of high standard. The corridors were wide, well lit and well ventilated. There were
sufficient sitting areas with television and reading materials. There was access to a pleasant garden and extensive
grounds. The dining room was pleasantly decorated. There were single and double bedrooms with en-suite
bathrooms and there was adequate personal storage. There were also quiet areas, a beauty room and a
therapeutic massage suite. There was access to group therapy rooms as well as office space for therapists and
psychiatrists. The clinical room and nurses’ office were adequate.

RISK MANAGEMENT
Nursing and medical staff assess a patient’s risk and complete a joint assessment. There is a risk management policy
in place. A patient is transferred to St. Patrick’s Hospital if this is clinically indicated. There is a policy on rapid
tranquilisation, which is the same as in St. Patrick’s Hospital.
There are no seclusion facilities in St. Edmundsbury Hospital. Staff are trained in control and restraint techniques
and there is a restraint policy. There is no mechanical restraint used.
There are incident forms, which are filled out after each incident. There is an alarm system and the response is from
staff in other parts of the hospital. There is a policy regarding alcohol and illegal drugs. Nursing staff carry out urine
tests on people whom they suspect may be taking illegal drugs. There is a policy on patients missing from the
hospital.

SERVICE USER INTERVIEWS
During the visit a number of patients were interviewed. This was facilitated through a group process. All reported
that hotel services, accommodation and meals were of a high standard. The patient group interviewed reported
that all staff are pleasant and approachable. All were aware of the designated nurse system and felt it was of
value.

RECOMMENDATIONS
1. All staff should be fully trained in management of aggression, and de-escalation techniques.
2. There should be regular scheduled multidisciplinary team meetings and reviews on Dean Swift Unit.
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Assertive Outreach Care
The delivery of focused, proactive, long term, community-based care to patients with severe and enduring mental
illness, who may otherwise disengage from services. Usually associated with specialist rehabilitation services,
community-based forensic services and specialist mental health services for the homeless.
Catchment Area
Refers to the area traditionally served by a district mental hospital. In many rural areas catchment boundaries
correspond with county boundaries. In Dublin and Cork, catchments may correspond with community care areas.
Services within a catchment are usually under the same management.
Closed Circuit Television (CCTV)
Monitoring of a location by means of a camera.
Clinical Director
The Mental Treatment Act 1945 requires that the governing body of each approved centre appoint a consultant
psychiatrist as clinical director. The clinical director has specific duties under the act and is usually part of the
management team for the catchment service.
Clinical File
A record of the patient’s referral, assessment, care and treatment while in receipt of mental health services.
Community Mental Health Team (CMHT)
A group of professionals, including psychiatrists, nurses, clinical psychologists, social workers, occupational
therapists and other therapists, who provide predominantly community-based mental health services, but who
ideally also continue to provide care to their patients when admitted to hospital.
Day Centre
A facility that provides social care and support to patients. It may also offer elements of rehabilitation and
treatment.
Day Hospital
A facility that provides comprehensive treatment equivalent to that available in a hospital in-patient setting.
De-escalation
Process by which a potentially aggressive episode is managed by non-physical means.
De-designation
A term to indicate that part of a mental hospital is no longer approved under the Mental Treatment Act 1945.
Patients in a de-designated unit are discharged patients. Units for the elderly and for those with intellectual
disability have been de-designated in many services.
ECT
Electro-Convulsive Therapy. A physical treatment used primarily for the treatment of severe depressive illnesses.
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Home Care Team
A multidisciplinary team, under the direction of a consultant psychiatrist, which provides assessment and intensive
treatment on a domiciliary (home) basis for patients with acute episodes of illness. It is frequently an alternative to
in-patient care.
Intellectual Disability Database
A database of persons with an intellectual disability in a defined area and nationally, giving details of care being
provided and care that is likely to be required in the future.
High Observation Unit
A specialised unit, usually within an acute psychiatric unit, for the care of patients who need a level of observation
higher than can be provided in a more open unit.
Long Stay
A patient who has been continuously in hospital for over one year.
Multidisciplinary Team (MDT)
A mental health team comprising a variety of professional staff. Core team members are: psychiatrists, nurses,
clinical psychologists, social workers and occupational therapists. Other special therapists may also be available.
MDT Care Plans
MDT care planning is a system of delivering patient care where the primary principle is collaboration among
disciplines. Multidisciplinary care planning coordinates patient care services and enhances communication among
disciplines.
A care plan is a written document that describes a care process for each patient within a service. It should reflect
locally agreed guidelines, be evidence based and patient centred. It should include identified problems, plans and
goals to achieve targets. It gives the names of individuals who take primary responsibility for implementing
particular aspects of the care plan.
The care plan is developed with the patient and a copy given to the patient.
MDT Key Worker
A key worker is the prime therapist for each patient and can come from any discipline. He/she is actively involved
clinically with the individual. The key worker role will vary locally but will include the following:
• Delivering and managing the care programme ensuring that all aspects of the assessment have been
completed and the appropriate gaols and actions have been identified and carried out.
• Coordinating the input and involvement of other workers and agencies.
• Ensuring that the care plans record is up to date and reflects the decisions taken at the MDT meetings.
• Working with the service user and ensuring that the care plan is current and reflects the users needs.
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Multi Disciplinary Team (MDT) Working
MDT teams function best as discreet, specialised teams comprising health and social care staff. Characteristics of
well-functioning teams include:
• A staff member whose main responsibility is to manage the work of the team, including being the first point
of contact for referral agencies.
• Staff members whose sole or main responsibility is working within that team.
• An adequate professional skill mix within the team to provide broad-based interventions.
• Regular team meetings to discuss the assessment and care planning of patients of the team.
• Strong links with other mental health services, close links to specified primary care services and a good
knowledge of local resources.
• Clear and explicit responsibility for a local population.
Mental Health Centre
The mental health centre is the headquarters for one or more community mental health teams and is the base
from which community services are provided. It will have facilities for outpatient contacts and may incorporate an
acute day hospital.
New long-stay
A patient who has become continuously hospitalised for over one year.
Nursing Model
A standardised model of nursing care, usually comprising an assessment of needs, an intervention plan and regular
review of interventions.
PRN
Pro re nata prescriptions. Prescriptions given as neccessary.
PUM
Person of Unsound Mind. Such persons are a category of patient who may be admitted to and detained in a
district mental hospital under section 162 of the Mental Treatment Act 1945.
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Restraint: Mechanical
Any device which is attached to or adjacent to a person’s body which he or she cannot easily remove and that
restricts freedom of movement or normal access to his or her body.
Restraint: Manual
The application of physical force, without the use of any device, for the purpose of restraining free movement of
the patient’s body.
Risk Assessment
The identification of specific risk factors for a person for the purpose of reducing or removing the risk.
Seclusion
The placing of a patient (except during the hours fixed generally for patients to retire for sleep) in any room alone
and with the door of exit locked or fastened or held in such a way as to prevent egress of the patient (S.I. No. 261
of 1961).
Sector / Sectorisation
Planning for the Future described sectorisation as the process of providing a comprehensive service for a population
of known size normally resident within a clearly defined district. The recommended population for a sector in
“Planning for the Future” was 25,000-30,000. The size of sectors will likely change as specialist services become
more available.
Secure Unit
Units providing care and treatment under conditions of greater security than those ordinarily provided by the
mental health service. Patients in such units require special treatment and care because of the risk of seriously
endangering others.
Skill Mix
The blend of skills needed amongst a team of staff to ensure effective health care delivery.
Staffed Community Residences
24 hour nursing staffed community residence.
Temporary Patient
A patient who is suffering from mental illness believed to require for his / her recovery not more than six months
suitable treatment and is unfit on account of his / her mental state for treatment as a voluntary patient or who is
an addict and is believed to require, for his / her recovery, at least six months preventive and curative treatment and
who is detained on the legal authority of a Temporary Patient Reception Order. (Mental Treatment Act 1945).
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Mental Health Commission
Coimisiún Meabhair-Shláinte

AUDITORS:
The Office of Comptroller and Auditor General
Treasury Block
Lower Yard
Dublin Castle
Dublin 2

St. Martin’s House, Waterloo Road, Dublin 4.
t 01 6362400 f 01 636 2440
e info@mhcirl.ie

Telephone: 01 6031000
Facsimile: 01 6031010
www.audgen.gov.ie

w www.mhcirl.ie

SOLICITORS:
Arthur Cox
Earlsfort Centre
Earlsfort Terrace
Dublin 2
Tel: 353-1-6180000
Fax: 353-1-6180618
www.arthurcox.com

ACCOUNTANTS:
Crowley’s DFK
16/17 College Green, Dublin 2
Telephone: 01 6790800
Facsimile: 01 6790805
www.crowleysdfk.ie
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Listed below are a range of agencies and organisations providing, information, services and support in the broad
area of health and more specifically in mental health.

IRISH GOVERNMENT ORGANISATIONS
Department of Health and Children

www.dohc.ie

Irish Government

www.irlgov.ie

Comhairle (Citizen’s Information Database)

www.cidb.ie

Public Services Information

www.oasis.gov.ie
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REGIONAL HEALTH AUTHORITIES
Health Service Executive

www.hse.ie/en/

Health Service Executive - Project Management Unit
Health Reform Service Programme

www.hebe.ie
www.healthreform.ie

Health Service Executive Mid-Western Area

www.mwhb.ie

Health Service Executive North Western Area

www.nwhb.ie

Health Service Executive North Eastern Area

www.nehb.ie

Health Service Executive Southern Area

www.shb.ie

Health Service Executive Midland Area

www.mhb.ie

Health Service Executive Western Area

www.whb.ie

Health Service Executive Eastern Region

www.erha.ie

Health Service Executive Northern Area

www.nahb.ie

Health Service Executive South Eastern Area

www.sehb.ie
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STATE BODIES
National Children’s Office

www.nco.ie

National Disability Authority

www.nda.ie

INDEPENDENT & STATE RESEARCH BODIES/ORGANISATIONS
Health Research Board

www.hrb.ie

The Irish Council for Bioethics

www.bioethics.ie

National Institute for Health Sciences

www.nihs.ie

Irish Social Science Data Archive

www.ucd.ie/issda

Irish Research Council for Humanities and Social Sciences
The Economic and Social Research Institute

www.irchss.ie
www.esri.ie
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IRISH MENTAL HEALTH PROFESSIONAL ORGANISATIONS, HEALTH
PROFESSIONAL ORGANISATIONS & REPRESENTATIVE BODIES
Irish College of Psychiatrists

www.irishpsychiatry.com

Irish Psychiatric Association

www.irishpsychiatricassociation.ie

The Irish College of General Practitioners

www.icgp.ie

The Psychological Society of Ireland

www.psihq.ie

The Irish Association of Social Workers

www.iasw.ie

The Association of Occupational Therapists of Ireland

www.aoti.ie

Irish Psychiatric Nurses Association

www.pna.ie

Irish Nurses Organisation

www.ino.ie

An Bord Altranais

www.nursingboard.ie

The National Council for the Professional Development
of Nursing and Midwifery
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IRISH MENTAL HEALTH VOLUNTARY & ADVOCACY ORGANISATIONS
Mental Health Ireland

www.mentalhealthireland.ie

Aware

www.aware.ie

Schizophrenia Ireland

www.sirl.ie

Alzheimer Society of Ireland

www.alzheimer.ie

Irish Advocacy Network

www.irishadvocacynetwork.com

GROW

www.grow.ie
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USEFUL UK SITES
Department of Health UK

www.doh.gov.uk

Medical Research Council

www.mrc.ac.uk

NHS National Electronic Library for Health

www.nelh.nhs.uk

Royal College of Psychiatry

www.cpsych.ac.uk

The Sainsbury Centre for Mental Health

www.scmh.org.uk

Electronic Library for Social Care

www.elsc.org.uk

SANE

www.sane.org.uk

Mental Health Alliance

www.mentalhealthalliance.org.uk

USEFUL EUROPEAN SITES
Council of Europe Human Rights Conventions and Protocols
HOPE Hospitals for Europe

www.conventions.coe.int
www.hope.be

USEFUL WORLD SITES
World Health Organisation

www.who.int

United Nations - Human Rights

www.un.org

Amnesty International - Irish Branch

www.amnesty.ie

OTHER RESEARCH SITES
The Cochrane Collaboration

www.cochrane.org

548

Mental Health Commission
Coimisiún Meabhair-Shláinte

St. Martin’s House,
Waterloo Road, Dublin 4.
t 01 6362400 f 01 636 2440
e info@mhcirl.ie
w www.mhcirl.ie

