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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 
ensuring the interests of those involuntarily admitted 
pursuant to the provisions of the Mental Health Act 
2001 are protected and to fostering and promoting 
high standards in the delivery of mental health 
services.
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CHAIRMAN’S INTRODUCTION

This brings Ireland into line with other jurisdictions 
in satisfying Ireland’s obligation under international 
conventions on human rights. In addition, with the 
full commencement of the Act, a range of rules and 
regulations relating to approved centres has also come 
into force. These involve the requirement for formal 
approval of approved centres and rules for a range of 
treatment procedures, including rules governing the use 
of any necessary restrictions on patients’ freedom. 

The full implementation of the Mental Health Act 2001 
has involved an enormous amount of preparatory work 
by the Mental Health Commission. The radical reforms 
introduced by the Act have also required major inputs 
from the Health Service Executive and other providers 
of clinical care. Their co-operation and support has been 
appreciated by the Mental Health Commission. Such 
major change naturally caused concerns in relation 
to the ability of services to cope. In practice, the 
commencement of the Act in November 2006 went 
remarkably smoothly, with only minor difficulties. The 
central tenet of the new mental health legislation has 
been to establish patient rights and to ensure patient 
autonomy in the operation of mental health services. 
Early indications suggest that the implementation of the 
Act is beginning to fundamentally change practice in this 
direction.

2006 was also notable for the publication of the 
new policy document “Vision for Change”. This policy 
document describes a radical reform of mental health 
services in the direction of a user-centred, evidence-
based, advanced community care programme, with 
emphasis on recovery and integration with other 
community-based health and social services. The 
Commission has welcomed the recommendations of the 

policy document, which it sees as crucial in the radical 
reforms required to modernise the Irish Mental Health 
Services. The Mental Health Commission, in addition 
to safe-guarding the rights of detained patients, has 
a statutory responsibility to “promote, encourage and 
foster the establishment and maintenance of high 
standards and good practices in the delivery of mental 
health services”. This role can best be implemented by 
close working relationships with the HSE, clinical service 
providers and user representatives. The Commission, 
through the Inspectorate of Mental Health Services, sees 
itself as having a critical role in facilitating the roll-out of 
the recommendations of “Vision for Change”.

While the Commission has concentrated in 2006 on 
preparing for the commencement of the final sections of 
the Mental Health Act 2001, it has continued to prepare 
and publish a series of discussion documents and reports 
targeted at improving service and treatment quality. 
These have been wide ranging and have taken into 
account the views of key clinical providers and users. 
The latest of these documents, “The Quality Framework 
for Mental Health Services in Ireland” has just been 
published and should provide real benefit for service 
providers in their pursuit of excellence. 

The Commission has been very aware of the limited 
availability of mental health service research in Ireland, 
while recognising the critical role such research plays 
in the elaboration and evaluation of new service 
models. With this in mind, the Commission invited the 
submission of research applications and is subsequently 
funding three service research projects. The Commission 
has also set up a database of service research in Ireland 
and hopes to establish a mental health service research 
centre on an all-island basis. 

The year 2006 will be recognised as a special year in the Irish Mental Health 
Services, following the commencement of the final sections of the Mental 
Health Act 2001. The central element in these sections is the introduction of an 
automatic and independent review of decisions to detain patients in inpatient 
mental health units. 
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The Commission has been extremely fortunate in the 
quality of its Executive. A truly enormous amount of 
work has been undertaken over the last five years, 
often with limited staffing resource. That this has been 
successfully completed is testament to the competency 
of the staff involved. The Commission recognises the 
contribution of the Inspector of Mental Health Services, 
Dr. Teresa Carey, and more recently, the Acting Inspector 
Dr. Susan Finnerty and the team of Assistant Inspectors 
in the modernisation of services. The Commission 
continues to be highly impressed by the professionalism, 
competence and dedication of its CEO, Ms. Brid Clarke, 
who has forged a team of highly skilled individuals, 
committed to achieving the aims of the Commission.

Finally, I would like to thank my fellow members of 
the Commission for all their energy, enthusiasm and 
commitment.

 
Dr. John Owens 
Chairman

The Report of the Inspector of Mental Health Services 
continues to highlight areas of concern and poor quality 
in service provision. Clearly, resource deficiencies remain 
a problem, particularly in some specialty areas. The 
major area of concern in the Inspector’s Report relates 
to the current dysfunctional management system 
within the Health Service Executive. Services remain 
fragmented and isolated. A wide gulf remains between 
clinical providers and local managers, with mutual 
confusion. This issue is causing increasing irritation and 
disillusionment among service providers and requires to 
be urgently addressed. A new management structure 
is described in detail and recommended in the new 
policy document “Vision for Change”, but little progress 
has been made in implementing this recommendation. 
Encouragingly, this year, the Inspector reports significant 
improvements in a range of services. There now seems 
to be an acceptance of the need for multidisciplinary 
teams and such teams are beginning to be established 
in some areas in the context of larger, more realistic 
sector sizes. There is now also a recognition of the need 
for rapid progress to be made in critical specialty areas. 
Services vary greatly across the country from catchment 
to catchment, again emphasising the need for an 
efficient management system. 

The current Mental Health Commission members 
will end their term of office on April 5th 2007. From 
its establishment, the Commission recognised the 
importance of establishing its stature and credibility as 
an agent for promoting and ensuring the availability of 
high quality mental health services. It has been resolute 
in its commitment to user rights and high service 
standards and has been prepared, where necessary, 
to challenge interests and practices which impact 
negatively on the quality of care. The Commission 
itself is composed of a range of professionals and 
representatives of other interest groups. I would like to 
take this opportunity to thank the Commissioners for 
transcending their individual backgrounds and interests, 
thus enabling the Commission to establish its necessary 
independent role. The Mental Health Commission 
is now, I believe, seen as a staunchly independent 
and principled body, committed to working with all 
relevant parties to ensure high standards throughout the 
developing services.
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INTRODUCTION – CHIEF EXECUTIVE OFFICER

I am pleased to introduce the fifth Annual Report of the Mental Health Commission, including 
the Report of the Inspector of Mental Health Services, for the period ending 31st December, 2006 
pursuant to Section 42 of the Mental Health Act 2001.

It is generally recognised that 2006 is the year which 
brought about significant and far-reaching changes to 
the mental health services in Ireland. In November, 
2006, the Mental Health Act was commenced in full. 
From 1st November all the provisions in relation to the 
automatic independent review system for detained 
patients were brought into operation. In addition, 
registration procedures maintained by the Mental Health 
Commission for approved centres became operative. 
Individual patient care and treatment from 1st November 
is governed by rules on electro-convulsive therapy and 
rules on seclusion and mechanical means of bodily 
restraint issued by the Mental Health Commission. 
Codes of practice were issued by the Mental Health 
Commission in relation to physical means of restraint 
and in relation to the admission of children under the 
Mental Health Act 2001. The full commencement of the 
Mental Health Act 2001 has created a new era in mental 
health services in Ireland. These fundamental changes 
in the delivery of mental health services could not have 
occurred without the commitment of all those involved.

Within the Mental Health Commission in 2006, our 
work focused on finalising the preparatory work already 
undertaken in advance of the full commencement of the 
Mental Health Act 2001. The Annual Report outlines the 
extensive work programme undertaken by the Mental 
Health Commission which underpins the operation of the 
Mental Health Act 2001.

During 2006 the Mental Health Commission published 
three discussion papers on core aspects of the 
mental health services. Two papers ‘A Vision for a 
Recovery Model for Irish Mental Health Services’ and 
‘Multidisciplinary Team Working: From Theory to Practice’ 
addressed models of service delivery and the third 
‘Forensic Mental Health Services for Adults in Ireland’ 
addressed issues pertinent to the future development 
of forensic mental health services in Ireland. These 
discussion papers created great interest and discussion, 
as was intended, and in 2007 the Mental Health 
Commission will publish position papers based on the 
input and comments received. 

The research studies commissioned by the Mental Health 
Commission and the research scholarships funded by the 
Mental Health Commission continue to contribute to the 
body of knowledge on mental health services in Ireland 
and will promote evidence based practice in Ireland. The 
Mental Health Commission is committed to promoting 
partnerships between academic centres, service 
providers and service users as the research programme 
on mental health services is advanced.

The quality framework for mental health services in 
Ireland was finalised at the end of the year and is due to 
be published in early 2007. The Quality Framework aims 
to deliver high standards and good practices across all 
mental health services.

I wish to record our appreciation for all the assistance 
and support we received from people both within and 
external to the mental health services in 2006 and 
all those whose input ensured that the Mental Health 
Act 2001 was commenced in full on 1st November, 
2006. In particular, I wish to thank the personnel in the 
Department of Health and Children for their support and 
assistance. 

I wish to express a ‘special thank-you’ to the members 
of the Commission. The term of office of the current 
Commission members concludes in April 2007. Their 
support, guidance and advice not only in 2006 but since 
their appointment in 2002 is greatly appreciated.

The commitment and expertise of the personnel 
appointed to the Mental Health Commission has been 
a feature of the organisation since its establishment. 
However, the absolute dedication, commitment and 
resolve of all staff during the last twelve months has 
been exceptional and I wish to express my sincerest 
appreciation to everyone within the organisation.

Bríd Clarke 
Chief Executive Officer
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COMMISSION MEMBERS (At Time of Appointment)

Dr. John Owens
Chairman, Consultant 
Psychiatrist, North 
Eastern Health Board

Dr. Anne Byrne-Lynch,
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Psychologist
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Clinical Nurse Manager II
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Services

Mr. Diarmaid 
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Counsel

Dr. Deirdre Murphy
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Principal Social Worker,
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West Mental Health 
Services

Mr. Mike Watts,
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GROW and former 
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Ms. Maureen Windle,
CEO, Northern Area 
Health Board
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CHAPTER 1
Mental Health Commission: 

Functions & Structure
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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.

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)).

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 disabilities and forensic mental health services.

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:

 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.

 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.

 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.

 One shall be representative of the interest of the 
general public.

 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).

 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.

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

1.2 MENTAL HEALTH COMMISSION 
COMMITTEES 2006

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

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

WORLD MENTAL HEALTH DAY 2006
Ms. Vicki Somers, Mr. Padraig Heverin, Dr. Anne Byrne 
Lynch, Ms. Bríd Clarke, Ms. Marina Duffy

CHILD & ADOLESCENT MENTAL HEALTH 
SERVICES COMMITTEE
Dr. Finbarr O’Leary (Chair), Ms. Annie Ryan, Ms. Bríd 
Clarke, Ms. Patricia Gilheaney, Dr. Susan Finnerty, Ms. 
Vicki Somers

MENTAL HEALTH COMMISSION: FUNCTIONS & STRUCTURES
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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

RECOVERY MODEL IN IRISH MENTAL HEALTH 
SERVICES
Mr. Mike Watts (Chair), Dr. Anne Byrne-Lynch, Mr. 
Diarmuid Ring, Dr. Deirdre Murphy, Ms. Rhona Jennings, 
Ms. Bríd Clarke

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

INTELLECTUAL DISABILITY AND MENTAL 
HEALTH SERVICES COMMITTEE
Ms. Bríd Clarke (Chair), Dr. Anne Byrne-Lynch, Ms. Annie 
Ryan, Mr. Joe Casey, Dr. Deirdre Murphy, Ms. Marina 
Duffy, Ms. Patricia Gilheaney

MENTAL HEALTH COMMISSION RESEARCH 
COMMITTEE
Professor Patrick Wall (Chair), Dr. Jim Campbell, Dr. John 
Owens, Ms. Elizabeth Brosnan, Dr. Patricia Clarke, Dr. 
Elizabeth McKay, Dr. Eadbhard O’Callaghan, Professor Tom 
O’Dowd, Professor Anne Scott, Dr. Dermot Walsh, Dr. John 
McCarthy, Dr. Fiona Keogh

MENTAL HEALTH COMMISSION COMMITTEE 
ON SERVICE USER INVOLVEMENT AND 
INSPECTORATE
Mr. Mike Watts (Chair), Mr. Diarmuid Ring, Dr. John 
Owens, Mr. Gerry Coone, Dr. Anne Byrne Lynch

MENTAL HEALTH SERVICES MANAGEMENT 
COMMITTEE
Dr. Anne Byrne Lynch (Chair), Dr. John Owens, Ms. Vicki 
Somers, Mr. Padraig Heverin

POLICE AND MENTAL HEALTH SERVICES 
WORKING GROUP
Dr. John Owens (Chair), Dr. Mary McGuire, Mr. Martin 
Connor, Ms. Vicki Somers, Mr. Diarmaid McGuinness, 
Dr. Philip Wiehe, Mr. Gerry Coone, Superintendent John 
Shanahan

1.3 ORGANISATIONAL STRUCTURE

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

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.

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:

 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.

 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.
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Mental Health Commission Staff 2006 (End of Year)

Chief Executive Officer: 
Ms. Bríd Clarke

A/Inspector of Mental Health Services: 
Dr. Susan Finnerty

Director Standards and Quality Assurance 
Ms. Patricia Gilheaney

Director Mental Health Tribunals: 
Dr. Gerry Cunningham

Research Consultant: 
Dr. Fiona Keogh

Director Corporate Services: 
Mr. Ray Mooney

Training and Information Officer: 
Ms. Rosemary Smyth

Health Information Officer: 
Mr. David O’Regan

Policy Officer: 
Ms. Lisa O’Farrell

Assistant Inspectors: 
Mr. Tom Flanagan 
Ms. Rhona Jennings 
Mr. Des McMorrow 
Dr. Pauline Twomey 
Ms. Maeve Kenny

Administration: 
Ms. Melissa Alexander 
Ms. Josephine Bourke 
Ms. Sandra Curran 
Ms. Marina Duffy 
Mr. Kevin Foley 
Ms. Gale Gilbert 
Mr. Andrew Goodwin 
Ms. Marie Higgins 
Ms. Deirdre Hyland 
Ms. Máire McLoughlin 
Mr. Mathew Morenigbade 
Ms. Colette Ryan
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CHAPTER 2
Mental Health Commission: 

Strategic Plan 2006-2008



16 BOOK 1 – PART 1 MENTAL HEALTH COMMISSION – ANNUAL REPORT 2006

The Strategic Priorities identified in the Strategic Plan 
2006 – 2008 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. They build upon the first Strategic 
Plan for the Commission which was for the period 2004 
– 2005. The strategic plan maps out the direction and 
focus of the Mental Health Commission during the three 
year period.

The five strategic priorities identified in the 2006–
2008 plan are:

STRATEGIC PRIORITY NUMBER ONE
To promote, develop and evaluate the implementation of 
high standards of care and treatment within the mental 
health services

STRATEGIC PRIORITY NUMBER TWO
To promote and protect the rights and best interests of 
persons availing of mental health services as defined in 
the Mental Health Act 2001.

STRATEGIC PRIORITY NUMBER THREE
To promote and enhance information, knowledge and 
research on mental health services and treatment 
interventions.

STRATEGIC PRIORITY NUMBER FOUR
To advocate for the integration and participation in 
society of people who experience or have experienced 
mental illness.

STRATEGIC PRIORITY NUMBER FIVE
To maintain and enhance the organisation’s systems and 
capacity to ensure the provision of a quality service by 
the Mental Health Commission

GUIDING PRINCIPLES AND 
VALUES OF THE MENTAL HEALTH 
COMMISSION

The guiding principles and core values of an organisation 
define its ethos and culture. The Commission is guided in 
particular by the principles enunciated in the:

 Mental Health Act 2001

 European Convention for the Protection of Human 
Rights and Fundamental Freedoms

 European Convention for the Prevention of Torture and 
Inhuman or Degrading Treatment or Punishment

 United Nations Universal Declaration of Human Rights

 United Nations Convention on the Rights of the Child

 United Nations Convention against Torture and 
other Cruel and Inhuman or Degrading Treatment or 
Punishment

 International Covenant on Civil and Political Rights

 International Covenant on Economic, Social and Cultural 
Rights

 United Nations Principles for the Protection of Persons 
with a Mental Illness and for the Improvement of 
Mental Health Care

 European Convention on Human Rights Act 2003

 Disability Act 2005

 Equal Status Acts 2000 – 2004

 Child Care Act 1991

 Children Act 2001

STRATEGIC PLAN 2006–2008



17BOOK 1 – PART 1MENTAL HEALTH COMMISSION – ANNUAL REPORT 2006

VALUES:
Accountability and Integrity: The Commission is 
committed to expressing these values by operating at all 
times with probity and in a transparent manner.

Dignity and Respect: The Commission respects the 
dignity of those in contact with us and responds with 
courtesy and consideration.

Confidentiality: The Commission pledges to handle 
confidential and personal information with the highest 
level of professionalism and to take due care not to 
release or disclose information outside the course 
of that necessary to fulfil our legal and professional 
requirements:

Empowerment: The Commission recognises that 
empowerment lies through the provision of information, 
training and education in an accessible manner. 

Quality: The Commission is committed to striving for 
continuous quality improvement in all its activities.

Achieving Together: The Commission is committed to 
collaborating for improving through ongoing partnership, 
consultation and teamwork.
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CHAPTER 3
Mental Health Commission: 

Progressing the Strategic Plan 2006-2008
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INTRODUCTION
In accordance with the Mental Health Act 2001, 
the Mental Health Commission is mandated to 
promote, encourage and foster the establishment and 
maintenance of high standards and good practices in 
the delivery of mental health services (Section 33(1), 
Mental Health Act 2001). This mandate encompasses 
the broad spectrum of mental health services in Ireland, 
from childhood to adulthood to later life. Achieving this 
mandate is a continuous, evolving and collaborative 
process.

INSPECTOR OF MENTAL HEALTH SERVICES
The functions of the Inspectorate of Mental Health 
Services are specified in Section 51, Mental Health Act 
2001. Pursuant to Section 51(1)(a), the Inspectorate 
of Mental Health Services visited and inspected all 
registered inpatient psychiatric units and hospitals during 
2006. The Inspectorate also met with a number of 
community mental health teams, throughout the country 
and a range of child and adolescent mental health 
services and mental health services for people with an 
intellectual disability. The Inspector’s annual review of 
mental health services in Ireland is reported on in Part 
2, Book 1. The detailed inspection reports of the services 
are available in books 2 – 6 on CD ROM.

Following the submission of a number of reports by the 
Inspectorate of Mental Health Services to the Mental 
Health Commission during the year, highlighting concerns 
and deficits in relation to patient care, the Mental Health 
Commission sought responses and detailed action 
plans from the Health Service Executive on how these 
concerns were to be addressed. These reports related 
to people receiving inpatient care. The services were 
also informed that the Inspectorate would be making 
unannounced visits within the following months. Further 

details of these issues and how the mental health 
services responded is available in the report of the 
Inspector of Mental Health Services. It is important to 
note that with the full commencement of the Mental 
Health Act 2001 on 1st November, 2006, the Act, assigns 
specific powers to the Mental Health Commission in 
relation to the registration of hospitals or other inpatient 
facilities providing care and treatment for persons with 
a mental illness or mental disorder (Part 5, Approved 
Centres).

INQUIRY
Section 55, Mental Health Act 2001, provides for the 
establishment of an inquiry by the Commission (or at 
the request of the Minister) into the care and treatment 
provided to a specified patient, any approved centre 
or other premises where mental health services are 
provided. The Mental Health Commission, in April 2005, 
decided to establish an inquiry with the following terms 
of reference:

“To review current care and treatment practices in 
the Central Mental Hospital and to Report to the 
Commission”.

The Inquiry report was presented to the Mental Health 
Commission in November 2006 and was considered by 
the Mental Health Commission at its meetings held in 
December 2006. The report of the Inquiry was published 
on 10th January, 2007.

RULES PURSUANT TO THE MENTAL HEALTH ACT 
2001
Section 59(2) of the Mental Health Act 2001 obliges the 
Mental Health Commission to make rules providing for 
the use of electro convulsive therapy (ECT) on a patient. 

PROGRESSING THE STRATEGIC PLAN 2006-2008

Strategic Priority Number One: 

To promote, develop and evaluate the implementation of high standards 
of care and treatment within the mental health services
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A patient in accordance with the Act is a person who 
is receiving treatment on an involuntary basis. The Act 
provides that ECT may only be administered to a patient 
with the patient’s written consent or where the patient is 
unwilling or unable to give that consent, the programme 
of ECT must be approved by the consultant psychiatrist 
responsible for the care and treatment of the patient and 
authorised by another consultant psychiatrist.

In 2005 the Mental Health Commission established a 
working group to prepare these rules. The terms of 
reference of the working group were:-

“To review international standards of best practice 
in relation to the use of electro-convulsive therapy 
and to prepare the daft rules for the use of electro-
convulsive therapy”.

Section 69(2) obliges the Mental Health Commission 
to prepare rules providing for the use of seclusion and 
mechanical means of restraint as a patient. In contrast to 
the Rules in relation to ECT, these rules are applicable to 
patients (involuntary admission), a voluntary patient and 
a child in respect of whom an order under Section 25 is 
in force (i.e. involuntary admission).

In preparing these rules, the Mental Health Commission 
was guided by Principle 11 of the United Nations 
Principles for the Protection of Persons with Mental 
Illness and the Improvement of Mental Health Care (M.I. 
Principles 1991) which states 

“Physical restraint or involuntary seclusion of a patient 
shall not be employed except in accordance with the 
officially approved procedures of the mental health 
facility and only when it is the only means available 
to prevent immediate or imminent harm to the 
patient and others. It shall not be prolonged beyond 
the period which is strictly necessary for this purpose”,

The use of seclusion or mechanical means of bodily 
restraint lead to restrictions on the liberty of the 
individual concerned. The Mental Health Commission in 
issuing these Rules stressed that the use of seclusion 
and mechanical means of bodily restraint on a 
voluntary patient must involve consideration of whether 

involuntary admission of the patient on the grounds of 
mental disorder is warranted and if so, the appropriate 
procedures as per the Mental Health Act 2001, must be 
followed.

The draft Rules, as per Sections 59(2) and 69(2) were 
issued by the Mental Health Commission in June 2006. 
Three briefing sessions were organised by the Mental 
Health Commission with service providers, service 
users and mental health peer support organisations. 
The purpose of the briefing sessions was to explain the 
contextual background regarding the development of 
the draft rules, and to receive responses and comments 
on these draft rules. One hundred and forty four 
people attended the briefing sessions and committed 
to disseminating the questionnaires prepared by the 
Mental Health Commission on the draft rules. Meetings 
were also held with the relevant staff associations/trade 
unions. Detailed information submissions were received 
from the stakeholders and the draft rules were revised 
and circulated to the staff associations/trade unions for a 
final review before being issued.

These rules came into force on 1st November, 2006 
with the commencement in full of the Mental Health 
Act 2001. The Mental Health Commission is keeping 
these rules under periodic review and the Rules on 
ECT will be reviewed no later than one year from the 
date of commencement of Section 59(2) and the rules 
governing the use of seclusion and mechanical means of 
bodily restraint will be reviewed no later than two years 
after the commencement of Section 69(2). Copies of the 
rules are available on the Mental Health Commission 
website at www.mhcirl.ie

CODE OF PRACTICE ON THE USE OF PHYSICAL 
RESTRAINT IN APPROVED CENTRES
Section 69 Mental Health Act 2001 refers to the use 
of “mechanical means of bodily restraint”. For the 
purposes of the rules mechanical means of bodily 
restraint are defined as “the use of devices or bodily 
garments for the purpose of preventing or limiting free 
movement of a patient’s body”. As the rules could not 
incorporate the use of physical restraint in approved 
centres and guided by the MI Principle 11, referred to 
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above, the Mental Health Commission decided to issue 
a code of practice on the use of physical restraint in 
approved centres. Section 33(3)(e) authorises the Mental 
Health Commission to prepare codes of practice for 
the guidance of persons working in the mental health 
services. Whereas there is a legal duty on persons to 
abide by the rules issued pursuant to Section 59(2) and 
Section 69(2), a code of practice does not impose a 
similar legal duty. However, best evidence based practice 
requires that codes of practice be followed and failure to 
implement a code of practice could be referred to during 
the course of legal proceedings. 

Physical restraint is defined in the code of practice as 
“the use of physical force (by one or more persons) 
for the purpose of preventing the free movement of 
a resident’s body”. A “resident”, as per Section 62, 
means a person receiving care and treatment in a 
centre. A “centre” is defined as “a hospital or other 
inpatient facility for the care and treatment of persons 
suffering from mental illness or mental disorder”. This 
code of practice will be reviewed by the Mental Health 
Commission no later than two years after the full 
commencement of the Act.

APPROVED CENTRES
A “Centre” according to the Mental Health Act 2001 
(Section 62) means “a hospital or other inpatient 
facility for the care and treatment of persons suffering 
from mental illness or mental disorder”. Such a centre 
must be registered and when registered is known as 
an “approved centre” (Section 63). It is a legal offence 
to operate such a centre without registration. The 
Mental Health Act 2001 mandates the Mental Health 
Commission to establish and maintain a register which 
shall be known as the “Register of Approved Centres”.

The Mental Health Commission advanced its work during 
2006 in preparing for the establishment of the Register 
on 1st November, 2006. The Mental Health Commission 
can register a centre, attach conditions to registration, 
refuse registration or remove a centre from the Register, 
subject to the provisions of the Mental Health Act 2001 
(Sections 64 & 65). Registration is for a period of three 
years from the date of registration. The Mental Health 

Act 2001 specifies that the Register shall be available for 
inspection free of charge by members of the public at all 
reasonable times. This obligation is met by the Mental 
Health Commission having the Register on the Mental 
Health Commission’s website. 

Since 1st November, 2006, the Mental Health 
Commission has issued procedural guidance in relation to 
the registration process. Certificates of registration, which 
must be placed in a public location, have been issued to 
58 centres. Approved centres must now submit evidence 
of compliance with the regulations for approved centres.

REGULATIONS FOR APPROVED CENTRES
Regulations for Approved Centres, issued by the Minister 
for Health and Children, following consultation with the 
Mental Health Commission (Reference S.I. Number 551 
of 2006) on 1st November, 2006 are inextricably linked 
with the register of approved centres. The Mental Health 
Commission in 2006 prepared advice for the Minister 
on the regulations. This advice was based on best 
practice, the need to set achievable objectives, research 
conducted in regard to recent analogous legislation and 
protocols, European and international directives and 
reports of the Inspectorate of Mental Health Services.

CODE OF PRACTICE FOR ADMISSION, TRANSFER 
AND DISCHARGE
The Mental Health Act 2001 authorises the Mental 
Health Commission to prepare and review codes of 
practice for the guidance of persons working in the 
mental health services, following consultation with such 
people/agencies as considered appropriate.

In recognition of the need for a uniform system of care 
in approved centres and community mental health 
services in Ireland, the Mental Health Commission 
prepared a draft code of practice for admission, transfer 
and discharge. One of the key objectives of the code of 
practice was to provide a framework for the consistent 
approach to admission, transfer and discharge of all 
mental health service users to and from approved 
centres with the aim of reducing variation in practice 
across approved centres. The code, it is envisaged, will 
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apply to publicly funded and independently funded 
mental health services and to both voluntary patients 
and people admitted on an involuntary basis. The code 
is not prescriptive, but it is aimed at facilitating centres 
in the development of their own admission, transfer and 
discharge policies in line with international best practice. 
A series of workshops around the country were planned 
to facilitate consultation on the draft code, in line with 
the legislation and the vision of the Mental Health 
Commission. However, the Mental Health Commission 
decided to defer consultation on this code of practice 
until early 2007, in view of the work programme and 
new practices related to the full commencement of the 
Mental Health Act 2001 on 1st November, 2006. This is 
now a key priority for the Mental Health Commission in 
2007.

GUIDANCE NOTE ON DISCHARGE FROM 
APPROVED CENTRES TO ALTERNATIVE CARE 
SETTINGS (INCLUDING NURSING HOMES).
In recognition of the practice of discharging people 
requiring continuing care from approved centres to 
independently managed nursing homes and publicly 
funded and managed units, the Mental Health 
Commission issued guidance in May 2006 on the 
discharge process to such facilities. This guidance which 
was issued to mental health services in the Health 
Service Executive outlines the framework for this 
discharge process. A report on these discharges will be 
required from the Health Service Executive mental health 
service providers in May 2007. (See Appendix 1 for 
guidence note).

TRAINING AND INFORMATION
Training and information have been identified 
as key success factors in facilitating the effective 
implementation of the Mental Health Act 2001. During 
2005 high priority was given to this area in the overall 
work programme of the Mental Health Commission and 
this continued throughout 2006.

In 2006, specific training programmes continued with 
the Irish College of Psychiatrists and the Irish College of 
General Practitioners.

An extensive training programme for members of the 
mental health tribunal panels commenced in June 2006. 
Attendance at the training course was mandatory for all 
panel members. This programme continued in July and 
August and included the following areas – vulnerable 
adults and mental health tribunals, documentation and 
confidentiality, communication skills workshop and 
chairing mental health tribunals. Speakers with extensive 
experience in these areas, from Ireland and England, 
contributed to the training programme. An additional 
one day training programme was held for chairpersons 
of mental health tribunals in October just prior to the 
commencement in full of the Mental Health Act 2001 on 
1st November, 2006.

Training for people appointed to the legal representatives 
panels commenced in July 2006. Training for those 
on the independent medical examination panels was 
completed in September 2006 and training for those on 
the mental health tribunal clerk panels was completed at 
the end of August, 2006. During 2006, over 600 people 
were trained directly by the Mental Health Commission 
and this training will continue for all panel members in 
2007. Attendance at future training programmes will 
also be mandatory.

To enhance easy access to information on the Mental 
Health Act 2001, the Mental Health Commission 
developed an e-learning programme on the Mental 
Health Act 2001. This was the first such initiative in the 
Irish health services. The e-learning programme was 
available from March 2006, and is readily accessed 
on the Commission’s website at www.mhcirl.ie. The 
e-learning programme is designed to meet individual 
needs, ranging from accessing individual modules to 
completing a ten hour programme which leads to a 
certificate of training. Feedback from stakeholders 
indicates that the e-learning programme has been very 
positive. A sign language version of the Mental Health 
Act 2001 was also developed.

The Reference Guide on the Mental Health Act 2001 
was published in August 2005 and distributed within 
the mental health services, to general practitioners and 
service user organisations. At the request of An Garda 
Síochána, circulation of the Reference Guide to members 
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of An Garda Síochána was deferred to October 2006, 
immediately prior to the commencement in full of the 
Act on 1st November, 2006. Over 7,000 copies and CD 
ROM of the Reference Guide have been circulated.

An information booklet “Your Guide to the Mental Health 
Act 2001” for service users was prepared and circulated 
widely by the Mental Health Commission in October 
2006. Over 34,000 copies were printed and distributed. 
This guide, which is NALA proofed, outlines areas of key 
interest to service users – your rights, your admission, 
mental health tribunals, Mental Health Commission and 
Inspector of Mental Health Services.

To augment the Reference Guide, it was decided to 
prepare individually designed information leaflets on 
the involuntary admission process for service providers, 
An Garda Síochána and registered medical practitioners. 
These leaflets provide the information in a readily 
accessible format using the format of a flowchart.

In line with our commitment to facilitate communication 
within our multi-cultural society, service user information 
on the provisions of the Mental Health Act has also been 
translated into the following languages: Irish, French, 
Russian, Polish, Chinese and Arabic. These translated 
versions are available on our website.

An important element of the range of information 
provided by the Mental Health Commission in the lead 
up to the full commencement of the Mental Health Act 
2001 on 1st November, 2006 was the Information Line 
operated by the Mental Health Commission from 31st 
October, 2006. The Information line was available for six 
hours, Monday to Friday, and four hours on Saturday and 
Sunday for the first week. The information line continued 
to operate six hours per day Monday to Friday in the 
second week but weekend availability was reduced to 
two hours each day. From mid November 2006, the 
hours of operation were one hour per day, Monday to 
Friday. It was decided to discontinue the Information 
Line from 1st December, 2006 as the number of calls 
had declined and information was readily available 
from various other sources including the Mental Health 
Commission website which includes a Frequently Asked 
Questions (FAQs) section which is updated regularly. 

Almost 1,000 calls were received on the information line 
in the four week period, the majority of calls coming 
from personnel in the Health Service Executive.

REPORTING OF ADVERSE/UNTOWARD EVENTS 
IN MENTAL HEALTH SERVICES
With the full commencement of the Mental Health Act 
2001 on 1st November, 2006 the Mental Treatment Act 
1945 was repealed, with the exception of Part VIII and 
Sections 241, 276, 283 and 284. As a consequence 
those sections of the Mental Treatment Act 1945 that 
placed an obligation on mental health service providers 
to report certain incidents to the Minister for Health 
and Children and/or Inspector of Mental Hospitals were 
repealed. These incidents included an injury to a patient, 
an assault or alleged assault on a patient, an outbreak 
of infectious or epidemic disease or any other matter of 
serious importance to the welfare of the patient.

Since the establishment of the Mental Health 
Commission and the appointment of the Inspector of 
Mental Health Services, such reports were forwarded to 
the Inspector of Mental Health Services. However, there 
is considerable variation between agencies on what is 
reported. Other reporting systems of adverse events 
have also been introduced in the mental health services 
since the enactment of the Mental Treatment Act 1945. 
A consistent standardised reporting system, linked with 
existing reporting systems within the mental health 
services and which contributes to a culture of learning is 
seen as the preferred option.

The Incident Reporting Scheme, Phase I (applicable to 
approved centres) issued on 25th October, 2006. During 
the month of November 2006, information workshops 
on the reporting scheme were held by the Mental Health 
Commission. A revised reporting scheme will issue in 
early 2007, based on the feedback from the workshops 
and ongoing discussions with the State Claims Agency 
and Health Service Executive. The overall objective is to 
introduce a reporting system which will foster awareness 
and learning within the mental health services and 
which will not duplicate current reporting systems.
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QUALITY FRAMEWORK FOR MENTAL HEALTH 
SERVICES IN IRELAND
The Annual Report 2005 referred to the publication of 
the Mental Health Commission’s publication “Quality in 
Mental Health – Your Views” in February 2005. Following 
extensive consultation with all the stakeholders involved 
in mental health services, the publication specified 
the determinants of a quality mental health service as 
defined by the stakeholders. A quality mental health 
service in Ireland is one which encompasses the 
following eight themes:-

 Facilitates respectful and empathetic relationships 
between people using the service and those providing it

 Empowers people who use mental health services and 
their families, parents and carers

 Provides a holistic seamless service and encompasses 
the full continuum of care

 Is equitable and accessible

 Is provided in a high quality environment, which 
respects the dignity of the individual, his/her carers 
and family

 Has effective management and leadership

 Is delivered by highly skilled multidisciplinary teams

 Is based on best practice and incorporates systems for 
evaluation and review

During 2006 the work on the Quality Framework for 
Mental Health Services was advanced and the Quality 
Framework for Mental Health Services will be published 
in March 2007. The Quality Framework developed in 
response to the views expressed in the consultation 
document, has also drawn upon quality initiatives in 
other countries and also on the expert advice of an 
International Expert Panel (IEP). The members of the IEP 
are Dr. Michelle Funk, Co-ordinator Mental Health Policy 
and Service Development, Department of Mental Health 
and Substance Abuse, World Health Organisation and Dr. 
John Ovretveit, Director of Research, Karolinska Institute 

Medical Management Centre, Stockholm and Professor 
of Health Policy and Management, Bergen University, 
Norway. Their views supports the approach adopted 
by the Mental Health Commission in developing this 
Quality Framework and which is in line with international 
standards and best practice for service delivery and for 
promoting human rights.

The themes and outcome criteria provide clear guidance 
for service users, families/advocates, service providers 
and the public as to what to expect from a mental 
health service. The Quality Framework covers the 
broad spectrum of mental health services and fosters 
a programme of continuous quality improvement in 
mental health services in Ireland. The development of 
this Quality Framework is a key aspect of the Mental 
Health Commission’s mandate to promote, encourage 
and foster high standards and good practices in the 
delivery of mental health services (Section 33(1)).

DISCUSSION PAPERS
During 2006, the Mental Health Commission published 
three discussion papers. These were as follows:

 A Vision for a Recovery Model in Irish Mental Health 
Services

 Multidisciplinary Team Working: From Theory to 
Practice

 Forensic Mental Health Services for Adults in Ireland

These discussion papers were published in line with 
the Mental Health Commission’s mandate to promote 
high standards in the delivery of mental health services. 
The discussion papers were issued to those involved 
in the mental health services for their comments and 
views. The Mental Health Commission is committed to 
publishing position papers in 2007 following analysis of 
the submissions.

As the first two discussion papers addressed general 
models of service provision, there was a greater level 
of response to these papers. The third paper focused 
on a more defined specialist area within mental health 
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services and did not lead to the same level of response. 
The discussion papers have encouraged discussion and 
informed debate on these aspects of mental health 
service delivery, which was one of the key objectives.

The vast majority of respondents on the paper on 
the recovery model stated that the recovery model is 
relevant to the Irish mental health services. However, 
most respondents favoured alternative terminology 
– the recovery approach or recovery philosophy. Barriers 
to promoting the recovery model included lack of 
understanding of the approach, absence of evidence-
based research and resistance to the approach among 
service providers. Factors which promote the approach 
were identified as including training, commitment and 
belief in the approach and awareness.

In response to the discussion paper on multidisciplinary 
team working, respondents indicated support for 
multidisciplinary team working but questioned whether 
such an approach as defined in the discussion paper was 
more aspirational than a reality within the Irish mental 
health services. Barriers to multidisciplinary working 
included staffing profiles, training and understanding of 
the approach. Factors that facilitated multidisciplinary 
team working included training, clarity in relation to roles 
and commitment.

Responses to the discussion paper on forensic mental 
health services for adults in Ireland focused on mental 
health services for the prison population, model 
of service provision, clarification on the function of 
psychiatric intensive care units.

Two further committees established by the Mental 
Health Commission continued their work on preparing 
discussion papers on child and adolescent mental health 
services and mental health services for people with 
an intellectual disability. The former committee during 
2006 focused on the preparation of the code of practice 
relating to children admitted under the Mental Health 
Act as this was an immediate priority. The committee on 
mental health services for people with an intellectual 
disability advanced the content of the discussion paper 
and this is due to be published in early 2007.
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INTRODUCTION
With the announcement by the Minister for Health 
and Children on 6th July, 2006 that all the remaining 
provisions of the Mental Health Act 2001 would be 
brought into operation on 1st November, 2006, followed 
by the signing of the commencement order by the 
Minister on 2nd August, 2006, the work programme 
associated with the new independent review system 
of involuntary admissions was brought to finality. The 
Act places a statutory obligation on the Mental Health 
Commission to take all reasonable steps to ensure the 
interests of persons detained in approved centres under 
the Act are protected (Section 33(1)).

NATIONAL IMPLEMENTATION GROUP
The National Implementation Group, established by 
the Mental Health Commission in late 2004 continued 
to meet in 2006. The terms of reference of the group 
were “to plan and co-ordinte the implementation of 
the Mental Health Act 2001 as directed by the Mental 
Health Commission”. Eight meetings of the group were 
held in 2006, the last one on 27th November, 2006 
brought closure to the group as the Mental Health Act 
2001 had been commenced in full earlier that month. 
The group provided a useful forum for co-ordinating and 
updating the preparations undertaken by the Health 
Service Executive, Independent Hospitals, National 
Federation of Voluntary Bodies, Irish Advocacy Network 
and the Irish College of General Practitioners in advance 
of the full commencement of the Act. 

In September and October 2006, meetings were held 
under the chairmanship of the Department of Health 
and Children between the Department of Health and 
Children, Health Service Executive and Mental Health 
Commission to overview the final work programme 
leading up to 1st November, 2006.

AUTHORISED OFFICER
The Mental Health Act 2001 introduces the role of 
“authorised officer”, who is an officer of the Health 
Service Executive in a prescribed rank or grade, 
authorised to make an application for an involuntary 
admission (Section 9(8)). In December, 2005, the 
Mental Health Commission formed a working group 
which included representatives from the Health 
Service Executive and service user organisations. This 
group considered operational, training, resource and 
implementation issues to inform the Commission’s 
advice to the Minister on the regulations to be made 
by the Minister for Health and Children in this regard. 
The report of the working group was considered by the 
Mental Health Commission in April, 2006, and forwarded 
to the Department of Health and Children. Statutory 
Instrument (S.I.) 550 of 2006 – Mental Health Act 2001 
(Authorised Officer) Regulations 2006 prescribes the 
rank and grade of an authorised officer as Local Health 
Manager, General Manager, Grade VIII, Psychiatric Nurse, 
Occupational Therapist, Psychologist or Social Worker. 
Training was provided by the Mental Health Commission 
for those people initially appointed as authorised 
officers within the Health Service Executive, pending the 
implementation of a fully developed authorised officer 
service.

STATUTORY FORMS
The Mental Health Act 2001 introduces a new suite of 
statutory forms (18) specified by the Mental Health 
Commission. These forms were piloted in four areas 
during 2006 and were also used in the various training 
programmes. Relevant forms were distributed to all the 
approved centres, general practitioners and An Garda 
Síochána in October 2006. This involved the distribution 
of the statutory forms to over 2,500 locations. In 
addition, the Mental Health Commission has drawn up a 

Strategic Priority Number Two: 

To promote and protect the rights and best interests of persons availing 
of mental health services as defined in the Mental Health Act 2001
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number of clinical practice forms which assist the service 
providers in documenting decisions taken under the 
Mental Health Act 2001. These were also distributed to 
the approved centres in October 2006.

TRANSITIONAL PROVISIONS
Section 72(1) to (5) Mental Health Act 2001 outlines 
the transitional provisions for patients who remained 
detained at midnight 31st October, 2006 pursuant to 
the Mental Treatment Act 1945. The Mental Health 
Commission has collated monthly returns from service 
providers detailing the level of involuntary admissions 
to each facility and the number of patients subject to 
Person of Unsound Mind (PUM) or Temporary Reception 
Orders at the end of each calendar month. The number 
of such admissions was tracked by the Mental Health 
Commission for a period of two years. In general, 
there were in the region of 250 involuntary admissions 
(including those regraded from voluntary status to 
involuntary status) per month in that period. On average 
at midnight at the end of each month, 582 patients 
were detained.

In accordance with Section 72(5), a letter was sent to 
all Clinical Directors on 19th October, 2006 requesting 
that they furnish the Mental Health Commission with 
particulars of the persons so detained at midnight 31st 
October, 2006. The Mental Health Commission received 
notification of 388 people who remained detained 
pursuant to the provisions of the Mental Treatment Act 
1945. The provisions of the Mental Health Act 2001 in 
relation to independent review system of involuntary 
admissions are applicable to these patients.

INDEPENDENT REVIEW SYSTEM
The Mental Health Act 2001 provides for the patients’ 
right to an automatic independent review of an 
involuntary admission. Within 21 days of an admission 
(or renewal) order, a three person mental health 
tribunal consisting of a lawyer as chair, a consultant 
psychiatrist and a lay person review the admission 
(or renewal) order. Prior to the independent review, a 
legal representative is appointed by the Mental Health 
Commission for each person admitted involuntarily 

(unless s/he proposes to engage one) and an 
independent medical examination by a consultant 
psychiatrist, appointed by the Commission, will have 
been completed. The first mental health tribunal 
was held on 16th November, 2006. The following 
table outlines involuntary admissions and mental 
health tribunal hearings for the period November and 
December 2006:

MENTAL HEALTH TRIBUNALS & INVOLUNTARY 
ADMISSION ACTIVITY NOVEMBER/DECEMBER 2006

NOTIFICATIONS NOV DEC TOTAL
Form 6 Admission Episodes 95 112 207
Form 13 Re-grading Episodes 50 55 105
Form 14 Revocations before 
hearing

127 122 249

Form 7 Renewals
3 month 38 77 115

S17 Independent Reports 
Completed

71 153 224

Proposals to transfer to CMH 1 1

HEARINGS (from16 Nov)
Held (decision) 30 145 175
Revoked at hearing 4 20 24

The Mental Health Commission is committed to 
publishing a monthly update on its website on mental 
health tribunals and involuntary admission activity. More 
detailed analysis of the trends and levels of activity will 
be completed later in 2007.

GUIDANCE RELATING TO THE IMPLEMENTATION 
OF SECTION 24 MENTAL HEALTH ACT 2001,
Section 24 Mental Health Act 2001 outlines the 
procedures relating to a decision to regrade a voluntary 
patient to involuntary status.
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Following a High Court decision in relation to a Habeas 
Corpus application on the 21st December 2006, 
clarification on the use of Section 24 was issued. As 
Section 24(1) states “Where a person (other than a 
child) is detained pursuant to Section 23, Mental Health 
Act 2001, the outcome of the High Court Ruling is that 
Section 24(1) cannot be revoked unless Section 23(1) 
has been revoked.”

CHILDREN
There are separate provisions in the Mental Health Act 
2001 in relation to the involuntary admission of children. 
A “child” is defined as a person under 18 years of age 
other than a person who is or has been married. A Code 
of Practice relating to Admission of Children under the 
Mental Health Act 2001 was issued by the Mental Health 
Commission on 1st November, 2006. This code was 
issued in accordance with Section 33(e) Mental Health 
Act 2001 and was circulated for comment and views 
prior to the publication of the code.

The code of practice emphasises that the best interests 
of the child shall be the principal and overarching 
consideration and it promotes and encourages the 
involvement of the child receiving treatment, consistent 
with their identified needs and wishes, in the planning, 
implementation and review of their care and treatment. 
The Mental Health Commission, in the preamble to 
the code, also refers to the undesirability of admitting 
children to units in approved centres providing care 
and treatment for adults. It is acknowledged that 
in the absence of no available alternative, such 
admissions, although undesirable, may be necessary. 
In such situations, the code of practice outlines interim 
arrangements and facilities that should be put in place 
to ensure the protection and safety for such children. 
Under the code, the Mental Health Commission should 
be notified of all children admitted to approved centres 
for the care and treatment of adults. A notification form 
is included in the code of practice.

In the first two months of the full commencement 
of the Act, twenty one (21) children were admitted 
to approved centres for adults. As there were two 
readmissions, the total number of admissions notified 

to the Mental Health Commission for this two month 
period was twenty three (23). Two (2) admissions were 
involuntary, twenty one (21) were voluntary. Eighteen 
of the admissions concerned children aged 16 or 17 
years. One child admitted was aged 14 years and 
four were aged 15 years. The information provided by 
service providers in relation to these admissions is being 
followed up by the Mental Health Commission.

As stated in the code of practice, the Mental Health 
Commission is of the view that the provision of 
age appropriate approved centres for children and 
adolescents must be addressed as a matter of urgency.
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INTRODUCTION
The publication of the Mental Health Commission 
Research Strategy in March 2005 laid out the actions 
to be taken by the Mental Health Commission in 
progressing mental health research, in particular services 
research, in Ireland. The Research Strategy encompasses 
four broad areas of actions - increasing capacity 
for mental health research, developing systems for 
recording and disseminating knowledge of best practice 
in mental health services, creating links and collaborating 
research standards in mental health and setting the 
mental health agenda.

MENTAL HEALTH SERVICES RESEARCH 
SCHOLARSHIPS
The mental health services research scholarships were 
advertised by the Mental Health Commission in July 
2006. The priority areas identified by the Mental Health 
Commission Research Committee were

 Service user involvement in mental health services

 Innovation in mental health service delivery – how 
these were developed and put into practice

 Mental health in primary care

 Multidisciplinary team working 

 Rehabilitation and recovery 

 Social inclusion and mental health

Twenty eight proposals were received by the closing 
date in September 2006. Following examination of 
these proposals by a subcommittee two proposals were 

selected for funding under the mental health services 
research scholarship scheme 2006. These are

 Research Proposal: Community Mental Health Teams: 
Determinants of Effectiveness  
Professor Stiofan de Burca 

 Research Proposal: Rehabilitation and Recovery 
Services in Ireland: a multicentre study to investigate 
current service provision, characteristics of service 
users and 18 month outcomes for those with and 
without access to these services

  Dr. Ena Lavelle

These research projects will be funded over a three 
year period. The mental health research fellowship 
(now know as Research Scholarship in Mental Health 
Research) awarded to Dr. Síobhan Ní Bríain in 2006 on 
“Measurement of needs in the HSE-SWA: a measure of 
needs and correlation with intervention in home and 
community-based services in general adult psychiatry 
and psychiatry of later life”, commenced in September 
2006 and is ongoing.

MENTAL HEALTH RESEARCH NETWORK AND 
DATABASE
The Mental Health Research Network, set up by the 
Mental Health Commission in 2005, is designed to 
support and promote national and international research 
links. Those interested and involved in mental health 
research are invited to register with the network at 
www.mhcresearchnetwork.ie

The Mental Health Research Database was set up by 
the Mental Health Commission in 2005 to promote 
the dissemination of mental health research studies, 

Strategic Priority Number Three: 

To promote and enhance information, knowledge and research on mental 
health services and treatment interventions
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published or unpublished, carried out in Ireland. A 
summary of the study is entered on the database at 
www.mhcresearchdatabase.ie

The Mental Health Commission attended conferences in 
a number of the universities in Ireland and professional 
organisation conferences held during 2006 to promote 
the usage of both the network and database. The 
Commission has now commissioned a report on all 
mental health research studies completed in Ireland for 
inclusion in the mental health research database.

MENTAL HEALTH SERVICES RESEARCH CENTRE
The Mental Health Commission Research Strategy 
proposed the establishment of a mental health research 
centre(s) which would facilitate the development 
of formal links between academic institutions and 
mental health service providers. This model has been 
developed in other areas of health care in Ireland and 
internationally and has been found to enhance the 
relevance of research studies to policy makers, service 
providers and service users and to develop research skills 
and capacity within the services.

This concept was examined in detail by the Research 
Committee during 2006, culminating in an agreed 
proposal to hold a one-day workshop, organised on 
an all-island basis and hosted by the Centre for Cross 
Border Studies to explore support for such a centre. This 
workshop was scheduled to take place in November 
2006 but was deferred to February 2007.

RESEARCH STUDIES
Two research studies commissioned by the Mental 
Health Commission were published in 2006. The 
research study “The Views of Adult Users of the Public 
Sector Mental Health Services” by Dr. Elizabeth Dunne, 
Department of Psychology, University College Cork was 
published on 6th September 2006. Sadly the author of 
the report Dr. Elizabeth Dunne died in early December 
2006. This study, her last published work, will remain 
a testimony to her commitment to promoting quality 
mental health services.

The study is divided into two parts, part one involved 
focus groups with service user peer support groups and 
a carer group; part two involved face to face interviews 
with persons who are not active members of user 
representative groups (known as independents in the 
study). The Mental Health Commission, in particular, 
wished to hear the views of those who may not have 
had the opportunity to express their views previously. 
Key themes from the study refer to the therapeutic 
relationship and contact with therapists, giving and 
sharing information and models of service provision.

The second study focussed on service users perspectives 
on home care services and was undertaken by Ms. Mary 
Fell, M.Sc, Clinical Psychologist.

The research study in community residences by the 
Health Research Board was completed in 2006 and was 
due to be published in early 2007. The research study by 
Dr. Eamon O’Shea and Dr. Brendan Kenneally, National 
University Ireland, Galway on “Economics of Mental 
Health Care” is ongoing and is expected to be completed 
in early 2007. 

RESEARCH COMMITTEE
The Research Committee met on three occasions in 
2006. The committee which represents service users, 
service providers academic centres and the Centre for 
Cross Border Studies guided and advised the Mental 
Health Commission in relation to the research agenda 
of the Mental Health Commission including the research 
scholarships and the mental health research services 
centre. The Research Committee also reviewed research 
studies commissioned by the Mental Health Commission.

MENTAL HEALTH INFORMATION
Timely and comprehensive information on all aspects 
of the mental health services in Ireland is essential 
to progress the quality mandate of the Mental Health 
Commission as specified in the Mental Health Act, 2001. 
Previous reports have highlighted the dearth of mental 
health information in Ireland and the reliance on manual 
paper-based systems for collecting data. Information is 
available on the inpatient mental health services through 
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the reports published by the Health Research Board and 
more recently from the annual census conducted by 
the Mental Health Commission which was previously 
commissioned by the Department of Health and Children 
under the auspices of the Inspector of Mental Hospitals. 
The results of the 2006 census are reported in Chapter 
4. Recently there has been increased emphasis on 
the need to collect data on community metal health 
services.

The form for the collection on community health services 
in 2004 was circulated to the service providers in early 
2005. Difficulties were experienced by service providers 
in collecting this information; the barriers to accessing 
such data have been acknowledged in previous reports. 
The Mental Health Commission, in May 2006, published 
a report on “Community Mental Health Services in 
Ireland: Activity and Catchment Area Characteristics 
2004”. This report incorporated qualitative data on 
outpatient clinic activity in 2004, and the number of 
residents in community residences in 2004. The report 
gave some indication of the range and level of activity in 
community mental health services for adults in Ireland, 
but it did not capture the full extent of such activity or 
incorporate data for such specialisms as later life mental 
health services, child and adolescent mental health 
services or mental health services for people with an 
intellectual disability. A meeting with those involved in 
data collection with the mental health services was held 
in September 2006 to discuss ways of facilitating data 
collection. 

An initiative was undertaken by the Mental Health 
Commission in late 2005 when the Commission engaged 
external consultants “to conduct a scoping exercise 
on current mental health information systems in 
mental health in Ireland and elsewhere with a view to 
recommending the requirements for a national mental 
health information system”. Meetings were held with 
representatives from the HSE and representation from 
the Health Research Board in September 2006 to discuss 
the recommendations in the report. It was agreed that 
the Health Service Executive is ideally placed to take 
the lead in the creation of a project team whose task 
would be to design, and oversee the procurement and 
implementation of a national mental health information 

system. The report also recommended that further 
work was required on the development of what should 
constitute a minimum mental health data set and to 
reach agreement on definitions. It has been agreed that 
the HRB and Mental Health Commission will do the initial 
preparatory work in relation to definitions and national 
mental health indicators. This committee is due to report 
in April 2007 and consultations will then take place with 
the HSE, voluntary sector and independent sector.

The work of the Mental Health Commission in relation 
to information was recognised at the Digital Media 
Awards held in February 2006 when the Mental Health 
Commission website was deemed to be the best 
information website in the non-commercial section. 
Points were awarded for relevance to target audience, 
clarity of information and quality of content.
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The work programme of the Mental Health Commission 
in progressing this strategic priority in 2006 covered a 
wide and diverse range of activities.

VISION FOR CHANGE
In January 2006, the Government published the new 
national government policy on mental health “A Vision 
for Change” which had been drawn up by the Expert 
Group on Mental Health Policy. The Chairman of the 
Mental Health Commission, Dr. John Owens was a 
member of the Expert Group and the Mental Health 
Commission made a submission and participated in the 
sub-groups established by the Expert Group.

The Mental Health Commission welcomed the 
publication of the national government policy on 
mental health. The report was considered by the Mental 
Health Commission at its meeting in February 2006 and 
following this meeting the Mental Health Commission 
prepared a response to “A Vision for Change”. In 
recognition of the importance of management structures 
in leading change in the mental health services the 
Mental Health Commission has established a committee 
“to examine the development of the management 
structures recommended in a Vision for Change and to 
explore the challenges involved in the implementation 
of the management structures and to made 
recommendations to the Mental Health Commission”. 
The Mental Health Commission remains concerned at 
the apparent tardiness in the implementation of the 
recommendations of the national policy document and 
in particular the failure to appoint the National Mental 
Health Service Directorate, a body that was considered 
key in leading and managing the change programme 
advocated in “A Vision for Change”.

WORLD MENTAL HEALTH DAY  
OCTOBER 10TH

World Mental Health Day which is held each year 
on 10th October is a global mental health education 
project held in over 180 countries. Each year a theme 
is selected by the World Federation of Mental Health. 
The theme in 2006 was “Building Awareness – Reducing 
Risk: Mental Illness and Suicide.” Again, the Mental 
Health Commission organised a free public lecture 
which was held in No. 6 Kildare Street on 10th October 
2006. The Mental Health Commission has organised a 
similar function each year since 2003 and the feedback 
from these public lectures has been very positive. 
Two speakers spoke at the public lecture – Gareth 
O’Callaghan, author and broadcaster on the theme 
“Being Kind to your Mind” and Dougie Paterson, National 
Operations Manager, National Strategy and Action 
Plan to Prevent Suicide In Scotland (Choose Life). Both 
speakers addressed the extent of suicide worldwide 
and intervention strategies both at personal and policy 
level. A collaborative national programme for improving 
mental health and well-being was launched in Scotland 
in 2002. This is a ten year strategy aiming at a 20% 
reduction in the rate of suicide by 2013. A multifaceted 
approach has been adopted and priority groups have 
been identified. A reduction in intentional self-harm and 
undetermined intent death rates has been recorded in 
Scotland in the first three years of the strategy, but it is 
recognised that this is a long-term challenge.

EU GREEN PAPER: IMPROVING THE MENTAL 
HEALTH OF THE POPULATION. TOWARDS 
A STRATEGY ON MENTAL HEALTH FOR THE 
EUROPEAN UNION
The EU prepared a Green Paper on mental health for 
consultation among member countries. Submissions 
were to be submitted to the European Commission 

Strategic Priority Number Four: 

To advocate for the integration and participation in society of people who 
experience or have experienced mental illness
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by 31st May 2006. The recommendations in the Green 
Paper were broadly in line with the WHO Report 2001 
New Hope New Understanding, the Government 
policy document issued in January 2006 “A Vision 
for Change” and the strategic priorities of the Mental 
Health Commission. The response of the Mental Health 
Commission to the Green Paper addressed the following 
areas: Supporting the EU emphasis on the relevance of 
mental health policy to the overall national economic 
and social policies; the importance of research and 
sharing knowledge and information; facilitating the 
involvement of service users in mental health service 
planning and strategy; and the development of primary 
care services. 

IRISH COUNCIL FOR BIOETHICS
The Irish Council for Bioethics sought a submission from 
the Mental Health Commission on the use of advanced 
directives as part of their overall report on this issue. The 
Mental Health Commission, in its submission, highlighted 
the increased interest in the use of advance directives 
in the field of mental health care and treatment. 
Advance directives used in this manner can promote and 
facilitate the active involvement of the mental health 
service user in their care and treatment plan, which is 
a core requirement in the delivery of quality mental 
health services. The submission included information on 
the Mental Health (Care and Treatment) Scotland Act 
2003 which gives patients the right to make a written 
statement setting how they would wish to be treated 
and how they would wish not to be treated in the event 
of them being unable to make their own views known 
due to mental disorder. If a decision is made which 
conflicts with this advance statement, the reason for 
this must be recorded in writing. The Mental Welfare 
Commission for Scotland monitors compliance with 
advance statements. The submission from the Mental 
Health Commission concluded that advance directives 
can facilitate this empowerment of service users, but 
that the introduction of such statements required careful 
consideration, information and training.

SERVICE USER INVOLVEMENT IN MENTAL 
HEALTH SERVICES
A committee was established by the Mental Health 
Commission in April 2005 “to examine the input of 
service users in the inspectorate process and to make 
recommendations to the Mental Health Commission”. 
This committee submitted a report to the Mental 
Health Commission in June 2006, having reviewed the 
international experience of service user involvement 
in inspectorates (or similar agencies) and the relevant 
equality legislation in Ireland. The committee’s 
recommendation that approval be sought from the 
relevant Government Department for the appointment of 
a service user (part-time) to the Inspectorate of Mental 
Health Services was agreed. This proposal has been 
submitted to the Department of Health and Children.

Embedding the views of service users in all the activities 
of the Mental Health Commission and monitoring the 
impact of their views was also considered. A workshop 
in service user involvement was held at the meeting 
of the Mental Health Commission in September 2006 
and was addressed by Mr. David Crepaz Keay, Senior 
Advisor for patient and public involvement in mental 
health, Mental Health Foundation UK. Ensuring the 
continuous involvement of service users in the work of 
the Mental Health Commission is an ongoing challenge 
for the Commission. Service user organisations had a key 
role in training on the Mental Health Act, 2001 prior to 
1st November 2006. The Mental Health Commission is 
committed in particular to ascertaining and responding 
to the views of mental health service users who are 
admitted on an involuntary basis to approved centres.

INTERNATIONAL INITIATIVE FOR MENTAL 
HEALTH LEADERSHIP (IIMHL)
The International Initiative for Mental Health Leadership 
(IIMHL) was established to facilitate the sharing of best 
practice in the field of mental health care and treatment 
and to provide support and collaboration for leaders of 
mental health services.

A number of countries including Canada, Australia, 
England, Scotland, New Zealand, United States have 
affiliated to the IIMHL. Ireland affiliated earlier this 
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year. This affiliation covers the three national statutory 
organisations involved in Irish mental health services 
– Department of Health and Children, Health Service 
Executive and Mental Health Commission.

An annual leadership exchange programme followed 
by a conference is organised by IIMHL. This year’s event 
took place in Scotland from June 5th to June 9th. Ireland 
will be the host country in 2010.

The Mental Health Commission participated in a 
leadership exchange group involving the Mental 
Health Commission (New Zealand) and the Mental 
Welfare Commission of Scotland. A joint meeting with 
representatives from the Mental Welfare Commission of 
Scotland is planned for 2007.

EUROPEAN COMMITTEE FOR THE PREVENTION 
OF TORTURE AND INHUMAN OR DEGRADING 
TREATMENT OR PUNISHMENT (CPT).
Members of the CPT on their visit to Ireland met with 
representatives of the Mental Health Commission on 3rd 
October, 2006. The Committee’s functions are to carry 
out visits and where necessary to suggest improvements 
as regards the protection of persons deprived of their 
liberty from torture and inhuman or degrading treatment 
or punishment. The Committee last visited in 2002. 
Issues discussed at the meeting included preparations for 
the full commencement of the Mental Health Act 2001, 
Criminal Law (Insanity) Act 2006 and liaison with An 
Garda Síochana. The CPT will be reporting in 2007.

NATIONAL ECONOMIC AND SOCIAL FORUM 
(NESF)
In late 2006 NESF established a project team on mental 
health and social inclusion. The areas to be addressed by 
the project team are:

 Prevention and Recovery: What could integrated public 
services (e.g. health, social welfare, employment, 
education, training and housing) contribute to positive 
mental health, from timely identification through to 
recovery? What more can be done to support those 
with mental health difficulties in the workplace?

 Support: What complementary individual, social and 
community supports are needed to strengthen positive 
mental health and social capital for the population 
generally?

 Stigma: What practical steps can be taken to tackle 
prejudice, discrimination and disadvantage in society?

The Mental Health Commission has liaised with NESF on 
this project. The areas covered by the project team are 
in line with the Strategic Priority of the Mental Health 
Commission to promote social inclusion.

POLICE AND MENTAL HEALTH SERVICES
The Commission appointed a joint working group with 
An Garda Síochána in 2005 “to review current national 
and international best practice models of joint working 
between police and mental health services and to make 
recommendations in relation to enhanced liaison and 
joint working systems between An Garda Síochána 
and the mental health services in Ireland. The joint 
working group, will in particular, identify operational 
boundaries, which will facilitate the establishment of 
liaison committees and regionally based fora, which 
will promote and review joint working arrangements”. 
The committee continued its work in 2006 which 
included meeting with Schizophrenia Ireland, Irish 
Advocacy Network and Simon Community. Following 
this meeting a consultation process was put in place to 
capture service users’ experience of their interaction 
with An Garda Síochána and the mental health services, 
particularly in times of crisis. A consultation process 
was also put in place with the Gardaí. The views of the 
stakeholders from this consultation process will inform 
the recommendations of the working group. It was 
also agreed that An Garda Síochána and Mental Health 
Commission will work together on a training video which 
will be reflective of the position in Ireland. 

CRIMINAL LAW (INSANITY) ACT 2006
The Criminal Law (Insanity) Act 2006 was commenced 
on 1st June, 2006. Some of the amendments proposed 
by the Mental Health Commission are incorporated in the 
Act. The 2006 Act also provides for the establishment 
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of the Mental Health (Criminal Law) Review Board. The 
Mental Health Commission has had ongoing contact 
with the Secretariat and members of the Mental Health 
(Criminal Law) Review Board to discuss areas of common 
interest such as procedures and training.

LAW REFORM COMMISSION
In December 2006 the Law Reform Commission 
published its report on Vulnerable Adults and the Law. 
This report follows on from the publication of two 
earlier consultation papers on Law and the Elderly and 
Vulnerable Adults and the Law: Capacity. The Mental 
Health Commission welcomes the recommendations 
of the Law Reform Commission in relation to the 
proposed new capacity legislation and strongly favours 
the introduction as soon as possible of new capacity 
legislation inline with the recommendations of the Law 
Reform Commission.
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NON-CAPITAL EXPENDITURE
The non-capital allocation to the Mental Health 
Commission for 2006 was €12m. The provisional 
outturn for 2005 is €5.3m. The non-capital allocation 
was not drawn down in full as the Mental Health Act 
2001 did not commence in full until 1st November, 2006. 
Key items of expenditure in 2006 included salaries, 
training associated with the Mental Health Act 2001, IT 
development and technical support costs and publication 
costs associated with the Mental Health Act 2001. The 
accounts for 2006 will be furnished to the Comptroller 
and Auditor General as per Section 47 of the Mental 
Health Act 2001. 

AUDIT COMMITTEE
The Audit Committee met six times (includes two 
teleconferences) in 2006. Areas addressed by the 
Audit Committee during 2006 included the internal 
audit review of internal financial controls, terms of 
reference and standing orders for the audit committee, 
accounts and purchasing procedures and compliance 
with Corporate Governance Code for State Bodies. 
This included a review of the framework for corporate 
and financial governance for agencies funded by the 
Department of Health and Children which issued in May 
2006. 

FREEDOM OF INFORMATION
Under the provision of the Freedom of Information 
Acts (1997 and 2003), the Mental Health Commission 
received five requests for information appropriate to the 
organisation. Three of these requests were granted and 
two were part granted.

CUSTOMER CHARTER
In accordance with our strategic plan and the 
government principles of Quality Customer Service, the 
Mental Health Commission prepared and adopted a 
Customer Charter in 2006. This was drawn up following 
consultation with all staff and was proofed by NALA 
(National Adult Literacy Association). (See Customer 
Charter overleaf).

The complaints policy of the Mental Health Commission 
is also available on our website.

INFORMATION COMMUNICATION TECHNOLOGY 
– MENTAL HEALTH COMMISSION
The Mental Health Commission engaged external 
consultants in 2006 to prepare a detailed specification 
of the requirements for an integrated information 
system for the Mental Health Commission. A bespoke 
information system S.I.A.T (System for Involuntary 
Admissions and Tribunals) has been developed and is 
fully operational since 1st November, 2006. The report 
identified the Mental Health Commission’s reliance 
on manual information management systems. ICT 
requirements include approved centres database, 
inspection planning and reporting system, compliance 
database and general corporate systems. Advancing the 
development of these systems will be a key priority for 
the Mental Health Commission in 2007.

Strategic Priority Number Five: 

To maintain and enhance the organisation’s systems and capacity and to 
ensure the provision of a quality service for the Mental Health Commission
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MENTAL HEALTH COMMISSION CUSTOMER CHARTER

This charter sets out the role, values and service standards of the Commission. It applies to all our stakeholders and all those 
with whom we come into contact. 

Our Role

The Mental Health Commission is an independent statutory body established in April 2002 under the provisions of the Mental 
Health Act 2001.

Our main function is to promote, encourage and foster high standards and good practices in the delivery of mental health 
services and to protect the interests of persons detained in approved centres .

Our remit covers the broad spectrum of mental health services including general adult mental health services, forensic mental 
health services, and mental health services for children, adolescents, older people and people with a learning disability.

Our Guiding Principles:

We are guided by the principles set out in:

  Mental Health Act 2001

  European Convention for the Protection of Human Rights 
and Fundamental Freedoms

  European Convention for the Prevention of Torture and 
Inhuman or Degrading Treatment or Punishment

  United Nations Universal Declaration of Human Rights

  United Nations Convention on the Rights of the Child

  United Nations Convention against Torture and other Cruel 
and Inhuman or Degrading Treatment or Punishment

  International Covenant on Civil and Political Rights

  International Covenant on Economic, Social and Cultural 
Rights.

  United Nations Principles for the Protection of Persons with 
a Mental Illness and for the Improvement of Mental Health 
Care

  European Convention on Human Rights Act 2003

  Disability Act 2005

  Equal Status Acts 2000 – 2004

  Child Care Act 1991

  Children Act 2001
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Our Values

The core values which define the Commission’s ethos and culture and underpin the delivery of services by the Commission 
are:

Accountability and Integrity: The Commission is committed to expressing these values by operating at all times with 
probity and in a transparent manner.

Dignity and Respect: The Commission respects the dignity of those in contact with us and responds with courtesy and 
consideration.

Confidentiality: The Commission pledges to handle confidential and personal information with the highest level of 
professionalism and to take due care not to release or disclose information outside the course of that necessary to fulfil our 
legal and professional requirements:

Empowerment: The Commission recognises that empowerment lies through the provision of information, training and 
education in an accessible manner. 

Quality: The Commission is committed to striving for continuous quality improvement in all its activities.

Achieving Together: The Commission is committed to collaborating for improving through ongoing partnership, consultation 
and teamwork.

Our Service Standards

The Mental Health Commission is committed to offering a quality and timely service and to dealing with people courteously, 
professionally and efficiently.

Equality and Diversity

We recognise the importance of fair and unbiased service and will do our best to provide one. We respect the diversity of 
our customers and stakeholders. We are also aware of our obligations under the Equal Status Acts of 2000 and 2004 and the 
Disability Act 2005.

Access

We will do all we can to make the mental health services accessible to all by identifying barriers to access.

Information

We will do our best to make sure that the information we provide is clear, timely, and accurate. 

Complaints and Appeals

If you are not satisfied with the quality of our service, please tell us. We will do our best to deal with your complaint to your 
satisfaction (our complaints procedure is available on our website). If we cannot resolve your complaint, you may be able 
to take a complaint to the Ombudsman. The Ombudsman’s Office has statutory powers to consider and deal with complaints 
about the delivery of public services. You can find out more about the Ombudsman’s Office by visiting  
irlgov.ie/ombudsman.
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Consultation and Evaluation

We are committed to working with stakeholders through ongoing partnerships, consultation and teamwork to continually 
improve the mental health services.

Official Languages Equality

You have the right to use either English or Irish, the official languages of the State, in your dealings with us. We have 
produced our main publications in English and Irish and a number of our publications are also available in other languages. 

Integrated Service

We will work closely with key stakeholders to provide a co-ordinated and integrated quality mental health service.

Internal Customers

The role that staff play in the delivery of a quality customer service is key to the success of the Mental Health Commission. 
We regard staff as internal customers and will support and consult regularly with them regarding developments within the 
Commission.

Vision

Working together for quality mental health services

Mission

The Mental Health Commission is committed to ensuring the interests of those involuntarily 
admitted pursuant to the provisions of the Mental Health Act 2001 are protected and to 

fostering and promoting high standards in the delivery of mental health services
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CHAPTER 4
Population Information

Inpatient Census of Approved Centres
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INTRODUCTION
Information on mental health services activity is 
essential to inform service planning and service delivery. 
The Mental Health Commission has highlighted in 
previous reports the absence of timely, comprehensive, 
easily accessible data on mental health services in 
Ireland.

Since 2004, the Mental Health Commission has 
conducted an annual inpatient census. It is necessary 
to collect information in a broadly similar format over 
a number of years to be able to identify and analyse 
particular trends and patterns in service activity and 
provision.

This chapter presents an analysis of information from 
mental health services obtained by the Mental Health 
Commission in 2006 to assist in carrying out its statutory 
functions. There are two sub-sections to this part of the 
report: 

1.  information on population

2.  information from the annual inpatient census in 2006

1. POPULATION INFORMATION

Accurate population information is the cornerstone of the 
provision and use of indicators to monitor mental health 
services in Ireland. For this reason, the Mental Health 
Commission has placed great emphasis on obtaining 
population data, particularly for defined mental health 
catchment areas, as these catchment areas are the 

basis for the organisation and delivery of mental health 
services in Ireland.

In 2004 the Commission undertook an exercise to obtain, 
validate and hold centrally, accurate population figures 
for every mental health catchment area in the country. 
The results of this exercise were published in the 2004 
Annual Report of the Mental Health Commission. This 
presented detailed tables, giving a list of Electoral 
Divisions (EDs) in every mental health catchment area 
with accompanying age breakdown. This exercise has 
been ongoing, with updating and validation of mental 
health catchment areas on a continuous basis. When 
all the 2006 Population Census (CSO) data are available 
at the small area level (i.e. EDs), the Commission will 
publish an updated and detailed set of tables for all 
mental health catchment areas. These tables should be 
used for any analysis of mental health data in Ireland. 
Unfortunately, some catchment areas split EDs, which 
means that accurate, age specific rates cannot be 
provided for that catchment area. The Commission is 
liaising with these catchment areas to find a solution to 
this problem.

The national population Census 2006 was conducted on 
the 23rd April 2006. In July 2006 the Preliminary Report 
Census 2006 was published. This report is available from 
the Central Statistics Office (CSO) or from their website, 
http://www.cso.ie. The total population for Ireland was 
4,234,925 persons (Table 4.1). The total population 
returned in the Census 2002 was 3,917,203 persons. 
This represents an increase of 317,722 persons (8.1% 
increase in the population).

INPATIENT CENSUS OF APPROVED CENTRES

Table 4.1: Total population 2002 and 2006 and over 18 population Census 2002, for Ireland and for 
HSE administrative areas.

HSE Administrative Areas Total Population 2002* >18 Population 2002* Total Population 2006** 
(% increase from Census 2002)

HSE Dublin North East 828,638 616,030 924,057 (11.5% )

HSE Dublin Mid-Leinster 1,141,943 853,953 1,217,969 (6.7% )

HSE South 1,003,972 741,002 1,080,999 (7.7% ) 

HSE Western 942,650 693,187 1,011,900 (7.3% )

Ireland 3,917,203 2,904,172 4,234,925 (8.1% )

*From Census 2002 (CSO) 
**From Preliminary Report Census 2006 (CSO)



43BOOK 1 – PART 1MENTAL HEALTH COMMISSION – ANNUAL REPORT 2006

Tables 4.2 to 4.5 show the total population from the 
2002 census, the over 18 population from the 2002 
census, the total population figure from the 2006 
Census and the percentage increase in population for 
Ireland and the mental health catchment areas within 
the four Health Service Executive (HSE) administrative 
areas. As stated previously some of the catchment 
areas are estimated as they split Electoral Divisions. As 
the Electoral Division is the basis for the calculation of 
catchment area population figures, it is impossible to 
give the exact population for these catchment areas 

if they are split. Thus the exact population and over 18 
population cannot be given and as a result the addition of 
all the catchment area populations do not total the overall 
population (either nationally or of the HSE Areas).

Table 4.2, the mental health catchment areas for 
Dublin Mid-Leinster, shows three catchment areas 
with population increases of over 10% (Kildare & West 
Wicklow 13.7%, Laois Offaly 12.4% and Longford 
Westmeath 10.5%). The total increase for Dublin Mid-
Leinster is 6.7%.

Table 4.2: HSE Dublin Mid Leinster. Mental health catchment area populations for 2002 and 2006  
(% increase)

Mental Health Catchment Area Total Population 
2002

>18 Population 
2002

Total Population 2006 
(% increase from Census 2002)

Cluain Mhuire Mental Health Catchment 
Area 1 (South County Dublin)*

170,262 129,600 172,075 (1.1% ) 

Mental Health Catchment Area 2 (Dublin 
South East)*

100,973 86,186 105,991 (5.0% )

Mental Health Catchment Area 3 (Dublin 
South)*

133,095 108,827 134,969 (1.4% )

Mental Health Catchment Area 4 & 5 
(Dublin South & South West)

242,610 177,285 253,118 (4.3% )

Mental Health Catchment Area 9 (Kildare 
& West Wicklow)

178,515 127,498 202,933 (13.7% )

Mental Health Catchment Area Area 10 
(East Wicklow)

100,105 72,900 109,472 (9.4% )

Laois/Offaly Mental Health Catchment 
Area

122,437 87,554 137,616 (12.4% )

Longford/Westmeath Mental Health 
Catchment Area

104,999 75,597 116,022 (10.5% )

HSE Dublin Mid-Leinster 1,141,943 853,953 1,217,969 (6.7% ) 

*Electoral divisions are split between the following catchments, Area 2 and Area 3, Area 1 and Area 3, and Area 1 and Area 2 so 
population for these catchments are estimated. Only small numbers however are involved.
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Table 4.3, shows substantial population increases for Louth/Meath (16%) and area 6 Dublin North West (15.9%) with a 
total increase for the HSE Dublin North East of 11.5%.

Table 4.3 HSE Dublin North East. Mental health catchment area populations 2002 and 2006 (% 
increase)

Mental Health Catchment Area Total Population 2002 >18 Population 
2002

Total Population 2006* 
(% increase from Census 2002)

Mental Health Catchment Area 6 
(Dublin North West)

143,029 106,820 165,755 (15.9% )

Mental Health Catchment Area 7 
(Dublin North)*

133,559 107,960 143,333 (7.3% )

Mental Health Catchment Area 8 
(North County Dublin)*

210,346 155,589 225,145 (7.0% )

Louth/Meath Mental Health 
Catchment Area

233,753 167,995 271,257 (16.0% )

Cavan/Monaghan Mental Health 
Catchment Area

107,951 77,666 118,567 (9.8% )

Total HSE Dublin North East 828,638 616,030 924,057 (11.5% ) 

*There have been some changes to the catchment area composition of Areas 7 and 8 in 2006. These changes are shown in the 
2006 population figure but the old catchment area composition is shown in the 2002 figures.

Increases were also seen in the HSE South area, with Wexford mental health catchment area showing an increase of 
12.9% and North Cork an increase of 10%. 

Table 4.4 shows that the total increase for the HSE South area was 7.7%.

Table 4.4 HSE South. Mental health catchment area populations for 2002 and 2006 (% increase)

Mental Health Catchment Area Total Population 
2002

>18 Population 
2002

Total Population 
2006* (% increase 
from Census 2002)

North Lee Mental Health Catchment Area 156,036 115,254 167,536 (7.4% )

South Lee Mental Health Catchment Area 167,479 125,964 179,133 (7.0% )

North Cork Mental Health Catchment Area 73,511 54,453 80,795 (9.9% )

West Cork Mental Health Catchment Area 50,803 37,325 53,445 (5.2% )

Kerry Mental Health Catchment Area 132,527 99,417 139,616 (5.3% )

Wexford Mental Health Catchment Area 116,596 84,357 131,615 (12.9% )

South Tipperary Mental Health Catchment Area 79,121 57,604 83,052 (5.0% )

Waterford Mental Health Catchment Area 116,579 85,793 125,136 (7.3% )

Carlow/Kilkenny Mental Health Catchment Area 111,320 80,835 120,671 (8.4% )

HSE South 1,003,972 741,002 1,080,999 (7.7% ) 
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Smaller increases were generally seen in the catchment areas in the HSE Western area compared to the other three 
areas, although East Galway catchment area showed an increase of 11% and West Galway catchment area showed an 
increase of 10% (Table 4.5). The HSE Western area showed an overall population increase of 7.3%.

Table 4.5 HSE West. Mental Health Catchment Area Populations for 2002 and 2006 (% increase)

Mental Health Catchment Area Total 
Population 
2002

>18 Population 
2002

Total Population 
2006* 
(% increase from 
Census 2002)

East Galway Mental Health Catchment 
Area

98,895 71,303 110,106 (11.3% )

West Galway Mental Health Catchment 
Area

109,949 84,360 120,791 (9.9% )

Mayo Mental Health Catchment Area 117,446 85,770 123,648 (5.3% )
Roscommon Mental Health Catchment 
Area

54,007 39,593 58,838 (8.9% )

Sligo/Leitrim Mental Health Catchment 
Area

93,754 69,331 99,690 (6.3% )

Donegal Mental Health Catchment Area 129,008 91,757 138,176 (7.1% )
Limerick Mental Health Catchment Area 175,304 131,138 183,863 (4.9% )
Clare Mental Health Catchment Area 103,277 75,346 110,800 (7.3% )
North Tipperary Mental Health Catchment 
Area

61,010 44,589 65,988 (8.2% )

HSE Western 942,650 693,187 1,011,900 (7.3% )

Important note on how population rates are 
presented
The Preliminary Census 2006 report is based on 
population summaries and gives the number of persons 
at the level of Electoral Division (ED). The definitive 
population results and small area statistics will be 
published between April and December 2007. The 
Preliminary Report does not give age breakdown at ED 
level so that the 2006 population in specific age groups 
for the mental health catchment areas cannot yet be 
calculated. Also, as these are preliminary figures, there 
may be changes to those populations when the final 
CSO report is published. Thus, in order to provide age 
specific rates for mental health catchment areas, 2002 
Population Census (CSO, 2002) figures must be used. 
However, there have been significant population changes 

in some parts of the country between the 2002 and the 
2006 census, which is why both sets of figures have 
been presented at the beginning of this report.

Finally, an additional change to how population rates for 
inpatient census findings are presented must be made. 
This is due to the change in the definitions of child and 
adult under the Mental Health Act 2001. All rates for 
adult populations will from now on be calculated on the 
population aged 18 years and over (section 2 Mental 
Health Act 2001, “child” means a person under the age 
of 18 years other than a person who is or has been 
married). Thus all rates in this part of the report are for 
the 2002 census population aged 18 years and over.
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2. ANNUAL INPATIENT CENSUS 
2006

The Mental Health Commission’s annual inpatient census 
took place on the 8th November 2006. This is the third 
inpatient census which the Commission has carried out 
(2004, 2005 and 2006). Last year’s census took place 
on the 4th November and 2004’s census took place on 
the 31st December. Previous to this the Mental Health 
Division of the Department of Health and Children carried 
out the census on the 31st December of each year. As 
reported last year, after consultation with mental health 
service staff it was decided to move the date of the 
inpatient census from 31st December to the 1st or 2nd 
week in November of each year. This was particularly 
fortuitous this year as the Mental Health Act 2001 was 
fully commenced on the 1st November 2006.

The primary purpose of the inpatient census is to provide 
the Commission with accurate data regarding the 
availability and use of inpatient beds in approved centres 
at a similar point in time each year. The accumulation of 
this type of data over a number of years also enables 
the examination of trends in the availability and use of 
this important mental health resource. Some changes 
to the data collection form will be discussed before the 
census findings are presented.

(i) Changes to the data collection form
The full commencement of the Mental Health Act 
has necessitated some changes to the census form, 
in particular resident’s legal status. The legal terms 
temporary patient and person of unsound mind (PUM) 
pertained to the Mental Treatment Act 1945. With the 
commencement of the Mental Health Act 2001 on 
1st November 2006, these terms have been replaced 
with the term patient (where patient is an involuntary 
patient) and voluntary patient (section 14 and section 
2 Mental Health Act 2001 respectively). For clarity, the 
term resident is used when referring to all persons in an 
approved centre regardless of legal status (section 62 
Mental Health Act 2001).

Arising from suggestions made from those who collect 
and use this data in the mental health services, the 
Mental Health Commission included a new question 
in 2006 relating to residents who required language 
translation services. The question was designed to 
elicit whether or not services required extra resources 
to cope with language difficulties and also to get an 
indication of different nationalities using the services. 
However on analysing the question it would appear that 
it did not provide a full picture of those from different 
cultural/national backgrounds in approved centres, as 
it did not capture those from different countries who 
have no need of a translation service but where there 
still may be a need for culturally sensitive services. The 
Commission will revisit the wording of this question in 
the future.

The 2006 form and instruction document are in  
Appendix 2.

Residents in approved centres 2006
On the 8th November 2006 there were 3,332 persons 
on the registers of approved centres and 3,897 beds 
in those centres in Ireland. This gives a rate of 114.7 
per 100,000 of the 2002 population aged 18 years and 
over, and represents a decrease of 4.1% (143 residents) 
on the inpatient census of 2005 (3,475 persons on the 
registers of psychiatric hospitals and psychiatric units in 
general hospitals on the night of 4th November 2005). 
Two changes have occurred to the centres which are 
included; Merlin Park Hospital in Galway was included 
this year and as part of the closure of St. Mary’s Hospital, 
Castlebar, only one ward was included in the inpatient 
census. These two changes largely offset each other, so 
the continued decrease in inpatient numbers, although 
small, may be considered a ‘real’ decrease. This decrease 
continues the decline in inpatient figures which is 
evident over the last 43 years (see Figure 1 on pg. 
47). Almost 20,000 people were resident in psychiatric 
hospitals in 1963. The 3,332 residents in 2006 represent 
an 83% decrease in inpatient figures over this time 
(Table 4.6 on pg. 48).
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An interesting comparison is that in 2004 there were 
3,065 persons in community residences in Ireland (24 
hour staffed, day or night only staffed and visiting 
staff only). This represents a rate of 105.5 persons 
per 100,000 of the over 18 population (Mental Health 
Commission, Community Mental Health Services in 
Ireland: Activity and Catchment Area Characteristics 
2004). In 2005 there were 3,174 places in community 
residences in Ireland. These figures have not been fully 

analysed yet but it is interesting that there are slightly 
more residents in mental hospitals and psychiatric 
units in general hospitals on the nights of the censuses 
in 2004 (3,556 persons), 2005 (3,475 persons) and 
2006 (3,332 persons) than persons in community 
residences. One proviso to place over these figures is the 
information systems in Ireland are not yet developed 
enough to capture accurately activity in mental health 
community services.
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Table 4.6: Census of inpatients in psychiatric hospitals and units. Ireland. 1963 to 2006.

Year Number Year Number Year Number Year Number
1963 19,801 1975 14,967 1987 10,621 1999 4,469
1964 18,989 1976 14,473 1988 9,500 2000 4,230
1965 18,641 1977 14,352 1989 7,897 2001 4,321
1966 18,084 1978 13,968 1990 7,334 2002 3,891
1967 17,841 1979 13,838 1991 8,207 2003 3,658
1968 17,218 1980 13,342 1992 6,130 2004 3,556
1969 16,802 1981 13,984 1993 5,806 2005 3,475
1970 16,403 1982 13,428 1994 5,581 2006 3,332
1971 16,661 1983 12,802 1995 5,327
1972 15,856 1984 12,484 1996 5,212
1973 15,471 1985 12,097 1997 4,817
1974 15,156 1986 11,643 1998 4,820

Source: These figures are from a number of sources. 2004 to 2006 are Mental Health Commission inpatient census figures, ’71, ’81, 
’91 and 2001 are from the MSRB/HRB inpatient census (31st March of these years) and the remainder are from the Department of 
Health and Children inpatient census conducted on 31st December each year.

Mental health catchment areas – residents on 
census night
Table 4.7 (overleaf) shows the number of residents in 
approved centres in the 31 mental health catchment 
areas in Ireland. Rates for residents are also shown for 
the population of the catchment area. However, these 
rates do not take into account the residents who may be 
in an approved centre from outside the catchment area. 
Numbers of ‘out-of-area’ residents are also shown in 
Table 4.7 to aid in the interpretation of all the inpatient 
figures presented in this part of the report. 

Some catchment areas had a considerable proportion 
of their residents on census night from outside of their 
catchment area, for example, the North Cork area (53%), 

the Area 6 service in Dublin (41.5%) and the North 
Lee area (21.7%). Both Area 6 and North Lee areas 
have intensive care units which serve several other 
catchments.

The average rate of inpatients per 100,000 of the over 
18 population was 94.1. The rate of inpatients was 
highest overall in the North Cork catchment area and 
the East Galway catchment area. The lowest rate was 
in the West Cork catchment area. However, both the 
North Cork and East Galway areas had a proportion of 
residents from outside of their respective catchment 
areas. An adjustment of the rates to account for this 
bring their rates down to 113.9 (North Cork) and 176.7 
(East Galway).
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Table 4.7: Residents by mental health catchment area 2006. Numbers, rates per 100,000 population 
aged over 18 years and percentage from outside catchment area.

Mental Health Catchment Area Number of 
residents

Rate of residents 
per 100,000 
population over 18 
(census 2002)

Number of 
residents from 
outside the 
catchment area

% of 
residents 
from outside 
catchment 
area

HSE Dublin Mid Leinster 427 58.0 27 6.3%
Area 1 South East Coast Dublin 32 24.7 0 0.0%
Area 2 South East Dublin 43 49.9 3 7.0%
Area 3 South West Inner City Dublin 47 43.2 0 0.0%
Area 4 & 5 South West Dublin 50 28.2 1 2.0%
Area 9 Kildare and West Wicklow 25 19.6 0 0.0%
Area 10 Wicklow 45 61.7 1 2.2%
Laois/Offaly Mental Health Catchment 
Area

62 70.8 0 0.0%

Longford/Westmeath Mental Health 
Catchment Area

123 162.7 22 17.9%

HSE Dublin North East 466 75.6 60 12.9%
Area 6 North West Dublin 123 115.1 51 41.5%
Area 7 North Inner City Dublin 93 86.1 4 4.3%
Area 8 North County Dublin 128 82.3 4 3.1%
Louth/Meath Mental Health Catchment 
Area

75 44.6 0 0.0%

Cavan/Monaghan Mental Health 
Catchment Area

47 60.5 1 2.1%

HSE South 1,085 138.1 101 9.3%
Kerry Mental Health Catchment Area 121 121.7 0 0.0%
North Cork Mental Health Catchment 
Area

133 244.2 71 53.4%

North Lee Mental Health Catchment Area 120 104.1 26 21.7%
South Lee Mental Health Catchment Area 76 60.3 3 3.9%
West Cork Mental Health Catchment Area 9 24.1 0 0.0%
Waterford Mental Health Catchment Area 138 160.9 0 0.0%
Carlow/Kilkenny Mental Health 
Catchment Area

147 181.9 0 0.0%

Tipperary (including S. Tipperary and N. 
Tipperary)

192 187.9 0 0.0%

Wexford Mental Health Catchment Area 149 176.6 1 0.7%
HSE West 580 89.4 29 5.0%
Donegal Mental Health Catchment Area 61 66.5 0 0.0%
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Sligo/Leitrim/West Cavan Mental Health 
Catchment Area

41 59.1 3 7.3%

West Galway Mental Health Catchment 
Area

68 80.6 0 0.0%

East Galway Mental Health Catchment 
Area

149 209.0 23 15.4%

Mayo Mental Health Catchment Area 72 83.9 0 0.0%
Roscommon Mental Health Catchment 
Area

24 60.6 2 8.3%

Limerick Mental Health Catchment Area 120 91.5 0 0.0%
Clare Mental Health Catchment Area 45 59.7 1 2.2%
Other Services    

Independent Service Providers* 510   
National Services** 264   
Total 3,332 217 6.5%

*St. John of God, St. Patrick’s Hospital, St. Edmundsbury Hospital, Bloomfield Hospital, Highfield & Hampstead Hospitals, Kylemore 
Clinic and Stewart’s Hospital 
**Central Mental Hospital and St. Joseph’s Intellectual Disability Service, on the grounds of St. Ita’s Hospital, Portrane

Profile of resident inpatients

Gender and age
There were 1,517 females in approved centres on the 
night of the census and 1,815 males. This represents a 
breakdown of 45.5% and 54.5% respectively. Table 4.8 
also shows a breakdown of residents by age. There were 
nine residents in approved centres aged under the age of 

Table 4.8: Resident inpatients 2006. Gender and age. Numbers and Column percentages.

Age Categories Male (%) Female (%) All residents (%)

0-15 years of age 4 (0.2%) 5 (0.3%) 9 (0.3%)

16-17 years of age 4 (0.2%) 8 (0.5%) 12 (0.4%)

18-64 years of age 1253 (69.0%) 926 (61.0%) 2,179 (65.4%)

65 years of age and older 554 (30.5%) 576 (38.0%) 1,130 (33.9%)

Missing data (date of birth) 0 (0.0%) 2 (0.1%) 2 (0.1%)

Total (row %) 1815 (54.5%) 1517 (45.5%) 3,332 (100.0%)

16 on census night. All nine residents under the age of 16 
were in the adolescent ward of St. John of God, Hospital, 
Stillorgan. In 2005 there were four under 16s in psychiatric 
hospitals and units. There were 12 residents in approved 
centres between the ages of 16 and 17 (compared to 
17 in 2005). The vast majority of residents were aged 
between 18–64 years of age (65.4%), and there were 
33.9% of residents aged over 65.
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Legal status
This is the first inpatient census conducted under the 
new definitions and criteria of the Mental Health Act 
2001. The majority of those in approved centres on 
census night had been admitted on a voluntary basis 
(84.9%). This shows an increase on 2005 when 80.3% 
of residents were voluntary. The number of involuntary 
patients was 338 (10.1% of all residents), and shows 
a decrease from 519 in 2005 (14.9%) of all residents. 
In addition, 82 residents were wards of court on census 
night (2.5%) and 82 were subject to a court order 
(2.5%) all of whom were in the Central Mental Hospital. 

Table 4.9: Resident inpatients 2006. Gender and legal status. Numbers and column percentages.

Legal status categories Male Female All inpatients in each legal 
status category

Voluntary Patient 1,488 (82.0%) 1,342 (88.5%) 2,830 (84.9%)
Patient (Involuntary Patient) 206 (11.3%) 132 (8.7%) 338 (10.1%)
Ward of Court 45 (2.5%) 37 (2.4%) 82 (2.5%)
Court Orders 76 (4.2%) 6 (0.4%) 82 (2.5%)
Total (row %) 1,815 (54.5%) 1,517 (45.5%) 3,332 (100%)

The decrease in the proportion of involuntary patients 
of 4.8% is a large decrease in the context of relatively 
stable numbers in most of the previous censuses. This 
may be due in part to the introduction of the Mental 
Health Act 2001 on 1st November (the census was 
carried out on 8th November). However the rate in 
the recent inpatient census conducted by the Health 
Research Board was considerably higher with 22% of 
residents involuntary at the time of the HRB census (Daly 
and Walsh, 2006).

Table 4.10 (overleaf) presents the number and rate 
of residents in the voluntary and involuntary legal 
categories for each mental health catchment area. 
The national rate of involuntary patients was 11.6 per 
100,000 population aged over 18 years and over.

Of the 30 catchments areas (Tipperary South and 
Tipperary North are combined as Tipperary South 
provides inpatient care for Tipperary North) in table 
4.10, nineteen had a rate of involuntary patients below 
the national rate. Mental health catchment Area 2 in 
Dublin South East and Limerick mental health catchment 
area had the lowest rate at 2.3 per 100,000 population 

aged 18 years and over. The highest rates of involuntary 
patients were in mental health catchment Area 6 in 
Dublin North West (37.4 per 100,000 over 18 population) 
and Waterford mental health catchment area (26.8 
per 100,000 over 18 population). In interpreting these 
figures it should be kept in mind that catchment Area 6 
in Dublin includes a regional intensive care unit which 
is likely to increase the rate of involuntary patients, 
especially as many of the patients in this unit are from 
outside the catchment area. The Waterford mental health 
catchment area reported no residents from outside the 
catchment area (see table 4.7).
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Table 4.10: Voluntary patients and patients (involuntary patients). Numbers and rates per 100,000 
over 18 population.

Catchment Area Voluntary 
Patient

Rate per 100,000 
over 18 population 
of voluntary patients

Patient 
(Involuntary 
Patient)

Rate per 100,000 
over 18 of 
involuntary patients

HSE Dublin Mid Leinster

Cluain Mhuire Mental Health 
Services Area 1 (South Dublin)

20 15.4 12 9.3

Mental Health Catchment Area 2 
(Dublin South East)

41 47.6 2 2.3

Mental Health Catchment Area 3 
(Dublin South)

40 36.8 7 6.4

Mental Health Catchment Area 4 & 5 
(Dublin South West & Dublin West)

45 25.4 5 2.8

Mental Health Catchment Area 9 
(Kildare & West Wicklow)

21 16.5 4 3.1

Mental Health Catchment Area 10 
(Wicklow)

38 52.1 3 4.1

Laois/Offaly Mental Health 
Catchment Area

55 62.8 7 8.0

Longford/Westmeath Mental Health 
Catchment Area

102 134.9 16 21.2

HSE Dublin North East  
Mental Health Catchment Area 6 
(Dublin North West)

79 74.0 40 37.4

Mental Health Catchment Area 7 
(Dublin North)

77 71.3 11 10.2

Mental Health Catchment Area 8 
(North Dublin)

111 71.3 11 7.1

Louth/Meath Mental Health 
Catchment Area

67 39.6 5 3.0

Cavan/Monaghan Mental Health 
Catchment Area

34 43.8 12 15.5

HSE South  
Kerry Mental Health Catchment Area 93 93.5 24 24.1
North Cork Mental Health Catchment 
Area

122 224.0 5 9.2

North Lee Mental Health Catchment 
Area

94 81.6 22 19.1

South Lee Mental Health Catchment 
Area

72 57.2 4 3.2

West Cork Mental Health Catchment 
Area

8 21.4 1 2.7
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Waterford Mental Health Catchment 
Area

115 134.0 23 26.8

Carlow/Kilkenny Mental Health 
Catchment Area

132 163.3 7 8.7

Tipperary (Tipperary South and 
Tipperary North Mental Health 
Catchment Areas)

172 168.3 14 13.7

Wexford Mental Health Catchment 
Area

138 163.6 10 11.9

HSE West
Donegal Mental Health Catchment 
Area

49 53.4 12 13.1

Sligo/Leitrim/West Cavan Mental 
Health Catchment Area

27 38.9 14 20.2

West Galway Mental Health 
Catchment Area

59 69.9 8 9.5

East Galway Mental Health 
Catchment Area

131 183.7 15 21.0

Mayo Mental Health Catchment 
Area

68 79.3 4 4.7

Roscommon Mental Health 
Catchment Area

21 53.0 3 7.6

Limerick Mental Health Catchment 
Area

115 87.7 3 2.3

Clare Mental Health Catchment Area 41 54.4 4 5.3
Total 2,187 75.0 308 10.6
Other Services
Independent Service Providers* 466 30
National Service** 177  
Total 2,830 97.4 338 11.6
Other Legal Status 
Ward of Courts 82
Court Orders 82
Total residents 3,332

*St. John of God, St. Patrick’s Hospital, St. Edmundsbury Hospital, Bloomfield Hospital, Highfield & Hampstead Hospitals, Kylemore 
Clinic and Stewart’s Hospital 
**Central Mental Hospital and St. Joseph’s Intellectual Disability Service, on the grounds of St. Ita’s Hospital, Portrane
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Table 4.11: ICD-10 diagnostic groups

ICD-10 diagnostic groups ICD-10 Code
1. Organic disorders F00-F09
2. Alcoholic disorders F10
3. Other drug disorders F11-F19, F55
4. Schizophrenia, schizotypal and delusional disorders F20-F29
5. Depressive disorders F31.3, F31.4, F31.5, F32, F33, F34.1, F34.8, F34.9
6. Mania F30, F31.0, F31.1, F31.2, F31.6, F31.7, F31.8, F31.9, 

F34.0
7. Neuroses F40-F48
8. Eating disorders F50
9. Personality and behavioural disorders F60-F69
10. Intellectual disability F70-F79
11. Development disorders F80-F89
12. Behavioural and emotional disorders of childhood F90-F98
13. Other diagnosis F38, F39, F51-F54, F59, F99
14. Unrecorded

*ICD-10 codes were summarised into 14 categories for ease of presentation. New diagnostic categories are used this year as per 
HRB coding (Daly and Walsh, 2006) however residents without a diagnosis assigned are separated out from the HRB category Other 
and unspecified.

Diagnosis
Primary diagnosis collected as part of the census was the 
ICD diagnostic code 10th edition (of which the F codes 
relate to mental and behavioural disorders). These were 
summarised, for ease of presentation, into the categories 

shown in Table 4.11. The groupings used this year are 
different from previous years and are based on the re-
organised groupings presented by the Health Research 
Board in Irish Psychiatric Units and Hospitals Census 
2006 (Daly and Walsh 2006).
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As can be seen from Table 4.12, out of the 3,332 
residents on the night of the census, 366 had no 
diagnosis recorded in the returns (or 11.0% of all 
persons in hospitals or units on that night). This is 
because a number of hospitals do not assign a diagnosis 
until discharge. See also Daly and Walsh (2006), Irish 
Psychiatric Units and Hospitals Census 2006 for a further 
comment on this.

As with previous years, the largest single group is for 
the diagnostic group schizophrenia (34.6%) followed by 
depressive disorders (13.5%) and intellectual disability 
11.6%. These proportions are largely unchanged 
on those in 2005. The largest single F code (ICD-10 
diagnosis), in 2006, was F20.0 (paranoid schizophrenia), 
14.0% (or 466 persons). The remaining individual F 
codes ranged from 0% to 4.7%.

Table 4.12: Diagnostic groups for inpatients. Census 2006. Numbers, percentages and rats per 
100,000 population aged over 18 years

Diagnostic Groups Number Percent Rate per 100,000 over 18 population 
Census 2002

1. Organic disorders 253 7.6% 8.7
2. Alcholic disorders 137 4.1% 4.7
3. Other drug disorders 25 0.8% 0.9
4. Schizophrenia, schizotypal and delusional 
disorders

1,154 34.6% 39.7

5. Depressive disorders 449 13.5% 15.5
6. Mania 260 7.8% 9.0
7. Neuroses 72 2.2% 2.5
8. Eating disorders 11 0.3% 0.4
9. Personality and behavioural disorders 80 2.4% 2.8
10. Intellectual disability 385 11.6% 13.3
11. Development disorders 9 0.3% 0.3
12. Behavioural and emotional disorders of 
childhood and adolescence

5 0.2% 0.2

13. Other and unspecified 126 3.8% 4.3
14. Not Recorded 366 11.0% 12.6
Total 3,332 100.0% 114.7
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As part of the census the Mental Health Commission 
also collected data on secondary diagnosis where 
given. There were 252 residents on the night assigned 
a secondary diagnosis (7.6%). A decision was taken to 
look at secondary diagnosis where the primary diagnosis 
was one of intellectual disability. Of the 252 residents 
with a secondary diagnosis, 85 had a primary diagnosis 
of intellectual disability.

Table 4.13 presents the findings for those assigned 
intellectual disability as a primary diagnosis. Of the 385 
persons with a primary diagnosis of intellectual disability 
300 (77.9%) did not have any secondary diagnosis (i.e. 

dual diagnosis) returned in the census (this does not 
mean that they do not have a secondary diagnosis only 
that it was not returned). Of this remaining group with a 
secondary diagnosis, 8.1% had a diagnosis of some form 
of mania or depressive disorder (in the majority of the 
cases it was a diagnosis of F31, bipolar affective disorder 
– 7.8% or 30 of the 31 persons). It is interesting to note 
that in the Health Research Board’s report, National 
Intellectual Disability Database Committee Annual 
Report 2005 (Barron and Mulvany 2005) there were 
396 persons with an intellectual disability in psychiatric 
hospitals in Ireland.

Table 4.13: Residents with intellectual disability as a primary diagnosis (category 9. Intellectual 
disability F70-F79) and a secondary diagnosis 

Diagnostic Category Number % of residents with Intellectual 
disability and a secondary diagnosis

No secondary diagnosis 300 77.9%
1. Organic disorders 2 0.5%
2. Alcoholic disorders 1 0.3%
3. Other drug disorders 0 0.0%
4. Schizophrenia, schizitypal and delusional disorders 26 6.8%
5. & 6. Depressive disorders & Mania 31 8.1%
7. Neuroses 7 1.8%
8. Eating disorders 0 0.0%
9. Personality and behavioural disorders 4 1.0%
10. Intellectual disability 0 0.0%
11. Development disorders 13 3.4%
12. Behavioural and emotional disorders of childhood 1 0.3%
13. Other disorders 0 0.0%
14. Not recorded N/A N/A
Total 385 100.0%
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Table 4.14: Length of stay and age groups. Inpatient census 2006. Numbers and column percentages.

Length of Stay Less than 16 
years of age

16-17 years 
of age

18-64 years 
of age

65 years of 
age and older

Date of birth 
not specified

Total 
(column %)

Less than 3 
months in 
hospital 

9 (100%) 9 (75%) 1,030 
(47.3%)

233 (20.6%) 1 1,282 
(38.5%)

3 – 12 months 0 (0.0%) 2 (16.7%) 251 (11.5%) 112 (9.9%) 1 366 (11.0%)

1 – 5 years 0 (0.0%) 1 (8.3%) 341 (15.6%) 264 (23.4%) 0 606 (18.2%)

More than 5 
years

0 (0.0%) 0 (0.0%) 557 (25.6%) 520 (46.0%) 0 1,077 
(32.3%)

Date of 
admission not 
specified 

0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (0.1%) 0 1 (0.0%)

Total (row %) 9 (0.3%) 12 (0.4%) 2,179 
(65.4%)

1,130 
(33.9%)

2 (0.2%) 3,332 
(100.0%)

Length of stay
Table 4.14 shows the length of stay of residents by 
age groups. The largest portion of residents had been 
in hospital for less than 3 months (38.5%). However, 
almost one third (32.3%) of residents were long stay, 
having been in hospital for more than five years and 
(18.2%) were new long stay (in hospital for more than 
one year and less than five years). These numbers show 
little change on the 2005 numbers in each category.

Table 4.14 also shows that almost half of older residents 
(46%) were long stay, and a further 23% were new long 
stay. In total, 69% of residents over 65 years had been in 
hospital for more than one year. In contrast, almost half 
those aged 18-64 years (47%) had been in hospital for 
less than three months, although over one quarter of this 
age group were long stay residents.
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Table 4.15: Residents and beds by hospital type. Inpatient census 2006. Numbers and rates per 
100,000 population over 18 years.

Hospital type Number of 
residents

Rate of 
residents 
100,000 over 
18 population

Number of beds Rate of beds 
100,000 over 18 
population

Mental Hospital 1,779 (53.4%) 61.3 2103 (54.0%) 72.4
General Hospital, Psychiatric Unit 779 (23.4%) 26.8 924 (23.7%) 31.8
Independent Service Provider 510 (15.3%) 17.6 577 (14.8%) 19.9
Central Mental Hospital 82 (2.5%) 2.8 82 (2.1%) 2.8
St. Joseph’s Intellectual Disability 
Service

182 (5.5%) 6.3 211 (5.4%) 7.3

Total 3,332 (100.0%) 114.7 3897 (100.0%) 134.2

Ward type
Table 4.16 (overleaf) shows the large number of 
residents in long stay wards in 2006 – 1,360 if long 
stay wards and old age wards are combined (40.8% of 
residents). Only slightly more residents were in acute 
units (1,463 or 43.9%) if acute units and old age acute 
units are combined. These proportions are similar to 
those in 2005. 

The majority of residents over 65 years were in long stay 
wards on census night (70.7% in long stay wards and old 
age wards), while most of those aged 18-64 years were 
in acute units (53.5%). 

Hospital type
In 2006, over half the psychiatric beds in Ireland were 
still in mental hospitals and therefore over half the 
residents were in psychiatric hospitals on census night 
(Table 4.15). Government policy since 1984 has been 
that psychiatric beds should be provided in psychiatric 
units in general hospitals and this was reiterated in the 
2006 policy A Vision for Change, however only 24% of 
inpatient beds are in general hospital psychiatric units.

It is interesting that there was a reduction of 
(approximately 6%) inpatients in mental hospitals 
between the censuses of 2001 and 2002, 68.1% down 
to 61.9% but there has not been an equally significant 
reduction in the years since (Daly and Walsh, Health 
Research Board, Activities of Irish Psychiatric Services, 
2002). In 2005 there were 54.9% inpatients in mental 
hospitals and as can be seen from table 4.15 in 2006 
there were 53.4% inpatients in mental hospitals.
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Table 4.16: Ward type and age groups. Inpatient census 2006. Numbers and column percentages.

Ward type 0-15 
years of 
age

16-17 
years of 
age

18-64 years 
of age

65 years of 
age and older

Missing 
data (date 
of birth)

Total (column 
%)

Acute Unit 9 (100%) 10 (83.3%) 1,157 (53.1%) 215 (19.0%) 2 (100.0%) 1,393 (41.8%)
Old Age Acute Unit 0 (0.0%) 0 (0.0%) 8 (0.4%) 62 (5.5%) 0 (0.0%) 70 (2.1%)
Long Stay Ward 0 (0.0%) 0 (0.0%) 495 (22.7%) 504 (44.6%) 0 (0.0%) 999 (30.0%)
Old Age Ward 0 (0.0%) 0 (0.0%) 66 (3.0%) 295 (26.1%) 0 (0.0%) 361 (10.8%)
Rehabilitation Ward 0 (0.0%) 0 (0.0%) 233 (10.7%) 38 (3.4%) 0 (0.0%) 271 (8.1%)
Intensive Care Unit 0 (0.0%) 0 (0.0%) 115 (5.3%) 9 (0.8%) 0 (0.0%) 124 (3.7%)
Central Mental 
Hospital

0 (0.0%) 1 (8.3%) 77 (3.6%) 4 (0.4%) 0 (0.0%) 0 (0.0%)

Ward type not given 0 (0.0%) 1 (8.3%) 28 (1.3%) 3 (0.3%) 0 (0.0%) 32 (1.0%)
Total 9 (100%) 12 

(100.0%)
2,179 

(100.0%)
1,130 

(100.0%)
2 

(100.0%)
3,332 

(100.0%)

Resident and beds by HSE administrative 
area and mental health catchment area

 
Inpatient beds
There were 3,897 psychiatric beds returned on the 
census night. This figure shows a drop of 2% on the 
figure of 2005 (3,975). Wide variation is evident in bed 
provision across the different mental health catchment 
areas with a low of 23.5 beds per 100,000 population 
aged 18 and over in catchment area 9 (Kildare/West 

Wicklow mental health catchment area) and a high of 
317.7 in the North Cork mental health catchment area.

The rate of beds is closely related to the rate of residents 
on census night, with the lowest rate of residents 
in catchment areas with the lowest bed rates. Bed 
occupancy was 85.5% on census night.

Table 4.17 shows the number of beds in each mental 
health catchment area and corresponding numbers and 
rates of residents.
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Table 4.17: Residents and beds by mental health catchment area. Inpatient census 2006. Numbers 
and rates per 100,000 population over 18 year

Catchment Residents Rate of 
residents 
per 100,000 
over 18 
population

Beds Rate of 
beds per 
100,000 
over 18 
population

HSE Dublin Mid Leinster

Cluain Mhuire Mental Health Services Area 1 (South Dublin) 32 24.7 39 30.1
Mental Health Catchment Area 2 (Dublin South East) 43 49.9 44 51.1
Mental Health Catchment Area 3 (Dublin South) 47 43.2 51 46.9
Mental Health Catchment Area 4 & 5 (Dublin South West & 
Dublin West)

50 28.2 74 41.7

Mental Health Catchment Area 9 (Kildare & West Wicklow) 25 19.6 30 23.5

Mental Health Catchment Area 10 (Wicklow) 45 61.7 60 82.3
Laois/Offaly Mental Health Catchment Area 62 70.8 88 100.5
Longford/Westmeath Mental Health Catchment Area 123 162.7 170 224.9
HSE Dublin North East     
Mental Health Catchment Area 6 (Dublin North West) 123 115.1 134 125.4
Mental Health Catchment Area 7 (Dublin North) 93 86.1 102 94.5
Mental Health Catchment Area 8 (North Dublin) 128 82.3 142 91.3
Louth/Meath Mental Health Catchment Area 75 44.6 91 54.2
Cavan/Monaghan Mental Health Catchment Area 47 60.5 70 90.1
HSE South     
Kerry Mental Health Catchment Area 121 121.7 118 118.7
North Cork Mental Health Catchment Area 133 244.2 173 317.7
North Lee Mental Health Catchment Area 120 104.1 124 107.6
South Lee Mental Health Catchment Area 76 60.3 82 65.1
West Cork Mental Health Catchment Area 9 24.1 18 48.2
Waterford Mental Health Catchment Area 138 160.9 176 205.1
Carlow/Kilkenny Mental Health Catchment Area 147 181.9 167 206.6
Tipperary (Tipperary South and Tipperary North Mental 
Health Catchment Areas)

192 187.9 199 194.7

Wexford Mental Health Catchment Area 149 176.6 162 192.0
HSE West     
Donegal Mental Health Catchment Area 61 66.5 96 104.6
Sligo/Leitrim/West Cavan Mental Health Catchment Area 41 59.1 52 75.0
West Galway Mental Health Catchment Area 68 80.6 73 86.5
East Galway Mental Health Catchment Area 149 209.0 195 273.5
Mayo Mental Health Catchment Area 72 83.9 77 89.8
Roscommon Mental Health Catchment Area 24 60.6 30 75.8
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Limerick Mental Health Catchment Area 120 91.5 141 107.5
Clare Mental Health Catchment Area 45 59.7 49 65.0
Other Services     
Independent Service Providers* 510  577  
Central Mental Hospital 82  82  
St. Joseph’s Intellectual Disability Service 182  211  
Total 3,332  3,897  

Comparison with Europe
Table 4.18 shows psychiatric beds per 100,000 total population for selected European Countries. Ireland has a bed rate 
of 92.0 per 100,0000 total population in 2006 (this figure is based on the total population returned in the Preliminary 
Report Census 2006). Ireland is in the mid to high range of psychiatric bed provision in these EU countries, with France, 
the Netherlands, Germany and Belgium having higher rates. This represents a slight change from 2005 when Ireland 
had a rate of 101.5 beds per 100,000 total population (Census 2002).

Table 4.18: Census of psychiatric hospital beds in 
selected EU countries for most recently available 
year.

Country Psychiatric beds per 100,000 total 
population 

Austria 63.3 (2003)
Belgium 149.9 (2005)
Denmark 66.5 (2004)
Finland 86.7 (2005)
France 96.0 (2004)
Germany 150.9 (2005)
Greece 89.5 (2004)
Ireland 92.0 (2006)
Italy 13.4 (2003)
Netherlands 186.5 (2003)
Portugal 66.0 (2004)
Spain 48.6 (2003)
Sweden 48.5 (2005)

Source: http://data.euro.who.int/hfadb. Countries were 
included if they were members of the EU in 2003 and had 
recently available data. The definition of psychiatric hospital 
beds is the EUROSTAT and OECD definition. All beds in 
psychiatric hospitals and psychiatric units in general hospitals 
are included, although there are some slight divergences from 
this in the figures from some countries.
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APPENDIX 1
Discharge from Approved Centres to  

Alternative Care Settings
(Including Nursing Homes)
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MENTAL HEALTH COMMISSION 

Guidance Note 

Reference Number: GN/01/2006

DISCHARGE FROM APPROVED 
CENTRES TO ALTERNATIVE CARE 
SETTINGS (INCLUDING NURSING 
HOMES) GUIDANCE NOTE

POLICY STATEMENT:
The following is guidance from the Mental Health 
Commission on the practice of discharging people 
requiring continuing care from approved centres to 
independently managed nursing homes and publicly 
funded and managed units.

1.  SCOPE OF THE POLICY
This policy applies to all service providers and staff 
working in approved centres in Ireland, and refers 
predominantly to people with intellectual disability 
and/or older adults receiving mental health care and 
treatment for a number of years in these centres. 

2.  INTRODUCTION
The Mental Health Commission is aware that an 
increasing number of people who have been 
receiving care and treatment for a number of years in 
psychiatric hospitals are being discharged to alternative 
care settings. In general, these discharges are to 
independently funded and managed nursing homes. 
A small number are also being moved to publicly 
funded and managed units. The majority of those being 
moved are people with an intellectual disability and/or 
those aged 65+. Such discharges are also more likely 
to involve the simultaneous discharge of a number of 
people in the context of closing/scaling down the older 
psychiatric hospitals or as part of the ongoing policy of 
moving people with an intellectual disability to more 
appropriate settings. 

Due to the importance of this issue, the Mental Health 
Commission is issuing this guidance in advance of the 
code of practice for approved centres on admission, 
transfer and discharge that will be published later this 
year. Service providers and staff in approved centres will 
be expected to adhere to the code of practice in addition 
to the provisions of this policy.

3. PRINCIPLES UNDERPINNING THE 
DISCHARGE OF PEOPLE REQUIRING 
CONTINUING CARE

3.1 The fundamental principle underpinning all 
decisions is the best interests of the person. 
Section 4 of the Mental Health Act 2001 states 
that the best interests of the person shall be the 
principal consideration in making a decision under 
the Act, with due regard for interests of others 
who may be at risk of serious harm. Section 4(3) 
specifically refers to having due regard to the need 
to respect the right of the person to dignity, bodily 
integrity, privacy and autonomy.

3.2 In practice, in considering the discharge of a 
person from an approved centre to an alternative 
care setting providing continuing care, the 
following principles should inform all decisions and 
actions.

 the right of respect for the individual

 the right to privacy and dignity

 the right to safety and protection from abuse 
and harm

 the right to appropriate and quality health and 
social care

 the right to information in a meaningful and 
accessible format

 the right to consultation and involvement in 
the decisions related to the discharge

APPENDIX 1
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 the right to give consent

 the right to an advocate where help in consent 
is needed

3.3 The United Nations Principles for the Protection of 
Persons with a mental illness

 and the improvement of mental health care 
confirms these Rights and Principles.

3.4 In particular, Principle 1.2 states: 

 “All persons with a mental illness, or who are 
being treated as such persons, shall be treated 
with humanity and respect for the inherent dignity 
of the human person”.

3.5 Principle 7.3 states:

 “Every patient shall have the right to treatment 
suited to his or her cultural background”.

3.6 Principle 8 and Principle 9 are particularly 
applicable in this situation:

 Principle 8 – Standards of Care

 “Every patient shall have the right to receive such 
health and social care as is appropriate to his 
or her health needs, and is entitled to care and 
treatment in accordance with the same standards 
as other ill persons”.

 “Every patient shall be protected from harm, 
including unjustified medication,abuse by other 
patients, staff or others or other acts causing 
mental distress or physical discomfort”,

 Principle 9 – Treatment

 “Every patient shall have the right to be treated 
in the least restrictive environment and with the 
least restrictive or intrusive treatment appropriate 
to the patient’s health needs and the need to 
protect the physical safety of others”.

 “The treatment and care of every patient shall 
be based on an individually prescribed plan, 
discussed with the patient, reviewed regularly, 
revised as necessary and provided by qualified 
professional staff”,

 “Mental health care shall always be provided 
in accordance with applicable standards of 
ethics for mental health practitioners, including 
internationally accepted standards such as 
the Principle of Medical Ethics adopted by the 
United Nations General Assembly, Mental health 
knowledge and skills shall never be abused”,

 “The treatment of every patient shall be directed 
towards preserving and enhancing personal 
autonomy”.

4. PLANNING AND DECISION-MAKING

4.1 The discharge of people requiring continuing care 
to alternative care settings such as nursing homes 
should take place within the context of a detailed 
plan and an inclusive decision-making process.

4.2 The plan should be based on an individual 
integrated care and treatment plan, prepared 
by a multi-disciplinary team, and based on a 
comprehensive assessment of need. Time should 
be allowed to consider all aspects of the proposed 
discharge and to consider alternative solutions.

4.3 The involvement of the person, and his or her 
family/carer, next of kin or chosen advocate is 
crucial. Particular attention should be paid to 
involving the person as much as is possible, where 
the person’s ability to give informed consent is 
limited. Advocacy should be provided where help 
in consent is needed. Even in such instances, it 
may be possible to ascertain some of the person’s 
wishes based on his/her current behaviour 
and previously stated wishes, as well as from 
the views of family/carer or next of kin, where 
appropriate. 

4.4 Consideration should be given to supporting 
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existing friendships and contacts when moving 
people to new facilitates. A report on the 
individual’s preferred diet, routines, contacts and 
general life experiences should be prepared for the 
staff in the new facility.

4.5 A written undertaking in relation to meeting 
increased charges if these arise and access to 
mental health services if required should also be 
given.

5. SELECTION OF FACILITY

5.1 In selecting the most appropriate facility to provide 
continuing care, it is imperative that the following 
factors are considered in detail:-

 Recruitment, selection and vetting of staff

 Training programme for staff in the facility

 Review of inspection of the independent 
nursing home for the past three years. For 
publicly funded services a detailed report on 
current services should be obtained

 Choice of General Practitioner

 Written statement in relation to the service 
user’s income and what portion of his/her 
income is available for personal use and how it 
can be accessed within the facility

 Programme of care and social activity in the 
facility

 The availability of skilled and knowledgeable 
care and nursing staff

 The availability of specialised services and 
facilities for those with dementia

 The policy of the facility in relation to restraint 
– physical and medical

 The complaints policy of the facility and the 

system of review of complaints

 Palliative care programme within the facility

 Policy in relation to allegations of abuse (To be 
in line with Trust in Care)

 Involvement of users and families/carers in 
the service

 Responding to cultural and spiritual needs of 
person

 Individual care needs of the person

6. MONITORING AND REVIEW

6.1 A team within the approved centre should be 
designated to formally monitor and review the 
new placements. This shall include:

 A system of regular visitation to the facility

 Regular follow up meetings with the person 
and his/her family/carer or next of kin

 Review of policies within the facility

 Review of complaints received in the facility 
and the response to same

 Contact with external medical services e.g. 
GPs, Consultant in general hospital

 Ensuring all pertinent information is available

6.2 The frequency and extent of the formal review 
are likely to vary depending on the individual’s 
circumstances but it should be at least fortnightly 
for the first two months and then monthly unless 
otherwise indicated.

6.3 A service level agreement should be agreed and 
exchanged between the management of the 
approved centre, the service user and his/her 
family/carer or next of kin, and the management 
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of the new facility. This must be reviewed after 6 
months and annually thereafter.

6.4 An annual report on such discharges should be 
prepared and submitted to the Mental Health 
Commission.
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IN-PATIENT CENSUS OF APPROVED 
CENTRES 8TH NOVEMBER 2006

INSTRUCTIONS FOR COMPLETING 
IN-PATIENT CENSUS FORM AS AT 
MIDNIGHT 8TH NOVEMBER 2006

TABLE OF CONTENTS

PART I

1.1 Introduction 
1.2 Terminology 
1.3 Data Protection Acts, 1988 & 2003 
1.3.1 What information and why is it being  
 collected for 2006 Census 
1.3.2 Security, Confidentiality, Access & Use 
1.4 Submission Date 

PART II

2.1 Glossary of Terms 

PART III

3.1 Completing the Form 
3.2 Data Required 
3.2.1 Columns 1 – 3: Unique Resident’s ID 
3.2.2 Column 4: Sector 
3.2.3 Column 5: Date of Birth 
3.2.4 Column 6: Gender 
3.2.5 Column 7: Admission Date 
3.2.6 Column 8: Current Legal Status 
3.2.7 Column 9: Primary ICD-10 Diagnosis 
3.2.8 Column 10: Secondary ICD-10 Diagnosis 
3.2.9 Column 11: Resident’s Location 
3.2.10 Column 12: Ward Type 
3.2.11 Column 13: Translation Services Required? 

IN-PATIENT CENSUS FORM 2006

INSTRUCTIONS FOR COMPLETING 
IN-PATIENT CENSUS FORM AS AT 
MIDNIGHT 8TH NOVEMBER 2006

PART I

1.1 Introduction
This document provides instruction on completing the 
in-patient census form on the night of 8th November 
2006. We recommend that you read it carefully prior to 
completing the census. Only the data types requested 
are to be supplied. If you have any queries about 
completing this form please email:

David O’Regan 
Health Information Officer 
Mental Health Commission 
david.oregan@mhcirl.ie

1.2 Terminology
The In-patient Facility Census is seeking to capture 
information on residents of approved centres. When 
discussing all persons in approved centres on the 
night of the census the term ‘resident’ will be used 
(in accordance with Part 5, Section 62, Mental Health 
Act, 2001) to indicate a person receiving care and 
treatment in an approved centre on the night of the 
census 8th November 2006. The Mental Health Act, 2001 
specifically provides for resident’s legal status as either 
a patient which is an involuntary patient or a voluntary 
patient and these definitions are used for this census. 
The census also looks for residents who are designated 
as wards of court.

1.3 Data Protection Acts, 1988 & 2003
The Mental Health Commission is registered with the 
Data Protection Commissioner and is aware of its 
responsibilities under the Data Protections Acts, 1988 
and 2003 when collecting individualised patient data. To 
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view the Commission’s registration details and for further 
information on data protection, please see the website 
of the Data Protection Commissioner at  
http://www.dataprotection.ie .

1.3.1 What information and why is it being collected 
for 2006 Census
The Mental Health Commission has a statutory remit 
‘…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 interest of persons 
detained in approved centres under this Act.’ (Section 
33(1) Mental Health Act, 2001) and is authorised 
to ‘…undertake or arrange to have undertaken such 
activities as it deems appropriate to foster and promote 
the standards and practices referred to in subsection (1)’ 
(Section 33(2) Mental Health Act, 2001). The collection 
of in-patient service data fulfils a vital role as part this 
function.

The purpose of this census is to provide a snap shot in 
time of the number of residents in approved centres, 
their legal status, length of stay and diagnosis. Data are 
collected from all mental hospitals and in-patient units 
which from the 1st November 2006 will be approved 
centres registered under the Mental Health Act, 2001. 
The collection of these data in an aggregated form was 
previously undertaken by the Department of Health 
and Children on the 31st December each year. Last year 
the Mental Health Commission carried out the census 
on the 4th November 2005 and reported on it in the 
Commission’s ‘Annual Report of the Mental Health 
Commission 2005’ (2006). It is the Commission’s 
intention to collect and store this data electronically.

The Commission is requesting the Personal Public Service 
Number (PPSN) and date of birth of each resident on 
the approved centre’s register. To facilitate the collection 
of the PPSN the Mental Health Commission has been 
included as a specified body under section 15, Social 
Welfare and Pensions Act, 2005 – personal public 
service number extension of provisions. This allows 
the Commission access to PPSN data (see sections 222 
and 223, Social Welfare (Consolidated) Act, 1993 which 

allows for the sharing of information between specified 
bodies and ministerial departments).

1.3.2 Security, Confidentiality, Access & Use
From the information provided the Commission cannot 
and has no intention of identifying individual residents. All 
residents are guaranteed anonymity. Once the Commission 
receives all the requested data from the service providers, 
resident’s age will be calculated from date of birth and 
date of birth will be deleted from the files.

The information provided will be stored in a secure 
location and the data will only be available to a limited 
number of designated personnel. The Commission will 
provide aggregated reports to all stakeholders.

It is the Commission’s intention to keep this information 
solely for the purpose of reporting on mental health 
services.

1.4 Submission Date
All completed forms to be returned to the Commission by 
Friday 8th December 2006 either by email to  
david.oregan@mhcirl.ie or post to:

David O’Regan 
Health Information Officer 
Mental Health Commission 
St. Martin’s House 
Waterloo Road 
Dublin 4

PART II

2.1 Glossary of Terms
Approved Centre  A ‘centre’ means a hospital or other 
in-patient facility for the care and treatment of persons 
suffering from mental illness or mental disorder. An 
‘approved centre’ is a centre that is registered pursuant 
to the Mental Health Act, 2001. The Mental Health 
Commission establishes and maintains the register of 
approved centres pursuant to the Act.



72 BOOK 1 – PART 1 MENTAL HEALTH COMMISSION – ANNUAL REPORT 2006

Admission Order:  means the order authorising the 
reception, detention and treatment of the person 
concerned and shall remain in force for a period of 
21 days from the date of the making of the order in 
accordance (S.15 Mental Health Act, 2001).

Renewal Order:  means an order made by a consultant 
psychiatrist responsible for the care and treatment of a 
patient extending the period of detention of that patient 
in accordance with the Mental Health Act, 2001 (S.15 
Mental Health Act, 2001).

Resident:  means a person receiving care and treatment 
in a centre (S.62 Mental Health Act, 2001).

Patient:  pursuant to the Mental Health Act, 2001 is a 
person to whom an admission order or renewal order 
relates (an involuntary patient) (S.14 Mental Health Act, 
2001).

Voluntary Patient:  pursuant to the Mental Health Act, 
2001 means a person receiving care and treatment in an 
approved centre who is not the subject of an admission 
order or renewal order (not an involuntary patient) (S.2 
Mental Health Act, 2001).

Ward of Court:  The main purpose of Wardship is to look 
after the welfare and to protect the property of a person 
where this is considered necessary. The Office of Wards 
of Court is responsible for administering this process. 
There are two types of Wardship. One covers adults who 
may require the Court’s protection because of mental 
incapacity. This covers the majority of persons taken into 
Wardship. The second concerns persons under 18 years 
of age who require the Court’s protection for particular 
reasons and who when taken into Wardship are known 
as Minors.

PART III

3.1 Completing the Form
The in-patient census form is to be completed for all 
residents on the approved centre’s register on the night 
of 8th November 2006.

3.2 Data Required

3.2.1 Columns 1 – 3: Unique Resident’s ID
The Unique Resident’s ID number is a unique number 
used by the approved centre to identify each resident 
on their approved centre’s register on the night of 8th 
November 2006.

NOTES TO ENTERING INFORMATION
On the attached form there are three columns provided 
for this number. The Mental Health Commission requires 
only one of these columns to be filled in.

 Personal Public Social Number (PPSN) in column 1, OR

 Chart number in column 2 OR

 A unique consecutive number for each resident in 
column 3 e.g. 001, 002, 003 etc.

3.2.2 Column 4: Sector

NOTES ON ENTERING INFORMATION
Please enter the name of the sector from which the 
resident is from (as determined by the resident’s 
address), if within the mental health catchment area 
which the approved centre serves. If the resident is from 
outside this catchment area, please enter, OC to indicate 
that the resident is from outside the mental health 
catchment area.

3.2.3 Column 5: Date of Birth

NOTES ON ENTERING INFORMATION
Please provide the Commission with the date of birth of 
each resident on the approved centre’s register on the 
night of 8th November 2006. The date of birth should be 
provided in the following format:

 If date of birth is known please enter it in the 
following format: 

 00/00/0000 (Day/Month/Year) e.g. 18/07/2006
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 If date of birth is unknown but year of birth is known 
please enter the year in the following format: 

 0000 e.g. 2006.

 If neither the exact date of birth nor year of birth is 
known, please leave this column blank.

3.2.4 Column 6: Gender

NOTES ON ENTERING INFORMATION
Please enter the resident’s gender as either m or f 
where:

 m = male
 f = female

3.2.5 Column 7: Admission Date
The resident’s admission date is defined as the date on 
which a resident was first admitted to this approved 
centre and has remained in this approved centre from 
that time without being discharged.

If the resident was transferred from another approved 
centre or from a psychiatric in-patient facility from 
outside this state, the admission date is the date on 
which the resident was admitted to this approved 
centre.

NOTES ON ENTERING INFORMATION
Admission date is to be entered in the following format

 00/00/0000 (day/month/year) e.g. 18/07/2006
If the exact admission date is not known, but the 
admission year is, please enter the year in which 
admission took place in the following format:

 0000 e.g. 2006.
If neither the date nor year is known, please leave blank.

3.2.6 Column 8: Current Legal Status
Voluntary Patient (for all voluntary patients enter VOL 
into this column).

The term voluntary patient, pursuant to the Mental 
Health Act, 2001, means a person receiving care 
and treatment in an approved centre who is not the 
subject of an admission order or renewal order (not an 
involuntary patient) (S.2 Mental Health Act, 2001).

Involuntary Patients (for all involuntary patients enter 
INVOL into this column).

An involuntary patient, under the Mental Health Act, 
2001 is described as a patient.

A patient, pursuant to the Mental Health Act, 2001 is a 
person to whom an admission order or renewal order 
relates (an involuntary patient) (S.14 Mental Health Act, 
2001). For a person to be involuntarily admitted under 
the Mental Health Act, 2001 he/she must be suffering 
from a mental disorder.

In the Mental Health Act, 2001 “mental disorder” 
means mental illness, severe dementia, or significant 
intellectual disability where,

a)  because of the illness, disability or dementia there 
is a serious likelihood of the person concerned 
causing immediate and serious harm to himself or 
herself or to other persons, or

b) (i) because of the severity of the illness, disability 
or dementia, the judgement of the person 
concerned is so impaired that failure to admit the 
person to an approved centre would likely lead to 
a serious deterioration in his or her condition or 
would prevent the administration of appropriate 
treatment that could be given only by such 
admission and

 (ii) the reception, detention and treatment of the 
person concerned in an approved centre would be 
likely to benefit or alleviate the condition of that 
person to a material extent.

Under the Mental Health Act, 2001:
 “mental illness” means a state of mind of a person 

which affects the person’s thinking perceiving, 
emotion or judgement and which seriously impairs 
the mental function of the person to the extent 
that he or she requires care or medical treatment 
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in his or her own interest or in the interest of other 
persons;

 “severe dementia” means a deterioration of the 
brain of a person which significantly impairs the 
intellectual function of the person thereby affecting 
thought, comprehension and memory and 
which includes severe psychiatric or behavioural 
symptoms such as physical aggression;

 “significant intellectual disability” means a state 
of arrested or incomplete development of mind of 
a person which includes significant impairment of 
intelligence and social functioning and abnormally 
aggressive or seriously irresponsible conduct on 
the part of the person.

WARD OF COURT
The main purpose of Wardship is to look after the 
welfare and to protect the property of a person where 
this is considered necessary. The Office of Wards of 
Court is responsible for administering this process. There 
are two types of Wardship. One covers adults who 
may require the Court’s protection because of mental 
incapacity. This covers the majority of persons taken into 
Wardship. The second concerns persons under 18 years 
of age who require the Court’s protection for particular 
reasons and who when taken into Wardship are known 
as Minors.

TRANSITIONAL ARRANGEMENTS (S.72 MENTAL 
HEALTH ACT, 2001)
A person admitted previously under the Mental 
Treatment Act, 1945 as involuntary patients (temporary 
or PUM) for the purposes of this census will be 
involuntary patients (patients) from the 1st November 
2006 onwards. See S.72 Mental Health Act, 2001 for 
transitional arrangements for these persons. 
 
NOTES ON ENTERING INFORMATION 
Please enter each resident’s current legal status on the 
night of 8th November 2006. Legal status should be 
entered in the following format:

 Enter VOL for a voluntary patient

 Enter INVOL for a patient (an involuntary patient)

 Enter WOC for a ward of court

 Enter VOL/WOC for a voluntary patient who is also a 
ward of court

 Enter INVOL/WOC for a patient (involuntary patient) 
who is also a ward of court

3.2.7 Column 9: Primary ICD-10 Diagnosis

NOTES ON ENTERING INFORMATION
Please enter the primary ICD-10 code as recorded in the 
resident’s chart in the following ICD-10 format:

 Fx.xx
 
If diagnosis is not recorded please enter:

 NR for not recorded

3.2.8 Column 10: Secondary ICD-10 Diagnosis

NOTES ON ENTERING INFORMATION
If there is a secondary ICD-10 diagnosis please enter as 
previously i.e. Fx.xx. If there is no secondary diagnosis 
recorded please leave blank.

3.2.9 Column 11: Resident’s Location on 8th 
November 2006

The resident’s current location is included to indicate 
whether a resident, on the approved centre’s register is 
currently in the approved centre or on leave. 
 
NOTES ON ENTERING INFORMATION

 Please enter RES (resident in the approved centre) if 
the resident is in the approved centre on the night of 
the census, 8th November 2006.

 Please enter OL (on leave from the approved centre) 
if the resident is on the approved centre’s register 
but absent with leave on the night of the census, 8th. 
November 2006 (pursuant to S.26 Mental Act, 2001).
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 Please enter AWOL (absent without leave from the 
approved centre) if a resident is on the approved 
centre’s register but absent without leave on the night 
of the census, 8th November 2006 (pursuant to S.27 
Mental Health Act, 2001).

3.2.10 Column 12: Ward Type
The Mental Health Commission is seeking the type 
of ward on which a resident, who is in the approved 
centre, is resident on the night of the census, 8th. 
November 2006.

Acute psychiatric unit (AU) is a psychiatric unit 
generally located in an acute general hospital (excludes 
acute beds designated for the elderly under the clinical 
direction of an old age consultant psychiatrist).

Acute old age psychiatry units/beds (AUOA) 
are acute beds/units under the clinical direction of a 
consultant led specialist team for old age psychiatry. 
These beds do not have to be in a separate unit/ward to 
the acute unit but have to be under the clinical direction 
of a specialist in old age psychiatry.

Long-stay ward (LS) is the term used to indicate wards 
which are used for long-stay residents i.e. a resident 
who has been continuously hospitalised for over one 
year.

Rehabilitation wards/units (RW) are identified as 
rehabilitation wards/units only if under the clinical 
direction of a consultant led specialist rehabilitation team 
(otherwise designate as long-stay wards).

Old age wards/units (OAW) are identified as old age 
wards or units only if under the clinical direction of a 
consultant led specialist team for old age mental health 
and provide continuing care for the elderly (otherwise 
designate as long-stay wards).

Intensive care unit/High observation unit (ICU) is 
a specialised in-patient unit within the mental health 
services providing observation and treatment of patients 
for whom management on an acute ward is not 
possible. 
 

NOTES ON ENTERING INFORMATION 
Please enter one of the following in the column 
provided:

 AU for Acute Unit (excluding acute beds designated for 
the elderly)

 AUOA for Acute Unit Old Age Psychiatry Beds

 LS for Long-Stay Ward

 OAW for Old Age Ward (providing continuing care for 
the elderly)

 RW for Rehabilitation Ward/Unit

 ICU for Intensive Care Unit/High Observation Unit

 NR for Not Resident on the night of the census

3.2.11 Column 13: Translation Services Required
The Mental Health Commission is seeking information 
as to whether or not translation services are required for 
residents of approved centres on the night of the census, 
8th November 2006.

NOTES ON ENTERING INFORMATION 

 Please enter Yes, if translation services are required 
otherwise leave blank.

 If the answer to this question is yes and if the 
language for which the translation services are 
required is known please provide the Commission with 
the name of that language in this column.
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These reports were prepared on the basis of information and documentation obtained from mental health service 
providers and users during the inspection process 2006. The draft individual reports were sent to the Health Service 
Executive, independent service providers and peer advocacy groups. Where appropriate, the comments received 
back were incorporated in the final versions of the reports.
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CHAPTER 5

National Review of the Mental Health Services
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Inspections of the Mental Health Services in 2006 
took place against the background of the new mental 
health policy document A Vision for Change and the full 
commencement of the Mental Health Act, 2001, on 1 
November 2006.

A Vision for Change has been accepted as national 
mental health policy, with the expectation that the 
Government and HSE will work to implement its 
provisions. This policy contains, among other important 
aspects, the establishment of multidisciplinary teams, 
community mental health care, care planning and the 
active involvement of service users in their own care. 
It also recommends adequate child and adolescent 
services, mental health services for people with 
intellectual disability, forensic services and later life 
mental health services.

The Mental Health Act, 2001, has transformed the 
delivery of mental health care to detained patients, in 
that every detained patient now has an automatic right 
to a tribunal that will inquire into the legality of his or 
her detention. It has also introduced Rules of Treatment 
for ECT, Seclusion and Mechanical Means of Bodily 
Restraint, and various Codes of Practice. Regulations for 
Approved Centres are now in place. These provisions 
will form part of the basis of the 2007 Inspections. The 
quality and standards framework will be launched in 
March 2007.

Over the past three years, the Inspectorate has 
gathered a large amount of information about 
different components of Irish mental health services. 
This information provides a baseline against which 
improvements in mental health services may be 
measured. It forms a basis for future inspections, 
for recognition of good practice, for encouragement 
to services who are making efforts to improve their 
delivery of mental health services, and for identification 
of services or components of services that require 
change and recommendations for such changes. As well 
as inspections of individual units and multidisciplinary 
teams, the Inspectorate has met with advocacy groups, 
and also with senior management teams and local 
health managers to ascertain the quality of management 
of mental health services. 

The inspection process during 2006 had five main 
themes in its examination of the general adult 
services: service user involvement, multidisciplinary 
care planning, availability of therapeutic activities, the 
environment in which service users were treated, and 
multidisciplinary resourcing and functioning. These 
themes, coupled with an effective management 
system are considered by the Inspectorate to be the 
foundation of delivering an effective mental health 
service. These themes had also been identified as 
requiring attention in the 2005 Inspector’s Report in 
many catchments, and were the subject of the majority 
of recommendations in that report. The Inspectorate also 
met with child and adolescent teams, mental health 
teams within intellectual disability services, forensic 
teams, rehabilitation teams, liaison mental health teams 
and psychiatry of later life teams. Details of all unit 
inspections, inspections of specialist and community 
mental health teams, service user reports and an 
overview of each catchment are contained in the body 
of the report and in CD format. Information was sought 
on staffing and team functioning in each sector in each 
catchment area. Where this information was provided by 
catchments, it is included in the report.

MANAGEMENT AND GOVERNANCE
Public health services are now administered by over 
30 local health managers located within HSE West, HSE 
South, HSE Dublin Mid-Leinster and HSE Dublin North 
East. This is in contrast to the previous administration of 
10 health boards, with one CEO for each health board. 
Each catchment now has a local health manager (LHM) 
who is responsible for all health services, including 
mental health. Each region has lead LHMs with strategic 
responsibility for adult mental health, disability services 
and child and adolescent mental health services. At 
LHM level, therefore, mental health occupies only a 
small fraction of all health services and must compete 
for attention and resources along with all other health 
services. Without strong senior management and 
leadership at catchment level the needs of the mental 
health services are not represented. Each LHM area 
seemed to operate in isolation from its neighbours, even 
where resources should be shared in order to provide 
equality of access.

NATIONAL REVIEW OF THE MENTAL HEALTH SERVICES
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Mental health services are managed at catchment level 
by senior management teams (SMTs) which consists in 
most cases of the clinical director, director of nursing and 
hospital manager. There were a few exceptions where 
the senior management teams were multidisciplinary, 
one  example being in the Mayo mental health 
services. Most senior management teams have no 
representations from disciplines such as occupational 
therapy, social work and psychology. While the vast 
majority of services have signed up to multidisciplinary 
team working at service delivery this is not reflected 
at management level. The Inspectorate was unable to 
obtain any logical reason as to why this was the case, 
but the apparent resistance to widening the senior 
management base is surprising. In view of this, the time 
when service users will be represented at management 
level seems very distant.

Communication and being part of the decision-making 
process were two areas where there was evidence 
of failure of management. The majority of senior 
management teams did not feel that they were part of 
the decision-making process. There was little evidence of 
effective catchment management teams. Time after time 
the Inspectorate was informed by senior management 
teams of the lack of communication from local health 
managers. SMTs are rarely integral participants in the 
planning of mental health services. Many are informed 
of decisions about their service rather than being part 
of the decision-making process. Indeed, some senior 
management teams heard of decisions that were made 
for their services for the first time from the Inspectorate. 
In other cases, the information provided by SMTs to 
the Inspectorate about plans for a service would differ 
significantly from that provided by the LHM. Staff 
motivation was low in many areas and there was a level 
of frustration and disempowerment that was disturbing.

The difficulties that the Inspectorate had in obtaining 
information about plans for catchment services mirrored 
the difficulties that senior management teams had in 
obtaining information about plans for their own services. 
Decisions regarding funding, allocation of resources 
and staffing were made, at times, without reference 
to needs identified by senior management teams. 
Very few services had any five-year plan, most were 

operating from a yearly business plan from which they 
had little expectation of any results. In some areas, the 
Inspectorate had difficulties in obtaining information on 
sector size and staffing of community mental health 
teams, with information still incomplete at the time 
of the report. There was no evidence of a devolved 
budget to the services with each team responsible for 
the service that they provide. Many community mental 
health teams and sub-speciality teams were unaware of 
the cost of delivering their service.

In some areas, there was competition for resources 
between different services to the extent where progress 
in such pivotal moves as closing a hospital with poor 
conditions, choosing the location of a new unit, and 
delivering accessible services were delayed or absent. 
This was despite the fact that each of these catchments 
were managed by a single LHM.

In the majority of catchment areas, the Inspectorate was 
left with no clear idea as to the future of the service over 
the next five years. Therefore it appears that resources 
will continue to be allocated on an ad hoc basis, with 
little contribution from the services themselves as to 
where resources are most needed. 

It was quite evident that some senior management 
teams were not functioning and were not motivated in 
being part of the planning process. The Inspectorate was 
surprised at the lethargy demonstrated by some senior 
management teams which had not sought to have 
input into decision making. This could be looked on as 
a measure of the frustration that senior management 
teams feel about the future of the service and their role 
within it. However, as managers it is the function of 
senior management teams to engage with local health 
managers, to prioritise the needs of their service and 
to demand that they are part of any decisions that are 
made regarding their own services. To do this, service 
components must be audited, service user needs 
assessed and the strengths and weaknesses of the 
service identified. The input of all heads of discipline 
within the mental health services can only strengthen 
the role of the senior management teams.
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The Inspectorate welcomes the development of 
increased linkages between primary care and mental 
health services, which will facilitate the integration 
of care for service users. The majority of people with 
mental health problems can be treated at primary 
care level. Nonetheless, there are a significant number 
of people with mental illness who require specialist 
mental health care. This specialist mental health care 
is delivered in the community or in hospital. In order to 
provide this specialist care the mental health services 
must be resourced with staff, facilities and technology. 
It was apparent to the Inspectorate that there appeared 
to be a lack of awareness of this specialist component. 
Lack of realisation of this specialist component results 
in lack of ability to effectively treat serious mental 
illness. Specialist services that provide treatment for 
patients with any severe illness need resources that are 
costly, and mental health specialist care is no different. 
Comparison may be made with patients with respiratory 
problems, the vast majority of whom are treated in 
primary care settings. However a significant number 
need, and receive, specialist care under the respiratory 
medicine speciality including expertise, appropriate 
facilities and latest technology. Patients who require 
specialist mental health care are entitled to basic 
evidence-based care with full multidisciplinary teams, 
appropriate in-patient and community facilities, facilities 
that are hygienic and well maintained, that promote 
respect for personal privacy and dignity, and provide an 
individual care plan. Sadly in many places these basic 
requirements are not provided. 

MULTIDISCIPLINARY TEAMS
Multidisciplinary teams delivering mental health care are 
not a new concept. The constituents of multidisciplinary 
teams (MDTs) and their functioning were clearly laid 
out in 1984 in Planning for the Future. According to 
best practice, MDTs are the best way to deliver mental 
health services, whether it be adult mental health 
services, child and adolescent mental health services or 
a sub-speciality such as psychiatry of later life. Twenty 
three years after Planning for the Future there are 
still community teams attempting to deliver a service 
without adequately staffed teams. The absences and 
the deficiencies in multidisciplinary teams can clearly be 

seen in the catchment overviews in this report and the 
Inspectorate was struck by the unevenness of resource 
allocation. There appeared to be no allowance made for 
geographical spread, population demographics, levels 
of deprivation or transience of populations. Allocation 
appears to be ad hoc, based on historical factors and 
with little logic or overall planning of services. In Dublin 
North Central for example, there are teams with only 
psychiatrists and nursing staff while in the Laois/Offaly 
50 miles away there is almost complete staffing of MDTs. 
It raises the question of how resources are allocated, 
on what basis, and what must services do in order 
to be adequately resourced. The frustration of senior 
management teams is understandable in this context. 

In the majority of catchment areas there are serious 
deficiencies in community mental health teams. 
Consultant psychiatrists in rehabilitation are being 
appointed without teams or with one or two staff. 
In child and adolescent mental health services, basic 
staffing is not available. There are no teams in mental 
health services for people with intellectual disability, 
only consultant psychiatrists. If we accept that best 
practice is to deliver mental health services through 
multidisciplinary teams then we have failed over the 
past 20 years to provide an adequate mental health 
service for service users.

Despite the inadequacy of staffing there were pockets 
of excellent functioning of community mental health 
teams. Teams in East Galway have an excellent system 
of team functioning. In other areas such as Wexford and 
Dublin South and South West larger sectors have been 
formed and resources shared.

In some areas, despite the presence of multidisciplinary 
team members, there is poor team functioning. 
Individual team members accept referrals, assess and 
treat service users independently of the team and do 
not attend team meetings or case discussions. This is not 
multidisciplinary team working and, as it flies in the face 
of national mental health policy, should not be tolerated 
by the HSE.

Development of nurse specialists in areas of cognitive 
behavioural therapy, family therapy and addiction 
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counselling is welcome. The positive effect of such 
training is seen in many services and allows access for 
service users to psychological therapies. Despite the 
absence of any occupational therapy or psychology 
service, St. Joseph’s Intellectual Disability Service 
in Portrane has developed a behavioural therapy 
department staffed by nurses who provide an excellent 
service. 

Multidisciplinary teams must also be responsible for 
the service they operate by carrying out service user 
satisfaction consultations, continuous audits, addressing 
training needs and carrying out research. While for 
many teams this is difficult to do due to lack of staffing, 
it is through these practices that true deficiencies are 
identified to inform service planning.

In this report in Chapter 6 the Inspectorate has outlined 
the staffing in each sector team in each catchment 
area, based on information provided by the local 
heath manager and senior management teams as of 
December 31st 2006.

CARE PLANNING
Multidisciplinary care planning is linked to functioning 
and resourcing of multidisciplinary teams. At its most 
basic level, a multidisciplinary care plan should be goal 
based, regularly reviewed and coordinated by a key 
worker. It should allow access by service users to a 
variety of assessments, treatment and programmes that 
are recognised as being evidence-based and delivered 
by appropriate staff. The care plan is therefore delivered 
by the multidisciplinary team and is done in conjunction 
with the service user. Multidisciplinary care planning 
is almost absent in Irish mental health services, with a 
small number of exceptions. Nursing care plans have 
been in place for a number of years. While the standard 
of nursing care plans was good in some areas, some 
were meaningless as care plans and constituted a daily 
or weekly progress report with infrequent reviews 
and no input from other disciplines. In some cases, 
staff had given up using any system of care planning 
and were providing only general nursing care. It was 
encouraging to find that in some services, such as Dublin 
South East working groups had been set up to research 

and introduce multidisciplinary care plans that will be 
appropriate to different care groups. 

THERAPEUTIC ACTIVITIES
In numerous inspectors’ reports the lack of therapeutic 
activities for patients has been highlighted. This is 
especially true for patients within long-stay wards but 
also in a surprising number of acute units. In many long-
stay wards patients were observed by the inspectors to 
be wandering around aimlessly or sitting motionless, and 
this is the pattern for these patients every day of the 
year, punctuated by the odd outing or Christmas party. 

There are a number of units that provide recreational 
therapy, art therapy and leisure activities. Therapeutic 
activities must be linked to patients’ care plans and must 
cater for individual assessed need, but there are very 
few units where this happens. Assessment should be 
undertaken by an occupational therapist and yet some 
teams have no occupational therapist. In Louth/Meath 
there is no occupational therapist in the entire catchment 
area, making delivery of a therapeutic programme very 
difficult. 

LONG-STAY PATIENTS
While numbers of long-stay patients continue to drop, the 
number of patients remaining in long-stay wards are still 
of concern. There are six psychiatric hospitals in HSE South 
that account for over 580 long-stay patients: St. Stephen’s 
Hospital in Cork, St. Finan’s Hospital in Killarney, St. 
Otteran’s Hospital in Waterford, St. Senan’s in Enniscorthy, 
St. Luke’s Hospital in Clonmel and St. Dympna’s Hospital in 
Carlow, as well as Owennacurra and St. Finbarr’s Hospital. 
There are also over 150 patients in St. Bridget’s Hospital 
in Ballinasloe and 90 in St. Loman’s Hospital in Mullingar. 
In some hospitals admissions are still occurring to long 
stay wards. Once again the Inspectorate is highlighting 
the difficulties faced by patients who are long stay in 
hospital wards. These patients have no homes, have 
been dislocated from their families and communities, 
have no employment and no income, live in institutional 
environments that are drab, bare and in a small number 
of cases, dirty. They have no way of developing their 
interests or leisure pursuits, of using community facilities 
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and they are sometimes locked into the wards. They 
live with large groups of people that they have not 
chosen to live with, they are told when to eat, when to 
sleep and when to get up. In short they are powerless 
to effect any change in their lives and are completely 
dependent on the hospital in which they live. At the very 
minimum, patients who must be taken care of by mental 
health services should have their needs assessed, be 
provided with a treatment and therapy programme that is 
appropriate to their illness and in which they have active 
participation. They should live in accommodation that 
provides dignity and privacy, that is clean, pleasant and 
of acceptable decor. They should be allowed freedoms to 
make choices about daily living and have access to leisure, 
recreational and community facilities.

There have been a number of rehabilitation teams 
appointed in the last 12 months. In most cases a full 
multidisciplinary team has not been appointed and the 
existing teams remain under-resourced. The rehabilitation 
focus is on two fronts: provision of a service to those 
who are in long-stay wards and 24-hour-supervised 
residences and provision of a community rehabilitation 
service to those who have enduring mental illness and 
are in the community. It is obvious that an appointment 
of a consultant psychiatrist in rehabilitation with no 
team or, worse, a consultant with a special interest in 
rehabilitation who spends a proportion of his or her time 
in a demanding acute mental health service is not going 
to deliver an effective rehabilitation service. The practice 
of appointing special interest consultant psychiatrist posts 
and the practise of appointing consultant psychiatrists to 
any sub-speciality without a multidisciplinary team should 
cease. 

SERVICE USER INVOLVEMENT
The Inspectorate met with the Irish Advocacy Network 
during the inspections. The Irish Advocacy Network now 
offers peer advocacy to all in-patient facilities, apart from 
the North West where S.T.E.E.R. provide peer advocacy.

The concern of service users in 2006 did not differ much 
from those raised in 2005. The lack of information about 
diagnosis and treatment is still a problem. This is despite 
the fact that most services have information sheets and 

pamphlets, some very well laid out. Having written 
information about services, illnesses and treatment is not 
sufficient. Each service user must be involved in their own 
care plan and in order to do this must have individualised 
information about his or her illness and treatment options.

The lack of talking therapies is again highlighted by 
service users. Many service users do not have the 
opportunity to avail of psychotherapy or counselling. If 
such a service is available, there are long waiting lists. 
Lack of meaningful activities and knowledge of care plans 
were also identified as areas of concern. Full details of 
meetings with the Irish Advocacy Network are contained 
in the subsequent report.

It came to the attention of the Inspectorate in 2006 that 
in a small number of admission units attached to General 
Hospitals, clinical files were incorporated into the general 
hospital files. This means that both general staff and 
mental health staff have access to service users’ mental 
health information. No policy was in place to ensure that 
service users were made aware that their file was stored 
with general files and accessible to general hospital staff. 
Mental health files may contain details of patients’ past 
history, family history, sexual history, social history and 
other sensitive information that is not routinely collected 
by general medical clinicians. It is not satisfactory that 
this type of information is available to anyone other than 
the service user’s treating mental health team without 
the express permission of the service user. In the opinion 
of the Inspectorate this practice breaches service users’ 
expectation of confidentiality and mental health files must 
not be made available to any non-mental health staff 
other than with the expressed permission of the service 
user.

INTELLECTUAL DISABILITY SERVICE
The only mental health services for people with 
intellectual disabilities are delivered by consultant 
psychiatrists. There are no multidisciplinary teams, no 
social workers, no occupational therapists, no speech and 
language therapists, only a handful of community mental 
health nurses, and no psychologists. In Louth, Meath, 
Cavan and Monaghan there is not even a consultant 
psychiatrist. There are only three or four psychiatrists 
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specialising in mental health in children with intellectual 
disability. There are two in-patient facilities, one unit in 
Stewart’s Hospital and St. Joseph’s Intellectual Disability 
Service in North Dublin; both services are detailed in full 
elsewhere in this report. There is an almost complete 
absence of in-patient facilities available for people with 
intellectual disability with a mental disorder who require 
in-patient treatment. It can only be concluded that these 
patients are receiving treatment in units that are not 
approved and that they are not protected by the Mental 
Health Act, 2001.

Once again the Inspectorate recommends multidisciplinary 
mental health teams and the provision of appropriate in-
patient units. However report after report has highlighted 
this serious deficit and the Inspectorate can only conclude 
that there is no will to provide an adequate mental health 
service to this group of people.

CHILD AND ADOLESCENT MENTAL HEALTH 
SERVICES
The deficiencies of resourcing within the child and 
adolescent services remain. There are still only two in-
patient units within the HSE for children. Teams remain 
inadequately staffed. Waiting lists continue to be long, 
sometimes over a year and there are few day services. 
There is a high level of frustration at lack of development 
of service. 

Waiting lists are lengthened by the fact that in order to 
obtain a special needs assistant for a child in schools he 
or she is being assessed by a consultant psychiatrist even 
if the child is not a user of mental health services. In 
most cases an educational psychologist can provide such 
an assessment. Insisting on a psychiatric report in the 
absence of adequate resources in educational psychology 
is putting pressure on an overloaded service and possibly 
bringing a child unnecessarily into the mental health 
service.

ADDICTION SERVICES
Addiction services for both drugs and alcohol are provided 
by way a variety of models throughout the country and 
may even differ within catchment areas. Most people 

with addiction problems do not require or want treatment 
within the mental health services and these may be 
treated and supported entirely within the community. 
However there are a significant number of people with 
complicated addiction problems or have both addiction 
and mental health problems. It is of importance that there 
is a coordinated approach so that both mental health 
needs and addiction needs are met as part of a single 
care plan.

FORENSIC SERVICES
The lack of a comprehensive national forensic service 
continues. In the past year two consultant psychiatrists 
with special interest in forensic mental health have been 
appointed, one in Cork and one in Limerick. The post in 
Limerick also has a fifty per cent commitment to a sector 
adult CMHT while the post in Cork is dedicated to forensic 
mental health. Only partial teams have been appointed to 
both services. 

In-patient treatment is provided at the Central Mental 
Hospital in Dundrum, which also provides in-reach 
services to the prisons, outreach services, day facilities 
in Usher’s Island, court services and consultation services 
to areas outside Dublin. This service is described in detail 
elsewhere in the report. 

The requirement for a comprehensive forensic service is 
not served by special interest posts. The service requires 
dedicated teams fully focused on setting up a service.

Building a new forensic in-patient unit to replace the 
existing Central Mental Hospital in Dundrum has not 
commenced. The location proposed remains the site 
beside the proposed new prison at Thornton Hall. As 
stated in previous reports, this is not a suitable location 
and the Inspectorate continues to recommend finding a 
more appropriate alternative site.

CONCLUSION
Over the past three years, the Inspectorate has noted 
a change in thinking about how mental health services 
should be delivered. There is now recognition that service 
user involvement is key to delivering any mental health 



BOOK 1 – PART 2 REPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 200686

service and there have been initiatives in many parts of 
the country to enable this to happen, aided by the Irish 
Advocacy Network, S.T.E.E.R. and other voluntary bodies. 
The concept of multidisciplinary team working is accepted 
in most services, albeit more slowly for long-stay patients, 
and there are some moves towards multidisciplinary 
care planning. The Inspectorate expects that each in-
patient will have a multidisciplinary care plan by the end 
of 2007. There are plans to close most of the remaining 
old psychiatric hospitals, some plans more advanced 
than others. There are still large numbers of patients in 
long-stay wards living in unacceptable conditions, without 
recreational or therapeutic activities or care plans. The 
Inspectorate remains deeply concerned about these 
vulnerable people and will continue to monitor the care 
and treatment of these patients throughout 2007.

The lack of coherent overall plans for services over 
the next five years is worrying. The ad hoc nature of 
mental health provision has been noted in the past and 
there is no sign currently that this situation will change. 
There is genuine frustration and disillusionment from 
those delivering the service at their lack of information 
and participation in planning. It is of vital importance 
that senior management teams provide up-to-date 
meaningful information to assist planning, that there is 
regular and open communication between the LHMs and 
senior management teams, and that all stakeholders 
are involved in service planning. Larger multidisciplinary 
catchment management teams must be set up to enable 
this to happen.

The Inspectorate is most concerned about the lack 
of community resources and the poor staffing of 
multidisciplinary teams. Community mental health does 
not work without these resources. In-patient units will 
continue to be the first-line treatment locations, long-stay 
wards will not close and there will be little or no access 
to alternatives to medication if community mental health 
and other multidisciplinary teams are not resourced. It is 
not good enough to condemn these practices and not give 
those who are delivering the service the wherewithal to 
provide alternatives and it is not fair to service users to 
promote community treatment, counselling, home-based 
treatment and rehabilitation and then not provide these 
services. 

The Inspector would like to acknowledge the commitment 
and dedication   of the Inspectorate team and Inspectorate 
Administrative Staff during 2006.

 

Dr. Susan Finnerty 
Acting Inspector of Mental Health Services
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CHAPTER 6

Overview of National Mental Health Services



BOOK 1 – PART 2 REPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 200688



BOOK 1 – PART 2REPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006 89

CONTENTS CHAPTER 6

HSE DUBLIN MID LEINSTER 90
Longford/Westmeath Catchment 90
Laois/Offaly Catchment 93
Specialist Services: Longford/Westmeath  
and Laois/Offaly 97
Laois/Offaly, Longford/Westmeath  
Mental Health Services In Intellectual Disability  97
East Wicklow Catchment 98
South County Dublin Catchment 100
Dublin South East Catchment 102
Specialist Services: Easy Wicklow,  
South County Dublin, Dublin South East 105
Dublin South City Catchment  105
Kildare and West Wicklow Catchment 108
Dublin West And South West Catchment 111
Specialist Services: Dublin South City, Kildare and  
West Wicklow, Dublin South and South West 115
Forensic Mental Health Service 116

HSE SOUTH 122
North Cork Catchment 122
South Lee Catchment 125
North Lee Catchment 129
West Cork Catchment 133
Kerry Catchment 134
Specialist Mental Health Services: Cork and Kerry 137
Carlow/Kilkenny Catchment 140
Wexford Catchment 144
Waterford Catchment 148
South Tipperary Catchment 151
Specialist Mental Health Services 153

HSE WEST 156
East Galway Catchment 156
West Galway Catchment 160
Roscommon Catchment 163
Mayo 166
Specialist Mental Health Services: East Galway,  
West Galway, Roscommon, Mayo 169
Child and Adolescent Mental Health Services 169
Intellectual Disability Mental Health Service 171
Donegal Catchment 171
Sligo/Leitrim Catchment 174
Specialist Mental Health Services: Donegal and Sligo 179
North Tipperary Catchment 181

Limerick Catchment 183
Clare Catchment 190
Specialist Mental Health Services: Clare,  
Limerick and North Tipperary 195

HSE DUBLIN NORTH EAST 200
St. Brendan’s Hospital and North West  
Dublin Catchment 200
Dublin North Central Catchment 205
Specialist Mental Health Services 209
Dublin North Catchment 209
Intellectual Disability Mental Health Services,  
North Dublin 213
Louth/Meath Catchment 214
Cavan/Monaghan Catchment 218
Specialist Mental Health Services  
Louth/Meath and Cavan/monaghan 222

INDEPENDENT HOSPITALS 224
St. John Of God Hospital, Stillorgan 224
St. Patrick’s Hospital, Dublin 225

LIST OF INDIVIDUAL UNITS INSPECTED  228



BOOK 1 – PART 2 REPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 200690

LONGFORD/WESTMEATH 
CATCHMENT

DESCRIPTION
The Longford/Westmeath catchment area has a total 
population of 116,022 (Census 2006) and is serviced by 
St. Loman’s Hospital in Mullingar, which has five wards 
and a male and female admission unit. There were 140 
patients in the hospital at the time of the inspection, 
90 of these being long-stay patients. The majority of 
long-stay patients remaining in the hospital are elderly 
and have enduring mental illness. Four of the wards 
are locked. There are three sectors, with two consultant 
teams in the largest sector.

SERVICE PLAN
There was no overall plan for the closure of St. Loman’s 
Hospital. Patients in two wards had been assessed. 
Plans for a new acute unit in Mullingar General Hospital 
appeared to have once again stalled. There were plans 
to further develop the liaison mental health service.

POSITIVE DEVELOPMENTS
 Admission rates had decreased by 25 per cent in 
2004/2005 and this trend continued into 2006.

 The interim female admission unit was well designed 
within the confines of the existing structure.

 A new drug and alcohol service was to commence in 
2006.

 A new mental health centre has opened in Athlone.

 Kitchens have been replaced in some units in St. 
Loman’s Hospital.

 The Eala centre was providing good therapeutic 
activities for those able to leave their wards in St. 
Loman’s Hospital.

PLANS FOR CLOSURE OF ST. LOMAN’S 
HOSPITAL
The physical environment in St. Loman’s Hospital was 
very poor in some areas. In St. Anne’s ward there was 
evidence of peeling paint and poor decor. Toilet and 
bathroom or shower facilities were in poor condition 
and inadequate in number. Other areas were satisfactory 
and had been repainted. However the hospital remains 
unsuitable as accommodation for long-stay patients.

There were no clear plans for closure of St. Loman’s 
Hospital, which still had approximately 90 long-stay 
patients. There is a land-bank of 106 acres surrounding 
the hospital and the Inspectorate was told by the 
senior management team that no land around the 
hospital will be sold but will be used instead to provide 
sites for expanding community services and provide 
accommodation for psychologists, occupational therapists 
and other care groups.

Senior management have requested a further 10-bed 
high-support community residence as well as a 17-
bed “super high-support residence” which the senior 
management team feel should be in the grounds of the 
hospital. In this plan, 20 elderly patients will have to 
remain in the hospital rather than move to community 
facilities. A working group to assess the requirements 
of elderly long-stay patients had been set up but had 
not met at the time of the inspection. Any plans for the 
service must include appropriate accommodation for all 
groups of patients residing in the hospital. Patients in the 
hospital have not been formally assessed to determine 
their future accommodation and rehabilitation needs. 

REHABILITATION
There is no rehabilitation team. It is surprising that no 
funding has been allocated for such a team despite the 
urgent requirement to address the needs of the patients 
remaining in hospital and to set up a community-based 
rehabilitation programme. 

HSE DUBLIN MID LEINSTER
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PSYCHIATRY OF LATER LIFE 
There is a team for psychiatry of later life. The team 
meets once a week but there are no psychologists or 
social workers on the team. The Longford /Westmeath 
team is to be commended in that, despite the lack of a 
full multidisciplinary team, there are no access barriers to 
treatment for anyone over 65 with a mental illness. 

Table: Psychiatry of Later Life Team 

Consultant Psychiatrist 1
CMHN 4
Nurse Therapists 0
Psychologists 0
Social Workers 0
Occupational Therapists 1
Day Hospital 1

ACUTE SERVICE
The acute mental health service continues to be 
delivered in a unit in the grounds of St. Loman’s Hospital. 
Both male and female units are locked. The female 
unit, which includes an academic suite, has recently 
been renovated to a high standard in a design showing 
imagination and responsiveness to both patient and 
staff needs. In line with national mental health policy 
there are plans to build a 36-bed acute unit in Mullingar 
General Hospital, with a start date in 2007. However 
this has been at planning stage for a number of years 
and had not progressed beyond the planning stage 
in 2006. It appears that recent reports to the senior 
management team imply that there may be further 
delays in commencing the project. This has caused 
understandable frustration to the project team. If a 
new admission unit in Mullingar General Hospital is not 
feasible then management need to be made aware of 
this and alternatives should be sought. This on-off type 
of planning of mental health services is not acceptable.

LIAISON SERVICE
Two liaison nurses who have been appointed to 
Mullingar General Hospital will be part of the Mullingar 
sector team. Two sessions are currently being provided 
by the consultant psychiatrist and NCHD to Mullingar 

General Hospital. Fifty per cent of the funding for these 
two posts will come from the General Hospital. 

COMMUNITY MENTAL HEALTH TEAMS
There are three sectors in Longford/Westmeath, with 
one large sector having two teams. Community mental 
health teams, while relatively well staffed compared 
with other services, still do not have the basic full 
complement of community mental health nurses, 
occupational therapists, psychologists or social workers. 
There are two nurse therapists, two psychologists, one 
social worker and one occupational therapist to provide 
services to all teams and to the in-patient population. 
Community facilities are deficient in sector headquarters, 
day facilities and office space. There is one community 
mental health centre that provides a day hospital, sector 
headquarters and outpatient clinics.

There is no single referral point to the team with 
allocation of the appropriate key worker and therapist. 
The social workers and psychologists accept direct 
referrals from GPs and these referrals are not routinely 
discussed at the sector team meetings. Clinical 
responsibility for these service users remain with the GP, 
despite the fact they are documented patients of the 
mental health service. Service auditing and monitoring 
is not possible and waiting times for team referrals 
for these specialist services are lengthy. This does not 
constitute a properly functioning multidisciplinary service 
as outlined in national policies and this should not 
continue. 

Longford CMHT
Longford sector CMHT received a detailed inspection. 
Despite having reasonable staffing on its multidisciplinary 
team and motivated staff, Longford sector CMHT has no 
team meetings. There was evidence of lack of cohesion 
in team functioning. There was no key worker system 
in operation, no care planning and service users had 
little participation in their care. As there was no formal 
communication through team meetings, there was 
no method of ascertaining which therapists patients 
attended and little discussion of shared cases. Each 
discipline kept its own files. Direct referrals from GPs to 
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psychologists were permitted. There was no operational 
policy for the team. It is of concern that this sector is 
so far behind in developing the most basic form of 
multidisciplinary team functioning, and every effort must 
be made to enable and support this team to reach an 
acceptable standard.

Table: Longford CMHT

Sector Population 
(Census 2006)

29,329

Consultant Psychiatrist 1
ADON 1
CMHN 2
Nurse Therapists/
Psychotherapists

2.5

Psychologists 2 (1 senior, 1 basic 
grade)

Social Workers 2
Occupational Therapists 1
Mental Health Centre/HQ 1
Day Hospital 0
Day Centre 1

Mullingar CMHT
The day hospital functions on a sessional basis and 
provides group therapy, individual therapy, and 
outpatient clinics. There are regular team meetings and 
there is a new patient referral meeting.

Table: Mullingar CMHT

Sector Population (Census 2006) 60,379
Consultant Psychiatrist 2
ADON 1
CMHN 4 
Nurse Therapists 2
Psychologists 2
Social Workers 1
Occupational Therapists 1
Day Hospital 1
Day Centre 1

Athlone CMHT
Efforts are being made in this sector to allocate key 
workers to service users. However there are difficulties 
in continuity of nurse staffing because staff are not being 
rostered to a unit on a continuous basis. Integrated 
clinical files were to be commenced shortly after the 
inspection.

Table: Athlone CMHT

Sector Population (Census 2006) 26, 314
Consultant Psychiatrist 1
ADON 1
CMHN 2 (with 1 more 

approved)
Nurse Therapists 2
Psychologists 1
Social Workers 1
Occupational Therapists 1
Mental Health Centre/Sector HQ 1
Day Hospital 1
Day Centre 1

CARE PLANNING
Neither the in-patient service nor the community 
service use an individual care plan that incorporates 
multidisciplinary assessment and treatment, though 
some risk assessments have been carried out for a 
number of patients. There is no key worker system 
in operation, but there is a nursing care plan. No 
working group or committee considering care planning 
at present. It is not acceptable that the issue of care 
planning has not been addressed and at least some 
effort made to develop a key worker system and a 
multidisciplinary care plan, despite recommendations 
from the Inspectorate in 2005.

THERAPEUTIC ACTIVITIES
The Eala centre, which is a converted ward located on 
the grounds of St. Loman’s Hospital, provides activation 
and programmes for in-patients who are able to leave 
the wards and who are well enough to attend. A good 
service is provided, with each patient having their own 
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programme. There is a wide variation of activities and 
programmes offered on a sessional basis and the VEC 
provide educational programmes. Individual needs are 
assessed using a standardised assessment and patients 
are referred by multidisciplinary teams. However there is 
no input from the occupational therapist to the in-patient 
population. Most patients who are unable to leave 
the wards cannot avail of any therapeutic activities, 
apart from St. Edna’s Ward where there are individual 
programmes based on individual patient’s own interests. 
There are plans to extend the service to the wards 
but it is difficult to see how any such service could be 
offered comprehensively with the current allocation of 
staff. Further planning about a wider-reaching service 
that would enable access to all patients to therapeutic 
activities based on assessed need should take place. 

CONCLUSION: LONGFORD/WESTMEATH
There have been some positive developments in both 
structure and service delivery in this area over the two 
years and the therapeutic activation unit is excellent. 
However the lack of a coherent plan for the patients 
in St. Loman’s Hospital, especially in view of the sub-
standard conditions in the hospital is of concern. In light 
of this, the fact that the appointment of a rehabilitation 
team is not considered essential is even more worrying. 
The multidisciplinary teams are reasonably well 
resourced compared with other sector teams nationwide 
but still do not meet basic staffing requirements. The 
CMHT inspected showed no evidence of even basic 
team functioning and this is unacceptable and must be 
immediately remedied. Care planning and key working is 
a mandatory requirement for mental health services and 
a working group must be set up to facilitate this as soon 
as possible.

RECOMMENDATIONS:  
LONGFORD/WESTMEATH

1.  A committee should be set up to plan for closure 
of the hospital. Incorporated into the plan must be 
formal assessment of patients and identification of 
appropriate accommodation for all patients.

2.  A fully-staffed rehabilitation team must be appointed 
as soon as possible.

3.  Care planning and key working must be introduced to 
the service.

4.  All CMHTs should be multidisciplinary, with a single 
point of referral. All referrals should be discussed at 
team meetings. Service users should be allocated a 
key worker and have access to team members for 
appropriate assessments and therapies.

LAOIS/OFFALY CATCHMENT

DESCRIPTION OF SERVICE
The total population of the Laois Offaly catchment area 
is 137,616. There is an admission unit in the Midland 
Regional Hospital, Portlaoise, with 43 general adult beds 
and six psychiatry of later life beds; three sectors and 
the rehabilitation team admit to the unit. There are 31 
patients remaining in two wards in St. Fintan’s Hospital 
in Portlaoise. Male 6 Ward has 11 patients still resident, 
including both elderly and younger patients with 
enduring mental illness. The Rehabilitation ward has 20 
patients. 

SERVICE PLAN
There is a plan for the closure of the hospital which is 
outlined below. The liaison service is to be extended 
with the appointment of two nurses.

POSITIVE DEVELOPMENTS 
 A rehabilitation consultant has been in post since 
2005. The team, although poorly staffed have already 
initiated a comprehensive service.

 A 4-bed rehabilitation unit is ready to open within the 
hospital.

 The multidisciplinary teams are comparatively well 
staffed and each has a day hospital.
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 Multidisciplinary care planning has been initiated.

 There is a liaison service in the Midland Regional 
Hospital at Tullamore.

PLANS FOR CLOSURE OF ST. FINAN’S HOSPITAL
There are two remaining wards in St. Fintan’s Hospital: 
the Rehabilitation ward and Male Ward 6. The 
Rehabilitation ward was satisfactory and patients had 
their own personal space in the sleeping areas. There is 
a 4-bed pre-discharge unit adjacent to the rehabilitation 
ward with its own kitchen and sitting room but this 
remains unopened. This is a good facility for the purpose 
of rehabilitation and the service is urged to open it as 
soon as possible. 

The plan for closure of St. Fintan’s Hospital is in the 
process of being implemented. A cluster of houses will 
be built on the grounds of the hospital, and this will 
provide accommodation for 25 older people and younger 
people with enduring mental illness who have spent 
long periods in St. Fintan’s Hospital and will effect the 
closure of the hospital. As yet there are no design plans 
for these houses. There is a land bank of approximately 
50 acres around the hospital, but a number of services 
other than mental health wish to avail of this asset, 
including hospice services, car park facilities for the 
general hospital, intellectual disability services and 
facilities for playing pitches for the community. 

REHABILITATION
A rehabilitation service began in 2005 and has already 
made significant progress in developing a service for in-
patients and service users in the community. The team 
is continuing to develop, but a psychologist, full time 
occupational therapist and social worker are urgently 
needed. The rehabilitation team has a case load of 130 
patients that includes the rehabilitation wards, some 
patients in Male 6 Ward and people living in community 
residences. The team are using a care planning approach 
despite being poorly staffed. All team members are 
involved in the assessment of patients. The assessment 
of patients and devising of care plans is under way in 
the rehabilitation ward. However the patients in Unit 6 
have not yet been assessed.

Table: Rehabilitation Team

Consultant Psychiatrist 1
NCHD 0.5
CMHN 2 
Psychologists 0
Social Workers 0
Occupational Therapists 0.5
Care Assistants 1

PSYCHIATRY OF LATER LIFE 
There is a psychiatry of later life team which has a 
consultant psychiatrist, an occupational therapist, a 
senior social worker and two community psychiatric 
nurses. There is a vacancy for a psychologist. The 
service has a day hospital. All referrals to the team 
are jointly assessed by the consultant psychiatrist and 
the community nurses. There are multidisciplinary 
team meetings and all community patients have a 
multidisciplinary care plan. There are six dedicated beds 
for the psychiatry of later life team in the acute in-
patient unit. There is access to 60 beds for this service 
in an elderly care unit in Portlaoise and mental health 
services to this unit are provided by the psychiatry of 
later life team. The occupational therapist provides two 
sessions a week for a needs based programme in the 
hospital. There are plans to increase the size of the day 
hospital which is currently too small and funding has 
been approved for this.

Table: Psychiatry of Later Life Team

Consultant Psychiatrist 1
NCHD 2
Team coordinator 0.75
CMHN 3 
Psychologists 1 vacancy
Social Workers 1
Occupational Therapists 1
Nursing 1.5 CNS, staff nurse 

and CNM2
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ACUTE SERVICE
The acute in-patient service is a 43-bed new unit in the 
Midland Regional Hospital in Portlaoise. It is an open 
unit with a high observation area with beds, toilets and 
bathroom. It has a therapeutic activities programme. 
CCTV is used within the unit but without the necessary 
signage advertising its use. The environment of the 
acute in-patient unit is satisfactory with good decor and 
facilities and an internal courtyard.

LIAISON MENTAL HEALTH SERVICES
There are three general hospitals in the Midland Area. 
The liaison service opened in 2001 in the Midland 
Regional Hospital at Tullamore. The team consists of 
two liaison nurses who are clinical nurse specialists and 
who report to the Tullamore sector team and attend 
multidisciplinary team meetings. The service operates 
Monday to Friday from 0800h to 1600h and provides a 
consultation service to the general wards and accident 
and emergency in the Tullamore hospital on a daily 
basis. The liaison team provide follow-up for service 
users with the appropriate sector team. Assessment 
tools are used by the liaison team, but there are no 
dedicated facilities for assessment of patients in the 
general hospital. The liaison team also provide training, 
education and advice. 

There is no liaison service in the Midland Regional 
Hospital in Portlaoise but a similar service is currently 
being sought.

COMMUNITY MENTAL HEALTH TEAMS
There are three sectors in the catchment, Tullamore, Birr 
and Portlaoise, each of which has a multidisciplinary 
team and a day hospital. Each sector has a psychologist, 
a senior social worker and an occupational therapist The 
team compositions are outlined below.

Tullamore CMHT
This team has a sector headquarters, day hospital and 
day centre, and also has a well staffed team.

Table: Tullamore CMHT

Sector Population (Census 2006) 52,177
Consultant Psychiatrist 1
ADON 1
NCHD 2
CMHN 4 (plus 2 liaison 

nurses)
Psychologists 1
Social Workers 1
Occupational Therapists 1
Other 1 CBT, 2 

addiction, 2 CNS
Day Hospital 1
Day Centre 1

Birr CMHT
This team has a day hospital and day centre.

Table: Birr CMHT

Sector Population (Census 2006) 36,560
Consultant Psychiatrist 1
ADON 1
NCHD 1
CMHN 4.5
Psychologists 1
Social Workers 1
Occupational Therapists 1
Other 1 addiction 

counsellor, 1 CBT
Day Hospital 1
Day Centre 1

Portlaoise CMHT
The Portlaoise sector team was inspected in detail. 
This is a relatively well-resourced team. There is an 
open referral system in operation and the social worker 
assigned to the team receives referrals directly from 
primary care and does not work as part of the team. 
This practice is unacceptable. There should be a central 
referral point and all multidisciplinary staff must work 
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as part of a multidisciplinary team. Multidisciplinary 
team working has been part of mental health policy 
since 1984 and it is difficult to understand how this 
alternative method of delivering mental health service 
has developed. All other referrals go directly to the 
consultant psychiatrist and are then discussed at the 
team meeting. Nurse-led care plans are in place. 

Table: Portlaoise CMHT

Sector Population 
(Census 2006)

48, 879

Consultant Psychiatrist 1.5
NCHD 2
CMHN 2 
Psychologists 1
Social Workers 1
Occupational Therapists 1
Other 2 addiction counsellors, 

sessional behaviour 
therapist, 0.5 ADON, 

CNM3
Day Hospital 1
Day Centre 1

CARE PLANNING
As far as current levels of multidisciplinary staffing allow, 
there are a multidisciplinary care plans in operation in 
the Tullamore sector psychiatry of later life community 
service and care plans are being developed within the 
rehabilitation team.

There are no multidisciplinary care plans in use in Male 6 
Ward. There are nursing care plans and integrated clinical 
files. Key workers are assigned to carry out the nursing 
care plan. 

The admission unit does not use multidisciplinary team 
care planning but the clinical files are integrated and 
there are key nurses on the unit. Service users attend 
the team meetings. 

THERAPEUTIC ACTIVITIES
A therapeutic activity programme in the admission units 
is delivered by nursing staff and reviewed monthly. 
There are no formal assessments of need of patients. 
The programme focuses primarily an activities and 
discussion. There are no group protocols or therapeutic 
rationale for each group. The programme has a 
dedicated space within the admission unit and there 
are plans to provide a written record of each patients 
progress in their clinical file.

There are no needs-based therapeutic activities in Male 
6 Ward. Various activities such as walking, reminiscence 
therapy and TV are timetabled. Three patients work in 
industrial therapy. There is no structured therapeutic 
activity programme in the rehabilitation ward. Patients 
attend the activation unit on the site of St. Fintan’s 
Hospital, the sheltered workshop or the National 
Learning Network in the town. It is expected that with 
the introduction of the rehabilitation team patients will 
have individual programmes linked with their care plans.

CONCLUSION: LAOIS/OFFALY
This service has achieved a number of excellent 
developments over the past few years. The number of 
long-stay patients has been reduced, a rehabilitation 
team has been appointed (albeit inadequately staffed), 
the new admission unit in Portlaoise has opened and is 
functioning well, and care planning and key working has 
been introduced in some areas. The issue of community 
staff accepting referrals without reference to the 
multidisciplinary team must be addressed.

RECOMMENDATIONS: LAOIS/OFFALY

1.  The rehabilitation team should be fully staffed 
including the provision of outreach team.

2.  The 4-bed rehabilitation unit should open and deliver 
an intensive rehabilitation programme.

3.  All CMHTs should have a single point of referral and 
all referrals to the service should be discussed at team 
meetings.
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SPECIALIST SERVICES: LONGFORD/
WESTMEATH AND LAOIS/OFFALY

CHILD AND ADOLESCENT MENTAL HEALTH 
SERVICES
There are currently two child and adolescent mental 
health services (CAMHS) teams. One consultant post is 
currently filled on a temporary basis but interviews for 
the permanent post are imminent. A third consultant 
post has been approved and this will allow the service 
to become sectorised. However, there have been no 
other health professionals recruited for this team. There 
are no in-patient beds for child and adolescent mental 
health in the area and any child requiring admission is 
referred to the Warrenstown in-patient unit in Dublin, 
to the private sector, or to St. Anne’s Centre in Galway. 
There are occasional admissions to the adult mental 
health services. There are no addiction or substance 
misuse services for children under 16 years. There is a 
waiting list for referrals of up to two years for the 12 to 
15 age group. This has been exacerbated by the fact that 
the Department of Education requires a psychiatric report 
before providing special needs assistants and resource 
hours. 

Table: Child and Adolescent Mental Health 
Services

Population 56,000 approx
Consultant Psychiatrist 2 (plus 

one unfilled vacancy)
Nursing 6 WTE
Speech and Language 
Therapists

1 WTE (temporary)

Psychologists 4 (2 vacant) WTE
Social Workers 2 WTE
Occupational Therapists 2 WTE
In-Patient Facilities 0
Day Facilities 0
Waiting Times Up to 2 years

LAOIS/OFFALY, LONGFORD/
WESTMEATH MENTAL HEALTH 
SERVICES IN INTELLECTUAL 
DISABILITY 

There were no developments in mental health services 
within intellectual disability in 2006 There is a consultant 
psychiatrist in mental health services for children with 
mental health problems who have learning disability. A 
consultation service is provided but there are now no 
dedicated services for children with autism within this 
service due to lack of resources. 

Within the adult service there is one consultant, one 
NCHD, and one nurse who has been seconded by 
the residential services. Apart from these staff there 
is no dedicated team for mental health. There are 
approximately 220 people with intellectual disability 
within residential facilities within the area. There is 
an urgent need to prioritise the provision of mental 
health service to adults, children and adolescents with 
intellectual disability in this area. This should include 
adequately resourced multidisciplinary mental health 
teams and facilities, ability to provide early intervention, 
assessment, autism services, outreach services, 
outpatient services and access to appropriate in-patient 
beds.

RECOMMENDATION

1.  Adequate mental health services must be provided for 
people with intellectual disability in the area.
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EAST WICKLOW CATCHMENT

DESCRIPTION
The East Wicklow catchment area consists of County 
Wicklow, excluding North West Wicklow which is covered 
by the Naas service (previously Area 10). The total 
population of the catchment area is 109,472. There 
are three sectors with three consultant-led teams. The 
sectors are North Wicklow, Mid-Wicklow and South 
Wicklow. There is a mix of urban and rural populations 
as well as a mix of areas of deprivation and areas 
of affluence. The in-patient service is provided by 
Newcastle Hospital, which has an acute admission unit 
and long-stay patients in one unit, as well a unit with 
elderly residents, and also has community residences on 
site. The campus is shared with an intellectual disability 
service. The main building of the hospital now contains a 
unit with discharged patients.

SERVICE PLAN
The service is working within a seven-year development 
plan commenced in 2002, though this is due to be 
reviewed. There are plans to develop the links between 
primary care teams and mental health teams while still 
preserving the secondary referral system in the mental 
health teams.

A rehabilitation team is due to be appointed in 2008 and 
a psychiatry of later life team in 2007.

POSITIVE DEVELOPMENTS
 This service has developed an excellent ethos based 
on actively encouraging participation of the local 
community in the life of the hospital. Significant fund-
raising has been carried out with the local community 
and this has resulted in the service providing facilities 
including a day centre, furniture, outings, equipment 
and other items for the patients and residents of 
community residences. 

 The development of River Lodge will provide a number 
of functions including a base for the DETECT team.

 The service has successfully enhanced the skill mix in 
staffing by the appointment of a number of care staff.

PLANS FOR CLOSURE
There is one long-stay ward with 30 integrated beds 
in the hospital. The age range is from late 40s to 80s 
and most patients are very dependent on nursing care. 
All sectors provide a service to the unit and there are 
regular team meetings, but there is no occupational 
therapist with input to this unit.

There are 27 acres of land around the hospital; 
approximately three acres of this has been allocated for 
social and affordable housing. It is unclear how proceeds 
from this asset will be reinvested in mental health 
services.

REHABILITATION
There is no rehabilitation team in the service. There is 
a multidisciplinary resettlement committee, chaired by 
the social worker referrals for community residences 
are made to. This ensures that resettlement is based on 
service users’ need rather than an arbitrary allocation 
of vacant residential places. A number of years ago, this 
service accepted patients from St. Brendan’s Hospital, 
many of whom are now in community residences.

Due to the lack of a rehabilitation team and occupational 
therapy it is impossible for the service to offer an 
acceptable rehabilitation programme.

PSYCHIATRY OF LATER LIFE
There is no psychiatry of later life team. This is a priority 
in the current plan for the service and is due to begin 
in 2007. According to the 2002 census this catchment 
has a significant over-65 population and consequently a 
higher-than-average nursing home population. There is 
an immediate need for access to a psychiatry of later life 
service.
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ACUTE SERVICE
The admission unit is situated in the grounds of 
Newcastle Hospital and has 30 beds. There is a 
significant drug problem in parts of the catchment 
area and there are admissions for drug and alcohol 
detoxification.

The unit requires a high observation area but the design 
is not suitable. The decor of the admission unit was of 
high standard, as was the decor of the long-stay ward. 

COMMUNITY MENTAL HEALTH TEAMS
There are three multidisciplinary sector teams. Two social 
workers (a team leader and one basic grade) are shared 
between the teams and three psychologists providing 
two whole-time-equivalents. There are no occupational 
therapists in the service. There are three day centres and 
two 24 hour supervised community residences. Staffing 
of CMHTs is outlined below.

Table: North Wicklow Bray CMHT

Sector Population  approx Insufficient  
information

Consultant Psychiatrist 1
ADON team  

co-ordinator
CMHN 1
NCHD 2
Psychologists 1
Social Workers 0.5
Occupational Therapists 0
Other access to addiction 

services
Day Hospital 1
Day Centre share in 2 day centres

Table: South Wicklow CMHT

Sector Population 
(Census 2006)

Insufficient information

Consultant Psychiatrist 1
ADON shared
NCHD 2
CMHN 2
Psychologists 0.5
Social Workers 0.5
Occupational Therapists 0
Day Hospital 0
Day Centre share in 2 day centres

Table: Mid-Wicklow CMHT

Sector Population 
(Census 2006)

insufficient information

Consultant Psychiatrist 1
NCHD 2
ADON shared
CMHN 0
Psychologists 0
Social Workers 0.5
Occupational Therapists 0
Day Hospital 0
Day Centre share in 2 day centres

There are two day centres, one of which covers two 
sectors. There is one community residence with 24-
hour nursing staff supervision, three medium-support 
residences, and a low-support residence in Arklow. 
River Lodge, near Newtownmountkennedy, will serve 
as a sector headquarters for new teams, community 
residence and teaching centre, and will also provide 
facilities for the DETECT early intervention service.

There is a continuing shortage of nurses and difficulties 
with recruitment. Having had 78 nursing posts when the 
employment ceiling was imposed, the service now has 
66 nurses, including some general nurses. There are also 
care staff within the service.
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CARE PLANNING
Within the admission unit and long stay ward there is 
an integrated system of clinical files as well as a nursing 
care plan that has service user involvement and a key 
working system. The unit is preparing to proceed to 
formal integrated care plans. 

THERAPEUTIC ACTIVITIES
There are no occupational therapists within the service. 
The nursing staff in the long-stay wards provide some 
activities. There are no ward-based activities in the 
admission unit, but patients may attend the Kilmullen 
Centre on the grounds, which has nurse led activities. 
Progress of patients attending this unit is reported to the 
sector teams.

CONCLUSION: EAST WICKLOW
Despite the fact that this service is poorly resourced 
in the area of multidisciplinary teams as well as the 
lack of rehabilitation and psychiatry of later life teams 
it is evident that there has much effort in providing 
as full a range of service as possible. However the 
development of the service to provide basic services 
such as rehabilitation, psychiatry of later life, needs 
based assessments and activities is essential and service 
users have a right to these services. The service has 
filled many gaps in resources by actively fund raising for 
essential provisions. Without this effort by staff and the 
local community service users would have considerably 
less facilities. The shortage of multidisciplinary team 
members should not be used to delay commencing 
formal integrated care planning. How ever it is difficult 
to see how adequate assessment of functioning can be 
achieved without the input of an occupational therapist.

Imaginative planning is necessary to offer service users 
as much access as possible to mental health services. 
Ideas such as having two sectors instead of three, 
sharing resources and services with other catchment 
areas should be considered.

RECOMMENDATIONS: EAST WICKLOW

1.  A rehabilitation team should be appointed as soon as 
possible.

2.  A psychiatry of later life team should be appointed as 
soon as possible.

3.  There should be an occupational therapist on each 
clinical team.

SOUTH COUNTY DUBLIN 
CATCHMENT

DESCRIPTION 
Cluain Mhuire delivers a HSE-funded adult mental health 
service through the St. John of God services to South 
County Dublin. It covers a catchment area with a total 
population of 172,075 (Census 2006, approximate due 
to split district electoral divisions). Although this is a 
highly populated area, it is not sectorised as it covers 
a relatively small geographical area. There are four 
consultant-led teams and referrals are assessed by 
whichever team is on call for that week. Admission beds 
are in St. John of God Hospital in Stillorgan. As well as 
the adult teams there is also access to a liaison team.

There is one residence with 24-hour nursing staff 
supervision that operates as a rehabilitation unit as well 
as one medium-support residence and two low-support 
residences.

SERVICE PLAN
There are a number of plans under way for developing 
the service. Younger people currently attending Burton 
Hall will move to a new facility in Blackrock that will 
provide a more appropriate service. Burton Hall will then 
become a centre for those with enduring mental illness. 
Offices and a conference centre will be developed in 
Burton Hall.
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A 17-unit apartment block currently being built will be 
for people requiring some supervision. Each resident will 
have life tenancy in their own one-bedroom apartment. 
The residents will be supervised by one nurse operating 
from a central office, who will also provide leisure 
and therapeutic activities. This will allow the current 
residents in Avilia House to move to this complex and 
free the residence to become a new day hospital. This in 
turn will allow the day hospital to move out of St. John 
of God Hospital, which is not a suitable location for a 
day hospital. Every effort must be made to move service 
users on to independent accommodation outside of a 
mental health facility if they are in a position to move. It 
is also important that these service users will be able to 
access the rehabilitation team when it is appointed.

POSITIVE DEVELOPMENTS 
 The IT system (MHIS) in use for the past few years is 
impressive. This system includes patient information, 
intra-network and shared diaries and is used 
throughout the service.

 In Dún Laoghaire, a club for elderly service users has 
been set up in Venegas House. While nursing staff are 
in attendance, it is run and managed by the service 
users. There is also input from the advocacy service. 
Training programmes chosen by the service users are 
available from the VEC and a there is a coffee shop.

REHABILITATION
There is currently no rehabilitation team. The service 
is currently applying for a fully resourced rehabilitation 
team. Burton Hall currently provides rehabilitation 
programmes. Each rehabilitation programme is reviewed 
within three years to assess its appropriateness for the 
service user group.

ACUTE SERVICE
Admissions to the service are to St. John of God Hospital 
in Stillorgan. The service pays only for the beds that it 
uses, up to a maximum of thirty nine. This means that 
savings can be made by reducing bed usage, the value 
of which then accrues to the Cluain Mhuire service. 

Funding from the Office of Suicide Prevention has funded 
a pilot project for three years to provide an assessment 
for people presenting with deliberate self-harm.

COMMUNITY MENTAL HEALTH TEAMS
There are currently four multidisciplinary teams. There is 
a social worker and psychologist and community mental 
health nurse on each team. There are no occupational 
therapists on the teams, but there is an occupational 
therapy service in Burton Hall and on the DETECT team.

CARE PLANNING
There is an integrated multidisciplinary care plan both in 
the residence with 24-hour nursing staff supervision and 
in the St. John of God Hospital.

THERAPEUTIC ACTIVITIES
There are a number of therapeutic programmes available 
in Oropesa Residence and in Burton Hall. These are 
linked with the service users’ care plan.

CONCLUSION: SOUTH COUNTY DUBLIN
A number of impressive plans and developments have 
been outlined above. The plan for the appointment of a 
rehabilitation team is particularly welcome. The planning 
of a young persons’ programme in Blackrock allows age-
appropriate therapeutic programmes to be developed. 
The absence of occupational therapists on clinical teams 
should be addressed and of course there should be 
occupational therapists on the rehabilitation team being 
appointed. The shortage of residences and suitable 
housing with various levels of supervision has impacted 
on the service for people with enduring mental illness. 

RECOMMENDATIONS:  
SOUTH COUNTY DUBLIN

1.  A rehabilitation team should be appointed as soon as 
possible.
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2.  A psychiatry of later life team should be appointed as 
soon as possible.

3.  There should be an occupational therapist on each 
clinical team.

DUBLIN SOUTH EAST CATCHMENT

DESCRIPTION
The total population of the catchment area is 105,991 
(Census 2006, approximate due to split District Electoral 
Divisions). Acute in-patient care is provided at Elm Mount 
in St. Vincent’s Hospital, Elm Park. There are no long-stay 
in-patient beds in the service but there are three units: 
Unit D and Unit E in Vergemount and Coiscéim in Dún 
Laoghaire, providing residential mental health care for 
80 patients. There are three and a half sector teams in 
the catchment areas. There is an eating disorder service 
which is currently staffed by a consultant psychiatrist, a 
nurse therapist and offers a 3-bed in-patient facility, a 
day programme and an outpatient service. 

SERVICE PLAN
In 2006, a 0.5 whole-time-equivalent consultant 
psychiatrist post, 2.5 whole-time-equivalent nursing 
posts, a practice development coordinator post, an 
occupational therapist and a social worker were to 
be recruited. These posts will be distributed among 
the current teams in order to move towards full 
multidisciplinary teams. The sector teams are to be 
reconfigured to maximise access to services.

POSITIVE DEVELOPMENTS 
 The service has made excellent developments in 
multidisciplinary assessment and care planning.

 There is an eating disorder programme that offers an 
in-patient and out patient service.

 The psychiatry of later life team is a well-established 
team offering a comprehensive service.

REHABILITATION
There is no rehabilitation team. There are two 
residences with 24-hour nursing staff supervision in the 
community. One residence, Morehampton Lodge, has 
four rehabilitation beds, but these have yet to become 
functional. There is also one medium-support residence 
and one group home.

There are three continuing care units within the mental 
health services in the catchment area, with a total of 80 
residents. Most residents are elderly, require on-going 
care and are under the clinical care of the psychiatry of 
later life team. According to the senior management 
team there are 15 residents who would benefit from 
an active rehabilitation programme in a community 
residence and who are currently under the care of a 
sector psychiatrist. The occupational therapist and day 
hospital nurse have developed an active rehabilitation 
programme for these patients. 

This service requires a rehabilitation team and 
appropriate community facilities to provide a 
comprehensive community rehabilitation programme. 
The existing infrastructure – consisting of a small number 
of community residences, four rehabilitation beds and 
possibly some capacity in the units in Vergemount – is a 
starting place for developing such a service.

PSYCHIATRY OF LATER LIFE
The psychiatry of later life team is a well-established 
team and serves an over-65 population of 33,416 across 
a geographical area extending from Dublin City to South 
County Dublin. The area has three acute hospitals, all of 
which provide medical care for elderly people. The team 
access six acute in-patient beds in Elm Mount Unit at St. 
Vincent’s Hospital and four publicly contracted beds in St. 
John of God Hospital. The team has admitting rights to 
long-stay beds on the campus of Vergemount Hospital 
and in Coiscéim. The team has one day hospital based in 
Carew House in St. Vincent’s Hospital and there is no day 
centre.

The service is delivered by two consultant psychiatrists, 
three NCHDs, one senior registrar, one basic grade 
clinical psychologist and one senior occupational 
therapist. There are six community mental health nurses 
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at clinical nurse specialist grades. Other full-time team 
members are an Assistant Director of Nursing and three 
administrative posts. There is also input from a principal 
clinical psychologist (four days) and senior social worker 
(three days). The day hospital is staffed by a CNM2 and 
staff nurse. The senior occupational therapist provides 
sessional input into the programme. The staffing of the 
current team is inadequate to meet outpatient, in-
patient, day hospital and long-term care ward demands. 
The service has a high referral rate and all staff have 
large busy case loads. The day services in the area are 
insufficient to meet need. There is no occupational 
therapy input into Units D and E in Vergemount for 
elderly patients.

Table: Psychiatry of Later Life Team

Consultant Psychiatrist 2
ADON 1
CMHN 6
Psychologists 1.8 
Social Workers 0.6 (senior grade)
Occupational Therapist 1 (senior grade)
Day Hospital 1
Day Centre 0

ACUTE SERVICE
The in-patient acute admission service is located in St. 
Vincent’s Hospital. It is a unit on two floors that operates 
as one unit, with 6 dedicated beds for psychiatry of later 
life and three dedicated beds for the eating disorder 
service. The eating disorder service has one consultant 
psychiatrist (who also provides a liaison service), an 
NCHD, and nurse therapist, and has a day programme 
and dedicated outpatient service. 

COMMUNITY MENTAL HEALTH TEAMS
There are 3.5 sectors in the catchment area and 
multidisciplinary posts and community facilities are 
shared across the sectors. The service has one day 
hospital and two day centres, along with offices in St. 
Vincent’s Hospital and in the Baggot St. Clinic. There is 
poor resourcing of the infrastructure for the community 
teams, although there have been some internal 
improvements in the Baggot St. Clinic. There are plans 

to reconfigure the sectors so as to maximise the existing 
limited resources. The staffing of the CMHTs is outlined 
below.

Table: Sector 1 CMHT

Sector Population 
(Census 2006)

No sector information

Consultant Psychiatrist 1
NCHD 1
CMHN 2
Psychologists sessional
Social Workers 0.5
Occupational Therapists Shared (based in day 

centre)
Day Hospital shared
Day Centre shared

Sector 2 CMHT
Sector 2 CMHT was inspected in detail. The sector is 
a small geographical area but has a population of 
approximately 34,000 and is a busy sector. The team 
has a key worker system is in operation. Each team 
member retains their own clinical notes instead of using 
integrated files. There is a day hospital that is open 
seven days a week. For such a large population and busy 
sector the team requires further staffing. 

Table: Sector 2 CMHT

Sector Population 
(Census 2006)

No sector information

Consultant Psychiatrist 1
NCHD 1
CMHN 2
Psychologists sessional
Social Worker 0.5
Occupational Therapist Shared (based in day 

centre)
Day Hospital 1 shared
Day Centre 2 shared
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Table: Sector 3 CMHT

Sector Population 
(Census 2006)

No sector information

Consultant Psychiatrist 1
NCHD 1
CMHN 1.5
Psychologists sessional
Social Workers 0.5
Occupational Therapists Shared (based in day 

centre)
Day Hospital shared
Day Centre shared

Table: Sector 4 CMHT

Sector Population 
(Census 2006)

No sector information

Consultant Psychiatrist 0.5
NCHD 1
CMHN 0.5
Psychologists sessional
Social Workers 0.5
Occupational Therapists Shared (based in day 

centre)
Day Hospital shared
Day Centre shared

CARE PLANNING
This service is in the process of developing an impressive 
care planning system which uses different models 
for the different care groups within the service. 
The care plan for the elderly concentrates on care 
dependency needs and is subject to continuous audit. 
The rehabilitation care plan is focused on individual 
rehabilitation programmes following an assessment of 
need. An integrated care plan is used in the acute units. 
Development of care plans has been done through a 
multidisciplinary committee which included an advocacy 
representative. All care plans involve service users. A 
risk assessment is currently being developed and will 
be included in individual care plans. A care plan for 
community service users will be developed next. This is 
an excellent model of how to develop a care planning 

system that is responsive to different needs of different 
groups of people.

THERAPEUTIC ACTIVITIES
There are two distinct programmes in Elm Mount in St. 
Vincent’s Hospital. Two occupational therapists are based 
in Elm Mount. There is a general psycho-educational 
and task-based programme to that all service users can 
attend. The occupational therapists also have individual 
sessions with patients. All the programmes take place 
in the lower floor and patients must be well enough to 
attend. There are no ward-based interventions. 

The other programme is delivered by a CNM2, a part-
time staff nurse and a social worker, with input from 
an art therapist. It was historically known as the day 
hospital. This programme provides both open and closed 
groups and has a particular focus on patients with an 
eating disorder. Outpatients and in-patients attend the 
group programme and individual therapy sessions. 
The rationale for operating two separate activities 
departments within the same unit is unclear. Surely 
there should be one department with nursing staff, 
occupational therapy and social work, which would offer 
specific programmes for individuals and groups. This 
situation requires review.

A clinical psychologist and senior occupational therapist 
are currently setting up a six-week psycho-educational 
group programme. The programme is aimed at young 
adults who meet the inclusion criteria. The group will 
be run on the ward and people will attend from the 
community. 

CONCLUSION: DUBLIN SOUTH EAST
The Dublin South East service has commenced an 
admirable programme of introducing multidisciplinary 
care planning, which will be adaptable to different 
care groups. The service requires a rehabilitation team 
and has the infrastructure to commence a service. 
The senior management team and heads of discipline 
were obviously motivated and enthusiastic to improve 
services. However the lack of staffing of CMHTs, poor 
community facilities and lack of a rehabilitation team 
limit progress.
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RECOMMENDATIONS:  
DUBLIN SOUTH EAST

1.  All multidisciplinary teams should be fully staffed and 
have community facilities to provide an adequate 
service. 

2.  There should be a full multidisciplinary rehabilitation 
team.

SPECIALIST SERVICES: EASY 
WICKLOW, SOUTH COUNTY DUBLIN, 
DUBLIN SOUTH EAST

CHILD AND ADOLESCENT MENTAL HEALTH 
SERVICES: 
Child and adolescent services are provided by the Lucena 
Clinic under the St. John of God service. They are funded 
by the HSE and cover community care areas 1, 2, 3, 4 
and 10. Clinics are held in Orwell Road, Tallaght, Dún 
Laoghaire, Bray and Wicklow. Efforts to buy a premises 
in Arklow have so far been unsuccessful due to local 
public opposition: the clinic currently uses a rented 
location in the town. There are eight clinical teams and 
five sectors. There is one day hospital in Orwell Road 
(The Young Peoples’ Unit), which has a dedicated team 
with a 0.5 whole-time-equivalent psychologist, social 
worker, occupational therapist, speech and language 
therapist and six nursing staff. St. Peter’s School on the 
grounds of Lucena Clinic is a special school and run by 
the Department of Education with input from the clinical 
teams. Assessments are provided for autism but the 
service cannot run an autism service due to shortage of 
staff. There is also an early childhood programme with 
three nursing staff who provide a service for children up 
to eight years. 

Waiting lists for services range from a few months to, on 
occasion, three years. A triage system is to be set up as 
part of a pilot study in Tallaght. 

There is a liaison service in Our Lady’s Hospital for Sick 
Children in Crumlin with four consultant psychiatrists. 
There are plans to set up a research foundation in the 

Lucena Clinic. The service is also involved in providing 
parents’ groups. There are no in-patient beds in the 
service and although the setting-up of the day hospital 
has provided a much-needed acute service, there is still 
an urgent requirement for in-patient beds.

LIAISON MENTAL HEALTH SERVICES
The liaison service in St. Colmcille’s Hospital in 
Loughlinstown commenced in 2002. It operates Monday 
to Friday from 0900h to 1700h. The team consists of 
a consultant psychiatrists, NCHD, senior psychologist, 
senior social worker, nursing staff and administrative 
support. There is also funding for a three-year post 
focused on deliberate self-harm from the National Office 
for Suicide Prevention. The liaison service in St. Vincent’s 
Hospital is shared with the eating disorder service, which 
is inadequate to serve a busy general hospital. 

DUBLIN SOUTH CITY CATCHMENT 

DESCRIPTION
The total population of this catchment area is 134, 969 
(Census 2006). There are three sectors in Dublin South: 
Camac, Drimnagh and Owendoher. The catchment 
is mainly urban inner city with areas of deprivation, 
substance abuse and homelessness. A cultural diversity 
programme has been set up to help meet the needs of 
the large immigrant population. 

The admission unit is the Jonathan Swift Clinic in St. 
James’s Hospital, which also has a unit for psychiatry 
of later life and what is described as a step-down unit. 
There are no long-stay beds in the catchment area 
although some patients have been in the Jonathan Swift 
Clinic for lengthy periods. The office of the Local Health 
Manager states that the catchment has a budget for 
31 long term beds for mentally ill patients. There are 
two day hospitals, two residences with 24-hour nursing 
staff supervision, one medium-support residence and a 
step-down unit. There was no Director of Nursing in the 
service at the time of inspection but an appointment 
has now taken place. There is a three-way management 
system involving St. James’s Hospital, St. Patrick’s 
Hospital and the HSE and this has caused difficulties in 
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the management of the service. It is currently being 
rationalised.

SERVICE PLAN
Plans are ongoing to acquire housing for discharged 
patients under the social housing scheme. The provision 
of a rehabilitation team has been prioritised by the 
senior management .

POSITIVE DEVELOPMENTS 
 The development of a Rehabilitation Committee has 
proved successful in the absence of a rehabilitation 
team.

 All patients with enduring mental illness are formally 
assessed.

 A partnership has been developed with three GP 
teams in the area. 

 The development of strong links with local primary 
care centres is welcome.

 There is an excellent liaison mental health service.

REHABILITATION
There is no rehabilitation team, though this has been 
requested as a priority. In the absence of a rehabilitation 
team, the service has been innovative in setting up a 
Rehabilitation Committee, which is multidisciplinary. 
There is also a team coordinator and one CNM2 
dedicated to providing a rehabilitation service. It is hoped 
that Dublin City Council will provide 5 to 6 single units as 
part of social housing, for discharged patients and people 
ready to move on from the community residences.

All referrals for placement in suitable accommodation 
are referred to this committee and all have a Medical 
Research Council (MRC) assessment of needs. This has 
resulted in some residents being able to move through 
the accommodation system to suitable residences. The 
service is in the process of obtaining the Functional 
Analysis of Care Environment (FACE) assessment for all 
patients and residents in order to assess needs.

PSYCHIATRY OF LATER LIFE
The psychiatry of later life team has a 9-bed unit, 
Conolly Norman Unit, and a day hospital. There is no 
occupational therapist based on the ward. The case notes 
are integrated and contain a risk assessment. All referrals 
are through the multidisciplinary team.

Table: Psychiatry of Later Life Team

Consultant Psychiatrist 1
NCHD 3
CMHN 2
Psychologists 0.5
Social Workers 1
Occupational Therapists 1
Day Hospital 1
Day Centre 0

ACUTE SERVICE
The 26-bed William Fownes unit is the admission unit. It 
is small and quite cramped. There is no high observation 
area and this results in high levels of special nursing, or 
transfer of patients to St. Brendan’s special care service. 
There is a 16-bed step down unit, Beckett Ward in the 
Jonathan Swift Clinic. Approximately nine patients in this 
ward have become long-stay, however, due to the lack 
of suitable accommodation, a number of them requiring 
nursing home placements. 

There are ongoing complaints from patients about 
meal times; the main meal is at 1200h and the last 
meal is at 1700h. No food is served after this, and 
patients complained of being hungry and having to buy 
sandwiches from the main hospital shop. This has been 
highlighted in previous reports and is unacceptable that 
this is allowed to continue.

LIAISON SERVICE
The liaison team was set up in 2000. This is an excellent 
service and the staff are motivated and enthusiastic. 
There are two consultant psychiatrists, three clinical 
nurse specialists, two psychologists, an assistant 
psychologist, and two secretaries. A dedicated liaison 
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service is provided to the oncology department as well 
as liaison to other areas of the hospital, and all referrals 
to the mental health services from the general hospital 
are through the liaison team. Referrals are assessed 
jointly by nursing and medical staff. There is a follow-
up outpatient clinic one day a week. This service is 
commended as a service of excellence.

COMMUNITY MENTAL HEALTH TEAMS
There are three community mental health teams. The 
service is to receive funding to recruit a consultant 
psychiatrist, one psychologist, a community mental 
health nurse and a social worker. There is also a 
psychology assistant. There is urgent need for a 
psychology service in each of the sector teams, as well 
as in the psychiatry of later life team. One psychologist 
for a catchment area of this size is inadequate. There are 
no plans to develop a home base treatment team.

St. Martha’s Day Hospital serves two sectors. While it 
does not provide an acute day service, new referrals are 
assessed at the day hospital where there are individual 
clinical sessions and groups. 

Drimnagh CMHT
Drimnagh sector was inspected in detail in 2006. This 
sector shares St. Martha’s day centre. Three years ago, 
Drimnagh received a significant portion of population 
of what was then Area 4 and 5, but received no extra 
resources to enable the sector to provide a service. There 
are high levels of deprivation in this area. The CMHT 
is inadequately staffed for providing a comprehensive 
service. It has no sector headquarters but shares a 
headquarters with Camac CMHT. There is ten-month 
waiting time for psychology assessment but efforts to 
address this are currently under way.

Table: Drimnagh CMHT

Sector Population (Census 
2006)

28,326

Consultant Psychiatrist 1
NCHD 2
CMHN 1
Psychologists 1 WTE (2 x 0.5 

WTE) plus 1 
assistant

Social Workers 1
Occupational Therapists 1
Day Hospital shared facility
Day Centre 0

Owendoher CMHT
The headquarters and day facilities for the Owendoher 
sector are in the Jonathan Swift Clinic. There is very little 
space and the facilities are not suitable. There is funding 
to move premises but there are difficulties finding a 
suitable premises.

Table: Owendoher CMHT

Sector Population (Census 
2006)

55,118

Consultant Psychiatrist 1.3
NCHD 2.5
CMHN 2
Psychologists 0.5
Social Workers 1
Occupational Therapists 2
Day Hospital based in acute unit
Day Centre 0
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Camac CMHT
 
Table: Camac CMHT

Sector Population (Census 2006) 51,525
Consultant Psychiatrist 1.6
NCHD 2.5 
CMHN 2
Psychologists 0.5
Social Workers 2
Occupational Therapists 2.5
Day Hospital shared
Day Centre 0

CARE PLANNING
There are no multidisciplinary care plans but the clinical 
files are integrated. There is a nursing care plan. The 
FACE assessment is currently being acquired by the 
service and will be used as a basis for care planning.

THERAPEUTIC ACTIVITIES
Within the hospital there is an occupational therapy 
programme and also therapeutic groups run by 
psychologists. These programme is impressive and offer 
a variety of needs based interventions. There are also 
pre-discharge groups for the in-patient population.

CONCLUSION: DUBLIN SOUTH CITY
The service presents as dynamic, and motivated to 
develop a comprehensive community mental health 
service. The setting up of the rehabilitation committee 
in the absence of the rehabilitation team is to be 
commended, as is the liaison service. There is an obvious 
move towards individual integrated care planning 
and the use of formal assessments. The therapeutic 
activation programme is impressive. The service should 
be supported by providing adequate staff and facilities 
in its efforts to turn what was previously a mainly in-
patient bed-based service to a community service. 

RECOMMENDATIONS DUBLIN SOUTH CITY

1.  All teams should have the full complement of 
multidisciplinary staff.

2.  There should be a rehabilitation team in place as soon 
as possible.

KILDARE AND WEST WICKLOW 
CATCHMENT

DESCRIPTION
This catchment area, previously known as Area 9, 
covers County Kildare and West Wicklow, which was 
historically covered by St. Loman’s Hospital in Lucan. 
The total population is 205,175 (Census 2006). The area 
has had the lowest funding per capita nationally and 
has no large hospital from which it can draw staffing 
resources. The catchment area has an admission unit 
in Naas General Hospital with 29 beds. There are five 
sectors and a rehabilitation team. There is no psychiatry 
of later life team and addiction services are not part of 
mental health services. There are no long-stay beds in 
the catchment area. 

SERVICE PLAN
Plans for the service are linked to integrating mental 
health with mainstream community facilities and 
primary care networks. 

The Primary Care site in St. Mary’s Hospital in Naas will 
incorporate mental health community services.

POSITIVE DEVELOPMENTS 
 A rehabilitation team was set up in 2006.

 There was development of psychology within the 
mental health service.

 The home-based treatment team continued to develop 
in 2006.
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 There are concrete plans to commence assessments 
and care planning within the next twelve months.

REHABILITATION
A rehabilitation team was appointed six months ago. 
There is a consultant psychiatrist, a clinical nurse 
specialist and Assistant Director of Nursing, with a 
social work post to be filled by the end of 2006. There 
are two NCHD posts on the team. There are also an 
extra 2.0 whole-time-equivalent staff planned for the 
rehabilitation team. There is an urgent need to have 
occupational therapy available within the rehabilitation 
service. All residents and referrals to the rehabilitation 
service are assessed using the Functional Analysis 
of Care Environment (FACE). The rehabilitation team 
requires a rehabilitation unit and a possible location has 
been identified. Clonree House will also function as a 
team headquarters and a community residential facility. 
However this cannot proceed due to lack of funding for 
such a unit.

PSYCHIATRY OF LATER LIFE
There is no psychiatry of later life team despite a high 
elderly population in the catchment area. This service 
should be provided as a priority.

ACUTE SERVICE
There is a 29-bed unit in Naas General Hospital to which 
five sectors admit. There is high bed occupancy and 
patients sleep out at night in the supervised residence 
and return to the unit each day. On occasion they may 
have to access beds from St. John of God Hospital, 
Dublin. There are approximately eight patients waiting 
for placement or rehabilitation currently in the unit. 
Recently safety changes have been made within the unit 
following a serious incident in 2006. There are difficulties 
in IT systems and most data is paper based.

LIAISON SERVICE
There is no dedicated liaison team. In 2005 there were 
approximately 600 consultations to the general hospital 
and A&E, which highlights the need for such a service.

COMMUNITY MENTAL HEALTH TEAMS
There are gaps in multidisciplinary team members in all 
sector teams and the rehabilitation teams. Recruitment 
is ongoing for two occupational therapists. There are also 
plans to integrate occupational therapy, psychology and 
social work into the management system of the service

All community mental health teams have regular 
team meetings and all referrals are discussed with 
the team. The senior management team have been 
informed that funding is now available to fill all posts 
on multidisciplinary teams and all sectors will function 
as per national health policy. There is a comprehensive 
home-based treatment team in the two North sectors. 
This has been audited by the service and it is proposed 
to have a home care team in each sector in the future.

Mid-West Kildare CMHT
Mid-West Kildare covers Kildare Town, Newbridge, 
Rathangan, The Curragh and Monasterevin. There is an 
additional consultant psychiatrist post funded for the 
sector.

Table: Mid-West Kildare CMHT

Sector Population (Census 2006) 50,045
Consultant Psychiatrist 2
ADON 1
CMHN No information
Psychologists 0.8
Social Workers 1
Occupational Therapists 0
Other 4 CNS
Day Hospital 1
Day Centre 1

North East CMHT
The North East sector has a home-based treatment 
team. It has a sector headquarters and shares a day 
hospital and a day centre with another sector. There is 
a new day centre which operates two days a week in 
Carbury.
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Table: North East CMHT

Sector Population (Census 2006) 34,149
Consultant Psychiatrist 1
ADON 1
NCHD 2
CMHN 5 on home care 

team plus 3 CNS
Psychologists 1
Social Workers 0
Occupational Therapists 1
Day Hospital 1 shared with 

North West 
sector

Day Centre 1 shared with 
North West 

sector

North West
The North West sector has a new sector headquarters 
in Kilcock and has a day service two days a week in 
Carbury. It shares a day hospital with another sector. It 
also has access to home-based treatment.

Table: North West Sector CMHT

Sector Population (Census 2006) 29,963
Consultant Psychiatrist 1
ADON 1
NCHD 3
CMHN 3 CNS
Psychologists 1
Social Workers 1
Occupational Therapists 0
Day Hospital shared
Day Centre shared

Mid-East CMHT
The Mid-East sector headquarters is in Beech House. 

Table: Mid-East Sector CMHT

Sector Population (Census 2006) 54,361
Consultant Psychiatrist 1
NCHD 2
ADON 1
CMHN 4 CNS
Psychologists 0
Social Workers 1
Occupational Therapists 1
Day Hospital 0
Day Centre 0

South Kildare/West Wicklow CMHT
This area covers Athy and West Wicklow and has a 
relatively large geographical area. It has one day 
hospital.

Table: South Kildare/West Wicklow Sector CMHT

Sector Population (Census 2006) 36,639
Consultant Psychiatrist 2
ADON 1
NCHD 3
CMHN 4 CNS
Psychologists 0
Social Workers 1
Occupational Therapists 1
Day Hospital 1
Day Centre 1

CARE PLANNING
As yet there are no integrated multidisciplinary care 
plans. However the FACE assessment has begun and it is 
planned to start formal care planning in the near future. 
Each patient in the admission unit has a key worker
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THERAPEUTIC ACTIVITIES
The therapy area in the admission unit is run by a senior 
occupational therapist, a CNM1 and a staff nurse. A 
drama therapist is due to provide sessional input to 
the programme from September. It is an open group 
programme that is largely psycho-educational and 
leisure based and there is no referral system. One group 
a week is specifically for service users who require a 
specific rehabilitation programme. None of the staff in 
the therapy area attend general adult team meetings. 
The occupational therapist from the therapy area attends 
the rehabilitation team meeting.

CONCLUSION: KILDARE AND WEST WICKLOW
This service presents as motivated and enthusiastic, and 
have already made changes that have had a positive 
effect for service users, including assessment, home-
based treatment and care planning, despite being 
one of the most poorly resourced services nationally. 
There is obviously a commitment to multidisciplinary 
team working and therefore further integration of the 
multidisciplinary team into the management structure 
would be welcome.

RECOMMENDATIONS:  
KILDARE AND WEST WICKLOW

1.  All sector teams and the rehabilitation teams should 
be fully staffed.

2.  There should be a psychiatry of later life team within 
the service.

3.  A liaison team should be appointed.

DUBLIN WEST AND SOUTH WEST 
CATCHMENT

DESCRIPTION
The total population of the Dublin West and South West 
catchment area is 253,118 (Census 2006). The acute 
in-patient service is in the Adelaide and Meath Hospital, 
incorporating the National Children’s Hospital (AMINCH) 
in Tallaght, which has 46 beds and six separate high 
observation beds. A unit in St. Loman’s Hospital provides 
22 rehabilitation beds. St. Joseph’s unit in St. Loman’s 
Hospital had previously provided continuing care for 24 
patients but was in the process of closing in 2006. There 
are four community mental health teams admitting to 
the Tallaght admission unit. 

SERVICE PLAN
The main goal for the service in 2006 was the closure 
of St. Joseph’s unit. This was under way at the end of 
2006. There are plans to increase the outreach team 
and extend the home care service. A number of capital 
projects are planned, such as upgrading community 
facilities and headquarters, rationalising community 
residences into smaller units and building a mental 
health centre that will include residential facilities on 
the site of St. Loman’s Hospital. A project team is in 
place. Filling psychology and occupational therapy posts 
is also seen as a priority. A recruitment and retention 
committee has been established to address the long 
standing problem of nursing shortages

POSITIVE DEVELOPMENTS 
 The expected closure of St. Joseph’s unit in St. Loman’s 
Hospital by early 2007. This unit was severely criticised 
by the Inspectorate in 2005. 

 In conjunction with this a new residence with 24-hour 
nursing staff supervision is ready to be opened.

 The development of the high observation unit in 
Tallaght in the past two years is welcome. This unit 
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offers excellent care with dedicated nursing and 
comprehensive care plans.

 All sectors are large, which has increased efficient use 
of scarce resources.

 There is a strong commitment to home-based 
treatment with ongoing efforts to expand this vice. 
Two sectors offer home based treatment seven days a 
week.

 There is a well-developed psychiatry of later life team.

 There is an excellent programme of therapeutic 
activities in AMINCH in Tallaght.

PLANS FOR CLOSURE OF ST. JOSEPH’S UNIT IN 
ST. LOMAN’S HOSPITAL
The Inspectorate has been critical in 2004 and 2005 of 
the care and treatment of the patients in St. Joseph’s 
unit, which had been de-designated as an in-patient unit 
some years ago. In particular, it was critical of the lack of 
care planning, management of patients’ finances, patient 
review, therapeutic activities and rehabilitation. There 
have been efforts during 2006 by the management 
team to rectify the situation. All patients have been 
reviewed and assessed by the rehabilitation team. 
Suitable accommodation has been identified for most 
patients, although this has been a difficult task due to 
the differing needs of the patient group, and patients’ 
finances are under review. It is expected that this unit 
will close early in 2007.

REHABILITATION
A rehabilitation team has been in place for three years. 
It has an in-patient unit in the grounds of St. Loman’s 
Hospital with 22 patients. All patients have been 
assessed and have a multidisciplinary care plan. The 
team accepts referrals from the acute unit in Tallaght 
and has responsibility for some service users in some 
community residences. The rehabilitation team is 
expected to take over all the community residences in 
order to provide a service that allows movement through 

different levels of rehabilitation according to service user 
need and this should happen as soon as possible. 

The rehabilitation team is lacking in psychology input but 
has occupational therapy, social work and community 
nursing staff. Submissions for three further posts have 
been made.

Table: Rehabilitation Team

Consultant Psychiatrist 1
Psychologists 0
Social Workers 1
Occupational Therapists 1
Other

This is a well established and functioning team which 
now needs to extend its base. In order to do this, it 
requires further staffing of the multidisciplinary team and 
an adequate outreach team.

PSYCHIATRY OF LATER LIFE
This team covered an over-65 population of 15,600 
according to the 2002 census. It is a well developed 
and functioning team. As well as the core team there is 
a home care team. The team does not have dedicated 
acute in-patient beds or long-term care beds. Beds are 
sourced privately and paid for by the HSE. The team is 
based in a rented day hospital premises. 
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Table: Psychiatry of Later Life Team

Consultant Psychiatrist 1
NCHD 2
CMHN 2
ADON 1
Psychologists 0
Social Workers 1
Occupational 
Therapists

1

Other home care team  
(5 nursing staff, 1 OT,  
1 SW and staff nurse)

Day Hospital 1
Day Centre 0

The core team consists of a consultant psychiatrist, a 
senior registrar, an NCHD, a senior occupational therapist, 
a social worker and two community mental health 
nurses graded as clinical nurse specialists. A CNM2, a 
staff nurse and one household staff are on duty in the 
day hospital. In addition there is a home care team. This 
team is made up of a CNM2 and four other posts. The 
other posts are generic mental health worker posts. An 
occupational therapist, a social worker and two staff 
nurses currently fill them. The team has a day hospital 
with ten places. 

ACUTE SERVICE
The acute in-patient service is provided at Tallaght. This 
also provides an excellent high observation unit, which is 
self-staffing and managed by a CNM2. It does not form 
part of the overall bed complement and patients return 
to an open unit as soon as they are well enough. 

COMMUNITY MENTAL HEALTH TEAMS
All community mental health teams are provided as 
larger sectors as per national health policy. 

Crumlin CMHT
Crumlin sector also has a home-based treatment team 
with five nursing staff and an occupational therapist. The 
sector are planning to have a seven-day service.

Table: Crumlin CMHT

Sector Population (Census 2006) 42,000
Consultant Psychiatrist 2
CMHN 4
NCHD 3
Psychologists 1
Social worker 2
Occupational therapist 1
Day Hospital 1

Tallaght CMHT
Tallaght sector has a home-based treatment team that is 
available six days a week.

Table: Tallaght CMHT

Sector Population (Census 2006) 78,596
Consultant Psychiatrist 2.2
NCHD 4
CMHN 3
Psychologists 3
Social Workers 2
Occupational Therapists 2
Other 0.5 Dietician, 

0.5 Speech and 
language, 1 CNS 

psychotherapy, 
0.5 behav. 

therapy
Day Hospital 1
Day Centre 1
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Table: Tallaght Home Care Team

CNM2 1
CNS 1
Staff nurse 4
Occupational Therapist 1
Psychology Outreach Worker 1

Ballyfermot CMHT
Ballyfermot sector has a seven-day home-based 
treatment team.

Table: Ballyfermot CMHT

Sector Population (Census 
2006)

78,687

Consultant Psychiatrist 1
ADON 1
CMHN 2
Psychologists 1
Social Workers 1
Occupational Therapists 1
Other 0.5 Dietician, 

0.5 Speech and 
language, 0.25 
behav. therapy

Table: Ballyfermot Home Care Team

CNM2 1
CNM1 1
Staff nurse 3
Occupational Therapist 1
Psychology Outreach Worker 1

Clondalkin CMHT
Clondalkin has a seven day home-based treatment team 
with 5.5 WTE staff nurses and 1 CNM2.

Table: Clondalkin CMHT

Sector Population (Census 2006) 54, 320
Consultant Psychiatrist 1
NCHD 4
Psychologists 1
Social Workers 1
Occupational Therapists 1
Other outreach team
Day Hospital 1
Day Centre 1

Table: Home Care Team Clondalkin

CNM3 1
CNM2 1
Staff nurse 1
CNS 1
Occupational Therapist 1
Social Worker 1

 
CARE PLANNING 
There is no multidisciplinary team care plan in the unit 
in Tallaght. There are separate sets of medical and 
nursing notes. The medical notes contain a psychiatric 
assessment on a standardised form that includes a risk 
assessment and pre-discharge assessment of need. 

THERAPEUTIC PROGRAMMES
There is an excellent comprehensive therapeutic 
programme in the unit in Tallaght. Assessment is based 
on the occupational circumstances assessment and 
interview rating scale. All groups on the unit are open 
groups and service users are free to come and go from 
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the groups as they wish. There is a discussion room, an 
art room, a snoezelen and a kitchen. The programme 
is task based and it explores a number of areas such 
as leisure, self-care, anxiety management and stress 
management. The key worker within the occupational 
therapy programme is allocated by sector and the 
occupational therapist representing the sector attends 
the relevant team meetings. Linked to the assessment 
programme is an assessment of activities of daily living 
and cognitive functioning. 

CONCLUSION: DUBLIN SOUTH AND SOUTH 
WEST
There are many positive components to the service in 
this catchment. There acute unit in AMINCH provides a 
good service, the high observation area functions well 
and there is a good therapeutic programme in place. 
There are well established rehabilitation and psychiatry 
of later life teams. Original sectors have been combined 
to form larger sectors but staffing of multidisciplinary 
teams are still inadequate. There has been significant 
progress to seven day a week home base treatment. 
The closure of St. Joseph’s unit and the move of patients 
to a community residence and other appropriate care 
locations is welcomed.

RECOMMENDATION:  
DUBLIN SOUTH AND SOUTH WEST

1.  There should be full multidisciplinary teams in all 
sectors, rehabilitation and psychiatry of later life.

SPECIALIST SERVICES: DUBLIN 
SOUTH CITY, KILDARE AND WEST 
WICKLOW, DUBLIN SOUTH AND 
SOUTH WEST

MENTAL HEALTH SERVICE FOR HOMELESS
There is an area-based multidisciplinary team for people 
with enduring and severe mental illness who are also 
homeless. There is a consultant psychiatrist, social 
worker, two clinical nurse specialists and one clerical 
staff. There is an urgent need for a psychologist and an 
occupational therapist. The service operates with other 
homeless services from premises in Park Gate and has 
interview rooms, a clinical room, conference room and 
offices. 

This service covers the areas served by St. James’s 
Hospital, AMINCH and Naas Hospital. The age criterion 
for acceptance into the service is from 18 to 65. Referrals 
come from GPs, the general adult services, voluntary 
agencies and self-referrals. There is a strong emphasis 
on liaison with other agencies. Admissions are to the 
catchment hospitals and there is a crisis bed in two 
community residences, however there is no day hospital. 
The team have linked with the Liberties Medical Centre, 
Mercer Medical Centre and Mountjoy Medical Centre, 
which provide GP assessments when required. There 
are also links with the addiction services and with 
the forensic services. There is a shortage of beds for 
detoxification and a gap in the service for young people 
aged 16 to 18. This team provides an excellent service 
that requires further resourcing.

CHILD AND ADOLESCENT MENTAL HEALTH 
SERVICES
Child and adolescent services in this area are responsible 
for South West Dublin, North West Dublin and Co. 
Kildare. The population of this area is approaching 
500,000. There are eight child and adolescent mental 
health teams: three teams in South West Dublin, three 
teams in Kildare, and two teams in North West Dublin. 
There are no occupational therapists within the child 
and adolescent services. A liaison service to AMINCH is 
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provided. Funding has been received for an adolescent 
team and day hospital. There is a day hospital in Cherry 
Orchard. Most multidisciplinary teams are located in 
unsuitable premises. The waiting lists for services is up 
to one year.

Table: Child and Adolescent Mental Health 
Services

North 
West 
Dublin

Kildare South 
West 
Dublin

Consultant 2 1.5 2.5
NCHD 2 3 4
Social Workers 3 3 3.5
Psychology 3 3.5 2
Occupational 
Therapists

0 0 0

Nursing 2 5.5 4
Social Care 1 2 2.5
Speech and 
Language 
Therapists

2 3 2

Family Therapy 0 0 0
Play Therapist 0 0 0

Warrenstown House is only one of two admission units 
for children in the State. It has six beds and four day 
places. There are two part-time consultant psychiatrists, 
two CNS posts, six nursing staff, two social care workers 
and one social worker dedicated to the unit. There is 
also a special school. Full details of the inspection of 
Warrenstown House are provided in the report. 

The Beechpark services is a regional service for children 
with autism spectrum disorders. It is based on a 
community outreach model and has an early service 
team and four multidisciplinary teams. Each team has 
a CNS, behaviour specialist, psychologist, speech and 
language therapist, social worker and psychiatrist. It also 
offers a respite service. In order to meet current needs, 
all teams require extra staffing.

All vacant posts should be filled and the existing 
teams should be brought to full complement. The lack 
of community facilities and infrastructure should be 
addressed.

FORENSIC MENTAL HEALTH SERVICE

The National Forensic Mental Health Service is currently 
based at the Central Mental Hospital in Dundrum. Within 
the hospital there is one unit for women and five wards 
and a hostel for men on a single campus. The outpatient 
service and day services are based at Usher’s Island. 

The consultant psychiatrists, NCHDs and community 
forensic nurses provide an in-reach mental health service 
to the prisons and risk assessment and consultation to 
the adult mental health services. There is a need for 
full specialist forensic multidisciplinary mental health 
team input to all aspects of the service. Patients who 
have been in the service for 2 years or more are eligible 
for aftercare by the forensic mental health services. 
The service requires access to a range of supported 
accommodation including a high-support hostel, perhaps 
directly managed by the forensic mental health service, 
and to assertive community treatment.

The main hospital building is 150 years old and is 
unsuitable for providing an in-patient service for patients. 
The plans for a new hospital are outlined below.

Following the Inspector of Mental Health Services Report 
of 2004 an Inquiry into Current Care and Treatment 
Practices in the Central Mental Hospital under Section 55 
of the Mental Health Act, 2001, was commissioned by 
the Mental Health Commission. This inquiry published its 
report in January 2007.

Two psychiatrists and teams with a special interest in 
forensic psychiatry have been appointed in Cork and 
Limerick. These two services are in their infancy and 
require further development. The provision of a National 
Forensic Mental Health Service encompassing in-patient 
and community care is under review.
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PLANS FOR SERVICE
1.  There is a five-year plan for the service. The main 

thrust of this is the development of a new forensic 
in-patient service. The location has been determined 
beside the site of the new prison complex to be built 
in Thornton Hall, but the Inspectorate has serious 
concerns about the suitability of such a location and 
has recommended that consideration be given to 
locating the new hospital separately from the prison 
service.

2.  Because of the increased admissions under Section 
4(6) following the introduction of the Criminal Law 
(Insanity) Act, 2006, ten new admission beds are to 
open as well as two seclusion rooms. These beds 
will be in a refurbished unit that closed two years 
ago, and work on this has commenced. These units 
will not have en suite toilets, which is of concern. In 
conjunction with this, a 12-bed step-down facility 
for Unit 1 is planned in another refurbished unit 
(Unit 5), with a proposed operational date of March 
2008. The Central Mental Hospital is an unsuitable 
location for delivering forensic services and opening 
22 further beds, albeit in refurbished units, is far from 
satisfactory. It emphasises the need for a new forensic 
in-patient unit to be provided as soon as possible. 

3.  The Inspectorate was told that two new consultant-led 
teams will be providing care to these two units. This 
addition to the existing service is being managed by a 
project team.

4.  Plans are under way to develop a community-
supervised residence and a suitable building is being 
sought. 

5.  There are tentative plans to expand the women’s 
forensic service into the area currently used for the 
VEC programme and therapeutic activities by using 
space adjacent to the women’s unit (Unit A). A 
therapeutic community is planned within this unit.

6.  There are advanced plans to introduce a ward 
management structure and this process was due to 
be completed by early 2007. This would result in a 
dedicated unit manager for each unit and an associate 

unit manager. The current situation, with two-day 
shifts, lack of continuity of staff and different ward 
charge nurses or care officers on each shift, has been 
unsatisfactory and has impacted on patient care and 
the inability to provide key nursing.

POSITIVE DEVELOPMENTS 2005-06
 A project group has been established to address the 
relocation of the service and this is chaired by the 
Local Health Manager.

 The opening of the Selective Adaptive Behavioural Unit 
(SABU) has had a positive effect in the area of care of 
patients with difficult behaviour who previously had 
high rates of seclusion. The rates of seclusion for this 
patient group have decreased significantly.

 There are now five fully staffed multidisciplinary teams 
in place and more than 40 staff were recruited in 
2006. This is a significant achievement and is reflected 
in the satisfaction with access to teams expressed by 
patients in the service and in the increasing range 
and quality of individual and group therapeutic 
interventions offered.

 A new governance structure has been introduced 
involving a broad management team that includes the 
heads of the disciplines and heads of teams and meets 
every two weeks in the boardroom. 

 Since the inspection last year an independent 
advocacy service has been developed. The Carers 
Group service has expanded and carers’ social 
evenings and other events have been arranged. 

 Meetings on all units attended by patients and 
the hospital senior management team have been 
introduced and have been welcomed by patients. The 
improvement in quality and choice of food has been 
one of the achievements of this innovation.

 A number of cross-Liffey initiatives have been 
commenced to address the development of services 
for homeless, addiction and women.
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MULTIDISCIPLINARY TEAMS
There are five multidisciplinary teams with responsibility 
for the in-patient and outpatient service and all are fully 
staffed. Each team has a consultant psychiatrist, NCHD, 
psychologist, social worker, occupational therapist and 
a community nurse. There are no addiction counsellors 
on any of the teams, although a clinical nurse specialist 
provides the service with a programme for alcohol 
and drug addiction. The teams have access also to the 
community social support worker and there are plans to 
expand this service. Feedback from unit staff suggested 
that they felt isolated from multidisciplinary teams 
and that they have limited input to the teams and feel 
undervalued. This issue should be addressed by the new 
ward management system as a matter of urgency.

Multidisciplinary teams retain responsibility for their 
patients throughout the hospital system in order to 
provide continuity of care. This, however, means that 
no team has responsibility for ward management 
in conjunction with nursing staff. One team has 
responsibility for all patients in the SABU and this 
arrangement was reported to be working well. It 
may be possible to introduce a system where clinical 
responsibility for patients remains with the admitting 
team, but responsibility for the overall management 
of different care options such as rehabilitation units, 
women’s service and medium secure units would be the 
responsibility of particular teams. This would allow the 
development of specific therapeutic options for groups of 
patients with similar needs, and enhance management 
of units and planning for specific components of the 
service. 

Some members of the multidisciplinary teams also have 
extensive commitments both to outpatients and to the 
prison service and for providing risk assessments and 
consultation to the general adult mental health services. 
All teams have access to a multidisciplinary room that 
functions as team headquarters. 

All teams have multidisciplinary team meetings on a 
weekly basis. Some teams hold their meetings in the 
units but other teams meet in the main boardroom. It 
can be difficult for ward staff to attend the meetings 
due to ward commitments. Team meetings should be 

held in venues that enable both staff and patients to 
attend with the minimum amount of difficulty. Although 
patients are reviewed on their unit following team 
meetings it was apparent that many patients, because of 
their attendance at other therapeutic activities or – in the 
case of the community residence – their commitments 
outside the hospital, did not receive face-to-face reviews 
by the team. It is expected that the proposed new 
nursing management structure will address this. 

CARE PLANNING
While all female patients are treated in one unit 
regardless of their level of need, there is a definite care 
pathway for male patients. Male patients are admitted 
to Unit B and progress through Unit 2, Unit 3, Unit 7 and 
the hostel unless discharged earlier or transferred to the 
SABU and, as outlined above, are under the same clinical 
team throughout the care pathway. 

An individualised treatment and care plan (TCP) is 
formulated for each patient on admission. The treatment 
care plan is generated following a multidisciplinary case 
conference involving the patient, their family and other 
agencies as relevant. The process for an agreed schedule 
for completion and review was being addressed and 
should be formalised as soon as possible.

While the TCP does include a detailed risk assessment 
there is a need to have a formalised method of 
assessing risk at each point through the service. Patients 
should have an individualised risk assessment on 
admission, prior to and following transfer within the 
service, and following discharge. Although the practice 
of slopping out has been discontinued, patients continue 
to be locked in their rooms at night, whether or not this 
is deemed necessary by their risk assessment. A call 
button system had not been installed. Likewise patients’ 
access to the grounds of the hospital is limited but not 
necessarily because of individually assessed risk. 

There is a shortage of appropriate accommodation for 
patients with physical needs which necessitates them 
being accommodated in the rehabilitation unit (Unit 7) 
regardless of their assessed mental health need.
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One of the main difficulties for patients is the lack of 
suitable community placements following rehabilitation. 
This has resulted in some patients remaining for an 
excessively long time in hospital regardless of the 
fact that their care plan indicates movement to the 
community. It is impossible to offer a full forensic service, 
including rehabilitation, when no appropriate placements 
in the community are available.

The women’s service is based in a single unit, despite 
the fact that the patients have very differing needs 
identified on their care plans. There are limits to the 
variety and frequency of therapeutic activities available 
to them. There are also limits to rehabilitation, as well as 
an absence of community placements. There have been 
some moves to address this but the situation remains 
unacceptable.

THERAPEUTIC ACTIVITIES
There are a number of different activities and specialised 
therapy programmes available for patients in various 
units of the hospital. These are run by vocational officers. 

The VEC programme currently caters for approximately 
one third of the patients in the Central Mental 
Hospital. The facilities and equipment available for this 
programme are inadequate. The activities available on 
site include a VEC programme, which comprises literacy, 
art, music and education and a leaving certification 
programme; woodwork (Wildwood); industrial therapy; 
drama with Calypso Theatre Company; and a garden 
project. Patients have access to the gymnasium and a 
swimming pool. Groups are also run by occupational 
therapists and social workers and there is a specialised 
programme in the SABU facilitated by the psychologist. 

A wellness recovery action programme and current 
affairs group is conducted on Unit 3. Since last year’s 
inspection, a ward-based programme has been 
introduced into Unit B and this is welcomed. At the time 
of inspection, the occupational therapy services were 
providing a programme on the female unit (Unit A) and 
there are plans to develop a ward-based programme 
on this unit based on a therapeutic community model. 
There are plans to develop intensive offender education 

programmes based on enhanced thinking skills, Crisis 
and Aggression Limitation and Management (CALM) and 
the “Reinforce Appropriate, Implode Disruptive” (RAID) 
behaviour programme.

The introduction of a treatment programme run by 
a clinical nurse specialist in addiction and alcohol in 
conjunction with other members of the multidisciplinary 
teams is a welcome addition.

Some patients attend community rehabilitation activities 
such as those based at Usher’s Island day programme 
and Thomas Court. Community VEC or third level 
education, GROW and AA meetings are available. 

There are also plans to develop a rehabilitation 
programme co-ordinated by the occupational therapy 
department and the VEC.

OVERALL RECOMMENDATIONS

1.  The new in-patient building for the forensic 
services should proceed as quickly as possible in an 
alternative site that is not adjacent to a prison site.

2.  The ward management system should be 
implemented in full as soon as possible. Key nursing, 
continuity of ward staff and the full involvement 
of ward staff in care planning and team meetings 
should immediately follow.

3.  A review of the women’s service should take place. 
A service that offers the full range of care based 
on assessed need, including risk assessment and 
rehabilitation, should be planned.

4.  A programme of acquiring suitable community 
residences and accommodation should be developed. 
There should be commitment to funding to enable 
the acquisition of community places.

5.  Every effort should be made to end the routine 
practice of locking patients in their rooms at night. 
For those patients that it is deemed necessary to lock 
in their bedrooms there should be call button.
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6.  There should be a good standard of cleanliness and 
a rolling programme of maintenance to plan and 
address the quality of the environment in a proactive 
way.

7.  There should be multidisciplinary care plans from 
the point of admission. These should incorporate risk 
assessment and a policy that includes a schedule 
for the early formulation of the first TCP and case 
conference following admission, and frequency of 
subsequent reviews. Additional risk assessments 
should be completed prior to and following transfer 
within the hospital wards and at discharge from the 
hospital. Findings from CAN-FOR and HoNOS should 
be integrated into the TCP.

8.  Additional resources should be provided to the VEC 
programme in terms of staff, equipment and physical 
space to cater for patients.

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

10. Up-to-date policies on clinical matters should be 
readily available on all units.
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HSE South is comprised of the catchment areas North 
Cork, South Lee, North Lee, West Cork, Kerry, Carlow/
Kilkenny, Wexford, Waterford and South Tipperary. This 
HSE has the largest number of long-stay in-patients in 
the country and has six large psychiatric hospitals, as 
well as a number of smaller in-patient units with long-
stay patients. In total there are over 580 in-patients in 
long-stay wards and units. There appears to be little 
momentum towards closing these large hospitals and 
admissions to long-stay wards continue. Community 
mental health teams are, in general, poorly staffed and 
have poor facilities. 

NORTH CORK CATCHMENT

DESCRIPTION
The North Cork catchment area has a population of 
80,795 (Census 2006). The catchment has three sectors 
and one large psychiatric hospital, St. Stephen’s Hospital 
in Glanmire. There are 114 patients still remaining in 
long-stay wards, as well as 23 patients in an Alzheimer’s 
Unit. All in-patient services, including the acute 
admission service, are provided in St. Stephen’s Hospital, 
which also continues to accept admissions of long-stay 
patients from other catchment areas in the South.

SERVICE PLAN
A multidisciplinary Action Team has been set up to 
develop a plan for the service. One meeting had been 
held by the time of the inspection. There have been 
some discussions regarding merging North Lee and 
North Cork services.

POSITIVE DEVELOPMENTS 2005/2006
 Funding for a new CMHT has been approved.

 Formal assessment of all patients in St. Stephen’s 
Hospital has taken place.

 Integrated clinical files and risk assessments are being 
introduced.

 The supported living project in Kanturk commenced 
service in November 2006 and effected the closure of 
Ward 11 in St. Stephen’s Hospital.

PLANS FOR CLOSURE OF ST. STEPHEN’S 
HOSPITAL
St. Stephen’s Hospital is in a rural location, with 
extensive grounds. It was formerly a sanatorium 
and retains many of the original features such as 
verandas and separate units as well as a main building. 
Despite the size and age of the building the overall 
decor, furnishings and cleanliness of the hospital was 
satisfactory. As much privacy as possible was afforded to 
patients and it was evident that in some wards staff had 
made extra efforts to provide a pleasant environment. 
It is however not satisfactory to have elderly patients on 
third floor accommodation.

There are 114 patients left in long-stay wards in St. 
Stephen’s Hospital. There is an understanding by 
the senior management team that the hospital will 
eventually close. A 14 bed supported environment 
housing project with four independent living units 
has now opened in Kanturk and this has effected the 
closure of Ward 11. Funding for a 14-bed residence in 
Fermoy has been approved and this will lead to closure 
of another ward. Patients in the hospital have been 
assessed using the Community Placement Questionnaire 
and the Hall and Baker Assessments, and further 
assessments are planned.

There are a significant number of patients in St. 
Stephen’s Hospital who originate from North Lee 
catchment, due mainly to the closure of Our Lady’s 
Hospital in Cork when patients were transferred to long-
stay wards in St. Stephen’s Hospital. There is currently 
little appropriate accommodation available in North Lee 
to allow patients to return to their own locality. 

Of concern is that admission of patients from North Cork 
catchment, still continues. There is an agreed admission 
policy between the different catchment areas that 
admit to St. Stephen’s Hospital. Medical responsibility 
remains with the North Lee Teams but nursing and other 
professional responsibility transfers to the North Cork 

HSE SOUTH
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service. There are no firm plans to look for alternatives to 
admissions to long-stay wards in St. Stephen’s Hospital 
and so admissions continue to a hospital that is intended 
for closure. 

REHABILITATION SERVICE
There is no rehabilitation service. At the time of 
the inspection there was funding available only for 
a consultant psychiatrist for rehabilitation, with no 
additional funding for a rehabilitation team until 
wards start to close. This is completely insufficient to 
address the needs of the large long-stay population in 
St. Stephen’s Hospital, as well as the building up of a 
community rehabilitation service. The clinical teams are 
to be commended for assessing the long-stay patients 
despite the absence of a rehabilitation team. 

In the absence of a full team it will be impossible to 
develop meaningful individual rehabilitation programmes 
and ensure appropriate accommodation in the 
community. The plan to shift resources from closure of 
wards to develop a rehabilitation team which is required 
prior to closure is not considered acceptable by the 
Inspectorate. Assessment, rehabilitation and community 
supports must be put in place prior to closure. 

PSYCHIATRY OF LATER LIFE
There is no team for psychiatry of later life and the 
Inspectorate was told that resources are not available to 
develop such a team. This is despite the fact that there 
is an Alzheimer’s Unit in the hospital that is currently 
the responsibility of a general adult psychiatrist. The 
Alzheimer’s unit also has two respite beds.

ACUTE IN-PATIENT SERVICE
The acute admission unit is in St. Stephen’s Hospital, 
with separate admission buildings for male and female 
patients. There is a satisfactory nursing care plan, but 
there is no integrated care plan. At times patients 
have to sleep in long-stay wards to accommodate new 
admissions. There are no plans as to the future location 
of the admission unit, after the closure of St. Stephen’s 
Hospital.

COMMUNITY MENTAL HEALTH TEAMS
There are multidisciplinary community mental health 
teams in each of the three sectors but these are 
incompletely staffed as evidenced in the tables below.

There is an advanced nurse practitioners programme in 
place. 

Kanturk CMHT
There is no adequate sector headquarters for the Kanturk 
CMHT, which currently has to borrow offices in order to 
operate. Rented accommodation is used for counselling. 
There is no day hospital but there is a day centre run 
by three staff. A new community residence will open 
shortly.

Table: Kanturk CMHT

Sector Population (Census 2006) 20,196
Consultant Psychiatrist 1
ADON 1
NCHD 2
CMHN 2
Nurse Therapists 0.5 (behavioural 

therapist)
Psychologists 0.5
Social Workers 0
Occupational Therapists 1
Other 0.8 CNS
Day Hospital 0
Day Centre 1
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Fermoy CMHT
Fermoy CMHT also rents accommodation to provide 
office space and interview rooms.

Table: Fermoy CMHT

Sector Population (Census 2006) 28,594
Consultant Psychiatrist 1
NCHD 3
ADON 1
CMHN 2
Nurse Therapists 0.5 behaviour 

therapist
Psychologists 1
Social Workers 0.5
Occupational Therapists 1
Day Hospital 1
Day Centre 1

Mallow CMHT
Mallow sector has a day centre, a sector headquarters, a 
hostel with 24-hour supervision, and a social club.

Table: Mallow CMHT 

Sector Population (Census 2006) 32,005
Consultant Psychiatrist 1
ADON 1
NCHD 2
CMHN 2
Nurse Therapists 0.5 behavioural 

therapist
Psychologists 1.1
Social Workers 0.5
Occupational Therapists 1
Other 1 CNS
Day Hospital 0
Day Centre 1

CARE PLANNING
There are no integrated care plans. It was reported that 
there are moves to implement multidisciplinary care 
planning; however there was no evidence of this as yet 
in the patients’ clinical files on inspection. A formal risk 
assessment is being introduced as well as the Functional 
Analysis of Care Environment (FACE) and a discharge 
plan. There is a primary nurse system in operation but 
lack of continuity of staff in units. 

THERAPEUTIC ACTIVITIES
Therapeutic activities in St. Stephen’s Hospital are 
provided in Unit 7. The activities are provided by 
occupational therapists, nursing staff and educational 
staff. Weekly multidisciplinary team meetings are held in 
this unit. Patients are referred, assessments completed 
and each program is individualised. There are very few 
ward-based therapeutic activities and this disadvantages 
people who are too ill or frail to attend Unit 7. The 
admission unit does provide some ward-based activities, 
some of which have been provided by staff fund-raising. 
The therapeutic activities are excellent but should be 
part of an overall care planning process for each patient.

CONCLUSION: NORTH CORK
St. Stephen’s Hospital continues to function as a 
traditional psychiatric hospital. There are over 100 long-
stay patients in hospital, with admissions continuing 
to take place to long-stay wards. The admission unit is 
part of the hospital complex and there are no plans to 
relocate this unit to a more appropriate location. Some 
hospital policies dated back to 1996 and require urgent 
review.

Community teams and facilities are slow to develop and 
are poorly resourced. There is no rehabilitation team and 
the only acknowledgement of this deficit is the approval 
of a consultant psychiatrist post in rehabilitation. This 
shows little understanding of the basic functions and 
requirements of a rehabilitation team. Likewise there 
is no provision for a psychiatry of later life team and 
apparently no plans to develop one.
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St. Stephen’s Hospital is currently providing a service 
for people with enduring mental illness, who require 
accommodation, from other areas of County Cork, 
despite the fact that, apart from a surplus of space, 
they are not resourced to do so. Added to this is the 
lack of any demonstrable planning process involving 
all catchments in Cork, agreed policies for admission 
and discharge, or discussion regarding the sharing of 
resources in an efficient and effective way. However, 
despite these difficulties there is evidence that staff 
have been innovative, clinical review is good and 
the environment maintained reasonably well. The 
introduction of risk assessment and integrated files is 
welcome.

There was little evidence of any firm commitment to 
address these issues at the time of the inspection. There 
was a sense that each catchment area in the South 
operates in isolation with no overall plan or vision as to 
how the services should develop within current mental 
health policy.

RECOMMENDATIONS: NORTH CORK

1.  The admissions to St. Stephen’s Hospital long-stay 
wards must cease – alternatives should be found as a 
matter of urgency.

2.  Urgent planning is required for the mental health 
services within the framework of mental health policy 
in all catchments in Cork with all senior management 
teams and all local health offices in the area.

3.  All teams must have full multidisciplinary staffing as a 
basic requirement for provision of service.

4.  There should be a fully staffed rehabilitation team. It 
is not sufficient to appoint a consultant psychiatrist in 
isolation without team members.

5.  There should be a fully staffed psychiatry of later life 
team.

SOUTH LEE CATCHMENT

DESCRIPTION
The South Lee catchment area has a total population of 
179,133 (Census 2006). The catchment area has long-
stay beds in St. Finbarr’s Hospital. The admission unit is 
in Cork University Hospital and is known as the GF Unit. 
There are six sector teams in the catchment area and a 
psychiatry of later life team.

SERVICE PLAN
While there is no written five-year plan, a design team 
has been set up to look at a design of a new admission 
unit.

POSITIVE DEVELOPMENTS
 An action plan has been developed to introduce 
multidisciplinary care planning.

 There is an excellent programme of therapeutic 
activities in the GF unit.

 There is an excellent liaison service.

 The Refocusing Project is implemented in the GF unit. 
This emphasises a holistic approach to day-to-day care 
on the unit and active involvement by the service user.

LONG-STAY WARDS
There are two long-stay wards in St. Finbarr’s Hospital. 
St. Catherine’s Ward has 21 patients; St. Monica’s 
Ward has 15 patients. There has been a reduction of 
approximately six beds over the past year. Referrals to 
the units are from the admission unit in Cork University 
Hospital. There has been some improvement in the 
decor in St. Monica’s Ward. There is no multi-disciplinary 
input into the wards and no rehabilitation team. 
However nursing staff provide some rehabilitation 
programmes, especially in St. Catherine’s Ward. Future 
plans for these wards are unclear. Rehabilitation 
should be through a properly resourced rehabilitation 
service and each patient should be assessed as to their 
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requirements, plans developed as to the future most 
appropriate use of the facilities as part of the overall plan 
for the mental health services in Cork.

ACUTE IN-PATIENT SERVICE
The GF unit in Cork University Hospital has 46 beds and 
is an open unit. There are six sectors admitting to the 
unit as well as a psychiatry of later life team. The unit is 
unsuitable as an admission unit for a number of reasons. 
It is on two levels, which makes observation difficult. It is 
cramped with narrow corridors, has no high observation 
area and the consulting offices and nursing offices are 
small. There have been a number of changes made to 
the environment in an effort to make it more suitable, 
e.g. the clozapine clinic has moved from the main 
corridor area, CCTV has been installed on upstairs corridor 
and externally, and potential ligature points have been 
removed. However the upstairs dormitory remains a 
risk area as it is accessible by patients in the absence of 
continuous nursing presence. Despite ongoing criticism 
of this situation by the Inspectorate in 2006 and plans by 
the service to increase activities upstairs, there has been 
no change in the situation.

Most referrals to the acute mental health service are to 
the GF unit as there are no suitable community facilities 
for initial assessments. There is usually occupancy above 
100 per cent of stated capacity, again in part due to 
the shortage of staff and resources in the community. 
There is no high observation area and only two levels 
of observation: general and one-to-one nursing. As the 
unit is open and the design unsuitable it is difficult to 
maintain adequate levels of supervision. Patients with 
disturbed behaviour are transferred to the Carraig Mór 
locked facility. An acute unit providing a full mental 
health service should have a comprehensive observation 
policy and an observation area to provide for short-
term disturbed behaviour occurring in the context of 
mental illness. This would mean that only patients 
requiring medium to long-term locked facilities would be 
transferred to Carraig Mór. This would enable the GF unit 
to remain unlocked and still provide therapeutic safety to 
patients who require this.

A number of audits are ongoing into the use of the 
admission beds and into the use of leave beds.

LIAISON SERVICE
There is a liaison mental health service to Cork University 
Hospital and this is functioning well. The team operates 
a service to Cork University Hospital, maternity services 
and oncology from the GF unit. The team consists of a 
consultant psychiatrist, two NCHDs, one psychologist and 
two clinical nurse specialists. There is no social worker 
on the team. 

REHABILITATION
There is no rehabilitation team within this service.

PSYCHIATRY OF LATER LIFE
There is a team for the psychiatry of later life. Compared 
to many other later life teams, it is relatively well staffed 
but covers a population of 179,133. However facilities 
are practically non-existent and there are no dedicated 
acute beds. The team has access to two rooms, two 
days a week, in a community health centre to provide 
a day hospital service and this facility is not appropriate 
for elderly people. The team provides a liaison service 
to St. Kevin’s Hospital and to Cork University Hospital. 
The functioning of the team is excellent, with team 
meetings, development of a multidisciplinary care plans 
and good service user and carer involvement.

Table: Psychiatry of Later Life Team

Consultant Psychiatrist 1
NCHD 2
CMHN 2.8
Psychologists 1
Social Workers 1
Occupational Therapists 1
Other 0.75 nursing 

staff
Day Hospital two days a 

week
Day Centre 0
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COMMUNITY MENTAL HEALTH TEAMS
The staffing of the six community mental health teams 
in South Lee is outlined below. All teams are deficient in 
team members and in day facilities. The multidisciplinary 
team members are spread so thinly that they are 
measured in 0.1 of whole-time-equivalent available 
to teams. The sector populations vary wildly (from 
19,500 to 53,000) and the population size and levels of 
deprivation bear no relation to teams’ resources, both 
in staffing and facilities. Consequently the community 
service offered is minimal and most presentations to the 
service come directly to the GF unit, putting further strain 
on an already busy unit. The motivation and dedication 
of the staff was evident and they should be commended 
for delivering a service in such difficult conditions. 
Sectors should be divided and resourced in such a way 
as to provide a comprehensive service, i.e. a fully staffed 
community mental health team that will assess referrals 
through one referral point and provide a variety of 
treatment options through multidisciplinary staff and a 
day facility and home-based treatment team that offers 
treatment outside of the hospital setting. This is the bare 
minimum expected in a mental health service and South 
Lee community mental health teams come nowhere 
near being able to offer this. Staffing and facilities of 
CMHTs in South Lee are shown below.

Table: Bandon/Kinsale CMHT

Sector Population (Census 2006) 33,476
Consultant Psychiatrist 1
NCHD 1
CMHN 1
Psychologists 0.5
Social Workers 0.1
Occupational Therapists 0
Other 3 nursing staff
Day Hospital 0
Day Centre 0

Table: City South East CMHT

Sector Population (Census 2006) 29,008
Consultant Psychiatrist 1
NCHD 2
CMHN 2
Psychologists 0.5
Social Workers 0.7
Occupational Therapists 0
Day Hospital 0
Day Centre 0

Table: South City West CMHT

Sector Population (Census 2006) 23,501
Consultant Psychiatrist 1
NCHD 1.5
CMHN 2
Psychologists 0.2
Social Workers 0.5
Occupational Therapists 0
Other 0.75 CNS
Day Hospital 0
Day Centre 0

Table: Douglas Carrigaline CMHT

Sector Population (Census 2006) 53,038
Consultant Psychiatrist 1
NCHD 2
CMHN 2
Psychologists 0.5
Social Workers 0.3
Occupational Therapists 0
Other 4 nursing staff
Day Hospital 1
Day Centre 0
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Table: Bishopstown CMHT

Sector Population (Census 2006) 20,592
Consultant Psychiatrist 0.75
NCHD 1
CMHN 0.5
Psychologists 0.5
Social Workers 0.1
Occupational Therapists 0
Other 1.5 nursing staff
Day Hospital 1 shared
Day Centre 1

Table: Ballinacollig CMHT

Sector Population (Census 2006) 19,518
Consultant Psychiatrist 1
NCHD 1
CMHN 0.5
Psychologists 0.5
Social Workers 0.1
Occupational Therapists 0
Other 1.5 nursing staff
Day Hospital 1 shared
Day Centre 1

CARE PLANNING
With a key worker system in place and integrated case 
files, the service is moving towards a multidisciplinary 
care plan. However this is hampered by the shortage 
of multidisciplinary team members. There is one case 
file throughout the hospital, including the general part 
of the hospital, which means that a significant number 
of non-mental health professionals have access to the 
mental health notes. Patients are not informed of this 
as a matter of routine. In St. Monica’s and St. Catherine’s 
Wards there is no multidisciplinary input. There are 
nursing care plans and there are regular psychiatric 
reviews. 

THERAPEUTIC ACTIVITIES
There is an activity nurse based in the GF unit and a 
large activity area. There had been occupational therapy 
available on the unit but there is no occupational 
therapist in post since June 2006 and activities are 
co-ordinated by a nurse therapist and a part time art 
therapist. All activities are nurse led in St. Monica’s 
Ward and St. Catherine’s Ward and some patients attend 
external activities.

CONCLUSION: SOUTH LEE
There are a number of concerns about the South Lee 
catchment area. There is a very marked shortage of 
multidisciplinary team members and facilities, thus 
rendering it impossible to deliver a community based 
service. This results in over-usage of the GF unit for 
assessment, which in turn leads to increased admissions 
to an unsuitable unit. It is obvious that investment in 
community staffing and facilities, with the addition of a 
rehabilitation team, would have the effect of reducing 
the over-reliance on an in-patient service, which in itself 
is inadequate. The motivation of the community teams 
in attempting to provide a community service in the 
circumstances outlined above is admirable.

While the South Lee management team are to be 
commended for their work in involving the service user 
in their care plan and management, patients’ safety 
must be considered as part of this process. There are 
times when a service user in an acute phase of an illness 
may require therapeutic safety for short periods. A place 
of safety such as a high observation area can provide 
this and may reduce the need for manual restraint, 
seclusion or a transfer to Carraig Mór.

The risk in having the upstairs section of the GF unit 
accessible to patients without supervision has been 
discussed at length with the local health manager and 
the senior management team. It continues to be the 
opinion of the Inspectorate that this practice is unsafe.

It is difficult to see how the psychiatry of later life team 
can offer a community service with the almost complete 
absence of facilities and a two-day-a-week day hospital 
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run from unsuitable rooms and no dedicated acute in-
patient facilities.

There is no rehabilitation team to develop a community 
rehabilitation service. It is also highly likely that some 
patients in St. Finbarr’s Hospital, if they receive the 
appropriate rehabilitation service, could lead increasingly 
independent lives. The provision of a rehabilitation team 
should be considered a priority.

This catchment requires a large input of resources for 
staffing of CMHTs, development of community facilities, 
a new admission unit and a rehabilitation team in order 
for a mental health service to be delivered according to 
national mental health policy and acceptable standards.

RECOMMENDATIONS: SOUTH LEE

1.  The community mental health teams must be 
resourced so they can provide adequate community 
mental health care.

2.  A rehabilitation team should be put in place as soon 
as possible.

3.  A new acute unit should be designed and built to 
specifications for a modern mental health admission 
unit.

4.  Senior management must seriously consider the need 
for a high observation area within the present unit.

5.  Senior management must address the issue of safety 
for patients while the first floor dormitory remains 
continuously open and unsupervised.

6.  The psychiatry of later life team must a have access 
to suitable facilities for elderly people with mental 
health problems.

NORTH LEE CATCHMENT

DESCRIPTION
The North Lee catchment area has a population of 
167,536 (Census 2006). It is served by five sectors, the 
admission unit in the Mercy Hospital, Owenacurra, and 
Carraig Mór.

SERVICE PLAN
One new team has been approved with five posts. This 
team will provide a service to the entire North sector 
which has the area of highest deprivation. There will 
now be three consultants and one team in what was 
previously two sectors, with one consultant working 
exclusively in the community.

A new primary care facility that is to open in Cobh will 
provide a headquarters for this sector. 

A workshop in the grounds of the now closed Our Lady’s 
Hospital will be upgraded and serve other catchments as 
well as North Lee.

POSITIVE DEVELOPMENTS
 There is an innovative use of extra resources to provide 
an improved community service to a mainly deprived 
and high demand area.

 Schizophrenia Ireland is developing a drop-in centre 
that will managed by service users and available for all 
service users in Cork.

 A forensic service has started and provides a service to 
Carraig Mór.

 There is an excellent therapeutic programme in the 
admission unit.



BOOK 1 – PART 2 REPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006130

LONG-STAY WARDS (OWENACURRA AND 
CARRAIG MÓR)
Owenacurra is a 32-bed unit providing continuing care 
in Midleton, Co. Cork. The age range of patients is from 
mid-thirties to early nineties. There is minimal input from 
multidisciplinary team members and no rehabilitation 
service. There is an acceptance that this facility is 
unsuitable as a mental health residential facility.

Carraig Mór is a secure facility in the North Lee 
catchment of Cork that provides locked accommodation 
for patients with disturbed behaviour on the ground floor 
(20 beds), and care for people with enduring mental 
illness on the first floor (20 beds). 

The locked facility downstairs is now under the care of a 
psychiatrist with a special interest in forensic psychiatry 
and this service is described in detail below. In summary, 
Carraig Mór accepts patients from all catchment areas 
in Cork for high observation (10 beds). The remaining 
10 patients on the ground floor, in addition to the 20 
patients on the first floor, have enduring mental illness 
and require rehabilitation services that are not available.

In total, there are approximately 60 patients with 
enduring mental illness who are accommodated 
in various in-patient facilities in North Lee. These 
patients have not been formally assessed and have no 
expectation of reaching their potential in the absence 
of a rehabilitation team, despite the best efforts of the 
nursing staff.

REHABILITATION
There is no rehabilitation service in North Lee. There are 
a significant number of long-stay patients who require 
rehabilitation in Carraig Mór and Owenacurra, and 
there is also the ongoing requirement for community 
rehabilitation. It is difficult to see how the potential of 
these patients can be realised given that the service can 
only provide mainly an accommodation service.

ACUTE SERVICE
The acute unit has 50 beds and is based in the Mercy 
Hospital in Cork city on the first floor. It consists of 
an acute section (18 beds) and a sub-acute section 
(32 beds), but does not contain a high observation 
area. Because there are no available residential and 
rehabilitation beds a number of patients have become 
long stay in the unit.

PSYCHIATRY OF LATER LIFE
There is no psychiatry of later life team.

LIAISON PSYCHIATRY
The liaison service has been in operation since 2003. 
At present there is one consultant psychiatrist, one 
psychologist and two nursing posts. The team provides 
a service to Cork University Hospital and its oncology 
department. It also provides a perinatal service through 
one of the CNM2s. There is funding for a social work 
post but this has not been filled. A large proportion 
of initial referrals are patients with alcohol problems. 
All assessments are carried out using standardised 
assessment tools and a short-term follow-up service is 
available through the team. There is a limited service 
for new complex medical outpatients. The facilities are 
satisfactory although offices are in different parts of the 
hospital campus.

As well as the liaison team, there are also two crisis 
nurses based in A&E who assess people presenting with 
deliberate self-harm but are not part of the liaison team. 

The team provide an education and training service for 
medical and mental health staff and students as well as 
preparing educational material for patients.

COMMUNITY MENTAL HEALTH TEAMS
There are five community mental health teams and the 
staffing of these teams is outlined below.
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Cork City North West CMHT
The Cork City North West team was inspected in detail. 
The sector is an area of significant social deprivation. 
The community facilities for service users and the 
multidisciplinary staffing in the sector are extremely 
poor. There are only part-time social worker, occupational 
therapy and psychology posts and just two community 
nurses. There is a four-week waiting time and referrals 
go directly to the consultant psychiatrist. However 
the psychologist accepts direct referrals from GPs that 
are not discussed at team meetings and it is unclear 
whether clinical responsibility for the service users’ care 
lies with the GP or the mental health service.

In order to function as a multidisciplinary team, the 
CMHT should have one point of referral and all referrals 
allocated to the most appropriate therapist following 
assessment and discussion. 

Table: Cork City North West CMHT

Sector Population (Census 2006) 27,188
Consultant Psychiatrist 1
NCHD 2
CMHN 2
Nurse Therapists access to 3 nurse 

therapist 
Psychologists 0.5
Social Workers 0.5
Occupational Therapists 0.4
Other Access to 

addiction 
counsellor,  

0.2 counsellor
Day Hospital Shared
Day Centre shared

Table: Cork City North East CMHT

Sector Population (Census 2006) 25,878
Consultant Psychiatrist 1
NCHD 2
ADON 1
CMHN 2
Nurse Therapists 3.5
Psychologists 0.5
Social Workers 1
Occupational Therapists 0.6
Other 0.2 addiction 

counsellor, 0.2 
counsellor

Day Hospital 1
Day Centre 1

Table: Macroom CMHT

Sector Population (Census 2006) 36,385
Consultant Psychiatrist 1
NCHD 2
ADON 1
CMHN 2
Nurse Therapists 3
Psychologists 0.5
Social Workers 0.5
Occupational Therapists 0.3
Other 0.2 addiction 

counsellor,  
0.2 counsellor

Day Hospital Shared
Day Centre shared
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Table: Cobh CMHT

Sector Population (Census 2006) 41,774
Consultant Psychiatrist 1
NCHD 2
ADON 1
CMHN 2
Nurse Therapists 2
Psychologists 0.4
Social Workers 1
Occupational Therapists 0.4
Other 0.2 addiction 

counsellor, 0.2 
counsellor

Day Hospital 0
Day Centre 1

Table: Midleton CMHT

Sector Population (Census 2006) 36,311
Consultant Psychiatrist 1
NCHD 2
ADON 1
CMHN 2
Nurse Therapists 4
Psychologists 0.5
Social Workers 1
Occupational Therapists 0.6
Other 0.2 addiction 

counsellor, 0.2 
counsellor

Day Hospital Shared
Day Centre shared

CARE PLANNING
In the acute unit there have been considerable 
improvements in developing care planning over the past 
year, with individual multidisciplinary care plans and 
integrated files that include admission and discharge 
plans.

There is no multidisciplinary input on first floor section 
of Carraig Mór. There are nursing care plans and there 
are regular psychiatric reviews. Multidisciplinary care 
planning is to commence on the ground floor of Carraig 
Mór.

THERAPEUTIC ACTIVITIES
In the acute unit there is an excellent needs-led 
therapeutic programme that forms part of the care plan. 
It is delivered by occupational therapy and nursing staff. 

The ground floor patients in Carraig Mór have some 
therapeutic activities. However there are no needs-based 
therapeutic activities for the patients on the first floor of 
the unit.

CONCLUSION: NORTH LEE
The standard of care-planning and individual therapeutic 
activities in the acute unit in the Mercy Hospital is 
excellent and staff motivation was evident. 

The establishment of a rehabilitation team is paramount 
for the development of a service for patients who 
have enduring mental illness and who are currently 
not receiving an adequate service. It is highly likely 
that patients in Carraig Mór and Owenacurra, if they 
receive the appropriate rehabilitation service, could lead 
increasingly independent lives.

Community mental health teams are poorly staffed and 
have less than satisfactory facilities. The appointment 
of a new team to a particularly deprived sector and the 
plan to develop community services in the way outlined 
above is commended.

RECOMMENDATIONS: NORTH LEE

1.  A fully resourced rehabilitation team should be 
appointed as a matter of urgency. The patients in 
long-stay wards should be prioritised for assessment 
and plans for future care.
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2.  All community mental health teams should be fully 
multidisciplinary and have adequate facilities.

3.  There should be a fully staffed psychiatry of later life 
team.

WEST CORK CATCHMENT

DESCRIPTION
The West Cork catchment area has a total population 
of approximately 53,445. Although the catchment 
population is small, there is a substantial geographical 
spread. The area is served by one admission unit of 18 
beds. There are two sector teams, shortly to be divided 
into three sectors.

POSITIVE DEVELOPMENTS 
 A team coordinator was appointed in September 2006.

 A temporary senior psychologist has been appointed 
for six months.

 Team functioning is excellent in West Cork.

SERVICE PLAN
Due to its small population, decline in the number of 
admissions and the unsuitability of the design of the 
acute unit there are ongoing discussions as to the how 
the acute mental health service will be delivered in the 
future. 

Two community mental health nurses will be recruited 
in 2007 and there has been approval for an additional 
consultant psychiatrist. It has been decided to have three 
sub-sectors to respond to the difficult geography of the 
area. 

ACUTE UNIT
The acute unit has eighteen beds and is situated over 
three floors. It operates at below capacity. It is unsuitable 
as an admission unit and has no high observation area. 

Any patient requiring high observation or intensive 
care is transferred or directly admitted to Carraig Mór in 
Cork City. Past difficulties surrounding admissions from 
West Cork to Carraig Mór have largely been resolved 
and a protocol regarding admissions is now in place. 
However due to the shortage of beds in Carraig Mór, an 
exchange arrangement may be made. This may result 
in a patient being discharged precipitously from Carraig 
Mór to make space for another patient who requires the 
observation facilities in Carraig Mór. While this is rare, it 
is unsatisfactory and was a major factor in one serious 
incident in 2006 in the admission unit. The difficulty is 
compounded by the fact that although staffing is by and 
large sufficient for 18 beds, it is not sufficient to deal 
with an emergency situation, especially at night. It is 
difficult to envisage the current acute in-patient service 
continuing in its current configuration into the future.

COMMUNITY MENTAL HEALTH TEAMS
There is excellent functioning of the community mental 
health teams. A recent development has been the 
appointment of a team coordinator who coordinates 
activity and liaises between the sector teams. However 
there are insufficient multidisciplinary staff on teams, 
especially when the geographical spread is taken 
into account. There are currently three consultant 
psychiatrists, two social workers, two occupational 
therapists and one psychologist, which are shared 
between the three sectors. The occupational therapists 
also run an occupational therapy programme for 
in-patients. There is a primary care liaison clinical 
nurse specialist and three clinical nurse specialists in 
psychotherapy. At the time of the inspection there was a 
lack of adequate administration staff and of an IT system. 
An efficient IT and communication system would address 
some of the issues in remoteness and travelling time.
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Bantry CMHT

Table: Bantry CMHT

Sector Population (Census 2006) 24,368
Consultant Psychiatrist 1
NCHD 2
CMHN 2
Psychologists 0.5
Social Workers 1
Occupational Therapists 1
CNS 3

Skibbereen CMHT
This team functions well as a community mental health 
team. Referrals to this team are allocated at team 
meetings. Many assessments are home assessments 
and where possible are joint assessments. The service 
user is involved in their care plan.

Table: Skibbereen CMHT

Sector Population (Census 2006) 29,077
Consultant Psychiatrist 1
NCHD 3
CMHN 2
Psychologists 0
Social worker 1
Occupational therapist 1
CNS 1

CARE PLANNING
There are nursing care plans, a key worker system and 
the service user is involved in the care planning process. 
The service currently has separate nursing and medical 
notes. The multidisciplinary team notes are detailed and 
have an overall plan and currently have a section for 
each discipline to write in. There are plans to develop 
more comprehensive multidisciplinary team care plan. 
Currently a risk assessment is completed on each service 
user based on the Sainsbury Centre for Mental Health 
risk assessment format. 

THERAPEUTIC ACTIVITIES
There is an impressive therapeutic activities programme 
run by occupational therapists available in the acute unit. 

CONCLUSION: WEST CORK
West Cork has a good community mental health service 
with excellent team functioning. The plan to introduce 
full multidisciplinary care planning is welcome. Beacause 
of the small catchment population it is not possible to 
provide rehabilitation or psychiatry of later life services. 
The continued provision of acute admission service in 
Bantry is difficult due to the design of the building. The 
senior management team are currently considering 
different models of service provision, accessing services 
across boundaries and enhancement of community 
teams and facilities. 

RECOMMENDATIONS

1.  Multidisciplinary teams require full staffing.

2.  Planning for the future of the service with all 
stakeholders should take place.

KERRY CATCHMENT

DESCRIPTION
The Kerry catchment area has a total population of 
139,616 (Census 2006). There is an acute admission 
unit in Tralee General Hospital and long-stay wards 
in St. Finan’s, a large psychiatric hospital in Killarney. 
The catchment area has five sectors with a wide 
geographical rural area that poses logistical difficulties.

SERVICE PLAN
The senior management team is not involved in any 
project or planning team. It does appear that there 
are plans to open large 14-bed community residences 
with 24-hour supervision, but no official plans were in 
evidence. The Inspectorate was told of tentative plans 
to build a 6-bed high observation unit next to admission 
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unit in Kerry General Hospital. Cherryfield is earmarked 
for the location of the locked wards in St. Finan’s Hospital 
and in the long term will constitute a high dependency 
unit.

POSITIVE DEVELOPMENTS 
 A rehabilitation consultant has been appointed.

 A mental health liaison nurse has been appointed in 
primary care in West Kerry.

ST. FINAN’S HOSPITAL
There were 78 patients remaining in six wards in St. 
Finan’s Hospital in Killarney at the time of the inspection. 
Since then the number has reduced to 63, There is a 
land bank of approximately 40 acres within the hospital 
complex. There are plans to use the campus of St. 
Finan’s Hospital to provide primary care site as well as 
mental health facilities.

Conditions in St. Finan’s Hospital are not satisfactory and 
the care and treatment of patients was of concern to the 
Inspectorate in 2005. Although the immediate issues of 
patients’ rights have been addressed, conditions in the 
hospital continue to cause concern. Plans to close St. 
Finan’s Hospital have been proposed for more than ten 
years, but little progress has been made and patients 
continue to live in poor conditions. 

REHABILITATION
A consultant in rehabilitation has recently been 
appointed with five further posts for a rehabilitation 
team. However, a surprising decision has been made 
by the senior management team to re-allocate some 
of these posts to sector teams. While CMHTs require 
further staffing, it is essential that the rehabilitation 
team is also properly staffed. Formal assessments of 
patients remaining in St. Finan’s Hospital have recently 
commenced.

ACUTE IN-PATIENT SERVICE
The admission unit is in Tralee General Hospital. It has 
50 beds but relies on transferring patients with severe 
behavioural difficulties to St. Finan’s Hospital for more 
secure care. 

COMMUNITY MENTAL HEALTH TEAMS
There are five sector teams in Kerry each with a 
population of between 25,000 and 30,000. The staffing 
of the CMHTs is outlined below. No team has the full 
complement of staff and existing staff are thinly spread 
in a difficult geographical area.

Table: Tralee West CMHT

Sector Population (Census 2006) 29,149
Consultant Psychiatrist 1
NCHD 2
CMHN 2
Nurse Therapists 2
Psychologists 0.45
Social Workers 0.5
Occupational Therapists 0.6
Other 0.5 CNS
Day Hospital 1
Day Centre 0

Table: Tralee East CMHT

Sector Population (Census 2006) 27,610
Consultant Psychiatrist 1
CMHN 2
NCHD 1
Psychologists 0.45
Social Workers 0.5
Occupational Therapists 1
Day Hospital shared
Day Centre 3
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Table: Listowel CMHT

Sector Population (Census 2006) 24,951
Consultant Psychiatrist 1
NCHD 1
CMHN 2
Psychologists 0.3
Social Workers 0.5
Occupational Therapists 0.2
Other  liaison nurse
Day Hospital 1(incorporates 

day centre)

Killarney CMHT
This CMHT was inspected in detail. There was no 
structured referral meeting but there are weekly team 
meetings. Each nurse has a case load of approximately 
100 people and there is no sector headquarters. As with 
all teams in the catchment, there are insufficient staff to 
offer a comprehensive service.

Table: Killarney East CMHT

Sector Population (Census 2006) 30,483
Consultant Psychiatrist 1
NCHD 1
CMHN 2
Psychologists 0.3
Social Workers 0.5
Occupational Therapists 1
Day Hospital 1
Day Centre 2

South Kerry CMHT
The South Kerry CMHT is very poorly staffed and apart 
from a half-time psychologist has no multidisciplinary 
team.

Table: South Kerry CMHT

Sector Population (Census 2006) 27,423
Consultant Psychiatrist 1
CMHN 3
NCHD 1
Psychologists 0.3
Social Workers 0
Occupational Therapists 0
Other 0
Day Hospital 0
Day Centre 1

 
PSYCHIATRY OF LATER LIFE

A partial team (four whole-time-equivalents) for 
psychiatry of later life has been approved. This will have 
a part-time social worker and part-time occupational 
therapist and a psychologist.

CARE PLANNING
The standard of patient care planning was of concern to 
the Inspectorate in 2005. There have been some initial 
moves towards care planning, which continues to require 
ongoing input from senior management.

THERAPEUTIC ACTIVITIES
There are no therapeutic activities in the long-stay 
wards. Some patients go to structured activities but 
these are not needs based. In the admission unit 
in Tralee, there is a therapeutic activity programme 
run by nursing staff and occupational therapists that 
encompasses an individual assessment.
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CONCLUSION: KERRY
The multidisciplinary teams in Kerry are inadequately 
staffed; further psychologists, social workers, community 
mental health nurses and occupational therapists are 
needed.

St. Finan’s Hospital continues to function as an old-style 
psychiatric hospital. The service provided for people 
with enduring mental illness remaining in St. Finan’s 
Hospital remains inadequate. There are no meaningful 
individual care plans or therapeutic activities and the 
environment is poor. The appointment of a consultant 
in rehabilitation is welcomed. However a rehabilitation 
service is ineffective without a multidisciplinary team. 
Despite the urgency of the situation for these patients, 
the need to individualise care and the requirement 
to commence a community rehabilitation service, the 
recent appointment of a rehabilitation team has been 
diluted by re-allocating rehabilitation resources to other 
parts of the service where resources are minimal. It 
is not acceptable to have to siphon off badly needed 
resources in rehabilitation to provide basic services 
in the community. All teams, including CMHTs and 
rehabilitation, must be fully staffed, in order to provide 
an adequate service.

The continued transfer of patients from the acute 
unit in Tralee to St. Finan’s Hospital where there is 
little multidisciplinary input, few programmes and 
unsatisfactory environment, is not acceptable.

RECOMMENDATIONS: KERRY

1.  The rehabilitation team recently approved and 
appointed should retain its staffing to address the 
urgent situation of patients in St. Finan’s Hospital and 
to introduce a community rehabilitation mental health 
service.

2.  A committee to plan the future of the service should 
be set up immediately consisting of the local health 
manager and the senior management team.

3.  All multidisciplinary teams should be fully staffed as a 
matter of urgency.

4.  No further admissions to St. Finan’s Hospital should 
take place.

SPECIALIST MENTAL HEALTH 
SERVICES: CORK AND KERRY

MENTAL HEALTH SERVICES FOR PEOPLE 
INTELLECTUAL DISABILITY
There are approximately 3,500 people on the database 
for intellectual disability in counties Cork and Kerry. 
Ten agencies, as well as the HSE, provide intellectual 
disability services across both counties; five agencies 
provide adult services and five provide child and 
adolescent services. 

There are three HSE facilities: St. Raphael’s House in 
Youghal with 170 residents, which is under the care of 
the intellectual disability service of the HSE and is self-
staffing; Grove House, which has a 30-bed adolescent 
unit; and Ballydribeen Unit, which has 30 residents and 
which has remained under the care of the mental health 
service. 

Ballydribeen Unit is self-staffing and at the time of 
inspection had one vacant psychology post and one 
vacant occupational therapy post. There is only one 
consultant psychiatrist post within the HSE, although 
there are plans to develop another post. There are two 
occupational therapists shared between Grove House 
and St. Raphael’s House, there is one senior psychology 
post which is shared with adult mental health 
services in Youghal and there is a vacant psychology 
post. COPE services provide psychology sessions in 
Grove House. There is no social work service. There 
is currently no consultant psychiatrist for people with 
intellectual disability in Kerry. There is no specialist unit 
for challenging behaviour or mental illness within the 
service. However there are plans to develop a 30-bed 
unit on the site of St. Raphael’s House so as to move 
residents to bungalow type accommodation. One of 
these bungalows will be an approved unit for people 
with intellectual disability who require admission for 
mental illness or mental disorder. It was reported 
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that there was a good relationship with the adult 
mental health services that provide admission places 
if necessary. There is currently an ongoing review of 
policies regarding restraint and seclusion. Grove House 
requires refurbishment.

Consultant psychiatrists provide a service to the voluntary 
agencies, including LOTA and the Brothers of Charity 
services. At present there is a child and adolescent 
psychiatrist in the Brothers of Charity services who also 
provides adult and forensic intellectual disability services 
and another adult psychiatrist post has been approved.

There were currently three service users abroad 
receiving specialist treatment at the time of inspection. 

In conclusion, people with both intellectual disability 
and mental illness are poorly served in the Cork and 
Kerry areas. There is no social work service, a shared 
psychologist and two occupational therapists for people 
with intellectual disability and mental health problems. 
There are a small number of psychiatrists attached to 
voluntary agencies but only one catchment consultant 
psychiatrist employed by the HSE. 

RECOMMENDATIONS

1.  The mental health service for people with intellectual 
disability service requires filling of current vacancies in 
multidisciplinary posts including behavioural therapists 
and speech and language therapists.

2.  A catchment service should be developed with fully 
staffed multidisciplinary teams and appropriate 
facilities for outpatient services, as well as an 
appropriate in-patient unit.
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CHILD AND ADOLESCENT MENTAL HEALTH 
SERVICES
There are a total of seven mental health child and 
adolescent teams in the HSE Southern area. There 
are two teams in North Lee, one team in North Cork, 
one team in Kerry and three teams in South Lee. 
Although there is a day hospital and adequate office 
and consulting space in North Lee, the other catchment 
areas are poorly resourced, having no day hospital space 
and restricted office and consulting rooms. There is an 
extension being built in Mahon for Teams A and B in 

South Lee. There are no in-patient facilities, but there 
is a plan to build a 20-bed unit: 8 places for children 
under 12 years and 12 places for 12 to 18 year olds. A 
budget of €4 million has been approved in 2003, a site 
identified and a design brief prepared, but at the time 
of the inspection the project appeared to have stalled. 
Children requiring admission continue to be admitted to 
adult units where this was deemed absolutely necessary. 
The plan for services to children and adolescent Mol an 
Óige was perceived by the service deliverers to have 
been discarded.

Table: Child and Adolescent Mental Health Services

North Lee North Cork South Lee 
and West 
Cork

Team A

South Lee 
and West 
Cork

Team B

South Lee 
and West 
Cork

Team C

Kerry

Consultant 2 1 1 1 1 1
Social Workers 3.8 0.5 1 1 1 1
Psychology 3.8 0.8 (leave) 1 (vac) 1 (vac) 1 (vac) 1
Occupational Therapists 1.5 (1 vac) 0.5 (vac) 1 (vac) 0

Nursing 1 0.6 1
Child Care 0
Speech and Language 
Therapists

1 0.5

Family Therapy 0.5 0.5
Administration 5 2 2 (1 vac) 0.5 1 2
Facilities Day Hospital 

Offices
Rented 
offices

Inadequate 
space

Inadequate 
space

Renting Inadequate 
HQ
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While there are an inadequate number of teams 
to provide a full service to the HSE Southern Area, 
the existing teams are inadequately staffed. A 
surprising number of existing posts are unfilled. Other 
multidisciplinary posts are only 0.5 whole-time-
equivalent multidisciplinary filled. There is funding for 
a 0.6 whole-time-equivalent consultant psychiatrist for 
Kerry to provide a team for South Kerry. The teams are in 
the most part inadequately resourced in facilities, such 
as day hospital, office and consulting space. The waiting 
lists in Kerry are unacceptably high – they are reported 
as being up to five years. The waiting lists in Cork are up 
to 18 months.

RECOMMENDATIONS

1.  All child and adolescent teams should have full 
multidisciplinary membership.

2.  Facilities should be to the standard suitable to provide 
an age-appropriate outpatient and day mental health 
service to children and adolescents.

3.  Every effort must be made to reduce the waiting list 
in Kerry as a matter of urgency.

CORK FORENSIC MENTAL HEALTH SERVICES
A consultant psychiatrist in general adult psychiatry with 
a special interest in forensic psychiatry has recently 
been appointed. There is one social worker and one 
community mental health nurse on the team. The 
team has undergone training in risk assessment, crisis 
prevention intervention and in forensic psychiatry. The 
team has responsibility for the patients in the secure 
environment of Carraig Mór and also has a small case 
load of outpatients. The forensic service to Cork Prison is 
still provided through a private contract with a consultant 
psychiatrist. The patients in Carraig Mór are assessed as 
being difficult to place and there is no suitable step-
down or community residence accommodation. This has 
resulted in a cohort of about 20 patients in Carraig Mór 
with differing needs and little rehabilitation currently 
available.

Due to the lack of a full team, including an outreach 
team, a full service to the area cannot be offered. 
With the present resources it is difficult to see how an 
in-reach service to the prison population and a court 
diversion system can be developed. There also needs 
to be access to suitable low secure, medium secure and 
high secure facilities when needed. This is not available 
at present, nor there any comprehensive forensic 
rehabilitation been funded for the service.

Table: HSE South Forensic Mental Health Team 

Consultant Psychiatrist 1
NCHD 1
CMHN 1
Psychologists 0
Social Workers 1
Occupational Therapists 1

RECOMMENDATIONS

1.  There should be a full multidisciplinary forensic 
psychiatry team in place, and this must include 
psychologists.

2.  Appropriate facilities should be provided in order to 
provide a forensic rehabilitation service. 

CARLOW/KILKENNY CATCHMENT

DESCRIPTION
Carlow/Kilkenny is a single catchment area within the 
HSE with a total population of 120,671 (Census 2006). 
There is one clinical director and one hospital manager 
but two directors of nursing for the area. There are 
noticeable differences between the service delivery 
in the two counties within this catchment area. There 
are two traditional psychiatric hospitals: St. Dympna’s 
Hospital in Carlow and St. Canice’s Hospital in Kilkenny. 
The main building at St. Canice’s Hospital has closed but 
there are long-stay patients still resident in two care of 
the elderly units in grounds of the hospital. There is one 



BOOK 1 – PART 2REPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006 141

acute admission unit in the general hospital in Kilkenny. 
Between the two counties, there are five sectors and 
one psychiatry of later life service. 

SERVICE PLAN
Kelvin Grove will be closed as a matter of urgency 
and funding to build chalet-type accommodation has 
been approved. St. Patrick’s Ward in St. Dympna’s 
Hospital will also close and its patients discharged to 
community residences. Approval has been obtained for 
a rehabilitation consultant psychiatrist with a special 
interest in rehabilitation but there is no approval for a 
rehabilitation team. An occupational therapist post has 
also been approved. A working group has been set up to 
plan the introduction of multidisciplinary care planning.

POSITIVE DEVELOPMENTS 
 The befriending service operated with the Mental 
Health Association.

 Availability of family therapy to all sectors.

 Consumer Information Project with input from a FÁS 
worker.

 Closure of the main building in St. Canice’s Hospital.

 Development of crisis beds and discharge of long-stay 
patients from Greenbanks.

 A practice development working group is auditing 
prescriptions.

 New premises for a sector headquarters in Tullow will 
have three consulting rooms

PLANS FOR CLOSURE OF ST. DYMPNA’S AND ST. 
CANICE’S HOSPITALS
St. Dympna’s Hospital has four long-stay wards which 
includes two elderly care wards and Kelvin Grove whci 
is a unit for patients with intellectual disability, and a 
development group is assessing needs of in-patients in 
the hospital. Plans for closure of St. Dympna’s Hospital 

appear to be advanced and include purpose-built chalet 
units for the 16 patients in Kelvin Grove, all of whom are 
intellectually disabled.

The conditions in Kelvin Grove are extremely poor 
and this has been highlighted in previous reports. The 
house is run-down, bleak, in poor repair, and does 
not in any way meet the needs of this very disabled 
group of patients. The outside area at the back of the 
building where patients sit outside is grim. It is entirely 
unacceptable that patients continue to live in these 
conditions, even more so when they are so disabled 
that they are not in a position to indicate their needs. 
The Inspectorate was told that it will take 18 months to 
complete the building of a new unit. The new residence 
will consist of a number of chalets within the campus of 
St. Dympna’s Hospital, one of which will be dedicated to 
treatment of challenging behaviour. 

St. Patrick’s Ward is due to close following renovation 
of a community residence and relocation of patients 
to wards within the hospital for elderly patients. 
It is recommended that, as an interim measure to 
address the dreadful conditions in Kelvin Grove that 
the patients in Kelvin Grove move to St. Patrick’s 
Ward while waiting for the new unit to be completed. 
However this arrangement is not feasible according 
to the hospital manager. Alternative accommodation 
must be immediately found. Surprisingly, despite the 
plans to close St. Dympna’s Hospital there are still some 
admissions to long-stay wards, a number of these being 
service users from community residences. This should 
cease.

REHABILITATION 
There is no rehabilitation team. Approval and funding 
have been obtained for a consultant psychiatrist post 
with a special interest in rehabilitation and the recruiting 
process was about to commence at the time of the 
inspection. Plans to recruit a team remain aspirational. 
It is difficult to understand how it can be envisaged that 
a rehabilitation service can be effective without a basic 
team. 
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Clann Nua is an 8-bed unit described as a rehabilitation 
unit, with people who require an intensive rehabilitation 
programme. It has seven beds and one crisis bed, but no 
individualised multidisciplinary rehabilitation care plan 
although there are training plans. 

PSYCHIATRY OF LATER LIFE
The psychiatry of later life team commenced operation 
in July 2005. At the time of the Inspection it consisted 
of a consultant psychiatrist, an NCHD, with two clinical 
nurse specialists as well as secretarial support. There 
is a dedicated day hospital and it has access to beds 
in the acute unit but no dedicated admission beds. It 
has clinical responsibility for St. Gabriel’s Ward on the 
campus of St. Canice’s Hospital. In order for the team 
to function the team must have the full complement of 
multidisciplinary members.

Table: Psychiatry of Later Life Team

Consultant Psychiatrist 1
NCHD 1
ADON 1
Nurse Therapists 2 CNS
Psychologists 0
Social Workers 0
Occupational Therapists 1

ACUTE IN-PATIENT SERVICE
The acute admission unit is in Kilkenny General Hospital 
and has 44 beds. There is an acute area and a sub-acute 
area. There are five sectors admitting to the unit.

Greenbanks is a 12-bed crisis house that is situated close 
to St. Dympna’s Hospital. It provides crisis care for a 72-
hour period, as well as providing respite beds.

COMMUNITY MENTAL HEALTH TEAMS
The recruitment process to complete multidisciplinary 
teams was reported to be difficult and there are a 
number of unfilled posts. A multidisciplinary forum has 
been set up but does not appear to have had any impact 
on multidisciplinary care planning.

Kilkenny has three sector community mental health 
teams and Carlow has two teams. There is a day hospital 
in St. Canice’s Hospital in Kilkenny and five auxiliary day 
centres each operating in rotation one day a week. The 
day hospital in St. Dympna’s Hospital operates 12 hours 
a day, seven days a week.

The CMHTs are not fully multidisciplinary. In total there 
are three occupational therapists, two social workers and 
one psychologist (with four vacant psychology posts) for 
five sectors, an acute in-patient unit and approximately 
60 long-stay patients including elderly care and patients 
with intellectual disability. Full information was not 
received on sector teams. 

Kilkenny North CMHT
Kilkenny North sector team was inspected in detail. The 
sector team has no base apart form that in St. Canice’s 
Hospital. There was evidence that the team were 
motivated and carried out research and audit.

Table: Kilkenny North CMHT

Sector Population 
(Census 2006)

Incomplete information on 
sector

Consultant 
Psychiatrist

1

NCHD 1
CMHN 2
Psychologists 0
Social Workers 0.5
Occupational 
Therapists

0.3

Other  0.3 counsellor, 0.5 family 
therapist and 0.3 ADON
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Carlow South sector CMHT
Carlow South sector was inspected in detail. It is a large 
sector with a population of over 46,000.

Table: Carlow South CMHT

Sector Population 
(Census 2006)

Incomplete information on 
sector

Consultant 
Psychiatrist

1

NCHD 1.5
ADON 1 (team coordinator)
CMHN 3
Psychologists 0
Social Workers 0.6
Occupational 
Therapists

0

Other family therapist, 0.5 rehab 
CNS 0.5 CMN3, 0.5 support 
worker, 1 CNS, 1 addiction 

counsellor, 1 nurse counsellor
Day Hospital 1
Day Centre 1

Carlow North CMHT

Table: Carlow North CMHT

Sector Population 
(Census 2006)

Incomplete information on 
sector

Consultant 
Psychiatrist

1

NCHD 1.5
CMHN 3
Psychologists 0
Social worker 1
Occupational 
therapist

0

Other family therapist, 0.5 rehab 
CNS 0.5 CMN3, 0.5 support 

worker, 1 CNS, 1 nurse 
counsellor

Day Hospital 1
Day Centre 1

There are an unfilled principal psychology post and two 
basic psychology posts within the catchment area.

There is different nurse administration in each county. In 
Carlow, each sector has one CNM2, a staff nurse and two 
clinical nurse specialists. 

CARE PLANNING
There are nursing care plans within the service but no 
integrated care plans. There were no concrete plans 
to introduce this at the time of the inspection. There is 
no key worker system and this was blamed on lack of 
continuity of staff. Patients are not regularly reviewed in 
some wards.

THERAPEUTIC ACTIVITIES
There is a therapeutic activities programme in operation 
in the acute unit. This is operated by an occupational 
therapist and two clinical nurse specialists.

The Dolmen Centre in Carlow provides a day service and 
is managed by nursing staff. Piecework is done in the 
centre by the service users for local companies. A token 
economy system is in place in the centre and the service 
users buy items using these tokens. This is not based on 
any behavioural assessment or therapy programme. This 
is considered an institutional system and has no place 
in a modern mental health service. Service users should 
be paid for work as part of a system that respects their 
rights and dignity. Vocational training is available, as well 
as a workshop in St. Canice’s Hospital.

The Dove Centre is a day service for elderly service users 
with mental illness. There are no assessments with 
therapeutic activities based on need, apart from one 
group where the occupational therapist does individual 
work with service users.

There are no therapeutic activities for the patients with 
severe and profound intellectual disabilities in Kelvin 
Grove.
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CONCLUSION: CARLOW/KILKENNY
The Carlow/Kilkenny catchment area presents as rather 
a fragmented service both from a management and 
service delivery aspect. Nursing staff are managed 
separately in the two areas when by amalgamating the 
two systems the service could provide better continuity 
of staffing and aid key working. Other multidisciplinary 
staff cover the two counties but because of the staffing 
deficit are obviously over-stretched. 

The development of alternatives to admission through 
the operation of a crisis house is welcome. This service 
should be closely audited and monitored, with clear 
policies and procedures in place. 

The absence of a specialist rehabilitation team is 
noticeable. Formal assessments of long-stay patients, 
individual care plans, effective use of day services and 
vocational training are all urgently required.

RECOMMENDATIONS: CARLOW KILKENNY

1.  Carlow and Kilkenny services should be managed and 
administered as one service by one management 
multidisciplinary team. 

2.  Key working needs to be an urgent issue leading to 
development of a multidisciplinary care plan.

3.  The appointment of a rehabilitation team is an urgent 
requirement.

4.  All patients require a formal assessment of all their 
needs in order to plan the service and to develop 
individual care plans.

5.  All multidisciplinary teams, including psychiatry of 
later life, should be filled.

6.  Kelvin Grove must be closed as a matter of urgency 
and alternative accommodation acquired, even as an 
interim measure.

WEXFORD CATCHMENT

DESCRIPTION
The Wexford catchment area has a population of 131,615 
(Census 2006). There is a large psychiatric hospital, St. 
Senan’s Hospital in Enniscorthy, which had 132 patients 
on the day of inspection. In the hospital there are 
patients with enduring mental illness, elderly patients, 
and patients with intellectual disability. The catchment 
was reorganised into two large sectors in 2005. The 
admission unit remains in St. Senan’s Hospital. There is a 
rehabilitation team and a psychiatry of later life team.

SERVICE PLAN
A working group has been set up to implement Vision 
for Change. There are plans for a new day hospital and 
funding has been approved. There are also plans to 
develop a crisis house and a rehabilitation unit, which 
will each have six beds. Plans are under way for a 
number of community residences for long-stay patients.

POSITIVE DEVELOPMENTS 
 The service is to be commended for the introduction of 
larger sectors and innovative practices to increase the 
quality of community services, despite the low number 
of multidisciplinary team members.

 There is a firm commitment to close St. Senan’s 
Hospital and to develop suitable community 
residences.

 There is ongoing development of the rehabilitation 
team.

PLANS FOR CLOSURE OF ST. SENAN’S HOSPITAL
It is of concern that at the time of the inspection there 
were 97 long-stay patients (including those with 
intellectual disability) remaining in St. Senan’s Hospital, 
which has approximately 100 acres of land around it 
currently zoned as agricultural land.
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A multidisciplinary forum has been set up to begin 
planning for closure and this includes representatives of 
the nursing unions. The senior management team plan 
to meet service users to obtain their views. Working 
groups have been set up from this forum to look at 
different aspects of closure and will report at the end of 
2006. 

There are active plans to relocate patients with 
intellectual disabilities from St. Brendan’s Ward and St. 
Christopher’s Ward. Five patients have already been 
relocated to Gorey and a further two patients were due 
to relocate at the time of the inspection. Building had 
started on a new purpose-built unit for eight elderly 
patients with intellectual disability. A planning group is 
actively seeking new accommodation for the remaining 
14 patients in St. Brendan’s Ward. Due to the absence 
of specialist mental health teams for people with 
intellectual disability within the South East area it is 
proving difficult to transfer care to that more appropriate 
service.

There are attempts to recruit a GP service to provide a 
general medical service to long stay patients. 

The overall environment of the hospital is not suitable 
for patients. There is a severe shortage of bathrooms; 
where in some places there is only one bathroom or 
shower for more than 15 dependent patients. The plan 
at the time of inspection was to prioritise only three 
areas and is not sufficient. There was dampness on some 
walls and ceilings and curtains and bedspreads needed 
to be replaced in some areas. One dependent patient 
was sitting in a specialised chair for elderly patients, 
which was badly torn with exposed foam in contact with 
his head. Windows were dirty, with cobwebs and there 
were holes in the ceilings and floors in some areas. 
There were no toilet seats in some toilets and a dirty 
bucket and mop were stored in one bathroom. There is 
no excuse for allowing such conditions to develop where 
patients are resident.

REHABILITATION TEAM
There is a rehabilitation team in place since 2005. 

Table: Rehabilitation Team

Consultant Psychiatrist 1
ADON 0.5
CMHN 1 CNM2 and 2 

outreach nurses
Nurse Therapists 0
Psychologists 2 days
Social Workers 0.8
Occupational Therapists 0

The rehabilitation team, which is headquartered in St. 
Senan’s Hospital, has responsibility for 11 community 
residences with five CNM2s, 16 staff nurses and eight 
care staff and provides an outreach service to two 
group homes. It also has responsibility for two long-
stay wards and some patients in the pre-discharge 
ward in St. Senan’s Hospital. The rehabilitation team 
also have responsibility for patients with intellectual 
disability in the hospital; the reason for this is that there 
is no intellectual disability team available to address 
the needs of this group. Assessments of the long-stay 
population are currently being undertaken. There is no 
waiting list for assessment. There is no formal keyworker 
system in place.

There is funding for a purpose-built crisis house of 
approximately €2 million. This will have 12 beds, six of 
which will be respite beds and the remaining six will be 
crisis beds.
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PSYCHIATRY OF LATER LIFE 

Table: Psychiatry of Later Life Team

Consultant Psychiatrist 1
ADON 1
NCHD 1
CMHN 2 CNS plus one staff nurse
Psychologists 0
Social Workers 0.2
Occupational Therapists 0

The psychiatry of later life team is due to have access 
to an occupational therapist and a 0.5 whole-time-
equivalent psychology post is due to commence in 
October 2006. There is access to a day centre and day 
hospital. 

ACUTE IN-PATIENT SERVICE
There are 26 acute admission beds in St. Senan’s 
Hospital, with over 100 per cent occupancy. Sleeping 
patients in long-stay wards is common in order to 
provide beds for new admissions, although it was stated 
that this practice has decreased. Patients continue to 
complain about this practice. People are admitted for 
detoxification. 

LIAISON MENTAL HEALTH SERVICES
There is one liaison nurse who is part of the Wexford 
South sector team and who provides assessment of 
people presenting to A&E with deliberate self-harm. An 
NCHD visits Wexford General Hospital each day. It was 
reported that as a result admission rates had dropped.

COMMUNITY MENTAL HEALTH TEAMS
There are two large sectors in the catchment area. There 
is active development in team functioning and marked 
enthusiasm for the new structure of the teams. However 
the staffing of the multidisciplinary teams falls far short 
of that recommended for sectors with a population that 
exceeds 50,000. The teams are attempting to introduce 

joint assessments of referrals, but shortage of staff has 
hindered this development.

Wexford North CMHT
There are two consultants in this sector. The day hospital 
runs targeted programmes for patients who are acutely 
ill. There are plans to build a new day hospital; a site 
has been approved and funding obtained. There is a 
day centre in Gorey for elderly people and some service 
users attend this. Service users attend a day centre 
in St. Senan’s Hospital. A plan to close a ward in St. 
Senan’s Hospital in order to free resources for community 
development is under discussion.

Table: Wexford North CMHT

Sector Population 
(Census 2006)

62,478

Consultant Psychiatrist 2
Team Leader 1
CMHN 3
Nurse Therapists 1 addiction counsellor
Psychologists 1 senior (1 trainee)
Social Workers 1
Occupational Therapists 2
Day Hospital 1
Day Centre access to day centre for 

elderly
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Wexford South CMHT
There is a requirement for psychology, social work and 
community mental health nursing to be brought up 
to the levels recommended in national mental health 
policy. The current levels, within a sector population that 
exceeds 65,000, are insufficient.

Table: Wexford South CMHT

Sector Population 
(Census 2006)

69,137

Consultant Psychiatrist 2
ADON 1
CMHN 3
Nurse Therapists 1 addiction counsellor
Psychologists 1
Social Workers 0.5
Occupational 
Therapists

0.2

Day Hospital 1
Day Centre 1

A day hospital in New Ross is due to open shortly with 
2.4 whole-time-equivalent nursing staff. There is a day 
hospital and day centre in Summerhill. All teams have 
access to administrative support. There are no unfilled 
posts.

There is a pilot programme in Enniscorthy involving joint 
intake assessment of referrals. Referrals are discussed 
with the GP and assessed by the psychologist and NCHD 
and are then discussed at the team meeting.

CARE PLANNING
There is no integrated multidisciplinary care planning 
in St. Senan’s Hospital. There are nursing care plans. 
However there is a comprehensive care plan in operation 
in the pre-discharge unit involving standardised 
assessments and a primary nurse system. There is a 
primary nurse system in operation in some other wards 
in the hospital. Absence of key nursing is due to lack of 
continuity of staff, although efforts are being made to 

address this problem. The rehabilitation team plans to 
use a self-management and integrated care plan.

THERAPEUTIC ACTIVITIES
An activities unit provides recreational therapy off 
the wards. There was no occupational therapist in the 
hospital at the time of the inspection but one was due 
to take up post in the immediate future. There is also 
a skills base training centre and a day centre on the 
grounds which provides a service for outpatients and 
in-patients. There are no needs-based activities on 
the wards, although where possible nursing staff run 
recreational activities on the wards.

CONCLUSION: WEXFORD
The mental health service in Wexford has developed 
an impressive community service in the absence of 
adequate resources. The motivation and enthusiasm of 
staff at all levels for improving the service was evident 
to the Inspectorate. The task of the rehabilitation team 
is onerous and there will be difficulty in appropriately 
relocating 97 long-stay patients and providing adequate 
follow-up, rehabilitation and continuing care. Every effort 
must be made to support and staff the rehabilitation and 
clinical teams in this task. 

Many areas in St. Senan’s Hospital were dirty. It is 
unacceptable that patients are forced to live in such 
poor conditions and such a dirty environment. The 
fact that the hospital will eventually close and that 
resources are currently focused in that direction does not 
excuse continuing to allow the hospital environment to 
decay to such an extent that even basic cleaning and 
maintenance are ignored.

RECOMMENDATIONS: WEXFORD

1.  All community mental health teams, including the 
psychiatry of later life team, must be resourced to 
acquire at least the minimum of staff recommended 
in national health policy.
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2.  The rehabilitation team should be adequately staffed 
to provide assessments and rehabilitation to the 
existing long-stay population and those in supported 
accommodation, as well as developing a community 
rehabilitation service and a full outreach team. This 
should include facilities such as a rehabilitation unit 
and team headquarters. 

3.  Regular maintenance and adequate cleaning should 
continue in St. Senan’s Hospital as long as the hospital 
remains open.

WATERFORD CATCHMENT

DESCRIPTION
The total population of the Waterford catchment area is 
125,136 (Census 2006). There is an acute admission unit 
attached to Waterford General Hospital with 44 beds. 
There is also a large psychiatric hospital, St. Otteran’s 
Hospital, in Waterford with 139 beds with 103 patients 
at the time of the inspection. The catchment is divided 
into four sectors and there is a psychiatry of later life 
team. There is no rehabilitation team.

SERVICE PLAN
The aim of the service is to close St. Otteran’s Hospital 
within five years. Within this objective, there are plans to 
have a fully staffed rehabilitation team and to increase 
day facilities across the catchment area. There are also 
plans to develop a 20-bed low secure unit.

POSITIVE DEVELOPMENTS 
 The befriending service in the acute admission unit.

 Access to an advocacy service.

 Information leaflets for patients are particularly well 
presented and informative.

 Funding for a partial multidisciplinary team.

PLANS FOR CLOSURE OF ST. OTTERAN’S 
HOSPITAL
According to the office of the Local Health Manager 
there are 139 long-stay beds with up to 102 patients 
in five wards, remaining in St. Otteran’s Hospital. It is 
unclear why the capacity remains at 139, surely if the 
current plan is to close the hospital within five years 
this capacity should immediately be reduced to equal 
the number of patients within the hospital. There are 
38 acres of land around the hospital. There are plans to 
open a low secure unit to cater for 20 patients currently 
in St. Edna’s ward, with four extra beds, and funding for 
this arrangement has been approved. 

About 45 patients will be relocated to community 
residences, while the remainder, who are over 65 years, 
will be relocated to continuing care units, including 
nursing homes. The condition of the wards was variable: 
some needed painting, cleaning and re-tiling but other 
areas were in good condition.

There is very little multidisciplinary input or therapeutic 
activities for patients in the wards. No formal 
assessments of patients’ needs has taken place.

REHABILITATION TEAM
There is no rehabilitation team in the service. One ward, 
St. Claire’s, is described as a rehabilitation ward but is not 
functioning as a rehabilitation unit.

Funding for a consultant psychiatrist, NCHD, a clinical 
nurse specialist, 0.5 psychologist, 0.5 social worker has 
been approved for 2007.

PSYCHIATRY OF LATER LIFE
The psychiatry of later life team was established in 
2000 but has only recently been staffed to its present 
complement. The team is responsible for 23 long-stay 
beds plus one respite bed in St. Aidan’s Ward in St. 
Otteran’s Hospital.

There is no day hospital within the later life service and 
most assessments occur in a domiciliary setting. The 
service also provides a liaison service to the generic 
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elderly services and Waterford Regional Hospital. Six 
dedicated acute beds are located in the general adult 
admission unit. 

Table: Psychiatry of Later Life Team

Consultant Psychiatrist 1
NCHD 2
ADON 0.5
CMHN 2
Nurse Therapists dementia care coordinator 

(CNM2)
Psychologists 0.5
Social Workers 0.5
Occupational Therapists 1
Day Hospital 0
Day Centre 0

ACUTE IN-PATIENT SERVICE
The acute admission unit is in Waterford Regional 
Hospital. All the sectors and the psychiatry of later life 
service admit to the unit. The admission unit is divided 
into a 10-bed acute section and a 34-bed sub-acute 
section. The recent introduction of the advocacy service 
as well as a befriending service is welcomed. There is a 
primary nursesystem in place. 

LIAISON
There is no liaison team and consultations are done by 
the consultant psychiatrists. A suicide prevention officer 
has been appointed to the regional hospital in Waterford.

COMMUNITY MENTAL HEALTH TEAMS
There are four sectors with four community mental 
health teams and the staffing is outlined below. Each 
team covers part of Waterford City and also a rural area 
(Mid Waterford and East Waterford). There is a day 
hospital in Waterford that provides a service for three 
sectors In total there are 3.5 whole-time-equivalent 
psychologists and three social workers. The only 
occupational therapist is in the psychiatry of later life 
service. Brook House provides day services for three 

sectors in Waterford. Day services provide a mixture of of 
day hospital and day centre functions.

It is impossible to run a comprehensive service with 
access to multidisciplinary assessment and therapies 
with such poor staffing and facilities. 

Table: West Waterford CMHT

Sector Population 
(Census 2006)

30,836

Consultant Psychiatrist 1
NCHD 1
CMHN 2 CNS
Psychologists 0.5
Social Workers 1
Occupational Therapists 0
Day Hospital multi-sector day hospital
Day Centre 2

Mid-Waterford CMHT
The Mid Waterford CMHT was inspected in detail. 
Approximately 50 per cent of referrals for clinical 
psychology are direct referrals from primary care and are 
not discussed with the team. It is unclear where clinical 
responsibility rests. Both in-patients and outpatients are 
discussed at the weekly team meeting. There is no day 
hospital.

Table: Mid-Waterford CMHT

Sector Population (Census 2006) 55,601
Consultant Psychiatrist 1
NCHD 1
Team Coordinator 0
CMHN 1
Nurse Therapists 0
Psychologists 0.75
Social worker 0.5
Occupational therapist 0
Day Hospital shared
Day Centre 0
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Table: South East Waterford CMHT

Sector Population (Census 2006) 20,570
Consultant Psychiatrist 1
NCHD 1
CMHN 1
Psychologists 0.5
Social Workers 0.5
Occupational Therapists 0
Day Hospital shared
Day Centre 0

Table: South Kilkenny (Waterford MHS) CMHT

Sector Population (Census 2006) 18,129
Consultant Psychiatrist 1
NCHD 1
CMHN 1
Nurse Therapists 0
Psychologists 0.5
Social Workers 0.5
Occupational Therapists 0
Day Hospital shared
Day Centre

 
CARE PLANNING
There are no integrated multidisciplinary care plans 
within the service although there are nursing care plans. 
There was also treatment plans in the files. The next 
step for the service is to move to multidisciplinary care 
planning.

THERAPEUTIC ACTIVITIES
As there are no occupational therapists, except in 
psychiatry of later life, all activities throughout the 
service are nurse led. Patients may attend industrial 
therapy, the day centre or vocational training, but there 
are no ward-based therapeutic activities. In the acute 
admission unit, there is an activation programme but this 

is not based on individual assessed need. Outpatients 
attend the activation area in the admission unit.

CONCLUSIONS
There has been some development in the involvement 
of service users over the past two years, including 
satisfaction surveys, and this is welcomed by the 
Inspectorate. The nursing staff in the admission unit 
provide a comprehensive programme in the absence of 
any occupational therapy input.

Some 139 patients remain in St. Otteran’s Hospital. It is 
difficult to see how any progress can be made for these 
patients in assessment, development of rehabilitation 
programmes and responding to their accommodation 
requirements under the present circumstances. There is 
no rehabilitation team currently within the service, no 
formal assessments have been carried out on long-stay 
patients and there is no occupational therapy within the 
long-stay wards. Community teams are poorly resourced 
and psychologists and social work were thinly spread 
across the teams. There appears to have been little 
progress in advancing the mental health service either in 
the community or for the long stay population. 

RECOMMENDATIONS: WATERFORD

1.  All community teams must be fully staffed and 
adequate community facilities provided.

2.  A fully staffed rehabilitation team must be prioritised.

3.  A review of the provision and delivery of service 
should take place with the Local Health Manager 
and senior management team including heads of 
discipline with regard to plans for long stay patients, 
resourcing of community teams and community 
facilities based on service needs.

4.  All patients in St. Otteran’s Hospital should be formally 
assessed to ascertain their needs.
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SOUTH TIPPERARY CATCHMENT

DESCRIPTION
The South Tipperary catchment area has a total 
population of 83,052 (Census 2006). with three sectors. 
There is a large psychiatric hospital, St. Luke’s Hospital in 
Clonmel with 70 long-stay patients. The acute unit is on 
the general hospital site and has 50 beds. 

The North Tipperary mental health service has no 
access to admission beds in the HSE West and so admit 
to St. Michael’s admission unit in Clonmel. Clinical 
responsibility is retained by the teams in North Tipperary 
but the community mental health teams and facilities for 
North Tipperary are the administrative responsibility of 
HSE West. 

SERVICE PLAN
A community residence with 24-hour nursing staff 
supervision is due to open in Tipperary and will 
accommodate eight patients from St. Teresa’s Ward.

All patients with intellectual disability will be located in a 
refurbished unit as an interim measure. A steering group 
has been set up to oversee hospital closure.

POSITIVE DEVELOPMENTS
 There is now a general acceptance that St. Luke’s 
Hospital is not suitable accommodation for people with 
mental health problems and that it should close.

 A small number of patients have been discharged 
to suitable accommodation within the intellectual 
disability service and a number of further discharges to 
this service will follow.

 A new residence with 24-hour supervision will open in 
Tipperary in the near future which will enable a ward 
to close.

 There has been refurbishment of St. Teresa’s Ward.

PLANS FOR CLOSURE OF ST. LUKE’S HOSPITAL 
There are seven long-stay wards in St. Luke’s Hospital 
with 70 patients. The environment in St. Luke’s Hospital 
is poor. Most areas are bleak, poorly decorated and 
institutional in appearance. 

The Inspectorate has been concerned at a number of 
practices in the service affecting the care and treatment 
of the patients in St. Luke’s Hospital as outlined in 
the Inspector’s Report of 2005. A number of these 
concerns have been addressed; patients are no longer 
locked in their bedrooms at night and there are now 
staff present on all wards at all times at night. There 
are a significant number of patients with intellectual 
disability throughout the hospital and these patients 
will now be accommodated in a dedicated unit as an 
interim arrangement pending the acquisition of specialist 
accommodation. The plan to close the hospital is still 
in its infancy, although a steering group has been set 
up. An added difficulty is that patients are still being 
admitted to the long-stay wards, although this practice 
has decreased and is being audited. 

Assessments are ongoing in St. Luke’s Hospital. 
Funding has been approved for Functional Analysis of 
Care Environment (FACE), which will allow for formal 
assessment of patients.

REHABILITATION 
There is no rehabilitation team within the service. 
Given that conditions in the hospital are poor and the 
need to relocate patients so urgent, it is surprising 
that the appointment of a rehabilitation team has not 
occurred. Each patient requires assessment with a 
view to rehabilitation and relocation to an appropriate 
environment. 

St. Teresa’s Ward is known as a rehabilitation ward and 
efforts have been made to encourage a rehabilitative 
approach. However there are no individualised 
rehabilitation care plans, no full multidisciplinary input 
to the unit and no functioning training kitchen, although 
such a kitchen has been provided. 
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PSYCHIATRY OF LATER LIFE
This team functions very well despite being minimally 
resourced. The team has no day facilities and while there 
are admissions to the acute unit there are no dedicated 
beds. There are long-stay beds in St. Mary’s Ward in St. 
Luke’s Hospital. This team has been in existence since 
2001 and yet there has been no increase in staffing 
since then. There is no psychologist and no social 
worker. The occupational therapist and one CMHN are in 
temporary positions.

Table: Psychiatry of Later Life Team 

Consultant Psychiatrist 1
NCHD 1
CMHN 2
Psychologists 0
Social Workers 0
Occupational Therapists 1
Day Hospital 0
Day Centre 0

ACUTE SERVICE
The acute in-patient service is provided in St. Michael’s 
Unit, which is beside the general hospital in Clonmel. It 
is divided into male and female areas and both have a 
high observation area. Despite this, there are continued 
transfers to St. John’s Ward and St. Bridget’s Ward, which 
are both locked wards in St. Luke’s Hospital. 

COMMUNITY MENTAL HEALTH TEAMS
There is poor resourcing of both community teams and 
facilities in South Tipperary. The total resources are one 
psychologist, one occupational therapist and three social 
workers. It is difficult for the teams to provide a basic 
service, let alone an assertive outreach or home-based 
treatment, although this is an expressed aim of the 
clinical teams.

There is a purpose-built day centre in Tipperary town 
and another in Clonmel which provides a centre for both 
North and South Clonmel teams.

Clonmel East CMHT
Clonmel community mental health team utilises space 
in Coolgraney House. However the team is scattered. A 
brief for new accommodation has been prepared.

Table: Clonmel East CMHT

Sector Population 
(Census 2006)

Insufficient information

Consultant Psychiatrist 1
CMHN 1
Nurse Therapists 1 addiction, 1 family 

therapist
Psychologists 1
Social Workers 0.4
Occupational Therapists 0
Day Hospital 1

Clonmel West CMHT
Clonmel West CMHT is particularly poorly staffed with no 
psychologist and no occupational therapist. The team is 
based in Coolgraney House and share space with non 
mental health professionals. 

Table: Clonmel West CMHT

Sector Population 
(Census 2006)

Insufficient information

Consultant Psychiatrist 1
CMHN 1
Nurse Therapists 1 addiction, 1 family 

therapist
Psychologists 0
Social worker 1
Occupational therapist 0
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Tipperary CMHT
Tipperary CMHT does not have a psychologist or an 
occupational therapist. Facilities are shared with non 
mental health professionals and there is no functioning 
day hospital

Table: Tipperary Town CMHT

Sector Population 
(Census 2006)

Insufficient information

Consultant Psychiatrist 1
CMHN 2
Nurse Therapists 1 addiction (sessional), 1 

family therapist
Psychologists 0
Social Workers 1
Occupational Therapists 0
Day Hospital 0
Day Centre 0

 
CARE PLANNING
Integrated care planning and multidisciplinary care plans 
have not begun although a commitment to do so was 
expressed by the senior management team.

THERAPEUTIC ACTIVITIES
The lack of therapeutic activities for the population of 
patients still remaining in St. Luke’s Hospital remains a 
concern. There was only one occupational therapist in 
the entire service at the time of the inspection, although 
there were plans to recruit two further occupational 
therapists. There is no programme of individual needs-
based therapeutic activities in St. Michael’s Unit although 
there is a therapeutic and activity area on the unit and a 
variety of activities are offered by nursing staff.

CONCLUSION: SOUTH TIPPERARY
The provision of mental health services in North 
Tipperary was of concern to the Inspectorate throughout 
2005 and 2006 and these concerns have been outlined 
repeatedly to the local health manager and senior 

management team by the Mental Health Commission. 
Progress continues to be very slow in both community 
developments and in the care and treatment of long-
stay patients. The Inspectorate continue to be concerned 
at the lack of progress towards closure of the hospital, 
the lack of development of community teams and 
facilities, the lack of care planning, the absence of a 
rehabilitation team, the continued admissions to long-
stay wards and the lack of therapeutic activities for 
long-stay patients and for acutely ill patients. There must 
be a concerted effort both on the part of the clinical staff 
and local health manager to rectify these deficiencies 
and provide an acceptable level of care both for patients 
with enduring mental illness and for service users in the 
community. The Inspectorate will continue to monitor the 
progress in all areas in 2007.

RECOMMENDATIONS: SOUTH TIPPERARY

1.  All multidisciplinary teams should be fully staffed 
and have access to adequate day facilities, team 
headquarters and interview rooms.

2.  A fully staffed rehabilitation team should be appointed 
as matter of urgency.

3.  Admissions to long-stay wards in St. Luke’s Hospital 
should cease immediately.

4.  All long-stay patients must have a multidisciplinary 
care plan and access to therapeutic activities that are 
appropriate to their needs.

SPECIALIST MENTAL HEALTH 
SERVICES

INTELLECTUAL DISABILITY MENTAL HEALTH 
SERVICES
There are three consultant psychiatrists for people with 
both intellectual disability and mental illness, two of 
them for children with intellectual disability and mental 
health problems. There are no dedicated mental health 
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teams within the intellectual disability service and no 
advance has been made on the situation outlined in the 
Inspectorate reports of the past two years. The provision 
of the existing scant service is dependant on informal 
liaison between the psychiatrists themselves, and with 
general adult mental health teams. The lack of services 
has resulted in lengthy and inappropriate admissions 
of persons with intellectual disability to general adult 
mental health units and a lack of appropriate therapeutic 
care.

RECOMMENDATIONS

1.  A comprehensive mental health service for people 
with intellectual disability must be provided. In 
particular dedicated mental health teams should be 
provided as well as a range of required in-patient and 
community facilities.

CHILD AND ADOLESCENT MENTAL HEALTH 
SERVICES
Each catchment area has a child and adolescent mental 
health team. There are no in-patient facilities in the region. 
The staffing and facilities for each team is extremely poor.

Table: Child and Adolescent Mental Health Services

Waterford Carlow/Kilkenny Wexford South Tipperary
Consultant 1 1 (Temporary) 1 1
Social Workers 1 1.7 1 1
Psychology 2 0 1 1
Occupational Therapists 0 0 0 0
Nursing 1 1 1 1 vacancy
Child Care 1 0 0 0
Speech and Language Therapists 0 0 0 0
Family Therapy 0 0 0 0
Other 1 counsellor, 0.5 play 

therapist, 0.2 art therapist
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There is a day service for children and adolescents two 
days a week in Dungarvan. There is no waiting list 
in Waterford. The team also run an Autistic Spectrum 
Disorder service.

The service in Carlow/Kilkenny has actually deteriorated 
since the last inspection in 2005. At the time of the 
inspection there was no consultant psychiatrist, and a 
social worker and a nurse ran the service. A temporary 
consultant psychiatrist commenced in September 2006. 
Facilities consist of two offices in a portable cabin in 
Kilkenny and two rooms in Carlow 1.5 days a week. 
There is no space for group work. 

The Wexford child and adolescent service also runs 
an ADHD assessment service. There is adequate office 
space.

In South Tipperary, it was reported that there had been 
funding for a number of posts but these have not 
materialised. The waiting list is up to 11 months. The 
team headquarters is small and there is only one clinical 
room. An audit of the needs of the population for child 
and adolescent services has been carried out by the 
service.

RECOMMENDATIONS

1.  An urgent review of the provision of the child and 
adolescent mental health service in Carlow/Kilkenny 
should take place.

2.  All teams require full multidisciplinary staffing.

3.  Adequate facilities should be provided so that teams 
can provide a mental health service. This should 
include adequate interview rooms and day hospital 
and in-patient facilities as well as team headquarters.
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HSE West includes Limerick, Clare, North Tipperary, 
East Galway, West Galway, Roscommon, Mayo, Sligo/
Leitrim and Donegal. Each catchment area has a senior 
management team within its service and a local health 
manager who is responsible for all health services, 
including mental health. One local health manager is 
lead local manager in mental health in HSE West and has 
a role in national strategic planning.

All areas in HSE West deliver their service differently and 
are, to all intents and purposes, similar to the catchment 
areas that existed in the former health boards, which 
delivered services independently of one another. Some 
areas have well-resourced CMHTs, for example in Clare, 
while the teams in West Galway are extremely poorly 
resourced. East Galway and Limerick have a large long-
stay population in old psychiatric hospitals, while North 
Tipperary and Roscommon have no long-stay in-patient 
population. Apart from the proposed amalgamation 
of East and West Galway, there is no evidence that 
service delivery across these areas are integrated or that 
resources are shared. 

EAST GALWAY CATCHMENT

DESCRIPTION
The total population of the East Galway catchment 
area is 110,106 (Census 2006). The area is served 
by St. Bridget’s Hospital, Ballinasloe, which is a large 
hospital with eight long-stay wards, and an admission 
unit located outside the main campus. In East Galway, 
there are three sectors, 47 community residences and a 
rehabilitation team. There has been a practice over the 
years to transfer patients with behavioural disturbance 
from the West Galway service to St. Bridget’s Hospital. 
This has resulted in an accumulation of 43 long-stay 
patients in the hospital from West Galway. As West 
Galway has limited facilities for those with enduring 
mental illness or severe behavioural problems these 
patients have not returned to their own locality, resulting 
in loss of ties with family and community. It also 
causes difficulties between the two services concerning 
adequate follow–up, planned admissions and resourcing. 
It is noted that at the time of the inspection the number 

HSE WEST

of these transfers have reduced significantly, mainly 
due to improvements in the West Galway community 
services. This situation should continue to be monitored. 
Adequate high observation facilities should be provided 
in West Galway. 

SERVICE PLAN
A number of plans were outlined to the Inspectorate 
by the local health manager, including provision of 
a home-based treatment team and filling deficits on 
community mental health teams. The Inspectorate was 
also informed of plans, which have not been formalised, 
to merge the East and West Galway areas together to 
give a large catchment of approximately 250,000 total 
population. This will then be divided into seven new 
sectors based on primary care developments. It appears 
that there will be one admission unit in Galway city, 
with all seven sectors admitting to this unit. The current 
catchments are being mapped to inform this plan.

POSITIVE DEVELOPMENTS 
 There are continued developments in the community 
mental health teams in East Galway and interviews for 
a social worker for the rehabilitation team have been 
held.

 A clubhouse has been opened in the Loughrea sector. 

 A high observation area for male patients has been 
developed with 10 to 12 beds. This was due to open 
within weeks of the inspection.

PLANS FOR CLOSURE OF ST. BRIDGET’S 
HOSPITAL
St. Bridget’s Hospital is a large psychiatric hospital 
with eight wards that was still open at the time of the 
inspection. It is divided into an original building and 
what is known as The New Building, although this was 
built in the early 1900s. The old building is completely 
unsuitable for patients. There continues to be admissions 
to Ward 5, some direct, if a locked unit is required. 
However these patients are moved to the admission 
unit, so there are no new long-stay admissions to wards 
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in the old building. The hospital site currently occupies 
220 acres.

While conditions in all long-stay wards were less than 
satisfactory, three wards – Ward 5, Ward 6, and Ward 7 
– were particularly deplorable. The decor was poor, with 
peeling paint in most areas. The toilets were filthy and 
had excrement on the walls, cobwebs, and dirty walls 
and floors. There were few personal possessions and 
the communal areas were dreary and bare. The odour 
in the toilets was foul and some toilets were without 
seats. The showers were dirty and untidy and there 
appeared to be excrement on the seat of one shower. 
Most beds were metal-framed and old fashioned and 
many were unmade, even in the afternoon. There were 
no curtains around the beds and no privacy whatsoever 
was available for patients. In one ward patients did 
not appear to have their own clothes due, it was said, 
to laundry difficulties and the fact that some patients 
disturbed the clothing in the wardrobes. 

There were no therapeutic activities apart from 
occasional walks on the grounds and newspaper reading. 
Patients were wandering around aimlessly or lying on 
beds. There appeared to be no effort to engage patients 
in any activity. 

There were no multidisciplinary care plans. The nursing 
care plans consisted only of progress notes. Most care 
plans had not been reviewed for a considerable time, 
in some cases up to 10 years. Staff appeared to be 
unaware of plans for patients and appeared to offer 
only a caring role. No assessments were done to gauge 
patients’ needs for long-term care. Apart from doctors, 
no other professional has any input to the wards.

There are a number of people with intellectual 
disabilities remaining in the long-stay wards. 

The Inspectorate was informed of plans to close the old 
building and move patients to another building with 
slightly better conditions. However it appeared at the 
time of inspection that this process had stalled in the 
midst of protracted negotiations with staff.

The Mental Health Commission was immediately 
informed of the grave concern of the Inspectorate 
regarding the conditions in St. Bridget’s Hospital and 
the care and treatment of patients there. Following 
communication by the Mental Health Commission with 
the local health manager and senior management, Ward 
6 has now moved to alternative accommodation. At 
the completion of the report, Wards 5 and 7 were still 
in operation. The Inspectorate remains concerned that 
patients are continuing to live in such poor conditions. 
The service will be closely monitored throughout 2007.

Wards in St. Bridget’s Hospital have also been strongly 
criticised in a report, commissioned by the service, about 
the needs of patients with intellectual disability within 
the East Galway mental health service. 

REHABILITATION
The rehabilitation team, at the time of inspection, was in 
fact non-existent apart from the consultant psychiatrist, 
NCHD and 0.5 whole-time-equivalent Assistant Director 
of Nursing. There are no community mental health 
nurses, no social workers (although a post has been 
advertised), no occupational therapy and no psychology. 
Nursing staff in the rehabilitation ward are not dedicated 
to that ward and may be rotated around the hospital 
This is entirely unsatisfactory in a rehabilitation unit. 
At present the rehabilitation team has responsibility 
for only one unit, Ward 10, in the hospital. This ward is 
completely unsuitable as a rehabilitation unit and should 
close as soon as possible and alternative accommodation 
found. There is also a large population of discharged 
patients who require assessment and rehabilitation 
programmes. This is in addition to providing a 
community rehabilitation programme for new patients 
with enduring mental illness. 

PSYCHIATRY OF LATER LIFE
There is a temporary psychiatry of later life consultant in 
position. The permanent position has not been approved.
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ACUTE IN-PATIENT SERVICE
The acute in-patient admission wards are located in a 
stand-alone building just outside the main campus of St. 
Bridget’s Hospital. It is a two-storey building and has an 
acute ward upstairs and a sub-acute ward downstairs. In 
the last year the acute ward has moved upstairs into a 
refurbished area. This ward is bright and pleasant with 
plenty of space. However it is not ideal for the purposes 
of observation and the service is in the process of 
developing an intensive care area downstairs with 10 to 
12 beds. This will allow increased observation and will 
have a separate entrance. All sectors admit to the ward 
and there is a care plan in operation. Patients avail of a 
nurse-run activity area in the building that offers groups, 
relaxation, gardening, art and education.

COMMUNITY MENTAL HEALTH TEAMS
The development of the community mental health 
services has been excellent and apart from Portumna 
they are relatively well resourced.

Portumna/Gort CMHT
This sector is poorly staffed within the multidisciplinary 
team. There is no social worker or occupational therapist. 
There is a full-time psychologist, consultant psychiatrist 
and NCHD. The facilities are poor but a new day hospital 
is to be developed along with a supported residence 
for elderly, for those with learning disability, and for 
those with enduring mental illness (6 beds). Despite 
the shortage of facilities and staff the team offers an 
excellent community service with an open door policy 
and service user involvement.

Table: Portumna/Gort CMHT

Sector Population (Census 2006) 24,733
Consultant Psychiatrist 1
NCHD 2
CMHN 2
Nurse Therapists 3 CNS
Psychologists 1
Social Workers sessional
Occupational Therapists sessional
Day Hospital 2
Day Centre 1

Tuam/Headford CMHT
There is a day centre in both Tuam and Headford. The 
day hospital in Tuam is operating at over-capacity and 
therefore only operates on a sessional basis. There is a 
consultant psychiatrist, NCHD, part-time psychologist, 
part-time social worker and full-time occupational 
therapist. There is multidisciplinary care planning with a 
weekly team meeting and case conference.

Toghermore is a large residence with 24-hour 
supervision in this sector. There is also a workshop on 
the campus. This was criticised in the 2005 Inspectorate 
report and there is a business plan to assess residents 
and move them to more appropriate accommodation. 
There are also plans to develop a home-based treatment 
team, staffed by two nurses.

Table: Tuam/Headford CMHT

Sector Population (Census 2006) 30,635
Consultant Psychiatrist 1
NCHD 1.2
CMHN 2
Nurse Therapists 4
Psychologists 0.8
Social Workers 0.6
Occupational Therapists 1
Day Hospital 1
Day Centre 2
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Ballinasloe/Mountbellow CMHT
This sector offers a seven-day service, which was 
introduced two years ago. The sector has a day hospital 
and day centre . The team are currently piloting 
integrated case notes and are involved in a health 
research project. There are a number of supervised and 
low-support residences and a clubhouse has opened 
recently. There is a key worker system in the sector.

Apart from a permanent occupational therapist, the 
multidisciplinary team is fully staffed.

Table: Ballinasloe/Mountbellow CMHT

Sector Population (Census 2006) 25,593
Consultant Psychiatrist 1
NCHD 3
CMHN 3
Nurse Therapists 3 addiction, 0.5 

CBT
Psychologists 1
Social Workers 1
Occupational Therapists 1
Day Hospital 1
Day Centre 3

Loughrea/Athenry CMHT
The Loughrea/Athenry team were inspected in detail. 
The functioning of this team is excellent with a triage 
system, referral meetings, care coordinators, formal 
assessment and multidisciplinary care planning. The 
service user is involved in his or her care plan at all 
times and attends meetings. The team also have regular 
meetings with GPs.

Table: Loughrea/Athenry CMHT

Sector Population (Census 2006) 29,145
Consultant Psychiatrist 1
NCHD 2
CMHN 3
Nurse Therapists 2 addiction 
Psychologists 1
Social Workers 1
Occupational Therapists 0.2
Day Hospital 1
Day Centre 1

 
CARE PLANS
At the time of the inspection there was no 
multidisciplinary care planning within the in-patient unit. 
There is no effective key worker or primary nurse system 
in operation. There is little continuity of staffing within 
the wards so any effort to introduce a named nurse for 
patients is impossible.

There are regular team meetings in the admission unit, 
rehabilitation ward and Alzheimer’s unit. As outlined 
earlier, the nurse care planning in the long-stay wards 
was of very poor standard. In some wards there was 
no effort to even keep nursing care plans, with some 
staff stating that there was no point in doing so. In the 
community mental health teams there is care planning 
and in the community mental health team inspected 
(Loughrea/Athenry) there were excellent integrated care 
plans, with service users actively involved.

The Inspectorate was informed that a CNM3 and the 
practice development manager had developed a nursing 
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care plan and were meeting with ward staff in an effort 
to introduce this to all wards in St. Bridget’s Hospital by 
the end of November 2006.

It is unacceptable that even nursing care plans, which 
have been a basic part of mental health care, are not in 
operation. It is strongly recommended that an immediate 
audit is taken by senior nursing staff of nursing care 
plans with clear instructions given to implement nursing 
care plans.

CONCLUSION: EAST GALWAY
The Inspectorate has serious concerns about the care 
and treatment of the long-stay patients residing in St. 
Bridget’s Hospital as outlined above and has informed 
the Mental Health Commission of these concerns. 
Although there are efforts by the local health manager 
and senior management to attempt to address 
these issues, the Inspectorate is concerned about the 
length of time involved in these arrangements. The 
Inspectorate will be monitoring progress throughout 
2007 and providing regular updates to the Mental Health 
Commission.

It is difficult to understand why the HSE does not 
consider that a fully resourced rehabilitation team 
is a mandatory requirement in a hospital where the 
conditions are so poor and where patients have no care 
plan at all, no multidisciplinary inputs, no therapeutic 
activities and no plan as to their future provision.

All three CMHTs are to be commended for providing an 
excellent service that offers care planning, key working 
and service user involvement. The Athenry/Loughrea 
CMHT is recommended as providing a service of 
excellence. 

RECOMMENDATIONS: EAST GALWAY

1.  The Inspectorate has no choice but to recommend 
immediate closure of Ward 5, Ward 6, Ward 7 and 
Ward 10 and the immediate commencement of plans 
to close The New Building (Ward 16, Ward 17, Ward 
19 and Ward 21).

2.  The rehabilitation team must be fully staffed to 
provide an immediate service to the long-stay wards 
and to further develop community rehabilitation. This 
team must include an assertive outreach team.

3.  All CMHTs should be fully multidisciplinary.

4.  The psychiatry of later life team should be fully 
developed.

WEST GALWAY CATCHMENT

DESCRIPTION
The West Galway catchment area has a total population 
of 120,791 (Census 2006). The acute in-patient unit is in 
the main building of University College Hospital Galway 
(UCHG). There is a continuing care/rehabilitation unit in 
Merlin Park, UCHG. There are four community mental 
health teams and a team for psychiatry of later life. West 
Galway also has an in-patient child and adolescent unit, 
one of only two nationwide. There is a mix of urban and 
rural populations and the catchment also includes the 
Aran Islands.

SERVICE PLAN
No overall written plan was available to the Inspectorate. 
However it appeared that plans were under way to 
amalgamate East and West Galway into one catchment, 
which will be sectorised according to primary care 
networks. The admission unit will be based in Galway 
with all sectors admitting to it. A number of meetings 
had taken place with senior management teams in both 
catchment areas to outline this plan. Specialist mental 
health care such as rehabilitation and psychiatry of later 
life will be provided within the larger catchment area.

POSITIVE DEVELOPMENTS 
 The day centre in St. Patrick’s Hall in Galway closed. It 
had been criticised in the 2005 Inspectorate report as 
it was in extremely poor and dangerous condition. A 
new day centre opened in its place.
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 A new day hospital opened in Ballybane in Galway.

 Initial development of a homeless service. This 
includes the appointment of a community mental 
health nurse. There have also been improvements in 
discharge planning and follow-up for homeless people.

 A number of audits and satisfaction surveys have been 
initiated.

 The Clifden sector team is functioning well and has 
initiated innovative procedures and practices.

ACUTE IN-PATIENT SERVICE
The acute in-patient unit is in UCHG and has 43 beds. 
There has been a below 90 per cent occupancy of 
beds in the unit over the past year. There is no high 
observation area and it has long been the practice to 
send patients to St. Bridget’s Hospital in Ballinasloe 
if they require higher levels of observation. This was 
entirely unsatisfactory, resulting in difficulties with 
transport, admission procedures, follow-up and in carers 
visiting. The accumulation of a number of long-stay 
patients from West Galway in St. Bridget’s Hospital in 
Ballinasloe has lead to difficulties in discharging patients 
who have been displaced for many years from their 
locality. It is the understanding of the Inspectorate that 
this practice has now ceased.

The admission unit was built in the 1970s and has 
design deficits. The absence of a high observation area 
is a fundamental deficit and results in disturbed patients 
being kept in the bedroom areas which are open plan. 
There are plans to have a 7-bed high observation area, 
with building due to commence in 2007. The practice 
of holding outpatients clinics within the unit has now 
ceased and outpatients are reviewed in a separate part 
of the building.

There is a comprehensive therapeutic activities 
programme within the unit. There are no 
multidisciplinary care plans and the patient files are 
not fully integrated. This is in part due to shortage of 
multidisciplinary team members. A triage nurse will 
commence shortly within the A&E department.

COMMUNITY MENTAL HEALTH TEAMS
There are four CMHTs, each of which is deficient in 
multidisciplinary team members. There is only one day 
hospital and two day centres in the catchment area. 

The population of Galway City is 71,983 and is not 
sectorised but shared between all teams. Each sector 
population therefore includes one quarter of Galway City 
population.

Oranmore/Aran Islands CMHT
A clinic is held monthly on Inismore (Aran Islands).

Table: Oranmore/Aran Islands CMHT

Sector Population 
(Census 2006)

31,953 (includes quarter Galway 
City)

Consultant 
Psychiatrist

1

NCHD 1
CMHN 2
Nurse Therapists 0
Psychologists 0.5
Social Workers 1
Occupational 
Therapists

0.5

Day Hospital access to Galway day hospital
Day Centre 0
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Clifden CMHT
The Clifden CMHT was inspected in detail. Recent 
changes in operational procedures have improved 
efficiency within the team. The service has introduced 
an Assessment and Brief Treatment clinic to facilitate 
rapid treatment and stabilisation. The development 
of the Clifden CMHT and consequent improvement in 
community service has resulted in a demonstrable 
reduction in admissions from that sector. 

Table: Clifden CMHT

Sector Population 
(Census 2006)

26,874 (includes quarter Galway 
City)

Consultant 
Psychiatrist

1

NCHD 2.5
CMHN 2
Psychologists 0.5
Social Workers 1
Occupational 
Therapists

1.25

Other 0.5 clozapine & ECT
Day Hospital Access to Galway Day Hospital
Day Centre 1

Oughterard/Clonbur CMHT
 
Table: Oughterard/Clonbur CMHT

Sector Population 
(Census 2006)

29,331 (includes quarter Galway 
City)

Consultant 
Psychiatrist

1

NCHD 2
CMHN 2
Psychologists 0.5
Social Workers 1
Occupational 
Therapists

1.25

Other 0.5 clozapine &ECT
Day Hospital Access to Galway Day Hospital
Day Centre Access to Clifden day centre, 

access to Galway day hospital

Carraroe CMHT
Carraroe CMHT has no occupational therapist and 
only a half-time psychologist. There is a day centre 
but there are only two community nurses to cover a 
geographically difficult area.

Table: Carraroe CMHT

Sector Population 
(Census 2006)

 32,627 (includes quarter Galway 
City)

Consultant 
Psychiatrist

1

NCHD 1
CMHN 2
Psychologists 0.5
Social Workers 1
Occupational 
Therapists

1.25

Other 0.75 addiction counsellor, 
outreach worker, 0.5 clozapine, 

ECT
Day Hospital Access to Galway day hospital
Day Centre 1
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PSYCHIATRY OF LATER LIFE
A psychiatry of later life consultant was appointed over 
two years ago and has been operating without a team. 
This situation is untenable. Currently there is a consultant 
psychiatrist, one community mental health nurse and 
one temporary senior psychologist. Despite this the team 
continue to offer a service to part of the catchment. 
There are no community facilities. The Inspectorate was 
informed that funding for a full team has been approved 
and will include an occupational therapist, social worker 
and psychology. Admissions are to the acute unit but 
there are no dedicated admission beds. A site for a day 
hospital has been identified.

REHABILITATION
There is no rehabilitation team. Assessments of 
approximately 43 patients in St. Bridget’s Hospital in 
Ballinasloe, who were originally from West Galway, are 
currently ongoing with a view to relocating them back to 
West Galway. It must be remembered that these patients 
have been living for lengthy periods in the hospital in 
Ballinasloe and may have lost family and community 
links. The wishes of the patients with regard to 
relocation must be taken into account when discharging 
patients.

Unit 9 is a rehabilitation and continuing care facility 
in the Merlin Park Hospital complex. There has been 
significant refurbishment since the previous inspection. 
Patients have been formally assessed as to their 
future requirements and there are now regular team 
meetings on the ward. However the service urgently 
requires a rehabilitation team. There is also a shortage 
of supervised residences, resulting in patients remaining 
in hospital longer than they require. Since the previous 
inspection the practice of sleeping patients from the 
acute unit in Unit 9 has ceased.

CONCLUSIONS: WEST GALWAY
It is disappointing that West Galway has not been 
provided with the resources required to provide a 
comprehensive mental health service despite the fact 
that it covers Galway city, and West County Galway. 
Failure to equip the psychiatry of later life team, failure 

to staff multidisciplinary teams to basic levels, failure 
to provide a rehabilitation service, and the absence of 
a liaison team to one of the busiest regional hospitals 
outside Dublin, shows lack of commitment to provide 
even a basic mental health service. Consequently the 
service is fragmented and appears to have developed 
without any coherent plan. 

Despite lack of resources some teams, such as the 
Clifden CMHT, provide an excellent service. There have 
been improvements in the functioning of Unit 9 and the 
development of a new outpatient department and a 
new day hospital in Galway. 

It is up to the local health office and senior management 
to formulate a plan that will provide access for service 
users to basic mental health services as soon as possible. 

RECOMMENDATIONS: WEST GALWAY

1.  The development of a liaison team is urgently 
required for UCHG. 

2.  A rehabilitation team should be appointed 
immediately.

3.  The psychiatry of later life team must be fully staffed 
as a matter of urgency.

4.  All CMHTs should be fully staffed.

ROSCOMMON CATCHMENT

DESCRIPTION 
Roscommon is a small catchment area with a population 
of 58,838. It has three community mental health teams 
and a 30-bed in-patient unit in Roscommon General 
Hospital. It has a number of community residences.
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SERVICE PLAN
A business plan is submitted yearly. However the senior 
management team expressed concern that they had 
little input into the planning of the service.

POSITIVE DEVELOPMENTS 
 Eight service users have moved to independent 
accommodation from supervised residences.

 The day hospital in Roscommon has extended its 
opening to seven days a week.

 Plans for a purpose-built day hospital in Roscommon 
have been approved.

 A peer support group has been set up in Roscommon.

REHABILITATION SERVICE
There is no rehabilitation service. This service closed 
a large psychiatric hospital in the early 1990s and a 
significant number of patients were discharged to 
residential accommodation. Service users who previously 
would have been admitted to long-stay wards are 
supported in the community by the sector teams. The 
lack of rehabilitation access needs to be addressed. 
However due to the small population it is not realistic to 
have a dedicated team. Imaginative planning is required 
to access specialist services such as rehabilitation and 
there must be planning across catchment boundaries at 
senior management and local health manager level.

PSYCHIATRY OF LATER LIFE
There is no psychiatry of later life service. However 
funding has been approved for a 0.5 whole-time-
equivalent psychiatry of later life consultant but no team 
has been approved. The same level of planning outlined 
above for specialist services applies here also.

ACUTE IN-PATIENT SERVICE
There is an acute in-patient unit with 30 beds in 
Roscommon General Hospital. It usually operates at 
below full occupancy The general design is not suitable 

as it consists of a long corridor with rooms on each side, 
which makes observation difficult. However the senior 
management team have made best use of the facilities 
and have an activation area and relaxation room. There 
is no high observation area despite repeated requests 
from senior management to provide such a facility. 
The use of seclusion, which was of concern to the 
Inspectorate in 2005 is now fully compliant with the 
Rules under the Mental Health Act, 2001.

ECT has not been administered since 2005. In view 
of this it would seem sensible to decommission the 
spacious ECT suite and use this area for the urgently 
required high observation area. Any ECT required could 
then be administered in Galway, which has an excellent 
service, Ballinasloe or Castlebar, or in theatre. Again, 
with such a small catchment size imaginative planning is 
required.

COMMUNITY MENTAL HEALTH TEAMS
Sector sizes are small and psychology, social work and 
family therapy are all shared across sectors. Each team 
has an addiction counsellor and there are 3.6 whole-
time-equivalent occupational therapy posts. There are 
four clinical nurse specialists, all trained in CBT. A second 
social work post was about to be filled at the time of 
inspection. Strong consideration should be given to 
reducing the sectors to two sectors, thus enabling more 
efficient use of resources rather that trying to share team 
members and develop community facilities across three 
small sectors. 
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Castlerea CMHT
The Castlerea CMHT was inspected in detail. The 
population of this sector is approximately 16,000 and 
the geographical spread is relatively small. There is 
approximately a three-week waiting list for non-urgent 
appointments.

Table: Castlerea CMHT

Sector Population 
(Census 2006)

15,417

Consultant Psychiatrist 1
NCHD 2
CMHN 1.5
Nurse Therapists 0.5
Psychologists 0.3
Social Workers 0.5
Occupational Therapists 1
Other addiction counsellor 

shared family therapist, 
recreational therapist

Day Hospital 0
Day Centre access to 2

Table: Roscommon CMHT

Sector Population 
(Census 2006)

24,312

Consultant Psychiatrist 1
NCHD 1
CMHN 1
Nurse Therapist 0.5
Psychologists 0.3
Social Workers 0.5
Occupational Therapists 1.1
Other addiction counsellor 

shared family therapist, 
recreational therapist

Day Hospital 1
Day Centre 2

Table: Boyle CMHT

Sector Population 
(Census 2006)

19,109

Consultant Psychiatrist 1
NCHD 1
CMHN 1
Nurse Therapists 1
Psychologists 0.3
Social Workers 0
Occupational Therapists 1
Other addiction counsellor
Day Hospital 0
Day Centre 1

CARE PLANNING
Clinical files are integrated and a draft format for 
multidisciplinary care planning has been completed. At 
present there are nursing care plans. 

THERAPEUTIC ACTIVITIES
There is a comprehensive therapeutic activity 
programme in the acute unit, run by occupational 
therapists and nursing staff. Activities are based on 
individual assessed need.

CONCLUSION: ROSCOMMON
This is a very small catchment area divided into three 
sectors, with a 30-bed admission unit. A number of 
models of service delivery could be applied in this area 
that would increase efficiency and access to services 
within the broad framework of national mental health 
policy. By having two sectors or even one large sector 
instead of three, and reducing the admission beds, 
community teams could be enhanced. There are 
reasonably good day centre and day hospital facilities 
within the catchment to provide the infrastructure. It 
seems that for a population of approximately 59,000 
concentrating resources on a 30-bed admission unit 
which could instead be transferred to community 
mental health teams is not an efficient way of 
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developing a mental health service and maximising 
the use of available services. It is unlikely that a full- 
time rehabilitation team or psychiatry of later life 
team will be appointed to this catchment because of 
its small population. Senior management and local 
health managers need to look beyond the catchment 
boundaries for provision of these services, which service 
users have a right to access. Management must also 
plan how services are delivered in the future while at all 
times preserving the right of access for service users, not 
just to an in-patient unit and multidisciplinary inputs that 
are thinly spread, but to the full range of mental health 
services. Any such plans must have the involvement 
of the wide senior management team and must take 
cognisance of the specialist component of mental health 
services.

RECOMMENDATIONS: ROSCOMMON

1.  Any planning for the future of the service must 
include senior management team input and be based 
on needs of the service users.

2.  Plans for the service should include development 
of CMHTs and facilities; alternatives to admission; 
access for service users to specialities such as liaison 
psychiatry, psychiatry of later life and rehabilitation; 
and training of nursing staff in areas of CBT and other 
therapies to enhance the service provided by the 
CMHTs.

MAYO

DESCRIPTION
The Mayo mental health services catchment area covers 
a total population of 123,648 (Census 2006). There are 
four sectors, an admission unit in the general hospital 
in Castlebar, a crisis house in Swinford, and An Coillín, 
which is a new unit for rehabilitation and continuing 
care. The catchment is geographically large and mostly 
rural.

POSITIVE DEVELOPMENTS 2005/2006 
The Mayo mental health services have made a number 
of very positive developments over 2005 and 2006 and 
have addressed the concerns of the Inspectorate that 
were detailed in the 2005 report:

 St. Mary’s Hospital building has now closed.

 Patients who were long stay in St. Mary’s Hospital 
have moved to a rehabilitation unit and to a continuing 
care unit which have excellent facilities.

 Teach Aisling, a low secure unit now has an active 
team and will be part of the rehabilitation service.

REHABILITATION
There was no rehabilitation team in post at the time 
of the inspection but funding for five whole-time-
equivalent staff for a team had been approved. The 
rehabilitation team will have responsibility for Teach 
Aisling, residential units and An Coillín, the rehabilitation 
and continuing care unit.

The rehabilitation unit consists of ten beds in a 
refurbished unit that also has 30 continuing care beds. 
There is a full-time occupational therapist in the unit. 
One of the CMHTs is responsible for the unit in the 
absence of a rehabilitation team, and weekly team 
meetings and reviews take place.

Teach Aisling is a 10-bed stand-alone unit to which 
patients were discharged from a locked ward in St. 
Mary’s Hospital a number of years ago. The patients’ 
needs are mixed and include intellectual disability, 
challenging behaviour and mental illness. One of the 
CMHTs has responsibility for this unit and meets weekly 
on the unit. There is 0.2 whole-time-equivalent social 
work input, 0.5 whole-time-equivalent occupational 
therapy input and access to cognitive behavioural 
therapy (CBT). Despite patients in the unit having 
behavioural disturbance or challenging behaviour there 
is no psychology input. A comprehensive key worker 
system is in place and where possible a multidisciplinary 
care plan is prepared. Again, significant advances have 
been made in the management of the unit and in 
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patients’ care in 2006. It is of note that seclusion is no 
longer used in this unit.

PSYCHIATRY OF LATER LIFE
The psychiatry of later life team has been in existence 
for three years. The team may admit to the admission 
unit in the general hospital. There is a continuing care 
unit in the Sacred Heart Hospital, a community hospital 
for elderly people. The team headquarters and offices 
are in the grounds of this hospital and the facilities are 
satisfactory. Although there are multidisciplinary care 
plans, there is a key worker system in place involving all 
disciplines. In view of the excellent working of the team, 
the next step of having multidisciplinary care planning 
and initial assessments by all team members could now 
take place.

There are insufficient staff to provide a service to the 
entire county and consequently Achill, Belmullet and 
Ballinrobe have no access to a psychiatry of later life 
service.

Table: Psychiatry of Later Life Team

Consultant Psychiatrist 1
NCHD 2
CMHN 3
Psychologists 0 (1 vacancy)
Social Workers 1
Occupational Therapists 1
Other 1 CNM3 as coordinator
Day Hospital 0
Day Centre 0

ACUTE IN-PATIENT SERVICE
The acute in-patient unit is in Castlebar General 
Hospital. The unit has been open for two years and is 
in satisfactory condition. It has 32 beds and five sectors 
admit to it. 

Swinford treatment centre is a 5-bed residential unit 
for short-term acute treatment where admission to the 
acute in-patient unit is not necessary. The unit is run by 

two nursing staff and two care assistants. The admission 
and discharge policies are in draft format.

COMMUNITY MENTAL HEALTH TEAMS
There are five community mental health teams with 
varying levels of resources, both in staffing and facilities. 
There are three psychologists for the entire service, 
which is insufficient considering there are five sectors, 
a psychiatry of later life team and a new rehabilitation 
team. There are six occupational therapists and an 
assistant occupational therapist and five social workers. 
There is also an addiction counsellor in each sector and 
two cognitive behavioural therapists. Details of CMHTs 
are outlined below.

Sector 1, Castlebar CMHT
Castlebar sector team also has two CNS in liaison mental 
health in Castlebar General Hospital. 

Table: Sector 1 Castlebar CMHT

Sector Population (Census 2006) 18,252
Consultant Psychiatrist 1
NCHD 1
CMHN 1
Psychologists 1
Social Workers 1
Occupational Therapists 1
NCHD 1
Other 1 addiction 

counsellor
Day Hospital 1
Day Centre 1
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Sector 2 Ballina CMHT

Table: Sector 2 Ballina CMHT

Sector Population 
(Census 2006)

26,738

Consultant Psychiatrist 1
CMHN 1 shared
Psychologists 1
Social Workers 1
Occupational Therapists 0.5
Other 1 addiction counsellor,  

0.5 CBT
Day Hospital 1
Day Centre 1

Sector 3 Ballinrobe/Westport CMHT
 
Table: Sector 3 Ballinrobe/Westport CMHT

Sector Population 
(Census 2006)

30,825

Consultant Psychiatrist 1
NCHD 1
CMHN 1.5
Psychologists 0
Social Workers 0.5
Occupational Therapists 0.5
Other 2 CBT therapists
Day Hospital 0
Day Centre 1

Sector 4 Claremorris/Swinford
Sector 4 has the largest population but is poorly staffed.

Table: Sector 4 Claremorris/Swinford

Sector Population 
(Census 2006)

28,314

Consultant Psychiatrist 1
NCHD 2
CMHN 1.5
Psychologists 0.5
Social Workers 1
Occupational Therapists 0.5
Other 1 team coordinator, 1 

addiction counsellor
Day Hospital 0
Day Centre 3

Sector 5 Belmullet CMHT
Sector 5 was inspected in detail. The sector covers a 
wide geographical area and the team is based in two 
centres: Belmullet and Castlebar. There are nine separate 
outpatient centres. Community nurses may assess 
referrals with GPs and there is no waiting list. 

This sector has two main difficulties, lack of team 
resources and facilities and a wide geographical 
spread, both factors which makes delivery of services 
problematic and result in thinly spread services. As 
a matter of urgency, the team requires increased 
community nursing as well as other multidisciplinary 
members. It requires facilities for day centres and a day 
hospital as well as a comprehensive IT system.
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Table: Sector 5 Belmullet CMHT

Sector Population 
(Census 2006)

19,519

Consultant Psychiatrist 1
NCHD 1
CMHN 2.5
Psychologists 0
Social Workers sessional
Occupational Therapists 0.5
Other 1 addiction counsellor, 0.5 

CNS, 3 care assistants
Day Hospital 0
Day Centre 0

CARE PLANNING
In An Coillín, the clinical files are integrated and the 
standard of the files was excellent. The integration 
of files was seen by the service as the first step to 
individualised multidisciplinary care plans. A key worker 
system was now in place.

A new multidisciplinary care plan is currently being 
introduced in the acute in-patient unit, but this process is 
still in the early stages. 

THERAPEUTIC ACTIVITIES
The access for continuing care patients to activities 
has improved immensely on what was available in 
2005 in St. Mary’s Hospital. There is now a leisure 
and recreational programme run by the occupational 
programme and the facilities include group rooms, 
multipurpose rooms and an art room.

In the acute admission unit there is a six-day activities 
programme that is delivered by nursing staff. Although 
it is needs led, there are no written outcomes or formal 
assessments. The facilities consist of an art room and a 
group room. 

CONCLUSION: MAYO
The Mayo mental health services have made significant 
developments in 2006 and are commended for this. All 
major concerns of the Inspectorate in 2005 have been 
addressed. The patients previously in St. Mary’s Hospital 
are now in satisfactory accommodation, have access 
to activities and are regularly reviewed. Key working is 
now established and plans are under way to introduce 
multidisciplinary care planning. A patient requiring 
urgent specialist care is now in the appropriate service. 
The rehabilitation team is due to be appointed and will 
have the facilities to develop a comprehensive service.

The community mental health services require further 
staffing and recognition of the difficulties of geographical 
spread should be taken into account in planning this.  
Imaginative and innovative ways of overcoming these 
difficulties should be considered by management, such 
as good IT systems, increased numbers of community 
nurses and mobile day centres.

RECOMMENDATIONS: MAYO

1.  All multidisciplinary teams should have the full 
complement of staff and cognisance given to specific 
difficulties in delivering a service in some sectors.

2.  The development of the rehabilitation service should 
continue.

3.  There should be psychological input into Teach Aisling.

SPECIALIST MENTAL HEALTH 
SERVICES: EAST GALWAY, WEST 
GALWAY, ROSCOMMON, MAYO

CHILD AND ADOLESCENT MENTAL 
HEALTH SERVICES

The Child and Adolescent Mental Health Service (CAMHS) 
provides in-patient and community services for counties 
Galway, Mayo and Roscommon. The in-patient service 
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is located in St. Anne’s Children’s Centre, which has four 
beds. In total there are five occupational therapists, a 
2.2 whole-time-equivalent psychology input, nine social 
workers, four speech and language therapists, 22 whole-
time-equivalent nurses and 11 social care workers.

St. Anne’s Centre is one of only two in-patient children’s 
mental health services in the country. As well as 
providing beds for the Galway, Mayo and Roscommon 
HSE catchment areas, the centre also has to cater for 
is also the demand for beds from other parts of the 
country. The service offered by St. Anne’s in-patient 
service is outlined in detail elsewhere as part of the 
individual inspections. In summary, St. Anne’s Centre 
is an old building that is unsuitable as a mental health 
unit for children. There have been plans to build both 
an adolescent and a children’s unit for many years and 
at the time of the inspection these plans had moved to 

the tendering stage and a site in Merlin Park Hospital 
identified. In the meantime, the condition of St. Anne’s 
Centre continues to deteriorate and safety issues, the 
lack of toilet and showers and poor decor must be 
addressed. 

The range of programmes and therapies offered to 
children and adolescents is impressive and the staff must 
be complimented on their motivation and enthusiasm 
in offering such a wide range of services in difficult 
conditions and with shortage of adequate staff.

The facilities in Roscommon and East Galway are 
poor and the team currently has no psychologist. The 
consultant psychiatrist in Mayo also provides half-time 
child and adolescent intellectual disability mental health 
services.

Table: Child and Adolescent Mental Health Services

West 
Galway

Mayo Roscommon and 
East Galway

South 
Galway

North Galway

Population 
(approx.)

68,000 123,000 69,000 70,000 65,000

Consultant 1 0.5 (Also covers child 
intellectual disability 0.5)

1 1 1

NCHD 1.5 2 1 1 0.3
Social Workers 1 2 1 1.5 1.8
Psychology 0 1 0 0 0
Occupational 
Therapists

1 0 1 0.8 1

Nursing 1 (CNS) 2 1 0 1
Social Care 2 part-time 1 0 2 part-time 1 part time
Speech and 
Language 
Therapists

1 1 1 0.5 0

Family Therapy Access to 
regional 
service

Access to regional 
service

Access to regional 
service

Access to 
regional 
service

Access to 
regional 
service

Play Therapist 0 0 0 0 1
Facilities Rented 

Clinical 
rooms & 

offices

Rented Interview rooms Rented offices Office on in-
patient unit

none
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adequate and safe mental health service with access to 
appropriate assessments, therapies and treatment.

RECOMMENDATIONS

1.  There must be full intellectual disability mental health 
teams appointed without delay.

2.  An in-patient service for people with intellectual 
disability and mental illness must be provided.

DONEGAL CATCHMENT

Donegal has a population of 138, 176. There are two 
remaining long-stay wards in St. Conal’s Hospital, with 
23 patients. There is an admission unit with 54 beds 
in the General Hospital complex in Letterkenny. There 
are six sectors in this area but Central Donegal is in the 
process of becoming a single large sector.

POSITIVE DEVELOPMENTS 
 There is an excellent Work Link programme and Art 
Centre based in Letterkenny, Buncrana and Dunloe. 
This has been in existence for 11 years. The service 
provides support and training to 60 people and has 
four support workers and an overall manager for the 
service.

 A needs assessment is being conducted to assess the 
need for an eating disorder treatment programme.

 The service is a pilot site to introduce health care 
assistants into the service.

 A rehabilitation team is being developed with further 
plans to develop an assertive outreach team. 

 The development of one large sector with shared 
resources.

SERVICE PLANS
Plans include the building of a new admission unit 
outlined below. 

There is no occupational therapist on the Mayo team 
and the waiting list is over two years for routine 
assessments. The West Galway team also carry out pre-
school diagnostics. There are no adequate facilities for 
the South Galway team and it uses the in-patient unit 
for outpatient services. Services for autism spectrum 
disorders are provided and the North Galway team has 
an ADHD clinic. 

RECOMMENDATIONS

1.  The proposed child and adolescent in-patient mental 
health unit in Merlin Park in Galway should be 
progressed as quickly as possible. In the meantime 
essential maintenance and health and safety issues 
must be addressed immediately.

2.  All teams should have the full complement of 
multidisciplinary members.

3.  There should be a second multidisciplinary child and 
adolescent team in Mayo.

INTELLECTUAL DISABILITY MENTAL 
HEALTH SERVICE

Mental health services for both children and adults 
with intellectual disability remain entirely inadequate, 
as in previous years’ reports. Up until recently, there 
was one consultant psychiatrist providing a mental 
health service to all persons with intellectual disability 
in Galway, Roscommon and Mayo, and a 0.5 whole-
time-equivalent consultant psychiatrist for children and 
adolescent intellectual disability in Mayo. Funding has 
been obtained for a second consultant psychiatrist and 
one mental health nurse. This is insufficient to provide 
anything beyond an emergency service. Even then, there 
are no in-patient units for mental health and acutely 
ill patients must be treated at home or in community 
residences with little or no monitoring by mental health 
professionals. As outlined in previous reports, the large 
population in these three counties are entitled to an 
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PLANS FOR CLOSURE OF ST. CONAL’S HOSPITAL
There are 23 patients remaining in St. Conal’s Hospital, 
some whom are relatively young. It is expected that 
these patients will move to community residences and, 
where appropriate, to nursing home care. This move 
will be under the responsibility of the new rehabilitation 
team. There is a land bank of over 40 acres surrounding 
the hospital and a property committee to look at the 
disposal of this land. It is unclear how much, if any, is to 
be used for the mental health services.

REHABILITATION 
There is a rehabilitation team currently being developed. 
At the time of inspection it consisted of a consultant 
psychiatrist post which is due to be filled within a 
few weeks, two occupational therapists, one social 
worker, one psychologist and an ADON as team leader. 
The closure of St. Conal’s Hospital will release nursing 
staff to set up an assertive outreach team. While 
there are 24 hour supervised residences and low-
support accommodation there is no medium-support 
accommodation which results in difficulties in moving 
residents through a rehabilitation programme. There 
are six patients currently in the acute unit who will be 
referred to the rehabilitation team, as well as a number 
in the community.

PSYCHIATRY OF LATER LIFE
The psychiatry of later life team is community based 
with access to the admission unit but no dedicated 
admission beds. There is no day hospital or continuing 
care beds. A mobile day hospital with two nursing staff 
is to be developed. The geography of the county results 
in difficulty in access to the current services. There is also 
need for a liaison nurse for the General Hospital.

Table: Psychiatry of Later Life Team

Population Approx. 18000 over 65 years
Consultant 
Psychiatrist

1

ADON 1 (team leader)
NCHD 1
CMHN 4 
Psychologists 2 part time
Social Workers 1
Occupational 
Therapists

1 part time

Other 1 CNS 
Day Hospital 0
Day Centre 0 

 
ACUTE SERVICES
Currently the acute in-patient services are in the 
admission unit which is attached Letterkenny General 
Hospital. However this unit is unsuitable as an acute 
admission unit and is being rebuilt. The final design has 
been approved and the admission service will move 
in the interim to an empty nursing home about one 
kilometre from the hospital. It is expected that the 
renovation of the admission unit will take approximately 
two years. The new unit will have a high observation 
facility and will have 34 beds.

The patients are expected to move into the nursing 
home building in December 2006. While this is a 
comfortable large unit with adequate therapy rooms, 
sitting rooms and dining space as well as single rooms 
there are concerns about observation of patients due 
to the design of the buildings. The senior management 
are in the process of implementing plans to increase 
observation and staffing to improve this as well as 
making some constructional changes which it is 
expected will address these difficulties.

The teams in Donegal transfer disturbed patients to the 
special care unit in Sligo. However protocols surrounding 
these admissions are a source of disagreement as 
outlined under the Sligo Leitrim services below and 
require attention.
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COMMUNITY MENTAL HEALTH TEAMS
There are six community mental health teams. However 
there are plans to change the sectors to have five 
sectors, one of which will be a large sector with two 
consultant psychiatrists and combining two teams. This 
has not yet taken place. 

Team Leaders are being appointed to each sector and to 
rehabilitation. There are five new posts due to be filled 
by the end of 2006. This will include two social workers, 
two occupational therapists and a psychologist, as well 
as six current staff as clinical nurse specialists.

Donegal South West CMHT

Table: Donegal South West CMHT

Sector Population (Census 2006) 17,657
Consultant Psychiatrist 1
ADON 1 (team leader)
NCHD 1
CMHN 1
Nurse Therapists 2 CBT
Psychologists 0 (referral only)
Social Workers 0.5
Occupational Therapists 0.2
Other 1 addiction
Day Hospital 0
Day Centre 2 

Donegal North West CMHT
The sector headquarters are based in Dungloe.

Table: Donegal North West CMHT

Sector Population (Census 2006) 23,136
Consultant Psychiatrist 1
NCHD 1
CMHN 2
Psychologists 0 (referral only)
Social Workers 0.5
Occupational Therapists 0 (referral only)
Other 1 addiction 1 CBT, 

access to family 
therapy

Day Hospital 0
Day Centre 2 

Donegal North East CMHT
The north East sector also has a programme for young 
adults with enduring mental illness.

Table: Donegal North East CMHT

Sector Population (Census 2006) 31,735
Consultant Psychiatrist 1
ADON 1 team leader
NCHD 1
CMHN 2
Psychologists 1
Social Workers 0.5
Occupational Therapists 0.2
Other 1 addiction 

counsellor,  
1 CBT

Day Hospital 1
Day Centre 2
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Donegal Central CMHT
The central sector is in the process of enlarging to a 
population in excess of 48,000.

Table: Donegal Central CMHT 
 

Sector Population 
(Census 2006)

65,648

Consultant Psychiatrist 2.5
ADON 1 team leader
NCHD 3.5
CMHN 4
Nurse Therapists 2 CBT
Psychologists 1
Social Workers 1 (1 vac)
Occupational Therapists 0
Other  2 family therapy, 1 

counsellor
Day Hospital  1 (plus a psychotherapy 

centre)
Day Centre 1

CARE PLANS
There are no multidisciplinary care plans in operation. 
However a risk assessment has been developed and 
there are plans to commence the FACE as a move 
towards multidisciplinary care planning.

THERAPEUTIC ACTIVITIES
The activities programme in the acute unit is a 
diversional programme with some education and is 
run by nurses. There is no formal needs assessment or 
individualised programmes linked to care plans. A CNM2 
nurse was recently relocated to the activities area. Four 
staff nurses linked to the ward staff facilitate the group 
programme daily. There is sessional input from an arts 
and crafts teacher (two sessions) and a hairdresser. A 
small number of the long-stay male patients attend 
industrial therapy in St. Conal’s Hospital.

CONCLUSIONS: DONEGAL
There have been some significant positive changes in 
the Donegal mental health services. The development 
of a new admission unit is welcomed as is the 
inclusion of a high observation area. The appointment 
of a rehabilitation team will hasten the closure of 
St. Conal’s Hospital, while ensuring that each patient 
will be adequately assessed and receive a care and 
treatment programme appropriate to their need. The 
multidisciplinary teams require further staffing. It is 
vitally important that all multidisciplinary staff should 
be part of a CMHT, attend meetings, report to the team, 
accept referrals only through the team and be part of the 
service users care plan where appropriate. 

RECOMMENDATIONS: DONEGAL

1.  All multidisciplinary teams should be fully staffed

2.  Differences between the Sligo Mental Health services 
and the Donegal mental health services regarding the 
Special Care Unit in Sligo should be resolved without 
delay.

SLIGO/LEITRIM CATCHMENT

DESCRIPTION
The Sligo/Leitrim catchment area has a population of 
99,690. There are male and female admission units 
which are located near what was once St. Columba’s 
Hospital. This hospital has been closed since 1991 and 
all patients were discharged to community residences. 
There is a Special Care Unit with 10 to 12 beds which 
also admits patients from the Donegal mental health 
services. There are four sectors with five consultant 
psychiatrists as well as a psychiatry of later life team 
and a newly appointed Rehabilitation team. There are a 
number of supervised residences. 

POSITIVE DEVELOPMENTS 
 There is now a rehabilitation team which is described 
below.
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 Training for cognitive Behavioural Therapy is being 
run by the Sligo mental health services. This is in 
conjunction with NUIG and St. Angela’s College, Sligo.

 A post for a senior psychologist has been advertised.

 A supervised residential unit has recently been closed 
which will free up posts for an assertive outreach team 
for the Rehabilitation Team.

 There is a cross border carers’ initiative with Northern 
Ireland.

 An occupational therapist has been appointed to the 
rehabilitation team.

PLANS
There are plans to open a new sector headquarters in 
Manorhamilton. Training in CBT will be ongoing although 
there have been some difficulties in releasing staff to 
avail of training. A new 30 bed admission unit is at 
Phase 2 and awaiting approval. It will have dedicated 
beds for psychiatry of later life.

REHABILITATION
A new rehabilitation team was appointed in 2005. There 
is an occupational therapist, a social worker, a team 
coordinator and administrative staff. It is planned that 
there will be six assertive outreach nurses appointed 
to the team, facilitated by the recent closure of a 
supervised residence. The rehabilitation team wish 
to assume clinical responsibility for the supervised 
residences in the catchment area with a view to 
having a comprehensive rehabilitation service with 
development of appropriate accommodation and training 
for residents. However this has not yet happened for 
reasons that were unclear to the Inspector. There was 
also conflicting accounts from the local health manager 
and the senior management team to the Inspector 
as to whether these patients had been formally 
assessed for accommodation needs and requirements 
for rehabilitation. As the rehabilitation team has been 
in place for one year it is incomprehensible that the 
logistics of clinical responsibility and residential facilities 
to run a rehabilitation service have not yet been decided.

It is the opinion of the Inspectorate that all residents in 
the community residences must be formally assessed 
as a matter of urgency with a view to planning ongoing 
care. It is the remit of the rehabilitation team to carry 
out this assessment and supervised residences should be 
part of the rehabilitation service to provide the residents 
with the appropriate care and management.

PSYCHIATRY OF LATER LIFE
The psychiatry of later life team has been in place for 
approximately five years. During this time they have 
developed an excellent community service. There 
is input from an occupational therapist, one social 
worker, four community mental health nurses, a team 
coordinator and a clerical manager. Again there is no 
psychologist on the team.

The team coordinator screens and allocates cases and all 
referrals are discussed at team meetings and there is no 
waiting list. Each referral is allocated a key worker. There 
is one single clinical file and a multidisciplinary care 
plan and the patient and carers are actively involved in 
the care plan. There is a day hospital in Sligo but there 
is urgent need for a mobile day hospital. The team is 
actively involved in-service training and research. A 
liaison nurse is required for the General Hospital. 

There is  difficulty in providing a full service to the South 
Leitrim area due to lack of resources.

SPECIAL CARE UNIT
There is a 10-bed special care unit in Sligo which 
admits patients from both Donegal and Sligo/Leitrim. 
It has input from a half time occupational therapist. 
There are conflicting accounts of the role of this unit 
and complaints from both catchment areas about 
admissions, detention and discharge procedures to the 
Inspector. There are currently on-going attempts to 
resolve this but at the time of Inspection the matter had 
not been resolved. Again, there were conflicting views 
between the two catchment teams and the local health 
manager about the future of the unit as to whether it 
would be developed as a low secure regional unit or be 
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closed and whether some patients could be referred to 
rehabilitation team. 

It is apparent that these differences are impacting on 
care of patients and it is unacceptable that this situation 
continue. Senior management teams and local health 
managers have been urged to address this issue as a 
matter of urgency. 

ACUTE SERVICES
Acute admission services are provided in the admission 
unit which is a stand alone unit. There have been 
intentions for the past 10 years to transfer the admission 
unit to the General Hospital. At present the plan to build 
this admission unit is waiting for approval. Design phase 
has not been reached. Obviously there is frustration 
among the clinical staff with the continued delay at 
progressing the building.

The current bed number is 42. However it is planned 
that the new admission unit will have 30 beds, including 
beds for children and adolescents and acute beds for 
treatment of people with intellectual disability and 
mental illness. The final decision on bed numbers has 
not yet been made.

COMMUNITY MENTAL HEALTH TEAMS
The sector teams are poorly staffed. There are no 
dedicated mental health psychologists within the service 
at present although a senior post has been approved. 
All referrals for psychology must go through community 
care where there is competition for psychology services 
from other care groups. Psychologists do not attend any 
mental health team meetings or planning forums. There 
are delays in assessments and in obtaining reports. 
This situation is highly unsatisfactory and is counter to 
multidisciplinary team delivery of care.

There are six occupational therapists in the service 
with 2.5 WTE in the admission unit and day hospital, 
who attend team meetings held in the admission unit  
and day hospital but there is no occupational therapist 
dedicated to any general adult sector team. Referrals 
are made to the occupational therapy department. This 

is highly unsatisfactory for multidisciplinary delivery of 
service and is not in step with national mental health 
policy or best practice. Each multidisciplinary team 
should have a dedicated occupational therapy and access 
to occupational therapy should be through the MDT.

There are five social workers in the service. There are 
twosocial workers are attached to sector teams and 
so can only offer a very limited service. They attend 
team meetings when possible. Addiction Services are 
provided by addiction counsellors who are linked to the 
sector team. The result of this peculiar way of delivering 
mental health service has resulted in impoverished team 
functioning, lack of multidisciplinary care planning and 
review and results in services being mainly delivered by 
nursing staff and psychiatrists.

Facilities in the catchment for sector teams are poor. 
Some sectors have no sector headquarters. Clinical 
assessment rooms and offices are obtained on an 
individual level wherever such offices become available. 
There is a deficit in accommodation for team meetings. 
 
Sligo Town CMHT

Table: Sligo Town CMHT

Sector Population 
(Census 2006)

17,824

Consultant Psychiatrist 1
ADON shared
NCHD 1
CMHN 2
Psychologists 0 (referral only)
Social Workers 0.5
Occupational Therapists 1 based in day hospital
Other shared addiction 

counsellor, 1 CBT
Day Hospital 1
Day Centre 1
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South Sligo CMHT
 
Table: South Sligo CMHT

Sector Population  
(Census 2006)

19,104

Consultant Psychiatrist 1
ADON 0.5 as team leader
NCHD 1
CMHN 2
Psychologists 0 (none on team)
Social Workers 0.3 (by referral only
Occupational Therapists 0
Other 0.5 addiction 

counsellors, 0.5 CBT
Day Hospital 0
Day Centre 1

 
South Leitrim CMHT
 
Table: South Leitrim CMHT

Sector Population  
(Census 2006)

18,927

Consultant Psychiatrist 1
ADON 0.5 as team 

coordinator
NCHD 1
CMHN 2
Psychologists 0 (referral only)
Social Workers 0.5
Occupational Therapists 0
Other Addiction counsellor 

shared, 0.5 CBT
Day Hospital 0
Day Centre 1

North Sligo CMHT
The North Sligo community team have no sector 
headquarters or community base and must hold their 
sector team meeting in the admission unit. The team 
refer to the day hospital in Sligo. There are primary care 
facilities planned in Ballyshannon and it is hoped that 
this sector team will be able to avail of facilities there.

Table: North Sligo CMHT

Sector Population  
(Census 2006)

26,448

Consultant Psychiatrist 1
ADON 1 shared
CMHN 2
Psychologists 0 (referral only)
Social Workers 0 
Occupational Therapists 0
Other 0.5 addiction 

counsellors, 0.5 CBT
Day Hospital 0
Day Centre 0 
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West Sligo/North Leitrim CMHT
The West Sligo/North Leitrim service was inspected in 
detail. The sector is geographically divided with a 10 
miles between them at the nearest points. There are 
no sector headquarters. The new facilities of office and 
day centre will only service the North Leitrim part of the 
service. The team is poorly staffed and although there 
are occupational therapists within the service they are 
not part of the team. It is difficult to understand the 
rationale for this division of the sector which can only 
cause difficulties for staff.

Table: West Sligo/North Leitrim CMHT

Sector Population (Census 
2006)

17,387

Consultant Psychiatrist 1
ADON 1 shared
NCHD 1
CMHN 2
Psychologists 0 (referral 

only)
Social Workers 0.5
Occupational Therapists 0
Other 1 addiction 

counsellor 
shared, 1 CBT

Day Hospital 0
Day Centre 2

 
CARE PLANS
While the Inspectorate found that the different members 
of the multidisciplinary team recorded in separate files 
the Inspector was assured that there were integrated 
clinical files. There is no multidisciplinary care planning 
and there is no comprehensive plan to introduce this 
apart from the rehabilitation team and the psychiatry of 
later life team.

THERAPEUTIC ACTIVITIES
There is currently 0.5 whole-time-equivalent dedicated 
occupational therapy input into the Special care unit 
and 1.5 dedicated occupational therapy input into the 
admission unit.

CONCLUSIONS: SLIGO/LEITRIM 
Despite lacking core team members, the Sligo/Leitrim 
mental health service offer a comprehensive service 
to both community and in-patients both for general 
adult services and psychiatry of later life. Consideration 
could be given to increasing sector size to 50,000 as 
recommended in national health policy and combining 
resources. Psychologists and occupational therapists 
should not work independently of mental health 
teams, there is no basis in good practice for this and it 
discommodes both service users and other clinicians 
who are endeavouring to provide a multidisciplinary 
service. 

The presence of a rehabilitation team is welcomed. 
However the Inspectorate was surprised at the level 
of discord regarding access to beds in the Special Care 
unit between the Donegal and Sligo/Leitrim services. 
This must be addressed as a matter of urgency and the 
Inspectorate will be monitoring this situation. The issue 
of supervised residences coming under the care of the 
rehabilitation team must also be addressed in order 
for this team to start offering a comprehensive service 
and the Inspectorate expects the service to be fully 
operational in 2007.

RECOMMENDATIONS: SLIGO/LEITRIM

1.  The rehabilitation team must be fully operational in 
2007.

2.  All occupational therapists and psychologists 
employed by the HSE for the mental health service 
must be members of a sector team.

3.  The issue of access to beds in the Special Care unit 
must be addressed immediately.
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4.  All multidisciplinary teams must be fully staffed.

5.  Consideration should be given to re-drawing sector 
boundaries to have larger sectors. This would allow 
teams to maximise scant resources. 

SPECIALIST MENTAL HEALTH 
SERVICES: DONEGAL AND SLIGO

CHILD AND ADOLESCENT MENTAL HEALTH 
SERVICES
There are currently two mental health teams for child 
and adolescent services in the North West region, one in 
Sligo/Leitrim and one in Donegal. A third consultant is 
due to join the Donegal area in February 2007. However 
the consultant post in Sligo Leitrim has been unfilled 
for three years due to recruitment difficulties. This has 
resulted in the Consultant in Donegal covering the 
Sligo Leitrim area on 1.5 days a week. An NCHD in the 
Sligo Leitrim service is supervised by the consultant in 
Donegal. This is obviously insufficient to run an adequate 
service in child and adolescent mental health. A recent 
audit showed that 85% of referrals in Sligo/Leitrim 
required psychiatric assessment.

Table: Child and Adolescent Mental Health 
Services

Sligo/Leitrim Donegal
Population (approx.) 73,500 98,000
Consultant 0 ( 1 vacant) 2
NCHD 1 1
Social Workers 2 1
Psychology 1 0
Occupational 
Therapists

0 0

Nursing 0.6 2.6 
Social Care Workers 2.3 3.5
Speech and 
Language Therapists

0 0

Family Therapy 0 access 
through social 

work

0

Play Therapist 0 0
Facilities

The Sligo Leitrim team currently consists of one 
psychologist, two social workers, one community mental 
health nurse, one NCHD and no consultant child and 
adolescent psychiatrist. The Donegal team consists of 
two consultants, three nursing staff, four social care 
leaders and one social worker. There are no occupational 
therapists or speech and language therapists in either 
team. There will be four development posts appointed 
in 2007 with the new consultant psychiatrist. Because 
of the shortage of staff, social skills training, parenting 
groups, liaison with voluntary organisation and early 
intervention are not available, despite these being a 
fundamental part of service delivery.

There is some confusion regarding the future of in-
patient beds. The Inspectorate were informed by the 
local health managers that beds for adolescents aged 
16-17 years would be provided in the new admission 
unit in Sligo and Donegal which is at phase two 
(planning) level. However the child and adolescent 
services were uninformed about this and plan to access 
beds in the new child and adolescent unit (which is at 
design stage). They stated that this was the preferred 
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option and that they would not wish to access beds 
in an adult mental health unit, even for 16 to 18 year 
olds. By the end of 2006 the Inspector was informed 
that “the admission unit in Sligo was no longer under 
consideration”. The service can already access beds in 
Galway when available in St. Anne’s Children Centre 
and have built up links with this service. There are no 
day facilities in the region. Due to the geographical 
configuration and the location of Letterkenny and Sligo it 
would be difficult to offer comprehensive access to day 
facilities. However there are discussions in providing a 
mobile day service if more staffing resources are made 
available. There is a dedicated building for the team in 
Sligo.

Waiting times for assessment are 10-15 months. This is 
compounded by the national problem of the Department 
of Education requesting as mandatory psychiatric 
assessment of children apply for special needs assistance 
in classrooms, even if the children are not in the mental 
health services. These requests average about five per 
week for entire service. 

There are a number of young people services provided 
by voluntary agencies some of which receive funding 
from the HSE. These include Young Minds, drop in 
centres, cross border initiatives on adolescent health and 
Foróige. However transport from the rural areas to the 
two main towns is often difficult.

RECOMMENDATIONS

1.  All three teams require to be adequately staffed.

2.  Day facilities should be made available for both 
services.

3.  There should be urgent meetings between the 
clinical teams and the local health office is required to 
communicate proposed plans for the service and to 
have input from clinical managers.

INTELLECTUAL DISABILITY AND MENTAL 
HEALTH SERVICES
The majority of intellectual disability services are 
delivered by the HSE. There are mental health services 
for people with intellectual disability services in Donegal 
and in Sligo/Leitrim. However these teams consist 
only of a consultant psychiatrist. There are no plans to 
improve this situation, apart from funding approved 
for one community mental health nurse in Donegal. 
This results in people with mental health problems and 
intellectual disability receiving a less than adequate 
community mental health service. Added to this is lack 
of appropriate beds for the in-patient treatment of 
severe mental illness and lack of clinical facilities. There 
are plans, which were still under discussion, to convert a 
total of 5 beds in Sligo General Hospital and Letterkenny 
General Hospital to dedicated beds for the mental 
health services for people with intellectual disability. The 
general mental health services in Donegal state that 
they are unaware of such a plan.

RECOMMENDATION

1.  There should be a fully resourced mental health team 
in both Donegal and Sligo for people with intellectual 
and mental health problems.

OVERALL CONCLUSION FOR NORTH WEST
It was obvious that the lack of communication was 
major difficulties in this region for both adult and child 
and adolescent teams. Teams delivering services were 
unaware of plans that would have a direct impact on 
the way their service was delivered. Decisions appeared 
to be made without input from the major stakeholders. 
There were obvious ongoing difficulties between the 
two adult mental health services of Donegal and Sligo. 
The Inspectorate heard a number of differing accounts 
and reports, some contradictory, from both local health 
managers and senior management teams. 
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NORTH TIPPERARY CATCHMENT

DESCRIPTION
The North Tipperary catchment is a small geographical 
area with a population of 66,000. The catchment is 
divided into two sectors Nenagh and Thurles and uses 
acute beds in St. Michael’s Unit in the General Hospital 
in Clonmel. There are also a small number of long-stay 
patients from North Tipperary in St. Luke’s Hospital 
in Clonmel. The fact that the acute in-patient service 
and long-stay hospital beds are in HSE South poses 
administrative and logistical problems for delivering the 
service. Two wards in St. Luke’s Hospital are clinically 
managed by a consultant psychiatrist from North 
Tipperary.

SERVICE PLAN
There are no firm plans for the future of service delivery 
in North Tipperary. Plans had been advanced for an in-
patient unit in Nenagh to serve the catchment but there 
are differing accounts as to whether this is still an active 
plan. 

POSITIVE DEVELOPMENTS 
 A third consultant post has been funded and it was 
reported this will provide a service to the North 
Tipperary patients in St. Michael’s Unit in Clonmel. 

 There is agreement for funding for a 0.5 whole-time-
equivalent consultant psychiatrist post and a 0.5 
whole-time-equivalent clinical nurse specialist for 
psychiatry of later life.

 Funding approval has been granted for an additional 
addiction counsellor. 

 Nursing staff have been provided for each of the two 
day hospitals.

 An out-of-hours service has been initiated in Nenagh 
General Hospital.

 There is a monthly meeting for regional planning 
involving the heads of services. 

REHABILITATION SERVICE
There is no rehabilitation service available to service 
users in North Tipperary. There are no community 
residences and there are a small number of long-stay 
patients in St. Luke’s Hospital in Clonmel who may 
require accommodation in their own locality on closure 
of St. Luke’s Hospital. 

Access to a rehabilitation service is essential and an 
option would be to develop this service in conjunction 
with the proposed rehabilitation service in South 
Tipperary, ensuring that the rehabilitation team is 
adequately staffed to provide services to both areas 
and that it includes a well-staffed outreach team. In 
conjunction with this, concerted efforts to plan facilities 
required for people with enduring mental illness must 
be undertaken. Acquisition of appropriate supported 
accommodation, the development of an outreach team, 
and access to a rehabilitation team are considered 
essential by the Inspectorate.

PSYCHIATRY OF LATER LIFE
Currently there is no access to a team for psychiatry 
of later life. Funding for 0.5 whole-time-equivalent 
consultant psychiatrist post and 0.5 whole-time-
equivalent clinical nurse specialist for psychiatry of later 
life has been approved. Again the option of sharing an 
enhanced psychiatry of later life team across catchment 
boundaries should be considered in order to provide 
the fullest range of services to the greatest number of 
service users.

LIAISON MENTAL HEALTH SERVICES
Nursing staff in the day hospitals provide a liaison 
service to Mid-Western Regional Hospital in Nenagh 
when needed. A liaison nurses provide a service to A&E 
and to the general wards and referrals are made to the 
consultant psychiatrists. It runs from 0900h to 1700h five 
days a week and focuses mainly on suicide prevention. 
Follow-up care is provided by the sector CMHTs. An out-



BOOK 1 – PART 2 REPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006182

of-hours service has been initiated in Nenagh General 
Hospital and this runs from 1600h to 0300h. This service 
is staffed by four psychiatric nurses and a CNM2. It is 
hoped that this service will reduce the number of people 
travelling to Clonmel for assessment. 

ACUTE IN-PATIENT SERVICE
The acute beds for this catchment are in the HSE South 
in St. Michael’s Unit in the General Hospital in Clonmel. 
It is not clear to the Inspectorate whether this situation 
will continue. Plans for a small acute unit in Nenagh no 
longer appear to be active.

A number of options are available and are under 
discussion. Among them is the option of continuing the 
current arrangement, which appears to be unsatisfactory 
on a number of fronts. Discussions have also taken 
place to locate acute in-patient beds in the admission 
unit in the Mid-Western Regional Hospital in Limerick. 
Obviously the current capacity and facility structure in 
the Limerick unit would have to be reviewed. In tandem 
with any option should be the opportunity to enhance 
and develop community facilities with home-based 
treatment teams and crisis and respite facilities. Access 
to specialist services such as rehabilitation and psychiatry 
of later life across catchment boundaries must also be 
part of any plan. All stakeholders in the service must 
be part of any decision regarding the service and this 
includes the multidisciplinary senior management team 
and service users. 

COMMUNITY MENTAL HEALTH TEAMS
There is no CNM3 post in the catchment and the 
Assistant Director of Nursing provides a management 
role between the two CMHTs. Both CMHTs were 
inspected in detail by the Inspectorate. There is no 
occupational therapy service in the catchment.

Nenagh CMHT
The Nenagh CMHT present as a well-functioning 
multidisciplinary team. The team has one consultant 
psychiatrist, two NCHDs, and one senior and one basic 

grade psychologist. There is no occupational therapist. 
There is one principal post for a new social worker.

Facilities includes a day hospital and a day centre. 

Table: Nenagh CMHT

Sector population 
(Census 2006)

Approx 36,000

Consultant Psychiatrist 1 
NCHD 2
CMHN 1
Psychologists 2 
Social Workers 1
Occupational Therapists 0
Other 1 WTE addiction 

counsellor 1 CNM2, 2RPN

1 administration worker
Day Hospital 1
Day Centre 1

 
Thurles CMHT
This team has fewer resources than the Nenagh CMHT 
and has no psychologist or occupational therapist. 
Thurles CMHT consists of one consultant psychiatrist, 
one NCHD and one social worker. There is a half-time 
addiction counsellor. A CNM2 and CNS are based in the 
day hospital in Thurles. The day centre is located on the 
same site but it is hoped to develop the day centre in a 
separate location. There is also a clinical nurse specialist 
working in the community. The local Lions Club has 
indicated that it wishes to provide a low-support hostel 
which would be under the care of the CMHT. However 
the preference of the team is to have 24 hour supervised 
residences. 
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Table: Thurles CMHT 

Sector Population 
(Census 2006)

Approx 29,600

Consultant Psychiatrist 1
CMHN 1
Nurse Therapists 1 CNS
Psychologists 0 (vacant post)
Social Workers 1 
Occupational Therapists 0
Other 1 addiction counsellor, 

CNM 2 in day hospital 
Day Hospital 1
Day Centre 1 

The headquarters for both teams are in their respective 
day hospitals in Thurles and Nenagh.

CARE PLANNING
There are no multidisciplinary care plans. Each person 
has an initial assessment and is allocated a key worker. 
Team members write progress notes in the case files 
which are integrated. 

CONCLUSION: NORTH TIPPERARY
North Tipperary has well-developed and functioning 
community mental health teams that are reasonably 
well resourced, though lacking occupational therapy, and 
has adequate day hospital facilities. The service is to be 
commended for this.

The next development step for the service is to establish 
a comprehensive home-based treatment service, a crisis 
and respite service and an outreach team for those with 
enduring mental health needs. It is unlikely that an 
acute unit will be built in such a small catchment and all 
efforts should be put into developing community mental 
health. Access to acute beds, appropriately resourced 
rehabilitation teams and psychiatry of later life should 
be across catchment boundaries. As with other small 
catchment areas, imaginative and innovative planning 

is required to provide service users with appropriate 
services. It is vital that service providers, those who 
deliver the service, and especially those who receive the 
service are part of the planning process.

RECOMMENDATIONS: NORTH TIPPERARY

1.  Decisions regarding location of acute service should 
be made and implemented.

LIMERICK CATCHMENT

DESCRIPTION 
The population of the Limerick catchment area is 
183,863. There are 50 acute beds in Unit 5B in Limerick 
Regional Hospital, including beds for psychiatry of later 
life and child and adolescent psychiatry. There were 84 
patients remaining in St. Joseph’s Hospital in six wards at 
the time of the inspection. There is one secure ward for 
males. There are five sector CMHTs as well as a liaison 
psychiatry team, psychiatry of later life team, and a 
part-time forensic team. Recruitment has begun for a 
consultant psychiatrist in rehabilitation psychiatry.

SERVICE PLAN
There is a strategic development plan dated February 
2006 for the provision of alternative accommodation 
for patients remaining in St. Joseph’s Hospital which is 
outlined below. The Limerick Health Service Executive 
had prioritised the relocation of the remaining patients 
from the elderly care group in St. Joseph’s Hospital as the 
initial project in this strategic plan.

Plans to redevelop and refurbish the Acute Unit 5B in 
Limerick Regional Hospital are advanced. A total of 
€6 million has been allocated over two years and it 
is estimated that this refurbishment will take 15 to 16 
months to complete. However a decision has not been 
made on the logistics of continuing the acute in-patient 
service while this refurbishment is going on.
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Psychology posts in rehabilitation, liaison and forensic 
psychiatry have all been approved but not funded.

POSITIVE DEVELOPMENTS 
 A liaison psychiatry service has been established in 
the Mid West Regional Hospital. It incorporates a crisis 
intervention service with clinical nurse specialists 
who triage and assess persons with mental health 
difficulties who present in the A&E Department. 
A consultant psychiatrist and a nurse have been 
appointed to the service. The psychology post for this 
service has not been funded or advertised.

 A forensic psychiatric service has recently been 
established following the appointment of a consultant 
psychiatrist with a special interest in forensic psychiatry 
supported by a limited multidisciplinary team. 

 The crisis outreach response project is a new service 
that commenced in 2006 and is part of the suicide 
intervention programme. It consists of three clinical 
nurse specialists who are based in the sector CMHTs 
at the day centres, who work in collaboration with 
community mental health teams, primary care staff 
and with the hospital based liaison psychiatry service. 

 A second consultant psychiatrist with a special 
interest in the psychiatry of later life is currently in the 
process of being recruited and partial funding for a 
multidisciplinary team is also available at this time.

 A consultant psychiatrist post for rehabilitation is due 
to be filled on a temporary basis in January 2007, with 
a view to a permanent appointment being made later 
in the year. Funding has not been made available for a 
full multidisciplinary team. 

 An advocacy and consumer panel has been established 
and a principal social worker has been given the remit 
of facilitating this initiative. Community meetings at 
all community residences and in the acute unit will be 
established. A training course in empowerment and 
leadership skills has also been proposed to enable 
service users to sit on committees and become part 

of the planning process. A consumer panel is being 
established to meet quarterly with the area executive. 

CLOSURE OF ST. JOSEPH’S HOSPITAL
St. Joseph’s Hospital still has six long-stay wards with 84 
patients. These patients have a range of care needs for 
intensive care, rehabilitation and intellectual disability 
services. Capital funding announced for 2006 to 2010 
has indicated that €5 million is being made available 
over that period to fund this project. There are plans to 
move 28 to 30 of these patients to nursing home beds. 
It is estimated that 25 of the remaining patients need 
reasonably secure facilities. 

Part of the Limerick Mental Health Service Business 
Plan is to relocate the residents currently in St. Peter’s 
Ward to Unit 10 and to relocate the patients currently 
managed in St. Martin’s Ward, the special care unit, and 
Ward 5 to the redeveloped and upgraded to St. Peter’s 
Ward, thus aiming to provide a considerably improved 
care environment for this latter group of patients, but 
still within the hospital setting. St. Peter’s Ward/M3 is 
currently in the process of being vacated. 

REHABILITATION SERVICE
There are plans to develop a rehabilitation team to 
take over the care and management of the remaining 
patients in St. Joseph’s Hospital and in Ashleigh House for 
patients remaining in St. Joseph’s Hospital after the re-
location of the elderly. The team will also be expected to 
provide a specialist rehabilitation service to service users 
with enduring mental illness in the community. At the 
time of inspection, the process of recruiting a consultant 
psychiatrist with a special interest in rehabilitation was 
at an advanced stage and there are plans to set up a 
limited team consisting of a consultant psychiatrist, 
NCHD, occupational therapist, clerical staff, one CMHN 
and one staff nurse. There is no provision for a senior 
psychologist, social worker or an addiction counsellor. 
This is wholly insufficient to provide a rehabilitation 
service to the patients remaining in St. Joseph’s Hospital 
and to initiate a community rehabilitation service. 



BOOK 1 – PART 2REPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006 185

The Social Inclusion Department has strengthened the 
homeless team, including community mental health 
nursing, and good liaison between the mental health 
service and voluntary hostels was reported.

PSYCHIATRY OF LATER LIFE
This service covers the city and county of Limerick, 
a large geographical area that presents challenges 
for service delivery. The total population over 65 is 
approximately 30,000, subdivided into a 12,000 rural 
area and 18,000 urban area. The psychiatry of later life 
team now has two temporary consultant psychiatrists in 
post. The Inspectorate was informed that two permanent 
posts are approved, one of which is a new post, and 
likely to be filled by Spring 2007. The second psychiatry 
of later life team has been approved but not fully 
funded. 

The team has limited office space in St. Camillus’s 
Hospital which is a general hospital funded through 
the Older Persons’ Programme and staffed by general 
nurses. The psychiatry of later life team has dedicated 
beds for patients with dementia in this hospital along 
with some very limited day hospital facilities. Nursing 
staff in this unit are funded by St. Camillus’ Hospital and 
report to the Matron of the hospital.

There has been debate as to whether this service should 
come under the umbrella of the adult mental health 
services. 

It is not clear whether there are plans to transfer the 
management of persons in the Inisgile residence in 
Parteen or the proposed new community residence 
project to the remit of a psychiatry of later life team. In 
view of the geographical spread of the area a mobile 
day hospital is being considered. 

ACUTE IN-PATIENT SERVICE
The Acute Unit (5B) in Limerick Regional Hospital has 
50 beds, including beds for the psychiatry of later life. 
Capital funding has also been approved for the first 
phase of a major redevelopment programme of the 
acute in-patient unit, incorporating a high observation 

area and improved facilities generally, which will 
enhance the therapeutic environment and facilitate a 
high standard of care in the least restrictive setting. Work 
is due to commence in March 2007. A senior psychology 
post for the acute unit has been approved, funded and is 
being advertised. 

Children and adolescent patients under the age of 
18 years continue to be admitted to 5B. With the 
implementation of the new Mental Health Act and 
the expectation that all patients under the age would 
be managed by the child and adolescent services, 
negotiations have been under way to secure admission 
facilities for 16 to 18 year olds and approval and funding 
has been provided for a fifth CAMHS team to look after 
this age group. At the time of inspection there was 
agreement that three or four beds in 5B would be 
reserved for 16 to 18 year old admissions for Limerick, 
Clare and North Tipperary as an interim measure and 
that it would seek to become an approved centre for 
children and adolescents. There was agreement that 
the CAMHS team would have clinical responsibility for 
all patients under 18 years when the fifth team were in 
place. 

There are also plans to introduce the Refocusing Project 
to improve service user participation in their care plans. 

At present, if patients are very disturbed, they are 
transferred to Unit 10 in St. Joseph’s Hospital. It is hoped 
that the provision of high observation beds will stop that 
process and that Unit 10 will become a rehabilitation 
unit.

COMMUNITY MENTAL HEALTH TEAMS
There are five sectors with populations ranging from 
20,000 to 50,000. Community mental health teams 
do not have the basic full complement of community 
mental health nurses, occupational therapists, 
psychologists or social workers. Appointments are 
affected by the recruitment embargo. 

One new occupational therapist post has been appointed 
since last year. There is one occupational therapist shared 
between three city sectors. It is difficult to see how a 
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service spread this thinly can be effective. There is social 
work representation on all teams but one of tne of the 
vacant social work posts has not been filled due to the 
recruitment embargo. The vacant psychology post on 
Sector E was reported as being recruited recently filled.

Sector A CMHT
This sector population covers Limerick North and East, 
Moyross, and Corbally. 

Table: Sector A CMHT

Sector Population  
(Census 2006)

Approx 32,000

Consultant Psychiatrist 1
NCHD 2
CMHN 4
Nurse Therapists 0.5 CNS outreach
Psychologists 1 
Social Workers 0.5 
Occupational Therapists 1 
Day Hospital 1
Day Centre 1

The nursing staff complement includes a CNM2 
post which is being upgraded to a CNM3 to act as a 
service coordinator, one staff nurse and one CPN. In 
addition there is a senior registrar and NCHD. The team 
headquarters are in Tevere House, along with the day 
hospital. This is reported to be short of office and therapy 
space. The team runs two return clinics, one new person 
clinic and two emergency clinics here and they have 500 
active cases. There is a separate day centre at Belfield 
House.

In addition the tea has one high-support hostel, New 
Strand House, which has 16 places and has weekly 
input from the senior registrar, and two medium-support 
residences, Landsdowne and Roma. The team has 
beds in three units in St. Joseph’s Hospital: Male 3, Unit 
10, and Female 6, the management of which will be 
transferred to the rehabilitation team once it has been 
appointed.

Sector B CMHT
Sector B is the largest sector with a population of 
47,000. It covers South and East Limerick City and County 
and includes an extensive area of social deprivation. It 
has recently added on a half-time consultant psychiatrist 
from the forensic post to assist with the clinical load. This 
team consists of one full-time consultant psychiatrist, 
one NCHD, one full-time psychologist, one full-time 
occupational therapist, a half-time social worker and a 
half-time addiction counsellor. 

The sector team consists of 1.5 consultant psychiatrists 
who are members of the same multidisciplinary team 
and who share resources, each with their own area 
(30,000 and 17,000 respectively). The smaller sector 
is clinically managed by the forensic psychiatrist and a 
limited team. In addition, the team comprises 1 whole-
time-equivalent psychologist, 1 whole-time-equivalent 
occupational therapist, 0.5 addiction counsellor, 0.5 social 
worker and 4.5 nursing staff. There is a senior registrar 
and one NCHD. 

Sector B CMHT plan to introduce intensive case 
management early in 2007. 

The team headquarters for the general adult sector 
B and the forensic service is based at St. Anne’s day 
hospital, which is a community centre. The day hospital 
has recently been extended and upgraded. It dispenses 
medication for a small number of clients (clozaril clinics). 
The out-of-hours general practice unit will operate out 
of there after 1700h. The day centre, Gerard Griffin 
House, is in need of refurbishment and deals with clients 
with longstanding and ending mental illness. There are 
joint monthly clinical and management meetings and 
separate weekly general team meetings.

There has been no dedicated high-support hostel in the 
area since Ashleigh closed. There are plans to re-open 
this facility when the rehabilitation team is appointed. 
There are low-support and medium-support hostels in 
area. In addition, three hostels for the homeless provide 
accommodation and good support.
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Table: Sector B CMHT

Sector Population 
(Census 2006)

Approx 47,000

Consultant Psychiatrist 1
CMHN 4
NCHD 3
Nurse therapists 0.5
Psychologists 1
Social Workers 0.75
Occupational Therapists 1
Other 0.5 addiction counsellor
Day Hospital 1 
Day Centre 1

Sector C CMHT
Sector C, with a population of 42,000, covers South West 
Limerick City and County. It is a large and busy sector 
currently managed by one multidisciplinary team. There 
are advanced plans to recruit an additional consultant 
psychiatrist with a special interest in psychotherapy 
who will be split between this sector and a specialty 
psychotherapy service. A CMHN has already been 
recruited to work with this new service. The nursing 
staff complement consists of one CNM2, one CMHN, 0.5 
CNS and one addiction counsellor. There are also two 
NCHDs on this team. The team headquarters is based in 
Willowdale day hospital and needs redevelopment and 
extension. There is a separate day centre. There are two 
high-support residences and low and medium-support 
hostels available to the team.

Table: Sector C CMHT

Sector Population 
(Census 2006)

42,000

Consultant Psychiatrist 1
NCHD 4
CMHN 5
Nurse Therapists 1 CNS outreach
Psychologists 1
Social Workers 0.7 (provides input to 

Unit 5)
Occupational Therapists 0.8
Other 1 addiction counsellor
Day Hospital 0.5
Day Centre 1



BOOK 1 – PART 2 REPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006188

Sector D CMHT
Sector D has a population of 36,000 and covers the area 
of West Limerick including the area of Rathkeel.

There are 4 nursing whole-time-equivalent on the team 
consisting of two CNM2, 0.5 CNS outreach, 0.2 addiction 
counsellor, 0.8 CMHN 

The team headquarters is located in Churchtown day 
hospital in Newcastle West. These facilities are cramped 
and there is an urgent need to expand, redevelop or 
relocate the facilities to provide adequate day hospital 
facilities and sufficient office space. Four outpatient 
clinics a week as well as groups and meetings are held 
here each week. There is a need for more staff but there 
is insufficient space to accommodate them. The social 
worker has been unable to take on students because of 
space issues. The day centre is attached to the high-
support hostel and this also is a priority for relocation.

There is a community residence with 24-hour supervision 
that has 25 places in O’Connell House (Newcastle West) 
and low-support (bungalow) accommodation available in 
this sector.

Table: Sector D CMHT 

Sector Population 
(Census 2006)

Approx 36,000

Consultant Psychiatrist 1
NCHD 1
CMHN 4
Nurse Therapists 0.5 CNS outreach
Psychologists 1
Social Workers 1
Occupational Therapists 0.2
Other 0.5 addiction counsellor
Day Hospital 1
Day Centre 1

Sector E CMHT
Sector E, with a population of approximately 23,000, is 
the smallest sector and covers Kilmallock and South East 
Limerick. It is a demographically elderly population.

Table: Sector E CMHT

Sector Population 
(Census 2006)

23,000

Consultant Psychiatrist 1
NCHD 1
CMHN 4
Nurse therapists 0.5 outreach
Psychologists 0 (vacant post)
Social Workers 0.3 senior
Occupational Therapists 0
Other 0.5 addiction counsellor
Day Hospital 1
Day Centre 1

In addition there is an NCHD and the social worker 
provides input to Unit 5.

There are 4 whole-time-equivalent nursing staff 
consisting of a CNM2, CMHN, staff nurse and 0.5 
whole-time-equivalent crisis outreach nurse and 0.7 
whole-time-equivalent addiction counsellor. There is 
no psychology or occupational therapy input although 
there is some occupational therapy service available to 
patients admitted to the acute unit.

The day centre is described as a good facility based in 
Iveagh Gate House in Kilmallock and is on a bus route. 
The sector headquarters are located at the day hospital. 
There are no community residences available in this 
sector.

A research project is being conducted in Kilmallock, 
gathering the views of 40 service users and carers. 

FORENSIC MENTAL HEALTH SERVICE
A consultant psychiatrist with a special interest in 
forensic psychiatry has recently been appointed, based 
in Limerick. The forensic post for this region has been 
established as having a half-time forensic and half-
time general adult service commitment. The consultant 
psychiatrist post is thus divided between providing a 
service to part of a community mental health team 
and developing and providing a forensic mental health 



BOOK 1 – PART 2REPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006 189

service. The post is linked to Sector B in Limerick City. 
The total population of this sector is stated to be 47,000 
to 50,000. The sector has been divided and the new 
consultant psychiatrist post has been allocated 17,000 
of this population. However it was reported that this 
population accounts for 49 per cent of the caseload in 
Sector B. The role has six sessions in adult mental health 
and five sessions in adult forensic mental health.

The initial allocated resource for the forensic team was 
a consultant psychiatrist, a nursing officer, a staff nurse, 
a clinical psychologist, a social worker, an occupational 
therapist and a clerical officer. The current staffing for 
this team is one consultant psychiatrist (five sessions), 
a senior house officer (two sessions), 1 whole-time-
equivalent nursing officer who is shared with the sector 
team and a staff nurse, also shared with the sector 
team.

It was reported that the vacant posts have not been 
filled due to the employment ceiling and funding. 

The demand for a forensic service is significant. The 
forensic team is meant to provide a specialist service 
for the entire region of Limerick, Clare and North 
Tipperary, a total population of 262,479 people. Within 
the catchment of Limerick there is a large prison with 
300 inmates, 280 male and 20 female. The team is 
already providing a service within the prison and has 
assessed over 100 inmates. There are concerns that 
the forensic multidisciplinary team may be pulled away 
from forensic mental health services and diluted into 
the sector service. A detailed Service Development Plan 
proposal describing the phased introduction of services 
has been drafted by the team which, in the view of 
the Inspectorate, is completely unachievable with the 
current resources and with the demands of being part of 
a sector service. 

A number of issues remain unresolved. It is obvious 
that the team cannot provide a comprehensive service 
with the current resources. There should be a dedicated 
forensic team with a full-time consultant psychiatrist 
and a full multidisciplinary team. Resources will have 
to be added to the team to develop the service within 
Limerick Prison, provide a service to the courts, provide 

court reports, consultations and second opinions, risk 
assessments, and provide a community service. The 
provision of a regional secure unit should be considered.

CARE PLANNING AND THERAPEUTIC ACTIVITIES
There is no multidisciplinary care planning. It is 
intended that as part of the Refocusing Project that 
multidisciplinary care plans will be implemented in the 
acute unit. In St. Joseph’s Hospital nursing care plans are 
in use. 

CONCLUSION: LIMERICK
The adult mental health services in Limerick are 
endeavouring to provide a comprehensive range of 
services for their catchment. In addition to the five sector 
CMHTs there are advanced plans to have fully staffed 
liaison, rehabilitation, and forensic multidisciplinary 
teams along with at least two teams for the psychiatry 
of later life. Unfortunately the rehabilitation and forensic 
posts are special interest posts only. There are also 
plans to develop a specialised psychotherapy service. 
In addition there are four multidisciplinary child and 
adolescent teams with plans to establish a fifth along 
with temporary arrangements for in-patient beds for 
16 to 18 year olds. There is a need to clarify where 
in-patient beds for all under 18s across the entire HSE 
West area are to be situated and whether together or 
subdivided according to age range into facilities for 0 to 
12 and 12 to 18.

The management of these services have to be 
commended for their attempts to improve services 
during times of enormous organisational change in the 
HSE.

RECOMMENDATIONS: LIMERICK 

1.  There should be a dedicated forensic team with a full-
time consultant psychiatrist and a full multidisciplinary 
team.
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2.  There should be adequate occupational therapists 
to provide a service to each sector as well as to the 
specialist services.

3.  St. Joseph’s Hospital should be close and patients 
located in residences that are appropriate to their 
needs. 

4.  The rehabilitation team should be fully staffed 
multidisciplinary team members.

CLARE CATCHMENT

DESCRIPTION 
The population of the Clare catchment area is 110,800. 
The service has an acute 39-bed unit in Ennis General 
Hospital and two units based in the grounds of the 
former Our Lady’s Hospital, both of which are part of the 
rehabilitation service. One of these units, St. Anthony’s 
Unit, is a 10-bed open unit for the management of 
patients with challenging behaviour. The other, Teach na 
Beithe, is an open 8-bed rehabilitation training unit. 

There are two facilities that provide residential care for 
patients discharged from Our Lady’s Hospital who have 
intellectual disability: Avonree in Kilrush with 10 beds 
and Cois Mara with 16 places. Primary care for residents 
in these units is provided by GP services. There is no 
multidisciplinary input to either of these units and the 
consultant psychiatrist on call provides a service when 
requested. Patients under the care of the psychiatry 
of later life team are managed in Cappahard Lodge, 
Ennis and two units based at St. Joseph’s Hospital. There 
are plans for Cappahard Lodge to apply for approved 
unit status. There are five residences with 24-hour 
supervision. Four CMHTs admit to the sectors.

SERVICE PLAN
The current service plan is a four-year plan for all mental 
health services and runs to the end of 2010. 

A Leadership Group is formulating a plan for the service 
that reflects the Vision for Change. They are also looking 

at the guidelines for multidisciplinary team teams and 
reviewing what is in place.

There are a number of female patients in the acute unit 
who are long stay. Initial plans that were submitted 
to developers for a unit to accommodate these 
patients have not progressed. There are now plans to 
accommodate female patients with enduring mental 
illness and challenging behaviour in an existing male 
unit under the rehabilitation team. 

POSITIVE DEVELOPMENTS 
 There have been major improvements in response 
to criticism from the Inspectorate in relation to St. 
Anthony’s Unit, Orchard Grove, The unit is now open, 
its bed capacity has been reduced to ten, and it has 
been redecorated.

 The high observation area bed capacity has been 
reduced from nine to five beds.

 A new senior occupational therapist has been 
appointed full time in the North sector, filling a post 
that had been vacant for five years. 

 Post-graduate psychology students are being taken 
from the University of Limerick.

 There has also been an increased intake of medical 
students. A specialist registrar post has been approved 
and is due to be filled in January.

 A practice development model was introduced in 
September 2006. This is a multidisciplinary initiative 
and is based on enhancing service provision to service 
users.

 The nursing practice development project in elderly 
care in Cappahard Lodge is based on person-centred 
care and is funded by the National Council. These 
practice models will be subject to audit.

 The service is working with the South London and 
Maudsley (SLAM) NHS on facilitating change, including 
developing the role of the key worker, risk assessment, 
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care plans and safeguarding medical records access 
and confidentiality. The Functional Analysis of Care 
Environment (FACE) assessment tool is being piloted in 
Teach na Beithe and St. Anthony’s Unit.

 There is a multidisciplinary Leadership Group.

REHABILITATION SERVICE
There is a well-staffed rehabilitation team that has a 
full multidisciplinary team and which has a range of 
supported accommodation and an outreach service. The 
outreach team operates seven days a week. There is a 
referral protocol and the team are developing the use 
of the FACE assessment. The Inspectorate was informed 
that an audit of all service users in the rehabilitation 
service had been conducted in the last year. There are 
approximately 170 patients, based in St. Anthony’s 
Unit, in Teach na Beithe, in beds with 24-hour nursing 
staff supervision in Gort Glas, Deilginish, Kilrush, and in 
medium-support residences. There are two day centres. 
The rehabilitation team does not provide input to the 
North sector day centre.

St. Anthony’s Unit currently provides a service only for 
males. There is a perceived need for an equivalent 
service for females as these currently remain as long 
stay in the acute unit. These patients require suitable 
accommodation and a rehabilitation programme. The 
management of clients in long-stay residences is 
currently the responsibility of the rehabilitation team. 
There has been ongoing debate within the service 
regarding the transfer of patients with enduring mental 
illness in community residences and other clients 
following involvement in the rehabilitation programme 
back to the sector teams and focusing on patients 
with rehabilitation needs. CMHTs do not have access 
to community residences. It was reported that there 
were vacancies in the supported residences. Similarly, 
the rehabilitation programme provides a service to 
three of the four sectors only. If a patient is referred for 
rehabilitation and there is no appropriate place for them 
there, a mechanism needs to be introduced to review 
the referrals and their management on an ongoing basis 
as services change and evolve. There have also been 
discussions regarding developing an early intervention 

programme. The service has good links with the Irish 
Advocacy Network and Schizophrenia Ireland.

The five-year review of the service is due to commence 
shortly.

Table: Rehabilitation Team

Consultant Psychiatrist 1
NCHD 1
ADON 1
Nurse Therapists/
Psychotherapists

1

4 clinical nurse 
specialists on 

outreach team
Psychologists 1
Social Workers 1
Occupational Therapists 1
Day Centre 2

 
There is also one NCHD, one full-time secretary in 
addition to a number of hostel supervisors and 62 
nursing staff and input from an art therapist. 

PSYCHIATRY OF LATER LIFE
 
Table: Psychiatry of Later Life Team 

Consultant Psychiatrist 1
NCHD 1
ADON 1
Nurse Therapists/
Psychotherapists

2 Clinical Nurse 
Specialists

Psychologists 0
Social Workers 1
Occupational Therapists 1 (Senior)
Day Hospital 0
Day Centre 0

There are 60 nurses working in Cappahard Lodge and 
Unit 6 in St. Joseph’s Hospital.
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There are five dedicated beds in the acute unit and 
there are reported plans to apply for approved unit 
status for Cappahard Lodge. Of the 43 beds there, four 
are reserved for respite. The team base is situated at 
Cappahard Lodge and there are plans to develop a day 
hospital and to expand the facilities there. A working 
group to develop this proposal has been established.

The psychiatry of later life team also manages clients in 
Units 5 and 6 in St. Joseph’s Hospital, a general hospital 
with 248 beds primarily providing care to the elderly. 
General nurses staff Unit 5 and psychiatric nurses staff 
Unit 6. The view was expressed that both these units 
should be under the generic service with the psychiatry 
of later life team providing consultation as it does to 
other generic services and nursing homes on request. 

There is a significant nursing resource used in staffing 
Unit 6. However, clearly a change in their management 
would have staffing implications for the generic elderly 
care service. There are plans to set up a working group 
to develop plans for Units 5 and 6.

The team requires a psychologist and community mental 
health nurses.

The service has links in with the day centres in the 
generic elderly care services.

ACUTE IN-PATIENT SERVICE
The acute unit has 34 general adult and five psychiatry 
of later life beds. The seclusion room is no longer 
included in the bed numbers. The high observation area 
bed capacity has been reduced and this arrangement is 
working well. However nursing staff should be deployed 
in the area if a patient is there and all staff deployed 
in the high observation area should have training in 
prevention and management of aggression.

An integrated service is required for long-stay patients 
remaining in the acute unit who are not yet ready for 
the rehabilitation ward or for supported accommodation. 
The acute unit management team is a multidisciplinary 
team, chaired by one of the consultant psychiatrists, 
that has conducted a review of the acute unit within the 

last 12 months. The team has reviewed philosophies, 
standards and best practices in acute care. The group 
have had input from the Irish Advocacy Network and 
are conducting customer satisfaction surveys. They 
have adopted a new admission policy and conduct joint 
assessments for emergencies. Focus groups have been 
established. 

COMMUNITY MENTAL HEALTH TEAMS
There are four sector teams. Community mental health 
teams still do not have the basic full complement 
of community mental health nurses, occupational 
therapists, psychologists or social workers. Nursing staff 
provide services in both day hospitals and in community 
mental health teams.

South Sector CMHT
This team was inspected in detail in 2006.

Table: South Sector CMHT

Sector Population 
(Census 2006)

42,424

Consultant Psychiatrist 1
ADON 0.3
NCHD 1
CMHN 1
Nurse Therapists/
Psychotherapists

1

Psychologists 0.8
Social Workers 0
Occupational Therapists 0.6
Day Hospital 1
Other 1 CNM2, 1 CNS , art 

therapy
Day Centre Shannon Day Centre 

currently closed

The post of social worker had been vacant since July and 
interviews were being held at the time of inspection 
visit in November 2006. The team also includes one 
CNM2, one clinical nurse specialist in the day hospital 
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and a CMHN care and case co-ordinator role has recently 
been introduced. There is no access to community 
residential paces resulting in some patients remaining 
on the acute unit for years. While the high-support 
residence Delginish is in the sector it is under the remit 
of the rehabilitation team. One respite bed is available to 
the South sector. The team offices and headquarters are 
located in the Shannon Health Centre but Shannon day 
centre is currently closed. These facilities also incorporate 
the day hospital and there is one nurse assigned to the 
day hospital. There is no dedicated new referrals clinic. 
This together with the absences of a timed appointment 
system results in long delays for regular attenders. 
Some team members have an open referral system 
to psychology, occupational therapy and addiction 
counsellor.

East Sector CMHT
The team headquarters are in Ennis day hospital. This 
also accommodates offices and outpatient clinics. Space 
is cramped and there are proposals to increase the office 
space by converting some of the existing structures. 
There are two multidisciplinary team meetings a week. 
All referrals are discussed at a multidisciplinary team 
meeting each morning. The team has introduced key 
working. Every six weeks there are team meetings to 
review practice. The team has a respite bed in Gort Glas 
and has four places in a low-support residence.

Table: East sector CMHT 

Sector Population 
(Census 2006)

29,510

Consultant Psychiatrist 1
NCHD 2
ADON 0.3 
CMHN 1
Psychologists 1
Social Workers 1
Occupational Therapists 1 full-time position but 

works 27 hours
Other 1 CNS, (1 CNS vacancy) 

1CNM2, 0.5 addiction 
counsellor

sessional art therapist
Day Hospital 1
Day Centre 1 shared with GP practice 

Scariff



BOOK 1 – PART 2 REPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006194

West Sector CMHT
Much of the team work is home-based or crisis work 
and there is a key worker system in place. There are 
good links with the GPs in the area and many patients 
have been discharged back to their care. There are direct 
referrals from GPs to the team. All referrals to members 
of the team are discussed centrally at team meetings.

The team headquarters and day hospital are in Kilrush. 
There is no day centre for the team. The rehabilitation 
team manage the day centre that is located in the sector 
and although the West sector team can avail of it, there 
have been no joint sector meetings with rehabilitation. 
There are two respite beds available in Kilrush in 
Shannon Heights, which is a medium-support residence. 

Table: West Sector CMHT

Sector Population 
(Census 2006)

19,810

Consultant Psychiatrist 1
NCHD 1
ADON 0.4
CMHN 1
Nurse Therapists/
Psychotherapists

1 day a month family 
therapist

Psychologists 1
Social Workers 0.5
Occupational Therapists 0.6
Other 2 CNS , 1 CNM2, 0.5 

addiction counsellor

4 sessions art therapy
Day Hospital 1 Kilrush
Day Centre 0

 
North Sector CMHT
This is a largely rural population. There is little public 
transport so access for service users can be difficult. 
There are multidisciplinary team meetings each week. 
The team headquarters are located along with the 
day hospital in Lisdoonvarna where gym facilities and 
relaxation programmes and a snoezelen room are 

provided. There are good links with adult education 
services. The day centre in Ennistymon is staffed by 
1 CNM2 and a half-time attendant. There is a 7-bed 
supervised residence, Prague House. The team has a key 
worker and case review system in place. 

Table: North Sector CMHT

Sector Population  
(Census 2006)

19,056

Consultant Psychiatrist 1 (also coordinates 
the mid-west training 

scheme and is the CD)
NCHD 1
ADON 0.5
CMHN 1
Nurse Therapists/
Psychotherapists

1

Psychologists 1 senior
Social Workers 0.5 
Occupational Therapists 1 senior
Day Hospital 1 in Lisdoonvarna
Day Centre 1 in Ennistymon
Other 1 addiction counsellor

sessional art therapist
24 hour nurse supervised 
hostel

1

 
CARE PLANNING
There are weekly multidisciplinary team meetings. The 
teams are working with the South London and Maudsley 
Trust to develop key working and multidisciplinary care 
planning.

THERAPEUTIC ACTIVITIES
A varied activation programme is coordinated by a CNM2 
with sessional occupational input
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CONCLUSION: CLARE
The Inspectorate was pleased to note the significant 
improvement in rehabilitation services offered in St. 
Anthony’s Unit, Orchard Grove, and the staff on the unit 
are to be commended for their efforts. The Clare mental 
health service is actively endeavouring to update and 
improve services, particularly through multidisciplinary 
assessment, care planning and increasing the range 
of therapeutic services offered. The reduction in bed 
numbers in the high dependency area in the acute in-
patient service is also welcomed.

RECOMMENDATIONS: CLARE

1.  Cappahard residence should apply to be an approved 
centre.

2.  A working group should be established to develop 
plans for patients in Unit 5 and 6 in St. Joseph’s 
Hospital.

3.  A service should be developed for the patients who 
are in the acute unit for lengthy periods

4.  All multidisciplinary teams should be fully staffed and 
resourced.

5.  Service users in Avonree and Cois Mara should be 
under the care of a dedicated mental health team.

SPECIALIST MENTAL HEALTH 
SERVICES: CLARE, LIMERICK AND 
NORTH TIPPERARY

CHILD AND ADOLESCENT MENTAL HEALTH 
SERVICES
The Child and Adolescent Mental Health Services 
(CAMHS) in this region are provided by four consultant-
led multidisciplinary teams based in the community. 
At the time of inspection, the services were providing 
assessment and treatment for children and adolescents 
with mental health difficulties in the 0 to 16 year old age 

group. Under the Mental Health Act, 2001, CAMHS will 
be responsible for provision of services to 16 and 17 year 
olds. Traditionally, admissions of children under the age 
of 16 years were made to St. Anne’s Children’s Centre in 
Galway, to Warrenstown In-patient Unit in Dublin, to the 
paediatric and the acute adult units in the Mid Western 
Regional Hospital in Limerick, or to facilities in the UK. 
The child and adolescent services received approximately 
700 new referrals this year and approximately 130 re-
referrals. The waiting list ranges from 7 to 13 months.

A brief was developed in 2004 for a new 14-bed in-
patient unit on the site of the Mid Western Regional 
Hospital to cater for those up to the age of 16 years with 
severe or acute mental health difficulties. There is now a 
need to expand this brief in order to cater for the 16 to 
18 age group. It is unclear what progress if any is being 
made in terms of advancing this brief. During 2006 there 
have been eight admissions to the acute adult unit in 
Limerick.

There are plans for a new adolescent team comprising 
a consultant psychiatrist, one nurse, one psychologist 
and one social worker to work with the 16 and 17 year 
olds. At the time of inspection the consultant post was 
awaiting approval. The current arrangements where 
new referrals aged 16 or 17 are seen by the Adult 
Mental Health Teams will remain in place until the 
new consultant post is filled, at which time the child 
and adolescent services will take over responsibility for 
children under 18 years.

Currently none of the existing four teams have a full 
multidisciplinary complement. A vacant psychology 
post has been advertised recently. However, there are 
no speech and language therapists or occupational 
therapists in the service and there are no plans for 
recruitment of these disciplines. There are a number of 
vacant posts in nursing, psychology and the available 
clinical time is limited by the number of staff currently 
on maternity, parental, or study leave. The staffing 
levels on the teams are too low to be effective. Staff 
recruitment and retention are described as problematic. 
Currently there is no appropriate accommodation for the 
four multidisciplinary teams.
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Table: Child and Adolescent Mental Health Services

East Limerick West Limerick Clare North Tipperary
Consultant 1 1 1 1
Social Workers 1.8 0.8 0 0.5
Psychology 0.8 senior  0 1 0 being interviewed
Occupational Therapists 0 0 0 0
Nursing 1 staff nurse 

1 vacant clinical nurse 
specialist post

2 CNS 1 0.9 CNS

Child Care Worker 1 leader 1 0.8
Speech and Language 
Therapists

0 0 0 0

Family Therapy 0 0 0 0
Facilities HQ in Merriot House

The East Limerick team serves some very deprived 
areas, with cases which are complex because of social 
background and lack of support resources. 

The North Tipperary team operates clinics in Nenagh, 
Thurles, in an ophthalmology office and also has clinics 
in Roscrea. There are no speech and language therapists 
or occupational therapists in the service and there are no 
active plans for recruitment of these disciplines. 

The regional Child Development Centre for children from 
0 to 6 years is a recently established disability service 
that has impacted slightly on the referral numbers. This 
service has a psychologist but no medical staff. The 
complicated cases have a dual diagnosis and should be 
co-worked. Formal meetings between CAMHS and Child 
Development Centre are related to cases only and there 
is no formal structure at managerial level to address 
organisational issues and coordinate developments.

Plans were developed in 2005 to establish a regional 
Community Intensive Therapy Team, which would 
provide an outreach service to young people and their 
families in their own homes and communities, but this 
scheme has not been progressed since last year.

A same-day service for children in crisis is delivered 
involving a multidisciplinary emergency rota. The 

clinical psychologists are involved in joint initiatives 
with the adult mental health services. A 0.5 paediatric 
liaison dedicated nurse has been appointed from the 
existing service. It is hoped that this is the beginning 
of a full team. Four members of staff being trained in 
psychotherapy.

A regional area executive group has been formed 
comprising a representative of each discipline and the 
four consultant psychiatrists. This group meets regularly 
and has a rotating chairperson.

The child and adolescent services provide a service to 
those with an IQ above 50 and there is some mental 
health provision for children with an intellectual 
disability. The HSE funds three consultant psychiatrist 
sessions and eight sessions are funded through the 
intellectual disability services. This post thus comprises 
eleven sessions for children with intellectual disability. 
There is 0.5 whole-time-equivalent consultant 
psychiatrist in intellectual disability working within 
the regional Child Development Centre but no 
multidisciplinary team. A comprehensive plan should be 
developed for the provision of mental health services 
for children and adolescents with intellectual disability 
within the CAMHS to allow CAMHS to cover the range of 
intellectual disability and autism spectrum disorders.
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INTELLECTUAL DISABILITY MENTAL HEALTH 
SERVICES
The psychiatric services available at the present time to 
adults with intellectual disability are poorly resourced, 
with 1.5 consultant psychiatrist posts and no dedicated 
specialist multidisciplinary teams. The 1.5 posts are 
within the voluntary agencies, the Brothers of Charity 
and Daughters of Charity. Only adults within the service 
availing of residential or workshop placements are 
entitled to a mental health service, i.e. there are no 
specialist mental health services available to adults with 
intellectual disability and mental health problems who 
are not receiving a residential or day placement within 
the Brothers of Charity or Daughters of Charity services. 

The St. Joseph’s Foundation in Charleville and St. Anne’s 
Services in Roscrea, engage three consultant psychiatrists 
in total in learning disability on a temporary and 
sessional basis. 

Thus the HSE Mid West is unique in that it has four large 
separate intellectual disability services.

The Brothers of Charity and Daughters of Charity provide 
a range of services including residential facilities, work 
training and placement, leisure and lifestyle activities, 
respite, physical and intellectual training, assessment, 
advisory and limited counselling services, family support, 
public awareness and education. Rehabilitation care is 
based in Limerick and provides a service to Clare and 
Tipperary, along with residential places especially for 
clients with autism and challenging behaviour.

The Brothers of Charity and Daughters of Charity provide 
mental health services to service users with intellectual 
disability and employ consultant psychiatrists directly. 

There is no mental health budget within the intellectual 
disability budget. While 30 per cent of the budget has to 
go on enhanced services, there is no budget to develop 
mental health services for adults and children either 
acute services or for teams. If persons with intellectual 
disability do not attend Brothers of Charity services, it 
is difficult to get a consultant psychiatrist or specialist 
mental health multidisciplinary team service.

There are regional consultative meetings involving 
the HSE, Daughters of Charity and Brothers of Charity 
three times a year. This is convened by the HSE and 
includes parents and other voluntary organisations. 
A development meeting chaired by the HSE is also 
convened with the Daughters of Charity and Brothers 
of Charity and also Department of Education to plan 
services.

A sub-committee of the regional development 
committee considered dual diagnosis and challenging 
behaviour last year and developed a model of how 
services might look across the Mid West region and 
issued it as Adult Psychiatry of Intellectual Disability. 
This proposed that, based on the current population 
of 349,000 in the area, the people with intellectual 
disability in Co. Clare who are within the mental 
health services and the fact that there are 5 very 
large residential services, there should be three teams 
covering each of the following areas North Tipperary, 
Limerick City and Clare requiring 1.5 additional consultant 
psychiatrists. 

The new post in Clare would likely be attached to the 
HSE rather than the voluntary bodies. If the existing 
consultant psychiatrist posts were expanded into teams 
and were located in the mental health services and 
visiting voluntary facilities there would be greater 
flexibility. At present there is provision to refer to 
psychology and social work although there is no mental 
health multidisciplinary team. It would be preferable 
if the consultant psychiatrists for intellectual disability 
services were linked in directly to the area mental 
health services. At present they are not represented on 
consultative committees. 

A proposal for a mental health service for children 
with intellectual disability has also been submitted. A 
consultant psychiatrist with experience in intellectual 
disability provides 0.5 whole-time-equivalent support 
to the Child Development Centre and works in early 
intervention and with Enable Ireland. This half of the post 
is also linked directly with the mental health services.

Two units were set up in Cois Mara in Spanish Point and 
Avonree in Kilrush following the relocation of patients 



BOOK 1 – PART 2 REPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006198

with intellectual disability and mental health problems 
during the closure of Our Lady’s Hospital. These are 
staffed by mental health nurses and funding is from the 
mental health service. All are on psychotropic medication 
but there is no specialist consultant psychiatrist review of 
this group other than an on-call arrangement.

The Brothers of Charity have a challenging behaviour 
outreach team service in Clare that provides support to 
adults who have a mild learning disability and serious 
challenging behaviour and their families. There are no 
consultant psychiatrists on this team.

Cois Coille is a challenging behaviour unit which has 
five places managed by the voluntary agencies. It has 
no direct input from the mental health services. The 
consultant psychiatrist in intellectual disability is not 
able to admit to this service or to other residential 
beds managed by the voluntary agencies. This 
challenging behaviour unit is a regional mixed unit and 
is not an approved centre. It is staffed by 18 whole-
time-equivalent staff: a psychiatric nurse who is the 
director, intellectual disability nurses and care staff, 0.1 
whole-time-equivalent social worker, and a part-time 
psychologist. The consultant psychiatrist and NCHD 
have input when requested. The challenging behaviour 
outreach team has input there. The admission criteria for 
this unit are mild intellectual disability and challenging 
behaviour. On occasion, people with intellectual disability 
and mental health problems are admitted. Clients 
with severe to moderate intellectual disability are not 
admitted. Seclusion is not used in the unit. It is locked at 
times and manual restraint is used. 

A number of the residential Brothers of Charity and 
Daughters of Charity services have seclusion facilities 
(variously known as quiet rooms or padded rooms), use 
restraint and prescribe psychotropic medication without 
consent although they are not approved centres. An 
independent monitoring body for intellectual disability 
restraint is working in intellectual disability services 
under health and safety legislation. The Daughters of 
Charity are preparing a Seclusion Policy document.

The circumstances and reasons for using seclusion and 
restraint should be specified and a monitoring system 

established. The circumstances in which challenging 
behaviours are not features of a mental health problem 
should be indicated. There is a need for a regional 
approved unit for intellectual disability dual diagnosis. 
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Dublin North East includes the mental health services 
of Cavan/Monaghan, Louth/Meath, North West Dublin 
(previously Area 6), Dublin North Central (previously 
Area 7), and North Dublin (previously Area 8). There are 
five psychiatric hospitals with long-stay beds, and seven 
acute units. In all areas, the multidisciplinary teams 
are understaffed and the majority of areas have poor 
facilities both in the community and in the in-patient 
service. The management systems for the mental health 
services in the North West Dublin and Dublin North 
Central are particularly complicated and have had an 
impact on the delivery of care to people with mental 
illness.

ST. BRENDAN’S HOSPITAL AND 
NORTH WEST DUBLIN CATCHMENT

DESCRIPTION
The total population of this catchment area is 165,755 
(Census 2006). Mental health services in this area 
are provided by two separately managed services: St. 
Brendan’s Hospital and Dublin North West (previously 
Area 6). There are two admission units: Units 3A and 
3B in St. Brendan’s Hospital, which accept admissions 
from the Cabra and Finglas sectors, and the admission 
unit in Connolly Hospital which accepts admissions for 
Blanchardstown East and West. St. Brendan’s Hospital 
also provides secure beds for the entire Dublin region, 
long-stay beds, community residences for patients 
discharged from the hospital, and a homeless service. 
The conditions in the hospital have been criticised over 
many years.

There have been longstanding plans to provide a 
single acute admission unit at Connolly Hospital with 
44 beds and five high observation beds. Admissions to 
St. Brendan’s Hospital were then to cease. As outlined 
below, this unfortunately has not taken place at the time 
of the inspection.

Dublin North West is a socially deprived area and has 
a rapid urban population growth with high numbers of 
transient residents and homeless people. The community 

mental health teams are particularly poorly resourced to 
cater for this population. 

PLANS FOR CLOSURE OF ST. BRENDAN’S 
HOSPITAL
The conditions in St. Brendan’s Hospital have long been 
criticised by previous inspectors’ reports. The units 
remaining in the hospital are in poor condition and are 
small and cramped. In particular the secure units are 
not suitable for treatment and care of more disturbed 
patients. 

At the time of the inspection patients were still admitted 
to Units 3A and 3B, this despite the fact that there 
is a new admission area ready in Connolly Hospital, 
Blanchardstown. Preparations regarding staffing had 
originally been made for the unit with a move date in 
November 2006.

It was not clear to the Inspectorate what the reason for 
the delay was. It appears that there were insufficient 
plans to accommodate elderly mental health patients 
in Unit 3. In order to accommodate Unit 3 which is due 
for demolition, Unit 5 (surgical unit) has moved to part 
of the admission unit, with the consequent effect of 
delaying the opening of the new section of the acute 
unit until March 2007. It is disappointing that a lack of 
planning would allow this situation to develop.

Following the move of admissions to Connolly Hospital 
there will be three distinct groups of patients in St. 
Brendan’s Hospital complex: those with enduring mental 
illness, those requiring low secure environment in the 
long term and a group requiring short-term intensive 
care. This latter group include patients from other 
catchment areas throughout the Dublin area. 

There are approximately 75 acres on the site of St. 
Brendan’s Hospital. The site will provide accommodation 
for the new Dublin Institute of Technology complex and 
for health care services, including mental health services. 
There are no plans available as to the mental health 
component. Any development must include appropriate 
accommodation and adequately staffed teams for these 
distinct groups of patients.

HSE DUBLIN NORTH EAST
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There are now 12 occupational therapists in St. 
Brendan’s Hospital, which has improved the therapeutic 
programmes for patients. There are no dedicated mental 
health psychology services.

GOOD PRACTICE DEVELOPMENTS IN ST. 
BRENDAN’S HOSPITAL 2005/2006

 A consumer panel has been set up which meets 
regularly.

 Mental Health Ireland plan to develop independent 
accommodation for mental health service users, 
which will be available to Dublin North West and St. 
Brendan’s Hospital.

 A self-medication programme is beginning in the 
community residences.

 The substantial increase in occupational therapy 
staffing has made a marked difference in therapeutic 
activities in the units and in the occupational therapy 
unit in St. Brendan’s Hospital. 

REHABILITATION
The rehabilitation team in St. Brendan’s Hospital consists 
of a consultant psychiatrist, a community mental health 
nurse, 1.5 whole-time-equivalent occupational therapists 
and an Assistant Director of Nursing. There is no clinical 
psychologist or social worker on the team. The team 
has responsibility for the community residences which 
are part of the St. Brendan’s service. One residence 
in particular on Navan Road is being developed as 
a rehabilitation unit. The team and unit staff have 
developed impressive assessments and care plans with a 
strong rehabilitation emphasis. Care plans include money 
management and self-medication. It is intended to roll 
out this programme to other residences in the service. 
All residents are currently being reviewed by the team. 

There is no rehabilitation team in Dublin North West.

SPECIAL CARE UNIT ST. BRENDAN’S HOSPITAL
The special care service functions as a tertiary service. 
It accepts referrals from most other mental health 
services in Dublin as well as forensic services. The male 
units are operating at over capacity. The team reports 
that following admission there is sometimes reluctance 
by the referring service to accept patients back when 
a special care service is no longer required. This has 
resulted in patients remaining in secure facilities longer 
than necessary, while those requiring such a service are 
unable to access it. Added to this have been discharges 
of patients from the Central Mental Hospital for secure 
care, most of whom require considerable periods of time 
in the secure unit in St. Brendan’s Hospital prior to return 
to their local service.

There are two female special care units (Unit R and Unit 
O) and two male special care units (Unit 8A and 8B). The 
units are totally unsuitable to provide care to patients 
with special care needs. The male wards are cramped 
with narrow corridors. There are no curtains around beds 
and the patients have no privacy undressing or while 
in bed. The move toward patients having individual 
clothing is ongoing but is hampered by the fact that 
there is no individual wardrobe space. The seclusion 
rooms are unsuitable and were being used as bedrooms 
at the time of the inspection. This practice has ceased 
since the 1st November 2006 as it contravenes the 
Rules on Seclusion under the Mental Health Act 2001. 
Obtaining regular and ongoing maintenance has been 
difficult. Refresher training in appropriate restraint and 
de-escalation techniques and in team working was 
identified as necessary by the team.

The service is currently operating two distinct services: 
a regional service for patients who need short term 
intensive care in an acute phase of their illness where 
local services are unable to provide a high observation 
area, and a service to another group of patients who 
have more enduring mental illness with behaviour 
difficulties. 
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MULTIDISCIPLINARY TEAMS
There are three consultant psychiatrists working in St. 
Brendan’s Hospital and a rehabilitation team. There are 
12 occupational therapists who are assigned to units to 
provide dedicated occupational therapy. This has been 
of enormous benefit to patients within the hospital. 
There are no psychologists in the service, all vacancies 
being lost in the imposition of the employment ceiling 
in 2005. It is of vital importance that the special care 
service, which is a tertiary service, has access to 
psychology assessments and therapy. There are only two 
basic grade social workers in the service, who are not 
supervised by a senior social worker. One social worker 
is in the homeless service and provides a service to the 
rehabilitation team. The other social worker is assigned 
to the special care units. There are no clinical nurse 
specialist posts and no nurse therapists.

There are no multidisciplinary care plans within St. 
Brendan’s Hospital service apart from the excellent 
care plans in the Navan Road residence. Within the 
hospital nursing care plans were up to date and showed 
evidence of review. Initial steps have been taken to 
develop a multidisciplinary care plan by introducing 
integrated clinical files and there is a committee 
considering appropriate care plans and standardised 
documents. Although efforts have been made to develop 
a key nurse system this has proved difficult due to staff 
shortages and consequent lack of continuity in the 
staffing of units.

There are nursing care plans, integrated clinical files and 
a key working system in operation in the admission unit 
in Connolly Hospital. 

There are now seven occupational therapists in St. 
Brendan’s Hospital, with two more vacancies to be filled 
in the near future. This has enabled a comprehensive 
programme of individual and group therapeutic activities 
to be offered on the units and in the occupational 
therapy department and also to the rehabilitation team 
and homeless team.

HOMELESS SERVICE
The homeless service was started in 1979 and covered 
Dublin City Centre, St. Brendan’s Hospital, Cabra and 
Finglas. It originally used the Willows unit in St. 
Brendan’s Hospital as an in-patient unit but currently has 
no dedicated beds. Access to beds is through the secure 
units in St. Brendan’s Hospital, the admission beds and 
the Assessment Unit. At present it is a tertiary service 
and the admission criteria for the service state that the 
service user must have been within the generic mental 
health service for at least three months.

The service has a day centre at Ushers Island that is 
attended by up to 50 service users and which provides 
meals, occupational therapy and dispenses medication. 
The premises are too small to offer the full services that 
are available. It is not suitable to offer homeless women 
service users a service in the day centre due to safety 
issues. There are only two offices within the centre.

The Homeless Team consists of a consultant psychiatrist, 
1.3 whole-time-equivalent occupational therapists, an 
outreach worker, a community mental health nurse and 
0.7 whole-time-equivalent administration personnel. The 
service has identified the need for 12 crisis beds.

The outreach part of the service is important with 
links developed with social services, hostels and other 
agencies. There are informal links with the forensic 
service and the South Dublin homeless service.

There is clear need to develop the service with a 
psychologist, additional occupational therapist and 
suitable city centre accommodation for the day service 
so as to include women service users. The crisis 
residential unit should be developed as soon as possible.

ADMISSION UNIT, CONNOLLY HOSPITAL
At present the admission unit in Connolly Hospital 
consists of Pine Ward with 22 beds, which is locked. Ash 
Ward will open when St. Brendan’s Hospital is closed 
to admissions, giving a total of 44 beds and five high 
observation beds. There is an occupational therapy unit 
attached to the acute unit.
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There is no multidisciplinary care plan and no risk 
assessment tool used in the admission unit in Connolly 
Hospital, but there is a comprehensive nursing care plan.

There is a needs-based therapeutic programme that is 
run by occupational therapists, and this incorporates an 
occupational care plan.

LIAISON MENTAL HEALTH SERVICES
The liaison service is based in Connolly Hospital. There 
has been a temporary consultant psychiatrist in post 
for a year. There is also an NCHD and liaison nurse 
and addiction counsellor. A social work post has been 
approved for the liaison service.

COMMUNITY MENTAL HEALTH TEAMS
There are four sectors within Dublin North West 
with community mental health teams. All are poorly 
resourced and there is no home-based treatment 
service. Some psychology services are not team based 
and do not partake in multidisciplinary reviews. Access 
to psychology is by referral to a central location, as 
with all referrals from the community to psychology. It 
is unclear as to how this practice of central referral to 
psychology has developed as it has been mental health 
policy to provide mental health psychology as part of a 
multidisciplinary team since 1984. 

Blanchardstown East and West CMHT
The combined sectors, population is approximately 
166,000 and Blanchardstown East and West are 
combined with four consultant psychiatrists. There is 
minimal psychologist and occupational therapy. There is 
a clubhouse run by Eve Holdings and no day centre and 
the day hospital is in an industrial estate. There is a site 
available for an additional day hospital but building work 
has not commenced yet.

Table: Blanchardstown West CMHT

Consultant Psychiatrist 2
NCHD (training) 4
CMHN 5 (2 posts vacant)
Nurse Therapists 3 (shared with four sectors)
Psychologists 0.5 (shared)
Social Workers 1
Occupational 
Therapists

0.25

Administration support 2
Day Hospital 1 (shared)
Day Centre 0

Table: Blanchardstown East CMHT

Consultant Psychiatrist 1
NCHD (training) 2
CMHN 2
Nurse Therapists 3 (shared with four sectors)
Psychologists 0
Social Workers 1
Occupational 
Therapists

0.25

Administration support 1
Day Hospital 1 (shared)
Day Centre 0
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Finglas CMHT
Finglas also has two consultants and has two 
psychologists on the team. There is a day centre but no 
day hospital facilities.

Table: Finglas CMHT

Sector Population (approx) 49,000
Consultant Psychiatrist 2
NCHD 3
CMHN 3
Nurse Therapists 2 (shared)
Psychologists 2 (shared)
Social Workers 1 (shared)
Occupational Therapists 1(shared)
Other 1 CNS CBT,  

1 bereavement  
(both shared)

Day Hospital 0
Day Centre 0

 
Cabra CMHT
There is a day hospital and day centre in Cabra. There 
is no social worker but there is a psychologist and 
occupational therapist on the team

Table: Cabra CMHT

Sector Population (approx) 28,000
Consultant Psychiatrist 1
NCHD 1
CMHN 2 (1 vacancy)
Nurse Therapists 2 (shared)
Psychologists 1
Social Workers 0
Occupational Therapists 1
Administration support 1
Day Hospital 1
Day Centre 0

CONCLUSION: DUBLIN NORTH WEST AND ST. 
BRENDAN’S HOSPITAL
The staff in both services present as enthusiastic and 
motivated but are understandably frustrated by the lack 
of movement in developing a proper mental health 
service with modern facilities. The CMHTs are poorly 
resourced and lack multidisciplinary team members. 
There are too few day hospital places and there is no 
home-based treatment service. The increase in the 
occupational therapy team in St. Brendan’s Hospital 
has provided a much-improved therapeutic activity 
programme and this was clearly evident on inspection. 
This is an example of what can be done when there is 
motivation by clinical staff and adequate resourcing. 

As with some other services in Dublin, there are 
different management systems in mental health services 
in one catchment area. In this case the HSE provides and 
delivers all services and yet the service is fragmented 
and inefficient. There are currently two admission units 
and it seems that it is still not possible at the end of 
2006 for the HSE to provide one admission unit despite 
the fact that the unit has been ready for a number of 
months. There is a rehabilitation mental health service 
in St. Brendan’s Hospital but not in Dublin North West. 
Psychiatry of later life is managed by two different local 
health offices. No plans were made for the expected 
movement of patients from Unit 3 in Blanchardstown to 
appropriate accommodation, resulting in frustration for 
service users and staff. Common sense and best practice 
would suggest that there should be one management 
structure for both services. 

The Inspectorate is especially concerned about the 
current functioning of the special care service in St. 
Brendan’s Hospital. It is providing a tertiary service for 
Dublin yet is housed in unacceptable conditions. It is 
imperative that the team views itself and is viewed 
by the HSE as providing a specialist service and is 
appropriately resourced. Referrals should be discussed 
at team meetings, assessed by the team prior to 
acceptance to the service, a care and treatment plan 
drawn up, discharge planned and the referring service 
involved at all levels. Appropriate training should be 
available to staff. It is unacceptable that patients are 
admitted to this service because there is no appropriate 
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local service, and are left on these wards long after they 
no longer have need for such a service. 

RECOMMENDATIONS: ST. BRENDAN’S 
HOSPITAL AND DUBLIN NORTH WEST

1.  An urgent review of services required for St. Brendan’s 
Hospital service and Dublin North West service should 
be undertaken in order to plan a seamless service 
that includes acute in-patient care, community mental 
health, rehabilitation, and low secure facilities, all 
under a single management structure.

2.  New facilities for special care, rehabilitation and 
continuing care should be built as soon as possible 
and St. Brendan’s Hospital should close.

3.  All community mental health teams must be fully 
staffed to provide a mental health service in line with 
mental health policy.

4.  Rehabilitation services should be enhanced to cover 
both St. Brendan’s Hospital and Dublin North West.

5.  Admissions to St. Brendan’s should cease and the 
admission unit in Connolly Hospital should be fully 
opened.

6.  Mental health psychology must function as part of a 
multidisciplinary team as outlined in mental health 
policy.

RECOMMENDATIONS: SPECIAL CARE, ST. 
BRENDAN’S HOSPITAL 

1.  The number of patients on each male unit (8A and 
8B) should be reduced immediately to 12 in each 
ward.

2.  A case conference should be held on each patient 
who is ready to be discharged. This should include 
staff from the referring service and should result in a 
discharge plan.

3.  Admission criteria for patients from other services for 
special care should include a planned discharge to the 
referring agency when the patient is ready. 

4.  All patients other than emergency admissions 
should be assessed by the special care team prior to 
admission to the special care service.

5.  The team should recognise that they are a tertiary 
specialist service, not a convenient holding area for 
patients who are behaviourally disturbed where 
there is an absence of local appropriate facilities. This 
ethos should be communicated to other services and 
strongly supported by senior management and local 
health managers.

6.  Planning for new facilities for the provision of special 
care services should begin immediately.

7.  Appropriate training should be put in place to reflect 
the specialist nature of the service, in turn leading to 
development of a service of excellence.

DUBLIN NORTH CENTRAL 
CATCHMENT

DESCRIPTION
The total population of this catchment area is 165,755 
(Census 2006). The mental health services in this area 
are provided by three agencies: The HSE, St. Vincent’s 
Hospital in Fairview and the Mater Hospital. Both 
the Mater Hospital and St. Vincent’s Hospital have 
admission units. There are five community mental 
health teams operated by St. Vincent’s Hospital and 
one team operated by the Mater Hospital. The services 
are delivered quite separately although they serve 
the same catchment and there is little sharing of 
facilities apart from day hospitals and day centres. This 
unusual situation was explained to the Inspectorate by 
management as traditional practice but efforts were 
currently being made to enhance cohesion.
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The catchment area covers deprived areas, where there 
is significant substance abuse and a transient population. 
The community mental health teams are extremely 
poorly resourced in team members and in facilities. St. 
Aloysius Unit in the Mater Hospital has great difficulty 
in providing an acute admission service due to lack of 
staffing and unsuitable facilities.

SERVICE PLAN
There are plans to develop a new admission unit for the 
catchment. It has been stated to the Inspectorate by the 
Local Health Manager that the intention is to locate this 
new unit at the Mater Hospital. However at the time of 
the inspection, it was evident that there were conflicting 
views from the service providers as to its location. An 
Executive Action Team (EAT) committee has been set 
up with representatives from the three providers to 
discuss this issue and to develop a seamless mental 
health service within the catchment. Currently there 
are three vacancies for social workers, two vacancies 
for occupational therapists and one vacancy for a nurse. 
All these posts are unfilled despite advertising and 
recruitment efforts.

A number of audits have been completed by the team 
in the Mater Hospital and these show that 25 per cent 
of attendees at the hospital require rehabilitation and/or 
homeless services and that the needs of attenders are 
largely unmet due to the lack of multidisciplinary input.

ACUTE IN-PATIENT SERVICES
The admission unit for the Mater Hospital is St. Aloysius 
Unit. It has serious design faults and was considered at 
the time of the inspection to be unsafe as an admission 
unit. It has 10 general adult beds and five further 
dedicated beds for liaison mental health services. The 
unit is too small, it has no observation area and often 
had only two staff on duty at night. The seclusion room 
is inadequate. There have been two serious incidents 
within a period of a year which have highlighted these 
difficulties. 

Access to a high observation area is not possible. St. 
Vincent’s Hospital has accepted patients from the Mater 

Hospital for short periods of higher observation on a 
small number of occasions but these beds are usually 
full. This results in patients who require short-term safe 
therapeutic care which could be easily managed within 
a high observation unit, being admitted to the secure 
units in St. Brendan’s Hospital or secluded within the St. 
Aloysius unit or placed on one-to-one observation. This is 
grossly unfair to patients and to the staff delivering the 
service.

Following communication of the concerns outlined above 
to the senior management team and the management 
of the Mater Hospital, the Inspectorate is pleased to note 
that a number of significant changes have been made 
to the admission unit in the Mater Hospital. A nurses’ 
station with improved observation is being installed, 
change of usage of some space has resulted in more 
space for activities and relaxation and a reception area 
will operate at the entrance to the ward. All bathrooms 
and toilets are currently being upgraded. There has 
been an increase in staffing at night, and discussions are 
currently taking place to further increase nurse staffing. 
The progress and level of commitment to improvement 
from the clinical team and the Mater Hospital 
management is welcome.

There is also an admission unit in St. Vincent’s Hospital, 
St. Louise’s Ward, with 30 beds. The unit has six beds 
which provide higher observation. An activation 
programme is provided by nursing staff. There are plans 
for upgrading toilets, bathrooms and lounge areas.

As membership of the clinical team is mainly nursing 
and medical it is difficult for these services to provide 
a multidisciplinary care plan. Care planning is mainly 
through the nursing process and as such is good.

LIAISON MENTAL HEALTH SERVICES
There is a liaison service which provides six sessions 
to the Mater Hospital and one session to the Rotunda 
Hospital. There is no psychologist, occupational therapist 
or social worker on the team. There is one liaison CNM2. 
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REHABILITATION
A rehabilitation consultant psychiatrist and an NCHD 
provide a new rehabilitation service for St. Vincent’s 
Hospital. However without a multidisciplinary team 
a comprehensive service cannot be delivered. It was 
reported by the Local Health Manager that this team 
will provide a service to the Mater Hospital component 
of the catchment area. All community residences will 
come under the remit of the rehabilitation team and the 
nursing staff will provide an outreach service. There is 
one rehabilitation ward, St. Teresa’s Ward, in St. Vincent’s 
Hospital. Assessments are completed on all patients in 
this ward, care planning is under way and refurbishment 
has taken place on the ward. However an unsatisfactory 
mix of patients with differing needs remain in the ward. 

COMMUNITY MENTAL HEALTH TEAMS
The community mental health teams in this area 
are considered by the Inspectorate to be completely 
insufficient to meet the mental health needs of 
the population they serve and to comply with 
national mental health policy. In short, there are no 
multidisciplinary community teams in this catchment. 

Access to psychology and other services through an 
independent referral system is not multidisciplinary 
team working. The reason given for this practice was 
that it is difficult to recruit staff. However such a lack 
of a basic mental health service should be viewed 
as an emergency situation and all efforts must be 
made to recruit staff. These staff must deliver mental 
health services as part of a multidisciplinary team. It is 
unacceptable that this lack of access for service users to 
mental health care be allowed to continue.

All teams have access to Crannog Day Hospital and to 
two day centres.

North Strand A and B CMHT
Due to the lack of facilities and team members it is 
difficult to see how a basic mental health service can be 
provided. At the time of the inspection, this sector team 
consisted of two consultant psychiatrists and two NCHDs. 
Service users have no access to basic multidisciplinary 
team members or therapies. The facilities are cramped 

but it is planned to build a new health centre on a 
procured site within 18 months to which the mental 
health team will have access. 

Table: North Strand A and B CMHT

Sector Population (Census 2006) 34,000 (approx)
Consultant Psychiatrist 2 
NCHD (training) 4
CMHN 3.5 
Psychologists 0
Social Workers 0 (1 vacancy)
Occupational Therapists 0 (1 vacancy)
Day Hospital Access 
Day Centre Access to 2 day 

centres

Marino CMHT
Marino CMHT was inspected in detail. Again, there is no 
multidisciplinary team and no adequate facilities. The 
sector headquarters is in a bad state of repair. There is 
access to Marino Health Centre one afternoon a week 
to provide an outpatient service. There is access to 
a day hospital and day centre. There is access to an 
occupational therapist but none are dedicated to the 
team. Waiting lists for psychology appointments are up 
to two years. Despite these difficulties there are nurse-
led care plans, assessments, key working and regular 
meetings.

Table: Marino CMHT

Sector Population (Census 2006) 29,000 (approx)
Consultant Psychiatrist 1
NCHD (training) 2
CMHN 3
Psychologists 0
Social Workers 0
Occupational Therapists 0
Other 0
Day Hospital Access 
Day Centre Access to 2 day 

centres
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Ballymun CMHT
New facilities have been provided at the new health 
centre in Ballymun. However as with the other sector 
teams there is no multidisciplinary team.

Table: Ballymun CMHT

Sector Population (Census 2006) 27,000 (approx)
Consultant Psychiatrist 1
NCHD (training) 3
CMHN 5.5
Psychologists 0
Social Workers 0 (1 vacant post)
Occupational Therapists 0 (1 vacancy)
Day Hospital  Access
Day Centre Access to 2 day 

centres

Millmount CMHT
The Millmount team is equally deficient in facilities and 
team members. The team headquarters consists of a 
Porta-cabin which is inadequate in space.

Table: Millmount CMHT

Sector Population (Census 2006) 23,000 (approx)
Consultant Psychiatrist 1
NCHD (training) 2
CMHN 3
Psychologists 0
Social Workers 0
Occupational Therapists 0
Day Hospital Access 
Day Centre Access to 2 day 

centres

Mater CMHT
The Mater team has medical and nursing staff and one 
occupational therapist as their multidisciplinary team.

Table: Mater CMHT

Sector Population (Census 2006) 30,000 (approx)
Consultant Psychiatrist 2
NCHD (training) 3
CMHN 4.5
Nurse Therapists 0
Psychologists 0
Social Workers 0 (1 vacancy)
Occupational Therapists 1
Day Hospital Access 
Day Centre Access to 2 day 

centres

CONCLUSION: DUBLIN NORTH
It is difficult to understand the lack of integration of 
adult mental health services within one catchment area. 
There were serious differences evident between the two 
senior management teams as to the future of the service 
and the location of a new acute unit, which could hold 
up development of an improved service for patients. 
There was no indication to the Inspectorate that plans to 
provide an appropriate acute service to the catchment 
area had been agreed with senior management teams. 

Meanwhile, the service as a whole is poorly developed 
with absence of multidisciplinary teams, poor facilities 
and an unsafe admission unit in the Mater Hospital. 
The HSE is responsible for providing services either 
directly or through other agencies. It is therefore the 
responsibility of the HSE to ensure a coordinated, 
integrated, comprehensive and equitable mental health 
service for service users. It is the responsibility of the 
senior management teams to cooperate to provide the 
best possible service and to desist from competing for 
resources with services within their own catchment area.
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RECOMMENDATIONS: DUBLIN NORTH

1.  It is strongly recommended that integration of 
services commence, with all patients having access to 
multidisciplinary sector teams, high observation beds, 
rehabilitation service, psychiatry of later life service 
and therapeutically safe admission beds. This should 
be overseen by the HSE which has responsibility for 
ensuring that an adequate mental health service is 
provided.

2.  The current mental health teams must be adequately 
staffed with multidisciplinary teams and adequate 
mental health facilities.

3.  St. Aloysius Unit is not safe for the admission of 
patients. An alternative admission unit must be 
provided and there should be one admission unit 
for the catchment area. In the meantime, patients 
requiring high observation while acutely ill should 
have access to the high observation facility in St. 
Vincent’s Hospital. Resources must be made available 
to enable this arrangement.

SPECIALIST MENTAL HEALTH 
SERVICES

PSYCHIATRY OF LATER LIFE 
The North Dublin psychiatry of later life team covers 
Dublin North Central and Dublin North West and covers 
two local health areas with facilities on three hospital 
sites. There are two day hospitals, one in the Mater 
Hospital in Dublin North Central and one in Connolly 
Hospital. There is a 6-bed acute ward in St. Vincent’s 
Hospital in Fairview and a 40-bed long-stay unit in 
Connolly Hospital in Dublin North West. The team also 
has responsibility for two units within nursing homes: 
Verville Retreat Wing in Talbot Lodge in Clontarf and in 
the Eccles Wing of the TLC nursing home in Santry, which 
have a total of 67 beds. In order to cater for this large 
group of people an acting Director of Nursing has been 
appointed. The team also provides a liaison service to 
Connolly Hospital and the Mater Hospital.

Unit 3 on the campus of Connolly Hospital has 40 beds. 
However the building was due for demolition within 
a matter of weeks, following sale of land around the 
hospital site. No definitive plans had been put in place 
to provide accommodation for this group of patients and 
it appeared likely at the time of the inspection that the 
patients would move into temporary accommodation 
in the general section of Connolly Hospital. It is 
surprising, given the length of time available to the 
hospital management that appropriate alternative 
accommodation could not be ready. 

The psychiatry of later life service consists of a clinical 
director, 3.5 WTE consultant psychiatrists and two NCHDs 
but has no social worker or psychologist. There are three 
community mental health nurses, a senior occupational 
therapist, an acting Director of Nursing and 3.5 
consultant psychiatrists. There is a vacancy for a nurse 
practice development officer.

The service has plans to set up an early onset dementia 
service following a needs-based survey. Appointments 
of 5 whole-time-equivalent staffing and funding of 
€250,000 has been approved and funded but for 
reasons that are unclear appointment has been delayed 
and the service is unable to commence.

DUBLIN NORTH CATCHMENT

DESCRIPTION
The North Dublin catchment area has a total population 
of 225,145 (Census 2006). It is served by St. Ita’s 
Hospital which has a 48-bed admission unit, three long-
stay wards, an assessment unit for psychiatry of later life 
and two rehabilitation units. There are seven sectors and 
a number of supported residences.

PLANNING
A five-year service plan is being developed within 
the area for mental health, children services, primary 
care and homeless services which has a mental health 
sub-group. The multidisciplinary mental health senior 
management group have not had planning meetings to 
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outline developments required for their service. It was 
stated by management that all heads of discipline are 
invited to monthly catchment meetings.

POSITIVE DEVELOPMENTS
 The psychotherapy centre continues to develop.

 Four multidisciplinary posts were filled during 2006, 
including two social work posts.

PLANS FOR CLOSURE OF ST. ITA’S HOSPITAL
Despite much publicity about the closure and sale of 
St. Ita’s Hospital, little has been accomplished to further 
closure in the past two years. There are approximately 
300 acres surrounding the hospital, five to ten acres of 
which could be used for new units for the 56 elderly 
continuing care patients. However there are no plans 
regarding the development of this part of the site. 
Meanwhile 56 elderly continuing care patients continue 
to live in unsuitable conditions within the hospital. 
Added to this are two rehabilitation units that are 
also unsuitable for their purpose. The proposed new 
admission unit in Beaumont Hospital has not progressed 
past an out-of-date design and the admission unit 
remains in St. Ita’s Hospital.

REHABILITATION
There is a rehabilitation team in the service which 
incorporates an assertive outreach team with a CNM2 
and four staff nurses. The outreach team provides 
a dedicated service to medium and low support 
residences. However it has no psychologist and no 
occupational therapist. It is not possible to operate an 
effective rehabilitation service without these members 
on a rehabilitation team.

The rehabilitation units are structurally unsuitable. 
Woodview is particularly inadequate as regards decor, 
layout and size. Meals are prepared for patients, hygiene 
facilities are inadequate and patients do not choose 
their own clothes, which are ordered from an external 
supplier. These practices are institutional and unusual 
in a rehabilitation unit where service users should have 
individual programmes that incorporate daily living 

skills. This underlines the importance of occupational 
therapy as an integral part of a rehabilitation team. The 
other rehabilitation unit, Willowbrook, is locked and one 
patient was detained at the time of the inspection. There 
are also 83 residential places in the community which 
are in need of a dedicated outreach team. The senior 
management team have prioritised rehabilitation as 
requiring resources and this is strongly endorsed by the 
Inspectorate.

PSYCHIATRY OF LATER LIFE
The psychiatry of later life team functions well and has 
developed a very comprehensive service. There are 
plans to develop a day hospital service and there is joint 
working with the elderly service in Beaumont Hospital.

Table: Psychiatry of Later Life Team

Consultant Psychiatrist 2
ADON as team coordinator
NCHD 3 plus one lecturer
CMHN 2 plus one CNS
Psychologists 1
Social Workers 0 (1 vacant post)
Occupational Therapists 1
Day Hospital 0
Day Centre 0

 
ACUTE IN-PATIENT UNIT
No further progress has been made on the move of the 
admission unit to Beaumont Hospital. The original brief 
is now out of date in terms of developments within the 
mental health service and requires revisiting. The current 
acute admission units are in St. Ita’s Hospital and are not 
suitable as admission units.

COMMUNITY MENTAL HEALTH TEAMS
There are seven community mental health teams, all of 
which are under-resourced both with staff and facilities. 
There are advertised posts for two social workers, 
one senior psychologist and one senior occupational 
therapist, all of which are to be filled by the beginning 
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of 2007. The number of these new appointments will 
still be insufficient to staff multidisciplinary teams to an 
acceptable level.

The staffing of the CMHTs are detailed in the tables 
below.

Table: Kilbarrack East CMHT

Sector Population (Census 2006) No sector 
information

Consultant Psychiatrist 1
NCHD 1
CMHN 2
Psychologists 0.5
Social Workers 1
Occupational Therapists 0.5
Day Hospital 1 shared
Day Centre 0

Table: Kilbarrack West CMHT

Sector Population (Census 2006) No sector 
information

Consultant Psychiatrist 1
NCHD (training) 1
CMHN 2
Psychologists 0.5
Social Workers 1
Occupational Therapists 0.5
Day Hospital 1 shared
Day Centre 0

Table: Swords CMHT

Sector Population (Census 2006) No sector 
information

Consultant Psychiatrist 1
NCHD 2.5
CMHN 3
Psychologists 1
Social Workers 1
Occupational Therapists 0
Day Hospital 1
Day Centre 0

Balbriggan CMHT
Balbriggan CMHT was inspected in detail. This team 
functions well in the absence of adequate facilities. 
There is a home care team attached to this CMHT, with 
a part-time CNS and three staff nurses. There are also 
sessional educational staff and a home management 
teacher. Formal assessments are carried out as part of 
assessments.

Table: Balbriggan CMHT

Sector Population (Census 2006) No sector 
information

Consultant Psychiatrist 1
NCHD 1.5
CMHN 2 (plus 3.5 WTE 

home care team)
Psychologists 1
Social Workers 0.5
Occupational Therapists 0
Day Hospital 0
Day Centre 1
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Table: Coolock/Darndale CMHT

Sector Population (Census 2006) No sector 
information

Consultant Psychiatrist 2
NCHD 3
CMHN 4
Psychologists 0
Social Workers 1
Occupational Therapists 0
Day Hospital 0
Day Centre 0

Table: Killester CMHT

Sector Population (Census 2006) No sector 
information

Consultant Psychiatrist 1
NCHD 2
CMHN 3
Psychologists 0
Social Workers 1
Occupational Therapists 0
Other 0
Day Hospital 0
Day Centre 0

 
CARE PLANNING
There are no multidisciplinary care plans, which reflects 
the lack of multidisciplinary team membership. There 
is a single rehabilitation chart, containing assessments 
and reviews, including a comprehensive case summary. 
The nursing care plans were maintained and reviewed 
regularly.

THERAPEUTIC ACTIVITIES
There is a therapeutic activity programme run by nursing 
staff for those patients able to leave their units. There 
are no occupational therapists in the service. The lack 
of occupational therapy to the rehabilitation units is of 
concern.

CONCLUSION: NORTH COUNTY DUBLIN
It is difficult to see the long-term plan for the future 
of St. Ita’s Hospital. Because of its advantageous site it 
would be expected that sale of land and the investment 
in mental health services would have taken place at 
this stage. This has not happened. Community teams 
and the rehabilitation team are under-resourced and 
admissions are still centred in St. Ita’s Hospital with no 
obvious plan to develop a unit in Beaumont Hospital. 
The development of the rehabilitation team seems to 
have stalled. This team has urgent requirements for full 
staffing. Some care practices in the hospital are still very 
institutionalised. However the continued development of 
a psychotherapy department is to be commended.

RECOMMENDATIONS: NORTH COUNTY DUBLIN

1.  There should be a planning process for the mental 
health services of North Dublin and this must include 
the wider senior management team (heads of 
discipline) as well as the local health office. At the 
end of the process there should be plans that include 
a new admission unit, a functioning and resourced 
rehabilitation team, and the requirement for resources 
for community mental health care and infrastructure 
to support this.

2.  Rehabilitation units should reflect rehabilitation 
function, i.e. residents should choose their own 
clothes, shop and prepare food where able to do so. 
Individual daily living skills programmes should be in 
place.

3.  The admission unit in Beaumont Hospital should 
proceed as quickly as possible. It is unacceptable to 
continue to operate in the current admission unit.
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INTELLECTUAL DISABILITY MENTAL 
HEALTH SERVICES, NORTH DUBLIN

ST. JOSEPH’S INTELLECTUAL DISABILITY SERVICE
The Inspectorate has seen a number of significant 
improvements in St. Joseph’s Intellectual Disability 
Service over the past three years. A significant number 
of patients have moved to community residences, which 
were inspected last year. There are 185 patients with 
intellectual disability remaining in St. Ita’s Hospital, 
some in conditions that are not acceptable. Although 
there is a budget for ongoing maintenance, this is 
clearly insufficient to maintain all units in an acceptable 
condition. 

There are two consultant psychiatrists providing a service 
to both the hospital and the community and five nurses 
working in the community services. There are no social 
workers, psychologists or occupational therapists within 
the service. There is a limited speech and language 
therapy service.

There are two nurse behavioural therapists in the 
hospital who are offering an excellent service and 
together with the ward staff have introduced individual 
behavioural programmes for patients that have 
succeeded in reducing episodes of seclusion and 
mechanical restraint. The work of these therapists and 
the engagement of ward staff in programmes is highly 
commended. The extension and development of this 
service is strongly recommended by the Inspectorate. 

Despite the lack of an occupational therapist there is a 
comprehensive programme available for service users. 
This includes educational programmes, Montessori, 
leisure and recreational programmes, art therapy and 
gym instructor among others.

The standard of record-keeping and frequency of reviews 
of patients has improved, but limited due to lack of other 
team members.

There are nine posts with funding approved for 
multidisciplinary team posts (social workers, 

psychologists, occupational therapists and nursing) which 
will be both community and residential. Two further 
units are due to close during 2006–07 with the opening 
of a new community residence. There is an identified 
need to develop an assessment and acute admission 
unit of 15 to 20 beds for in-patient treatment of mental 
illness. There are tentative plans regarding this, but no 
location has yet been identified.

There is clear agreement among senior staff in the 
intellectual disability services that the intellectual 
disability wards within the hospital should close and 
the service become community-based, with community 
residences. The service provides support to 111 families 
and 100 people with intellectual disability in the 
community. A number of patients with physical and 
intellectual disability have moved to a high dependency 
unit. A further 14 patients will move to a challenging 
behaviour unit.

RECOMMENDATIONS

1.  Patients in St. Joseph’s Intellectual Disability Service 
must have access to a full mental health service 
that includes occupational therapy, social work and 
psychology. This should be available to community, 
residential and in-patient populations.

2.  Strong consideration should be given to developing 
the behavioural therapy department by training more 
nursing staff. 

3.  Every effort must be made to close the hospital 
section of the service and to provide a community-
based service. In-patient services should be provided 
in a dedicated appropriate admission unit approved 
under the Mental Health Act.
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LOUTH/MEATH CATCHMENT

DESCRIPTION
The Louth/Meath catchment area has a total population 
of 271,257 according to the preliminary Census 2006 
report. This reflects a 22 per cent rise in population 
since the 2002 census . The main centres for delivery of 
service are Navan in County Meath and Ardee in County 
Louth.

In Louth/Meath there is a psychiatric hospital in Ardee 
with 31 patients remaining in two wards. Louth/Meath 
has two acute units, one in the general hospital in 
Navan and one in the psychiatric hospital in Ardee. This 
catchment area has historically been poorly resourced 
in multidisciplinary team staffing and facilities and this 
situation continued in 2006. One of the most evident 
deficits is the absence of any occupational therapy input. 
There is one psychiatry of later life team based in Meath 
but none in County Louth. There is no rehabilitation 
team in either Louth or Meath. Failure to adequately 
staff multidisciplinary teams has resulted in poor service 
delivery, long waiting lists and frustration among service 
users and staff.

SERVICE PLAN
The HSE plans to develop a regional hospital within 
Louth/Meath and Cavan/Monaghan area. As yet the 
location of the new hospital is not known and the 
minimum time frame for such a development will 
obviously be a number of years. However due to the 
inadequacy of the current admission unit arrangements 
there are plans to develop a new acute admission 
unit in Dundalk with 45 beds. This is to include five 
psychiatry of later life beds, two rehabilitation beds and 
two liaison beds. The result of this appears to be that 
two new admission units will be developed in the same 
catchment area within a few years of each other. No 
further information about planning an admission service 
was obtainable. 

POSITIVE DEVELOPMENTS 
 An extra consultant psychiatrist has been provided for 
Drogheda. 

 The North Louth sector team continue to offer an 
excellent service with limited resources.

PLANS FOR CLOSURE OF ST. BRIDGET’S 
HOSPITAL
The original psychiatric hospital and campus, St. Bridget’s 
Hospital in Ardee, now contains three wards, one being 
the current admission unit for Louth. There are 31 mostly 
elderly patients remaining in the two long-stay wards. 
Two consultant psychiatrists had clinical responsibility for 
each ward. There was no clear rationale for this clinical 
management of the wards. It would appear that a single 
consultant psychiatrist with responsibility for both wards 
would allow for effective management, assessment, 
planning for the needs of these patients in the absence 
of a psychiatry of later life team and a rehabilitation 
team. Ideally each ward should have one clinical team 
both to review patients and to manage the ward. There 
is a land bank of approximately 30 acres on the hospital 
site. The future plans for long-stay patients are unclear. 
No assessments had been done to ascertain the future 
needs of these patients. The Inspectorate was told by 
senior management of a plan to house these patients 
on purpose-built units in the grounds of the hospital, but 
there was no evidence of any such plan from the local 
health office. 

St. Bridget’s Hospital was clean and decorated to an 
adequate style. Most patients slept in dormitories. Efforts 
have been made to reduce its institutional interior.

REHABILITATION
There is no rehabilitation service within Louth/
Meath. There is a rehabilitation steering group that is 
multidisciplinary and has representation from the Irish 
Advocacy Network, the Director of Homeless Services 
and resettlement officers. This group are reviewing 
residential places and moving residents to local authority 
and social housing. There is a multidisciplinary referrals 
committee that is concerned with the placement of 
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patients in hostels and community residences and also a 
committee that reviews referrals to these placements. At 
the time of the inspection there were no plans regarding 
formal assessments of patients or plans for ongoing 
rehabilitation. Since then, the LHM has informed the 
Inspectorate that an assessment tool has been identified. 
The function of the committee appears to be an exercise 
in resettlement of patients rather than rehabilitation. 
Although there was an expressed desire by the senior 
management team for further highly supervised 
residences within the area, this was not part of an 
overall rehabilitation plan or programme but again as 
part of a placement exercise in the absence of adequate 
needs assessment. 

PSYCHIATRY OF LATER LIFE
There is one team for psychiatry of later life based in 
Meath. The team has admitting rights to the admission 
unit in Navan. There is no day hospital and no day 
centre. There is a sector headquarters but no clinical 
rooms apart from space for two days a week in the 
admission unit. Most assessments are done in the 
service users’ home. A number of formal assessments 
are carried out on each patient.

Table: Psychiatry of Later Life Team

Consultant Psychiatrist 1
NCHD 2
CMHN 2
Psychologists 0
Social Workers 1
Occupational Therapists 0

 
ACUTE SERVICE
As outlined above, there are two admission units in the 
area, one in Louth in St. Bridget’s Hospital in Ardee and 
one in the General Hospital in Navan. 

St. Bridget’s Hospital has a 30-bed integrated locked 
admission unit with four sector teams admitting to the 
unit. This unit operates at under-capacity and on the 
day of inspection had 20 patients in the unit. Four of 

these patients had been continuously in hospital for 
over a year, meaning that there were only 16 acutely 
ill patients in the unit. Conditions in the unit were 
acceptable. 

The unit in Navan has 25 integrated beds, four of which 
are allocated to the psychiatry of later life service. Four 
sectors have access to beds in the unit. One patient had 
been in the unit continuously for three years. There is 
a nurse-led home-based treatment team in Meath that 
accepts referrals from all teams.

The admission unit in Navan required urgent and 
ongoing maintenance. There was only one bathroom 
in use and this was in a poor state of repair. There was 
no sluice area. Disabled access to the unit is insufficient. 
There is an inadequate number of interview facilities 
and the garden area was inaccessible at the time of 
the inspection for renovation. The ECT facilities are not 
adequate for the administration of ECT. The seclusion 
room is unsafe and must not be used for seclusion 
purposes. It is unsatisfactory that these general and 
urgent maintenance issues are left outstanding for 
lengthy periods of time.

COMMUNITY MENTAL HEALTH TEAMS
The staffing and resources of all the community mental 
health teams are poor. The population of the catchment 
area has increased significantly over the past four years.
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Navan CMHT
Navan CMHT, although a better-resourced team, is 
deficient in CMHNs and has no occupational therapist.

Table: Navan CMHT

Sector Population 
(Census 2006)

43,608

Consultant Psychiatrist 1
NCHD 3
CMHN 1
Psychologists 1
Social Workers 1
Occupational Therapists 0
Other access to home-based 

treatment, CBT, family. 1 
alcohol counsellor

Day Hospital 0
Day Centre 1
Sector Headquarters 1

South Meath CMHT
The waiting time is approximately 6 to 8 weeks and 
there is a dedicated new referral clinic. There are no 
team headquarters.

Table: South Meath CMHT

Sector Population 
(Census 2006)

42,136

Consultant Psychiatrist 1
NCHD 3
CMHN 1
Psychologists 1
Social Workers 0
Occupational Therapists 0
Other access to home-based 

treatment, family 
and CBT and alcohol 

counselling
Day Hospital 0
Day Centre 1

Kells/Trim CMHT
The Kells/Trim team is deficient in occupational therapy 
and has inadequate social work input. 

Table: Kells/Trim CMHT

Sector Population 
(Census 2006)

46,732

Consultant 
Psychiatrist

1

NCHD 3
CMHN 2
Psychologists 1
Social Workers 0.8
Occupational 
Therapists

0

Other access to home-based 
treatment, family. 1 alcohol 

counsellor
Day Hospital 0
Day Centre 1

Drogheda North and South CMHTs
Currently Drogheda North and Drogheda South have 
one consultant psychiatrist each. A decision has been 
made to divide Drogheda into three sectors and a new 
consultant psychiatrist post has been funded. However 
no other team members have been approved. The move 
away from the larger sectors recommended in Vision 
for Change is surprising, especially in view of lack of 
resources. 

The population of this sector and clinical responsibility 
for different loci of population has been confusing and a 
matter of debate within the service. Efforts to clarify this 
have not proved fruitful and it is impossible to accurately 
state sector population. Both sectors are large; in total 
the two sector population amounts to 94,776, and both 
are poorly staffed.

The infrastructure and facilities are particularly poor. The 
multidisciplinary team is extremely poorly resourced, 
with service users having little access to basic mental 
health services at a community level. It was stated to 
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the Inspectorate by the CMHTs that the current waiting 
time for new non-urgent appointments is up to three 
months. It is impossible to deliver an acceptable mental 
health service in line with national health policy with 
such under-resourcing. 

Table: North Drogheda CMHT

Approx Population >50,000 (insufficient 
information)

Consultant 
Psychiatrist

1

NCHD 2
CMHN 1.5
Psychologists 0.3
Social Workers 0.3
Occupational 
Therapists

0

Other Access to family and 
CBT, alcohol counselling, 

deliberate self harm nurse
Day Hospital 0
Day Centre 1 shared

Table: Mid-Louth/East Meath/South Drogheda 
CMHT

Sector Population 
(Census 2006)

>40,000 (insufficient  
information)

Consultant 
Psychiatrist

1 

NCHD 2
CMHN 1.5
Psychologists 0.3
Social Workers 0.5
Occupational 
Therapists

0

Other access to, family therapy, 
CBT alcohol counselling and 
deliberate self harm nurse

Day Hospital 0
Day Centre 1 shared

North Louth Sector 2 CMHT
North Louth has two consultant psychiatrists and the 
sector is divided geographically into two areas. Despite 
the paucity of team members, the team offers a 
comprehensive service. Two nurses on the team provide 
an affective disorder programme and two liaison nurses 
provide a service for people who deliberately self-harm. 
The service use integrated case notes.

Table: North Louth Sector 2 CMHT

Approximate population 51,064
Consultant Psychiatrist 2
NCHD 5
CMHN 2
Nurse Therapists 2 CNS affective disorder 

team 
2 CNS community support 

team
Psychologists 0.5
Social Workers 1.75
Occupational Therapists 0
Other  family therapy, CBT 1 

alcohol counsellor,  
2 liaison nurses

Day Hospital 0
Day Centre 1

 
CARE PLANNING
There are nursing care plans in place. There is no 
multidisciplinary care planning in place, due mainly to 
the fact that there are so few multidisciplinary team 
members. However there is no evidence that any plans 
have been made to begin a more integrated care plan 
with what multidisciplinary staff are available.

THERAPEUTIC ACTIVITIES
Absence of occupational therapy in the service is a major 
factor in patients in St. Bridget’s Hospital continuing 
to lack access to appropriate therapeutic activities. All 
activities are nurse led.
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Again, in the acute unit in Navan there are no 
occupational therapists and no therapeutic activities. 
Some diversional activities are provided by the unit staff.

CONCLUSIONS: LOUTH/MEATH
It was very difficult to obtain any definite information 
and plans about the future of the mental health services 
in this catchment and the lack of clarity from both senior 
management team and local heath managers about 
the future of the service was disturbing. It would be 
expected that there would be some vision and plan that 
services are working towards as a team, but this was not 
evident.

The staffing of the multidisciplinary teams in Louth/
Meath is extremely poor. No team has anything 
approaching the acceptable level of multidisciplinary 
complement. There is an absence of occupational 
therapists on CMHTs and social workers’ time is divided 
between teams and spread so thinly that it is hard to 
see how they can provide an effective service. Due 
to restrictions on staffing there are no time frames 
available to complete these teams. In order to attempt 
to overcome lack of team resources the service is 
resorting to dividing sectors, despite national mental 
health policy. 

The remaining patients in St. Bridget’s Hospital receive a 
deficient service in terms of care planning, therapeutic 
activities and suitable and appropriate environment. 
Even more disturbing is that there is no long-term 
plan for these patients. The provision of acceptable 
accommodation, care planning and therapeutic activities 
is not a new concept in Irish mental health services and 
it is the responsibility of the mental health services to 
provide such care. Stating that the service is waiting for 
national strategy developments before addressing these 
urgent needs is not good enough. 

The absence of a rehabilitation service in Meath/Louth 
is noticeable in the way services are being delivered and 
the way that services are being planned. The emphasis 
is on placement of patients and acquisition of long-stay 
accommodation without any consideration of individual 
rehabilitation needs. Long-stay patients are residing in 

the acute unit without any rehabilitation programme and 
run the risk of increasing institutionalisation. 

In terms of multidisciplinary CMHTs, care planning, 
rehabilitation, service for those with enduring mental 
illness, facilities for old age psychiatry and conditions in 
the acute admission unit in Navan, this service falls far 
short of what is accepted as a comprehensive accessible 
mental health service.

RECOMMENDATIONS: LOUTH/MEATH

1.  All teams must have basic multidisciplinary resources 
in both staff and facilities to enable them to offer 
a basic mental health service in accordance with 
national mental health strategy.

2.  Urgent decisions must be taken with regard to the 
31 long-stay patients. Each patient’s needs must be 
assessed and suitable accommodation and service 
planned beyond the confines of long-stay ward in a 
psychiatric hospital. 

3.  A fully multidisciplinary rehabilitation service must be 
provided in Louth/Meath as a matter of urgency. 

CAVAN/MONAGHAN CATCHMENT

DESCRIPTION
The total population of the Cavan/Monaghan catchment 
area is 118,567 (Census 2006). The catchment has two 
sector teams, a psychiatric hospital, St. Davnet’s Hospital, 
which has 33 long-stay patients and an admission 
unit, and an admission unit in Cavan. There is an active 
rehabilitation team and both sectors have home-based 
treatment teams. There are no day hospitals, but there 
are four day centres.

SERVICE PLAN
It was difficult to ascertain the plan for this service. It 
appears that few plans have been made by the local 
management office who are awaiting national strategy 
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developments, and were unable to furnish any concrete 
local plans. There was no plan for the closure of St. 
Davnet’s Hospital and plans for the mental health service 
appeared to depend on the Primary Care Strategy. 
There was no evidence that the senior management 
team were involved in any meaningful way in service 
planning. Serious concerns were expressed by senior 
management as to how the service would develop in 
light of national mental health policy and the Mental 
Health Act, 2001, although there are moves to set up an 
implementation group to focus on mental health policy.

POSITIVE DEVELOPMENTS 
 There is an active consumer panel and service users 
are actively involved in the management of their 
illness.

 There is a primary care liaison nurse.

 The services have commenced integrated clinical files.

 A Quality and Safety Group has been established.

 A deliberate self harm liaison service and an alcohol 
liaison service has been established. 

 A Steering Group for in-patient services planning has 
been established, led by a CNM3.

PLANS FOR CLOSURE OF ST. DAVNET’S 
HOSPITAL
There are no clear plans for closure of St. Davnet’s 
Hospital although there are 33 mostly elderly patients 
still resident, many of whom have been in hospital 
for lengthy periods of time. None of the patients have 
received a formal assessment regarding their future 
requirements. There are no multidisciplinary team 
meetings on the ward and no regular input from any 
multidisciplinary team member apart from medical and 
psychiatric reviews. Admissions to these two wards 
continue from community residences when service users 
have “severe physical and mental incapacity and where 
their needs could not be managed within a nursing 

home or community setting and all other avenues have 
been exhausted”. 

It is of concern that these two wards appear to have 
been forgotten despite the presence of a very active 
rehabilitation team. Even more disturbing is the fact that 
patients are readmitted from community residences 
to long stay wards where there is no multidisciplinary 
input and no therapeutic activities. Input for occupational 
therapy and social work on a “needs basis” is not 
sufficient and occupational therapy input should not be 
limited to seating assessments. Each patient requires 
an individual multidisciplinary care plan, appropriate 
therapeutic activities and there should be regular 
multidisciplinary team meetings on the wards for both 
clinical and management issues. The Local Health 
Manager has reported that since November 2006 each 
patient is being reviewed by a multidisciplinary team 
and care plans are being devised. The Inspectorate will 
continue to monitor this in 2007.

There was peeling paint, mouldy patches and what 
appeared to be damp patches on the walls of the long-
stay wards in St. Davnet’s Hospital. The bathrooms and 
toilets in the admission unit required painting. 

REHABILITATION
The community rehabilitation team covers both Cavan 
and Monaghan and functions as an assertive outreach 
team. The service is available seven days a week 
and from 0730h to 2100h. The rehabilitation team is 
responsible for the community residences. Referrals are 
initially triaged by a team coordinator. There is a care 
plan for nurses and psychiatrists, other disciplines keep 
their own files. 
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Table: Rehabilitation Team

Consultant Psychiatrist 1
Team Coordinator 1
NCHD 2
CMHN 11 CNS
Nurse Therapists 1 CBT
Psychologists 0
Social Workers 1
Occupational Therapists 1

 
ACUTE IN-PATIENT SERVICE
There are two admission units, one in Monaghan and 
one in Cavan. Both are operating at under capacity.

In Monaghan the admission ward is in St. Davnet’s 
Hospital and now has 10 beds, recently reduced from 12 
beds. The record-keeping is of high standard and formal 
assessments are carried out on each patient. There is a 
new outpatient suite located next to the admission unit.

The unit in Cavan operates at under capacity. It is in the 
basement of Cavan General Hospital and is not adequate 
as an admission unit. Each sector has regular team 
meetings.

It is difficult to see how the two admission units can 
continue operating at under-capacity in the same 
catchment when vital resources are required at 
community and rehabilitation level.

PSYCHIATRY OF LATER LIFE TEAM
Cavan/Monaghan psychiatry of later life team 
functions well as a multidisciplinary team. There is 
no psychologist. There is a capital programme for 
development of dementia services. 

Table: Psychiatry of Later Life Team

Consultant Psychiatrist 1
Team Coordinator 1
NCHD 2
Nursing 6 CNS, 4 CNM
Nurse Therapists 1 behavioural
Psychologists 0
Social Workers 1
Occupational Therapists 1
Other 3 support workers

The psychiatry of later life team has been in existence 
for six years. It provides a liaison service to the Cavan 
Monaghan General Hospital Group. There are seven 
acute in-patient beds in the admission unit in Cavan 
General Hospital. There is a day hospital in Monaghan 
and office space in Monaghan and Cavan. Two team 
meetings are held each week.

COMMUNITY MENTAL HEALTH TEAMS
There are insufficient multidisciplinary team members 
on each team. While there are a significant amount 
of nursing staff in the community there is a lack of 
access to psychology, occupational therapy and social 
work. Funding has been approved for new pposts in 
psychology, social work and occupational therapy.



BOOK 1 – PART 2REPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006 221

Cavan CMHT
The Cavan sector is a large sector with two consultant 
psychiatrists but is deficient in multidisciplinary team 
members. The service runs seven days a week and there 
are two day centres.

Table: Cavan CMHT

Sector Population 
(Census 2006)

No sector information

Consultant 
Psychiatrist

2

Team coordinator 1
CMHN 10.5 (includes home-based 

treatment team)
Psychologists 1.6
Social Workers 0.8
Occupational 
Therapists

0.6

Other shared access to 
bereavement therapy and 

CBT, family therapy
Day Hospital 0
Day Centre 2

 
Monaghan CMHT
The Monaghan community mental health team was 
inspected in detail. The Monaghan team are operational 
from 0900h to 1930h, seven days a week. All service 
users have a multidisciplinary care plan and there are 
regular meetings. The team headquarters are in St. 
Davnet’s Hospital. The home-based treatment team has 
seven staff and operates over seven days. A day service, 
Solas, provides an excellent service that is run and 
managed by service users. Solas is considered by the 
Inspectorate as a service of excellence.

Table: Monaghan CMHT

Sector Population 
(Census 2006)

No sector information

Consultant 
Psychiatrist

2

Team coordinator 1
CMHN 10 (includes home-based 

treatment team)
Nurse Therapists shared access to family 

therapy bereavement 
therapy and CBT and 

addiction
Psychologists 1.5
Social Workers 1.5
Occupational 
Therapists

1

Other clinical coordinator 
community support worker

Day Hospital 0
Day Centre 1

CARE PLANNING
Integrated care planning is in operation in the admission 
ward in St. Davnet’s Hospital but not in the long-stay 
wards. There is also multidisciplinary care planning in the 
rehabilitation team and community teams. In Cavan care 
plans are developed by the multidisciplinary team which 
meets twice a week.

THERAPEUTIC ACTIVITIES
There are no therapeutic activities for either the patients 
in the admission ward or those in the long-stay wards in 
St. Davnet’s Hospital. In Cavan, nursing staff occasionally 
run groups but there are no needs-based therapeutic 
activities and no occupational therapy input to the unit. 
In-patients may access activities in the day centres.
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CONCLUSION: CAVAN/MONAGHAN
The Cavan Monaghan teams continue to provide a 
good rehabilitation service but require additional 
multidisciplinary posts so that service users can access 
the full range of rehabilitation services offered by a 
comprehensive team. 

Likewise the CMHTs also require full teams. In view of 
the excellent rehabilitation service and the presence 
of a psychiatry of later life team, it is surprising that 
so little service is available to the long-stay wards in 
St. Davnet’s Hospital and that there are re-admissions 
to long-stay wards from community residences. The 
decor within St. Davnet’s Hospital is unsatisfactory, there 
was no care planning in operation at the time of the 
inspection, there are no multidisciplinary team meetings 
on the ward, there are minimal therapeutic activities 
available to patients and the patients appeared to have 
been forgotten. While many of these patients are elderly 
and require higher nursing care, they are also entitled 
to the full range of services in adequate conditions. The 
Inspectorate welcomes the fact that since November 
2006 it appears that this situation is being addressed and 
will monitor the progress in 2007.

RECOMMENDATIONS: CAVAN/MONAGHAN

1.  Patients in St. Davnet’s Hospital must be able to 
avail of care planning, multidisciplinary input and 
therapeutic activities.

2.  A plan identifying the appropriate residential setting 
for the patients in St. Davnet’s Hospital must be 
formulated.

3.  Admissions to St. Davnet’s Hospital long-stay wards 
should cease.

4.  A comprehensive service plan should be put in 
place that makes provision for the location of 
admission services, the need for multidisciplinary 
team members, assessment and needs provision. 
for the long-stay patients in St. Davnet’s Hospital. All 
stakeholders should have input to this plan, including 
service users.

SPECIALIST MENTAL HEALTH 
SERVICES LOUTH/MEATH AND 
CAVAN/MONAGHAN

INTELLECTUAL DISABILITY MENTAL HEALTH 
SERVICES, NORTH EAST
There is currently no clinical mental health service for 
people with intellectual disability services in the North 
East. There is a draft plan in which it is proposed to 
have three consultant psychiatrists. One post has been 
approved and funded in Cavan/Monaghan. The Meath 
post has not yet been funded and it is unclear whether 
the third post has been agreed. It is expected that the 
consultant psychiatrists will be catchment based. There 
are no dedicated in-patient units for people with mental 
health problems and intellectual disability.

RECOMMENDATION

1.  A mental health service for a people with intellectual 
disabilities must be set up as a matter of urgency.

CHILD AND ADOLESCENT MENTAL HEALTH 
SERVICES, NORTH EAST
There are three child and adolescent teams, one in 
Cavan/Monaghan, one in Louth and one in Meath. The 
teams provide a liaison service of two sessions to Our 
Lady of Lourdes Hospital in Drogheda. The three teams 
are inadequately staffed for the population they serve. 
This population has risen significantly since the 2002 
census. There is a regional anti-bullying programme 
which is additionally staffed with a 0.5 whole-time-
equivalent social worker, a psychologist, a group 
therapist and an educational officer. 
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Table: Child and Adolescent Mental Health Services

Louth Meath Cavan/Monaghan
Consultant 1 1 (second post vacant) 1.6
NCHD 1 3 1
Social Workers 3 1.7 1
Psychology 0 2 0 (1 vacancy)
Occupational Therapists 0 0 0
Nursing 4 1 staff nurse, 2CNS 2 CNS, 0.6 general nurse
Social Care 0 0 0
Speech and Language 
Therapists

0 (1 vacancy) 0 (1 vacancy) 0

Family Therapy 0 0 0
Play Therapist 0 0 0
Other 1 psychotherapist 1 psychotherapist 0
Facilities day hospital one day a week clinics only clinics only

disorder programme which is coordinated by a clinical 
nurse specialist.

There are no in-patient facilities available for child 
and adolescent patients. The service uses beds in the 
paediatric department in Our Lady of Lourdes Hospital 
when necessary and the in-patient unit in St. John of 
God Hospital. The waiting times for non-emergency 
appointments for the service are between 4 and 11 
months. The Louth team have started a waiting time 
initiative which has reduced waiting time to under four 
months.

There are a number of prevention and support 
programmes set up by the service. An Emergency 
Assessment Protocol is in place which guarantees an 
emergency acute service assessment within 24 to 48 
hours.

RECOMMENDATIONS

1.  All child and adolescent teams require to fully staffed.

2.  Consideration should be given to extending the day 
services in Louth.

The Louth team serves a population of approximately 
100,000. The team currently has no occupational 
therapist although two posts have been advertised. 
There are no speech and language therapy or child care 
workers. The Louth team operates a day hospital one 
day a week that offers a programme for adolescents 
with serious mental illness. This day hospital has only 
one room. This service requires to be extended. The 
service also has a clinic one day a week in Dundalk.

The Meath child and adolescent team serve a population 
of about 162,621. The service has also had one extra 
psychology post and one senior registrar post approved. 
The service also provides support for children with 
parents who are mentally ill. The Meath team has a 
team headquarters in Navan which has eight rooms 
and has an outreach clinic in Dunshaughlin three days a 
week. However this clinic is limited due to unavailability 
of a supervised waiting room.

The Cavan/Monaghan service headquarters is based 
in St. Davnet’s Hospital in Monaghan, which has four 
clinical rooms. Space is also rented in Cavan; three 
rooms are made available this way but they are not 
soundproofed. There are two rooms which may be used 
in Our Lady of Lourdes Hospital in Drogheda but these 
are none dedicated to the service. There is an eating 
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ST JOHN OF GOD HOSPITAL, 
STILLORGAN

DESCRIPTION
St. John of God Hospital provides private in-patient 
mental health care and an outpatient service. It also 
contracts beds to the Cluain Mhuire public service. Apart 
from the service provision to Cluain Mhuire, its services 
are self-funding.

Within the hospital there are eating disorder and 
addiction sub-speciality services. There are six units 
within the hospital and an adolescent unit.

FUTURE PLANS
There is a ten-year strategic plan for the service. It is 
planned to rebuild the hospital in approximately 10 
years with a dedicated admission unit and adolescent 
unit. In the meantime, there are plans to upgrade St. 
Peter’s Unit by increasing its size. A conference room is 
to be converted into a gym for all patients and will also 
provide therapy rooms. A smoking area will be provided 
on all units.

A new consultant-led multidisciplinary team will be 
appointed in 2007. This team will be active in the DETECT 
early intervention programme, There will also be a 
consultant psychiatrist appointed as the Mental Health 
Act is fully implemented.

POSITIVE DEVELOPMENTS
 The development of the adolescent service.

 An excellent therapy programme. 

 The increasing input from the pharmacy department 
to the multidisciplinary teams and educational 
programmes.

ENVIRONMENT
St. Peter’s Unit is an integrated 18-bed locked unit for 
patients with more disturbed behaviour. The layout 
of the ward is entirely unsatisfactory. It is too small 
with little space for patients. There is an unsatisfactory 
padded seclusion room with no natural light and a high 
observation room with only a mattress on the floor. Such 
an environment coupled with very little therapeutic 
activities can only increase frustration and agitation in 
a group of patients who are already seriously ill. There 
are concrete plans to increase the space of the unit 
and provide gym facilities and a smoking area and to 
upgrade the seclusion area. The time frame for this is 18 
months. Consideration should be given to decreasing the 
number of beds in this area.

MULTIDISCIPLINARY TEAMS
As there is no catchment area, there are no sector 
teams. There are six consultant-led teams within the 
hospital providing general adult mental health services. 
Three teams also provide an addiction service, an eating 
disorder service and a stress clinic. There is also an 
adolescent team.

Within the service there are 3 clinical psychologists, 3.75 
whole-time-equivalent social workers and 5 whole-time-
equivalent occupational therapists. This is insufficient to 
provide a full input to all teams, although there is input 
from psychology, occupational therapy and social work to 
all teams.

There are three clinical nurse specialists, two for 
addiction service and one for eating disorder.

The pharmacists are increasing their input into the 
multidisciplinary team and also into the education 
of individual patients. The pharmacy department is 
providing an excellent service.

THERAPEUTIC ACTIVITIES
There is an excellent programme of therapeutic activities 
provided by the occupational therapy department within 
the hospital. Patients attend from their individual units. 
Each patient has a needs-based programme, with 

INDEPENDENT HOSPITALS
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structured groups and individual sessions. Feedback is 
provided through the multidisciplinary team meetings. 
The occupational therapists also provide two hours a 
week to St. Peter’s Unit, the locked admission unit. 
However, apart from this there are no structured 
activities on this unit.

The psychology service also provides cognitive behaviour 
therapy groups.

CARE PLAN
There is an excellent nursing care plan, but no 
multidisciplinary care plans. All teams have regular 
meetings and ward rounds. The psychologists, 
occupational therapists and social workers record in 
the clinical file. There are currently no active plans to 
introduce formal care planning.

ADOLESCENT SERVICE
An adolescent service was opened in 2005. This is a 12-
bed unit for young people between the ages of 14 and 
18 and is a tertiary service. The unit is not purpose built 
but has been renovated and equipped in an appropriate 
way. The young people have access to outside activities 
as well as a needs-based therapeutic programme.

The team consists of a full-time occupational therapist 
and part-time social worker and psychologist. There are 
sessions from a dietician, drama therapist, well-being 
therapist and an art therapist. There are daily team 
meetings and regular case conferences. There are no 
formal care plans but each young person has a key 
worker.

RECOMMENDATIONS

1.  There should be multidisciplinary care plans in each 
unit.

2.  The refurbishment of St. Peter’s Unit should proceed 
with urgency.

3.  The therapeutic activities programme should be 
increased in St. Peter’s Unit as matter of urgency.

ST. PATRICK’S HOSPITAL, DUBLIN

DESCRIPTION
St. Patrick’s Hospital, Dublin, provides a private mental 
health service to the entire country. There are nine 
consultant teams, two of which are in St. Edmundsbury 
Hospital. There are six admission wards in St. Patrick’s 
Hospital as well as the Dean Swift Unit, which is a high 
observation unit. There is also an outpatient and day 
service.

FUTURE PLANS
There is an ongoing programme of renovation of wards 
within St. Patrick’s Hospital.

It is planned to extend the young adults programme as 
well as to provide an in-patient unit for children

POSITIVE DEVELOPMENTS
 There is an excellent patient information service 
in operation. This has been extended and provides 
computer access. It is staffed by volunteers and 
facilitated by a social worker. Mental health education 
programmes for patients are also available.

 There is an eating disorder programme with both in-
patient and outpatient places. 

 Multidisciplinary care planning is in operation 
throughout the hospital.

 There are an excellent therapeutic activity 
programmes.
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ENVIRONMENT 
Although some of the hospital complex consists of 
old buildings, the decor and maintenance of the units 
was of high standard. Areas of the hospital were being 
refurbished during the inspection.

MULTIDISCIPLINARY TEAMS
There are nine multidisciplinary teams, each of which 
has an interest in a sub-speciality. Sub-specialities 
include eating disorders, bi-polar illness, alcohol 
dependence, depressive illnesses, dual diagnoses of 
alcohol dependence and mental illness, a young adults’ 
programme, anxiety management, and the service in St. 
Edmundsbury.

As no team has the full complement of multidisciplinary 
team members, occupational therapists, psychologists 
and social workers are shared between teams. There 
are 4.5 whole-time-equivalent social workers, 6.5 
whole-time-equivalents occupational therapists, 
18 psychotherapists and five psychologists. Two 
occupational therapists provide a service to St. 
Edmundsbury, one to the elderly service and one to 
the day service. There are also two pharmacists who 
provide a team-based service as well as education and 
consultation with patients.

There is variable multidisciplinary involvement and 
attendance at regular team meetings. Some team 
meetings are only attended by medical and nursing staff. 
There is a referral system to psychology, occupational 
therapy, social work and cognitive therapy. 

THERAPEUTIC ACTIVITIES
There is an excellent programme of therapeutic activities 
within the hospital as well as leisure and recreational 
therapies. All patients are assessed for the occupational 
therapy programme, which is incorporated into the 
patients’ individual care plans. An activity programme 
is also run by two nursing staff. There is an ward-based 
therapeutic activity programme for patients within the 
Dean Swift unit who are unable to leave the unit.

CARE PLAN
Multidisciplinary care planning is in operation throughout 
the hospital and there was evidence that the service 
user was involved in their care plans.

RECOMMENDATIONS

1.  All teams should be fully staffed and function as 
multidisciplinary teams.
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HSE DUBLIN NORTH EAST

CHAPTER 1

Cavan/Monaghan
Cavan General Hospital Acute Unit
St. Davnet’s Hospital Acute Admission
St. Davnet’s Hospital Unit 4
St. Davnet’s Hospital Unit 8
Monaghan Community Mental Health Team 
Cavan/Monaghan Psychiatry of Later Life Team 
Cavan/Monaghan Rehabilitation Team 

Louth/Meath
St. Brigid’s Hospital, Ardee Unit 1
St. Brigid’s Hospital, Ardee St. Ita’s Unit
St. Brigid’s Hospital, Ardee Our Lady’s Unit
Our Lady’s Hospital, Navan Acute Unit
Dundalk Sector Team 
Meath Psychiatry of Later Life Team 

 
CHAPTER 2

North Dublin

Dublin North West
Connolly Hospital, Blanchardstown Pine Ward
Connolly Hospital, Blanchardstown Unit 3
Blanchardstown West Community Mental Health Team 
Psychiatry of Later Life Team (Area 6/7) 
St. Brendan’s Hospital 3A
St. Brendan’s Hospital 3B

St. Brendan’s Hospital 8A
St. Brendan’s Hospital 8B
St. Brendan’s Hospital O
St. Brendan’s Hospital R
St. Brendan’s Hospital Willows

Dublin North East
Mater Hospital St. Aloysius Ward
St. Vincent’s Hospital, Fairview St. Louise’s Ward
St. Vincent’s Hospital, Fairview St. Mary’s Ward
St. Vincent’s Hospital, Fairview St. Catherine’s Ward
St. Vincent’s Hospital, Fairview St. Teresa’s Ward
St. Vincent’s Hospital, Fairview Psychiatry of Later 

Life Ward
Marino Sector Team 
Rehabilitation Team 

Areas
St. Ita’s Hospital  Female Admission Unit
St. Ita’s Hospital  Male Admission Unit
St. Ita’s Hospital  Unit 1 Female 
St. Ita’s Hospital  Unit 1 Male 
St. Ita’s Hospital  Unit 8
St. Ita’s Hospital  Unit 9
Willowbrook Unit 
Woodview Unit 
Balbriggan Community Mental Health Team 
Psychiatry of Later Life Team 
Rehabilitation Team 

St. Joseph’s Intellectual Disability Service
St. Joseph’s Intellectual Disability Service Hillview Unit
St. Joseph’s Intellectual Disability Service CarrigleaUnit
St. Joseph’s Intellectual Disability Service Dunhaven 

Unit
St. Joseph’s Intellectual Disability Service Fernlodge 
St. Joseph’s Intellectual Disability Service Rushbrook
St. Joseph’s Intellectual Disability Service St. Fiachra’s 
St. Joseph’s Intellectual Disability Service St. Vincent’s 
St. Joseph’s Intellectual Disability Service Ashlea
St. Joseph’s Intellectual Disability Service Dun na Rí
St. Joseph’s Intellectual Disability Service Failte
St. Joseph’s Intellectual Disability Service La Vista
St. Claire’s 
St. Joseph’s 
Tara Unit 
Therapeutic Programmes 

LIST OF INDIVIDUAL UNITS INSPECTED 



BOOK 1 – PART 2REPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006 229
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HSE DUBLIN MID LEINSTER

CHAPTER 1

Laois/Offaly

Midland Regional Hospital Female Admission Unit
Midland Regional Hospital Male Admission Unit
Midland Regional Hospital Psychiatry of Later Life Unit
St. Fintan’s Hospital Male 6
St. Fintan’s Hospital Rehabilitation Ward
Portlaoise Sector Community Mental Health Team Report
Psychiatry of Later Life Team 
Rehabilitation Team 

Longford and Westmeath
St. Loman’s Hospital, Mullingar Female Admissions Ward
St. Loman’s Hospital, Mullingar Male Admissions Ward
St. Loman’s Hospital, Mullingar St. Anne’s Unit
St. Loman’s Hospital, Mullingar St. Edna’s Unit
St. Loman’s Hospital, Mullingar St. Marie Goretti 

Ward
Longford Sector Team 
Psychiatry of Later Life Team 

CHAPTER 2

Dublin/Kildare
AMINCH (Tallaght) Rowan Ward
AMINCH (Tallaght) Cedar Ward
AMINCH (Tallaght) Aspen Ward
St. Loman’s Hospital Rehabilitation Ward
St. Loman’s Hospital St. Joseph’s Ward
Clondalkin Community Mental Health Team 
Psychiatry of Later Life Team 
Rehabilitation Team 
St. James’s Hospital William Fownes Ward
St. James’s Hospital Beckett Ward
St. James’s Hospital Conolly Norman Ward

Crumlin and Drimnagh Community Mental Health Team 
Psychiatry of Later Life Team 
Naas General Hospital Lakeview Unit
Midwest Kildare Community Mental Health Team 
Rehabilitation Team 

CHAPTER 3

Dublin/Wicklow
St. Vincent’s Hospital, Elm Park Upstairs
St. Vincent’s Hospital, Elm Park 
Lower Vergemount Hospital Coiscéim Unit 
Sector 2 Community Mental Health Team 
Psychiatry of Later Life Team 
Newcastle Hospital Glencree Unit
Newcastle Hospital Avonmore Unit
North East Wicklow Community Mental Health Team 
Cluain Mhuire Community Mental Health Team 
DETECT Community Mental Health Team 
Warrenstown  In-Patient Unit

CHAPTER 4

Central Mental Hospital 
Central Mental Hospital Unit A
Central Mental Hospital Unit B
Central Mental Hospital Unit 2
Central Mental Hospital Unit 3
Central Mental Hospital Unit 4 (SABU)
Central Mental Hospital Unit 7
Central Mental Hospital Hostel
Community Mental Health Team x 1 
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HSE SOUTH

CHAPTER 1

Kerry and Cork

Kerry
Kerry General Hospital Acute Unit
St. Finan’s Hospital St. Paul’s Unit
St. Finan’s Hospital St. Martin’s Ward
St. Finan’s Hospital O’Connor Unit East
St. Finan’s Hospital O’Connor Unit West
St. Finan’s Hospital St. Peter’s Ward
St. Finan’s Hospital Our Lady’s Unit
Killarney Sector  Community Mental Health Team

North Cork
St. Stephen’s Hospital Unit 1
St. Stephen’s Hospital Unit 2
St. Stephen’s Hospital Unit 3
St. Stephen’s Hospital Unit 4
St. Stephen’s Hospital Unit 5
St. Stephen’s Hospital Unit 7
St. Stephen’s Hospital Unit 8 Floor 2
St. Stephen’s Hospital Unit 8 Floor 3
St. Stephen’s Hospital Unit 10
St. Stephen’s Hospital Unit 11
Kanturk  Community Mental Health Team

North Lee
Mercy Hospital St. Michael’s Unit – Acute Unit
Mercy Hospital St. Michael’s Unit – Sub Acute Unit
Carraig Mór Ground Floor
Carraig Mór Top Floor
Owenacurra 
Cork City North West  Community Mental Health 

Team

South Lee
University College Hospital Cork GF Unit
St. Finbarr’s Hospital St. Monica’s

St. Finbarr’s Hospital St. Catherine’s
Bandon/Kinsale Community Mental Health Team
Psychiatry of Later Life Team 

West Cork
Bantry General Hospital Acute Unit
Skibbereen Sector Community Mental Health 

Team

CHAPTER 2

Wexford
St. Senan’s Hospital St. Bridget’s Ward
St. Senan’s Hospital St. Clare’s Ward
St. Senan’s Hospital St. Anne’s Ward
St. Senan’s Hospital Pre Discharge Unit
St. Senan’s Hospital St. Enda’s Ward
St. Senan’s Hospital St. Gertrude’s Ward
St. Senan’s Hospital St. Fidelma’s Ward
St. Senan’s Hospital St. Elizabeth’s Ward
St. Senan’s Hospital St. Christopher’s Ward
St. Senan’s Hospital St. Brendan’s Ward
St. Senan’s Hospital St. Aidan’s Ward
Training Centre/Occupational Therapy 
North Wexford Community Mental Health Team
Rehabilitation Team 
Psychiatry of Later Life Team 

Waterford
Waterford Regional Hospital Acute Unit
Waterford Regional Hospital Special Care Unit
St. Otteran’s Hospital St. Edna’s Ward
St. Otteran’s Hospital St. Monica’s Ward
St. Otteran’s Hospital St. Joseph’s Ward
St. Otteran’s Hospital  St. Claires Ward
St. Otteran’s Hospital  St. Aidan’s Ward 
Mid Waterford Community Mental Health Team
Psychiatry of Later Life Team 

South Tipperary
South Tipperary General Hospital St. Michael’s Unit
South Tipperary General Hospital Female
South Tipperary General Hospital Male
St. Luke’s Hospital St. Clare’s Ward 
St. Luke’s Hospital St. Paul’s Ward 



BOOK 1 – PART 2REPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006 231

St. Luke’s Hospital St. Mary’s Ward 
St. Luke’s Hospital St. Bridget’s Ward 
St. Luke’s Hospital St. Kevin’s Ward 
St. Luke’s Hospital St. John’s Ward 
St. Luke’s Hospital St. Teresa’ Ward 
Clonmel West Sector Team 
Psychiatry of Later Life Team 

Kilkenny/Carlow
St. Luke’s Hospital Acute Unit
St. Luke’s Hospital Sub Acute Unit
St. Canice’s Hospital St. Gabriel’s Unit
St. Canice’s Hospital St. Luke’s Ward
St. Canice’s Campus Altamount Unit
St. Dympna’s Hospital St. Patrick’s Ward
St. Dympna’s Hospital Clann Nua
St. Dympna’s Hospital Greenbanks
St. Dympna’s Hospital Kelvin Grove
St. Dympna’s Hospital St. Anne’s Unit
St. Dympna’s Hospital St. Mary’s Unit
Kilkenny North Sector Team 
Carlow South Sector Team 
Psychiatry of Later Life Team 

BOOK 5 (CD format)

HSE WEST

CHAPTER 1

Clare
Mid Western Regional Hospital, Clare Acute Unit 

Orchard Grove
St. Joseph’s Hospital  Unit 5
St. Joseph’s Hospital  Unit 6
Cappahard Lodge 
South Sector 2B Community Mental Health Team 
Psychiatry of Later Life Team 
Rehabilitation Team 

Limerick
Mid Western Regional Hospital, Limerick Unit 5B

St. Joseph’s Hospital St. Martin’s Ward
St. Joseph’s Hospital St. Mary’s Ward
St. Joseph’s Hospital St. Brendan’s Ward
St. Joseph’s Hospital Unit 3 Male
St. Joseph’s Hospital St. Rita’s Ward
St. Joseph’s Hospital Rehabilitation
Sector B Community Mental Health Team 
Psychiatry of Later Life Team 

North Tipperary
Nenagh Sector Team 
Thurles Sector Team 

CHAPTER 2

Galway East
St. Brigid’s Hospital, Ballinasloe St. Dympna’s/Our 

Lady’s
St. Brigid’s Hospital, Ballinasloe Unit 5
St. Brigid’s Hospital, Ballinasloe Unit 6
St. Brigid’s Hospital, Ballinasloe Unit 7
St. Brigid’s Hospital, Ballinasloe Unit 10
St. Brigid’s Hospital, Ballinasloe Unit 16
St. Brigid’s Hospital, Ballinasloe Unit 17
St. Brigid’s Hospital, Ballinasloe Unit 19
St. Brigid’s Hospital, Ballinasloe Unit 21
Loughrea/Athenry Sector Team 
East Galway Rehabilitation Team 

Galway West
University College Hospital Galway Department of 

Psychiatry
Merlin Park Hospital Unit 9A
St. Anne’s Child & Adolescent Unit 
Cliften/Carna Sector Team 
Psychiatry of Later Life Team 

Roscommon
Roscommon County Hospital Acute Unit
Castlerea Community Mental Health Team 

Mayo
Castlebar General Hospital Acute Unit
An Coilin Rehabilitation Unit
An Coilin Female Unit
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An Coilin Male Unit
Teach Aisling 
Swinford Treatment Centre 
Section 5 Community Mental Health Team 
Psychiatry of Later Life Team 

CHAPTER 3

Sligo

Sligo Mental Health Services  Female Admission
Sligo Mental Health Services  Male Admission
Sligo Mental Health Services  Special Care
North Leitrim/West Sligo Community  
Mental Health Team 
Psychiatry of Later Life Team 
Rehabilitation Team 

Donegal
Letterkenny General Hospital Acute Admission Unit
St. Conal’s Hospital St. Bernadette’s/St. Ciaran’s
Donegal Central Community  
Mental Health Team 
Psychiatry of Later Life Team Donegal

BOOK 6 (CD format)

INDEPENDENT HOSPITALS

Bloomfield Care Centre 
Hampstead Unit 
Highfield Unit 
Kylemore Clinic 
Stewart’s Hospital 
St. John of God Hospital St. Peter’s Suite
St. John of God Hospital St. Joseph’s Suite
St. John of God Hospital St. Camillus Suite
St. John of God Hospital St. Brigid’s Suite
St. John of God Hospital St. Raphael’s Suite (Carraig 

Dubh)

St. John of God Hospital Ginesa Suite
St. John of God Hospital St. Paul’s Suite
St. John of God Hospital Therapeutic Programmes
St. Patrick’s Hospital  Dean Swift Unit
St. Patrick’s Hospital  Delaney Unit
St. Patrick’s Hospital  Grattan Unit
St. Patrick’s Hospital  Kilroot Unit
St. Patrick’s Hospital  Laracor Unit
St. Patrick’s Hospital  Stella Unit
St. Patrick’s Hospital  Vanessa Unit
St. Patrick’s Hospital  St. Edmundsbury 

Hospital
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CHAPTER 7

Peer Advocacy and Voluntary Agencies
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These reports were prepared on the basis of information and documentation obtained from mental health service 
providers and users during the inspection process 2006. The draft individual reports were sent to the Health Service 
Executive, independent service providers and peer advocacy groups. Where appropriate, the comments received 
back were incorporated in the final versions of the reports.
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LAOIS/OFFALY/LONGFORD/
WESTMEATH

REGIONAL ADVOCACY MEETING

Date of meeting:  24 April 2006 
Attendance:  Regional Advocate, Irish Advocacy  
 Network, and the Inspectorate 
Catchment:  Laois/Offaly and Longford/ 
 Westmeath

The regional advocate prepared a detailed report of 
the previous six months’ activity to both catchment 
areas. The advocate was keen to stress that there were 
currently no obstacles to advocacy involvement in the 
area and that staff have been very supportive. One 
major development since meeting with the Inspectorate 
last year was that a formal advocacy time is now 
available weekly in St. Loman’s Hospital, Mullingar. 

The advocate reported that the Midlands Advocacy 
steering Committee has been of particular importance 
in the wider development of peer advocacy. This is a 
committee with specific terms of reference that meets 
each quarter to review actions. The committee works on 
a partnership model and includes representatives from 
all disciplines. It offers the regional advocate a forum 
for raising issues and provides action plans to address 
the issues raised. In addition the Irish Advocacy Network 
delivered training on the Mental Health Act, 2001, to 
other voluntary agencies and organisations in the region 
with the support of the HSE.

The regional advocate has weekly sessions in the acute 
in-patient units in both Portlaoise and Mullingar. He also 
attends St. Fintan’s Hospital and a number of day service 
facilities.

The main goals for the coming year include the 
development of peer advocacy, increasing the profile of 
the services through various media and to introduce the 
use of volunteers. Due to the increasing demand for the 
service, the Irish Advocacy Network will be looking for 
an additional post in the area.

DUBLIN SOUTH WEST

REGIONAL ADVOCACY MEETING

Date of meeting:  20 June 2006 
Attendance:  Regional Advocate, Irish Advocacy 
 Network, and the Inspectorate 
Catchment:  St. James’s Hospital; Adelaide &  
 Meath Hospital, Tallaght; Lakeview 
 Psychiatric Unit, Naas Hospital;  
 St. Loman’s Hospital, Lucan

The regional advocate prepared a detailed report of 
activity to all areas. The service has been operational in 
St. James’s Hospital and Tallaght for more than two years 
and services to the other hospitals will commence in July 
2006. The advocacy service also operates in a number of 
day hospitals and day centres in the area.

The following positive developments were related to the 
advocacy service:

 A very positive relationship has been established with 
staff and this has led to a quick resolution of many 
day-to-day queries. 

 The service in Tallaght offers occupational therapy each 
morning and afternoon, which service users feel aids 
their recovery.

 A new internal intensive care area has been developed 
for people who are acutely unwell and this has led to 
a more peaceful environment.

 Day services are developing and service users are 
finding them beneficial.

The following positive aspects of the service were also 
highlighted:

 The new garden in St. James’s has recently opened. 
The service users were involved in the design and are 
benefiting from a lovely garden.

PEER ADVOCACY – HSE DUBLIN MID LEINSTER
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 The regional advocate has given many presentations to 
staff of all grades and facilitated a number of training 
sessions in the area.

 The regional advocate is heavily involved in Tallaght 
Mental Health Association.

The following areas in need of improvement were 
highlighted:

 The hot water supply in St. James’s was not working 
for a number of weeks and the service users 
felt that the repairs could have been carried out 
more efficiently. They would like to see a policy 
implemented to ensure that such a delay does not 
occur again.

 In St. James’s and Tallaght it was reported that there 
was a lack of information on diagnoses, physical health 
issues, medication and side effects.

 The smoking facilities in St. James’s were not 
adequate.

 There appears to be limited information on care plans 
and little service user involvement.

 Discharge planning does not involve the service user 
as much as they would like and community follow-
up is scarce due to lack of resources. The feeling was 
that people stayed in hospital longer because of the 
scarcity.

 There were occasional reports of possessions going 
missing and inadequate storage facilities.

 Service users were bored, particularly at weekends 
and evenings, and found some of the activities 
unstimulating.

EAST COAST

REGIONAL ADVOCACY MEETING

Date of meeting:  20 June 2006 
Attendance:  Regional Advocate, Irish Advocacy  
 Network, and the Inspectorate 
Catchment:  St John of God’s Hospital, Stillorgan,  
 Elm Mount Unit, St Vincents University  
 Hospital, Newcastle Hospital,  
 Greystones, Central Mental Hospital,  
 Dundrum, Cluain Mhuire Family  
 Centre.

The regional advocate prepared a detailed report 
of activity to all areas. The service is operational in 
Newcastle, Cluain Mhuire and the Central Mental 
Hospital and its introduction is planned in the other 
services. The regional advocate has facilitated a 
number of presentations to mental health services 
and educational institutions and has been involved in 
projects aimed at implementing integrated care planning 
in a number of services.

The following positive developments were related to the 
advocacy service:

 A very positive relationship has been established with 
staff fostering good working relationships.

 Involvement in integrated care planning steering 
groups

 Establishing a service at the Central Mental Hospital. 

 The regional advocate has given many presentations to 
staff of all grades and facilitated a number of training 
sessions in the area.

 The Irish Advocacy Network is supporting the 
development of housing initiatives in this area.

The following positive aspect of the service were also 
highlighted:
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 Increase of community resources 

The following areas in need of improvement were 
highlighted:

 Progress from in-patient facilities to the community is 
slow.

 Many service users dread being discharged due to the 
stigma associated with mental illness.

 People do not like attending the day hospital because 
of a lack of meaningful activity.

 The lack of inter-agency working in discharge planning.

 The service at the Central Mental Hospital is not 
gender-specific. The experiences of male and female 
patients are different.

CENTRAL MENTAL HOSPITAL

ADVOCACY MEETING 

Date of meeting:  13 December 2006 
Attendance:  Regional Advocate, Irish Advocacy  
 Network; Director, Irish Advocacy  
 Network, and the Inspectorate

The regional advocate prepared a detailed report on 
the introduction of the advocacy service to the Central 
Mental Hospital and the activity to date. It related that 
the preparation for the introduction of the advocacy 
service to the Central Mental Hospital began in 
November 2005. Careful consideration had been given 
to reports on the introduction of advocacy services to 
forensic hospitals in other jurisdictions. This was followed 
by fortnightly visits by the advocates to the Central 
Mental Hospital and the gradual increase in frequency 
of visits and availability of advocates until the advocacy 
service was fully established late in 2006. 

According to the Irish Advocacy Network, the 
establishment of an independent advocacy in the Central 

Mental Hospital was given the full support and backing 
of the management team there and was welcomed 
enthusiastically by the majority of staff. In particular, 
they mentioned the social work team, who provided 
enormous assistance.

The patients of the hospital also welcomed the advocacy 
service and large numbers of patients have elected to 
attend regular training and information sessions with 
the advocates. At the time of inspection, each unit (and 
the outreach service at Usher’s Island) was receiving 
a weekly visit from an advocate and one-to-one 
confidential meetings with the advocates were available 
to the majority of patients.

The following positive developments from the 
introduction of the advocacy service were discussed:

 The good relationship that has been established 
between staff and the advocates leading to quick 
resolution of day-to-day issues on the units.

 The welcome multidisciplinary teams have extended 
to the input of advocates as a support to individual 
patients in discussions, team meetings and case 
conferences.

 The development of a collaborative approach with the 
management team.

 The encouragement of the development of creative 
and innovative ideas by patients and the provision 
of practical support for the implementation of these 
ideas.

 Planned innovations for 2007 that include the 
introduction of mock mental health tribunals and 
review boards for service users.

The following positive aspects of the service provided to 
patients in the hospital were also highlighted:

 The good range of facilities available, including the 
gym, the swimming pool and the football pitch
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 The garden and “wildwood” projects which provide 
patients with opportunities to acquire and use creative 
and meaningful skills.

The following aspects of the service that could be 
improved were also highlighted:

 The lack of choice regarding meals.

 The lack of time in the gym.

 The cramped conditions in the female unit and the lack 
of access to open space and activities for the women 
there.

 The difficulties that arise in the interpersonal 
relationships between patients and staff given 
the context of relatively static staff and patient 
populations.

The following areas in need of improvement that were 
beyond the remit of the staff or management at the 
hospital were also mentioned:

 The difficulties patients encounter in the process of 
transfer back to their mental health service of origin.

 The apparently unlimited tariff for those patients who 
are designated “Not guilty by reason of insanity” and 
“unfit to plead”.

 The apparent discrimination experienced by some 
categories of patients regarding their entitlement to 
social welfare payments.
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CORK AND KERRY

REGIONAL ADVOCACY MEETING

Date of meeting:  2 May 2006  
Attendance:  Local Advocate, Irish Advocacy  
 Network, and the Inspectorate 
Catchment:  Cork and Kerry

A report of the Irish Advocacy Network (IAN) activity 
in the HSE South Cork and Kerry catchments for the 
period 1 July 2005 to 30 April 2006 was prepared by 
the network’s regional coordinator and presented to the 
Inspectorate by the local advocate. 

Two areas of general concern to IAN were highlighted:

 IAN felt that there was a high level of suicide and self-
harm in some units and that this might be a reflection 
on the levels of care available. The network was keen 
to know if this issue was reflected in statistics available 
to the Inspectorate.

 IAN felt that the complaints system was in need of 
improvement as many of the service users they dealt 
with were met with delays in response to complaints.

The following positive developments were related to the 
advocacy service:

 IAN reported that access to service users throughout 
the region had improved and that good cooperation 
had been forthcoming from the local services.

 Volunteer advocates were also welcomed to local units.

 Most service users know who their key nurses are.

 The advocate for the Kerry area has been invited to 
become involved in reviewing the assessment and 
care planning in the acute in-patient unit in Tralee.

The following positive aspects of the service were also 
highlighted:

 Three units (GF Unit, Tralee and St. Michael’s) have 
piloted a refocusing project.

 One unit is piloting a concordance questionnaire 
(although IAN had questions about subtle pressure on 
service users in this process).

 A rehabilitation process is ongoing in West Cork and 
funding has been secured for a home focus project.

 The clozaril clinic in GF unit has been re-located since 
the last inspection.

The following areas in need of improvement were 
highlighted:

 Lack of therapeutic activities, which continues to result 
in boredom and lack of stimulation.

 The majority of service users being unaware of having 
care plans and many of those who have care plans not 
being involved in drawing them up.

 Lack of information about medication, overuse 
of medication and forcible use of medication in 
inappropriate circumstances.

 Potential difficulties for families visiting GF unit, which 
has introduced a “No Visitors” quiet time between 
1530h and 1700h.

 Inappropriate behaviour of some staff and lack of time 
or availability of staff to listen to service users.

 Service users being kept in their night clothes for 
longer than is necessary.

 Delay in implementing Part 2 of the Mental Health Act, 
2001.

 The location of the security personnel in St. Michael’s 
Unit (a continuing concern).

 Service users in St. Michael’s and Carraig Mór not 
being allowed to use their mobile phones and having 
difficulty accessing phones and having calls in privacy.

HSE SOUTH
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 Lack of outdoor space in St. Michael’s unit, where the 
smoking room is often locked.

 Inappropriate bedtimes in some long-stay units.

 Some service users being inappropriately placed and in 
need of being relocated.

CARLOW/KILKENNY/WEXFORD/
WATERFORD

REGIONAL ADVOCACY MEETING

Date of meeting:  30th May 2006 
Attendance:  Regional Advocate, Irish Advocacy  
 Network, and the Inspectorate

Catchment:  Kilkenny/Carlow, South Tipperary,  
 Wexford, Waterford

The regional advocate prepared a detailed report 
outlining the current services to adult mental health 
services in Kilkenny, Carlow, Wexford, south Tipperary 
and Waterford. The regional advocate visits all the 
acute units in each county and also visits a selection 
of long-stay wards. The biggest development since the 
last meeting has been the introduction of advocacy 
service to the Department of Psychiatry in Waterford. The 
regional advocate has increased her involvement in the 
Waterford befriending project, supporting service users in 
the community and gave an account of her membership 
on South Tipperary Forum and Consumer Panel for the 
South East Area.

The following concerns were reported to the Irish 
Advocacy Network by service users:

 a lack of therapeutic activities and programmes to 
meet the needs of service users in acute units

 a lack of knowledge about care and treatment plans

 a scarcity of access to disciplines such as social work, 
occupational therapy and clinical psychology

 a small number of staff not being approachable

 the admission policy for Waterford that all admissions 
must present to A&E.

Overall, the regional advocate reported that the post has 
been welcomed and integrated into services. Plans for 
2007 included expansion of the number of posts and 
development of the befriending service.
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LOUTH/MEATH/CAVAN/
MONAGHAN

REGIONAL ADVOCACY MEETING

Date of meeting:  23 October 2006 
Attendance:  Regional Advocate, Irish Advocacy  
 Network, and the Inspectorate 
Catchments:  Louth, Meath, Cavan and Monaghan

The regional advocate prepared a detailed report 
outlining the current services to adult mental health 
services in Louth, Meath, Cavan and Monaghan. The 
regional advocate visits all the acute units in each 
county, a number of long-stay wards and mental health 
day facilities. The regional advocate does a sterling job 
providing a service to all these locations but it must be 
emphasised that this is a vast area to cover and more 
resources are required.

The following positive developments were related to the 
advocacy service:

 Peer advocacy services have been widely welcomed in 
the services across the region.

 Staff have been amenable to the development of the 
service and have referred service users to the service.

 The regional advocate has been involved in a number 
of service-led consumer involvement groups in Meath 
and Cavan-Monaghan.

 The regional advocate is involved in networking 
services across other HSE areas with the intention of 
learning from other services and share initiatives.

 The regional advocate has participated in a 
multidisciplinary team review of hostels in Louth and 
Meath as part of a rehabilitation strategy and has 
subsequently been asked to sit on the multidisciplinary 
rehabilitation strategy implementation group.

The following positive aspects of the service were also 
highlighted:

 A new external shelter at one of the day services in 
Dundalk.

 The units are clean and the food is reported to be of a 
high standard.

 The HSE has supported a peer advocacy training course 
in this region.

The following areas in need of improvement were 
highlighted:

 Medication A number of service users raised 
problems with medication highlighting lack of 
information, side effects, weight gain, over-sedation, 
over-reliance on drug therapy and on two occasions 
the regional advocate was asked not to give 
information to certain service users as they had a 
history of non-compliance.

 Lack of time to talk to professionals: Service users 
reported that the doctors and nurses were often too 
busy to sit and talk to them. It was also reported that 
a small number of staff were unapproachable and 
unfriendly.

 Night attire: In some facilities service users are asked 
to wear night clothes for prolonged periods of time.

 Lack of recreational facilities: Service users in all 
areas complain of boredom and a lack of stimulation 
especially at weekends and evenings.

 Care plans: Most service users report that they are 
unaware that they have a care plan, that there is little 
service user involvement in the care plans and that 
service users are unsure about their treatment.

 Inappropriate placements: It was reported that a 
number of service users are inappropriately placed in 
acute units, especially elderly people and people with 
learning disabilities.

 Access to outside space: In Unit 1 of St. Brigid’s in 
Ardee and Ward 15 of St. Davnet’s in Monaghan there 

HSE DUBLIN NORTH EAST
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is no enclosed outdoor space, which can limit service 
users’ access to fresh air. It is planned to rectify this in 
Ward 15.

 Housing issues: A number of service users report 
difficulty in obtaining suitable accommodation 
on discharge from hospital and the lack of 
accommodation leads to prolonged admissions. There 
are also homelessness issues and people may have to 
move to another catchment to access hostels.

 Mobile phones: A number of service users report that 
they are banned from using their mobile phones and 
that there is a lack of consistency in the use of mobile 
phones in units.

 Occupational therapy: There is a lack of occupational 
therapists in the region. A number of services facilitate 
nurse-led activation or ward-based activities.

DUBLIN NORTH/DUBLIN NORTH 
CENTRAL/DUBLIN NORTH WEST

REGIONAL ADVOCACY MEETING

Date of meeting:  9 October 2006 
Attendance:  Regional Advocate, Irish Advocacy  
 Network, and the Inspectorate 
Catchment:  North Dublin

The regional advocate presented a detailed report on 
acute in-patient services visited in the North Dublin 
city area. The units visited were St. Brendan’s Hospital, 
St. Vincent’s Hospital in Fairview, St. Ita’s Hospital in 
Portrane, Connolly Hospital in Blanchardstown and the 
Mater Hospital. The service to the Mater Hospital was 
to commence fully with an identified room at the end 
of November 2006. In the interim the Assistant Director 
of Nursing in the Mater was contacting the advocate as 
required.

The advocate was keen to point out the positive 
aspects of the services that were reported by service 
users. These included a number of renovations and 

refurbishments, the building of external smoking 
shelters and the development of a consumer panel in St. 
Brendan’s Hospital. The advocate also reported that staff 
and service users had welcomed the advocacy service.

The areas in need of improvement reported to the 
advocate across all areas included the lack of information 
on medication, the lack of time available from staff 
to listen, and the lack of access to social workers in 
some areas. Service users also reported that while 
aware of a nursing care plan they were not included in 
the process. The discharge process from hospital was 
difficult, especially in relation to finding housing and 
other suitable supported accommodation. The service 
users reported to the advocate that the therapeutic 
programmes provided by the occupational therapy 
department in Connolly Hospital and special care therapy 
in St. Brendan’s Hospital were of a high standard. In the 
other units, the lack of appropriate activities that are 
meaningful to service users was again highlighted.

A number of issues concerning the physical environment 
were raised. The current facilities were deemed 
unsuitable in St. Brendan’s Hospital and the acute unit in 
Connolly Hospital was not fully operational. The garden 
areas in Connolly Hospital, along with the smoking 
shelter design, were reported as problems. The lack of 
a suitable amount of supported accommodation was 
preventing discharges.

For the coming year, the advocate was hoping to build 
on the work of volunteers, meet the demands following 
the commencement of the final parts of the 2001 Mental 
Health Act and to fully implement the service in the 
Mater Hospital. It has been reported since this meeting 
that the service in the Mater has been operational since 
November 2006.
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GALWAY

REGIONAL ADVOCACY MEETING

Date of meeting:  6 September 2006 
Attendance:  Regional Advocate, Irish Advocacy  
 Network, and the Inspectorate 
Catchment:  Galway

The regional advocate prepared a detailed report for 
the Inspectorate. The Irish Advocacy Network currently 
provides a service across both the East and West 
sectors and in a variety of different settings. The visiting 
frequency varies according to need and time available. 
In addition, the advocate reported that she had been 
invited to sit on a number of committees, had given 
various presentations to staff and completed two-day 
training on the Mental Health Act, 2001.

The advocate reported that service users had a number 
of positive aspects to reflect on in the services. These 
included input into planning meetings, access to written 
information and access to groups in the community. 
There have been a number of successful projects in the 
community also, for example a second-hand shop, clubs, 
and local radio. 

There were also opportunities for the advocate to be 
involved in planning the introduction of the recovery 
concept to the services. In addition the advocate has 
given presentations to the NCHDs as part of their 
training.

The main areas of concern reported by service users to 
the advocate were

 lack of communication between disciplines

 lack of meaningful activity programmes that are linked 
to individual care plans

 the continued use of secure beds in St. Bridget’s 
Hospital in Ballinasloe, which is  often a long distance 
from family supports

HSE WEST

 the lack of information on the planned closure of St. 
Bridget’s Hospital.

 the area of work, training and payment rights available 
to service users.

MAYO/ROSCOMMON

REGIONAL ADVOCACY MEETING

Date of meeting:  11 September 2006 
Attendance:  Regional Advocate, Irish Advocacy  
 Network, and the Inspectorate 
Catchment:  Mayo and Roscommon

The regional advocate prepared and presented a detailed 
report on his activities for the year. Between the two 
catchments, a total of 27 areas were visited with varying 
frequency. The advocate also held 29 meetings with staff 
of HSE.

The main issues raised by service users to the advocate 
were

 the lack of shelter to and from designated smoking 
areas

 the locking of external doors in the acute units in 
Castlebar and Roscommon

 the policy of placing all patients in night attire and 
how the clothes provided were often unsuitable

 the lack of meaningful activities and recreational 
options available to service users

 the lack of active involvement of service users in care 
planning reviews

 the issue of work and training remains unclear as does 
payment for same.

The advocate acknowledged that he had established 
good working relationships with staff. He hoped to 
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develop services in new areas and to increase the 
number of volunteers from one. 

It was subsequently reported that Irish Advocacy 
Network representatives are now included as members 
of interview panels for some staff positions in Mayo. 
A commitment has been made to fund peer advocacy 
training in the region.

CLARE/LIMERICK

REGIONAL ADVOCACY MEETING

Date of meeting:  30 May 2006 
Attendance:  Regional Advocate, Irish Advocacy  
 Network, and the Inspectorate 
Catchment:  Clare and Limerick

The advocate presented a review of all activities 
during the year. The advocate attends the acute in-
patient centres and named community residences 
and day facilities. A significant amount of the work is 
befriending. In addition, the advocate is a member of 
various committees across the two catchments, namely 
the refocusing project and the implementation of the 
national policy document Vision for Change.

The issues raised by services users to the Irish Advocacy 
Network are consistent with reports from other 
areas. These include the lack of meaningful activities 
programmes in acute inpatient units and day centres. 
Service users cited the lack of information and support 
around diagnosis and treatment as a factor in their 
recovery. The side effect of medication especially in 
relation to weight gain was also a recurring problem. At 
an operation level, within approved centres, the policy 
of people being placed in night clothes on admission 
routinely was perceived as unjust and a form of 
punishment. The locked door policy was also reported as 
a difficulty. 

It was reported that both units have been very 
positive in regard to the service that the Irish Advocacy 
Network are providing and facilitate the service in 

very way possible. The acute unit Ennis is providing 
the Recovery Action Plan to assist service users to 
look at positive ways for well being in mental health. 
They have unlocked the high support area in the unit; 
this has created a more open aspect to what is a very 
claustrophobic part of the unit. 

The advocate reported that the acute unit in Ennis was 
involved in the refocusing programme and has agreed 
to be part of the audit that the Irish Advocacy Network 
will be carrying out. This audit will give service users the 
opportunity to feed back to management their views on 
service being provided. The Clare Mental Health Service 
facilitated a party on the unit to mark the coming into 
effect of the final parts of the Mental Health Act, 2001.

The advocate said that Mental Health Services in Limerick 
were currently in the process of bringing together 
service users to form a consumer panel; the panel will 
consist of service users, carers, voluntary organisations 
and staff from the HSE, including clerical assistance 
for administration. The service are also in the process 
of providing funding to train about 16 service users in 
peer advocacy. This will enable service users to take 
a more active role in their treatment and also to work 
as volunteers if they wish. The service users have also 
reported that a supportive atmosphere on Unit 5B (Mid 
Western Regional Hospital, Limerick) aids the experience 
of being in hospital. 

DONEGAL/SLIGO S.T.E.E.R. 
IRELAND

REGIONAL ADVOCACY MEETING

Date of meeting:  2 October 2006 
Attendance:  Director and Assistant Director of  
 S.T.E.E.R. and the Inspectorate 
Catchment:  Donegal Sligo

The director and assistant director of S.T.E.E.R. Ireland 
met with the Inspectorate. The mental health advocate 
was unable to attend. The S.T.E.E.R. (Support. Training.
Education.Employment.Research) representatives told 
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the Inspectorate that the organisation provides support 
and advice to people with mental health difficulties, 
their carers and family members. It is promoted as an 
organisation that positively supports the involvement 
and integration of people who have experienced mental 
health difficulties and provides service users, volunteers 
and staff with increasing self-confidence, knowledge and 
skills to impact positively on their lives and others. 

They reported that they lobby for an end to an over-
reliance on the medical model and promote the 
philosophy of the recovery model.

The services offered at present are advocacy, a closed 
support group, suicide prevention and early intervention 
education. 

They provide information about mental health care 
and treatment including medication, counselling, arts 
therapy, relaxation and assistance with social welfare, 
housing, education, training and employment,  

S.T.E.E.R. have a referral form and an assessment 
and care plan form. The assessment and care plan is 
completed with the service user and a date set for 
review along with a care coordinator. 

Through S.T.E.E.R., service users can also access private 
counselling in Derry. Staff based in the Derry area are 
also trained in cognitive behaviour therapy. This service 
is provided free of charge. 

The S.T.E.E.R. advocacy service is available to service 
users encountered both within the psychiatric admissions 
unit in Letterkenny and the various outreach sessions 
undertaken in County Donegal. There are plans to 
expand the service to the rehabilitation programme.  
Issues highlighted have included about the arbitrary 
use of night clothes in the acute admission unit and 
the provision of medication substitutes from local 
pharmacies. A community pharmacist is affiliated with 
the association.

S.T.E.E.R. representatives reported improvements in their 
relationships with staff in the last year. One initiative has 

been to encourage the use of the referral form in place 
of traditional self-referral. 

During 2005 the organisation secured its own stand-
alone premises, consisting of two interconnecting houses 
in the centre of Letterkenny, which is easily accessible by 
public transport and by those with a disability. 

The advocacy service is seeking to identify and secure 
further funding to recruit a second full-time advocate for 
County Donegal and Sligo. 

Volunteering is an integral part of the organisation and in 
2005 there were six registered volunteers and 11 non-
registered volunteers.

There is a strong emphasis on training. All volunteers 
and staff are undertaking ASIST Training (Applied Suicide 
Intervention Skills Training) through the auspices of the 
Health Service Executive-Health Promotion Service. 

Volunteer activities for the 2005 financial year included 
involvement with the launch of the book True Stories, 
which included stories of recovery, some written by 
volunteers. The launch speech was delivered by a 
volunteer. Other volunteer activities involved acting as 
representatives for S.T.E.E.R. in local radio and television 
interviews, acting as representatives of S.T.E.E.R. 
at seminars and conferences throughout Ireland, 
United Kingdom and the European Union,  and active 
involvement in the schools “Mental Health” resource 
pack which has been created to address and raise 
awareness of emotional and psychological distress in 
young people in schools, youth clubs, etc. 

 A training programme for volunteers is being developed 
and it is the intention of the management committee 
that all volunteers and staff will have an NVQ Certificate 
in Community Mental Health Care level 2 or 3. 

An initiative that has proven to be valuable has been the 
development of the Carers Resources and Empowerment 
Skills Training (CREST) programme. The CREST programme 
is a S.T.E.E.R. mental health carers training programme 
for informal carers who care for someone experiencing 
a mental health difficulty. This programme is quality 
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assured by internationally reputed management 
consultants and accredited by the Institute of Leadership 
and Management. It consists of 10 three-hour modules 
and covers areas such as education about illness, 
advanced directives and crisis intervention plans. 

S.T.E.E.R. have been invited to become members of a 
new group entitled Winning New Opportunities, which 
is a partnership between the Health Promotions Agency, 
University College Galway, Department of Social and 
Family Affairs and FÁS. This group is intending to roll out 
the Winning New Opportunities programme throughout 
the North West, including include Donegal, Sligo and 
Leitrim.

S.T.E.E.R. Housing Association was established in 
September 2005 and is endeavouring to secure funding 
and land from the HSE. This is S.T.E.E.R.’s third year in 
Donegal. They have met with the HSE and envisage 
having housing projects in each county.

There is an annual report S.T.E.E.R. Ireland ‘Specialists 
in Recovery and Advocacy’ Annual Report 2005.  The 
quality management system operated by S.T.E.E.R. 
Mental Health has been certified by Ocean certification 
as conforming to the requirements of International 
Standard EN ISO 9001:2000 and is valid for 3 years from 
17 July 2006.
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OVERVIEW

In the context of the 2006 Inspection of Mental Health 
Services, the Inspectorate of Mental Health Services 
sought information on the work of the voluntary 
organisations in the area of mental health.

In particular, the Inspectorate requested by questionnaire 
details of any support services such as service users’ 
groups, carers’ groups and any counselling services 
provided. From the information provided by the 
organisations, it is evident there is a huge range of 
services being provided to mental health service users 
and carers by voluntary organisations around the country. 

These services are, in general, targeted at service users 
and carers in the community. Apart from a small number 
of organisations that provide services to people in long-
stay units in hospitals and community residences, it 
would seem that much work is still to be done to ensure 
that support services are readily available to perhaps 
these people, the most vulnerable group in the mental 
health services.

The organisations listed below offer a variety of services, 
ranging from personal and emotional support and 
counselling to practical assistance, including financial 
help, the provision of activities and holidays and the 
development of social housing. Details on the complete 
range of services offered by all of the organisations 
mentioned below can be obtained by contacting the 
organisations themselves. This list of organisations and 
their offerings is not exhaustive.

AWARE

 Support groups conducted by group facilitators and 
volunteers for sufferers and relatives of those with 
depression. These can be accessed in various locations 
nationwide and are usually held on a weekly basis.

 A “Beat The Blues” secondary schools depression 
awareness programme provided by employees 
of Aware and delivered during the academic year 
nationwide.

 Lecture series provided by various professionals on 
a monthly basis for the general public at St. Patrick’s 
Hospital, James’s Street, Dublin 8.

 A Helpline provided by volunteers 12 hours a day 
(from 1000h to 2200h) for people with depression 
and their relatives. This service is based at 72 Lower 
Leeson Street, Dublin 2.

Contact: 1890 303 302 www.aware.ie 

BODYWHYS – THE EATING 
DISORDER ASSOCIATION

 Support groups provided by volunteers for anyone over 
the age of 16 who is affected by an eating disorder. 
There are groups based in Dublin, Carlow, Limerick and 
Galway. 

 Online support groups provided by volunteers for 
anyone over the age of 16 who is affected by an 
eating disorder. The groups are accessed on the 
Internet once a week. 

 E-mail support provided by volunteers for anyone 
affected by an eating disorder. 

 A helpline provided by volunteers Monday to Friday 
on a national basis for people affected by eating 
disorders.

Contact: 1890 200 444 www.bodywhys.ie

GROW

 Mutual self-help support groups for anyone suffering 
or who has suffered from mental health problems. 
They are run by volunteers and paid staff. The groups 
take place weekly. Activities such as social outings and 
training take place regularly. They can be accessed in 
all HSE areas.

Contact: 1890 474 474 www.grow.ie 

VOLUNTARY ORGANISATIONS IN MENTAL HEALTH
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IRISH ADVOCACY NETWORK

 The IAN provides peer advocacy in mental health and 
now has seventeen whole-time-equivalent regional 
advocate positions, working within facilities and 
places where mental health treatment is delivered, 
and providing at a minimum a weekly service in all 
approved centres. The service is also provided in day 
centres and day hospitals as requested by either the 
service provider or service users.

 It has initiated the establishment of local peer 
advocacy networks, which are at various stages of 
development. It is envisaged that these groups will 
operate as advocacy collectives, where a service 
user in the community will feel able to avail of the 
collective experience and knowledge of the local 
network, while still being able to advocate for 
themselves. These groups will also be capable of 
providing a reasonably swift response to any national 
or local policy and strategy initiatives.

 A partnership agreement has been entered into with 
Schizophrenia Ireland for the provision of mental 
health advocacy in the community.

 It also works in partnership with the Waterford Mental 
Health Alliance on a befriending project and with the 
Waterford Parents and Carers’ group on a research and 
advocacy for carers project.

 The IAN responds to requests for service user input to 
national policy and strategy.

Contact: 047 38918 / 047 72863  
www.irishadvocacynetwork.com 

MENTAL HEALTH IRELAND 

NATIONAL
 Development of mental health promotion programmes 
and materials, including a number of projects targeting 
young people: a National Public Speaking Project for 
second-level students and “Mental Health Matters” - a 

mental health resource pack for use with 14 to18 year 
olds, which aims to address issues of mental health.

 Providing an information service on issues relating to 
mental health and mental illness, including provision 
of information on the Mental Health Ireland web site.

 Organising conferences, courses, workshops and 
seminars on issues relating to mental health.

 Campaigning and advocating to improve national 
policy and provision.

 Researching issues related to mental health.

 Training – provision of an advocacy training course in 
conjunction with Waterford Institute of Technology that 
is going to be provided also at a second site this year.

 Supporting local Mental Health Associations with 
advice on provision of social housing, befriending 
services, health promotion, volunteer training 
and recruitment as well as assistance in their 
administrative duties.

REGIONAL/LOCAL
There are almost 100 local Mental Health Associations 
run by volunteers. The range of services provided is as 
follows: 

 Activity programmes and practical resources for mental 
health service users.

 Befriending services, bereavement services and a 
range of personal development groups.

 Day trips and holidays.

 Training, education, information and awareness 
programmes.

 Social housing and social employment schemes

 Information service.

Contact: 01 284 1166 www.mentalhealthireland.ie 
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S.T.E.E.R. IRELAND 

S.T.E.E.R. Ireland is an independent community-based 
mental health service-user-led initiative that is a 
partnership between people who have experienced a 
mental health difficulty, carers and family members. 

All of S.T.E.E.R.’s services are based on the Recovery 
Model approach to mental health.

 In 2006, S.T.E.E.R. provided the following services:

 Independent advocacy service to people who have 
experienced a mental health difficulty, carers and 
family members.

 Mental health promotion and education

 Accreditated Counselling.

 S.T.E.E.R. Housing Association.

 Research and development of services.

 Programs on self-esteem, self-confidence and self-
worth.

Contact: 074 917 7311 www.steer.eu.com 

SCHIZOPHRENIA IRELAND / LUCIA 
FOUNDATION

Schizophrenia Ireland has offices in Dublin, Cork, Galway, 
Louth, Clare, Longford  and Kilkenny and a network of 
regional development officers. Among the services  they 
provide are the following:

 The Basin Club rehabilitation service – drop-in, training, 
education and support for people with mental illness 
provided daily by paid staff at 39 Blessington Street, 
Dublin 7.

 Counselling for people with self experience and 
relatives provided Monday to Friday from 0900h to 

1700h by qualified employees at 38 Blessington Street,  
and counselling services at other centres throughout 
the country.

 Seminars, workshops and courses.

 Support groups for people with self experience.

 Relatives support groups for relatives and carers.

 Family education course/programmes.

 Respite services.

 Mental health advocacy in the community through a 
partnership with the Irish Advocacy Network.

 Information/education resources and the provision of 
a website Information/Helpline for people with self 
experience, relatives and professionals – provided by 
volunteers and employees at 38 Blessington Street, 
Dublin 7, Monday to Friday 0900h to 1600h. 

 
Contact: 1890 621 631 www.sirl.ie

DEMENTIA RIGHTS ADVOCACY 
SERVICE

 An advocacy service (provided by Alzheimer Society 
of Ireland) to people with dementia. This is a two-year 
pilot project in the North Dublin Community Care Areas 
6, 7 and 8, the primary focus of which is the provision 
of a representative advocacy service to people with 
dementia. A service is provided to people who are 
living alone, with family, in hospital or in residential 
care.

 
Contact: 01 802 2200 www.alzheimer.ie 
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DUBLIN CITY TENANCY 
SUSTAINMENT SERVICE (DCTS)

 A joint venture between the Dublin Simon Community, 
the Homeless Agency and Dublin City Council, the DCTS 
focuses on practical ways to sustain tenancies rather 
than seeking to solve all client problems. The DCTS 
Team offer a comprehensive in-depth assessment 
of each person’s needs including a risk assessment. 
Through this assessment process, key area of need 
will be identified and support will be offered to people 
who are vulnerable. By mid-2006 it was expected to 
have its full complement of 12 professional workers 
under one manager, covering all Dublin City Council 
areas. A key part of volunteer activity will be visiting 
tenants and combating the isolation that is so often a 
key contributory factor to the breakdown of tenancies 
secured by homeless people.

Contact: 01 674 9228

I.R.D. DUHALLOW LIMITED

 A pilot programme entitled “Transition to Employment 
Options Programme” that aims to develop a model 
of enhanced delivery of education, training and 
employment services to people with mental ill health 
in rural areas. 

 A Bereavement Group for those who have recently 
lost a loved one or may be struggling to come to 
terms with a loss, in particular where suicide risk is 
an issue, run on a weekly basis by volunteers who 
have received training in bereavement support and 
suicidology. Individual sessions can also be arranged.

 Freephone Helpline service for people who suffer with 
depression.

 Information evenings covering mental health, suicide, 
bereavement, etc.

Contact: 029 60633 

RECOVERY INC.

 Recovery is an international self-help mental health 
organisation, which has 30 weekly meetings in Ireland

 It uses a four-step programme of practical techniques, 
which are based on cognitive behavioural principles, 
to help members learn how to identify and manage 
negative thoughts, feelings, beliefs and behavioural 
habits.

 It encourages cooperation at all times with mental 
health professionals

Contact: (01) 6260775 www.recovery-inc-ireland.ie 
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CONTACTING THE MENTAL HEALTH 
COMMISSION:

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

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

Auditors: The Office of Comptroller and Auditor 
General

 Treasury Block
 Lower Yard
 Dublin Castle
 Dublin 2
 Telephone: 01 6031000
 Facsimile: 01 6031010
 www.audgen.gov.ie

ADDITIONAL INFORMATION

USEFUL WEBSITES

Irish Government Organisations

Department of Health and Children
www.dohc.ie 

Irish Government
www.irlgov.ie 

Public Services Information for Ireland
www.citizensinformation.ie.

Health Service Executive

Health Service Executive
www.hse.ie/en 

State Bodies

Office of the Minister for Children
www.omc.gov.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 
www.irchss.ie 

ADDITIONAL INFORMATION
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Economic & Social Research Institute
www.esri.ie 

Irish Mental Health Professional Organisations 
and Health Professional Organisations

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 

The National Council for the Professional 
Development of Nursing and Midwifery 
www.ncnm.ie 

Irish Association for Speech and Language Therapists  
www.iaslt.com

Irish Mental Health Organisations and Advocacy 
Organisations!

Alzheimer Society Ireland
www.alzheimer.ie 

Aware
www.aware.ie 

Bodywhys
www.bodywhys.ie 

GROW
www.grow.ie 

Headstrong
www.headstrong.ie 

Inclusion Ireland
www.inclusionireland.ie 

Irish Advocacy Network
www.irishadvocacynetwork.com 

Mental Health Ireland
www.mentalhealthireland.ie 

Recovery Inc., Ireland
www.recovery-inc-ireland.ie

Samaritans
www.dublinsamaritans.ie 

Schizophrenia Ireland
www.sirl.ie 

STEER
www.steermentalhealth.org 

Other Useful Irish Sites

Age & Opportunity
www.olderinireland.ie 

National Office for Suicide Prevention
www.nosp.ie 

National Federation of Voluntary Bodies
www.fedvol.ie 

Dublin Simon Community
www.dubsimon.ie 

Focus Ireland
www.focusireland.ie 

Human Rights Commission
www.ihrc.ie 

Law Reform Commission
www.lawreform.ie 

Irish Society for Quality and Safety in Healthcare
www.isqsh.ie
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interim Health Information & Quality Authority
www.hiqa.ie 

HSE Libraries Online
www.hselibrary.ie 

Staff Representative Organisations

Irish Hospital Consultant Association
www.ihca.ie 

Irish Medical Organisation
www.imo.ie 

Psychiatric Nurses Association
www.pna.ie 

Irish Nurses Organisation
www.ino.ie 

S.I.P.T.U.
www.siptu.ie 

IMPACT
www.impact.ie 

Irish Registration Bodies

An Bord Altranais
www.nursingboard.ie 

Irish Medical Council
www.medicalcouncil.ie 

Useful UK Sites

Department of Health (UK)
http://www.dh.gov.uk  

National Health Service (UK)
www.nhs.uk 

Social Care Institute for Excellence (UK)
www.scie.org.uk 

Social Care Online (UK)

Medical Research Council (UK)
www.mrc.ac.uk 

NHS National Electronic Library for Health
www.nelh.nhs.uk 

Royal College of Psychiatry
www.rcpsych.ac.uk 

The Sainsbury Centre for Mental Health
www.scmh.org.uk 

SANE
www.sane.org.uk 

Mental Health Alliance
www.mentalhealthalliance.org.uk 

Mental Health Foundation (UK)
www.mentalhealth.org.uk 

Useful European Sites

Council of Europe Human Rights Conventions and 
Protocols 
www.conventions.coe.int 

HOPE Hospitals for Europe
www.hope.be 

Useful World Sites

World Health Organisation
www.who.int 

United Nations – Human Rights
http://www.un.org/rights 

Amnesty International Irish Branch
www.amnesty.ie 

Other Research sites

The Cochrane Collaboration
www.cochrane.org
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CAVAN GENERAL HOSPITAL

ACUTE UNIT
Date of inspection:  24 October 2006 
Number of beds:  20 integrated

DESCRIPTION
On the day of inspection, the main door to the unit was 
locked and there were ten patients, five men and five 
women, present. Five of the patients were detained. 
Three nursing staff were on duty during the day, 
although it was reported there should be four. At night 
there were three nurses. Four teams admit to the unit, 
two sector teams, an assertive outreach team and the 
psychiatry of later life team. On the day of inspection, 
there were three patients from the psychiatry of later 
life team, all with high dependency needs.

MULTIDISCIPLINARY TEAM
Each team admitting to the unit has a consultant 
psychiatrist and NCHD input. It was reported that 
clinical psychology, social work and occupational 
therapy services are available through the community 
teams. There is a referral system to an addiction 
counsellor based in Monaghan. It was reported that 
there is no ward-based occupational therapy staff and 
that this was needed. There was access to community 
mental health nurses through the teams and there 
were good links with other services within the hospital. 
The Irish Advocacy Network visits weekly.

Each team meets weekly at a set time to review 
the patients. There is a meeting on the unit that is 
attended by the medical and nursing staff and there 
is also a weekly multidisciplinary team meeting with 
the home-based treatment team. A key nurse from 
the unit attends. Official minutes are kept of the 
meetings and any changes in care are documented in 
the files. There are separate nursing and medical files. 
In the files inspected, there was evidence of regular 
reviews but limited multidisciplinary team input was 

recorded. It was also noted that the signature was not 
always clear and that the name was not printed below 
the signature. The nursing care plans have an initial 
assessment that leads to a care plan, which is regularly 
evaluated. There are significant amounts of progress 
notes.

The patient attends the ward-based meetings weekly. 
It was reported that patients have access to the 
multidisciplinary team. An information sheet is given to 
the patient explaining which team is treating them and 
who their key worker is. 

It was reported that training is available to staff but that 
they cannot always be released to take the training. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The care plans on the unit are nurse led. The care 
plan is based on the Roper Logan Tierney model of 
nursing and also on activities of daily living for elderly 
patients. A key worker is identified and is linked with 
the consultant psychiatrist responsible for the patient’s 
care. It was reported that the patient has access to the 
multidisciplinary team through discussion at the weekly 
multidisciplinary team meeting but that there are 
delays in the referral process. It was reported that any 
involvement of the multidisciplinary team is written in 
the medical notes although there was little evidence to 
support this in the written files inspected. The patients 
are involved in their assessment and the advocate 
meets them on the unit once a week. There was good 
involvement with family.

There are admission, transfer and discharge policies 
in place, but they need updating. It was reported that 
there is a working party in place to review the policies. 

THERAPEUTIC PROGRAMMES
There is no dedicated occupational therapy input to the 
unit. There is no regular therapeutic programme. It was 
reported that the nurses run some group activities, but 
these are dependent on staffing numbers. 

CAVAN/MONAGHAN
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ECT
There is an ECT facility within the unit. It was reported 
that two patients had had ECT this year. There is an ECT 
register and a dedicated consultant psychiatrist and 
nurse. There are appropriate consent forms and written 
information and an ECT policy. However it was noted 
that the ECT policy needs updating. The accommodation 
consists of a treatment room and recovery room. There 
is no waiting room but it was reported that patients 
use their beds as a waiting area. There is a pre-ECT 
assessment, a record of ECT kept and a post-ECT 
assessment undertaken.

SECLUSION
There is no seclusion facility within the unit.

MECHANICAL RESTRAINT
It was reported that mechanical restraint is rarely 
used, though for some of the elderly patients cot sides 
may be used. If any mechanical restraint is used it is 
expected to be in line with the rules on seclusion and 
mechanical restraint published by the Mental Health 
Commission.

PHYSICAL RESTRAINT
There was a policy in place on physical restraint 
training. However it was reported that a number of 
staff are not trained as they cannot be released from 
the ward due to staffing pressures. There is an incident 
form dealing with physical restraint.

ENVIRONMENT
The unit had a bed capacity of 20 and was situated on 
the lower floor of the general hospital. Maintenance 
was reported as good. There was disabled access. The 
decor was of a good standard. The unit was clean, 
ventilated and had plenty of natural light. There 
were a number of information boards with relevant 
and up-to-date information. There was no dedicated 
visitors’ area. There was access to a garden and 
there was a dedicated reception area. There was a 

room at the entrance to the ward for admissions. The 
bedroom areas consisted of three 6-bed dormitories 
and two side rooms. There were a sufficient number 
of bathrooms and shower rooms. The toilets were 
somewhat narrow and were difficult to manoeuvre for 
wheelchairs. There was a dining area and lounge area 
which was combined and afforded minimum space. 
There was one activity and recreation room. There was 
no quiet area on the unit. There was one interview 
room, a nurse’s station, clinic room and staff area.

SERVICE USER INTERVIEWS 
Two patients asked to be interviewed by the 
Inspectorate on this visit and their comments were fed 
back to the nurse in charge.

POINTS FOR DISCUSSION
It was reported that since the last inspection the 
Irish Advocacy Network has begun to visit the unit 
on a regular basis. It was reported that one patient 
on the unit is causing considerable concern due to 
unpredictable levels of risk. The clinical director is 
in regular correspondence with the Mental Health 
Commission and it is hoped that plans are in place to 
relocate this person to another part of the service. 

There are a number of staffing issues. Generally the 
unit is struggling to maintain numbers on the wards 
and to meet training requirements. It was reported 
that the senior management team were concerned 
regarding the morale on the acute unit following the 
development of services in the community. As a result, 
they have appointed a senior nurse across the two 
acute units in Cavan and Monaghan to focus on the 
development of these services. An implementation 
group will be established to focus on this in line with 
recommendations from A Vision for Change. Another 
concern is the number of elderly patients on the unit 
with high dependency needs, which places a strain on 
nursing staff.
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RECOMMENDATIONS

1.  The current situation with one of the patients on the 
unit must be resolved.

2.  The implementation group for the development of 
acute services should be convened and protocols 
established for a complete review of the service 
provided.

3.  Each patient must have an individual care plan as 
set out in the Mental Health Act 2001 (Approved 
Centres) Regulations 2006.

4.  The ECT policy must be updated in line with the 
rules on ECT published by the Mental Health 
Commission.

ST. DAVNET’S HOSPITAL, 
MONAGHAN

ACUTE ADMISSIONS (UNIT 15)
Date of inspection:  24 October 2006 
Number of beds:  12 integrated

DESCRIPTION
The Acute Admissions Unit is located in the St. Davnet’s 
Hospital complex and is currently a 12-bed unit. There 
is an open door policy, with the provision to lock the 
door if clinically indicated. On the day of the inspection 
there were 11 patients, three of them detained under 
the Mental Treatment Act, 1945. The Monaghan 
community mental health team and rehabilitation team 
have admitting rights to the ward. The ward is staffed 
daily by a CNM2, a CNM1 and one staff nurse. At night 
there are four staff nurses on duty. The length of stay 
is short on the ward. Day patients are facilitated on 
the ward, though the number varies and is based on 
clinical need.

MULTIDISCIPLINARY TEAM 
The general adult team and home base component 
meet twice weekly as a multidisciplinary team. They 
also have regular review meetings on the ward. The 
teams have a skill mix of medical, nursing, social work, 
clinical psychology and occupational therapy. There is 
a multidisciplinary rehabilitation team in place and it 
also has set meetings. Official minutes are kept and 
care plans updated. The patient is informed of plans 
primarily by the key nurse but also by various team 
members.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is a single multidisciplinary team case record. 
Both the general adult team and the rehabilitation 
team has a defined layout of the files. The file follows 
the patient through the service. At assessment, a 
detailed clinical and social assessment is completed, 
consisting of an adopted form of the Functional 
Analysis of Care Environment (FACE) assessment 
and including a risk assessment, care programme 
approach and a list of primary goals with identified 
actions, timescales and an identified worker. There are 
continuation sheets for each discipline. Each discipline 
also retains separate notes. The rehabilitation file is 
divided into referral letter, typed case summary, FACE 
assessment, and problem list and medication flow 
chart. The files reviewed during the inspection were 
current and up to date and there was evidence of 
medical reviews. The nursing staff record entries twice 
daily and aim to complete the assessment within 48 
hours. There is a clinical contact sheet in the front of 
the file that identifies which staff member has seen 
the patient. The Irish Advocacy Network visits the 
ward weekly. There is an assessment procedure and 
discharge procedure in place. 

THERAPEUTIC PROGRAMMES
There are no set individual therapeutic programmes for 
patients admitted to the ward. Due to reorganisation 
of the ward layout there is currently no dedicated 
space. Nursing staff on the ward facilitate one-to-one 
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interventions. The patients have access to TV and DVDs 
on the ward.

ECT
There is no ECT suite in the hospital. Patients who 
require ECT are transferred to Cavan Acute Psychiatric 
Unit and receive ECT as a day patient. On the day of 
the inspection there was one patient in receipt of ECT 
intervention. The clinical file was reviewed and in order.

SECLUSION
Seclusion is not practised on the ward.

MECHANICAL RESTRAINT
There is no form of mechanical restraint in use on the 
ward.

PHYSICAL RESTRAINT
Training in physical restraint is offered to nursing staff. 
It is a five-day course facilitated through the HSE. All 
incidents relating to physical restraint are reported 
through the incident reporting system.

ENVIRONMENT
The physical layout of the ward had changed since the 
last inspection: the ward has reduced its bed capacity 
from 15 to12 and the dining room has been moved. 
These changes have allowed for the development of 
an outpatient suite on a side corridor off the acute 
unit. One of these offices was used for out-of-hours 
assessments and was a safe environment. 

The bedrooms were now configured as a 5-bed male 
admission, 5-bed female admission, a small double 
room and one single room. There was one bathroom 
(with separate shower and bath) and one shower 
room. Both were in need of repainting. There was 
damp on the walls and cabinets. There were two 
sitting rooms, one of which was currently a smoking 
room. There were plans to have an enclosed garden 

space and external smoking area, and this will provide 
an additional room. There was a staff office and clinic 
room. Storage space was limited on the ward. The 
corridor and bedrooms were in good decorative order.

RECOMMENDATIONS

1.  There should be individualised meaningful activities 
and psycho-educational programmes for patients on 
the ward.

2.  The bathrooms and shower areas need to be 
painted and upgraded.

3.  The smoking shelter and creation of an enclosed 
garden space should be completed.

4.  The outcomes of the review group looking at clinical 
notes should be incorporated into practice.

UNIT 4
Date of inspection:  24 October 2006 
Number of beds:  20 female

DESCRIPTION
Unit 4 is a 20-bed ground-floor unit on the campus of 
the hospital. The function of the unit is the continuing 
care of elderly female patients with enduring mental 
illness, most of whom are in the high dependency 
category. On the day of inspection, there were 18 
patients. There were four patients with Person of 
Unsound Mind (PUM) status and 14 with Voluntary 
status. The unit is open and is normally staffed by 
five nurses during the day and by three nurses at 
night. On two days a week there are seven nurses on 
duty. There are two domestic staff members on duty 
during the day and a laundry service is provided on 
occasions. Psychiatric care is provided by the consultant 
psychiatrists for later life and rehabilitation respectively. 



9BOOK 2 – HSE DUBLIN NORTH EASTREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

MULTIDISCIPLINARY TEAM 
According to staff, the consultant and NCHDs visit 
the unit weekly and the NCHDs visit more often if 
requested. There are no team meetings held on the 
unit but when particular patients are being discussed 
by the multidisciplinary teams, a nurse from the unit 
attends the team meetings. There is no ward clerk. 
There is little involvement from social workers and 
there is no clinical psychology input. Occupational 
therapists have been involved in seating assessments. 
A physiotherapist based on the campus is available 
to assess patients on the unit and there is also access 
to chiropody services. A GP visits the unit daily from 
Monday to Friday and also carries out six-monthly 
physical assessments. A list is kept in the nursing office 
to record dates of six-monthly physical and mental 
state assessments. Nursing staff have access to a rolling 
programme of training in lifting and handling, cardio-
pulmonary resuscitation and dealing with aggression.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no system of integrated care and treatment 
planning in place at the moment. There is no key 
working system in place but nursing staff have 
responsibility for the care plans for a specific number of 
patients. The files of patients who are cared for by the 
rehabilitation team have an initial rehabilitation case 
summary and care plan, which contains an assessment 
and summary and is signed by the doctor and nurse 
and is reviewed regularly. Admissions to the unit are 
rare. Admissions are by the rehabilitation team. The 
Roper Logan Tierney model of nursing is in use and 
separate nursing notes are maintained. An assessment 
that focuses mainly on activities of daily living is carried 
out. Goals and objectives are set. Progress notes are 
written about once a week, on average, and care 
plans are reviewed periodically. The care plans are 
communicated orally and, though there is a space on 
the care plans for patients to sign, few are able to do 
so. Assessment tools in use include the Norton Scale 
for pressure sores. An advocate visits the unit monthly 
and families are involved as much as possible. The 
unit is not self-staffing. According to staff, there is a 

shortage of staff and continuity is an issue. Policies on 
admission, transfer and discharge are generic to the 
service.

THERAPEUTIC PROGRAMMES
There is no formal needs-led therapeutic programme 
in place but a daily activity chart is displayed. Patients 
have access to TV, radio, card games and newspapers. 
Staff take patients out for walks when possible. 
Members of voluntary organisations visit the patients a 
number of times a year. According to staff, nurses from 
the psychiatry of later life team used to visit patients of 
their service to engage them in activities but this has 
not happened for some time. 

ECT
There is no facility for ECT on the unit.

SECLUSION
There is no seclusion room and no one is secluded on 
this unit.

MECHANICAL RESTRAINT
It was reported that cot sides and chairs with belts are 
sometimes used and that their use has been prescribed 
but not updated. There is no policy in place regarding 
their use.

PHYSICAL RESTRAINT
Nursing staff are trained in the use of physical restraint. 
There is a training policy and a record of training is kept 
by nurse management. There is a system in place for 
the recording and reporting of serious incidents.

ENVIRONMENT
This was a ground-floor unit on the campus of the 
hospital, with a 20-bed capacity. Maintenance was 
provided by a team based on the campus and a 
quick response to requests was reported. On the day 
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of inspection, there was one toilet seat missing and 
another one broken. There was evidence of dampness 
in the day room and the unit needed to be painted. 
The kitchen and some other areas of the unit needed 
to be re-plastered. Staff reported that the unit was on a 
list of units to be refurbished. There were regular visits 
from the fire officer and fire drills took place. The fire 
equipment was checked regularly. There was a health 
and safety policy in operation and the unit had disabled 
access. 

The decor of the unit was pleasant, although the unit 
was old fashioned and institutional in appearance. The 
unit was clean and the light and ventilation were good 
although it was reported that some of the windows 
were draughty. There were orientation boards in the 
unit and there was a visitors’ room. There was easy 
access to the grounds of the hospital. There were no 
reception or admission areas. 

Bedroom accommodation consisted of two bed, four 
bed and six bed rooms. There were two baths, two 
showers and a sufficient number of toilets. There was 
no separate dining room. There was a lounge that was 
homely and contained some nice furniture. There was 
an interview room that had a computer; this room was 
also used by students on placement. There was no 
nursing office. Instead, the nursing staff had a desk in 
the day room. The clinical room was small but there 
was a separate pharmacy room. Staff had access to a 
toilet, shower and changing area but no rest room.

RECOMMENDATIONS

1.  A system of integrated care and treatment planning 
should be established.

2.  A programme of individual needs-led therapeutic 
activities should be put in place and there should be 
regular occupational therapy input.

3.  A programme of maintenance and general care 
should be put in place for the unit.

UNIT 8
Date of inspection:  24 October 2006 
Number of beds:  13 male

DESCRIPTION
Unit 8 is a 13-bed ground-floor unit on the campus of 
the hospital. The function of the unit is the continuing 
care of elderly male patients with enduring mental 
illness. On the day of inspection, there were 13 
patients, one of whom was in Cavan General Hospital. 
The patients ranged in age from 56 to 90 years. There 
was one patient with Person of Unsound Mind (PUM) 
status, 11 with Voluntary status and one Ward of 
Court. The unit is open and is normally staffed by four 
nurses during the day and by two nurses at night. 
There are two domestic staff members on duty during 
the day. Psychiatric care is provided by the consultant 
psychiatrist for later life. One patient is cared for by the 
consultant psychiatrist for rehabilitation. 

MULTIDISCIPLINARY TEAM 
According to staff, the consultant and NCHDs visit 
the unit weekly and the NCHDs visit more often if 
requested to do so. There are no team meetings held 
on the unit but, when patients are being discussed 
by the psychiatry of later life team, a nurse from 
the unit attends the team meetings. There is little 
involvement from social workers and there is no 
clinical psychology input. Occupational therapists have 
been involved in seating assessments. There is no 
ward clerk. A physiotherapist, who has an office on a 
part of this unit, assesses patients on the unit when 
requested and there is also access to chiropody and 
hairdressing services. A GP visits the unit daily from 
Monday to Friday and also carries out six-monthly 
physical assessments. An independent advocate visits 
the unit monthly. Nursing staff have access to a rolling 
programme of training in lifting and handling, cardio-
pulmonary resuscitation and dealing with aggression.
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no system of integrated care and treatment 
planning in place at the moment. There are separate 
nursing and medical files. The Roper Logan Tierney 
model of nursing is in use. An assessment that 
focuses mainly on activities of daily living is carried 
out and goals and objectives are set. Progress notes 
are written weekly and focus mostly on incidents and 
events that have taken place. Inspection of a number 
of care plans showed that the care plans of several 
patients had not been reviewed for up to a year. The 
care plans are communicated orally to the patients. 
There is no key working system in place. The medical 
files of patients showed that six-monthly physical and 
psychiatric reviews had taken place but there were no 
entries from other professionals. Admissions to the unit 
are rare and they are usually patients with dementia 
and challenging behaviour who are admitted by the 
psychiatry of later life team. Policies on admission, 
transfer and discharge are generic to the service but 
date from 1995 and need to be reviewed and updated. 

THERAPEUTIC PROGRAMMES
There is no formal needs-led therapeutic programme 
in place. Patients have access to TV, radio and 
newspapers. Staff take patients out for walks when 
possible. They also engage in one-to-one work with 
patients and conduct newspaper reading and word 
wheel activities. A complementary therapy nurse is 
based on the unit. She offers services to staff and 
patients throughout the hospital and occasionally sees 
patients on this unit for individual therapy. 

ECT
There is no facility for ECT on the unit.

SECLUSION
There is no seclusion room and no one is secluded on 
this unit.

MECHANICAL RESTRAINT
It was reported that cot sides and chairs with belts are 
sometimes used and that their use has been prescribed 
but the prescription has not been updated. There is no 
policy in place regarding their use.

PHYSICAL RESTRAINT
Nursing staff are trained in the use of physical restraint. 
There is a training policy and a record of training is 
kept by nurse management. It was reported that while 
training is available it is often difficult to release staff 
for this purpose. There is a system in place for the 
recording and reporting of serious incidents.

ENVIRONMENT
This was a ground floor unit on the campus of the 
hospital that had a 13-bed capacity. Maintenance was 
provided by a team based on the campus and a good 
response to requests was reported. There were regular 
visits from the fire officer and fire drills took place. The 
fire equipment was checked regularly. There was a 
health and safety policy in operation and the unit had 
disabled access. The decor of the unit was pleasant 
but the unit needed to be painted. The unit was 
clean and the light and ventilation were good. There 
were information boards in the unit and photos were 
displayed. There was a visitors’ room. There was easy 
access to the grounds of the hospital. There were no 
reception or admission areas. 

Bedroom accommodation consisted of a large 10-bed 
room and a 3-bed room. There was one bath, two 
showers and a sufficient number of toilets. There was 
a dining room but the furniture was old and drab and 
needed to be replaced. There was a lounge that was 
homely, and a day area. The nursing office was private 
and sufficiently large for report writing and storage. 
An interview room was also available and there 
was a clinical room. Staff had access to a toilet and 
changing area. They also had access to a rest room in 
a separate area of the unit where physiotherapy and 
other staff were based. There were several storage 
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rooms available. It was hoped that a solarium would be 
created in the veranda area of the unit.

RECOMMENDATIONS

1.  A system of integrated care and treatment planning 
should be established and care plans should be 
reviewed on a regular basis.

2.  A programme of individual needs-led therapeutic 
activities should be put in place and there should be 
regular occupational therapy input.

3.  Policies should be reviewed and updated.

MONAGHAN CMHT
Date of inspection:  24 October 2006 
Population:  55,000

DESCRIPTION
The Monaghan community mental health team (CMHT) 
serves a total population of 55,000 in a mixed urban 
and rural area, geographically spread and with limited 
transport infrastructure. The team is located in offices 
in St. Davnet’s Hospital and in the community care 
building on the campus. Within the CMHT there is a 
home-based treatment team. The team is operational 
over seven days, with the health and social care 
professionals working over five days. Disciplines within 
the team contribute to a business plan that is reviewed 
at set intervals during the year. There is no defined 
budget allocation for the team.

MULTIDISCIPLINARY TEAM COMPOSITION
Two consultant psychiatrists lead the team. There is a 
full-time team coordinator who is the administrative 
leader. Within the various disciplines the whole-time-
equivalent posts allocated to the team are as follows. 
1.2 whole-time-equivalent occupational therapists, 
1.5 clinical psychologists and 1.75 social workers. The 

home-based treatment team has a team leader, five 
staff nurses and one community support worker. There 
are four community mental health nurses, one at 
clinical nurse manager grade. 

The team also has the services of a 1.5 whole-time-
equivalent cognitive behavioural therapist, a 0.5 
bereavement counsellor, two family therapists over 
four days and a sessional complementary therapist. 
In addition, there are six addiction counsellors and 
one alcohol counsellor who work across the Cavan/
Monaghan Mental Health Services. 

There are dedicated nursing staff in the acute 
admission unit and in the mental health centre in 
Carrickmacross. Medical training posts on the team 
include three NCHDs and one senior NCHD. The team 
has four research sessions per week and one research 
psychologist. Official minutes are recorded, typed and 
reviewed at each meeting.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
There is a single patient file. It is divided into sections 
and follows the patient throughout the service. There 
is a standard clinical and social assessment form. This 
includes a risk assessment and a primary goal sheet. 
The patient is orally informed of the plan and the plan 
is jointly prepared. The team is looking at options for 
providing the patient with a written copy. Each of the 
disciplines maintains its own case notes. This is under 
review and a number of options are being considered, 
including a computer record system. A pilot of total 
integration of notes is currently under way in the 
psychiatry of later life team.

TEAM FUNCTIONING
The team meets formally every Monday. The set 
agenda is correspondence, weekend activities, minutes 
of last meeting, and discharges from all disciplines, 
multidisciplinary team referrals, all new referrals, and 
any other business. There are twice-weekly home-
based treatment meetings to review acutely unwell 
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patients. There are set criteria for referral to this 
service.

PARTICIPATION OF SERVICE USER
Service users are included in the care planning process. 
There are plans to further develop this through the 
establishment of a consumer council and provision of 
a copy of the care plans. The service and team can 
access Solas, a service user led resource centre. It 
provides ongoing education and support to families and 
carers. This role is a large component of the home-
based treatment team. An information booklet on all 
voluntary groups is currently being updated.

DAY SERVICES
This is a challenge for the team because of transport 
difficulties. The Solas service is open to all service 
users. The team has established relationships with the 
National Learning Network, FÁS and the VEC. The lack 
of meaningful employment for those with severe and 
enduring mental illness is a difficulty.

POLICIES AND PROCEDURES
The team has a written operational document detailing 
its philosophy and clinical operational procedures 
including referral pathways and response times. The 
team is guided by the policies for the total service.

TRAINING AND AUDIT/RESEARCH
There is formal research study into first-episode 
psychosis in collaboration with Royal College of 
Surgeons in Ireland (RCSI). This is a longitudinal study. 
Other team member based research includes an audit 
of care plans sent to GPs following assessment, and 
service user satisfaction questionnaires. In the mental 
health centre they have audited the proportion of 
service users who do not attend (DNA) and influenced 
daily practice that has reduced the number of DNAs. 
Clinical supervision is provided within the discipline 
structures. The family and addiction therapist accesses 
external supervision. The NCHD staff have protected 

time with the consultant psychiatrists. Continuing 
professional development (CPD) is promoted 
and encouraged at discipline level. Training and 
development in multidisciplinary team working is an 
identified need.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
Each discipline within the team has an opportunity to 
set goals for the business plan. These are reviewed 
quarterly and submitted. The team has identified the 
need to discuss this at team level. With increasing 
demands on clinical time, set time for team functioning 
reviews often receive lower priority.

CHALLENGES FACING THE TEAM
The liaison service to Monaghan General Hospital 
is growing. A nurse has been appointed to triage 
deliberate self-harm group of patients. There is a 
particular deficit in intellectual disability services, where 
there is currently no mental health expertise. As with 
other areas, the lack of regional forensic and child and 
adolescent services is a problem. The interface with 
primary care and accessing home help services for 
patients in the service is difficult. A group of public 
health nurses, community mental health nurses and 
palliative care nurses is due to meet to look at ways of 
addressing these issues.

RECOMMENDATIONS

1.  There should be protected time and resources given 
to investing in team development and functioning.

2.  The team should continue to review clinical 
procedures around clinical notes and care plans and 
review current practices.
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PSYCHIATRY OF LATER LIFE 
TEAM

Date of inspection: 24 October 2006 
Population: 14,000 (estimated)

DESCRIPTION
The psychiatry of later life team operates Monday 
to Friday from 0900h to 1700h. A nursing service is 
provided seven days a week until 1830h on some 
days and until 1900h other days. The team serves a 
population of approximately 14,000 in a mixed urban 
and rural area with pockets of significant deprivation. 
The team has been in existence for approximately six 
years and does not have a team manager or a business 
plan as yet, as the budget for the service is held by 
central administration and not devolved to the team. 
The team submits a service plan to management each 
year. Statistics are collected but there is no annual 
report. Seven in-patient beds are provided in the acute 
unit in Cavan General Hospital. The team also has 
responsibility for Units 4 and 8 in St. Davnet’s Hospital, 
Monaghan. The team headquarters and offices for 
some team members are also located in St. Davnet’s 
Hospital. Other team members are located in Cavan 
General Hospital. There are sufficient offices for all 
team members and good facilities for team meetings. 
The service also provides a day hospital in Monaghan.

MULTIDISCIPLINARY TEAM COMPOSITION
The team is well resourced in terms of personnel. The 
team comprises a team coordinator, one consultant 
psychiatrist, a specialist registrar, one NCHD, a senior 
social worker, a senior occupational therapist (20 
hours), three CNM2s and three clinical nurse specialists. 
There is no clinical psychologist on the team but a post 
has been approved and funding has been provided. 
There is a full-time behaviour therapist, two support 
workers in Monaghan and one in Cavan. There is a full-
time administrator in each county. 

REFERRAL PROCESS
Most referrals to the team come from GPs. Referrals 
are triaged and prioritised according to level of urgency. 
There is no waiting time for urgent referrals. People 
who are newly referred are seen either at home or in 
the day hospital. The team discusses new referrals at 
their weekly meetings, one of which is held in Cavan 
and the other in Monaghan. Official minutes are kept 
of these meetings and report books are kept in both 
Cavan and Monaghan. Referrals to all disciplines take 
place at the team meetings but urgent referrals can be 
made informally between meeting times.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
There is no system of integrated care and treatment 
planning in operation at the moment. It is usual for 
the community nurses or the consultant psychiatrist 
to undertake the initial assessments. The team has 
devised a comprehensive assessment form that 
contains sections on biographical details, personal and 
family history, history of the presenting complaint, pre-
morbid personality, current mental state, a risk checklist 
and a geriatric depression scale. The social worker and 
occupational therapist undertake specialist assessments 
when requested. Each discipline formulates its own 
care or treatment plan. The team reported that there 
is very good communication, formal and informal, 
between team members regarding cases. There is an 
opportunity for each team member to report on their 
involvement in particular cases at the weekly team 
meeting. Any member of the team can assume the 
role of key worker. 

TEAM FUNCTIONING
Two team meetings are held each week. While there 
is almost full attendance of team members at the 
Monaghan meeting, the meeting in Cavan is usually 
attended by the consultant psychiatrist, NCHDs and 
the community nurses who work in the Cavan area. 
These meetings are held at regular times. Minutes 
of these meetings are kept in a central location and 
each discipline records decisions relevant to it in its 
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own files. The team reported that each team member 
received regular clinical supervision from their own line 
management personnel. 

PARTICIPATION OF SERVICE USER
It is the policy of the team to involve service users 
and families and carers as fully as possible in 
decisions about the care that is provided. This includes 
attendance at case conferences and reviews. Family 
members and carers are also included through 
informal discussions. The team reported that they 
are considering adapting plans of care in order that 
relatives or carers can sign the care plans. 

DAY SERVICES/COMMUNITY RESOURCES
The psychiatry of later life service does not provide 
respite facilities. Instead, respite is accessed in generic 
services for older people through liaison with the 
public health nurses. The Alzheimer Society of Ireland 
provides day care and sitting services. Service users 
can access day centre services through the generic 
services for older people or through the general adult 
mental health services. There are also some voluntary 
organisations providing social activities for older 
people in the area. Specialist services are also provided 
by voluntary organisations such as the Western 
Alzheimer’s Association and Alzheimer’s Ireland and 
the active retirement group and other social service 
organisations provide activities of a social nature.

POLICIES AND PROCEDURES
The team does not have an operational policy but it has 
a range of policies on the functioning of the team. 

TRAINING AND AUDIT/RESEARCH
The team has a commitment to training and 
development. Some of the team members are 
currently undertaking further specialist training. 
Educational days are held and speakers are invited in. 
Team members also attend relevant conferences and 
seminars. Research has been undertaken on patient 

satisfaction levels and on the effectiveness of the day 
hospital service. Reviews of the service provided have 
led to a prioritisation of early dementia and liaison 
work and this has resulted in a doubling of referrals 
within the past two years.

RECOMMENDATIONS

1.  A system of integrated care and treatment planning 
should be introduced.

2.  The post of clinical psychologist should be filled as 
soon as possible.

3.  An operational policy should be formulated.

REHABILITATION TEAM 
Date of inspection:  24 October 2006 
Population:  100,000

DESCRIPTION
This is a community rehabilitation team covering 
the counties of Cavan and Monaghan. It operates an 
assertive outreach model and is available seven days 
a week from 0730h to 2100h. It was reported that on 
occasion service demand is beyond these hours. The 
team also has four hostels with 24-hour nursing staff 
supervision, a number of day services and access to 
beds within the acute units in Cavan and Monaghan. 
It was reported that the team is developing a business 
plan and that the budget is held centrally within a 
traditional management system comprising a clinical 
director, Director of Nursing and manager. The team 
serves a population of over 100,000 between the two 
counties. The team has been successful in winning two 
national awards for the service they provide and should 
be commended for this.
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MULTIDISCIPLINARY TEAM COMPOSITION
There is one team coordinator, a consultant psychiatrist 
and two NCHDs. There is no clinical psychologist, 
access is through the community mental health team 
(CMHT) but there can be a waiting list of up to six 
months. There is a whole-time-equivalent social work 
post divided into half-time basic grade and half-time 
principal grade. There is one basic grade occupational 
therapist, and a referral system to an addiction 
counsellor. There are 11 clinical nurse specialists and 
40 community mental health nurses. There are two 
CNM3s, a cognitive behavioural specialist, a general 
nurse and three community psychiatric nurses. There 
are 19.0 whole-time-equivalent support workers. A 
Grade III administrator provides administrative support 
to the team. 

REFERRAL PROCESS
The main source of referral is the home-based 
treatment team in either county. Community mental 
health teams and the old age team are other sources 
of referral. There is no waiting list. Initially referrals 
go to the clinical coordinator and are then discussed 
at the team meetings and allocated appropriate staff 
or passed on to other facilities that the team has links 
with. Official minutes are kept of the referral meetings 
and a number of assessments are used, including 
Functional Analysis of Care Environment (FACE) and 
Camberwell Assessment of Needs (CAN). 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
The team has established its own care plan format. 
The team meeting informs the care plan. The care plan 
format includes a risk assessment, crisis management 
plan, physical health monitoring and the management 
of mental health. There is space for the client signature, 
nurse signature and doctor’s signature, but there is 
no space for other disciplines to sign. Patients are 
involved through their key workers. It was reported 
that the service is looking to develop consumer panels. 
There is good family support offered by the team 
and they link with Schizophrenia Ireland for courses 

on supporting families. The care plan specifies roles 
and responsibilities of staff and has specific care and 
treatment outlined. There are identified goals which are 
needs based and within appropriate and realistic time 
scales. The care plan contains a risk assessment and 
crisis intervention plan. There is a discharge plan. There 
is a combined file for nursing and medical staff to write 
in but the other members of team keeps separate 
notes. There is an integrated notes pilot scheme in 
the elderly care services and it is hoped to roll this out 
across the service.

TEAM FUNCTIONING
The team has a number of meeting opportunities. 
There is a weekly meeting to review the patients 
and this rotates across the various facilities where 
the team is based. There is a regular time slot for the 
meetings and the relevant team members attend. 
Official minutes are kept and any changes in care are 
documented in the patient’s file.

PARTICIPATION OF SERVICE USER
The service user attends team meetings and has the 
opportunity to express their views. They have access to 
a multidisciplinary team, except psychology. However 
due to the large geographical area and the number 
of clients in the case load, the multidisciplinary team 
needs enhancing with occupational therapy and social 
work input and the psychology posts need to be filled.

DAY SERVICES/COMMUNITY RESOURCES
There are strong links with the community resources in 
each county. There are six-monthly meetings facilitated 
with the council housing department where needs are 
prioritised. There are positive links with GPs and liaison 
services in the county hospital and voluntary sector. 
There is access to a Turas pre-employment course that 
runs for three years. However one of the problems 
encountered is that there is no guarantee of jobs after 
completing this comprehensive course. The team link 
with a number of vocational services. 
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POLICIES AND PROCEDURES
The team are developing an operational procedure 
document although there is one in existence in Cavan. 
There are referral policies in place and also policies for 
people who do not attend appointments, waiting times 
and key worker.

TRAINING AND AUDIT/RESEARCH
The team has a health care assistant post and was one 
of the teams involved in the pilot scheme for health 
care assistants in 2004–05 looking at developing a 
training course. This has subsequently been stopped 
and is deemed a big loss. There is opportunity for team 
and individual training. There are a number of research 
projects being undertaken. The team is intending to 
review the use of day centres and also bed occupancy 
prior to the assertive outreach team being formed and 
subsequently since the team has been formed. Clinical 
supervision is available for social work and occupational 
therapy staff but not generally for nurses, although 
there is management support and a monthly meeting.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
The team has concerns regarding occupation and 
training opportunities for the service users once they 
have undertaken the Turas programme. The team 
has developed an information leaflet describing the 
workings of the team following a piece of research. It 
had been highlighted by service users that there was 
frequent use of jargon that they did not understand 
and the leaflet has been developed to give people 
the opportunity to understand what the service is 
about. Another issue raised was that while currently 
medication is provided from the hospital pharmacy, 
over the next few months it is planned that patients 
with medical cards will be asked to go to their GP for 
medication. 

RECOMMENDATIONS

1.  The team composition should be enhanced to 
ensure that there are sufficient members of the 
multidisciplinary team to meet the service users’ 
needs.

2.  Clinical supervision should be available to all staff.
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ST. BRIGID’S HOSPITAL, ARDEE

UNIT 1
Date of inspection:  25 October 2006 
Number of beds:  30 integrated

DESCRIPTION
Unit 1 is an acute admissions unit on the campus of 
St. Brigid’s Hospital serving Co. Louth. On the day of 
the inspection, four general adult teams had admitting 
rights and there were 20 patients on the unit, five 
of them detained under the Mental Treatment Act, 
1945. It was reported that four patients have been on 
the ward continuously for more than a year. The unit 
is staffed during the day by one CNM2 and four staff 
nurses. At night there are three staff nurses. The door 
to the unit is locked and as with last year’s report, an 
open door policy remains in discussion and in draft 
form. The age profile of patients on the ward is from 18 
to 85 years. There are no speciality teams in the area.

MULTIDISCIPLINARY TEAM 
The four general adult teams are poorly resourced 
and staffed. There are insufficient numbers of clinical 
psychologists and social workers. It is unacceptable 
that there is no dedicated occupational therapy 
service throughout the mental health service. Clinical 
psychology referrals are accessed through community 
care services. In the absence of multidisciplinary teams, 
the medical and nursing staff meet twice weekly 
and clinically review all patients. There are no official 
minutes, with decisions being recorded in nursing and 
medical case notes. The patient is invited to attend the 
meeting. Information regarding changes in care plans 
are communicated via the sector or team nurse system. 
The nursing staff have recently introduced the Tidal 
model of nursing and have completed an evaluation 
through questionnaires with the staff and patients. A 
report is being prepared.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Core multidisciplinary team membership is non-
existent. The nursing staff have introduced the Tidal 
model of nursing since the last inspection. Care 
plans are reviewed based on clinical need. The notes 
reviewed during the inspection were in order. There 
is provision within this model for patients to sign the 
care plan. The medical notes are separate and are for 
hospital admission episodes only. There is a separate 
outpatient file. The notes reviewed were legible, 
current and showed evidence of frequent review by 
the consultant psychiatrist. It was reported that social 
workers maintain independent notes and file formal 
reports in the medical file. There is a nursing admission 
and discharge policy dated 1999 and it was reported 
that the policies are being reviewed in line with the 
Mental Health Act, 2001.

THERAPEUTIC PROGRAMMES
Patients do not have an individual therapeutic 
programme linked to a care plan. Some patients 
leave the ward and attend an area known locally 
as occupational therapy. This title is unhelpful and 
misleading as there are no occupational therapists 
in the service. The nurses in this area write into the 
nursing progress notes and describe the notes as 
occupational therapy notes. Nursing staff should 
not assume the title of other disciplines when what 
is needed is the appointment of an occupational 
therapist. There is an activation nurse who works four 
days per week and is based in an area off the ward. On 
the day of the inspection it was reported that a number 
of patients attended activation programmes. It was 
reported that two patients attend day centres off site. 
The staff on the ward facilitate a weekly community 
meeting and the Irish Advocacy Network also visits 
weekly. 

ECT
The ECT suite consists of a treatment and recovery 
room. The number of patients receiving ECT is low. 
There is a consultant psychiatrist with responsibility 

LOUTH/MEATH
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for ECT and a number of nursing staff have a special 
interest in the area. The ECT register records the month, 
date, number of patients receiving treatment and the 
anaesthetist present. There is no record of the patient’s 
name, however. Payment to the anaesthetist is also 
recorded in the book. Medication is dispensed from 
the recovery room daily through a half door. No patient 
was in receipt of ECT on the ward and no file was 
reviewed.

SECLUSION
There is one seclusion room located opposite the 
nurses’ station. This has an observation panel, 
communication facility and external temperature and 
ventilation controls. The room is safe and is fitted with 
a safe bed. The walls and floor are concrete. The room 
was painted and was bright and clean on the day. The 
seclusion register was reviewed. It is primarily signed 
by the NCHD. The file of the last patient placed in 
seclusion was reviewed. There was evidence of the 
reason for using seclusion in the file. The corresponding 
nursing notes contained a record of 15-minute 
observation over a 24-hour period. There was a 
seclusion policy on the ward. It was not dated.

MECHANICAL RESTRAINT
It was reported that there was no form of mechanical 
restraint used on the ward.

PHYSICAL RESTRAINT
It was reported that the nursing staff have received 
training in Prevention and Management of Violence 
(PAMV) techniques. This training is providing by 
in-house trainers. All incidents are recorded on the 
incident reporting form.

ENVIRONMENT
The unit is bright, clean and has pleasant decor. It was 
repainted last December. The ward design is based on 
two gender-based dormitories with a central dining 
area. Each dormitory has one single room, an interview 

room and bathroom facilities. The seclusion room is 
opposite the office. The office has two exit doors. On 
the day of the inspection one door was broken and not 
in use. The living room is an open-plan area, with a TV. 
There is an internal smoking room with fan. At the end 
of the corridor there is a room used for meetings. There 
is no external smoking shelter and no enclosed garden 
space. There are dedicated cleaners for the ward. The 
space is accessible.

SERVICE USER INTERVIEWS 
A number of service users asked to speak to the 
Inspectorate during the visit. These requests were 
facilitated.

RECOMMENDATIONS

1.  The membership of the community mental health 
teams needs to be greatly improved, especially 
for occupational therapy, social work and clinical 
psychology.

2.  Each patient should have a multidisciplinary team 
care plan.

3.  There should be therapeutic programmes and 
meaningful activities provided on the ward that are 
linked to the assessment and care planning process.

4.  The activity nurses should cease using the title of 
occupational therapy when writing nursing notes.

5.  The ECT register needs recorded in line with the new 
rules under the Mental Health Act ,2001. Payments 
for anaesthetist should be recorded separately.

6.  There should be an external smoking area and 
consideration be given to providing an enclosed 
garden space.
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ST. BRIGID’S HOSPITAL, ARDEE

ST. ITA’S UNIT
Date of inspection:  25 October 2006 
Number of beds:  13 male

DESCRIPTION
St. Ita’s is a 13-bed unit on the ground floor of the 
hospital. Its function is the continuing care of elderly 
male patients with enduring mental illness, ranging 
in age from 61 to 82 years. On the day of inspection, 
there were 13 patients, one of whom was in the 
Lourdes Hospital in Drogheda. There was one patient 
with Temporary status, 9 with Voluntary status, and 
three Wards of Court. The unit is locked for safety 
reasons. The unit is staffed by four nurses during the 
day and by two nurses at night. There is one domestic 
staff member on duty during the day. Psychiatric care 
is provided by two consultant psychiatrists but does 
not have the active involvement of a multidisciplinary 
rehabilitation team. 

MULTIDISCIPLINARY TEAM 
According to staff, the consultant and NCHDs visit 
the unit twice weekly, and more often if requested. 
There have been no team meetings held on the 
unit in recent months. There was no evidence of 
involvement from social workers, clinical psychologists 
or occupational therapists. There is no ward clerk. 
There are occasional case conferences in which family 
members are involved and staff reported that patients 
can be referred to a clinical psychologist but that 
there is a long waiting list. Patients have access to an 
independent advocate monthly. Nursing staff have 
access to a rolling programme of training in lifting 
and handling, cardio-pulmonary resuscitation, mental 
health legislation and management of violence and 
aggression.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no system of integrated care and treatment 
planning at the moment. A key nurse system is in 
place to ensure a certain consistency and the key nurse 
has responsibility for the care plans. The Roper Logan 
Tierney model of nursing is in use. An assessment that 
focuses mainly on activities of daily living is carried out. 
A nursing dependency level assessment is also used. 
A care plan is formulated and goals and objectives are 
set. Progress notes are written twice daily and care 
plans are reviewed every six weeks or when new 
needs arise. The care plans are communicated orally 
to the patients. A GP visits the unit weekly and carries 
out physical assessments. NCHDs usually carry out 
the six-monthly psychiatric assessments. There is no 
overall list kept of six-monthly physical and psychiatric 
assessments. A chiropodist visits the unit every four 
to six weeks. Temporary transfers from the acute unit 
have ceased. There are occasional admissions for 
respite from the hostels at holiday times. Policies on 
admission, transfer and discharge are generic to the 
service.

THERAPEUTIC PROGRAMMES
There is no formal needs-led therapeutic programme in 
place. One patient attends a day service in Drogheda. 
Two patients attend a therapeutic unit within the 
hospital that provides activities for approximately 20 
patients at a time. Activities include art activities, card 
making, contract work and some games. Four or five of 
the patients come and go from the unit during the day. 
There is an activity room on the unit that has a pool 
table and a table football game but staff report that 
it is difficult to motivate patients to use the facilities. 
Staff take the patients on walks when possible and 
occasional bus outings are arranged. Patients have 
access to TV, radio, card games and newspapers. 

ECT
There is no facility for ECT on the unit.
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SECLUSION
There is no seclusion room and no one is secluded on 
this unit.

MECHANICAL RESTRAINT
It was reported that mechanical restraint is not used on 
the unit.

PHYSICAL RESTRAINT
Nursing staff are trained in the use of physical restraint. 
There is a training policy and a record of training is kept 
by nurse management. There is a system in place for 
the recording and reporting of serious incidents.

ENVIRONMENT
This was a 13-bed ground floor unit on the ground floor 
of the hospital. Maintenance was provided by a team 
based on the campus. It was reported that there was a 
quick response to requests and that there was a rolling 
programme of maintenance. There were regular visits 
from the fire officer and a fire drill had taken place in 
recent weeks. There was a contract for the checking 
and maintenance of fire equipment and alarms. 
There was a health and safety policy in place and the 
unit had disabled access. The decor of the unit was 
adequate. There was good ventilation except in the 
smoking room. The unit was clean and the light was 
good. There were orientation boards and photo display 
boards on the unit and some information leaflets were 
available. There was no dedicated visitors’ room. There 
was access to the grounds of the hospital. There were 
no reception or admission areas. 

Bedroom accommodation was provided for 12 
patients in one dormitory while one patient slept in 
an otherwise empty dormitory. All patients had their 
own wardrobe space and curtains around the beds. 
The toilets had been newly refurbished. There was one 
shower room and the bathroom, which contained a 
bath, was being upgraded at the time of inspection. 
There was a separate dining room. An activity area 
contained a pool table, a table football game and an 

area with art materials. The day room had a fireplace 
in it and the fire was lit on a regular basis and this 
provided a homely atmosphere. There was a smoking 
room. There was a TV area near the dining room. The 
nursing office had a computer and was of sufficient 
size for report writing and storage of files. An interview 
room doubled as a students’ study room. There was a 
clinical room with all necessary emergency equipment. 
Staff had access to a rest area with lockers and a 
shower. There were several storage rooms and there 
was a lot of empty and unused space on the unit.

RECOMMENDATIONS

1.  A system of integrated care and treatment planning 
should be established.

2.  A rehabilitation team should be put in place.

3.  A programme of individual needs-led therapeutic 
activities should be put in place and there should be 
regular occupational therapy input.

OUR LADY’S UNIT
Date of inspection:  25 October 2006 
Number of beds:  20 female

DESCRIPTION
This is an elderly care unit for women. On the day 
of inspection, there were 18 patients. Three were of 
Temporary status and three were Wards of Court. The 
unit is locked due to the wandering of some of the 
patients. A CNM2 and four staff nurses are on duty 
during the day. There are two staff nurses at night. The 
staff are provided from a central roster. The team no 
longer accept patients sleeping out from the acute unit. 
The only admissions are from hostels due to physical 
frailty. 
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MULTIDISCIPLINARY TEAM
Three consultant psychiatrists have responsibility for 
the patients on the unit and from Tuesday of the 
week following the inspection this was due to go up 
to four. There are NCHDs attached to each consultant 
psychiatrist post. It was reported that access to clinical 
psychology and social work is through the consultant 
psychiatrist teams. There is access to a unit in the 
hospital for occupational therapy although the unit is 
run by nursing staff and not occupational therapists. 
There is a weekly visit from a local GP.

The clinical functioning of the unit is somewhat erratic. 
Two of the consultant psychiatrists call on a regular 
basis but there are no regular meetings or ward 
rounds. The NCHDs visit on a regular basis. It had been 
hoped by the staff that this unit would come under the 
care of psychiatry of later life consultant psychiatrist but 
this post remains vacant. In the notes reviewed on the 
inspection there was evidence of written interventions, 
but mainly for physical needs. In one set of notes 
reviewed there are only two written interventions by 
the duty doctor since January. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Care plans are nurse led, based on the Roper Logan 
Tierney model. It was reported that there are plans to 
review the model being used. There is comprehensive 
assessment and evaluation of care plans with 
regular reviews. A key worker is allocated on a daily 
basis due to the central rostering. The continuity of 
care is hindered by this fact and the lack of a core 
multidisciplinary team providing a service to the unit. 
Some of the patients attend the activity area within 
the hospital and if a patient needs to see a clinical 
psychologist or social worker they are referred by the 
medical staff. It was reported that any interventions 
from the multidisciplinary team are written in the 
medical files but there is no evidence of this in the files 
reviewed. The patient is involved wherever possible. 
There is access to The Irish Advocacy Network and 
family contact is encouraged.

THERAPEUTIC PROGRAMMES
Within the unit there are some ward-based activities 
namely Sonas, music appreciation, bingo and 
watching DVDs. Some of the patients go to the 
activity department, where the main emphasis is to 
socialise and to use the activities there. There is a 
referral system to this facility which the nursing staff 
undertake. The programme is based around diversional 
activities and socialisation. There is some industrial 
contract work and small payments are made for this. 
There are regular staff within the activity area who 
deliver the programme. There are regular and ongoing 
reviews carried out on the patients and regular goals 
and performance. They use the Roper Logan Tierney 
model for assessment and have care plans relevant 
to the therapy area with progress notes. There are 
separate files kept within the therapy unit and verbal 
handovers to the unit although there is one member 
of staff dedicated to the admission unit who writes in 
the files on that unit. It was reported that there was a 
weekly visit from the medical staff.

ECT
There are no patients currently having ECT.

SECLUSION
There are no seclusion facilities on the unit.

MECHANICAL RESTRAINT
Cot sides are used and these are documented in 
the notes and the use of any mechanical restraint is 
expected to be in line with the rules on seclusion and 
mechanical restraint published by the Mental Health 
Commission.

PHYSICAL RESTRAINT
Staff have had training in the management of violence 
and aggression but need updates. It is very rare that 
physical restraint techniques are used on the unit. 
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ENVIRONMENT
The unit was situated in the main hospital and had a 
bed capacity of 20. Maintenance was reported as being 
good. There was a requisition system in place. There 
was disabled access. The decor needed upgrading. 
There was plenty of natural light and the unit was 
clean. There was no dedicated visitors’ area; it had 
been converted into a smokers’ lounge. The garden 
area was about to be renovated following a grant 
received from health promotion. The bedroom areas 
were dormitories and there were a sufficient number 
of toilets, bathrooms and shower rooms with hoists 
for patients with high dependency needs. There was a 
dining area and lounge area. The unit was furnished to 
a very high standard. There was a nursing office, clinical 
room and dedicated staff area.

RECOMMENDATIONS

1.  The patients on this unit should be under the care of 
a psychiatry of later life multidisciplinary team. 

2.  All patients should have regular reviews of their 
mental and physical state and these reviews must 
be documented in their file.

3.  The patients should have access to a core 
multidisciplinary team to ensure that their 
needs are being met. The care plans should be 
multidisciplinary.

4.  The therapeutic programme should be in line with 
the multidisciplinary team care plan. 

OUR LADY’S HOSPITAL, NAVAN

ACUTE UNIT
Date of inspection:  23 October 2006 
Number of beds:  25 integrated

DESCRIPTION
This is an acute admission ward with 25 beds for both 
men and women; four of these beds are allocated to 
the mental health service for older people. The unit has 
an open door philosophy but there is a policy to lock 
the door if the need arises. On the day of inspection, 
there were three Temporary patients. During the day 
there were five nursing staff on duty consisting of one 
CNM1 and four staff nurses and at night there are three 
staff, one CNM1 and two staff nurses. Four teams admit 
to the unit, three sector teams and mental health team 
for older people.

MULTIDISCIPLINARY TEAM
There are four consultant psychiatrists who have access 
to beds in the unit. Each of the consultant psychiatrists 
has an NCHD. There is limited access to clinical 
psychology and social work. Not all teams contain a 
core multidisciplinary team. The psychologist and social 
worker are shared. There is no occupational therapy 
staff within the service. There is a referral system for 
an addiction counsellor and there is a community 
mental health nurse in each sector. Three of the clinical 
teams meet on a regular basis on the unit. One of the 
consultant psychiatrists facilitates a multidisciplinary 
team review in the community. There is evidence of 
regular clinical reviews in the clinical file. Minutes of 
the community meetings were not reviewed. For the 
other three teams, there are regular time slots for 
meetings on the ward with the main agenda being to 
review the patients’ progress. The full team attends 
the meetings and records are kept in the patient’s 
file. The medical and nursing files are separate on 
this unit. The patient attends the team meetings and 
is able to express views at these meetings. Patients 
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have access to the greater part of a multidisciplinary 
team, but there is no occupational therapy input. It was 
reported that there are not many community facilities 
for people to move on to from the unit. On the day of 
the inspection one patient had been on the unit for 
more than three years. The one community residence 
with 24-hour nursing staff supervision in Meath has 
an elderly population and the beds are blocked, so 
throughput from the admission unit is slow. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Care plans are nurse led. Nursing assessments are 
based on the Roper Logan Tierney model. There is no 
multidisciplinary team care planning. There is an initial 
assessment, which leads to a care plan. There are 
daily progress notes and a night report. A key nurse is 
allocated, and an associate nurse. Currently within the 
service there are risk assessments being piloted in the 
home-based treatment team. There is a referral system 
to other members of the multidisciplinary team and 
their involvement is documented in the medical notes. 
The patients’ care plans are communicated in one-to-
one sessions with their key workers and there is an 
allocated space for the patient to sign the care plan. 
There is weekly access to an advocacy service, which 
is well established within the unit. One of the main 
concerns expressed on this inspection was the patient 
mix. On occasions there are a number of patients from 
the psychiatry of later life team with high dependency 
needs mixing with younger acutely ill patients. There is 
an admission policy in place. First presentations go to 
the A&E Department and admissions are discussed with 
a consultant psychiatrist. It was stated that patients 
are no longer transferred to the admission unit in St. 
Brigid’s Hospital in Ardee although the policy states that 
this can happen. There is also a discharge policy. 

THERAPEUTIC PROGRAMMES
There is no occupational therapy input on the unit. 
There used to be an activity nurse based on the unit 
but is no longer in post due to the staff ceiling. There 
is a small activities room on the unit and the nursing 

staff facilitate some diversional activities if they 
are available. It was reported that the psychologist 
facilitates a number of groups on the unit including 
anxiety management and confidence building. 
There is a community meeting as part of the weekly 
programme. There have been a number of patient 
satisfaction surveys undertaken and it highlighted the 
lack of activities and lack of facilities within the unit. 

ECT
There is an ECT facility within the unit. However the 
accommodation is in need of attention. The treatment 
and recovery room is combined. Within the room there 
is also the crash trolley for the unit and a fridge for 
storing medication. The room is used as an interview 
room at times. There is no dedicated waiting room. 
There is a multifunctional room that is used for other 
purposes. It was reported that there have been plans 
to renovate the suite to make the treatment room and 
recovery room separate but the plans are not being 
progressed. There is an ECT register in place. There is 
no dedicated ECT consultant psychiatrist. The patient’s 
consultant psychiatrist is responsible for the treatment. 
The sector nurse is allocated to ECT but has no formal 
training. There were 29 treatments in 2006 to date 
spread across four patients. There are appropriate 
consent forms, there is written information available 
when the consent is obtained by the consultant 
psychiatrist. There is an ECT policy. There is evidence 
of a pre-ECT assessment, record of ECT and a post-
ECT assessment. It was given as feedback to the staff 
interviewed that the current facilities for ECT would 
not meet the new rules to be published by the Mental 
Health Commission. 

SECLUSION
There is a seclusion facility on the unit. However it was 
also in need of urgent attention. The room itself is not 
finished to a safe standard. There are electrical sockets 
accessible to the patients, there are blind spots, and the 
door is flimsy and only opens inwards. This is a large 
room with plenty of natural light but unfortunately the 
windows are quite flimsy and could be opened, causing 
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them to be sealed which means ventilation is poor. 
There is no communication facility. Nursing staff have 
to shout through the door. Observation is through a 
large window in the main corridor of the unit. Access 
to a toilet is opposite the room. There are a number 
of mats piled together. There is a chair in the room. 
There is a seclusion register, which is dated and signed 
by the NCHD and consultant psychiatrist. The length 
of time is specified, as is the termination time. It was 
noted that there are a number of loose pages in this 
book. The reason for seclusion is given and 15-minute 
observations are maintained. The seclusion policy will 
need updating when the Mental Health Commission 
publishes the rules on seclusion. The file of a patient 
who had recently been in seclusion was reviewed. 
Seclusion was prescribed by the consultant psychiatrist, 
but not in the file. It was recorded in the seclusion 
register. It is planned to review the use of seclusion 
with the intellectual disability services.

MECHANICAL RESTRAINT
There is no mechanical restraint in use at the present 
time. There is a restraint policy, which will also 
need updating when the Mental Health Commission 
publishes the rules.

PHYSICAL RESTRAINT
Within the area there is a consistent approach to the 
training of prevention of violence and aggression. 
Training is held in-house and all the staff are trained 
in techniques. It was reported they are intending 
to develop six-monthly refresher courses. There are 
recording of adverse incident forms, which are sent to 
the Assistant Director of Nursing and Risk Management 
with a copy being kept on the ward.

ENVIRONMENT
The unit had a bed capacity of 25. It was situated in 
the general hospital but was funded by mental health. 
There was no regular maintenance programme, as 
the unit had no access to the on-site maintenance 
department due to the funding structure in place. 

Occasionally the on-site maintenance team help out. 
However maintenance had to go through the mental 
health services in Ardee. It was reported that there 
were contract cleaners in place but they did not keep 
the unit to a satisfactory standard of cleanliness. There 
were meetings planned with the contractors. 

The unit was not fully accessible for patients with 
a physical disability. The decor was satisfactory but 
ventilation was very poor in some areas. The unit 
was dark in areas but there were plenty of windows. 
There were plenty of information boards with up-to-
date information and leaflets available. There was no 
dedicated visitors’ area. The garden was inaccessible 
at the time of the inspection due to ongoing 
maintenance. There was a temporary smoking area in 
the garden while the work was going on. It was hoped 
that the garden would be accessible once the work was 
completed but the ongoing maintenance of the garden 
must be addressed. There was no dedicated admission 
area on the unit. They currently used the doctor’s office 
just off the ward or the main unit. 

The bedroom areas consisted of two 6-bed dormitories, 
two 5-bed dormitories and three single rooms. The 
dormitories and single rooms had en suite facilities and 
there were two other toilets. One of the bathrooms 
was closed for health and safety reasons. This situation 
needs to be resolved as there were no assisted bathing 
facilities for people with high dependency needs. 
The one bathroom available was in a poor state of 
repair. There was no ventilation and limited room to 
manoeuvre a hoist. There were no sluice facilities 
within the unit. 

The dining area and lounge were combined to 
maximise the space available. There was a TV and 
a table-tennis table. There was very limited privacy 
as the unit was overlooked by the main car park. 
There was one small activity area that had multiple 
uses. There was no quiet area. There was a nurses’ 
station, office and a clinical room. It was noted that 
the room dedicated for ECT, the clinical room and the 
multipurpose room were used for interviewing patients 
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in the absence of interview rooms. This was completely 
unsatisfactory.

POINTS FOR DISCUSSION
The staff interviewed expressed high levels of 
frustration at the lack of progress on changes 
recommended previously to the seclusion facilities 
and the ECT facilities. Notwithstanding the general 
environment was generally poor. It was reported 
that there is a high use of seclusion in an unsafe 
room. There was also frustration expressed at 
the management structure in that the unit was 
administered from the mental health service and not 
the main hospital, which led to difficulties in getting 
maintenance work carried out. There is a traditional 
tripartite management arrangement for both counties. 
It was also reported that the population is increasing at 
a considerable rate. 

 
RECOMMENDATIONS

1.  The ECT and seclusion facilities must meet the 
required standards as set out in the Mental Health 
Commission rules on ECT and Seclusion. Failure 
to meet these standards will render the facilities 
unusable.

2.  Each team must be representative of a core 
multidisciplinary team, which facilitates regular 
team reviews on the patients.

3.  Care plans should be multidisciplinary in nature and 
involve the patient where possible.

4.  Occupational therapy should be available on the 
unit provided by appropriately qualified occupational 
therapists.

5.  All essential maintenance must be carried out and a 
regular maintenance programme put in place.

DUNDALK SECTOR CMHT 
Date of inspection:  23 October 2006 
Population:  55,000

DESCRIPTION
Dundalk Sector Two Team (West) serves an urban 
population. The total population for the East and West 
sectors is approximately 55,000. This report describes 
the West sector team. The team is based in Ladywell 
Centre and shares office accommodation and a day 
centre with the East sector. The team provides a five-
day service with an on-call service at weekends from 
medical staff. Acute in-patient admissions are provided 
in Ardee. In the absence of a rehabilitation team, 
the general adult team has shared responsibility for 
one hostel with 24-hour nursing staff supervision, six 
hostels with 12-hour nursing staff supervision, and six 
low support hostels. There is no day hospital.

MULTIDISCIPLINARY TEAM COMPOSITION
A consultant psychiatrist leads the team and has 
been in post for two years. The only other full-time 
team staff member is a community mental health 
nurse. The other resources are shared with the East 
sector. The nursing staff on the team are divided into 
different teams with particular focus of intervention, 
community support team (2), deliberate self harm 
(2), affective disorder team (2), cognitive behavioural 
therapist (8 hours) and 0.5 whole-time-equivalent 
family therapists. There is also access to a bereavement 
counsellor, addiction counsellor and psychotherapist 
nurse counsellor. There is a senior clinical psychologist 
post shared with the West sector. It is currently filled by 
a basic grade. The team has a full-time clerical officer. 
There is a senior social worker post, which is currently 
vacant. There are no occupational therapists throughout 
the service.
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REFERRAL PROCESS
The vast majority of new referrals come to the 
consultant psychiatrist from the GP. The referrals are 
screened and forwarded to the most appropriate team 
member for intervention. The current waiting list has 
been reduced to two to three weeks. There is no 
significant internal waiting list. The clinical psychologist 
also receives direct referrals from GPs. It was reported 
during the meeting that this number is very small.

PROGRAMMES
The team aims to promote evidence-based practice for 
people experiencing psychotic disorders. The nurses 
use the Tidal model of nursing as part of the process.

Two clinical nurse specialists staff the Affective Disorder 
Programme. It aims to provide short-term solution 
focused interventions for client who meet the criteria. 

There are two liaison nurses providing interventions to 
patients who commit deliberate self-harm. The service 
began in 2001. Patients are generally seen for four to 
six sessions. The focus is on coping skills.

The Louth Alcohol Addiction service provides an 
outpatient service. The service can be accessed through 
self-presentation or through health professionals.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
The team has a single file that is divided into the 
following sections: incoming letters, outgoing letters, 
clinical progress notes and results. All disciplines write 
in the clinical progress notes and also independently 
maintain notes. Formal reports are received from the 
clinical psychologist and the cognitive behavioural 
therapist. The team has established links with many 
voluntary groups in the area including Schizophrenia 
Ireland, GROW and the Irish Advocacy Network.

TEAM FUNCTIONING
The team meets weekly. There is a structured agenda 
to all team meetings: in-patients, recent discharges, 
new patients, referrals and any other cases of 
individuals requiring review. There are typed minutes 
of all the meetings. The medical staff attend a weekly 
ward round in the acute admissions unit in Ardee. The 
team has a very low admission rate. The full team do 
not attend as the distance and low numbers of patients 
would not be cost-effective. The NCHDs attend the 
hostel with 24-hour nursing staff supervision weekly.

PARTICIPATION OF SERVICE USER
All patients in the admission unit are invited to attend 
the ward round. In the community the community 
support team facilitate Schizophrenia Ireland to provide 
an education programme for families over a six-week 
period. The next course was being run in Dundalk 
Institute of Technology. The family therapy department 
were developing an information leaflet. They have 
included families and users in developing the leaflet.

DAY SERVICES/COMMUNITY RESOURCES
The team has access to a shared day centre. There is 
no day hospital, yet despite this the overall admission 
rate to the in-patient unit is low. Individual therapy 
services are provided by appointment. In a survey 
the majority of patients reported that they preferred 
to be seen in the sector HQ rather than at home. The 
team access the vocational services provided by the 
National Learning Network and FÁS. There are monthly 
meetings with the County Council and the Simon 
Community addressing housing issues and follow-up 
care. Public transport across the area is limited.

POLICIES AND PROCEDURES
The team is guided by the service-wide policies and 
procedures. The team has no written operational policy. 
There is an individual programme in place for NCHDs.
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TRAINING AND AUDIT/RESEARCH
Individual team members have initiated and completed 
audit cycles and maintain a database of all referrals. 
There is currently no ongoing research. There has been 
a submission looking for a senior NCHD post. Clinical 
supervision is formally provided through individual 
disciplines. Informal case reviews are discussed at the 
team meetings. The NCHD staff have protected time 
with the consultant psychiatrist. Training opportunities 
are available and staff have accessed them individually. 
There has been a strong focus on improving the clinical 
functioning of the team and training is often secondary. 
A number of the consultant psychiatrists meet 
regularly for peer review. A number of the nurses in 
addiction counselling and family therapy have external 
supervision on a monthly basis.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
The team do not have a formal business meeting. 
There is a service-wide steering committee that meets 
bi-monthly to review and discuss issues across the 
service.

RECOMMENDATIONS

1.  There should be a full multidisciplinary team in 
place, including appropriate structures for social 
workers and occupational therapists.

2.  The clinical psychology service should be dedicated 
to the mental health service.

3.  The team should write an operational document, 
to include its core values and the roles of the team 
members.

4.  There should be a full rehabilitation team in place 
for the Louth/Meath area.

5.  The team should disseminate its good practice 
outcomes from its various programmes.

MEATH PSYCHIATRY OF LATER 
LIFE TEAM

Date of inspection:  23 October 2006 
Population:  12,000 estimated

DESCRIPTION
This is a service for older people with mental health 
problems. The hours of operation are Monday to 
Friday from 0900h to 1700h. The team stated that 
since the new HSE structure arrived they have not 
been asked to submit a business plan. The budget is 
held centrally. The team infrastructure consists of a 
sector headquarters that has sufficient office space but 
unfortunately, due to the lack of planning permission 
and insurance regulations, the team are not allowed 
to see patients in this building or allow members 
of the public to enter. The situation is completely 
unsatisfactory and must be resolved. There are no day 
hospital or day centre facilities as this was envisaged 
to be part of the sector headquarters but obviously 
cannot happen within the current regulations. The only 
clinic space is a bookable room in the Department of 
Psychiatry which the team has for two days a week. 
However it was reported that this room will become 
increasingly difficult to book in the near future. There 
is a disproportionate reliance on home visits. It was 
reported that the team has to refer to public health 
nurses for access to day facilities. There is access to 
four beds in the acute unit and there are currently two 
people there. There is an increasing number of nursing 
homes in the South Meath area which increases the 
pressure on the team.

MULTIDISCIPLINARY TEAM COMPOSITION
There is one consultant psychiatrist and two NCHDs, 
a senior registrar and a senior house officer. There 
is no clinical psychologist or occupational therapist. 
It was recently agreed that the team can refer to 
clinical psychology in the sector teams but there is a 
four- to six-month waiting list. There is no access to 
an occupational therapist. There is one senior social 



29BOOK 2 – HSE DUBLIN NORTH EASTREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

worker attached to the team. There are two clinical 
nurse managers, who provide community mental 
health nurse input. They have large case loads. It 
was reported that one of the CNM2s will be moving 
to a service in Louth but it is questionable whether 
the post will be re-filled. If this post is not re-filled 
this is completely unacceptable. There is a full-time 
administrator providing support to the team. There is 
a referral to a cognitive behaviour therapy service but 
again there is a lengthy waiting list.

REFERRAL PROCESS
The main source of referral to the team are GPs. 
However there are an increasing number of referrals 
from nursing homes and through liaison services in 
general hospitals. The team has a dedicated referral 
form that is completed and sent to the team. Medical 
staff and nursing staff jointly assess the referral. The 
team meets to discuss referrals and the assessment is 
then allocated to specific members of the team. The 
two CNM2s divide the county in half and work with 
people in their respective halves of the county. The 
social worker provides a service to the whole county.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
In the absence of a core multidisciplinary team the 
team can not implement a multidisciplinary care plan 
approach. Each discipline within the team carries out 
their own initial assessments which lead to plans 
of care. A medical assessment consists of a Clifton 
Assessment Procedures for the Elderly (CAPE) survey, 
a geriatric depression scale and a formal assessment 
of alcohol misuse. Nursing care plans are based on 
assessments and information shared at the team 
meeting. There are good links with the Alzheimer’s 
Society of Ireland and Aware. Care plans specify who 
is to carry out treatment and there are time scales. 
Nursing staff use the Roper Logan Tierney model and 
the Orem model of nursing. There is a minimal six-
weekly review on all the service users under the care 
of the team. The service user is involved as much as 
possible in the care plan. Carers are involved and are 

given support from the team. The social worker spends 
a considerable amount of time working with families. 
There are active discharge plans in place. 

TEAM FUNCTIONING
The team meets weekly, with the main agenda being 
to review referrals, present cases, review home visits 
and consultations and discuss the medical reviews. The 
team also checks on minutes of previous meetings to 
ensure that the appropriate action has been completed 
and makes diary appointments. The meeting takes 
place at the sector headquarters; there is a regular 
time slot and all the team attend. Official minutes are 
kept and any changes in care are documented in the 
combined files. There is a tracing card system in place 
to keep track of the files. There is a comprehensive 
multidisciplinary team approach to the note keeping 
and the team are to be commended for the system 
they have implemented. The care plans are updated 
and reviewed. As a result of the team meeting and as 
stated previously there is a minimal six-weekly review.

PARTICIPATION OF SERVICE USER
The service user does not attend the team meeting but 
their views are represented by the team. The service 
user has access to nursing, medical and social work 
staff. There is a carers group run by the Alzheimer’s 
Society of Ireland and referrals are made by the team.

DAY SERVICES/COMMUNITY RESOURCES
There are good links with public health nurses and 
access to day centres is through them. The team 
developed good links with the Alzheimer’s Society, 
GPs and practice nurses within the area. However it 
was acknowledged that links with geriatricians need 
to be enhanced in the Meath area so therefore there is 
low support at the present time. The team facilitate a 
number of presentations to raise their profile. 
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POLICIES AND PROCEDURES
There are policies in place for the referral system, 
for people who do not attend appointments and for 
waiting times. There is compiled information regarding 
the team, which including a mission statement. This 
is sent out to all the services that the team come into 
contact with in the local area.

TRAINING AND AUDIT/RESEARCH
There are no educational away days or training days 
for the team. The team facilitate a journal club every 
two weeks. The team has undertaken a number of 
audits focusing on patterns of referrals and re-referrals 
and sources of referrals and are about to undertake 
a research project focusing on older people’s views 
on end of life treatments and driving in dementia. 
There is peer supervision within the team but there 
is no clinical supervision for nursing staff. As there 
is no principal social worker in post there is no line 
management supervision for the social worker. 
The consultant psychiatrist provides supervision for 
the NCHDs and there is time given for continuing 
professional development (CPD). Individual training is 
available to members of the team but replacement 
time is an issue. The process of applying for training 
can be cumbersome and approval can take time to 
come back and occasionally the expiry date has passed 
for the course or conference.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
The team raised a number of concerns regarding the 
staffing issues. It is felt that more nursing staff are 
needed to decrease the numbers in the current case 
loads. Also the multidisciplinary team needs to be 
completed. The appointment of a psychologist and 
occupational therapist is essential. The situation with 
the sector headquarters must be addressed. For three 
years now this team has functioned out of a building 
that does not allow access to members of the public. 
Either the planning regulations must be altered or a 
new base found for the team, which would include 
space for a day hospital or day centre. There are a 

number of people moving from the Dublin area to the 
southern part of the county, which is increasing the 
burden on the team. There are a number of nursing 
home placements increasing and referrals are made to 
the team. It was reported that there was no disturbed 
dementia unit in the region. The last issue raised was 
that the team had been referred some patients with an 
intellectual disability who were over 65 who had not 
been seen by intellectual disability services.

RECOMMENDATIONS

1.  The team infrastructure consists of a sector 
headquarters, which has sufficient office space, but 
unfortunately due to the lack of planning permission 
and insurance regulations the team are not allowed 
to see patients in this building or admit members of 
the public. The situation is completely unsatisfactory 
and must be resolved.

2.  The team composition should be enhanced to 
ensure that there are sufficient members of the 
multidisciplinary team to meet the service users’ 
needs and to deal with the increased population.

3.  Clinical supervision should be available for all staff.
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CHAPTER 2

Dublin North West/Central/North



32BOOK 2 – HSE DUBLIN NORTH EASTREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

CONNOLLY HOSPITAL

ACUTE ADMISSION UNIT –  
PINE WARD

Date of inspection:  11 October 2006 
Number of beds:  22 integrated

DESCRIPTION
This is an acute admission unit located on the lower 
ground floor of Connolly Hospital. Half of the admission 
unit is currently in use and this has a capacity of 22 
beds. On the day of inspection, the unit was locked and 
the entrance was monitored by a security person. There 
were 22 patients, nine male and 13 female. Seven 
patients had Temporary status and 15 had Voluntary 
status. The unit is staffed during the day by five nurses 
from Monday to Friday and at night there are three 
nurses on duty. There are four domestic staff members, 
two in the kitchen and two who look after cleaning the 
unit. Three consultant-led teams admit patients to the 
unit.

MULTIDISCIPLINARY TEAM
The multidisciplinary teams in this catchment area are 
understaffed. There are three consultant psychiatrists 
and six NCHDs. Social work and clinical psychology 
input is limited and occupational therapists are based 
in the day hospitals and in the occupational therapy 
department on the unit. Each of the teams has a 
weekly meeting on the unit to discuss in-patients, 
outpatients and the residents of community residences. 
They meet in the tutorial room on the unit. Decisions 
taken at these meetings are documented in the 
patients’ files. Ward rounds take place three times a 
week and patients are also seen by a doctor when 
necessary. There is also a full-time liaison consultant 
psychiatrist and a liaison nurse in the hospital. 
Community mental health nurses and a number of 
other therapists are available to the teams.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no system of integrated care and treatment 
planning on the unit. A psychiatric assessment is 
carried out on admission, a key nurse is appointed, 
and a nursing assessment is carried out according to 
the Orem/King model. No formal risk assessment tool 
is used. The nursing care plan is formulated, as goals 
and objectives are set. The patient is interviewed 
and informed of their care plan. The care plans are 
reviewed and evaluated weekly and progress notes 
are written daily. All disciplines write in the patient 
file. There is no formal assessment of family needs but 
families are sometimes invited in to meet the team 
involved in their family member’s care. The policies 
of the unit need to be updated. The admission policy 
dates from 2001, which is prior to the opening of this 
unit. Transfer to St. Brendan’s Hospital is treated as 
a discharge. The policy on nursing patients in their 
night clothes is unchanged – this is decided on by the 
admitting doctor. There is no policy on the locking of 
the door to the unit. It is unsatisfactory that a member 
of the security personnel is given a list of patients who 
can be allowed off the unit on a daily basis.

THERAPEUTIC PROGRAMMES
The occupational therapy department is attached to 
the acute unit and consists of two therapists, one 
senior and one basic grade, and one occupational 
therapy assistant. They also have access to occupational 
therapy students and there was an art therapy student 
commencing a placement in November. There is a 
written referral to the department from the medical 
team and there is discussion at the team meeting 
which occupational therapy staff attend. The initial 
assessment is generalised and leads to a more specific 
assessment depending on need. The department has 
four group rooms, a workshop, a kitchen, relaxation 
room and three offices. 

The rationale for the design of the programme is a 
mixture of skills based and educational. There are a 
number of task-based groups derived from service 
users’ requests; life skills are more individually 

DUBLIN NORTH WEST
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delivered. The patient is involved in the programme. 
There are informal planning meetings and there is 
a strong emphasis on patient involvement. It was 
anticipated that when the other ward within the acute 
unit opened shortly there would be two more basic 
grade occupational therapists and another occupational 
therapy assistant required. 

The programme is delivered by occupational therapy 
staff. Nursing staff who accompany service users under 
special observation get involved in sessions. There 
is no advocacy involvement in the programme but 
advocacy is available on the ward. There were regular 
and ongoing reviews of the goals and performance 
of the programme and there are identified goals 
with appropriate timescales within the programme. 
The service users are involved in evaluating the 
programme. 

The occupational therapy staff record their interventions 
in the medical files and keep their own files as well. 
The department has close links with the day hospital 
in the area. There are a number of staff undertaking 
masters degree courses, which will lead to specific 
research projects. It was reported that although there 
is an occupational therapist manager in post links 
with the senior management team are weak and 
need to be endorsed. There is currently a traditional 
approach to management, which excludes occupational 
therapy, psychology and social work. This needs to 
be rectified. It was also explained that the concept of 
multidisciplinary team care planning is not yet evident 
but will be developed in the future. Two patients go 
out to the day hospital on a daily basis. It was reported 
by patients that there is little for patients to do at the 
weekend as the occupational therapy department is 
closed.

ECT
There is no ECT in the unit at present. ECT is sourced 
externally for patients who require it and staff 
accompany patients. The ECT suite on the unit has not 
yet been opened. The ECT information leaflet and fact 
sheet in use dates from 1993 and needs to be updated.

SECLUSION
There is no seclusion on the unit. 

PHYSICAL RESTRAINT
In-service training in control and restraint techniques 
is provided in the hospital. A training policy is in place 
and a record of training is kept by nurse management. 
A system for recording and reporting serious incidents 
is in place. It is of concern, however, that all three 
copies of the serious incident forms are sent to the risk 
manager and that none is retained on the unit. Staff 
reported that it was difficult to keep track of incidents 
that have taken place and to ensure that risks are 
addressed. 

ENVIRONMENT
This was an acute admissions unit situated on the 
lower ground floor of a general hospital. One half 
of the unit was in use, with a capacity of 22 beds. 
Maintenance was provided by a maintenance team on 
the campus and staff reported that all maintenance 
issues that had arisen in the unit since it’s opening had 
been addressed. All fire equipment was checked on 
a regular basis and a health and safety policy was in 
place. There was disabled access to the unit. 

The decor of the unit was of a good standard. And 
there was plenty of natural light and ventilation. The 
unit was clean. Information boards and leaflets were 
available on the unit and in the occupational therapy 
department. There was no visitors’ room. Patients had 
access to a garden area but this was problematic as the 
garden was overlooked by several wards in the main 
hospital and provided little or no privacy for patients. 
The garden was also overgrown and unkempt. There 
was more restricted access to a private and well-
tended garden area from the occupational therapy 
department. There was a reception area but this was 
not staffed at the time of inspection. There was no 
dedicated admission area. 

Bedroom accommodation was provided in a range 
of single and four bedrooms. Patients had their own 
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wardrobe spaces and curtains around the beds. There 
were an adequate number of toilets, showers and 
bathrooms. The dining area had sufficient room for all 
patients at one sitting. The therapeutic/activity area 
could be accessed down a corridor in the occupational 
therapy department. There were smoking and non-
smoking lounges, which were small but had a range of 
equipment. There were two interview rooms and two 
nurses’ stations. The clinical room had all necessary 
emergency equipment. There was sufficient space for 
storage.

RECOMMENDATIONS

1.  A system of integrated care and treatment planning 
should be introduced.

2.  All policies should be reviewed and updated.

3.  The problems regarding the main garden area of the 
unit should be addressed.

4.  Some therapeutic activities should be available to 
patients at the weekends.

UNIT 3
Date of inspection:  11 October 2006 
Number of beds:  40 integrated (32 on the day of  
 inspection)

DESCRIPTION
This is an elderly care service based in the grounds of 
Connolly Hospital. The future placement of the unit is 
in doubt as the land it is situated on has been sold for 
development. It was reported that the unit had to be 
vacated by December 2006. On the day of inspection, 
there were 32 patients, 15 of Temporary status and 
one Ward of Court. The main door of the unit is locked 
to prevent people wandering off the unit. There are 
seven staff in the morning and two care assistants. 
Between 1400h and 2030h, there are five staff and 

two care assistants. From 1800h to 2300h; there are 
two care staff and two staff nurses, with one of the 
care staff remaining after 2300h to complete the night 
shift with two nurses. So far this year there have been 
20 admissions to the unit, but one person accounts 
for 14 of these admissions. This person is admitted for 
respite care. 

MULTIDISCIPLINARY TEAM
The consultant psychiatrist/clinical director has 
responsibility for the unit and there is access to an 
NCHD. There is nursing input and there is also an 
activity nurse on two afternoons a week. There is 
access to a physiotherapist via a referral system. It 
was reported that the consultant psychiatrist visits the 
unit weekly to facilitate a ward round. There is a high 
emphasis on maintaining physical well-being for the 
service users. While the meetings occur on a regular 
basis, there appears to be no system of regular written 
reviews documented in the files. There are a number 
of interventions pertaining to the physical well-being of 
the patients but very little regarding their mental state.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The care plans on the unit are nurse based. There 
is an initial assessment undertaken. Some of the 
assessments need updating but the majority were 
complete. Care plans are implemented from the 
initial assessment. It was noted that in some cases 
the content of the progress notes do not pertain to 
the care plan and some of the care plans are in need 
of evaluation. There is a key worker system in place. 
Care on the unit is delivered by nursing and medical 
staff. There is a referral system to physiotherapy and 
some patients have had an occupational therapy input 
to their physical care. The majority of the patients are 
unable to participate in their care but those that do are 
encouraged to. Family support is encouraged as much 
as possible.

The only source of admission to the unit is via the 
Psychiatry of Old Age acute unit in St. Vincent’s 



35BOOK 2 – HSE DUBLIN NORTH EASTREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

Hospital, Fairview. If a consultant psychiatrist feels 
that their needs could be best met in Unit 3 they are 
transferred under section 208 of the 1945 Mental 
Treatment Act.

THERAPEUTIC PROGRAMMES
As stated there is an activity nurse two afternoons 
a week. This nurse facilitates a number of activities 
including hand massage, tactile work, aromatherapy, 
walks in the grounds and there is a visiting pet 
therapist. It was reported that more activity time would 
be beneficial. 

ECT
There is no ECT in the unit.

SECLUSION
There is no seclusion on the unit. 

MECHANICAL RESTRAINT
A small number of lap belts are in use on the unit 
for safety reasons. It was noted that a number of 
patients require seating assessments and specific chairs 
can then be purchased following this assessment. It 
was highlighted to the staff that the Mental Health 
Commission rules on restraint will be published shortly 
and that the service must comply with these rules. 

PHYSICAL RESTRAINT
It is very rare that staff would need to use physical 
restraint. They are trained in crisis prevention 
intervention techniques and training is facilitated in-
house. 

ENVIRONMENT
This was a locked stand alone 40 bed unit on the 
grounds of a general hospital. Maintenance was 
provided by a team based on the campus but only 
routine maintenance was being carried out due to 

the imminent closure of the unit and relocation of 
the patients to another unit on the site. The heating 
system was not functioning properly and only one side 
of the building was adequately heated. There was no 
heat in the bathroom areas. The decor of the unit was 
poor and the unit had not been repainted for some 
time. There were occasional training days regarding 
fire procedures and fire equipment was checked on a 
regular basis. There was a health and safety policy in 
place. There was disabled access to the unit. The unit 
had large windows which provided plenty of natural 
light and ventilation. The unit was also very clean. 
There was a veranda area on one side of the unit that 
was used as a smoking area. There was access to the 
grounds of the hospital and a dedicated garden. There 
was an information board and leaflets. There was a 
nicely furnished visitors’ room at one end of the unit 
which doubled as a meeting room. There was no 
admission or reception area. 

Bedroom accommodation was provided in a number 
of 5-bed and 6-bed rooms. Most of the patients had 
personal effects around their beds and the rooms 
had a homely atmosphere. Patients had individual 
wardrobe space and curtains around their beds. There 
were sufficient toilets, a bathroom with a Parker bath 
and shower rooms. Space was at a premium and 
some of the rooms were also used for storage. The 
nursing office was located inside the main door to the 
unit. This provided a confidential space but it was a 
small room and had little space for storage and report 
writing. There was a kitchen area and the day room 
doubled as the dining room. There was a snoezelen 
room and an activity room which was often used for 
art. The staff lockers were located on the corridor and 
the emergency trolley was kept in an alcove where the 
public phone was also located. There was insufficient 
storage space and a large room at the end of the unit 
was being used for storing beds and furniture.
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RECOMMENDATIONS

1.  The closure of Unit 3 is inevitable and therefore an 
alternative unit must be found on the hospital site 
as a matter of urgency.

WEST BLANCHARDSTOWN 
CMHT

Date of inspection:  9 October 2006 
Population:  Over 52,000

DESCRIPTION
This is a general adult community team serving a 
fast-growing population of over 52,000. The population 
is multicultural and there is significant deprivation. 
The sector comprises two teams. The second team 
has recently been introduced. Hours of operation are 
Monday to Friday 0900h to 1700h. It is in the plans to 
develop a team manager post and there was a draft 
business plan in place. The budget is held centrally. The 
team infrastructure consists of a sector headquarters 
shared with the East Blanchardstown sector. There is 
a day hospital within the sector headquarters. There 
is access to acute beds at Connolly Hospital and there 
are three hostels, one high support and two medium 
support. The high support hostel is a considerable 
distance away from the sector area. There are also 
clinics held in local health centres.

MULTIDISCIPLINARY TEAM COMPOSITION
There are two consultant psychiatrists and four NCHDs. 
There is a referral system to clinical psychology with 
a long waiting list. There is one basic grade social 
worker covering both teams and a part-time senior 
occupational therapist split between the East and West 
sector teams. There is a referral system for addiction 
counselling and again a long waiting list. There are six 
nursing posts. There are vacancies within the team. 
There is a clinical nurse manager responsible for the 
high support hostel and also a clinical nurse manager 

responsible for the medium and low support hostels. 
The day hospital has a full-time occupational therapist 
at basic grade, three staff nurses, a CNM2 and a full-
time administration support. For the community team 
there is limited administrative support, and this needs 
enhancing. The team also have access to a behavioural 
therapist and a bereavement and family therapist. 

REFERRAL PROCESS
The main source of referral is GPs but there are also 
referrals from liaison psychiatry, other hospitals in the 
area, and A&E. For routine cases there is a waiting 
time of approximately five weeks. Referrals are 
initially sent to a secretary who passes them on to 
the consultant psychiatrist or NCHD who carries out an 
initial assessment. The referral is then discussed at a 
referral meeting and there is an internal referral system 
to all disciplines. It is part of the plans for this service 
to develop a core multidisciplinary team assessment. 
The team is in its infancy and needs time to develop 
and there is a strong emphasis on developing a 
multidisciplinary team focus. Currently the community 
mental health nurses have in excess of 50 people in 
their case load.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
Each discipline within the team facilitate its 
own individual assessments. Each assessment is 
comprehensive and leads to a plan of care. As with the 
assessment process it is intended in the team plans to 
have a more integrated approach to care planning and 
if the resources were increased this would facilitate the 
team to embark on a more team-based care planning 
process. There is currently no key working system 
although there is in the day hospital. The service users 
are involved in their own care as much as possible 
and there is access to an advocacy service. Within 
the day hospital, there is a steering group and there 
are links with the advocacy network. Within the high 
support hostel, there is a key worker system and the 
CNM2 with responsibility for the medium and low 
support hostels access the key worker. However this 
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is a huge task as there are a number of people in 
these accommodations therefore a comprehensive and 
coordinated approach to care planning is difficult.

TEAM FUNCTIONING
The team meets weekly to discuss in-patients on the 
unit and in the community they meet on a Friday. The 
agenda is to review the service users and the location 
of the meetings is either in the hospital or the sector 
headquarters. There is a regular time slot for each 
meeting and all staff attend. Any change to the care 
is documented in the files. There are difficulties with 
their storage of the files currently. For those people 
that are in-patients the notes must stay within the 
hospital, so currently no notes are stored at the sector 
headquarters. This needs to be rectified as all team 
members must have access to the files, and for this 
reason the team headquarters would be the most 
appropriate place to store the files. There are regular 
reviews facilitated in the high support hostel and 
service users in the medium and low support have 
access to the team meeting.

PARTICIPATION OF SERVICE USER
Service users attend their case conference. Staff 
represent their views at the team meetings and the 
frequency of reviews is dependent on need. It was 
highlighted that people with more acute needs are 
reviewed more often and the team are conscious 
of the need to ensure that regular reviews occur for 
people with longer term needs. In the day hospital, 
people are reviewed weekly and within the hostels 
there is a regular system of reviewing. There is a 
carers group in place within the catchment. There is 
also a befriending group run by the Mental Health 
Association.

DAY SERVICES/COMMUNITY RESOURCES
The team are strongly linked with mainstream services. 
There is a clubhouse and also good links with the 
Simon Community. There are also good links with 
vocational services. The day hospital facilitates a 

number of groups and also educational sessions, which 
includes outside speakers. 

POLICIES AND PROCEDURES
There is a policy group in place within the sector and 
they are in the process of standardising policies. There 
is a draft operational procedure document. There are 
policies governing referrals and people not attending 
appointments. They are developing the key worker 
policy. There is a key worker policy within the day 
hospital and all the hostels.

TRAINING AND AUDIT/RESEARCH
There is no dedicated time for team training. This is 
imperative as this is a new and developing team with 
some positive ideas about how they wish to carry 
out their care delivery. Individual training is available 
but can be hard to access due to commitments 
to the team. There have been a number of audits 
undertaken, some looking at the use of particular types 
of medication, and also there is the development of a 
clinical service. Clinical supervision is available to the 
medical staff and also the occupational therapist and 
social worker. Nursing staff in the day hospital receive 
supervision and there is a strong emphasis on solution 
focused therapy.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
The team has identified that the population in the area 
is growing considerably and there are a number of 
multicultural issues. It would be beneficial for some 
cultural awareness training to be facilitated for the 
team and also to enhance the resources to meet the 
growing population. The team say that the IT support is 
limited. There is no access to the internet for the hostel. 
There is no linkage to all the services so information 
sharing is difficult. The next point raised was about 
security in outpatient clinics. There is no security and 
the team needs some policies in place regarding home 
visits and general safety and security issues.
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RECOMMENDATIONS

1.  The team should have sufficient staff for a core 
multidisciplinary team to meet the growing 
demands and needs for this population.

2.  The team should be given time to develop a 
comprehensive multidisciplinary team assessment 
and care planning process. These systems should be 
piloted and gradually introduced to the service.

3.  The files should be integrated so all disciplines write 
in the same file. These files need to be stored in the 
sector headquarters for accessibility.

4.  The IT capacity for the team needs to be enhanced 
and linked to ensure that there is a comprehensive 
communication system.

PSYCHIATRY OF LATER LIFE 
TEAM – Dublin North-Central 
& Dublin North West

Date of inspection:  25 September 2006 
Population:  30,000 (estimated)

DESCRIPTION
The team provides an old age mental health service. 
It operates Monday to Friday from 0900h to 1700h 
and serves a population of over 30,000. The service is 
managed by the clinical director in conjunction with the 
Director of Nursing and area manager and a business 
plan for the year is in place. There is a stand-alone 
budget under the auspices of the area manager. There 
is a team base, which contains a day hospital for 
Dublin North Central. There is access to services in two 
hospitals at St. Vincent’s Fairview and Connolly Hospital 
in Blanchardstown. There is liaison with two general 
hospitals with strong links with the geriatricians. There 
is also a day hospital in Dublin North West. There 
are also two public-private partnerships with nursing 
homes, Verville Retreat Wing of Talbot Lodge Malahide 

and Eccles Wing, TCL Nursing Home, Santry. It is hoped 
to resurrect meetings between primary and secondary 
care services on a bi-monthly basis. 

MULTIDISCIPLINARY TEAM COMPOSITION
The team consists of a clinical director, a director of 
nursing, three consultant psychiatrists equivalent to 
2.5 whole-time-equivalent posts, a senior registrar 
and NCHDs. There are two part-time occupational 
therapists, making one whole-time-equivalent, and 
three community mental health nurses. There is no 
clinical psychology or social work input. It is reported 
that social work links need to be developed at primary 
care level. Administration support is provided by two 
whole-time-equivalent posts. There are nursing staff 
based in each of the day hospitals.

REFERRAL PROCESS
The main sources of referrals are GPs and geriatricians. 
There is also a liaison service provided in the hospitals. 
Referrals are seen at home. The GP makes contact. 
The secretaries fill out a template and a home visit 
is organised by the medical staff. The team meets 
weekly to discuss referrals and cases are allocated 
appropriately. There is an individual referral system to 
the occupational therapy staff, who undertake their 
own assessment and report to the team. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
In the absence of a psychologist, the assessments 
undertaken are by nursing, medical and occupational 
therapy staff. Once an assessment has been 
undertaken, the findings are presented at the next 
available team meeting and decisions are taken 
regarding the appropriateness of interventions. The 
patient is involved wherever possible and a key worker 
is identified. There are strong links with families and 
support is given by the team. Care plans specify 
the roles and responsibilities of the team and have 
identified goals within appropriate time scales. The 
care plan contained elements of a risk assessment in 
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relation to suicidal behaviour and vulnerability. The 
care plan includes a discharge plan which is linked into 
the team meeting. The care plan is documented in 
integrated notes. 

TEAM FUNCTIONING
The team meets weekly, the agenda being to review 
the in-patients, discuss new referrals and re-referrals 
and to undertake community reviews. There is a 
rolling programme of meetings and the day hospitals 
are included in this programme of reviews. There is a 
regular time slot for the meetings and meetings are 
attended by the nursing and medical staff, with reports 
from the occupational therapist. Changes in care are 
documented in the files.

DAY SERVICES/COMMUNITY RESOURCES
There are strong positive links with public health 
nurses, geriatricians, day centres and GPs. Following 
initial assessment the GP is contacted with a plan of 
care. There are also strong links with the Alzheimer’s 
day centre.

POLICIES AND PROCEDURES
There are policies in place for referrals, people not 
attending appointments, waiting times and key 
working and there is an operational procedure 
documented.

TRAINING AND AUDIT/RESEARCH
The team is academically linked with Dublin City 
University, facilitating post-graduate courses. There is 
a good in-service training programme and the team 
provide training to a number of sources. Staff in the 
service are part of the National Old Age Psychiatry 
Nursing Network and the Irish Association of 
Consultants in Old Age Psychiatry. Clinical supervision is 
available for all team members.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
The team raised a number of issues at this meeting:

 Unit 3. Connolly Hospital. The unit needs to move as 
a matter of urgency as the patients were required to 
vacate the unit by 31 December 2006. On the day 
of inspection, there had been no decision made on 
where to move this unit.

 Early onset dementia service. It was reported that 
additional funding of Ð250,000, together with five 
whole-time-equivalent posts, was approved in 2004 
and a decision is now awaited from the Local Health 
Managers for Dublin North West and North Central to 
proceed with this service.

 Enhancement of the multidisciplinary team. The team 
urgently need a senior psychologist. If permission 
was given to proceed with the early onset dementia 
service, the team report they would be able to 
recruit a senior psychologist who would work in the 
early onset service and also in the generality of the 
service and would be of huge benefit to patients. 
An application has also been made for an additional 
basic grade occupational therapist to further enhance 
aspects of the service.

 Smoking. There is an issue with patients who smoke 
in Unit 3. A request has been made to have a 
smoking gazebo built but this has not been granted. 

 Legal status of Unit 3 patients. The team were 
querying, with the introduction of the new Mental 
Health Act, 2001, a gap in the legal status of patients 
in Unit 3. This issue is being brought to the attention 
of the Mental Health Commission. 

RECOMMENDATIONS

1.  The closure of Unit 3 is inevitable and therefore an 
alternative unit must be found on the hospital site.
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2.  The early onset dementia service should be 
progressed and the core components of the 
multidisciplinary team recruited.

3.  A senior psychologist should be recruited to the 
service and another basic grade occupational 
therapist.

ST. BRENDAN’S HOSPITAL

UNIT 3A
Date of inspection:  10 October 2006 
Number of beds:  27 male

DESCRIPTION
Unit 3A is described as a 27-bed admission unit 
for males, but the unit provides a mix of acute, 
rehabilitation and long-stay care. The age range of 
patients was from the 20s to the 70s. On the day of 
inspection, there were 27 patients. Three patients had 
Temporary status, 22 patients had Voluntary status, 
and there were two Wards of Court. The unit is staffed 
by five nurses during the day and by three at night. 
The unit is not self-staffing and this, because of staff 
shortages, leads to a lack of consistency and many 
staff work additional hours. There is one domestic staff 
member on duty on a daily basis and one contract 
cleaner. Eight consultant-led teams admit patients to 
the unit.

MULTIDISCIPLINARY TEAM 
The multidisciplinary teams in this service are under-
developed. Each of the teams that care for patients 
in the unit have a consultant psychiatrist and NCHDs. 
There is minimal social work input due to the poorly 
developed social work service and the lack of a clinical 
psychology service. There is dedicated input from 
occupational therapists, who have a management 
structure and are based in an occupational therapy 
department. There is also a staff nurse on the unit 

who provides a therapeutic programme. Staff reported 
that some teams have two team meetings on the unit 
weekly. Other teams have no set times for meetings. 
The clinical files are updated following the meetings. 
Patients who are acutely ill are seen several times a 
week by medical personnel. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no system of integrated care and treatment 
planning on the unit. Nursing staff file their 
assessments, care plans and progress notes in the main 
patient files. The Orem/King nursing model is used 
but this does not contain a formal risk assessment. A 
nursing assessment is undertaken and a care plan is 
formulated that includes goals and objectives. The care 
plans are communicated orally to the patients but the 
patients are not asked to sign their care plans. Care 
plans of acute patients are reviewed on a day-to-day 
basis. 

Nursing notes were in good order. The psychiatric notes 
showed evidence of regular review by consultants 
and NCHDs but, in many cases, the professional’s title 
was not used when signing and the patient’s name 
did not appear at the top of the page. A key worker is 
appointed for each patient. The occupational therapists 
maintain a folder on the unit that contains an individual 
weekly programme for each patient who is attending 
occupational therapy. The occupational therapists keep 
their own progress notes in the occupational therapy 
department and a discharge summary is placed in the 
patient’s main file on the unit when work is completed. 
Admission, transfer and discharge policies are generic 
to the hospital and date from 2002. 

THERAPEUTIC PROGRAMMES
Following the recruitment of ten occupational 
therapists, the level and intensity of occupational 
therapy input has increased dramatically since the last 
inspection and nursing staff reported that this has been 
extremely valuable for patients. Each patient who is 
referred to the occupational therapy department has 
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a key occupational therapist and has a needs-based 
assessment is carried out. The occupational therapy 
department on the campus is well resourced and each 
patient is offered a programme of individual and/or 
group sessions. If the patient is unable to attend the 
occupational therapy department the sessions are held 
on the unit. Community meetings for those attending 
occupational therapy are held monthly. Results of 
initial assessments and progress notes are placed in 
the patient’s file on the unit. A system of auditing is in 
place. Satisfaction levels and outcomes are measured. 
A number of VEC-funded programmes, such as literacy 
and numeracy skills groups, are provided in the 
occupational therapy department. A staff nurse also 
runs a therapeutic programme on the unit that includes 
programmes on relaxation, fitness, lifestyle, art and 
games. A notice is posted on the unit regarding the 
programme, which is needs based.

ECT
ECT is not provided on site.

SECLUSION
There is no seclusion room on the unit and no one is 
secluded.

PHYSICAL RESTRAINT
The staff reported that they had received training in 
control and restraint and breakaway techniques. A 
regular training programme is provided. There is a 
training policy and a record of training is kept by senior 
nurse management. A system is in place for recording 
and reporting serious incidents.

ENVIRONMENT
This was a 27-bed open unit on the ground floor 
of the building which houses units 3A and 3B. The 
maintenance of the unit was poor and there did not 
seem to be a rolling maintenance programme. There 
was a leak from the showers upstairs into the clinical 
room, pipes leaked in the toilet area and the fire hoses 

needed to be replaced. Maintenance was provided by a 
team based on the campus that had a number of other 
commitments both within and outside the hospital. 
Staff reported that the response from maintenance was 
slow. The fire equipment was contracted out and the 
equipment was checked on a regular basis. Lectures on 
fire safety were conducted yearly. There was a health 
and safety policy and the health and safety officer 
called to the unit regularly. There was disabled access 
to the unit. 

The decor of the unit was poor, the ventilation was 
not good and a smell of urine was present along part 
of the main corridor. The unit was clean but it was 
difficult to maintain as there was smoking throughout 
the unit. There was plenty of natural light. Information 
boards and leaflets were available. There was access 
to the grounds of the hospital and there was a gazebo 
and patio area at one end of the unit. There was a 
reception area at the main door to the unit, but no 
admission area as admissions were processed in the 
assessment unit on the campus. 

Bedroom accommodation was provided in three six 
bed rooms, one single room and one 8-bed dormitory 
area. Patients had wardrobe space but not all of 
the beds had curtains around them. There was one 
bathroom and one shower room. There was sufficient 
toilet areas but the urinal was leaking and there was 
a hole in the ceiling. The dining area had sufficient 
seating for all patients but was small. There was a 
dedicated area for therapeutic activities that had a 
pool table, exercise equipment and an area for table 
activities. There were two lounges, one smoking and 
one non-smoking, and there was a visitors’ area. There 
were two interview rooms which were alarmed. The 
nursing office was sufficiently large for report writing 
and storage but the computer that had been delivered 
three months previously had not been connected. 
There was a clinical room which had all necessary 
equipment. The staff had access to a toilet, a rest area 
but no shower. There was adequate storage room.
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RECOMMENDATIONS

1.  A system of integrated care and treatment planning 
should be put in place.

2.  All multidisciplinary teams should be fully staffed.

3.  As soon as the acute admissions service has moved 
to Connolly Hospital a full needs assessment should 
be carried out on all the remaining patients and 
they should be placed under the care of a dedicated 
rehabilitation team.

4.  There should be a regular maintenance programme 
in place.

UNIT 3B
Date of inspection:  10 October 2006 
Number of beds:  27 female

DESCRIPTION
Unit 3B is described as a 27-bed admission unit for 
females, but many of the patients are long-stay and 
some were re-admitted having been discharged to 
nursing homes. On the day of inspection, there were 
25 patients. Three patients had Temporary status, 21 
patients had Voluntary status, and there was one Ward 
of Court. The unit is staffed by five nurses during the 
day and by three at night. The unit is not self-staffing 
and, because of shortage of staff, many staff work 
additional hours. There are also two domestic staff 
members on duty on a daily basis. Eight consultant-led 
teams admit patients to the unit.

MULTIDISCIPLINARY TEAM 
The multidisciplinary teams in this service are under-
developed. Each of the teams caring for patients in the 
unit have a consultant psychiatrist and NCHDs. There is 
minimal social work input due to a poorly developed 
social work service and there is no clinical psychology 
service. There is dedicated input from occupational 

therapists, who have a management structure and are 
based in the occupational therapy department. There 
is a staff nurse on the unit who provides also provides 
a therapeutic programme. Staff reported that there are 
two team meetings on the unit weekly. One of these 
is a formal meeting with nursing staff. The clinical files 
are updated following the meetings. Patients who are 
acutely ill are seen several times a week by medical 
personnel. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no system of integrated care and treatment 
planning on the unit. Nursing staff keep separate 
files. The Orem/King nursing model is used but this 
does not contain a formal risk assessment. A nursing 
assessment is undertaken and a care plan is formulated 
that includes goals and objectives. The care plans of 
long-stay patients are reviewed approximately every 
three months. Those of acute patients are reviewed 
on a day-to-day basis. Nursing notes were in good 
order. The psychiatric notes showed evidence of regular 
review by consultants and NCHDs but, in many cases, 
the professional’s title was not used when signing 
and the patient’s name did not appear at the top of 
the page. A key worker is appointed for each patient. 
The occupational therapists maintain a folder on the 
unit that contains an individual weekly programme for 
each patient who is attending occupational therapy. 
The occupational therapists keep their own progress 
notes in the occupational therapy department and a 
discharge summary is placed in the patient’s main 
file on the unit when work is completed. Admission, 
transfer and discharge policies are generic to the 
hospital and date from 2002. 

THERAPEUTIC PROGRAMMES
The level and intensity of occupational therapy input 
has increased dramatically since the last inspection 
following the recruitment of 10 occupational therapists. 
Each patient who is referred to the occupational 
therapy department has a key occupational therapist 
and a needs-based assessment is carried out. The 
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occupational therapy department on the campus is well 
resourced and each patient is offered a programme 
of individual and/or group sessions. If the patient is 
unable to attend the occupational therapy department 
the sessions are held on the unit. Community meetings 
for those attending occupational therapy are held 
monthly. Results of initial assessments and progress 
notes are placed in the patient’s file on the unit. A 
system of auditing is in place. Satisfaction levels and 
outcomes are measured. A number of VEC-funded 
programmes, such as literacy and numeracy skills 
groups, are provided in the occupational therapy 
department. A staff nurse also runs a therapeutic 
programme on the unit. The patients who attend are 
mainly those who are long-stay. A notice is posted 
on the unit regarding the programme, which is needs 
based and offers plenty of variety.

ECT
ECT is not provided on site.

SECLUSION
There is no seclusion room on the unit and no one is 
secluded.

PHYSICAL RESTRAINT
The staff reported that they had received training in 
control and restraint and breakaway techniques. A 
regular training programme is provided. There is a 
training policy and a record of training is kept by senior 
nurse management. A system is in place for recording 
and reporting serious incidents.

ENVIRONMENT
This was a 27-bed open unit on the first floor of the 
building that houses units 3A and 3B. The maintenance 
of the unit was poor and there did not seem to be 
a rolling maintenance programme. There were no 
curtains around some of the beds and there were a 
number of loose tiles. Maintenance was provided by a 
team based on the campus that had a number of other 

commitments both within and outside the hospital. The 
fire equipment was contracted out and the equipment 
was checked on a regular basis. There was a health and 
safety policy and the health and safety officer called to 
the unit regularly. There was no disabled access to the 
unit. There were three stairs to the unit but no lift. 

The decor of the unit was poor and the ventilation 
was not good. Trees growing outside the unit lessened 
the light to the unit. The unit was clean. Information 
boards and leaflets were available. There was access 
to the grounds of the hospital. There was a reception 
area downstairs but no admission area as admissions 
were processed in the assessment unit on the campus. 
Bedroom accommodation was provided in three 4-bed 
rooms and one 15-bed dormitory area. Patients had 
wardrobe space, but not all of the beds had curtains 
around them. There was one bathroom and a shower 
room that had two separate showers. The dining area 
had sufficient seating for all patients but was cramped 
when full. There was a dedicated area for therapeutic 
activities. This consisted of a large group room and a 
small kitchen. There were two lounges, one smoking 
and one non-smoking. There was a visitors’ area. 
There were two interview rooms which were alarmed 
but only one had a phone. The nursing office was 
sufficiently large for report writing and storage but the 
fax machine was not working and a computer that had 
been delivered three months previously had not been 
connected. There was a clinical room which had all 
necessary equipment. The staff had access to a dining 
area, a shower and toilet and a changing room. There 
was adequate storage room and a room that was 
unused.

RECOMMENDATIONS

1.  A system of integrated care and treatment planning 
should be put in place.

2.  All multidisciplinary teams should be fully staffed.

3.  As soon as the acute admissions service has moved 
to Connolly Hospital a full needs assessment should 
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be carried out on all the remaining patients and 
the should be placed under the care of a dedicated 
rehabilitation team.

4.  There should be a regular maintenance programme 
in place.

UNIT 8A
Date of inspection:  10 October 2006 
Number of beds:  13 male

DESCRIPTION
This is a locked unit providing a secure service for 
men. There are 13 beds on the unit but it is common 
practice for the unit to be over that number. On the 
day of inspection, there were two extra patients who 
had to sleep in side rooms and a further patient was 
expected. Three of the patients were Voluntary, the 
rest Temporary. During the day there are five nursing 
staff on duty, an acting CNM2 and four staff nurses. At 
the moment there is one patient in receipt of special 
observation so there is an extra nurse for this. There 
are three staff nurses at night.

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist with responsibility 
for the unit and who also has responsibility for another 
ward within the hospital. There is an NCHD. There 
is no clinical psychology. There is access to a social 
worker. The patients have access to occupational 
therapy and also to the special care therapy unit. A 
recent innovation is that occupational therapy has 
begun to facilitate individual sessions on the unit. The 
clinical team meets weekly to review the progress 
of the patients. The meeting occurs on the ward and 
is attended by the consultant psychiatrist, the NCHD, 
special care therapy staff, nursing staff, social worker 
and occupational therapist. Official minutes are kept of 
the meeting and any change in care is documented in 
the files. The patient attends the meeting if they wish 

to do so. Patients have access to the multidisciplinary 
team except for psychology. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans on the 
unit. They are nurse based. An initial assessment is 
undertaken based on the Orem/King human needs 
model, which includes a risk assessment. A key worker 
is identified but as with other units in this hospital the 
frequent changeover of staff hinders the process and 
continuity of care. There are shortages of staff and 
therefore a high reliance on moving people around 
to cover and on overtime. Staff are allocated to the 
unit via a central rostering system. The philosophy of 
self-staffing needs to be endorsed in this hospital. The 
multidisciplinary team members are involved in the 
patient care at the team meeting and their input is 
documented in the file. There is access to an advocacy 
service and family are involved where possible. There 
is an admission policy in place as well as a transfer and 
discharge policy. 

THERAPEUTIC PROGRAMMES
The patients have a choice to attend the special care 
therapy unit or occupational therapy department once 
their mental state allows. Currently four people are 
attending the special care therapy unit and seven 
patients attend occupational therapy. Feedback is 
received from these departments at the team meeting. 
There are other activities on the ward – some patients 
tend the garden, others go out for walks however there 
is limited activity for those remaining on the ward. 
It was reported that there is a strong emphasis on 
containment. 

ECT
There is no ECT in use.
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SECLUSION
There are three single rooms on the unit, one of them 
a designated seclusion room with the traditional green 
padding around the walls. On the day of inspection, the 
room was out of use due to some damage done to the 
door. If a person required seclusion on this day the unit 
would have had to use the room in the female ward. 
The room itself has the safe finishing of the green 
padding around the walls. There was a safe bed and 
there is a refractory clothing policy. There is no access 
to a toilet. Ventilation was satisfactory. The room was 
very dull. There was no communication facility: the 
patient would have to shout through the door. There 
was a small observation window in the door. There 
is CCTV in use which is clearly signposted. There is a 
seclusion register which is dated and signed by the 
NCHD and consultant psychiatrist. The length of time 
for seclusion was specified as was the termination time 
and the reason for seclusion stated. Fifteen-minute 
observations are maintained and there is a seclusion 
policy.

MECHANICAL RESTRAINT
There is no mechanical restraint used on the unit. 

PHYSICAL RESTRAINT
Staff are trained in crisis prevention intervention 
techniques and this instruction is provided by external 
trainers.

ENVIRONMENT
The unit was situated on the ground floor of the main 
building in the hospital. It had a bed capacity of 13 
although frequently the side rooms were used. The 
only ongoing maintenance issue was the fixing of the 
seclusion room door. This would have been addressed 
on the day of inspection. There was disabled access in 
the unit and the standard of decor was reasonable. The 
unit appeared to be clean and it was reported that it 
can get especially hot during the summer. There was a 
dedicated visitor’s area which was monitored by CCTV 
and this was clearly signposted. There was access to 

a garden. The bedroom area consisted of a dormitory. 
There was not a sufficient number of toilets bathrooms 
and showers for this size of unit. There was a dining 
area and a lounge area. All patients had their own 
clothing and there was storage space for this. There 
was also a smoking room. There was a nursing office 
and clinical room and a dedicated staff area.

SERVICE USER INTERVIEWS 
No patients asked to speak with the Inspectorate on 
this visit.

RECOMMENDATIONS

1.  A core multidisciplinary team should provide a 
service to the patients on this unit. Psychologists 
must be recruited to the service.

2.  Care plans should be multidisciplinary with clear 
roles and responsibilities stated. 

UNIT 8B
Date of inspection:  10 October 2006 
Number of beds:  13 male

DESCRIPTION
Unit 8B is a 13-bed locked male ward. Capacity is often 
increased by one patient due to high demand for the 
service throughout the greater Dublin region. On the 
day of the inspection, nine patients were detained 
under the Mental Treatment Act, 1945. Two patients 
were under the Ward of Court system and two patients 
were Voluntary status. A named consultant psychiatrist 
provides the clinical direction of the unit. The ward is 
staffed daily by one CNM2 and four staff nurses. There 
are three staff nurses on duty at night. There is poor 
continuity of nursing staff due to ongoing chronic nurse 
staffing problems. There is one patient with intellectual 
disability on the ward.
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MULTIDISCIPLINARY TEAM 
A consultant psychiatrist leads the team. There are two 
dedicated occupational therapists, nursing staff from 
special care therapy, ward staff nurses and an NCHD on 
the team. The team can refer to social work and other 
services as appropriate. There is no clinical psychologist 
on the team. There is a full multidisciplinary team 
meeting weekly, the NCHD updates the files following 
the meeting. The consultant psychiatrist and NCHD 
attend the ward daily or as required. The patient 
can attend the weekly team meeting. Information is 
provided orally to the patient on outcomes. The team 
is currently not involved in any research and there is 
no team training. The nursing staff access in-service 
training through the practice development officer.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is a single file, divided into medical notes, 
psychiatric notes, nursing notes and correspondence. 
The nursing staff from special care therapy have 
separate coloured progress sheets. The occupational 
therapy staff have a folder on the ward, which contains 
each patient’s individual programme. There were no 
occupational therapy notes in the files reviewed. The 
notes reviewed were in order. Each patient had a brief 
risk assessment completed within the previous two 
months. The nursing care plans were present, up to 
date and had set dates for reviews. The Irish Advocacy 
Network visits the special care therapy area weekly. 
The admission policy for the hospital applies to this 
ward. It is dated 2002 and staff reported that it is being 
reviewed. The majority of patients are transferred to 
the acute unit prior to discharge.

THERAPEUTIC PROGRAMMES
A number of patients attend special care therapy 
or occupational therapy programmes. Since the last 
inspection and in the last two months a ward-based 
programme has commenced. The occupational 
therapy staff use a small room on the ward. Copies on 
individual programmes are in a file on the ward. It was 

reported that the occupational therapist assessment 
reports and interventions are placed in the patient’s file.

SECLUSION
There is one side room off the main dormitory that 
functions as a seclusion room. CCTV monitors the room 
and there is a notice in place indicating this. The room 
is not suitable for seclusion. The seclusion register was 
reviewed. The consultant psychiatrist and NCHD sign 
each episode of seclusion. There was a corresponding 
note in the file. It was reported that the rate of 
seclusion is low. The seclusion policy was available on 
the ward.

PHYSICAL RESTRAINT
The staff reported that they had received training in 
crisis prevention intervention techniques in the past. 
Regular updates are not provided. All incidents are 
reported on an incident reporting system, common 
throughout the hospital.

ENVIRONMENT
The unit was located on the first floor and was 
accessible only by stairs. The staff could not 
independently regulate the heating system; this 
resulted in the ward often being very hot. The entrance 
area opened into a visiting area, which was monitored 
by CCTV. The bedroom area was open and consisted 
of a space divided by partitions into one 7-bed and 
two 3-bed areas. There were no screens and some of 
the spaces between beds were very small. There was 
no privacy for patients. There was one bath and one 
shower. There were three toilets and no urinals. The 
bathroom facilities were inadequate. The communal 
areas included a sitting room and smaller alternative 
TV room. There was a kitchen and dining room as 
well as an internal smoking room. Staff and patients 
could access an enclosed garden downstairs during the 
summer. There was a suggestion box in the day room. 
New furniture was due to arrive on the ward during the 
month.
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RECOMMENDATIONS

1.  Each patient should have a multidisciplinary team 
care plan. All disciplines should write directly into 
the file.

2.  Social workers and clinical psychologists should be 
available to the team.

3.  All patients should have privacy during bedtime, 
screens should be provided.

4.  There should be a regular maintenance programme 
in place that is timely and efficient.

UNIT O
Date of inspection:  10 October 2006 
Number of beds:  13 female

DESCRIPTION
Units O is located on the ground floor. It is an acute 
female secure ward. The ward has a bed capacity of 
13 but on the day of the inspection there were eight 
patients. Six patients were detained under the Mental 
Treatment Act, 1945. It was reported that six patients 
have been resident on the ward for more than one 
year. The ward is under the clinical direction of a 
named consultant psychiatrist. Referrals to the ward 
are from the Greater Dublin area hospitals and internal 
transfers. On the day of the inspection there was one 
CNM2 and five staff nurses on duty. At night three 
staff nurses staff the ward. The shortage of nursing 
staff results in a lack of consistent staffing and poor 
continuity of care. It was reported that there are often 
shortages of staff on the ward.

MULTIDISCIPLINARY TEAM 
There is a weekly multidisciplinary team meeting. The 
consultant psychiatrist, NCHD, occupational therapist, 
social worker and nursing staff from both the ward and 
the special care therapy attend this. The social worker 

post is split across a number of teams. The nursing staff 
keep a logbook of decisions and the NCHD updates the 
clinical file. All the patients are invited to attend the 
clinical meeting. The team members update patients 
on care plans orally. The key nurse system does not 
work due to chronic staff changes and the absence of 
self-staffing.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are separate medical and nursing notes. There is 
no formal multidisciplinary team care plan in place. The 
nursing staff complete an Orem human needs model 
assessment on each patient. There is an agreed set 
review date. The nursing care plans reviewed were in 
order. The nursing care plans and progress notes also 
contain a separate progress sheet from special care 
therapy. The progress sheets are regularly updated. The 
medical notes reviewed showed evidence of regular 
reviews and a treatment plan. There were no entries 
from occupational therapy and social work in the notes 
review.

THERAPEUTIC PROGRAMMES
Five patients attend programmes in special care 
therapy and occupational therapy. The remaining three 
patients have facilitated walks around the grounds. 
There are no ward-based programmes provided.

SECLUSION
There is one dedicated seclusion room. It is green 
padded and has no natural day light. There is air 
conditioning present. The padding on the walls was in 
need of cleaning on the day of the inspection. There 
are no toilet facilities within the room. Three single 
rooms are used for seclusion if necessary. The seclusion 
register was reviewed and was in order. However 
the reason for seclusion was not documented in the 
medical notes. The 15-minute observation sheet for 
one period of seclusion was not in the file on the day 
of the inspection. The seclusion policy was reviewed. It 
dated from 2002. Refractory clothing is in use.
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PHYSICAL RESTRAINT
The staff reported that they had accessed training in 
the past, although there were no regular planned 
updates. All incidents as a result of physical restraint 
were recorded and sent to nursing management.

ENVIRONMENT
The ward was located on the ground floor and had 
access to an enclosed garden space. The main bedroom 
area was a dormitory. There were no curtains around 
the beds, resulting in a lack of privacy for patients. The 
bedrooms were locked for the majority of the day. The 
communal areas included a dining room, sitting room 
and internal smoking room. There was one bath and 
shower located in the same room. There were four 
toilets. The staff had access to an office, night office, 
clinical room and staff room. There was a washing 
machine and dryer on the ward. The ward was recently 
repainted, however the paint was peeling in a small 
number or areas. The ward was clean.

SERVICE USER INTERVIEWS 
A number of patients spoken to complained about the 
bedroom area being locked during the day.

RECOMMENDATIONS

1.  Each patient should have a multidisciplinary team 
care plan.

2.  Therapeutic and recreational activities should be 
provided on the ward for patients unable to leave. 
They should be individualised and linked to the 
overall care plan.

3.  A system for maintaining all records together should 
be developed and prevent records going missing.

4.  Seclusion periods must be documented in the 
clinical file.

UNIT R
Date of inspection:  10 October 2006 
Number of beds:  8 female

DESCRIPTION
This is a locked facility with bed capacity for eight 
female patients. On the day of inspection, there were 
six admissions, one on a continuous pass leaving five 
on the unit. Two were of Temporary status and one 
was a Ward of Court. During the day there are four 
nursing staff on duty, one CNM2 and three staff nurses.

MULTIDISCIPLINARY TEAM 
The consultant psychiatrist who has responsibility 
for this unit also has other responsibilities within the 
hospital. There is an NCHD. There is no psychology. The 
team has access to a social worker who attends the 
team meeting but who has to cover all wards in the 
hospital. There is access to occupational therapy and 
special care therapy unit and there is one full-time 
basic grade occupational therapist assigned to work 
with patients on Unit R. There is a referral system to an 
addiction counsellor and there is access to an advocacy 
service. The team meets weekly on the unit to review 
all the patients and monitor progress. There is a 
regular time slot and the meeting is attended by the 
consultant psychiatrist, NCHD, occupational therapist, 
social worker and nursing staff. There are records kept 
of the meetings and these are documented in the 
files that contained detailed accounts of the patients’ 
progress. The patients’ care plans were also updated as 
a result of the reviews. The patient attends the team 
meeting which occurs weekly. Patients have full access 
to a multidisciplinary team, apart from psychology. 
It was reported that the patients know their treating 
team and who their key worker is. The continuity of 
staffing is hindered by shortages within the hospital, 
meaning that staff were allocated via a central roster. It 
is imperative that this unit has self-staffing to promote 
continuity of care. There is extensive training available 
within the hospital to nursing staff. Generally staff are 
supported to undertake long courses and there is a 
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training programme facilitated from within the hospital. 
The unit is a placement for student nurses and they 
keep in regular contact with their clinical placement 
coordinators. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The care plans on the ward are nurse led. They are 
based on the Orem human needs model of care. Each 
nursing assessment is detailed and there are regular 
reviews. There is a key worker system identified but 
unfortunately due to the frequent changes in staff and 
high use of overtime there is difficulty in maintaining 
it. A recent innovation in the hospital is occupational 
therapy staff providing sessions on the unit. This is 
a significant development and one which is a step 
towards multidisciplinary care planning. A system 
of multidisciplinary team care planning needs to be 
developed within the hospital. It is anticipated that any 
occupational therapy staff who are involved with the 
patients write in the file and there is evidence that this 
is beginning to happen. The care plan is communicated 
at the weekly team meeting. The patients are involved 
in their care as much as possible. Family involvement is 
encouraged. The unit is currently promoting a healthy 
living programme ensuring that service users have a 
good healthy diet. The Inspectorate was informed of 
significant progress in the care of two patients who 
have had a long stay on this unit. One patient who was 
on a continuous special observation and had frequent 
need for seclusion in the recent past is now on general 
observation, attending the Courtyard Occupational 
Therapy Department, has liberty in the grounds and 
goes into town. The staff should be commended for 
their approach with this patient and developing a 
programme that has to date been extremely successful. 
The other patient who staff are particularly pleased 
with the progress made is a woman who is living in 
her own flat in the community who is returning on a 
three-weekly basis to meet with the team, have her 
medication reviewed and she receives home visits 
from occupational therapy staff. The person is now 
living independently in the community with support 
from the team. Again the staff should be commended 

for this approach and it is recognised as a significant 
improvement in the quality of life for these two service 
users.

THERAPEUTIC PROGRAMMES
All patients on this unit have access to either the 
occupational therapy department or the special care 
therapy unit. There are specific programmes for each 
individual service user. There is a range of activities 
for them to engage in and it provides valuable time 
for them in the unit. There is an occupational therapist 
with specific input into this unit. She attends the 
weekly multidisciplinary team meeting and links the 
service users into the programme. The occupational 
therapist is responsible for working, or developing, 
an occupational therapy intervention plan. The plan 
focuses on goals of assessment intervention as agreed 
at the team meeting. Where a patient is not in a 
position to attend the occupational therapy department 
sessions take place on the unit. Copies of the 
occupational therapy initial reports and progress reports 
are filed in the patient’s file on the unit. All other notes 
are contained in the occupational therapy file held in 
the occupational therapy department.

ECT
ECT is not used on this unit. 

SECLUSION
Seclusion is in use on the unit. There is a dedicated 
room for this purpose. It is an old style green room 
which has a safe finish and a safe bed. Refractory 
clothing is used when a patient is secluded. There is 
CCTV in operation and there is clear signage regarding 
this. There is a seclusion register which is dated and 
signed by the NCHD and consultant psychiatrist. The 
length of time is specified and the reason for seclusion 
is given. A 15-minute observation is maintained and 
there is a seclusion policy. Reviewing the seclusion 
register, it was noted that the rates of seclusion have 
decreased considerably. The unit have devised a 
different strategy towards seclusion where there are 
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a range of options to consider before secluding an 
individual. As well as the room there is also a side 
room where patients can request to spend some time 
alone either with the door open or locked. It is reported 
that quite often a patient just needs a bit of time on 
their own and this is facilitated. 

MECHANICAL RESTRAINT
A mechanical restraint device that was in place on the 
unit on the last inspection is no longer in use. It was 
reported that there is no mechanical restraint in use on 
the unit.

PHYSICAL RESTRAINT
All staff are trained in control and restraint techniques 
and have their own trainers within the hospital. 
Any adverse incident occurring as a consequence of 
restraint is recorded. 

ENVIRONMENT
The unit has a bed capacity of eight and is situated 
on the first floor, providing secure care. The unit has 
recently been renovated and there is a monthly 
meeting with the maintenance department. There is 
no disabled access. The unit can get hot particularly 
in the summer. There is good lighting. The unit was 
clean. There were plenty of information boards. There 
was a large lounge area with a dining area attached 
to it. The bedroom area was one large dormitory 
and it needs curtains around the beds. There are two 
toilets available to the patients. There are a sufficient 
number of bathrooms and showers. There is a separate 
smoking room and the nurses’ station is an office. 
There is a clinic room and a staff area.

SERVICE USER INTERVIEWS 
A number of people spoke to the Inspectorate and their 
issues were reported to the nurse in charge.

RECOMMENDATIONS

1.  The unit should have a core multidisciplinary team 
providing the service.

2.  The unit should promote a philosophy of 
multidisciplinary team care planning. There is the 
nucleus of a multidisciplinary team on the unit with 
the exception of psychology. Therefore the team 
should be looking to develop multidisciplinary team 
care planning.

THE WILLOWS UNIT
Date of inspection:  10 October 2006 
Number of beds:  12 male

DESCRIPTION
The Willows provides continuing care to 12 patients. 
The unit is located in a single-storey building on the 
campus of St. Brendan’s Hospital. The unit is locked, the 
reason given because there are two to three patients 
who wander and require continuous supervision. On 
the day of the inspection there were 12 patients on 
the ward. One patient had recently been transferred 
from the secure unit due to demand for beds in that 
area. He was detained under the Mental Treatment Act, 
1945. The other male patients were all Voluntary status 
and ranged in age from 40 to 70 years old. The unit 
is under the clinical direction of a named consultant 
psychiatrist. The unit is staffed daily by one CNM2 and 
two staff nurses. One patient is on continuous 24-hour 
special observation (one-to-one) nursing. There are 
two to three staff nurses on duty at night.

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist, an NCHD and an 
occupational therapist assigned responsibility to the 
clients on the ward. Due to nursing staff shortages, 
consistent staffing is difficult to achieve. There are 
no formal team meetings. It was reported that the 
NCHD attends the ward once or twice weekly and 
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when requested. The psychiatric reviews and medical 
examinations are completed by the NCHD.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is a single file divided into three sections: 
psychiatric notes, medical notes and nursing notes. 
There was evidence in the files of six-monthly 
psychiatric reviews. The nursing care plans were 
complete and are reviewed at least yearly. There were 
no entries in the notes from the occupational therapist. 
The file of the patient transferred from the special care 
unit was reviewed. The patient had not been assessed 
or reviewed by his team since his transfer. The patient 
has requested to return to his original ward. Structures 
are being put in place to introduce individualised 
clothing. The Irish Advocacy Network do not visit the 
ward. In general there are no active admissions or 
discharges. The ward is governed by the hospital-wide 
policies.

THERAPEUTIC PROGRAMMES
It was reported that 3 or 4 patients attend the general 
occupational therapy programme in the occupational 
therapist department. A copy of each patient 
programme is in the file but there were no assessment 
or progress notes. Attendance at the programme is 
not consistent. The other patients structure their time 
around meals, activities of daily living and some go 
to the local shops. Evening and weekend activities 
are linked to the TV. Patients can and do access an 
organised yearly holiday. One patient attends a work-
based programme off site. Some patients are involved 
in a small garden project.

PHYSICAL RESTRAINT
All staff have received training in the past in crisis 
prevention intervention techniques. Regular updates 
are not provided. The need for using physical restraint 
is very low on the ward.

ENVIRONMENT
The unit is a single storey stand-alone building. There 
was a nursing office, a day room come dining area, a 
kitchen and a smoking room. There is a small-enclosed 
garden space to which the patients have contributed. 
The dormitory area is a single space divided by 
partitions. There are no screens around the bed areas 
and consequently there is no privacy for patients. 
The dormitory area is locked for most of the day. 
There is one bath on the ward and no showers. This 
is inadequate for the number of patients and also for 
promoting rehabilitation.

RECOMMENDATIONS

1.  The ward should be under the clinical direction of a 
rehabilitation team.

2.  Each patient should have a multidisciplinary team 
individual care plan that allows the individual 
achieve his maximum level of independence.

3.  Patients should not be transferred to this ward due 
to bed shortages elsewhere.

4.  There should be an ongoing maintenance plan in 
place.

5.  The occupational therapist assessment and notes 
should be in the file.
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MATER MISERICORDIA 
HOSPITAL
ST. ALOYSIUS’ WARD
Date of inspection:  25 September 2006 
Number of beds:  15 integrated

DESCRIPTION
St. Aloysius’ Ward is a 15-bed admission ward located 
in a large acute general hospital. The 15 beds are 
subdivided into ten sector beds and five beds for liaison 
psychiatry. The service serves an inner city population 
and a very busy A&E unit. Three separate service 
providers, the HSE, the Mater Hospital and St. Vincent’s 
Hospital, Fairview, manage the ward. The ward is 
locked with access via a swipe card or intercom/buzzer 
and exit via a push button. Patients can exit the ward 
using a buzzer. On the day of the inspection there were 
14 patients, eight female and six male. All patients 
were Voluntary status under the Mental Treatment 
Act, 1945. Four consultant psychiatrists have admitting 
rights to the ward. The ward is staffed daily by a CNM2 
and four staff nurses. At night there are three staff 
nurses on duty. This is an increase in staffing at night 
following a serious incident. This post is filled from 
agency staff.

MULTIDISCIPLINARY TEAM CARE 
PLANNING
The sector teams and liaison team are poorly 
resourced, membership is primarily medical and 
nursing and this is reflected in the notes. A basic grade 
occupational therapist had joined one of the consultant-
led teams in the previous two months. There are two 
files, one medical and one nursing. A random sample 
was reviewed on the day of the inspection. The nursing 
notes are sectioned for ease of access. They contain 
an assessment sheet, 24-hour to 72-hour initial plan, 
Tidal model assessment, a risk indicator form and 
progress notes. The notes reviewed were current and 
up to date. There is also a nursing discharge checklist. 
The medical notes showed evidence of assessment 

treatment plans and regular review by the NCHD and 
consultant psychiatrist. One set of notes also contained 
the result of an occupational therapist assessment. It 
was reported that each patient is allocated a key nurse 
daily. The patient is invited to attend the weekly review 
meetings. Outcomes are also communicated via the 
key nurse. In the absence of a social worker on the 
sector team nursing staff often completes this unmet 
need. The admission, transfer and discharge policies 
were reviewed. The admission guidelines currently in 
use are dated June 2004 and are being updated. There 
is no transfer policy, but there are procedural guidelines 
when transferring a patient. There is no discharge 
policy. The nursing staff complete a discharge sheet 
and send a copy to the relevant community agency.

THERAPEUTIC PROGRAMMES
There are no structural therapeutic programmes 
available. There is an unrealistic expectation that the 
daily complement of nursing staff will provide a group 
programme of activities. Patients can access with 
supervision a small room with gym equipment and a 
relaxation room. Leisure facilities are limited to one 
TV and video. A number of external facilitators attend 
the ward from time to time and provide lecture-style 
information on various aspects of care.

ECT
ECT is administered on the ward in a single room. 
The room also doubles up as the clinical room. It can 
be divided by a wall-mounted partition. Patients are 
required to wait in the corridor. The facilities available 
are not acceptable. The ECT register was reviewed 
and was in order. No patient in hospital on the day of 
the inspection was in receipt of ECT. The paperwork 
regarding consent, information and pre-ECT and post-
ECT check lists were available and appropriate. There 
is a dedicated ECT consultant. An anaesthetic nurse 
attends the administration of ECT.

DUBLIN NORTH CENTRAL 



53BOOK 2 – HSE DUBLIN NORTH EASTREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

SECLUSION
There is one seclusion room located on the main 
corridor. It was not purpose built and this presents a 
number of risk factors. There was a safe bed in the 
room but the walls were hard. There was a convex 
mirror on the wall but there was a blind spot area in 
the room. There was a shower and toilet adjacent to 
the seclusion room. These facilities are used daily by a 
patient on the ward. Temperature, ventilation and light 
were externally controlled. The seclusion register was 
reviewed and it was up to date. The seclusion policy 
was dated January 1999. No patient was in seclusion 
on the day of the inspection and a clinical file was not 
reviewed.

MECHANICAL RESTRAINT
It was reported that cot sides are very rarely used. If 
used they are prescribed in the medical file. No other 
form of restraint is used on the ward.

PHYSICAL RESTRAINT
It was reported that staff are offered training in St. 
Vincent’s Hospital, Fairview in control and restraint 
techniques. Providing opportunities for staff to attend is 
difficult due to staff shortages.

ENVIRONMENT
The ward is located on the ground floor. It is configured 
around a long central corridor that has no natural light. 
At the entrance there is a small dining-cum-sitting 
room. Located in this room is an enclosed smoking 
area with extractor fan. The patients have access to an 
enclosed garden space. The bedrooms are configured 
as one single room, two double rooms, one six-bed 
dormitory and one four-bed dormitory. The bathroom, 
toilet and shower facilities remain inadequate. A 
small number of structural changes have been made 
to the toilets in response to a serious incident. The 
only shower in the ward is part of the seclusion area. 
Structural changes have been requested and are 
outstanding. They are:

 The relocation of the nursing office and the insertion 
of a window into a four-bed room for improved 
observation. This will result in the loss of the 
occupational therapy kitchen/multipurpose room.

 The relocation of the clinical room from the ECT to 
the nursing office.

 The redecoration and commissioning of the relaxation 
room.

 The environment is not accessible for wheelchair 
users as there are no suitable toilet or bathroom 
facilities.

POSITIVE DEVELOPMENTS
Since the last inspection in November 2005, an 
interview room has been constructed within A&E. An 
executive action team comprising the three service 
providers has been established. It was reported that 
there is agreement in principle that a new acute 
psychiatric unit will be part of the development of the 
Mater Hospital. This move would result in the closure 
of St. Vincent’s Hospital, Fairview to acute admissions 
(general adult and elderly). The alarm system has been 
upgraded.

CONCERNS
In the absence of a high observation area and with a 
poorly designed seclusion suite the need to transfer 
patients to other facilities is growing. It was reported 
that the service cannot access a high observation bed 
in St. Vincent’s Hospital, Fairview and often has to 
transfer patients to St. Brendan’s Hospital.

The lack of community-based multidisciplinary teams 
that are adequately resourced with all disciplines is 
impacting directly on the usage of in-patient beds and 
service development. The service has no day hospital 
and no sector headquarters.
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RECOMMENDATIONS

1.  Each patient should have a multidisciplinary team 
care plan.

2.  The site and location of facilities for the provision 
of ECT must be agreed and meet the basic 
requirements.

3.  Immediate structural changes must be commenced 
to improve the environmental layout and reduce the 
potential risk factors.

4.  The sector multidisciplinary team needs to be 
adequately resourced, especially with occupational 
therapy and social work personnel.

5.  The location of all the team in a single sector 
headquarters must be encouraged. The community 
mental health nurses must be located within the 
sector.

6.  All patients should have a needs-based therapeutic 
programme that is linked to their care plan and 
facilitates discharge. An occupational therapist 
should be assigned to this task.

ST. VINCENT’S HOSPITAL 
FAIRVIEW

ST. LOUISE’S WARD
Date of inspection:  26 September 2006 
Number of beds:  30 integrated

DESCRIPTION
St Louise’s is a 30-bed integrated acute admission 
ward located in St. Vincent’s Hospital. All five 
consultant psychiatrists have admitting rights. The 
ward facilitates walk-in assessments by the duty 
NCHD. There is a consultant rostered on call for each 
24-hour period. New admissions are reviewed daily 

and at the weekends by the duty consultant. Within 
the bed complement there are six beds, which are 
self-contained. This area is locked and provides high 
observations in a controlled environment. On the day 
of the inspection the ward had 31 patients. 13 patients 
were detained under the Mental Health Act, 1945. 
There are eight staff on duty during the day, including 
one CNM. At night there are four staff on duty. The 
unit serves a population of 140,000 approximately. It 
was reported that patients who required more suitable 
accommodation occupy ten acute beds.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans. The 
community teams are under-resourced and there is 
limited membership on the teams by other disciplines 
outside medical and nursing. The nursing care plans are 
devised from a three-day assessment form. Evaluations 
and reviews are completed as required. The nursing 
staff operate a team nurse system. The nursing notes 
reviewed were in order and up to date. The medical 
file is separate. The notes reviewed were up to date 
and showed evidence of active reviews. There were no 
entries from all other disciplines. The weekly meetings 
are medical and nursing led. A discharge checklist 
and plan is under development. The Irish Advocacy 
Network visits the ward weekly. On the day of the 
inspection, it was reported that the admission policy 
was under review and being proofed by a legal team. 
The discharge policy was present and dated April 
2001. There is no transfer policy however there are 
operational procedures and a transfer from in place. 

THERAPEUTIC PROGRAMMES
There is an activation programme provided by the 
nursing staff. Activities range from task-based group to 
leisure pursuits. A number of external agencies provide 
information sessions. There is an arts and crafts room, a 
kitchen, a relaxation room and a gym. It was reported 
that until recently there was a dedicated staff member 
and a sessional woodwork instructor to the area. A 
weekly community meeting is held and patients have 



55BOOK 2 – HSE DUBLIN NORTH EASTREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

input into the activities provided. The patients in the 
locked six-bed area attend this programme when able. 
There is no individual or group programme provided 
in the high observation area. The group programme is 
attempting to meet various patients’ needs. There is 
no evaluation of the effectiveness of the programme 
offered.

ECT
There is an ECT suite comprising a waiting room, 
treatment room and recovery room. The waiting 
room is also used as a relaxation room. The numbers 
attending ECT are declining. The ECT register was in 
order. There is a consent form, information leaflet and 
nursing checklists. The ECT policy was dated 2001. A 
named consultant psychiatrist has responsibility for ECT. 

SECLUSION
There is one seclusion room, located in the high 
observation area. The suite contains a toilet and shower 
outside the seclusion room. The room itself has an 
observation panel, soft finish and external controlled 
ventilation. There is a blind spot in the room. There 
is no safe bed, just a thin mattress. All patients are 
placed in refractory clothing in seclusion. The seclusion 
policy was reviewed and it stated that all patients 
should be nursed in night clothes. There is no CCTV in 
the seclusion room. The nursing staff record 15-minute 
observations. The seclusion register was reviewed and 
in order. 

MECHANICAL RESTRAINT
It was reported that no forms of mechanical restraints 
are in use in the ward.

PHYSICAL RESTRAINT
Training in control and restraint techniques are provided 
in house. There is a mechanism for reporting serious 
incidents. 

ENVIRONMENT
St Louise’s Ward is a stand-alone unit in the campus of 
St. Vincent’s Hospital. The external door is locked and 
the reception and security staff controls access. There 
is an assessment room and waiting area. This provides 
a walk-in assessment area for all five sectors. The ward 
is configured around the bedroom areas, activities 
area and a locked 6-bed unit. The Inspectorate was 
informed about and shown plans for upgrading toilets, 
bathrooms and sitting areas. Phase two will include 
painting of the bedrooms. It was hoped to commence 
this work before the end of 2006. The work was at 
tendering stage and ring-fenced finance had been 
assigned to it. There is currently no accessible shower. 
The bedrooms comprise of single rooms, one double 
and five 4-bed rooms. In the locked 6-bed area, there 
are four single rooms and one double room. The 
bedrooms are locked while patients attend activities.

RECOMMENDATIONS

1.  The CMHT must be adequately resourced. 

2.  The maintenance and upgrading work should 
commence.

3.  The use of refractory clothing needs to be 
incorporated into the seclusion policy if this is 
practice.

4.  The admission policy should be agreed and a review 
day set.

5.  Each patient should have a multidisciplinary team 
care plan.

6.  The therapeutic programmes should be 
individualised and linked to care plans.
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ST. MARY’S WARD
Date of inspection:  26 September 2006 
Number of beds:  9 integrated

DESCRIPTION
St Mary’s Ward is a nine-bed acute admission ward. 
Its primary purpose is to provide a service to private 
patients, however public patients are also admitted. 
Five consultant psychiatrists have admitting rights to 
the ward. On the day of inspection, there were three 
male patients and five female patients. Two patients 
were admitted as private patients and one patient 
was a Temporary patient under the Mental Health Act, 
1945. Four patients on the ward are awaiting suitable 
accommodation elsewhere. There are two to three 
nursing staff on duty during the day and one nurse on 
duty at night.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans. The 
nursing and medical disciplines have separate files on 
each patient and formulate individual care plans. The 
nursing assessment is based on a model developed 
in-house. This includes a three-day assessment, a risk 
assessment and a discharge checklist. The plans are 
evaluated and reviewed depending on need. Ward 
rounds take place weekly. The ward is planning to 
introduce a new evaluation sheet. The nursing notes 
inspected were current and up to date. A number of 
medical files were reviewed. They showed evidence 
of regular review and contained a treatment plan. 
There was a section within the notes for physical 
examinations. These were complete. There is no input 
from other core members of the multidisciplinary 
team. The staff can make referrals to a physiotherapist, 
GP and clinical psychologist. It was reported that the 
Irish Advocacy Network has attended the ward. It 
was reported on the day of the inspection that the 
admission policy for the service was under review.

THERAPEUTIC PROGRAMMES
The ward caters for patients with mixed needs and 
abilities. The nursing staff provide a number of ward-
based activities over five days. A number of patients 
attend day centres off site. Patients transferred from 
St. Louise’s Ward often return there for activities. There 
was no evidence in the notes that these activities were 
linked to an overall care plan. There is an absence of 
a structured individualised rehabilitation programme 
for the longer-term patients awaiting suitable 
accommodation elsewhere. 

PHYSICAL RESTRAINT
This is an open ward and patients who require higher 
levels of observation are transferred to St. Louise’s 
Ward. The staff can access training in control and 
restraint. There is a serious incident reporting system 
in place. 

ENVIRONMENT
The ward is located on the first floor and is accessible 
by stairs and a lift. It was pleasant and bright. There 
was a nurses’ office that offered good observation of 
the whole ward. There was a pleasant sitting room and 
dining room as well as a seating area on the corridor. 
There were two double rooms and the remainder 
of the rooms were single. All but one had en suite 
facilities. There was also an assisted bathroom and 
one bedroom was wheelchair accessible. There was no 
interview room.

RECOMMENDATIONS

1.  Each patient should have an individualised 
multidisciplinary team care plan. 

2.  Patients should be able to access individualised 
therapeutic programmes that enable rehabilitation. 
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ST. CATHERINE’S UNIT
Date of inspection:  26 September 2006 
Number of beds:  21 integrated

DESCRIPTION
St. Catherine’s is a 21-bed integrated unit on the first 
floor of the hospital. The function of the unit is the 
continuing care of elderly patients with enduring 
mental illness, ranging in age from 50 to 94 years. 
On the day of inspection, there were 21 patients, 11 
female and 10 male. There were four patients with 
Temporary status, 15 with Voluntary status and two 
Wards of Court. The unit is locked. The unit is staffed 
by three nurses and two nursing assistants during the 
day and by two nurses and one nursing assistant at 
night. Currently there are five consultant psychiatrists 
who provide care for the patients but a rehabilitation 
consultant psychiatrist is in post and will be taking over 
the care of all patients in this unit. 

MULTIDISCIPLINARY TEAM 
The multidisciplinary teams that provide input to 
the unit are understaffed. There are five consultant 
psychiatrists, each with NCHDs on their team. According 
to staff, there is no input from occupational therapists, 
social workers or clinical psychologists on the unit. A 
physiotherapist is based on the unit and provides a 
service to patients on three days. There is also input 
from a chiropodist and a chaplain. Most of the teams 
have ward rounds every two weeks but one team 
holds a ward round weekly. Medical staff review 
patients regularly and each patient has a physical 
examination every six months. NCHDs visit the unit 
weekly, or when requested. Decisions taken at these 
meetings are documented in the patients’ medical and 
nursing notes. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no system of integrated care and treatment 
planning in place at the moment. The unit is self-
staffing which allows for consistency and there is daily 
allocation of a key worker. Nursing care plans are 
reviewed weekly and progress notes are made on a 
daily basis. There is also a check-off system so that 
nurses can indicate that the interventions prescribed in 
the care plans have been carried out. If they have not, 
reference is made to this in the progress notes. 

A number of assessment tools are in use on the 
unit and these include risk assessments for falls and 
aggression. A comprehensive patient profile is also in 
use. Some research has been carried out into the use 
of restraint on the elderly. There is a programme of 
ongoing training, which includes control and restraint, 
manual handling, cardio-pulmonary resuscitation and 
preceptorship. There has also been a focus on the 
issues of communication and use of space on the unit 
and this has led to initiatives for improvement. Policies 
are available on admission and discharge.

THERAPEUTIC PROGRAMMES
A therapeutic programme is provided by a clinical nurse 
specialist five days a week. This includes reminiscence 
therapy, exercise and activity and medication 
management. There is a large room available for these 
activities. A snoezelen facility is also available. An art 
therapist provides a weekly session. The clinical nurse 
specialist documents the attendance of patients at 
sessions and records any significant issues or events in 
the progress notes. A chaplaincy service is provided but 
there is no independent advocacy service.

ECT
There is no facility for ECT on the unit.

SECLUSION
There is no seclusion room and no one is secluded on 
this unit.
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MECHANICAL RESTRAINT
It was reported that cot sides and Buxton chairs are 
sometimes used and that their use is prescribed and 
updated monthly. 

PHYSICAL RESTRAINT
Nursing staff are trained in the use of physical restraint. 
There is a training policy and a record of training which 
is kept by nurse management. There is a system 
in place for the recording and reporting of serious 
incidents.

ENVIRONMENT
This was a first-floor unit in the main hospital. It had 
a bed capacity of 21. Maintenance was provided by 
a team based on the campus and a quick response 
to requests was reported. The fire equipment was 
checked regularly and fire drills took place. There was 
a health and safety policy in operation and the unit 
had disabled access. The decor of the unit was poor 
and, while the unit was clean, it was untidy in places. 
The light and ventilation were poor. There was an 
information board and leaflets were available. There 
was no visitors’ area. Access to the garden was by a set 
of step steps that were not suitable for elderly patients 
with mobility difficulties. There were no reception or 
admission areas. 

Bedroom accommodation was provided in four single 
rooms and a range of 4-bed and 5-bed rooms. There 
were only three toilets for the entire patient group. 
There was one bathroom and one shower, which was 
being used as a store. The dining area was small and 
shabby and was also shared by the patients of another 
unit, who walked through the unit three times a day. 
There was a lounge of adequate size and a small 
smoking room that was dirty and poorly decorated. 
There was a large room that was used for therapeutic 
activities. The nursing office was spacious. The clinical 
room had all necessary emergency equipment. There 
were several doctors’ offices. There were also several 
storage rooms and some rooms that had no clear 

purpose. Staff had access to a number of rooms, which 
included a rest area, toilet and changing areas. 

RECOMMENDATIONS

1.  A system of integrated care and treatment planning 
should be established.

2.  The new rehabilitation team should be fully staffed.

3.  A programme of maintenance and general care for 
the unit should be put in place and an adequate 
number of toilets installed.

4.  The use of space on the unit should be reviewed.

5.  Separate dining facilities should be provided for the 
patients who use St. Catherine’s dining facilities.

ST. TERESA’S UNIT
Date of inspection:  26 September 2006 
Number of beds:  21 integrated

DESCRIPTION
St. Teresa’s is a 21-bed integrated unit in the hospital. 
The unit provides a number of functions, continuing 
care (12 patients), rehabilitation (five patients) and 
respite (four patients). On the day of inspection, there 
were 16 patients, 12 male and four female. There 
were three patients with Temporary status, 12 with 
Voluntary status and there was one Ward of Court. The 
unit is locked. The unit is staffed by three nurses and 
a nursing assistant during the day and by two nurses 
and one nursing assistant at night. Currently there are 
five consultant psychiatrists who provide care for the 
patients but a rehabilitation consultant psychiatrist is in 
post and will be taking over the care of all patients in 
this unit. 



59BOOK 2 – HSE DUBLIN NORTH EASTREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

MULTIDISCIPLINARY TEAM 
The multidisciplinary teams that provide input to 
the unit are understaffed. There are five consultant 
psychiatrists, each of whom have NCHDs on their team. 
According to staff there is little input from occupational 
therapists or social workers. Referrals can be made to 
a clinical psychologist based in the hospital. There is 
access to a physiotherapist and a chiropodist. A doctor 
from the Mater Hospital visits weekly to conduct 
physical reviews. The teams conduct ward rounds on a 
weekly basis and the NCHDs visits the unit frequently 
and carry out physical reviews every six months. The 
patients who are on the unit for rehabilitation are 
reviewed by the placement committee, which meets 
monthly. There is also input from a chaplain. Decisions 
taken at these meetings are documented in the 
patients’ medical and nursing notes. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no system of integrated care and treatment 
planning in place at the moment. The Functional 
Analysis of Care Environment (FACE) has been used 
to assess several of the patients. A detailed patient 
profile is in use. This includes sections on physical, 
psychological, social and mental wellbeing and a 
section concerning the expectation of the service 
to be offered. It also contains the care plan, which 
is needs led and has to be re-written in its entirety 
at least every six months. Care plans are reviewed 
and evaluated monthly. Each patient has a weekly 
individualised care plan that details their programme 
under a range of headings. The nursing staff should 
be commended for the work that has gone in to 
devising this system. A separate patient profile is in 
place for patients who are on the unit for respite and 
this includes a respite care plan and a discharge plan 
and checklist. A number of audits have been carried 
out on the unit, including an audit of the system of 
care planning. Training is provided in control and 
restraint, cardio-pulmonary resuscitation, and health 
and safety. A number of staff from the unit are about 
to commence training on a course on psychosocial 

interventions. Policies are available on admission and 
discharge.

THERAPEUTIC PROGRAMMES
Six of the patients attend St. John’s day centre for two 
to three days’ training in personal development and 
life skills. Two attend Tara House and participate in 
courses on woodwork and computers. A number of 
patients attend the art therapist in St. Catherine’s unit. 
One person attends a Young at Heart group. A self-
medication programme is in place for some patients. 
There is also a programme of activities on the unit. 
Staff reported that it is hoped to re-evaluate the 
therapeutic programme when the rehabilitation team 
is in place and in conjunction with the psychosocial 
interventions course. It is hoped to refurbish a large 
area adjoining the unit for therapeutic activities. The 
nursing staff receive feedback from the various day 
activity centres and this is written in the nursing notes. 
Respite patients are asked for feedback regarding their 
level of satisfaction with the service. 

ECT
There is no facility for ECT on the unit.

SECLUSION
There is no seclusion room and no one is secluded on 
this unit.

MECHANICAL RESTRAINT
It was reported that there is no mechanical restraint in 
use on the unit. 

PHYSICAL RESTRAINT
Nursing staff are trained in the use of physical restraint. 
There is a training policy and a record of training is kept 
by nurse management. There is a system in place for 
the recording and reporting of serious incidents.
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ENVIRONMENT
This was a 21-bed unit comprising two floors in the 
main hospital. Maintenance was provided by a team 
based on the campus and a quick response to requests 
was reported. The unit had been painted recently 
and some refurbishment had taken place. The fire 
equipment was checked regularly and fire drills took 
place. There was a health and safety policy in operation 
and the unit had disabled access on the ground floor 
but the upstairs could be accessed by stairs only. The 
decor of the unit was of a good standard and the unit 
was clean. The light and ventilation were also good. 
There were information boards and photo boards and 
leaflets were available. There was a quiet room that 
visitors could use and a cafeteria was available in the 
hospital. There was access to a small garden attached 
to the unit. It was unfortunate that this was enclosed 
by a fence with green metal poles that looked like 
spikes. There were no reception or admission areas. 

Bedroom accommodation was provided in four 
single, two 5-bed and one 7-bed room. There was 
one bathroom and two shower rooms. There was no 
dining area and patients had to go to St. Catherine’s 
unit to eat in a dining room that was in poor repair. 
There was a lounge of adequate size and a quiet room. 
Smoking was not permitted indoors and a structure 
had been provided in the garden for this purpose. 
There was a large area which it was hoped would be 
refurbished for therapeutic activities. The nursing office 
was of adequate size. A clinical room had all necessary 
emergency equipment. There were also storage rooms. 
Staff had no access to a changing area. 

RECOMMENDATIONS

1.  A system of integrated care and treatment planning 
established.

2.  The new rehabilitation team should be fully staffed.

3.  The function of the unit should be clearly defined 
and patients should be given appropriate 
placements to suit their particular needs. 

4.  Separate dining facilities should be provided for the 
patients of this unit.

PSYCHIATRY OF LATER LIFE 
UNIT

Date of inspection:  26 September 2006 
Number of beds:  6 integrated

DESCRIPTION
This is a small single-storey unit in the grounds of St. 
Vincent’s Hospital. It is an admission unit for people 
over 65 years of age who are under the care of the 
psychiatry of later life team. The unit is locked. On the 
day of inspection, there was one patient, who had 
Temporary status. The unit is staffed by two nurses 
during the day and by one nurse at night. 

MULTIDISCIPLINARY TEAM 
The psychiatry of later life team that has responsibility 
for this unit is under-resourced in terms of its 
multidisciplinary make-up. There are four consultant 
psychiatrists, five NCHDs, three community nurses, and 
a number of nursing staff based in day hospitals and 
on this unit. There is no clinical psychologist or social 
worker on the team but referrals can be made to a 
clinical psychologist. Two occupational therapists are 
based in day hospitals but, according to nursing staff, 
they do not provide input to this unit. There is some 
physiotherapy and chiropody input. Administration 
support is provided from the main hospital. Team 
meetings are held on the unit twice weekly and 
consultant psychiatrists see patients weekly, or more 
often if necessary. NCHDs see patients at least three 
times a week. Decisions taken at team meetings are 
documented in the patients’ files. Medical and nursing 
personnel have been involved in a range of research 
and audit activity. 
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CMHT MULTIDISCIPLINARY CARE 
PLANNING 
There is no system of integrated care and treatment 
planning in place at the moment. Most patients have 
both consultant psychiatrist and community nurse 
assessments prior to admission. Following admission, a 
number of assessments are undertaken. These include 
a Clifton Assessment Procedures for the Elderly (CAPE) 
survey questionnaire, and Falls Risk, Water Low and 
Geriatric Depression Scale assessments. Nursing care 
plans are based on the Roper Logan Tierney model and 
are reviewed weekly. Treatment plans are recorded in 
the clinical files. Policies are available on admission and 
discharge and discharge plans are put in place for all 
patients.

THERAPEUTIC PROGRAMMES
There is no formal therapeutic programme on the 
unit and no occupational therapy input. The nursing 
staff provide activities such as newspaper reading, 
crosswords, escorted walks, music and videos. Pastoral 
care is also provided.

ECT
There is no facility for ECT on the unit.

SECLUSION
There is no seclusion room and no one is secluded on 
this unit.

MECHANICAL RESTRAINT
It was reported that cot sides and Buxton chairs are 
sometimes used and that a policy on their use is being 
formulated at present.

PHYSICAL RESTRAINT
Nursing staff are trained in the use of physical restraint. 
There is a training policy and a record of training which 
is kept by nurse management.

SERVICE USER PARTICIPATION
The nursing care plan is communicated orally to the 
patients. Families and carers are invited onto the unit 
to meet with the patient’s consultant psychiatrist. 
Information leaflets and booklets are available on the 
unit and various notices are posted in the unit.

ENVIRONMENT
This was a single-storey stand-alone building in the 
grounds of the hospital. It had a bed capacity of six. 
Maintenance was provided by a team based on the 
campus and a quick response to requests was reported. 
The fire equipment was checked regularly and fire 
drills took place. There was a health and safety policy 
in operation and the unit had disabled access. The 
decor was of a high standard and the unit was clean. 
There was adequate light and ventilation. There was 
an information board in the lounge. There was access 
to an enclosed and paved garden area at the end of 
the unit. There was no reception, admission or visitors’ 
areas. Bedroom accommodation was provided in two 
single rooms and two double rooms. There were two 
toilets, a shower and a bath. The dining area and 
lounge were adjoining and could be used as an open-
plan area or as two separate rooms. Activities took 
place in the lounge. There was no smoking allowed 
indoors. There was a doctors’ office which doubled as 
an interview room. The nursing office was sufficiently 
large for storage of files and for report writing and the 
clinical room was located alongside. Staff had access 
to a toilet but not to a shower or changing area. There 
was sufficient storage space.

RECOMMENDATIONS

1.  The psychiatry of later life team should be fully 
staffed as a multidisciplinary team and a system of 
integrated care and treatment planning established.

2.  An individual needs based therapeutic programme 
should be put in place. 
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MARINO SECTOR CMHT
Date of inspection:  25 September 2006 
Population:  35,000

DESCRIPTION
This is a general adult community mental health team 
providing a service for a population of between 33,000 
and 38,000 Monday to Friday from 0900h to 1700h. 
The sector has mixed needs and there are some 
areas of high deprivation. The team is linked with St. 
Vincent’s Hospital, Fairview. It is funded by the HSE and 
St. Vincent’s. The budget is held centrally. The team 
has a sector headquarters which is part of a 20-year 
lease. However the building is totally inappropriate, it 
is in a bad state of repair and is too small. There are 
also security issues. The Inspectorate was informed 
that there is a lease on the building next door held by 
the HSE but that combining the buildings would not be 
appropriate to provide the service required. A sum of 
€300,000 has been made available to renovate. The 
team has access to the health centre in Marino on one 
afternoon a week to facilitate a clinic. The time that 
this is available to the team is fixed and there are also 
security issues. The current system relies on the service 
users’ files being couriered to the health centre to assist 
the psychiatrists in undertaking the reviews. Organising 
this takes a big effort on the part of the administration 
staff. The room where the clinics are held is unsafe. 
There is no means of exit in case of emergency. The 
security staff have to be present at all times. The team 
has access to a day hospital and day centre. The day 
centre is in a poor state of repair. There are good links 
with the day services but they are poorly resourced. 
The team access in-patient beds in St. Vincent’s Hospital 
in Fairview. They also facilitate a depot clinic at the 
Marino Health Centre.

MULTIDISCIPLINARY TEAM COMPOSITION
The team is poorly resourced. There is one consultant 
psychiatrist and two NCHDs who are usually junior 
grade. There is no clinical psychology, social work or 
occupational therapy input. The team can refer to 

clinical psychology but there is a waiting list of one 
to two years so the consultant psychiatrist no longer 
refers. There is no career structure in place for these 
professions so it therefore makes recruitment difficult. 
There is a substance abuse programme in St. Vincent’s 
which predominantly focuses on alcohol abuse and 
minor class drugs. They refer people using major class 
drugs to the drug service in Pearse Street but it was 
reported that there is not a good interface with this 
service. There are three community mental health 
nurses attached to the team. There is 1.5 whole-time-
equivalent administration staff at Grade III, which is not 
sufficient to meet the needs of this service. The staff 
also work above their grade and are often in the front 
line of difficult situations. 

REFERRAL PROCESS
The main source of referral is GPs and there are 
good relationships between the team and GPs. The 
consultant psychiatrist manages the waiting list. There 
is a waiting time for new appointments between six to 
12 weeks. The consultant psychiatrist assesses all new 
referrals at a new patient clinic. All the assessments 
are presented to the team and the community mental 
health nurses get involved if appropriate. Minutes of 
these meetings are kept. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
With the current personnel on the team it is impossible 
to carry out multidisciplinary team care planning. 
Therefore the care plans are nurse led. They use an 
Australian based model called CASP. A key worker is 
identified and it is reported that there is varied input 
but continuity is high. The care plan is communicated at 
the team meeting. The service user is involved in their 
assessment and with care planning through regular 
meetings with the key worker.
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TEAM FUNCTIONING
The team meets weekly for a new patient clinic and 
the day is set aside for other team issues. There is a 
regular time slot for this meeting and all the team 
attend. The team also meet for a post-clinical review 
following the clinic in Marino Health Centre and the 
nursing team meets following these clinics. The current 
case load for the consultant psychiatrist is in excess of 
300 therefore the community mental health nurses are 
carrying case loads of over 100. It was reported that 
there is an above-average proportion of service users 
with schizophrenia or who are bi-polar. Any changes to 
service user care are documented in the files. Currently 
there are separate medical and nursing files and there 
are problems with trying to introduce integrated notes. 
There is a three monthly meeting with the Assistant 
Director of Nursing. There is also an in-patient meeting 
weekly and one of the community nurses attends this.

PARTICIPATION OF SERVICE USER
The service user will attend the outpatient clinic and 
new patient clinic. They do not have access to a full 
multidisciplinary team as their team is not resourced 
adequately.

DAY SERVICES/COMMUNITY RESOURCES
The team are well linked with mainstream community 
resources. There is good communication between day 
services, the team and the voluntary sector. There 
are also strong links with vocational services. There 
are policies in place for referrals, people who are 
not attending appointments, waiting times and key 
working.

TRAINING AND AUDIT/RESEARCH
It was reported that the IT capacity for the team is low 
and there is no internet access and only two phone 
lines into the headquarters. There is in-service training 
available. There is no formal clinical supervision. There 
is good team support and peer support. NCHDs receive 
supervision from the consultant psychiatrist.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
This under-resourced team are working out of a 
dilapidated building that is totally inappropriate to meet 
the needs of the service users and to deliver a modern 
mental health service. Both the headquarters and the 
day centres are in a dilapidated state and contravene 
a number of health and safety issues and there is no 
disabled access. The team is poorly resourced from 
a multidisciplinary team point of view. The team is 
made up of nurses and medical staff. The Inspectorate 
was impressed by the high morale of the current 
team in the face of the problems they encounter. The 
recruitment process is very slow and cumbersome. The 
service requires a full review and adequate resourcing. 
The team report that there are issues regarding contact 
with forensic services, psychiatry of later life, child and 
adolescent, intellectual disabilities and refugees.

RECOMMENDATIONS

1.  Although the team functions to a high level it 
is inadequately resourced. The team must be 
made up of a core multidisciplinary team. This 
multidisciplinary team would include medical 
staff, nursing staff, psychology, social work and 
occupational therapy. There must be a career 
structure in place within the organisation to entice 
people to come and work in the service.

2.  The building resources for the team are totally 
inadequate. An alternative sector headquarters 
must be found and the day services need to be 
modernised. While alternative accommodation is 
being found all urgent maintenance work must be 
carried out in the current team headquarters.

3.  IT capacity needs to be increased for the team 
to ensure that they all have access to personal 
computers, e-mail and the internet.
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REHABILITATION TEAM
Date of inspection:  6 October 2006 
Population:  140,000

DESCRIPTION
The consultant psychiatrist was appointed in May 2006 
and commenced working full-time on rehabilitation 
in September 2006. The team covers a 140,000 
population, mainly north inner city with the highest 
deprivation index for the country. The inner city 
population has a growing multicultural component. 
The service is in infancy. The current resources to those 
with enduring mental illness within the area are one 
rehabilitation ward (25 beds) in St. Vincent’s Fairview, 
two hostels with 24-hour nursing staff supervision, four 
medium support hostels and three low support hostels. 
The hostel population is approximately 78 places. It is 
planned that the rehabilitation team will be based in 
Clontarf in a building currently owned by the HSE.

MULTIDISCIPLINARY TEAM COMPOSITION
The team comprises a consultant psychiatrist and one 
NCHD. The consultant psychiatrist is also the clinical 
tutor for the area. The consultant can access 0.3 
whole-time-equivalent clerical support. This post is not 
dedicated to rehabilitation.

REFERRAL PROCESS
Prior to the appointment of a consultant psychiatrist 
in rehabilitation all placement referrals were sent to 
a community placement committee. This committee 
comprises an Assistant Director of Nursing, occupational 
therapist manager and nursing staff from the wards 
and community residences. Its primary function was 
placement issues within the community residences 
structure. All referring agents receive written feedback 
on decisions. There is currently a waiting list for 
placement. The rehabilitation consultant psychiatrist 
has taken over clinical responsibility for one residence 
with 24-hour nursing staff supervision and a number of 
patients in wards in St. Vincent’s Hospital.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
This objective is currently not possible. A number 
of issues around a single file, multidisciplinary team 
care plan, the use of standardised assessment and 
the inclusion of the Irish Advocacy Network were 
discussed.

TEAM FUNCTIONING
Within the current remit of the consultant psychiatrist a 
small number of case conferences have been held with 
the sector teams and other relevant people to discuss 
care options.

PARTICIPATION OF SERVICE USER
The consultant psychiatrist in conjunction with the 
occupational therapist manager for Area 7 and the 
Assistant Director of Nursing are keen to develop a 
recovery-based approach. Currently carers are referred 
from Area 7 to groups run by Schizophrenia Ireland. 
There is no identified professional link.

DAY SERVICES/COMMUNITY RESOURCES
The service and individuals have established links 
with vocational providers, i.e. Eve Holdings, National 
Learning Network and FÁS. There are planned meetings 
with GROW and HAIL housing.

POLICIES AND PROCEDURES
There is a written document detailing the guiding 
principles and proposed approaches to assessment 
interventions and evaluations.

TEAM TRAINING AND AUDIT/RESEARCH
These areas are identified as key factors when there is 
a care team in place.
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OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
This area has a population approaching 140,000 people 
with high deprivation and a growing multicultural 
mix. It serves the north inner city. It is not possible 
to deliver a quality rehabilitation service without a 
well-staffed core team. There is also an emerging 
rehabilitation need for those who are homeless, not 
engaging in several adult services and who pose 
significant challenges/risks in the community. With 
the population numbers it would be reasonable to 
expect that 1.5 teams are required and that a sub 
group in assertive outreach is planned and developed. 
The current office base of the consultant psychiatrist 
is located in a large two-storey house that is in need 
of total redevelopment and refurbishment. This work 
was due to commence in the coming weeks for up 
to six months duration. It is important that funding is 
provided to have the building networked for Internet 
access and that the IT equipment is provided for the 
team.

RECOMMENDATIONS

1.  That a full multidisciplinary team with the relevant 
skill mix is appointed immediately. The numbers 
should reflect the complexity and size of the 
population.

2.  The building identified as a sector HQ should 
be upgraded and the necessary IT systems and 
hardware put in place.

3.  The core team once appointed should write an 
operational policy and have training in team 
workings.
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ST. ITA’S HOSPITAL

FEMALE ADMISSION UNIT
Date of inspection:  17 October 2006 
Number of beds:  23 female (18 in-patients on day  
 of inspection)

DESCRIPTION
The Female Admission Unit is a locked ground floor 
unit in the grounds of St. Ita’s Hospital, Portrane. It has 
a locked front door manned by security staff. On the 
day of inspection, there was one detained patient. This 
23-bed unit also includes a high observation area. The 
male and female admission units are adjacent to each 
other and share common dining facilities and visitor 
facilities and an entrance.

MULTIDISCIPLINARY TEAM 
Seven teams admit to this unit: the five sector teams, 
the rehabilitation team and the psychiatry of later life 
team. There are four nursing staff on duty during the 
day and three at night.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
All teams, except the rehabilitation team, have a full 
multidisciplinary team meeting on the unit once a 
week during which all their in-patients are reviewed. 
The meetings, which are attended by the full team, 
are conducted in the consultant psychiatrist’s room and 
take place at a regular time slot. While minutes are 
not kept, the case files are updated. The care plans 
are reviewed outside the team meeting and there are 
also frequent ward rounds. Patients attend the team 
meeting and they are reviewed regularly. The team 
social worker attends the meeting. Patients may be 
referred to the occupational therapist or psychologist 
but these disciplines do not routinely attend the ward 
rounds due to lack of resources. There is an activity 
centre in St. Camillus’ Hospital, which is adjacent to the 

unit. Staff from the activity centre do not attend the 
team meetings. Regular audits of the nursing care plan 
are conducted. A risk assessment tool is being piloted 
and is performed on each new patient. This pilot has 
been running for six months. 

The nursing care plan is currently under review, with 
plans to introduce a multidisciplinary team care plan. At 
the time of the inspection there was no integrated care 
and treatment plan. On admission, patients receive 
a nursing assessment in accordance with the revised 
Orem human needs model. Specific nursing tools are 
used when deemed appropriate. There is a psychiatric 
assessment on admission and a risk assessment which 
is initially completed by the nursing staff. Part 3 of this 
new risk assessment safety profile gives details for 
the multidisciplinary team management plan and is a 
positive initiative. The key nurse develops the nursing 
care plan. The multidisciplinary team is involved by 
referral following the team meeting. Their involvement 
is documented in separate places, apart from the 
case social worker who writes into the case file. The 
care plan is communicated at the meeting, at which 
the patient is reported to be generally involved. An 
advocacy service has been introduced and advocates 
come to the ward and visit patients there. Families 
may be involved in the multidisciplinary team meeting. 
The multidisciplinary team meets to review the patient 
and discharge planning commences on admission. 
There are policies on admission, transfer and discharge 
but these are being updated in accordance with 
the new Mental Health Commission guidelines and 
codes of practice. There are policies, and also a guide 
for patients’ families and carers, on discharge from 
approved centres to alternative care settings. 

There is also a document that refers to the high 
observation suite dated 8 February 2000. If patients 
are placed in any area of the high observation suite 
without staff being present and the door locked they 
should be deemed to be in seclusion. While there are 
guidelines for the use of the secure room part of the 
high observation suite it is not clear what guidelines 
apply to the other areas of the high observation suite.

DUBLIN NORTH
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THERAPEUTIC PROGRAMMES
The staff endeavour to provide a therapeutic 
environment and to anticipate patient needs from the 
beginning. Patients, when well enough, attend the 
activity centre adjacent to the unit where a structured 
programme is delivered by nursing staff. An informal 
programme is conducted in the TV room. There is a 
programme detailed on a notice on the notice board. 
There are regular community meetings in the TV room. 
Nursing staff provide one-to-one relaxation and also 
individual time of 15 minutes per day. In the therapy 
area there is a visiting art therapist and reflexologist. 
Patients can also be referred to external dialectical 
behaviour and cognitive behaviour therapy. These are 
delivered in the community. The community meeting 
occurs on a fortnightly-to-monthly basis. Minutes are 
no longer kept of this meeting. The advocacy services 
visit the unit. Two nursing staff from the activity centre 
attend the unit each day and give feedback to the 
nursing staff. 

ECT
The ECT suite was being refurbished at the time of 
inspection and had not been in use for some time. 
There is a detailed ECT policy in line with the Mental 
Health Commission policy. There were plans to re-
open the ECT suite in November and nursing staff had 
been attending ECT courses in London. There will be 
a waiting room, treatment room and recovery room 
available in the ECT suite. 

SECLUSION
There was a seclusion room as mentioned in the high 
observation suite. There was a register available on 
the unit which was dated and signed by the NCHD. 
The length of time was specified and the termination 
specified. The reason for seclusion was given and there 
were 15-minute observation records. The seclusion 
register was not countersigned by the consultant 
psychiatrist. On inspection, it was clear from a couple 
of files that alternatives had been considered to 
seclusion and that seclusion was prescribed and 
the reason given and the length of time specified. 

There was no evidence of clinical review following 
termination. The family were notified of seclusion. The 
team reviewed the issue and it was reviewed with 
the patient. The signatures in the medical files were 
often illegible. The designation of the person making 
the entry should be specified. The seclusion room part 
of the high observation suite had a safe finish. The 
seclusion room bedroom is soundproofed, with soft 
furnishings on the floor and walls, and can be locked. 
There was a mattress on the floor. Outside the room 
there was a clock on the wall. There was access to a 
toilet next to the room, which was well ventilated and 
lit and was controlled by the nurses’ station which was 
directly adjacent. The room had CCTV and there was 
an observation panel in the door. The high observation 
suite has two bedrooms. The suite includes a bathroom 
with a shower, toilet and wash-hand basin. The shower 
needs a screen and to be adjustable. There was a small 
sitting room-cum-dining room where the patients using 
this facility can have meals or relax in comfortable 
surroundings. The area can be entered from the nurses’ 
station or directly from the main corridor or externally. 

MECHANICAL RESTRAINT
This is not used in the service.

PHYSICAL RESTRAINT
All staff have been trained in crisis prevention 
intervention and incident reporting occurs in the 
standard way. 

ENVIRONMENT
The high observation suite was directly beside the 
nurses’ station. There were 23 beds outside of this 
in the dormitory. The five beds nearer to the nurses’ 
station were deemed to be higher observation beds. 
The dormitory was partitioned into four areas, three 
with six beds and one with five beds. Each bed area 
had its own wardrobe with mirror and locker and 
curtains around the beds on collapsible curtain rails. 
The room was bright and well ventilated. There was 
little opportunity for privacy. There was one room with 
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a shower and one room with a bath. In a separate 
room there were three toilet cubicles with three wash-
hand basins. There was a notice board and leaflets 
prominently displayed on the entrance to the sleeping 
area. Opposite the nurses’ station there was a clinical 
room, where controlled drugs were housed, and a 
fridge. The emergency equipment trolley was expected 
to be kept in the ECT suite when it re-opened, but 
it was temporarily housed on the male unit. There 
was access to a garden area which was also used for 
smoking. There was a visitors’ room shared with the 
male side of the unit. There was no clear reception 
area apart from the security desk at the entrance. 
There was no designated admissions area. There were 
doctors’ offices where admissions and interviews can 
be conducted. There were no individual bedrooms. 
The dining area was shared with male patients and 
recreation area was off the general activity area, which 
was locked. There was no free access to the activity 
area and there was a male and female TV room. It was 
reported that there were quiet areas available in the 
activity centre.

SERVICE USER INTERVIEWS 
Patients interviewed were satisfied with their care.

RECOMMENDATIONS

1.  The high observation suite policy needs to be 
reviewed and updated.

2.  There should be full multidisciplinary team staffing 
of each of the teams. 

3.  Multidisciplinary care and treatment plans should be 
introduced. 

4.  The entries in the medical and nursing files need to 
be clearly signed and the designation of the person 
making the entry noted. 

5.  Ideally patients should have more space and privacy. 

MALE ADMISSION UNIT
Date of inspection:  17 October 2006 
Number of beds:  24 male

DESCRIPTION
This 24-bed male admission unit is located on the 
grounds of St. Ita’s Hospital. The unit is locked and 
a security guard at reception controls access. Seven 
general adult sector teams and the rehabilitation team 
have admitting rights to the unit. On the day of the 
inspection there were 19 patients, six of whom were 
detained under the Mental Treatment Act, 1945. Seven 
patients were awaiting appropriate placements, and 
three patients had been in-patients for more than one 
year. The unit is staffed daily by one CNM2 and four 
staff nurses. At night two staff nurses are rostered 
on duty. There is one staff nurse floating between 
the male and female wards. Patients are frequently 
requested to sleep in other units due to bed shortages.

MULTIDISCIPLINARY TEAM 
Each general adult team has a weekly team meeting 
of medical, nursing and social work staff. Patients are 
discussed, interviewed and care plan changes noted 
by the NCHD and nursing staff. The community mental 
health teams are under-resourced with occupational 
therapy staff and clinical psychology.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no formal multidisciplinary team care plans. 
There are nursing care plans and medical treatment 
plans. The nursing Orem assessment and newly 
introduced brief risk assessment form are completed 
on admission. There is standard documentation for a 
psychiatric and physical examination at admission. The 
notes reviewed were in order and showed evidence 
of regular reviews. The file was tidy. There is a sector 
nurse system in operation. There was no evidence of 
entries from social workers or clinical psychologists in 
the files reviewed.



69BOOK 2 – HSE DUBLIN NORTH EASTREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

THERAPEUTIC PROGRAMMES
Three nursing staff deliver the activity programme, 
with sessional input from an art therapist and home 
economics teacher. The activity centre is located in 
the building in a former ward. Access to the activity 
centre is locked. It was unclear as to the reason for 
this. The activity centre provides an open programme 
to the acute wards and for a number of patients from 
the rehabilitation ward. All patients are referred on a 
written referral form. The options available are activity 
centre, aromatherapy and art therapy. One of the 
staff nurses is trained in aromatherapy and provides 
an individual service. The art therapist provides a 
closed group programme. The other activities are 
mainly recreational and are delivered through a group 
programme. The resources available are a very small 
kitchen, a large pool room a snoezelen room, an art 
room and office. There is also a large open space 
where larger groups are delivered. The patients can 
influence the programme at the weekly community 
meeting. External agencies such as the Irish Advocacy 
Network, GROW and Schizophrenia Ireland attend on 
a regular basis. The nursing staff attend a twice-daily 
handover on the wards and orally provide feedback. 
The do not attend multidisciplinary team meetings 
and do not write individual programmes for patients. 
It was reported that the art therapist feeds back to the 
consultant psychiatrist. There are no groups on the unit 
and no formal links with care planning process. The 
staff are delivering a programme to a group of patients 
with mixed needs and abilities. There is currently no 
audit or research into any of the activities delivered. 
The service is looking at introducing a medication 
management programme called “Concordance Skills 
Training”. The area is very hot and the heating system 
cannot be regulated.

ECT
There is no ECT provided at present in the hospital. The 
ECT suite is being redeveloped. In the interim, patients 
are sent to external hospitals for the treatment.

SECLUSION
The high observation suite is located off the nurses’ 
office. There are two points of entry, through the office 
and from the corridor. The suite consists of a seclusion 
room with sports finish on the wall. Refractory 
clothing is used. The mattress was torn on the day of 
the inspection. The seclusion register was in order. It 
was reported that observations every 15 minutes are 
recorded over a 24-hour period. There was no patient 
in seclusion on the day of the inspection. The suite has 
a toilet and shower room, a sitting area and a single 
bedroom with a bed. It was described as a step-down 
bed on the day of the inspection. CCTV monitors the 
total area. The monitor is located in the nurses’ station. 
Other patients could potentially view the monitor there 
and there was a sheet of paper on the side of the 
monitor to reduce this risk. 

PHYSICAL RESTRAINT
All staff have received training in the past in control 
and restraint techniques. Regular updates are not 
provided. All incidents are reported using a standard 
incident report form.

ENVIRONMENT
The acute unit is a single-storey building divided into 
male and female admission wards. In addition there 
is the activity centre. Since the last inspection the unit 
has been repainted. The furniture requested for the 
day rooms and the shared dining room has not been 
received. There is an enclosed garden space with a 
smoking shelter. All smoking is now outdoors. There is 
a large sitting room and a shared visitors’ room. The 
sitting area consists of a large dormitory area. This is 
located beside the nursing office. The five beds closest 
to the nurses’ office are for patients who require close 
observation. A locked door sections off the remaining 
part of the dormitory. The door is open after lunch for a 
short period. Each patient has a wardrobe and curtains 
around each bed. The heavy cleaning of the unit is not 
regular. The unit was promised contract cleaners but 
the service has not been put in place. 
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RECOMMENDATIONS

1.  Each patient should have an individual 
multidisciplinary team care plan.

2.  The practice of sleeping patients out to other wards 
is unacceptable.

3.  The activity centre staff should record interventions 
and outcomes in the notes. The practice of locking 
the entrance door needs to be reviewed and 
documented as a policy if it continues.

4.  An ongoing maintenance plan should be in place. 
New furniture requested should be ordered. The 
heating system in the activity area should be fixed.

5.  Contract cleaners should be employed to complete 
heavy cleaning.

UNIT 1 FEMALE
Date of inspection:  16 June 2006 
Number of beds:  20 female

DESCRIPTION
This is a female unit for providing continuing care to a 
population that has remained in the hospital following 
the closure of other wards. The unit is locked and 
on the day of inspection there were two Temporary 
patients and two Wards of Court. Normal staffing 
numbers are a CNM2, three staff nurses, one care 
staff and one domestic staff member. Sometimes the 
numbers are reduced to two staff nurses and one care 
staff member. At night there is one staff nurse and 
the care staff, and between the hours of 2040h and 
0040h a staff nurse provides special observation for 
one patient. 

MULTIDISCIPLINARY TEAM
There are two consultant psychiatrists in the psychiatry 
of later life service and NCHD input. A senior 
psychologist, a student psychologist and a senior 
occupational therapist are accessible to the team, but 
no social worker. There are two community mental 
health nurses and it was reported that the majority 
of nursing staff on the unit are general nurses. It was 
pointed out that some of the patients are in need of 
seating assessments and appropriate chairs will need 
to be purchased.

The team meets weekly on Unit 8 to review the 
patients. There is a regular time slot for this meeting 
and all the team attend, with nursing representation 
from Unit 1 Male. Official minutes are kept and any 
changes in care are documented in the files. There 
was detailed evidence of regular reviews in the files 
reviewed and also written interventions from the 
psychologist and occupational therapist. It was noted 
however that a number of the pages in the files need 
identification stickers and the signature was not always 
clear following the written intervention. The patient 
does not attend the team meeting. Staff advocate on 
their behalf. There is full access to a multidisciplinary 
team except for social work. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
A number of patients have been in the unit a long 
time. There is a focus on physical care needs. The care 
plans are regularly evaluated. Family involvement is 
encouraged on the unit.

THERAPEUTIC PROGRAMMES
There are no therapeutic programmes available on 
the unit. The nursing staff try to implement some 
diversional activities. However the physical needs are 
the main focus for the staff.
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ECT

There is no ECT in the hospital.

SECLUSION
There are no seclusion facilities in the unit.

MECHANICAL RESTRAINT
There are some belts on chairs and cots sides in use on 
the unit. Any restraint is recorded in the register on a 
weekly basis. This needs to be changed in line with the 
rules on mechanical restraint published by the Mental 
Health Commission. 

PHYSICAL RESTRAINT
It is reported that physical restraint is never used 
although staff are trained in crisis prevention 
intervention techniques. 

ENVIRONMENT
This is a 20-bed unit situated on the ground floor of 
the main building of the hospital. It was reported 
that maintenance was satisfactory although it was 
reported that two new bed lockers were needed 
and curtains around all the beds. There was disabled 
access. The decor was of a good standard. There was 
good ventilation, there was plenty of natural light, 
and the unit was clean. There was a dedicated visitor’s 
area. Unfortunately there was no access to a garden, 
although there was an area that could be made 
accessible if some maintenance work was carried out. 
The bedroom area was one large dormitory. There 
were sufficient toilets. The bath needs replacing as it 
is old and a Parker bath would be ideal. The showers 
are satisfactory but there could be an electric shower, 
which would assist the staff more. There is a dining 
area and a lounge area. There is a nurses’ station, clinic 
room and staff area.

RECOMMENDATIONS

1.  The vacant social worker post should be filled. 

2.  The patients name should be clearly identifiable on 
all pages of their file.

3.  Any written interventions in the patient’s file 
should have a clear signature and the name and 
designation printed underneath.

4.  Any form of mechanical restraint must be in line 
with the rules on mechanical restraint published by 
the Mental Health Commission. 

5.  All seating assessments must be completed and 
appropriate chairs purchased.

UNIT 1 MALE
Date of inspection:  16 October 2006 
Number of beds:  20 male

DESCRIPTION
This is a care service for elderly men with high 
dependency needs. On the day of inspection, there 
were 16 patients, two of Temporary status. The main 
door to the unit is locked. There are usually three or 
four nursing staff on duty during the day and one or 
two attendants, with two nurses at night. The service 
offers respite care to one person in the community 
and any admissions are transfers from Unit 8. It was 
reported that the unit occasionally receives sleep-overs 
from the acute unit.

MULTIDISCIPLINARY TEAM 
There are two consultant psychiatrists in the psychiatry 
of later life service with NCHD input. A senior 
psychologist, a student psychologist, and a senior 
occupational therapist are accessible to the team, but 
no social worker. There are two community mental 
health nurses and it was reported that the majority 
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of nursing staff on the unit are general nurses. It was 
pointed out that some of the patients are in need of 
seating assessments and appropriate chairs will need 
to be purchased.

The team meets weekly on Unit 8 to review the 
patients. There is a regular time slot for this meeting 
and all the team attend with nursing representation 
from Unit 1 female. Official minutes are kept and any 
changes are documented in the files. There is detailed 
evidence of regular reviews in the files reviewed and 
also written interventions from the psychologist and 
occupational therapy staff. It was noted however that 
a number of the pages in the files need identification 
stickers and the signature was not always clear 
following the written intervention. The service user 
does not attend the team meeting. Staff advocate on 
their behalf. There is full access to a multidisciplinary 
team, except for social work. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Care plans on the unit are nurse based and following 
an initial assessment, which is usually carried out on 
Unit 8. The care plan is implemented and the team on 
Unit 1 Male continue the care plan. There are separate 
nursing notes. There is strong family involvement. 

THERAPEUTIC PROGRAMMES
There are no therapeutic programmes available on 
the unit. The nursing staff try to implement some 
diversional activities but the high dependency needs of 
the patients are the main focus for the staff ensuring 
that people’s physical needs are maintained.

ECT
There is no ECT on the unit.

SECLUSION
There is no dedicated seclusion facility. One person is 
locked in his bedroom at night due to risk of interfering 
with electrical items. Alternative means of dealing 
with this problem at night needed to be found as the 
practice of locking people in their rooms at night was 
due to cease once the new Mental Health Act, 2001 
was implemented on 1 November 2006. 

MECHANICAL RESTRAINT
There are two patients in special chairs with Posey 
belts to prevent them from falling. Some of the beds 
have cot sides on them. There is a register recording 
the use of mechanical restraint however the restraint 
is recorded weekly and will need to be recorded on a 
daily basis.

PHYSICAL RESTRAINT
A training register is kept in the Assistant Director of 
Nursing’s office. It was reported that crisis prevention 
intervention techniques are used if necessary. There is 
a system for recording of adverse incidents in place. 
It is reported that two staff were off work following 
incidents where they had been punched by a patient.

ENVIRONMENT
The unit has a bed capacity of 20. It is situated on the 
ground floor of the main building. In July 2006, the 
CNM2 was asked to prepare a request for upgrade 
maintenance work that was needed and this was done, 
but unfortunately there has been no outcome yet. 
There is evidence of damp on internal walls within the 
unit. It was also noted that there is no alarm system for 
the staff to summon assistance. There was reasonable 
disabled access although it can be restricted in certain 
areas. The unit was decorated 12 months ago but the 
damp has come through the new decor. There is good 
ventilation, plenty of natural light and the unit was 
clean. There is a dedicated visitor’s area and there is 
access to the grounds but patients need to be escorted. 
There is one large dormitory and a side room. The 
bathing facilities need upgrading. The bath needs to be 
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replaced and the shower needs to be upgraded. There 
is a dining area and a lounge area. There is a nurses’ 
station and a clinical room. There is a staff area but it is 
also damp. 

RECOMMENDATIONS

1.  The practice of patients sleeping over from the acute 
unit should cease.

2.  There should be a social worker appointed to the 
team. 

3.  The notes should be clearly identifiable and 
signatures should be clear and the name of the 
person printed underneath the signature. 

4.  Care plans should be defined on a multidisciplinary 
team basis. 

5.  All essential maintenance should be carried out and 
a regular programme of work implemented.

6.  The practice of secluding a patient at night should 
cease and an alternative means of dealing with this 
problem found.

UNIT 8
Date of inspection:  16 October 2006 
Number of beds:  6 integrated

DESCRIPTION
This is an admission and assessment unit for the 
psychiatry of later life service which has its main 
door locked to prevent patients from wandering. On 
the day of inspection, there were three patients on 
Temporary status. There are two staff nurses and one 
care assistant on duty during the day as well as one 
domestic staff member and at night there is one staff 
nurse and one care staff. The only team with admitting 
rights to the unit are the psychiatry of later life team.

MULTIDISCIPLINARY TEAM
There are two consultant psychiatrists and two NCHDs, 
one senior registrar and one registrar. There is a senior 
psychologist and a student psychologist, a senior 
occupational therapist, and two community mental 
health nurses. There is no social worker. The team also 
has access to a psychotherapist. This team provides a 
service to the other wards in the psychiatry of later life 
service and are linked to services at Beaumont Hospital.

The clinical team meets weekly to carry out clinical 
reviews, discuss referrals, allocate appropriate staff to 
new referrals and to discuss future plans. The meeting 
is held on the unit. There is a regular time slot and the 
full team attend the meeting. Official minutes are kept 
and any changes are documented in the files. The care 
plan is updated accordingly. In the notes reviewed on 
this inspection there was evidence of detailed reviews 
being held on a regular basis. Some of the signatures 
of the person making the written intervention were 
unclear and names were not printed. Nursing files are 
held separately and the care plans reviewed were 
detailed, with evidence of regular reviews.

The service user does not attend the team meeting 
but their views are represented by the nursing staff. 
There is access to a full multidisciplinary team, except 
for social work. There is no key worker system in 
operation. The staff said that care is provided by a 
small team of core staff provides the care who know 
the patients extremely well and are familiar with all 
their care needs. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The care plans on the ward are predominantly nurse 
led. Following an initial medical assessment nursing 
staff undertake an assessment based on the Orem 
nursing model. Following this initial assessment a care 
plan is identified and there are daily progress notes 
written with regular evaluation of care plans. The 
members of the multidisciplinary team are involved in 
the patient’s care as appropriate and their interventions 
are recorded in the medical file. The patient is involved 
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as much as possible in the care planning process. 
There is advocacy available and the team describe 
regular family contact. There is an admission and 
discharge policy. Discharge is planned from the point 
of admission. All decisions to transfer to either Unit 1 
or Unit 9 are discussed at the team meeting. There is a 
comprehensive medication policy, including prescribing 
for people with dementia. 

THERAPEUTIC PROGRAMMES
The nursing staff described there are some activities 
based on the ward. However the patients have access 
to the occupational therapy department within the 
hospital. Two nursing staff facilitate this service and 
there is also an industrial therapy department. The 
recreational therapy department operates a referral 
system: on receipt of a referral they meet with the 
patient and familiarise them with what is available. 
There is a therapy room in the department, a kitchen, 
a toilet and an office. The toilet and kitchen need 
refurbishment urgently. The patient is involved in 
the programmes as much as possible. The sessions 
run from 0930h to 1200h and from 1400h to 1600h. 
Two staff deliver the programme and there is a daily 
community meeting. The activities available range 
and include reading the papers, prayers, quizzes, 
films, videos, reading, reminiscence, music and board 
games. The programme is reviewed daily and a record 
of attendance is kept. Verbal feedback is given to 
the wards. It is questioned whether the therapy staff 
should attend the team meeting. The industrial therapy 
department has a specific task for patients mainly from 
Unit 9 and other units in the community. 

ECT
There is no ECT facilitated on site at the current time. 
If a patient requires ECT they are transferred to St. 
Patrick’s Hospital in Dublin. It is reported that ECT will 
be provided again later in the year.

SECLUSION
There are no seclusion facilities in the unit.

MECHANICAL RESTRAINT
There is one Buxton chair available within the unit 
but it is infrequently used. If it was to be used it is 
prescribed in the notes and the reasons are clearly 
identified. 

PHYSICAL RESTRAINT
It was reported there is little need for physical restraint. 
The training register is held in the Assistant Director of 
Nursing’s office. Training is available in physical restraint 
for nursing staff but it was reported that updates are 
needed. Untoward incidents as a result of physical 
restraint are recorded but a policy is needed.

ENVIRONMENT
This is a 6-bed unit situated on the ground floor of the 
main building. It was reported that on occasions they 
have to admit an extra patient, bringing the number 
of patients up to seven. Maintenance is described as 
satisfactory. There is disabled access throughout the 
unit. The decor is of a good standard and the unit was 
well ventilated with plenty of natural light and was 
clean. There is a dedicated visitor’s area and there was 
due to be access to a garden. A project is ongoing to 
improve the facility and increase access. The bedrooms 
are divided into three double rooms, with one single 
room if the seventh bed is needed. There are sufficient 
numbers of toilets, bathrooms and shower rooms. 
There is a dining area and a nicely furnished lounge. 
There is an interview room, nurses’ station, clinical 
room and a dedicated staff area.

RECOMMENDATIONS

1.  The appointment of a social worker is needed to 
complete the core multidisciplinary team.

2.  The care plans need to be developed to become 
multidisciplinary team care plans. The care plans 
should be recorded in an integrated file that all 
disciplines access.
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3.  Consideration should be given to the recreation 
therapy staff attending the weekly meeting. 

4.  If ECT is to be re-established in the hospital it must 
be in line with the rules set out by the Mental 
Health Commission.

5.  A policy should be implemented regarding the use 
of physical restraint and the recording of adverse 
incidents as a result of restraint.

UNIT 9
Date of inspection:  16 October 2006 
Number of beds:  16 male

DESCRIPTION
Ward 9 is a 16-bed male ward under the clinical 
direction of the psychiatry of later life team. The 
majority of patients have enduring mental illness and 
have been resident in the hospital for long periods. 
On the day of inspection, there were 14 patients, all 
Voluntary status with one Ward of Court, and the unit 
was locked because a number of patients wander. 
Four patients required full nursing care. A CNM2 and 
two staff nurses staff the ward and at night there is 
one staff nurse and one care assistant. On the day 
of inspection, one patient was on 24-hour special 
observation (one-to-one) nursing and an additional 
nurse was in place. Patients from the acute admission 
ward often sleep out in this ward.

MULTIDISCIPLINARY TEAM 
The psychiatry of later life team has a weekly 
multidisciplinary team meeting at which patients 
from Ward 9 are discussed. In addition, the consultant 
psychiatrist visits the ward weekly. The psychiatric 
reviews are completed by the NCHD every six months. 
The yearly physical examinations are completed by a 
visiting GP. The GP attends as required for any ongoing 
medical problems.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is a nursing care planning system in place, 
based on the Orem model of nursing. The reviews are 
completed every three months and weekly progress 
notes are recorded. The clinical files and nursing notes 
reviewed were in order and showed evidence of 
regular active reviews. There is input from families and 
nursing staff encourage this. In the absence of families, 
the nursing staff advocate for the patients. There are no 
active admissions or discharges.

THERAPEUTIC PROGRAMMES
Four patients attend the activity centre called A.A. This 
includes contract work and some diversional activities. 
The remainder of the patients’ day is structured around 
activities of daily living. They have access to TV and 
radio.

SECLUSION
Two patients are locked into single rooms off the 
dormitory area at night. There are no toilet facilities 
and patients must use a commode. Although not 
considered seclusion under the Mental Treatment Act, 
1945, there were no plans for these two patients in 
line with the introduction of the Mental Health Act, 
2001, which occurred after the inspection.

MECHANICAL RESTRAINT
On the day of the inspection one patient was in a 
Kirton chair. He was placed in the chair because he is 
immobile and awaiting a hip replacement. The chair 
was not to be used as a restraint. Their reasons were 
documented in the medical and nursing file.

PHYSICAL RESTRAINT
Most staff have received training in the past on control 
and restraint. There are currently no updates.
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ENVIRONMENT
Ward 9 is located on the ground floor of the main 
hospital building. It consists of a large sitting room with 
TV and chairs, a dormitory area with two single rooms, 
a very small nurses’ office and clinic room. Since the 
last inspection, a smoking shelter has been erected 
and the dining room has had new lino and pictures. 
The heating system has been fixed. There are still a 
number of outstanding problems in relation to the lack 
of contract cleaners, resulting in the cobwebs evident 
in the ward. The kitchen area located off the ward 
is unacceptable and the ward needs to be repainted 
and provided with new furniture. There is one shower 
and one standard bath located in a single room. The 
dormitory area has 14 beds and two single rooms. 
The ward has washer and dryer and each patient has 
individualised clothes.

RECOMMENDATIONS

1.  The sleeping out of acute patients to this ward must 
cease. 

2.  New care plans need to be developed for the two 
Voluntary patients currently locked in side rooms at 
night.

3.  Contract cleaners should be employed on a regular 
basis to complete heavy cleaning duties.

4.  The ward needs to be repainted and new furniture 
needs to be provided as a matter of urgency.

5.  The kitchen area needs to be reviewed.

6.  Consideration should be given to providing some 
activities on the wards for the patients.

WILLOWBROOK UNIT
Date of inspection:  16 October 2006 
Number of beds:  15 integrated

DESCRIPTION
Willowbrook Unit is a 15-bed rehabilitation unit on 
the grounds of St. Ita’s Hospital. The patients have 
complex needs and a range of severe and enduring 
mental illnesses. As a result the unit is locked. On the 
day of inspection, there were 10 male patients and 
four female patients. They ranged in age from 33 to 
66 years. One patient was out on pass, another was 
detained under the Mental Treatment Act, 1945, the 
remaining patients had Voluntary status. The ward is 
staffed daily by a CNM2 and three staff nurses. There 
are two staff nurses on duty at night. Patients are 
regularly sleeping out from the admission unit.

MULTIDISCIPLINARY TEAM 
The consultant psychiatrist facilitates a twice-weekly 
team meeting on the ward. The nursing staff, senior 
NCHD also attend and the social worker attends as 
required. The team has no clinical psychologist or 
occupational therapist. The clinical file is updated 
following the meeting. The nursing staff maintain a 
notebook and record changes. The patients attend the 
meeting and link with the key nurse regarding changes 
in care plans.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no formal multidisciplinary team care plan. 
However there have been a number of positive 
changes to the clinical file since the last inspection. 
Each patient now has a typed case summary, a list of 
assessments completed and a challenging behaviour 
checklist. The latter applies to behaviour observed 
in the previous six months. The nursing care plans 
were current and up to date. The annual physical 
examinations have been completed by a contracted 
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GP. All admissions and discharges are through the 
rehabilitation team.

THERAPEUTIC PROGRAMMES
The patients attend various programmes according to 
need. A number attend a National Learning Network 
programme run jointly with the Mental Health Service 
known locally as “Reach” and “Devlin”. There are 
formal reviews every three months. Other patients 
attend the activity centre, but there is no formal 
feedback received. Ward-based activities include books, 
TV, music and staff have access to a minibus. The ward 
has a weekly community meeting, minutes are taken 
and suggestions followed up.

PHYSICAL RESTRAINT
Staff reported that they had access to courses facilitated 
by the HSE. All incidents are recorded on a standardised 
incident report form.

ENVIRONMENT
Willow brook Unit is a single-storey building. It is 
dark and in need of repainting and new furniture and 
fittings. The lack of contract cleaners is evident in 
the cobwebs on the ceiling and walls. There are two 
showers for 15 patients. The location of the second 
shower is in a female double room. Because of the 
physical difficulties of some patients in Woodview, they 
attend Willowbrook for a shower. This is unacceptable. 
There are four single rooms, one double room and a 
dormitory area for nine patients. The nurses’ office is 
located in the lounge area. There is a pool table. There 
is also access to a very pleasant enclosed garden, 
which the patients help to maintain. The kitchen area is 
in need of upgrading.

RECOMMENDATIONS

1.  The unit is in need of immediate repainting, 
upgrading and the provision of new furniture and 
fittings.

2.  All patients should have full access to a full 
multidisciplinary team.

3.  Patients from other wards should not be sleep out in 
the ward.

WOODVIEW UNIT
Date of inspection:  16 October 2006 
Number of beds:  16 integrated

DESCRIPTION
Woodview house is registered under the Mental 
Treatment Act, 1945. The house has 16 places and 
on the day of the inspection there were eight male 
patients and six female patients. One patient had been 
transferred to the acute admission unit. The house is 
under the clinical direction of the rehabilitation team. 
The patients’ range in age from 40 to 70 years old, 
some have complex physical health problems and 
the majority have been resident in the hospital for 
long periods. A CNM2 and one staff nurse are on duty 
during the day. At night two staff nurses are rostered 
on duty. In addition to nursing staff there are attendant 
and domestic staff on duty during the day. The ward 
regularly has patients sleeping over from the acute 
unit.

MULTIDISCIPLINARY TEAM 
The rehabilitation team consists of a consultant 
psychiatrist, nursing staff, a senior social worker and 
medical staff in training. The core team visit the house 
weekly and formally reviews three patients. The clinical 
file and nursing notes are updated afterwards. The 
patient is included in the review process.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The care plans are nursing led using the Orem King 
model. Each clinical file has a typed recent case history, 
a rehabilitation assessment sheet and dates completed, 
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and a newly introduced challenging behaviour 
checklist. This checklist records behaviour observed 
within the previous six months. The psychiatric reviews 
are completed every six months and the physical 
examinations are completed yearly. A GP was recently 
contracted to complete the physical examinations. 
There is a section within the file for social work 
input. The files reviewed on the day of the inspection 
were accurate, legible and up to date. The files and 
assessments have improved since the last inspection.

THERAPEUTIC PROGRAMMES
The needs and abilities of the patients’ resident in the 
house vary greatly. A number of the older residents 
remain in the house during the day and structure their 
own time. One younger person attends the Reach 
programme off site, which is jointly organised by the 
National Learning Network and the Mental Health 
Services. A number of patients attend the activity 
programmes on site. Formal reviews take place on 
the Reach programme every three months, but there 
are limited opportunities within the house to practice 
independent living skills. The staff has access to a 
minibus and outings are facilitated when possible.

PHYSICAL RESTRAINT
Physical restraint is not in use in the house. Staff have 
received training in the past in control and restraint 
techniques.

ENVIRONMENT
Woodview House is located on the grounds of the 
hospital. It is an old run-down two-storey house. It is 
not suitable for the purpose of rehabilitation and is in 
need of immediate repainting and decoration. There 
is an internal smoking room. Money had previously 
been identified for an external smoking shelter, but this 
was later stopped. The bedrooms, all located upstairs, 
are divided in two single rooms, two double rooms 
and two triple rooms. There are numerous landings 
and steps throughout the buildings. The building is not 
accessible and is posing an immediate problem for 

patients with increasing physical health problems. A 
bedroom downstairs cannot be facilitated. The dining 
area is small and cramped; meals are prepared and 
served to patients. The bathroom facilities are not 
appropriate for the age group. There are two baths with 
overhead showers. A number of patients shower in 
another unit. This is unacceptable. The hospital system 
dictates that patients’ clothing is ordered from an 
external supplier. This is an unjustifiable practice within 
a rehabilitation service, where patients should be able 
to choose and shop for clothing. The ward is in need of 
industrial cleaning on a regular basis.

RECOMMENDATIONS

1.  The house is in immediate need of structural and 
decoration changes in order to improve the quality 
of life for the patients and staff.

2.  Each individual patient should have a personal 
clothing allowance and be facilitated to shop 
independently or with staff assistance in the local 
area.

3.  Contract cleaners should be available on a regular 
basis.

4.  The long-term future of the house needs to be 
discussed and planned.

5.  The sleeping out of patients from the acute unit 
must cease.

BALBRIGGAN SECTOR CMHT
Date of inspection:  17 October 2006 
Population:  36,000

DESCRIPTION
The Balbriggan community mental health team is a 
general adult team serving a population estimated at 
36,000 in 2002. The projected population for 2011 is 
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59,000. It services an urban and rural population with 
primarily urban developments in Skerries, Rush and 
Lusk. It also receives significant numbers of refugees 
from the Mosney Centre. The Balbriggan Sector is 
13 miles from St. Ita’s Hospital and 20 miles from 
Beaumont Hospital. 

There is no team manager. There is no separate 
business plan for this sector however the plans for this 
sector are included as part of the general service plan. 
There is no budget allocation for the service. There 
is no annual report for 2005. The team headquarters 
is a Portacabin attached to the main health centre 
which also houses the base for the home care team 
and the outpatient clinics. This consists of 946 square 
feet, is cramped and lacks privacy. In addition the team 
conducts a monthly satellite outpatient clinic in Rush. 
There is a day centre, the Laurena Day Centre, which 
has 30 places and operates in the town centre building 
from Monday to Friday 0900h to 1700h. There are also 
in-patient beds based at St. Ita’s Hospital, Portrane. 
There are 48 beds in St. Ita’s Hospital for a population 
of 212,000.

MULTIDISCIPLINARY TEAM COMPOSITION
The team comprises a full-time consultant psychiatrist, 
1.5 whole-time-equivalent NCHDs. There is a 0.5 
whole-time-equivalent Assistant Director of Nursing 
and two community mental health nurses. There is one 
basic grade psychologist full time and a half-time social 
worker. There is secretarial cover for 34 hours a week, 
provided by two staff working part-time. The home 
care team comprises a 0.5 whole-time-equivalent 
clinical nurse manager and three staff nurses. The day 
centre staff consists of one clinical nurse manager, 1.5 
staff nurse and one support staff. 

In addition, there are the following sessional staff: 
an art therapist attending for one session a week, 
support staff providing eight hours a week, a home 
management teacher providing 110 hours in the 
academic year, and an IT teacher also providing 110 
hours in the academic year.

There are no addiction counsellors on the team. 
There is limited access to an addiction counsellor who 
attends only once a month and this is perceived to 
be inadequate. Apart from general contact with their 
clients, community mental health nurses each have 
10 to 14 patients for whom they conduct full nursing 
care plans in their case load. Patients are generally 
referred by GPs. The home-based treatment team 
receives referrals directly from the outpatients, the 
in-patient service or the team meetings. Laurena Day 
Centre receives referrals from the team, from the home 
care team, as well as in-patients of St. Ita’s Hospital. 
There are referral forms and referrals are discussed at a 
variety of team meetings depending on which service 
is deemed most appropriate. Thus referrals can be 
discussed at the Monday morning day centre meeting, 
at the home care team meeting or at the outpatient 
meeting, or the Thursday team meeting conducted in 
St. Ita’s Hospital. A register of referrals is kept in the 
outpatient clinic. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
There is no formal multidisciplinary integrated care 
and treatment plan. However patients have a nursing 
care plan based on the Orem/king model. This has 
been revised in the last two years and is felt to be 
appropriate to the patient group. Nursing staff apart 
from conducting a general nursing assessment also 
use structured tools such as the PANS, CAGE, SCL 90 
and Social Functioning Scale. The psychologist also 
meets with the key worker in helping draw up the 
plan. The multidisciplinary team is involved in service 
user care by their attendance at the team meetings, 
by conducting groups and one-to-one work. Their 
involvement is documented in separate notes and 
reports. A social worker documents her involvement 
in the clinical file. The care plan is discussed with the 
service user by the nurse formulating the care plan 
and following team meetings may be reviewed with 
the service user. The service user may sign a contract 
although they do not routinely sign the care plan. The 
advocacy services have links with the team and the 
family may be involved if considered appropriate.
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TEAM FUNCTIONING
There is a weekly meeting conducted at the day 
centre where all service users attending there are 
reviewed along with new referrals to the day centre. 
This is attended by the Laurena Day Centre staff, the 
psychologist, consultant psychiatrist and NCHD. There 
is a weekly home care team meeting, attended by the 
home care team, consultant psychiatrist, the NCHD, 
psychologist and sometimes by the social worker. 
There is a meeting conducted in the outpatient clinic 
after the clinic attended by the home care treating 
nurse and the consultant psychiatrist. There is a team 
meeting conducted in the hospital weekly attended by 
the consultant psychiatrist and NCHD, the community 
psychiatric nurses, the home care team manager, the 
head of Laurena Day Centre and social worker. This 
meeting is generally not attended by the psychologist 
for logistical reasons. The first part of this meeting 
is devoted to the care and treatment of in-patients 
and referrals and the latter part to team issues. There 
is a meeting on service issues every two months, 
chaired by the Assistant Director of Nursing, and this 
is attended by the full team. Minutes are kept of this 
meeting. The team is represented at the catchment 
area management meeting, which is conducted on a 
monthly basis by the Assistant Director of Nursing and 
the consultant psychiatrist for the team. Care plans are 
regularly updated and reviewed at the clinical meetings 
referred to above. 

PARTICIPATION OF SERVICE USER
The service user may be invited to attend the team 
meeting for Laurena Day Centre and St. Ita’s Hospital. 
Their views are represented by the key nurse or they 
are invited to attend. Each patient is reviewed on at 
least a monthly basis. The patients generally know who 
their key worker is. An advocacy service and Aware 
meetings are both in the process of being introduced.

DAY SERVICES/COMMUNITY RESOURCES
There are strong connections with the community. 
There are good links with GPs, Base Counselling 
Service, Laragh/Rape Crisis Centre, the Stanhope 

Centre, the National Learning Network, Reach, Prosper 
Fingal, VTOS, Fingal County Council, Aware/GROW, 
the Family Centre in Balbriggan, the Mental Health 
Association, Schizophrenia Ireland, Cooperation Fingal, 
Cryptic Youth Service, Community School, the Traveller 
Education Programme and the Rotunda Liaison 
Psychiatrist. There is no day hospital or access to one 
but it is planned for, along with a new headquarters 
or centre. There are no staffed residences directly 
accessible by the team: even where a hostel is in the 
area it can only be accessed by the rehabilitation team. 
Patients are assessed by the rehabilitation team but 
placed on a waiting list. No patient has been placed 
in the last couple of years. This is a key issue for the 
team. 

POLICIES AND PROCEDURES
There are policies and procedures regarding referral to 
the team, for patients who do not attend, regarding 
waiting time and key worker. 

TRAINING AND AUDIT/RESEARCH
Single discipline training is available and ongoing. 
However there has been little work on team 
development and team functioning. Clinical supervision 
is available but not fully resourced. Research is being 
conducted on the new bi-polar groups which are 
being established where pre-therapy and post-therapy 
measures are being introduced. In 1997 a review was 
conducted on the functioning of the home care team 
which showed a reduction in admissions. 

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
The two monthly meeting or the weekly meeting in 
the hospital.

ISSUES FOR THE TEAM
 Access to the homeless service: Any patient requiring 
the services for the homeless has to register with the 
service before noon in the city centre.
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 Accommodation: Lack of accommodation for 
young people resulting in interim B&B and hostel 
arrangements being made. The team would like a 
crisis house or enduring mentally ill (EMI) unit to be 
provided. 

 Occupational therapy: There is an urgent need for an 
occupational therapist for the service, for a full-time 
social worker and a senior psychologist.

 Resources: The facilities that are available to the 
team in the portable cabin are grossly inadequate 
and there is a need to develop new headquarters 
and to expand the home care team. 

 Day hospital: There is a need for a day hospital, a 
community mental health service. 

 Access to services: There needs to be improved 
access to drug and alcohol services, child and 
adolescent services.

 Health promotion: The team would like to spend 
more time on health promotion and development. 
One issue raised was the difficulty in referring 
patients back to their GP because of the price of 
medication. Patients receive their medication for free 
if they attend the psychiatric clinic. This is a practical 
issue that needs to be addressed.

 Budget: The team would like its own budget.

POSITIVE DEVELOPMENTS
The setting up of a psychotherapy service. The 
psychologist currently provides assessments, 
psychotherapy, advice and support to other disciplines 
and has recently set up a group for bi-polar affective 
disorder clients. The community mental health nurses 
and home care team provide supportive counselling, 
education on anxiety management training and anger 
management. Dialectical behaviour therapy is provided 
by this team in conjunction with the team for the 
Swords sector.

RECOMMENDATIONS

1.  Either expand the current Portacabin facilities or 
develop a purpose-built facility to include team 
headquarters and a day centre.

2.  Complete the staffing of the multidisciplinary team.

3.  Appropriate accommodation in the area for young 
people with mental health issues needs to be 
provided.

PSYCHIATRY OF LATER LIFE 
TEAM

Date of inspection:  17 October 2006 
Population:  17,800 –18,500 (estimated)

DESCRIPTION
The team provides an old age service to a population 
of 17,800 based on the 2002 census. As the team also 
provides a service to part of Area 7, the population 
served is 18,500. The team operates Monday to Friday 
from 0900h to 1700h. There is a team manager in post 
and they are in the process of developing a business 
plan. The budget is held centrally. There are no day 
hospital facilities for the service although there are 
plans to develop a day hospital and increase office 
space in the near future. There are a number of clinics, 
particularly in Beaumont Hospital. It is hoped to revive 
the clinic held in Lusk in the near future. There are also 
55 contract beds in nursing homes. 

MULTIDISCIPLINARY TEAM COMPOSITION
There is a team coordinator at Assistant Director of 
Nursing grade. There are two consultant psychiatrists, 
one senior registrar, one lecturer in research and two 
NCHDs. There is a senior grade clinical psychologist 
and a senior occupational therapist, both of which are 
based in Beaumont Hospital. There has been a vacant 
post for a social worker for over two years. There is a 
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clinical nurse specialist, two community mental health 
nurses, all with high case load numbers. The quantity 
of the nursing complement needs to be enhanced to 
decrease case load size. There is administrative support 
at Beaumont and in St. Ita’s Hospital. An analytical 
psychotherapist provides a service to the team one 
day a week and there is a respite system within the 
nursing homes.

Within the hospital, there are two Assistant Directors of 
Nursing, two CNM2s on each of the wards, a number 
of staff nurses, care staff and domestic staff. 

REFERRAL PROCESS
The most common source of referral is through a GP. 
The team also receive referrals from other consultant 
psychiatrists in Beaumont, geriatricians and the 
admission unit for known patients. It was reported 
there is an excellent working relationship developing 
with the geriatricians in Beaumont Hospital, with good 
integration on specific cases and joint working. There 
is a small waiting list for first appointments, less than 
two weeks for dementia cases. Referrals are triaged 
and allocated to appropriate disciplines at the referral 
meeting. Following the assessment there are feedback 
sessions to the team.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
An initial assessment is undertaken. It was reported 
there is a strong need for a day hospital for acute 
patients with a functional illness. It was reported to 
the Inspectorate that a budget of Ð4 million has been 
allocated for the building of a day hospital and an 
increase in office space. The work is now at design 
stage and it is possible it will be completed in 2007. It 
would be beneficial to have an interim arrangement to 
meet the current needs. The service users are involved 
in their care as much as possible and there is a strong 
emphasis on advocacy and carer support. The team 
facilitates a carer support group in a community setting 
and they also link with the Highfield Hospital Carers 
Support Group. Within Beaumont Hospital, there is a 

life skills group and an anxiety management group and 
it is planned to develop more groups facilitated by the 
team.

TEAM FUNCTIONING
The team meets weekly to discuss both hospital 
patients and service users in the community. Meetings 
are held in St. Ita’s Hospital and all the team attend. 
Changes in care are documented in the patient’s file 
and care plans are updated accordingly. 

PARTICIPATION OF SERVICE USER
Wherever possible the service user is involved in their 
own care. They do not attend the team meeting but 
their views are represented. They have access to a 
multidisciplinary team, except for social work, and 
there is a review following the team meeting. It was 
reported that the patient, and in particular the family, 
would know who the treating team are. It was reported 
that there is high demand for participation from 
families. 

DAY SERVICES/COMMUNITY RESOURCES
There are positive links with mainstream community 
resources. However it was reported that more 
education was needed for public health nurses to fully 
understand the mental health needs of the patients. 
It is planned to have a day hospital available to the 
team but interim arrangements would be beneficial. 
There are positive links with the Alzheimer’s Society of 
Ireland.

POLICIES AND PROCEDURES
The team is developing an operational policy and 
has policies in place for referrals, waiting times and 
managing people who don’t attend appointments. 
However the majority of appointments are domiciliary 
visits. 
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TRAINING AND AUDIT/RESEARCH
It was reported there are courses available, but 
limited time available to attend the courses. Individual 
specialist training is available and it is recommended 
that the team has opportunities for team training. 
Research has been undertaken by the team on 
the prevalence of dementia in nursing homes. 
It was reported that psychologists, medical staff 
and occupational therapists have access to clinical 
supervision but the nursing staff do not. 

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
The team raised an issue with the guidelines produced 
by the Mental Health Commission regarding placement 
in nursing homes. Their concern centred on placements 
and follow-up care. They stated that follow-up is 
difficult to achieve as there are no service level 
agreements with nursing homes in the Northern Area 
so monitoring of staffing issues and training would be 
difficult for the team to administer.

There was some frustration expressed regarding one 
management structure as they felt that the expertise 
that the team has developed is not fully recognised 
within the current structure. The team feel let down 
by the recommendations in Vision for Change. 

RECOMMENDATIONS

1.  The vacant social work post should be advertised 
and senior members of the team involved in the 
recruitment process.

2.  The nursing complement of the team should be 
enhanced to reduce the case load size of the current 
staff.

3.  The plans to build a day hospital should be 
progressed.

REHABILITATION TEAM
Date of inspection:  17 October 2006 
Population:  240,000 approximately

DESCRIPTION
The rehabilitation team was established a number 
of years ago in 2001. It serves a total population of 
approximately 240,000. The profile is mixed both in 
deprivation and urban/rural balance. The overall area 
is experiencing a rapid urbanisation. The team has had 
a community rehabilitation team component since 
2004, based in Kilrock House. There are two in-patient 
residential programmes on the campus of St. Ita’s 
Hospital. The service has 112 supported residential 
places configured as 30 places with 24-hour nursing 
staff supervision, 44 medium support places and eight 
low support places. The team has admitting rights to 
the acute admission units in St. Ita’s Hospital.

MULTIDISCIPLINARY TEAM 
A consultant psychiatrist leads the team. There are 
five nursing staff members (two part-time) on the 
community rehabilitation team. The Assistant Director 
of Nursing with responsibility for rehabilitation also 
has other duties within the hospital system. There is 
one dedicated social worker on the team. The other 
permanent members of the team are based in the 
in-patient rehabilitation units and supported residential 
programme. They include nursing staff, care staff and 
a number of sessional staff (art therapist and home 
economics teacher). There is one clerical officer. It 
was reported that there is approval for one senior 
occupational therapist, one clinical nurse specialist 
and two domestic staff. There are two trainee medical 
posts.

REFERRAL PROCESS
All new referrals come to the consulting psychiatrist 
from the sector teams. It was reported that there have 
been approximately 140 new referrals since the service 
was established. The community rehabilitation team 
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has received 50 new referrals. The current waiting list 
had 37 patients on it, with up to a three-year wait 
for supported accommodation placement. There is 
currently no capacity within the supported residences 
for new referrals. All referrals undergo a six- to 
eight-week assessment period. During this time, all 
stakeholders are consulted and a decision is taken by 
the team on whether to accept the referral. A number 
of standardised assessments for rehabilitation are used.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
There is no formal multidisciplinary team care plan. 
There is a single rehabilitation file in the community. 
This contains the assessment results, medical and 
nursing notes. 

TEAM FUNCTIONING
The team meets weekly in the community sector HQ 
to review new referrals and clients in the community 
rehabilitation team case load. There are fortnightly 
meetings in the in-patient residential units. Three 
patients are reviewed at any one time. In each of the 
hostels with 24-hour nursing staff supervision, there is 
a formal review meeting every five weeks. The NCHD 
also visits weekly. 

PARTICIPATION OF SERVICE USER
The team has established relationships with the Irish 
Advocacy Network, Schizophrenia Ireland, and recently 
the Befriending Service. Schizophrenia Ireland facilitates 
a monthly carers’ meeting in the area. The team is 
reviewing how the service user can be included in the 
care planning process.

DAY SERVICES/COMMUNITY RESOURCES
The team has access to a number of training 
programmes delivered by Eve Holdings and the 
National Learning Network. The service in partnership 
with National Learning Network has developed a 
number of specific programmes that meet the needs 

of that client group. Funding is negotiated every six 
months with the HSE. There are a number of areas 
across the geographical area of Area 8 that have no 
access to vocational services. There is one-day centre, 
which primarily provides a service to patients resident 
in supported community residences. Eve Holdings have 
a clubhouse in the area that the rehabilitation team 
access to.

POLICIES AND PROCEDURES
The team’s policies and procedures dated from 2002 
and are currently under review. They are in the process 
of having a written operation policy.

TRAINING/AUDIT AND RESEARCH
The team members have accessed various training 
programmes, both within the team and through 
individual disciplines since 2001. Clinical supervision 
was reported as being provided during the team 
meeting and through the nursing structures. The 
trainee medical staff have protected clinical supervision 
time with the consultant psychiatrist. Ongoing in-
service training is available to the nursing staff from the 
nursing training unit. The team is an active member 
of the Irish Rehabilitation Psychiatric Services group. 
Current auditing activity includes an audit of new 
long-stay patients on the acute unit in St. Ita’s Hospital. 
The team has a database of all new referrals since the 
service was instigated. The team are planning to install 
the Health Research Board COMCAR IT programme next 
year.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
The team submit proposals through the senior 
management team. Challenges facing the team include

 the lack of true multidisciplinary team working and 
human resources to meet the population size
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 the in-patient residential facilities are unsuitable 
for the purpose of rehabilitation and there is no 
development plan for using the land bank on campus

 the need to work with local housing authorities 
to develop partnerships that will result in housing 
options for people with severe and enduring mental 
illness

 the need to address the development of an assertive 
outreach component.

RECOMMENDATIONS

1.  The human resources on the team and the skill mix 
needs to be improved immediately.

2.  The development of a future plan for the provision 
of in-patient residential services.

3.  Policies, procedure and operational information to 
be updated to reflect current practice.
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ST. JOSEPH’S INTELLECTUAL 
DISABILITY SERVICE

HILLVIEW UNIT
Date of inspection:  17 September 2006 
Number of beds:  15 female

DESCRIPTION
This is a facility for elderly females with high 
dependency needs. On the day of inspection, there 
were 12 Voluntary patients and three Wards of Court. 
There are five nursing staff on duty during the day and 
four care staff and at night there is one staff nurse and 
two care staff. 

MULTIDISCIPLINARY TEAM 
There is a consultant psychiatrist responsible for the 
patients and there are two NCHDs. There is no clinical 
psychology, social work or occupational therapy 
input. The unit have access to a behavioural nurse 
specialist, physiotherapist, speech and language 
therapist, dietician and occupational therapy for seating 
assessments.

There was regular contact with the medical staff but no 
regular review meetings were being held on the unit. 
The notes reviewed on the inspection showed that 
regular reviews do take place and that there is access 
to the visiting GP. It was reported that access to the GP 
can be problematic at times as the main office has to 
be notified before 1000h of anyone needing to be seen 
by the a GP on that day. The staff reported they are not 
always able to predict when a GP is needed. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Care plans are nurse led, based on the Human Needs 
model. The unit is self-staffing so a key worker is 
identified and continuity of care is good. The staff 
use the Waterlow scale, which assesses the patient’s 

pressure area needs, and which needs to be linked 
into the care planning process. Risks are identified 
but are not linked to the care plan. The care plan is 
communicated through discussion in handovers and 
the CNM2 oversees the care planning process. Carer 
and advocacy input is encouraged. The care plans 
reviewed on this inspection were detailed. They had 
a thorough assessment, up-to-date care plans and 
regular evaluations.

The admission, transfer and discharge policies are 
currently being reviewed and need to be implemented 
throughout the hospital.

THERAPEUTIC PROGRAMMES
Eight people attend day therapy. There is a mixture 
of activities but they mainly centre on retirement and 
home economics issues. There is good verbal contact 
between the ward and the therapy area. 

 SECLUSION
There are no seclusion facilities in the unit.

MECHANICAL RESTRAINT
There is a policy on mechanical restraint and there is a 
register in place. Some of the patients have cot sides 
on their beds and some have belts keeping them in 
chairs. It was stressed that the reason for mechanical 
restraint is for safety reasons. A risk assessment matrix 
is undertaken, which indicates the level of risk and the 
appropriateness of cots sides and belts. 

PHYSICAL RESTRAINT
Physical restraint is not used although staff are trained 
in crisis prevention intervention techniques.

ENVIRONMENT
This is an 18-bed unit situated on the ground floor. 
There are some ongoing maintenance issues and 
one of the hoists has been out of order for over two 

ST. JOSEPH’S INTELLECTUAL DISABILITY SERVICE
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weeks. There are regular fire drills. There is a health 
and safety policy and there is disabled access. The 
standard of decor was good. It was reported that the 
unit can get stuffy, especially in the summer. The unit 
was clean and bright. There was a dedicated visitors’ 
area and access to a garden. The bedrooms consist of 
single rooms and 5-bed dormitories. They are situated 
in three separate areas within the unit. Within the 
dormitories Curtains are needed around the beds 
within the dormitories. There are sufficient numbers 
of toilets and bathrooms and assisted facilities. There 
is a dining area for the unit and a lounge area in each 
of the three areas. There is a nurses’ station which is 
central and a clinical room. There is no staff area.

RECOMMENDATIONS

1.  A core multidisciplinary team should be available to 
this unit to meet the needs of the patients.

2.  The risk assessments should be linked to the care 
plans where a risk is identified.

3.  There should be curtains around the beds.

4.  All essential maintenance should be carried out and 
a regular maintenance programme put in place.

CARRIGLEA UNIT
Date of inspection:  27 September 2006 
Number of beds:  15 female

DESCRIPTION
This is a service providing care for elderly residents 
with high dependency. On the day of inspection, there 
were three Wards of Court and 14 patients in the ward. 
There are five staff nurses on duty during the day and 
three care staff, one staff nurse and one care staff at 
night. 

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist with responsibility 
for patients and two NCHDs and a visiting GP. There 
is no clinical psychology, social work or occupational 
therapy input. Due to the needs of one service user 
there is a hospice nurse providing a service.

There is regular contact with the medical staff, but no 
regular review meetings. Patients are reviewed at the 
request of the nursing staff. It was reported that there 
is a good working relationship between the nursing 
and medical staff. Changes to care are documented in 
the files, but it is difficult to identify the signatures of 
the written interventions. Doctors need to print their 
names as well as signing. Also within the medical 
notes, there is no patient identified on the individual 
pages. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Due to the under-resourced nature of the team there 
is no multidisciplinary team care planning. Care plans 
are nurse led and on this unit are based on the Roper 
Logan Tierney model. The emphasis is on maintaining 
the service users’ well-being. Key workers are 
identified and a co worker who works on the opposite 
shift. These nurses are responsible for carrying out the 
care plans and review the care plans on a regular basis. 
The care plan is documented in a separate nursing 
file. Family involvement is encouraged. As with other 
wards, the admission, transfer and discharge policies 
are not in place and are awaiting publication.

THERAPEUTIC PROGRAMMES
Five service users attend day therapy, retirement centre 
and home economic centre. They also have access to 
the multi-sensory room and the education programme 
within the Montessori school. It was reported good 
links exist between the unit and the day therapy staff. 

ECT
There was no ECT in the hospital.
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SECLUSION
There are no seclusion facilities on this unit.

MECHANICAL RESTRAINT
There is a mechanical restraint policy and a register is 
in place recording any means of mechanical restraint. 
Currently cot sides are being used and there are 
straps on two chairs. Risk assessment is undertaken 
using the risk matrix and the level of degree of risk is 
assessed. If there are seating issues, the GP is notified 
and an assessment is requested from a community 
occupational therapist. 

PHYSICAL RESTRAINT
There is no physical restraint used on the unit although 
staff are trained in crisis prevention intervention 
techniques. A training register is held in the Assistant 
Director of Nursing’s office.

ENVIRONMENT
This unit has a bed capacity of 15 and is situated on the 
ground floor of the main building. There is an ongoing 
problem with the heating system and it was planned 
to move this unit to another ward the following 
week while essential maintenance and repairs are 
undertaken. There was disabled access. Decor was of 
a good standard. The unit was bright with plenty of 
natural light. It can get hot in the summer. There is a 
dedicated visitors’ area and access to a garden. The 
bedroom area is one large dormitory and there are 
sufficient toilets, bathrooms and showers. There is a 
dining area and a lounge area. The nurses’ station also 
contains the clinical room.

RECOMMENDATIONS

1.  Written interventions in the files must have a clear 
signature and the signatory’s name printed. The 
patients identity must be on all sheets of paper in 
the file.

2.  A core multidisciplinary team should be available to 
this unit to meet the needs of the patients.

3.  The risk assessments should be linked to the care 
plans where a risk is identified.

DUNHAVEN UNIT
Date of inspection:  27 September 2006 
Number of beds:  13 integrated

DESCRIPTION
This is a locked unit providing care for people with 
challenging behaviour. On the day of inspection, all 
service users were Voluntary. There are four nursing 
staff on duty during the day and two care staff and 
three nursing staff on duty at night. However there are 
currently three patients requiring special observation 
so there are extra staff on the unit for this. There have 
been two new admissions to the unit this year and 14 
internal transfers.

MULTIDISCIPLINARY TEAM 
The service provided within St. Joseph’s is 
predominantly nursing and medical. There are two 
consultant psychiatrists in the hospital who have an 
NCHD. There is no input from clinical psychology, social 
work or occupational therapy. There are behavioural 
nurses who provide one-to-one work. There is access 
to speech and a language therapist and a chiropodist. 

There is daily contact with the consultant psychiatrist 
and also the NCHD. The service users are reviewed 
on a regular basis at the request of the nursing staff. 
Any changes in care are documented in the files and 
the care plans updated. There have recently been a 
number of case review meetings involving the family 
and where all disciplines were involved. If the patient 
is capable they attend the meeting. There is a pilot 
scheme within the hospital looking at implementing an 
advocacy scheme. 
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are obvious gaps in the provision of a 
multidisciplinary team. Care plans are nurse led. The 
consultant psychiatrist undertakes an initial assessment 
and the nursing staff undertake their assessment 
based on the Human Needs model. There is a detailed 
assessment undertaken by the key worker. 

The unit is self-staffing. Continuity of care is paramount. 
Care plans are devised from the initial assessment 
and were noted to be detailed. There are progress 
notes pertaining to the care plans and the care plan 
is regularly review. The patient is involved wherever 
possible.

The Inspectorate were informed that there is work in 
progress looking at admission, transfer and discharge 
policies.

THERAPEUTIC PROGRAMMES
A number of the patients attend the Montessori 
school and other day programmes available within the 
hospital. Some of the patients are accompanied. It was 
reported that there is a good relationship with the day 
programme facilitators and feedback is given on a daily 
basis. 

ECT
There is no ECT within the hospital. 

SECLUSION
There is a seclusion facility within the unit. This is a 
purpose-built room with safe finishing and a safe bed. 
Refractory clothing is not used. There are safe fittings 
around the room and there is access to a toilet. There 
was good ventilation but no natural light. There is CCTV, 
which is clearly signposted. There is a seclusion register 
which was appropriately filled in, signed by the NCHD 
and consultant psychiatrist and dated. The length of 
time was specified and a reason for seclusion given 
and 15-minute observations were maintained. There is 

a seclusion policy. The unit promotes an individualised 
approach to care and alternatives to seclusion are 
considered. The senior nurse decides if seclusion is 
required and 15-minute observations are always 
maintained. The seclusion register shows that it is not 
common practice to use seclusion and, if used, it is for 
a short duration.

MECHANICAL RESTRAINT
There is a policy in place on mechanical restraint and 
there is one cat suit used on the unit for a particular 
service user.

PHYSICAL RESTRAINT
Nursing staff are trained in crisis prevention 
intervention techniques, which includes de-escalation. 
Any adverse incidents occurring as a consequence of 
physical restraint are recorded. 

ENVIRONMENT
This unit has a capacity of 14 beds. It is situated on 
the first floor of the building and this can cause access 
problems. Generally maintenance is satisfactory 
although the standard of decor needs updating. This 
is the only unit still functioning on the first floor and 
there are hopes to move it to a ground floor building. 
The unit gets hot especially in the summer. It is a 
bright unit and it is clean. There is a visitors’ area and 
access to a garden downstairs. The bedrooms consist 
of a male and female dormitory and four single rooms. 
There are a sufficient number of toilets and bathrooms. 
There is a dining area and a room from the ward next 
door is being used for a ball pool. There is a lounge 
area and the room next door can be used as a quiet 
area for one particular service user. There is a nurses’ 
office and clinical room. 

RECOMMENDATIONS

1.  The service needs to develop a strategy for 
recruiting a full core multidisciplinary team.
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2.  The staff from this unit would benefit from visits to 
other hospitals providing a service for intellectual 
disability with challenging behaviour. It is felt that 
the staff would be able to see other approaches for 
caring for this difficult client group to ensure that 
their needs are met.

3.  The unit should be moved to a ground floor where 
access to a garden can be increased.

FERNLODGE
Date of inspection:  28 September 2006 
Number of beds:  7 integrated

DESCRIPTION
Fernlodge is a stand-alone two-storey house on 
the grounds of St. Joseph’s Hospital. All patients are 
Voluntary status under the Mental Treatment Act, 1945. 
It can accommodate seven patients. On the day of 
the inspection, there were two men and two women 
resident in the house. The house opened in 1990 and 
is under the clinical direction of a named consultant 
psychiatrist. The staffing by day is one CNM1, one staff 
nurse and one care staff member. At night there is a 
staff nurse and care staff member on duty. 

MULTIDISCIPLINARY TEAM 
The consultant psychiatrist visits weekly and the 
NCHD attends the house every second day. The staff 
can access a GP, chiropodist and dentist as required. 
Patients are reviewed every six months, at which point 
a psychiatric and nursing review is completed. Patients 
and families are involved as appropriate. Nursing staff 
have full access to all training programmes delivered by 
the school of nursing. Nursing students are facilitated 
on a regular basis.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The care plans are constructed by nursing staff using 
the human needs model. A key nurse is assigned to 
each patient and a number of achievable goals are set. 
The nursing notes also contain progress reports from 
various teachers in the day services. The care plan is 
reviewed every two months and progress notes are 
written every second day. The medical notes reviewed 
were in order, containing the statutory six-monthly 
psychiatric reviews. One patient is involved in a pilot 
advocacy project. The staff reported that this has been 
a success. Families are actively involved and a number 
of patients go home at weekends. There are active 
admissions and discharges to houses in the community. 
The nursing staff link with the community staff in 
facilitating the discharge. The patient is involved and 
informed orally.

THERAPEUTIC PROGRAMMES
A number of patients attend programmes on site 
and off site. All of the patients have typed reports of 
progress in the nursing notes. The patients were also 
involved in planning the Christmas concert and attend 
a club on the hospital site. Each individual patient is 
encouraged to partake in household tasks based on 
ability. The group normally go out for lunch on Sundays.

ENVIRONMENT
Fernlodge is a stand-alone two-storey house some 
distance from the main building. It has a sheltered 
garden with garden furniture and a barbecue. The 
house is very homely and the patients and staff have 
made great efforts to personalise the bedrooms and 
communal areas. There are three double rooms and 
one single room. This is a reduction of one place since 
last year following the Inspectorate’s recommendation. 
The shower and toilet room have also been upgraded 
following last year’s report recommendation. There are 
two sitting rooms (one smoking) and a dining room. 
The nursing staff have a separate office.
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RECOMMENDATIONS

1.  Each patient should have access to a full core 
multidisciplinary team. 

RUSHBROOK UNIT
Date of inspection:  28 September 2006 
Number of beds:  13 male

DESCRIPTION
The unit is described as a high dependency unit 
for men. The main door is locked. On the day of 
inspection, there was one person who was a Ward of 
Court. There are two staff nurses and two care staff on 
duty during the day with a CNM2 and at night there is 
one staff nurse and a care staff. All admissions to the 
unit are internal transfers from the hospital. 

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist with responsibility 
for the unit who also has an NCHD registrar. There is 
also input from nursing staff and behavioural nurse. 
It was reported that there is a weekly review by the 
consultant psychiatrist and contact with the registrar on 
a daily basis. There is also a GP on call system. There 
were written interventions in the medical notes but 
mainly dealing with the annual physical checks. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are detailed nursing care plans based on the 
human needs model. Regular staff placed on the unit 
ensure continuity of care and there is a key worker 
system. Care plans are detailed, regularly evaluated 
and the progress notes pertain to the care plans.

THERAPEUTIC PROGRAMMES
Four patients attend industrial therapy, one attends 
Montessori school and one goes to the gym. There is 
daily contact with these services.

ECT
There is no ECT undertaken on this unit.

SECLUSION
There are no seclusion facilities within this unit.

MECHANICAL RESTRAINT
There are no forms of mechanical restraint.

PHYSICAL RESTRAINT
Physical restraint is rarely required on this unit. All staff 
are trained in crisis prevention intervention techniques.

ENVIRONMENT
There is a bed capacity of 16 people on this unit 
although there were 13 on the day of inspection. The 
unit is situated in the grounds of the hospital and the 
maintenance programme is satisfactory. The unit does 
not have disabled access. The decor is of a reasonable 
standard and the unit is bright and clean. There is 
access to a garden. The bedroom areas consist of three-
bed rooms. There are sufficient toilets, bathrooms and 
showers. There is a dining area, a lounge area and 
there is a nurses’ station and clinic room.

RECOMMENDATIONS

1.  A core multidisciplinary team should be available to 
this unit to meet the needs of the patients.

2.  All essential maintenance should be carried out and 
a regular maintenance programme in place.



92BOOK 2 – HSE DUBLIN NORTH EASTREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

ST. FIACHRA’S UNIT
Date of inspection:  28 September 2006 
Number of beds:  18 integrated

DESCRIPTION
St. Fiachra’s Unit is an 18-bed mixed unit for 
challenging behaviour. On the day of the inspection, 
there were 10 female patients and six male patients. 
All patients were Voluntary patients under the Mental 
Treatment Act, 1945. The unit is locked. One named 
consultant psychiatrist has responsibility for the unit, 
which is staffed daily by one CNM, four staff nurses 
and four care staff. On the day of the inspection, one 
patient was on special one-to-one nursing. At night, 
there is one staff nurse and one care staff member on 
duty. The patients range in age from 21 to 50 years.

MULTIDISCIPLINARY TEAM 
The patients are reviewed formally by the NCHD every 
six months. The consultant psychiatrist attends the 
ward weekly and reviews patients as required. The 
nursing staff can access a GP, chiropodist and speech 
and language therapist.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The care planning process is consistent throughout the 
hospital. The care plans are nursing led and are based 
on the human needs model. The care plans reviewed 
were current and up to date. The file also included a 
risk assessment and an individual profile (using a traffic 
light matrix). The medical notes showed evidence 
of six-monthly psychiatric reviews. Families are 
encouraged to be involved in care and some patients 
go on weekend leave. There is no hospital admission 
policy. This unit has had four admissions and three 
discharges since January 2006.

THERAPEUTIC PROGRAMMES
The patients attend programmes off the unit and 
written reports are placed in the nursing file. Five 
patients remain on the ward daily. The patients have 
access to a multi-sensory room. Staff have had only a 
basic introduction to the use of equipment within the 
room. Patients can also access play equipment in the 
garden and soft furnishings in a side quiet room off the 
main day room.

SECLUSION
There is no defined seclusion room. However, three 
patients were locked into single rooms for various 
periods at night. This is recorded in the seclusion book 
and prescribed in the psychiatric notes. The night 
staff document the period of seclusion in the nursing 
progress notes. No 15-minute observations were 
recorded.

MECHANICAL RESTRAINT
A number of patients have prescribed restraint. The 
methods used include belts, gloves and cot sides. The 
prescription is documented in the psychiatric notes and 
the nursing risk assessment form. The restraint register 
was in order and signed by the NCHD.

PHYSICAL RESTRAINT
It was reported that the use of physical restraint is rare 
on the ward. All staff have access to the in-service 
programme provided by the school of nursing.

ENVIRONMENT
St. Fiachra’s is a stand-alone unit near the sea front. 
The bedrooms are configured as five single rooms, a 
4-bed dormitory and a 10-bed dormitory. There are 
an adequate number of toilets and bathrooms. The 
female toilets are not acceptable and need to be 
upgraded. The fire door at the main entrance needs 
to be repaired. There is a gap in the wall between the 
back sitting room and a single bedroom that needs to 
be filled. The ward also required painting. The garden 
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play equipment was reported by staff to be in need 
of maintenance. There is a nursing office, kitchen 
and utility area. The unit has an independent heating 
system.

RECOMMENDATIONS

1.  Each patient should have access to a full 
multidisciplinary team.

2.  There should be written 15-minute observations 
records on all patients placed in seclusion.

3.  Staff should be provided with additional training in 
the use of multi-sensory equipment.

4.  The environment should be upgraded and 
maintained to an appropriate standard.

ST. VINCENT’S UNIT
Date of inspection:  28 September 2006 
Number of beds:  8 integrated

DESCRIPTION
St. Vincent’s is an eight-bed house on the grounds of 
St. Joseph’s Hospital. The house is registered under 
the Mental Treatment Act, 1945 and all patients were 
Voluntary status on the day of the inspection. It had 
four men and four women aged between 31 and 
61 years. The house is under the clinical direction of 
a named consultant psychiatrist and is staffed daily 
by one CNM1, two staff nurses and one care staff 
member. At night one nurse is rostered on duty.

MULTIDISCIPLINARY TEAM 
The consultant psychiatrist visits the house on a 
fortnightly basis or as required. The NCHD completes 
the six-monthly psychiatric reviews. The annual 
physical examinations are completed by a GP. The 
staff can access a dentist, chiropodist and hairdresser 

as required. The patients also access the staff in the 
day service programme. The nursing staff reported 
that there is an active in-service training programme, 
designed and delivered by the school of nursing.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no formal multidisciplinary team care plans. 
The nursing staff based nursing care plans on an 
assessment of each patient using the human needs 
model. These care plans are reviewed every six 
months, or as required. The medical notes are separate 
and are subdivided in medical and psychiatric notes. 
The notes reviewed showed evidence of six-monthly 
psychiatric reviews and annual physical reviews. 
The notes also contained typed reports from various 
staff members in the day service programme. These 
reports are at set agreed intervals. There are no active 
admissions or discharges from this house. There is no 
admission policy for the hospital. Families are actively 
involved where possible and some patients have leave 
at home.

THERAPEUTIC PROGRAMMES
A number of patients attend the day programme on 
the hospital grounds, others attend centres off site 
and one person attends the school for the deaf. These 
sites individually report back on patients’ performance 
and progress. In addition the staff organise an annual 
holiday in Wexford, have outings at the weekends and 
manage a vegetable patch in the garden. There is an 
expectation that patients will contribute to household 
tasks. Patients shop locally for clothes and have access 
to TV and board games in the evenings.

PHYSICAL RESTRAINT
There is no use of physical restraint in the house. Staff 
can and do access training in control and restraint 
through the school of nursing.
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ENVIRONMENT
St. Vincent’s is a pair of two-storey houses. The lower 
floors are interlinked and the sleeping areas are 
separate. The building is in a very poor state of repair. 
It has not been painted, it is stained badly by internal 
smoking and the windows are very old, causing 
drafts. Cardboard had been placed over one window 
to stop the draughts. There is a continued uncertainty 
regarding the future of the buildings. This uncertainly 
has remained for years and the building has fallen 
into neglect. This is in spite of efforts by patients 
and staff to personalise bedrooms and make the 
communal areas homely. This level of accommodation 
is unacceptable and unjustifiable. There are two single 
bedrooms and one double bedroom on each side of 
the house. There are two showers and one bath for the 
eight patients. The communal areas include two sitting 
rooms and one kitchen. The house has an independent 
heating system.

RECOMMENDATIONS

1.  The house needs to be repainted and the windows 
replaced regardless of the long-term plans. 

2.  Each patient should have access to a full core 
multidisciplinary team.

ASHLEA UNIT
Date of inspection:  27 September 2006 
Number of beds:  16 male

DESCRIPTION
Ashlea is 16-bed unit for elderly high dependency 
patients. On the day of the inspection there were 16 
patients ranging in age from 35 to 82 years old. The 
unit is open and under the clinical direction of a named 
consultant psychiatrist. The unit is staffed by one 
CNM1, four staff nurses and four care staff during the 
day. At night there is one staff nurse and one care staff 
member on duty.

MULTIDISCIPLINARY TEAM 
The unit has consistent nursing and care attendant staff 
which is an advantage in the delivery of individualised 
care. The NCHD visits the unit daily and completes 
six-monthly psychiatric reviews. The GP is available as 
required and completes a yearly medical examination 
on each patient. The chiropodist is available as 
required.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no formal multidisciplinary team care plans. 
The care plans are nursing led, based on the human 
needs model. Each care plan also has a photo of the 
resident. The care plans are reviewed as needed 
and receive a formal review every six months. The 
nursing care plans inspected were in order and were 
tidy. The medical notes were separate and contained 
both the psychiatric review and yearly medical 
examination. Each patient also had a risk assessment 
matrix completed. This form is available in the nursing 
notes. There was one recent admission. There was no 
admission policy for the hospital.

THERAPEUTIC PROGRAMMES
Seven residents attend the retirement centre and 
progress reports are filed in the nursing file. Informal 
daily communication also takes place. The ward has 
made efforts to encourage and facilitate each resident 
to complete individual clothes shopping and other 
leisure pursuits. The ward has access to a minibus 
and regular outings take place. Family visits are 
encouraged.

MECHANICAL RESTRAINT
Two patients are prescribed cat suits and four patients 
are prescribed cot sides. These prescriptions were 
documented in the medical notes and in the nursing 
risk assessment form.



95BOOK 2 – HSE DUBLIN NORTH EASTREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

PHYSICAL RESTRAINT
No form of physical restraint is used in the ward. Staff 
have access to ongoing training through the school of 
nursing.

ENVIRONMENT
Ashlea Unit is located on the ground floor in the 
main hospital. There are four single rooms and one 
dormitory area. The toilet and bathroom area needs 
to be upgraded and the unit requires painting. It was 
reported that new furniture was on order. There is a 
pleasant area for visitors. The patients have access to 
an enclosed safe garden space.

POSITIVE DEVELOPMENTS
The recently appointed CNM2 has initiated student 
nurse training placement to the ward. A student was to 
commence in October.

RECOMMENDATIONS

1.  All necessary decoration and upgrading of furniture 
and fittings should be completed.

2.  Each patient should have access to a full range of 
disciplines.

3.  Student nurse placements should be encouraged on 
the unit.

DÚN NA RÍ UNIT
Date of inspection:  27 September 2006 
Number of beds:  21 male

DESCRIPTION
Dún na Rí is a 21-bed male unit for challenging 
behaviour. For clinical management the unit is divided 
into an 8-bed area and a 14-bed area. It is staffed daily 
by one CNM2, one CNM, four staff nurses, four care 

staff and one domestic staff. At night there are two 
nurses and one care staff on duty. The unit is under the 
clinical direction of a named consultant psychiatrist. It is 
a locked, stand-alone bungalow building.

MULTIDISCIPLINARY TEAM 
The unit has access to monthly reviews by the 
consultant psychiatrist and six-monthly reviews by the 
NCHD. Both medical personnel are available as required 
outside set times. The nursing staff can refer patients 
to the behavioural nurse therapist and the speech and 
language therapist. Individual referrals are also sent to 
the chiropodist and dentist.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The care plans are nursing led, using the human 
needs model. Behavioural programmes developed 
in conjunction with the behavioural nurse therapist 
enhance individual care plans. It was reported that this 
clinical input has been effective in the management 
of individual patients and has led to a reduction in 
the use of restraints. There are written reports in the 
notes also from Montessori teachers. The medical notes 
reviewed were in order and contained the six-monthly 
psychiatric reviews. The unit has had six admissions 
since January 2006 and four discharges. There is no 
written admission policy for the unit.

THERAPEUTIC PROGRAMMES
A number of patients attend various programmes 
off site and there are written reports of progress 
in the files. There is a courtyard area and enclosed 
garden a short distance from the unit. The latter was 
donated and is used primarily in the summer. For the 
patients who remain on the ward the behavioural 
nurse therapist facilitates an art group and other staff 
facilitate the patients to make snacks in the kitchen.
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SECLUSION
There is a seclusion room located in the eight-bed area. 
It is padded and has safe furniture. A new mattress is 
on order. The ventilation is externally controlled. There 
are no toilet facilities in the room. There is a CCTV 
camera and the monitor is located in the nursing office. 
The seclusion policy is titled “Least Restraint”. This is 
an interim policy pending the publication of new rules 
on the use of seclusion. The seclusion register was 
reviewed. The seclusion register is signed by the NCHD.

MECHANICAL RESTRAINT
Two forms of restraint are currently in use on the 
ward, Posey 8118 and cat suits. The use of Posey 
8118 has greatly reduced since the last inspection 
for an individual patient. All cat suits were prescribed 
and documented in nursing risk assessment and the 
psychiatric notes.

PHYSICAL RESTRAINT
It was reported that there were eight assaults on staff 
to date in 2006. All incidents are formally reported. 
Staff have received training in control and restraint 
techniques. The school of nursing provides ongoing 
training in-house.

ENVIRONMENT
Dún na Rí is a stand alone bungalow style unit. The 
bedrooms consist of a number of dormitory areas and 
some single side rooms. There is one seclusion room. 
Each area has a day room and bathroom facilities. 
At the main entrance there is a visitors room that 
needs to be upgraded. The internal building requires 
repainting. The grassed garden area has some bowling 
equipment. The garden was developed with donations 
from families.

RECOMMENDATIONS

1.  Each patient should have access to the full range of 
skills available from a multidisciplinary team. 

2.  The environment should be upgraded and a regular 
maintenance programme developed.

3.  There should be a written admission policy for the 
service.

FÁILTE UNIT
Date of inspection:  28 September 2006 
Number of beds:  7 male

DESCRIPTION
This is an open unit in the grounds of the hospital. 
It provides a service for people with challenging 
behaviour and a dual diagnosis and there is a strong 
emphasis on rehabilitation. On the day of inspection, 
there were seven patients, one Temporary, one Ward 
of Court and the rest Voluntary. There are five qualified 
staff on duty during the day and two care staff. At 
night there is one staff nurse and a care staff member. 
People are admitted to the unit from the community 
from various sources and the hospital.

MULTIDISCIPLINARY TEAM 
As with the rest of the hospital there is only medical 
and nursing input to the unit. There is strong 
involvement from the behaviour nurse therapist. 

There are regular ongoing reviews of the patients by 
the medical and nursing staff. There is no regular time 
slot for these reviews as they are continual. Within the 
files there are detailed care plans and assessments 
regularly evaluated and audited. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
With the absence of a core multidisciplinary team is 
it impossible to undertake multidisciplinary team care 
planning. Therefore the care plans are nurse led. The 
unit has devised its own care planning model. A key 
worker is identified. The care plans are detailed and 
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show evidence of regular reviews and the progress 
notes pertain to the care plan. The unit has introduced 
its own care plan auditing process and this is proving 
to be successful. The patient is involved in the care 
planning process and attends programme meetings. 
Family involvement is encouraged. Currently the policy 
stipulates that admission referrals are made to the 
consultant psychiatrist who discusses the referral with 
the nursing staff. Discharge is linked to the care plan 
and a gradual plan is put in place.

THERAPEUTIC PROGRAMMES
There is extensive use of the day services within the 
hospital. The programmes are developed individually 
to meet the needs of the patient. Due to the nature of 
the challenging behaviour of some of the patients close 
scrutiny of the patients’ movements is needed and the 
unit have developed a unique system of doing this. The 
system ensures the patient is responsible for attending 
their programme and promotes the philosophy of the 
patient taking responsibility for their own movements. 
They sign in to the various places that they visit.

ECT
There is no ECT in this unit.

SECLUSION
There are no seclusion facilities in this unit.

MECHANICAL RESTRAINT
There is no mechanical restraint used in this unit.

PHYSICAL RESTRAINT
The staff are trained in crisis prevention intervention 
techniques. It was reported that restraint is rarely used 
on the unit.

ENVIRONMENT
The unit has a bed capacity of seven. It is situated in 
a separate unit within the grounds of the hospital. 
There are some ongoing maintenance issues and it 
was reported that the windows need to be double 
glazed with a protective screen. The unit is not suitable 
for disabled access. It has recently been re-decorated, 
ventilation is good and there is plenty of natural light 
and the unit was clean. There is no dedicated visitors’ 
area but there is access to a garden. The bedroom 
areas consist of double and single rooms that can 
be personalised and this has had a positive effect. 
There are sufficient numbers of toilets, bathrooms and 
showers. There is a dining area and a lounge area. 
There is a nursing office which also contains the clinic 
room.

RECOMMENDATIONS

1.  A core multidisciplinary team should be available to 
this unit to meet the needs of the service users.

LA VISTA UNIT
Date of inspection:  27 September 2006 
Number of beds:  18 male

DESCRIPTION
La Vista is a unit on the ground floor within the main 
hospital building. It is home to 18 male residents 
ranging in age from 26 to 72 years. The majority 
require full nursing care. The unit is locked. It is under 
the clinical direction of a named consultant psychiatrist 
and is staffed daily by one CNM2, three staff nurses 
and four care staff. At night there is one staff nurse and 
one care staff member on duty.

MULTIDISCIPLINARY TEAM 
The ward is visited by the consultant psychiatrist, 
NCHD, behavioural nurse therapist (on referral) and 
the chiropodist. The NCHD completes the six-monthly 



98BOOK 2 – HSE DUBLIN NORTH EASTREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

psychiatric review. The GP available to the service 
completes a yearly medical examination and provides 
other consultations as required. There is no input from 
occupational therapy, social work or clinical psychology 
to the unit.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The unit care plans are nursing led, based on the 
human needs model. The nursing notes also contain a 
risk assessment and reports from the staff who provide 
programmes on site. The notes reviewed were in order 
and current. The medical notes were also current and 
up to date. There are no active admissions to the unit. 
There was no hospital admission policy.

THERAPEUTIC PROGRAMMES
Two residents attend programme off the ward in 
the retirement centre and industrial therapy. For 
the remaining 16 patients there is no structured 
stimulation. The main focus for the day is on 
completion of activities of daily living. One patient is 
awaiting placement in a group home.

SECLUSION
One patient is placed in seclusion nightly until he 
sleeps. The room is located off the main dormitory 
area. The room is not a purpose-built seclusion room. It 
has a single mattress and an observation window. Since 
the last inspection this is recorded in the seclusion 
register. The register was reviewed and in order.

MECHANICAL RESTRAINT
A number of patients are prescribed cat suits, cot sides 
and Posey belts. The reason for each form of restraint 
is documented in the nursing risk assessment form and 
the psychiatric notes.

PHYSICAL RESTRAINT
It was reported that all nursing staff have access to 
ongoing training through programmes offered by the 
school of nursing.

ENVIRONMENT
The unit is located on the ground floor. There is an 
ongoing problem with the heating system. On the 
day of the inspection, the unit had bottled gas heaters 
to heat the ward. It was planned that the ward will 
relocate to another premises before 7 October for a 
period of six weeks to allow the heating system and 
other structural changes to be made. The bedrooms 
are located in one large dormitory, with a single room 
used by one patient. The dining room is shared with 
an adjoining unit. The clinical room is cramped and has 
poor lighting. The bathroom requires tiling around the 
Parker bath.

RECOMMENDATIONS

1.  All maintenance work should be completed and 
patients relocated to a warm environment as soon 
as possible.

2.  The patients on the ward should have individual 
assessments and structured activities and 
stimulation provided to meet their needs.

ST. CLAIRE’S UNIT
Date of inspection:  28 September 2006 
Number of beds:  19 integrated

DESCRIPTION
St. Claire’s is described as the infirmary for St. Joseph’s 
Hospital. The unit is locked. There are four qualified 
nursing staff on duty during the day and three care 
staff. On the day of inspection, one patient was under 
special observation so there was an extra member 
of staff. All admissions to this unit are transfers from 
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other units within the hospital. At night there are two 
staff nurses and one care staff member on duty. It was 
reported that one of staff nurses are often taken from 
the ward at night if escorts are needed elsewhere. 

MULTIDISCIPLINARY TEAM 
Both consultant psychiatrists have access to beds in this 
unit. There is also NCHD support and the on-call GP. The 
behavioural nurse therapist is also involved. Previously 
community occupational therapists carried out seating 
assessments. The NCHDs visit the unit on a daily basis. 
There is no regular review meeting but contact with 
the medical staff is described as good. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans due 
to the lack of core multidisciplinary teams in place 
in the unit’s hospital. The care plans are nurse led 
and are based on the human needs model and the 
Roper Logan Tierney model. Care plans were detailed, 
recently implemented and regularly evaluated. The key 
worker is identified and is responsible for evaluating 
the care plans. The admission transfer and discharge 
policies are in working draft. 

THERAPEUTIC PROGRAMMES
Four patients attend the retirement centre and one 
patient attends the Montessori school. There is daily 
contact with these departments.

ECT
There is no ECT carried out on the unit.

SECLUSION
There are no seclusion facilities within the unit.

MECHANICAL RESTRAINT
There is currently one patient who exhibits challenging 
behaviour. Previously he was managed in a straitjacket. 
However the episodes of him being placed in 
a straitjacket have dramatically decreased and 
alternatives have been looked at to assist the staff in 
managing this patient’s challenging behaviour. The staff 
should be commended for undertaking an alternative 
approach to managing this person’s challenging 
behaviour and they should continue to use alternatives 
to the straitjacket. It was suggested to the team that 
they chart the amount of times the patient is placed in 
a mechanical restraint. A record is kept in the register. 
Other forms of mechanical restraint in this unit are a 
Posey belt which prevents people from slipping out of 
chairs.

PHYSICAL RESTRAINT
It is very rare for physical restraint to be used on 
this unit but staff are trained in crisis prevention 
intervention techniques.

ENVIRONMENT
This unit has a bed capacity of 19 and is divided into 
three sleeping areas. There is a need for a redecoration 
programme. There is disabled access and ventilation 
and light are good. The unit was clean. There is a 
dedicated visitors’ area and access to a garden. The 
bedroom areas are situated in the three areas of the 
unit and are in 5-bed dormitories and single rooms. 
There are a sufficient number of toilets, bathrooms 
and shower rooms although a hoist system is needed 
to assist the staff with the higher dependent patients. 
There is a dining area and a lounge area and a nurses’ 
station. 

RECOMMENDATIONS

1.  A core multidisciplinary team should be available to 
this unit to meet the needs of the patients.

2.  There should be curtains around the beds.
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3.  All essential maintenance should be carried out and 
a regular maintenance programme in place.

ST. JOSEPH’S UNIT
Date of inspection:  28 September 2006 
Number of beds:  18

DESCRIPTION
This is an open unit situated in the grounds of the 
hospital providing continuing care and rehabilitation. 
On the day of inspection, there were 15 patients, 
nine male and six female. All patients were Voluntary. 
During the day there are three qualified staff and 
two care staff on duty and at night there is one staff 
nurse and one care staff member. Access to the unit is 
through internal transfers.

MULTIDISCIPLINARY TEAM
As with the rest of the hospital there is nursing and 
medical input, with an on-call GP service. There are 
regular reviews of patients and case conferences. The 
patient is involved in the process as much as possible.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Due to the absence of a core multidisciplinary team it 
is impossible to undertake multidisciplinary team care 
planning. Therefore care plans are nurse led, based on 
the human needs model. A key worker is identified. 
In the notes reviewed there was evidence of regular 
reviews of the care plans. Care plans were recently 
implemented and up to date. The progress notes 
pertain to the care plans.

THERAPEUTIC PROGRAMMES
There is regular attendance at the day therapy services. 
Three of the patients undertake external work.

ECT
There is no ECT on the unit. 

SECLUSION
There are no seclusion facilities. 

MECHANICAL RESTRAINT
There are no mechanical restraints used.

PHYSICAL RESTRAINT
Although the staff are trained in crisis prevention 
intervention techniques, there is minimal need for 
restraint.

ENVIRONMENT
The unit is situated in the grounds of the hospital and 
consists of six houses. Four of these are residential, 
one is the staff office and one is a dining area and 
communal lounge. There are a number of maintenance 
issues that need to be addressed. There is a health 
and safety policy and disabled access. The standard 
of decor is good. There is good ventilation and the 
units are clean. There is access to the grounds. The 
bedrooms consist of single and double rooms and are 
personalised. There are sufficient toilets and bathrooms 
although it was reported that a shower is needed in 
house 2. There is a communal dining area for all of 
the houses. There is a lounge area in each house. The 
nurses are based centrally in one of the houses.

RECOMMENDATIONS

1.  A core multidisciplinary team should be available to 
this unit to meet the needs of the service users.

2.  All essential maintenance should be carried out and 
a regular maintenance programme in place.
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TARA UNIT
Date of inspection:  27 September 2006 
Number of beds:  11 male

DESCRIPTION
Tara Unit is an 11-bed high dependency unit for male 
patients. The unit is under the clinical direction of a 
named consultant psychiatrist. The ward is locked and 
all patients are of Voluntary status under the Mental 
Treatment Act, 1945. The unit is staffed daily by one 
CNM1, three staff nurses, two care staff and one 
domestic staff member.

MULTIDISCIPLINARY TEAM 
A consultant psychiatrist and NCHD review the patients 
on the unit. The nursing staff can refer patients to the 
speech and language therapist. Those patients who 
attend day services have access to Montessori teacher, 
gym teacher and woodwork teacher.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans. There 
is a nursing care plan and medical treatment plan. 
The nursing care plan is based on the human needs 
model and is reviewed yearly. Daily progress notes 
are recorded. Each nursing care plan also contains a 
risk assessment form. There was written evidence in 
the notes of typed reports from the retirement centre. 
The medical notes reviewed contained a six-monthly 
psychiatric review and a yearly physical examination. 
The latter is completed by a GP. The psychiatric reviews 
are completed by the NCHD. There was no admission 
policy for the hospital on the day of the inspection.

THERAPEUTIC PROGRAMMES
One elderly man attends the retirement centre on the 
grounds of the hospital. A yearly written report is filed 
in the nursing notes. There is no structured therapeutic 

stimulation for the other patients. The daily routine is 
focused on activities of daily living.

ECT
No patient is in receipt of ECT treatment.

SECLUSION
Seclusion is not practised on the unit.

MECHANICAL RESTRAINT
Three forms of restraint are used on the unit, cat 
suit (one patient), cot sides (four patients) and table 
strapped to chair (one patient). All of the above are 
individually prescribed for the patient and documented 
in the medical notes. Each patient has a risk 
assessment form in the nursing notes also.

PHYSICAL RESTRAINT
It was reported by staff that no form of physical 
restraint is used on the ward. Nursing staff have 
opportunities through the school of nursing to update 
their skills in physical restraint techniques.

ENVIRONMENT
Tara Unit is located on the ground floor of the main 
hospital. The ward has a bed capacity of 19. On the day 
of the inspection there were 11 patients. There is one 
single room and one large dormitory area. There was 
evidence of peeling ceiling paint and torn lino in the 
sitting room. The bathroom equipment and facilities 
area are adequate. There is no enclosed safe garden 
space. Patients can only be taken outside when staffing 
levels permit. The staff have submitted a proposal for 
an enclosed garden area to be developed.
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RECOMMENDATIONS

1.  The unit should be maintained to an appropriate 
standard. All areas requiring decorating should be 
completed immediately.

2.  All patients should have access to individual 
therapeutic programmes and stimulation graded to 
match their level of ability.

3.  Each patient should have a multidisciplinary team 
care plan and access to a full multidisciplinary team.

THERAPEUTIC PROGRAMMES
Date of inspection:  28 September 2006

The Inspectorate held a meeting with a number of the 
teachers and nursing staff who deliver programmes on 
site for patients. The Inspectorate team was pleased 
to note that formal written reports are included in the 
individual patients’ notes at set intervals. This is a brief 
summary of what each area provides.

MONTESSORI TEACHERS
The service has three Montessori teachers based 
on campus who work over five days and have 45 
individuals attending school. The classroom is laid out 
using the Montessori method and the two teachers 
share a room. In addition there are two care assistants 
and one nursery nurse based in the school. The 
patients attending range in age from 18 years to 70 
years old. All patients are referred to the classroom, an 
assessment completed and an individual programme 
developed. The teachers use individual and group 
sessions. All staff are encouraged to visit the classroom 
and provide follow-up activities on the ward. A written 
end-of-term report is completed on each patient. 
The teachers reported that they provide lectures to 
the care assistant training programme and also work 
closely with the speech and language therapist. They 
also reported that they had adequate resources and 
equipment.

PHYSICAL EDUCATION TEACHER
The PE teacher is available three days per week. All 
referrals are assessed and individualised programmes 
are developed. All of the activities in this area are staff 
intensive. Outside centres for swimming, horse riding 
and bowling are accessed. The horse-riding programme 
has been running for over 20 years. A number of 
patients are involved in the Special Olympics. The 
teacher reported that the horse riding was not often 
continued when people moved to the community.

GYM INSTRUCTOR
There are two gym instructors in the service. Twenty-
six residents are involved in a gym programme. All 
residents are referred and a medical assessment 
completed. The gym is located on the first floor and is 
not accessible for some patients. The gym instructors 
work with the PE teacher to deliver the triathlon 
programme. Formal reports on progress are sent to the 
patients’ notes at set intervals.

LÁMH TUTOR
The Lámh tutor, in conjunction with the speech 
and language therapist, is involved in developing 
a communicative strategy. Referrals are received 
from the hospital and community for patients who 
have communication difficulties. Programmes are 
individualised and reviewed monthly. In addition the 
tutor also provides training to nursing staff twice yearly 
and as part of the care assistant training programme.

RETIREMENT CENTRE
The retirement centre serves up to 25 patients aged 
between 55 and 82 years old. The patients have 
mixed ability and some have a physical disability. The 
programme focuses on home economics, reminiscence, 
grooming, holidays, dance, pet therapy and access to 
the mobile library. A referral form is sent to the staff 
from the ward. There is no formal written reporting 
system on performance in place. This is under review. 
The centre is planning to introduce a music therapist 
and cinema room later in the month. The area is 
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staffed by a CNM1, staff nurses and two care staff. 
Nursing students are facilitated.

RECOMMENDATIONS

1.  The retirement centre should have a formal written 
reporting system in place.

2.  The individual day services should work 
towards being part of an overall individualised 
multidisciplinary team care 
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MIDLAND REGIONAL 
HOSPITAL, PORTLAOISE

FEMALE ADMISSION UNIT 
Date of inspection:  24 April 2006 
Number of beds:  18 (4 overflow beds available)

DESCRIPTION
This is an 18-bed female acute admission ward, 
situated in the Midland Regional Hospital in Portlaoise. 
The main doors to the unit are open. On the day of 
inspection there were three people on a Temporary 
certificate. Four teams admit to the unit, three 
sector teams and one rehabilitation team. Child and 
adolescent mental health services and intellectual 
disability services also have admission rights.

MULTIDISCIPLINARY TEAM CARE 
PLANNING
It was reported that there are no multidisciplinary 
team care plans, though there are nursing care plans. 
Nursing staff report that they use their own eclectic 
nursing assessment, which leads to a care plan. 
There is evidence to support this in the nursing files 
reviewed. The key worker is identified as the sector 
nurse who is responsible for carrying out the initial 
assessment and the care plans. The care plan is shared 
with the remainder of the multidisciplinary team at a 
weekly meeting. 

The care plan is documented in a shared file which all 
disciplines access and is communicated through the 
team meeting and also on a one-to-one basis with 
the service user. The service user is involved through 
one-to-one meetings with the sector nurse and 
signs the care plan. The carer is sometimes involved 
in the care planning process. On this inspection, no 
service users asked to speak with the Inspectorate. 
The multidisciplinary team meets on a regular basis to 
review the service user.

POLICIES ON ADMISSION, TRANSFER 
AND DISCHARGE
There is a very detailed policy in place regarding 
admission to the unit. There is also an inter-ward 
transfer policy and a comprehensive discharge policy. 

THERAPEUTIC PROGRAMMES
An “activation” area within the unit is staffed by a 
CNM1, staff nurse and care assistant. The occupational 
therapist provides three sessions a week. This post is 
also attached to the rehabilitation team and psychiatry 
of later life team. The area consists of a large room that 
can be divided, a small room and a hairdressing room.

The group programme is devised monthly. Formal 
assessments to establish the needs of the patients are 
not used. All groups are open and individual need and 
functional level are accommodated on a case-by-case 
basis. The programme is reviewed monthly and focuses 
primarily on activity and discussion. There are no group 
protocols or therapeutic rationale for groups. The CNM1 
coordinates the organisation of the programme. Daily 
statistics on attendance are recorded locally. There 
is currently no written feedback in the patient chart, 
though there are plans to introduce a section within 
the chart – the staff reported that they will record one 
entry weekly. Nursing and occupational therapy staff 
deliver the programme. 

The voluntary groups GROW and Irish Advocacy 
Network visit weekly and others visit occasionally. 
There is no patient community meeting. Service users 
can use the suggestion box or evaluation sheets to give 
comments. 

No audit or research activity is currently being 
undertaken on any aspect of the programme.

ECT
There is an ECT policy, a detailed ECT register and an 
ECT consultant. The nurses from the sector team are 
responsible for supporting their patients through ECT 
treatment. Consent on a consent form is obtained by a 

LAOIS/OFFALY
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consultant psychiatrist. An information pack is available 
to all patients undergoing ECT and the sector team 
nurse goes through this pack in detail with the service 
user. 

There is a separate ECT suite close to the female unit. 
It includes a waiting area a dedicated treatment room 
and recovery room with capacity for four people. The 
multidisciplinary team carry out a pre-ECT assessment 
on each patient who requires the treatment. A post-ECT 
assessment is carried out after each treatment.

SECLUSION
The Inspectorate was informed that there is a 
seclusion register in place and that it is shared with 
the male side. The register was on the male side on 
this inspection. It was reported that alternatives are 
considered in advance of placing a service user in 
seclusion. Seclusion is not prescribed and the reason 
is always given to the service user even if they are 
extremely agitated. The consultant psychiatrist may 
decide a specific period of time for the duration of 
seclusion and on one occasion recommendations were 
made from the Central Mental Hospital regarding 
the length of time a patient had to be secluded. It 
was reported that in this case there was excellent 
communication with the Central Mental Hospital. There 
is evidence of review of the secluded service user 
every 15 minutes. Nursing staff review the seclusion 
by entering the room to talk with the service user. The 
termination of seclusion is recorded along with the 
reason. There is a clinical review following seclusion, 
which can occur on a daily basis. 

There is a dedicated seclusion room in the female unit 
that has received some modifications since the building 
was commissioned. Overall, it is safely finished but 
there are some minor concerns regarding the radiators. 
There is an appropriate bed in place and refractory 
clothing is not used as service users are placed in 
seclusion in their night attire. There is access to a 
toilet and shower within the seclusion suite and this 
is supervised when in use. Ventilation and lighting is 
controlled from the nurses’ station and there is CCTV in 

place, for observation only. There are no recordings but 
there is no signage to indicate the use of CCTV. There 
is no communication facility through the door and it 
was reported that the nursing staff entered the room 
to communicate with a service user and observation is 
good. 

MECHANICAL RESTRAINT
It was reported that no mechanical restraint is used on 
this unit. 

PHYSICAL RESTRAINT
Currently there is no formal training in any physical 
restraint techniques. It was reported that a number 
of staff have attended control and restraint technique 
courses. All episodes of restraint are recorded on an 
adverse incident form.

ENVIRONMENT
The female side has 18 beds, in four single bedrooms, 
one six-bed bedroom and two four-bed bedrooms. The 
unit is situated in the general hospital. It was reported 
that there is a very good maintenance service provided 
by an on-site maintenance team. There is annual 
fire training for all staff and regular fire drills. There 
is a comprehensive health and safety policy. There is 
disabled access throughout the unit. 

The decor was of a good standard and it was reported 
that it can get warm in the unit, although the heating 
can be controlled. There was good natural lighting and 
there was a high standard of cleanliness. There were 
a number of information boards around the unit with 
relevant and up-to-date information. The unit had a 
dedicated visitors’ area near the main entrance. There 
was also access to a well-maintained garden that 
contained two smoking areas and visitors expressed 
a positive response to visiting their relatives in this 
garden area. 

There was a dedicated reception area for the 
Department of Psychiatry. It was clearly identified 
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and there were regular reception staff. There was a 
dedicated admission area where all new referrals were 
seen. All the bedroom areas had access to showers 
and toilets. All four single rooms have en suite facilities 
and there was a shower and toilet in each of the 
larger dormitories. There were a sufficient number of 
toilets throughout the unit. There were two separate 
bathrooms that could be locked from the inside but 
staff had an override key. 

The dining area was shared with the male side and 
can seat up to 50 people. There were fixed meal times 
with a number of drinks provided throughout the day. 
There are also vending machines on the unit. There 
was a small kitchen area that could be accessed by 
service users if their mental state allowed. There was 
an activity area consisting of one room divided into 
two. There was access to the garden. There were three 
lounge areas, two with TV and one without. 

There were two interview rooms and an office that 
could double up as an interview room if need arose. 
There was a nursing station with an office behind, a 
small clinic room and a separate room for drug storage. 
There was limited storage available to the unit and 
service users were encouraged not to bring in a large 
amount of possessions. There was a staff room situated 
close to the unit. 

There was a high observation area with 24-hour 
nursing staff supervision made up of the six-bed 
dormitory plus bathroom, shower and toilets. One 
of the single rooms was used as a mother and baby 
area. There was a screen which could be used to 
observe this room from the office. It was reported that 
there was a policy needed on the use of the mother 
and baby bed. Currently mothers are admitted to the 
unit but the babies tend to stay within the Paediatric 
Department.

RECOMMENDATIONS

1. Signs must be in place indicating CCTV is in use.

2. A consistent approach to physical restraint training 
should be implemented.

3. A policy must be put in place regarding the use of 
the mother and baby facility.

MALE ADMISSION UNIT
Date of inspection:  24 April 2006 
Number of beds:  25 male

DESCRIPTION
This open 25-bed male acute admission unit is located 
in the Midland Regional Hospital in Portlaoise. On 
the day of inspection there were 13 male patients, 
including two admitted involuntarily under the 1945 
Act. Three general adult sector teams and the newly 
established rehabilitation team have admitting rights to 
the unit. Intellectual disability and child and adolescent 
mental health services also have admission rights. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The unit does not use multidisciplinary team care 
planning. The current procedure is to record by 
discipline in a single chart, with each discipline being 
colour-coded. The nursing staff record using a nursing 
model. Each patient’s plan is reviewed as required, 
with the standard interval being once a week. Each 
admitting team has a weekly meeting and there are 
ongoing reviews between meetings. 

The nursing staff are key workers on the unit. The 
multidisciplinary team discusses the patient care 
plan weekly and nursing staff keep notes of actions. 
Team meetings are held in the nursing office and are 
attended by the service user. There are also regular 
reviews with the key worker and medical team. The 
unit has policies on admission, transfer and discharge. 
The admission policy is detailed and was last reviewed 
in January 2005; the other two policies were dated 
2003.
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THERAPEUTIC PROGRAMMES
An “activation” area within the unit is staffed by a 
CNM1, staff nurse and care assistant. The occupational 
therapist provides three sessions a week to the male 
and female wards. An initial assessment is completed. 
This post is also attached to the rehabilitation team and 
psychiatry of later life team. The activation area consists 
of a large room that can be divided, a small room and 
a hairdressing room.

The group programme is devised monthly. Formal 
assessments to establish the needs of the patients are 
not used. All groups are open and individual need and 
functional level are accommodated on a case-by-case 
basis. The programme is reviewed monthly and focuses 
primarily on activity and discussion. There are no group 
protocols or therapeutic rationale for groups. The CNM1 
coordinates the organisation of the programme. Daily 
statistics on attendance are recorded locally. There 
is currently no written feedback in the patient chart, 
though there are plans to introduce a section within 
the chart – the staff reported that they will record one 
entry weekly. Nursing and occupational therapy staff 
deliver the programme. 

The voluntary groups GROW and Irish Advocacy 
Network visit weekly and others visit occasionally. 
There is no patient community meeting. Service users 
can use the suggestion box or evaluation sheets to give 
comments. No audit or research activity is currently 
being undertaken on any aspect of the programme. 

ECT
ECT is provided on site in the unit. The key nurse 
accompanies the service user to the procedure. One 
case file of an individual in receipt of ECT on the day 
of the inspection was reviewed. There was evidence 
of medical review, and that information was given to, 
and consent received from, the service user. There is a 
dedicated consultant psychiatrist with responsibility for 
the area.

SECLUSION
There are two seclusion rooms on the male unit. The 
seclusion register was in order. There was evidence in 
the medical chart of the reason for using seclusion and 
when family members were informed. The physical 
environment of the rooms was reviewed. One room 
was being maintained on the day. In the second room, 
blinds to be fitted between two windows were on 
order. There is no communication facility. The rooms 
have an observation window and CCTV camera. 
Patients in seclusion must access toilet facilities across 
the corridor. There is no policy on the use of CCTV and 
no signage to indicate it is being used.

MECHANICAL RESTRAINT
It was reported that this was not in use on the unit.

PHYSICAL RESTRAINT
This area is under development. Three members of 
nursing staff have been trained as instructors in control 
and restraint techniques in the previous month. It is 
planned to roll out a training programme, subject to 
funding allocation. The guiding principle in the unit 
is to use the Crisis Prevention Institute model as a 
first resource if possible and if appropriate. Adverse 
incidents secondary to physical restraint are recorded 
on an incident form. These are rare.

ENVIRONMENT
This is a single-storey purpose-built acute unit. It has 
been fully operational within the last year. There are 
three single en-suite rooms, two four-bed areas and 
two six-bed areas. The second six-bed area is described 
as a high observation area. All patients are nursed in 
night-clothes and there is a nurse present in the room 
at all times. The area is open. There are ample toilet, 
bedroom and bathroom areas. 

The unit is bright and has an internal courtyard. There 
is a small side-courtyard that is used by the high 
observation area. Patients are accompanied at all times 
in this area. The building is non-smoking and there 
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are smoking shelters outside. There are two interview 
rooms, two quiet rooms and a visitors’ room. The 
visitors’ area is small. The nursing office and nursing 
station are adequate for the number of staff. Students 
on placement to the unit have access to a small office. 
There is a file room on site that accommodates files for 
the previous ten years. There are separate in-patient 
and outpatient charts.

SERVICE USER INTERVIEWS 
No service user requested an individual meeting. The 
inspector facilitated a group discussion with six service 
users. In general, they reported being very satisfied 
with the service and care they received. All were 
aware of their key worker. They complained of lack of 
privacy in the high observation area, communication 
(language) difficulties with medical staff and the size 
of the visitors’ area. The female patients who had to 
access beds on the male side complained about not 
being able to access the room until 2300h.

RECOMMENDATIONS

1. To develop multidisciplinary team care plans. 

2. To develop group protocols for group programmes. 
Establish focus on therapeutic programmes and 
away from activation.

3. Record observations from group programmes in 
chart.

4. Complete ongoing maintenance needs and establish 
a communication facility in the seclusion room.

5. Commence training programme and register of 
training for staff in restraint techniques. 

6. To have a regular patient community meeting on 
the ward.

PSYCHIATRY OF LATER  
LIFE UNIT

Date of inspection:  24 April 2006 
Number of beds:  6

DESCRIPTION
This is a six-bed self-contained unit within the Acute 
Admission Unit in the Midland Regional Hospital. On 
the day of inspection there were three Temporary 
patients and three Voluntary patients. The psychiatry of 
later life service admits to this unit. 

MULTIDISCIPLINARY TEAM
The POLL team consists of a consultant psychiatrist, 
two NCHDs, nursing staff, community mental health 
nurses, a full-time occupational therapist and a social 
worker. In addition, the occupational therapy manager 
provides one session a week to the team. There is 
currently no psychologist in the team although it 
was reported that access can be made through the 
general adult psychology service. It was reported that 
the multidisciplinary team meets weekly in the day 
hospital, which is close by in the grounds of St. Fintan’s 
Hospital. It is not always possible for nursing staff 
from the unit to attend this meeting. The consultant 
psychiatrist visits the unit at least twice a week and 
reviews the patients. The patient is seen within this 
meeting and is involved in the care plan whenever 
their mental state allows.

MULTIDISCIPLINARY TEAM CARE 
PLANNING
Although there is a dedicated multidisciplinary team 
for this service, the care plans are nurse led, following 
the system used on the admission wards. Nurses use 
their own eclectic nursing assessment, which leads 
to a care plan. The care plan is contained in a single 
file that all team members have access to. The care 
plans are reviewed at the weekly meetings and are 
communicated with the service user wherever possible 
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through one-to-one meetings. It was reported that if a 
service user had severe dementia the staff on the unit 
would liaise closely with family in order to implement 
a care plan. The unit has the same comprehensive 
admission, transfer and discharge policies as the acute 
unit.

THERAPEUTIC PROGRAMMES
There is an occupational therapist who provides 
input on two afternoons a week. Patients referred 
to occupational therapy are first assessed by the 
occupational therapist. The outcome of this assessment 
is placed in the notes and communicated with the 
team. The service users can also access the main 
activation unit within the admission unit. There is 
no dedicated space on the POLL unit so they use the 
lounge/dining area.

ECT
This unit uses the same procedures as the admission 
unit.

SECLUSION
There is no seclusion used on this unit.

MECHANICAL RESTRAINT
It was reported that there are no mechanical restraints 
used. Occasionally cot sides are used, but only in 
consultation with the service user’s family.

PHYSICAL RESTRAINT
The staff use an ABC model for the management 
of aggression and this looks at antecedents and 
appropriate interactions with a potentially aggressive 
person. The emphasis is on preventing aggression and 
on de-escalating a situation. 

ENVIRONMENT
This is a six-bed unit situated within an acute admission 
unit. Although there were only six beds the unit was 
quite spacious and up to the same standard of decor as 
the admission units. There were two double bedrooms 
which both have en suite facilities and two single 
rooms. There was a combined lounge and dining area, 
which had a small kitchen nearby that was accessible 
to people who were being assessed for activities of 
daily living. 

There was a nursing office behind the nurses 
station and also a spare office which was used for 
multidisciplinary team assessments. There was a 
large bathroom with a Parker bath. It was described 
as popular with the service users. There was a well-
equipped clinical room. Unfortunately there was no 
direct access to a garden from the unit. The service 
users can access the garden on the admission unit.

RECOMMENDATIONS

1.  All care plans should be multidisciplinary. 

2.  A psychologist should be part of the POLL service 
and occupational therapy time should be increased.

3.  There should be direct access to a garden area.

ST. FINTAN’S HOSPITAL

MALE 6 WARD
Date of inspection:  25 April 2006 
Number of beds:  14 male

DESCRIPTION
Male 6 Ward is a ground floor unit in St. Fintan’s 
Hospital, Portlaoise. On the day of inspection there 
were 11 patients, all with Voluntary status. The main 
function of the unit is described as the provision of a 
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psychogeriatric service but there are also a number of 
patients in their 50s and early 60s who are deemed to 
be more appropriately placed in this environment than 
elsewhere in the service. A dedicated rehabilitation 
team has recently been given the responsibility of 
providing care to these patients. Two patients are 
described as being in the high dependency category, 
six as medium dependency and three as low 
dependency. The unit is staffed by three nurses during 
the day and by two at night. 

The unit has an open door policy and a daily written 
record is kept of times when the unit is locked, e.g. 
during meal times and at night. According to staff 
there is a policy of not admitting to this unit but there 
have been two admissions in recent months, one a 
resident of a community residence for respite following 
an operation and one from the Rehabilitation Ward 
(upstairs) due to mobility problems.

According to staff, there are plans to expand the unit. 
A section of an adjoining ward is currently being 
refurbished with a view to providing bedroom, toilet 
and shower facilities for female patients. The staff on 
the unit have not yet been involved in discussions 
about the changes envisaged in the functioning of the 
unit now that it is part of the rehabilitation service.

MULTIDISCIPLINARY TEAM
The nursing staff assigned to the unit provide the main 
patient care using a key worker system but there have 
been some problems regarding continuity of staffing. 
An NCHD visits the unit daily and the consultant 
psychiatrist visits the unit weekly. Six-monthly physical 
and mental state reviews are conducted and signed 
by both NCHD and consultant psychiatrist. According 
to nursing staff, there are no formal meetings or ward 
rounds on the unit. Instead, the consultant psychiatrist 
discusses patients with the senior nurse on a weekly 
basis. Nursing care plans are still in use and, with the 
exception of one file, nursing and medical progress 
notes are recorded in separate sections of the clinical 
files. Although a new Rehabilitation Team Assessment 

tool has been introduced to the unit, this had yet to be 
completed in its entirety for any of the patients.

According to the draft operational policy of the 
rehabilitation service, the rehabilitation team comprises 
a consultant psychiatrist, an Assistant Director of 
Nursing, a CNM3, two CMHNs and the CNM2s and 
staff nurses in the Rehabilitation Ward and the various 
community residences. It is planned to appoint a full-
time occupational therapist, a clinical psychologist and 
a social worker. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING
There is no system of multidisciplinary care planning in 
use at present. A nursing assessment is undertaken and 
a key worker is appointed. The key worker reviews the 
care plan. As far as possible, the nursing staff attempt 
to involve the patient fully in the formulation of the 
care plan and staff report that they liaise with family 
or carers, especially if there is any major change in the 
care of the patient. No assessment of family or carer 
need is undertaken. As yet the rehabilitation team has 
not met to review the needs of the patients on this 
unit. There are no unit-specific policies on admission, 
transfer and discharge. Instead, the generic policies of 
the mental heath service are in operation.

ACCESS TO THERAPEUTIC PROGRAMMES
There is no programme of individual needs based 
therapeutic activities available on this unit. However, an 
activation timetable is posted on the unit and this lists 
a variety of activities including singing, reminiscence 
work, newspaper groups, walking, gardening and 
recreation such as TV, videos and card games. The unit 
is very limited in terms of the physical resources that 
can be offered to patients. Staff attempt to engage the 
patients as much as possible in group activities. Social 
care activities include occasional trips out to places of 
interest, parties on the unit and accompanied shopping 
trips. Three of the patients attend the sheltered 
workshop facility in the hospital grounds, where they 
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engage in contract work for which they receive a small 
remuneration.

MECHANICAL RESTRAINT
Buxton chairs and safety belts are used for three of 
the patients and cot sides are used for two patients. 
According to the policy in use on the unit The Use of 
Restraint in Care of the Older Person (HSE Midland 
2004), a decision to use such restraints should be 
made 

 following a full assessment (including risk 
assessment)

 having considered all the alternatives

 as a last option and as a time-limited intervention

 with the consent of the older person if possible

The policy document goes on to say that the decision 
should be 

 communicated to the family or carer

 fully documented in the person’s care plan

 reviewed on a regular basis.

A review of the case files of the patients concerned 
revealed one entry in each file recording the decision 
to use the particular form of restraint. However, there 
was no evidence of full assessments, consideration 
of alternatives, documentation of the restraint in the 
care plans, prescription of time limits for restraint, 
communication with the families or regular reviews. 
In one case it was recorded that the patient was 
agreeable to the use of restraint.

ENVIRONMENT
Male 6 Ward is a 14-bed ground floor unit in St. Fintan’s 
Hospital, Portlaoise. The unit was well maintained 
and, according to staff, there were plans to refurbish 

the entire unit. Staff reported that there were regular 
health and safety and fire regulation checks, including 
fire drills, and that the recent addition of an emergency 
door to the garden had resulted from these checks. 
There was a health and safety policy in operation on 
the unit. Disabled access was provided to all areas of 
the unit and included wheelchair ramps, appropriate 
doors and doorways, handrails in the shower areas 
and a Parker bath with an adjacent hoist. The unit 
was clean throughout and the decor was pleasant and 
bright with the exception of the dormitory area, which 
lacked natural light and would benefit from being 
repainted. There was good ventilation in the unit. 

The day area, which is in an enclosed veranda, had an 
information board, which listed the names of patients 
and corresponding key workers. There was a display 
area with relevant leaflets in separate plastic pockets 
and a number of boards displaying photographs of 
patients at recent events. There was a pleasant visitors’ 
room with several tables and chairs. This sometimes 
doubled as a meeting room. There was access to an 
enclosed garden, which seemed attractive and safe. 

Accommodation was provided in a single large 
dormitory. Each patient had a bed, curtains, locker 
and wardrobe. Due to insufficient storage for personal 
clothing, a separate clothing store was also provided. 
There were two toilet areas, one with urinals and the 
other with cubicles. A bathroom along a corridor is 
fitted with a Parker bath. There were two showers but 
one was not functioning properly. The dining area was 
large, bright and nicely decorated. There was a kitchen, 
which was mainly used for the provision of snacks and 
drinks and for washing up after meals. There were two 
lounges in the day area, one smoking and one non-
smoking. A TV and DVD player were available in the 
non-smoking lounge and a TV was also available in the 
dormitory. According to staff, new window blinds and 
other furniture were on order. There was no quiet room 
on the unit. 

The nurses’ station was in a central location. This did 
not afford much privacy as a low partition was all that 
separated it from the dormitory. It was a large area, 
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which doubled as a clinical room. It had sufficient space 
for report writing. It houses the emergency trolley, the 
drugs trolley, medical supplies, and the medication 
cupboards. Staff had access to a kitchen/sitting room, 
which was sparsely furnished. There was also a 
number of storage rooms throughout the unit.

RECOMMENDATIONS

1.  The policy on the use of restraint should be 
reviewed immediately and a report should be 
sent to the Inspectorate on the current state of 
compliance with the existing policy in the case of 
the patients referred to above.

2.  The function of the unit should be clarified as soon 
as possible and a comprehensive assessment of the 
needs of each patient should be carried out.

3.  A system of multidisciplinary care planning should 
be introduced. 

4.  A programme of individual needs based therapeutic 
activities should be designed for each patient.

5.  The plan to refurbish the unit should be expedited in 
order to enhance the quality of life of the patients.

REHABILITATION WARD 
Date of inspection:  25 April 2006 
Number of beds:  27

DESCRIPTION
This is a 27-bed rehabilitation ward. On the day of 
inspection there were 12 male patients and eight 
female patients, all Voluntary status. The ward is under 
the clinical direction of the rehabilitation team, led by 
a consultant psychiatrist. The rehabilitation team must 
assess all new referrals from teams prior to admission.

MULTIDISCIPLINARY TEAM
The ward is staffed by four nursing staff during the 
day and two at night. The core rehabilitation team 
is in formation. It consists of a full-time consultant 
psychiatrist (locum) and CNM2. There is access to 0.5 
whole-time-equivalent NCHD and an occupational 
therapist for two days a week. The team has yet to 
commence regular set clinical review times.

MULTIDISCIPLINARY TEAM CARE 
PLANNING
The rehabilitation team has devised a new 
multidisciplinary team assessment and care plan. It is 
being introduced on a trial basis for six months. Service 
users have welcomed the new assessment process. 
The care plans reviewed were not always complete. 
It was reported that given the history of the service 
users it is taking time to complete the assessment in 
full. There is a space for clear goals to be set with an 
identified person with responsibility named. The service 
user also signs the care plan.

THERAPEUTIC PROGRAMMES
There is no structured therapeutic programme on the 
ward. Service users attend the sheltered workshop 
and activation unit on site. Others attend the learning 
network based in town. With the introduction of the 
rehabilitation team, the programmes should be linked 
with individual care plans.

ECT
No individual is receiving ECT.

SECLUSION
Seclusion is not practised on the ward. 

MECHANICAL RESTRAINT
Mechanical restraint is not practised on the ward.
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PHYSICAL RESTRAINT
Physical restraint is not practised on the ward. It is 
planned to provide a training programme for staff.

ENVIRONMENT
The ward is situated in a psychiatric hospital in 
Portlaoise. Maintenance requests are pending for 
some refurbishment to the ward. This ward is upstairs 
and is without disabled access. The decor of the ward 
was of a reasonable standard although in one of 
the male bathrooms the plaster was peeling off the 
wall. It is a large unit with plenty of natural light and 
good ventilation and was well maintained and clean 
in appearance. There were a number of information 
boards available with up-to-date information. There 
was access to a garden downstairs. 

The bedroom areas were divided. The female area had 
seven bedrooms in what used to be a dormitory. The 
dormitory was now segregated into individual spaces 
so each service user had their own space. There were 
toilet and bathroom facilities available and it is hoped 
that a new shower room will be installed in the female 
bedroom area. The male bedrooms were split into two 
areas of the ward. There was one corridor, which had 
eight single rooms and access to bathroom and toilets. 
There was another corridor, which had four double 
bedrooms. Each of these rooms were of a reasonable 
size and contained a sink and appropriate furniture. 

There was a large dining area and also a smoking 
lounge. It is planned to divide this room in two to 
create another TV lounge. There is a large lounge area, 
which is non-smoking. There are also plans to alter this 
room and perhaps have a visitor’s area. It is proposed 
to create a games room in one of the bedroom corridor 
areas. Also within the ward there was a meeting/
teaching room. There was a nurses’ office, clinical 
room and a staff room. There was adequate storage 
space although a number of the service users had 
accumulated a lot of property. 

Adjacent to the ward is a pre-discharge area containing 
four beds. The pre-discharge area is currently 

unoccupied but had recently been modernised and 
contained a high standard of furniture and fittings and 
had been beautifully decorated. The area consisted of 
two single bedrooms and one double room, a sitting 
room, bathroom and a large kitchen, which was 
extremely well resourced.

RECOMMENDATIONS

1.  The overall role, function and location of the ward 
need to be determined.

2.  The introduction, review and evaluation of 
multidisciplinary team care plans should continue.

3.  The staffing number on the rehabilitation team 
should be increased to meet need.

4.  Therapeutic programmes should be linked to 
individual care plans.

PORTLAOISE SECTOR CMHT
Date of inspection:  24 April 2006 
Population:  45,000

DESCRIPTION
This sector covers a population of 45,000 people. It 
is a general adult service, which provides a service 
from 0900h to 1700h Monday to Friday. There is a 
business plan proposed for 2006, which was compiled 
by the sector management team. There are published 
statistics for the number of attendees to the service 
and diagnosis during 2005. It is not known what the 
budget is for the year 2006 as the budget is held 
centrally. The infrastructure available to the sector team 
is a sector headquarters, which has a day hospital and 
outpatients clinics. It was reported that it is hoped to 
introduce a weekend service across all three sectors 
within Laois.
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MULTIDISCIPLINARY TEAM COMPOSITION
The team comprises of 1.5 whole-time-equivalent 
consultant psychiatrists (the additional 0.5 is currently 
provided by a locum consultant psychiatrist). It was 
reported that there is approval for a new consultant 
psychiatrist post for the Laois Offaly catchment. This 
will take the total to four and it is proposed that there 
will be two consultant psychiatrists each for Laois and 
Offaly. There are two NCHDs available to this CMHT. 
There is a clinical psychologist post but unfortunately 
this is vacant at present, although it is hoped that the 
post will be filled on 1 May 2006. There is one senior 
social worker, one senior occupational therapist, two 
addiction counsellors and one clinical nurse specialist. 
There are three CMHNs and 2.5 whole-time-equivalent 
administration posts. There is also a cognitive 
behavioural therapist one day a week. There is a 0.5 
whole-time-equivalent of an Assistant Director of 
Nursing. The day hospital has a CNM3 and 1.5 whole-
time-equivalent staff nurses.

REFERRAL PROCESS
The main source of referral to the team is from GPs, 
the acute unit and the liaison team, and the consultant 
psychiatrist currently coordinates all referrals. It was 
reported that there are approximately 43 people on 
the waiting list and there is a three-month waiting 
time for a new appointment. The people waiting are 
described as standard cases. There are procedures for 
emergency referrals and these individuals are seen the 
next working day. Weekend referrals are referred to the 
acute unit for assessment and assessed by the team. 
There is no liaison team. 

Currently standard referrals are screened by the 
consultant psychiatrist. There are internal referral forms 
for the consultant psychiatrists who refer people to 
other disciplines. There is a weekly multidisciplinary 
team meeting on Monday morning. At present, 
referrals are not discussed at this meeting although it 
was envisaged that this may happen in the future. It 
was reported that the social worker within a team has 
an open policy of referral which means that he will 
receive referrals from the sector team as well as GPs 

and self-referrals. This situation has not been clarified 
with the catchment management team and needs to 
be addressed urgently. 

Meetings are held after outpatient clinics, usually 
consisting of nursing and medical staff. Each person 
seen at a clinic is discussed within this meeting and 
arrangements are made for people who fail to attend 
appointments. This can be a referral back to the GP or 
one of the community mental health nurses may carry 
out a home visit. The caseload size of the community 
psychiatric nurses varies. One reported having a 
caseload of 79 and another just over 40.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
Although the team meets on a regular basis, the care 
planning appears to be nurse led. The community 
nurses are key workers to the service users. The 
multidisciplinary team are involved in outpatient 
assessments through the multidisciplinary team 
meetings. There are shared files which all disciplines 
access and record their interventions in. The care plan 
is communicated with a service user through one-to-
one meetings. Carers and advocates are involved in 
the process. Within the day hospital, the care plan is 
devised using the Roper Logan Tierney nursing model 
and the service user signs the care plan.

TEAM FUNCTIONING
The multidisciplinary team meets weekly. The CNM3 
from the Acute Unit and the CNM2 from the day 
centre also attend these meetings. The medical and 
nursing staff meet every Thursday. There is scope 
for an agenda for the meetings and; the meetings 
incorporate business matters and notification of annual 
leave, but are mostly clinical meetings. Minutes are 
kept and all decisions documented. Some cases are 
documented in the files. The care plan is verbally 
updated. It was reported that this service is looking to 
provide assessment training for senior nursing staff. 
At weekends and evenings, assessments are carried 
out in the acute unit and there is good communication 
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between the two services if the service user is not 
admitted then.

PARTICIPATION OF SERVICE USER
If the service user does not attend the team meeting 
they are reviewed in outpatients or through home 
visits. In the day hospital the service user is reviewed 
every two weeks. Ten people attend on a daily basis 
and it is envisaged that a service user would attend for 
a six-week period. There are a number of groups within 
the day hospital and some of these groups are run by 
Aware, GROW and the Irish Advocacy Network. 

DAY SERVICES 
The sector team utilises mainstream community 
resources, e.g. recent work with the Laois Sports 
Partnership, and funding was granted for certain 
activities. There is the day hospital on site within the 
sector headquarters and a day centre is in the grounds 
of St. Fintan’s Hospital which is close by. There are a 
number of vocational services accessible to the team 
which look at work place courses and education. As the 
sector has a wide geographical area there is transport 
available. It was reported that the day hospital is 
regularly used as an alternative to admission and the 
CMHN reported using it frequently and that a number 
of the people attending are in acute need. 

POLICIES AND PROCEDURES
There are policies regarding referral, people who do not 
attend appointments, waiting times and key workers.

TRAINING AND AUDIT/RESEARCH
It was reported that the team try to have an annual 
away day for specific training purposes but have to 
rely on sponsorship for this. There was some audit 
of practice undertaken recently. A patient satisfaction 
survey regarding weekend cover was undertaken 
and there was a positive attitude towards providing 
a weekend service. It was reported that there was a 
training needs analysis completed recently for nursing 

staff. The team are also auditing files to ensure that 
all cases are live and appropriate. Clinical supervision 
is available within disciplines and the team meets on 
a regular basis. There is ongoing training for nurses 
and the social worker reports that he can access these 
courses and there is also in-house training in the social 
work department. Medical staff can obtain Continuing 
Professional Development (CPD) points.

SPECIFIC ISSUES
It was reported that there are issues regarding 
the population boom in the area. The number of 
people moving from large cities, especially Dublin, 
has unfortunately increased drug usage and people 
presenting with drug-induced psychosis. There is no 
addiction psychiatrist available within this sector. 
Although the facilities are adequate for the needs of 
the service at the moment it is envisaged that they will 
soon become too small. It is hoped through submission 
to the Land Banks Committee and in line with A Vision 
for Change recommendations, they hope to move to 
a purpose-built headquarters on the grounds of St. 
Fintan’s Hospital.

RECOMMENDATIONS

1.  Referrals should be processed and assessed by the 
multidisciplinary team.

2.  There should be a clear policy on referral pathways 
to the team.

3.  Recruitment for the psychology post must be carried 
out.

4.  Care plans should be multidisciplinary.

5.  The service should follow up on the recent audit and 
extend the hours of service.
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PSYCHIATRY OF LATER LIFE 
TEAM

Date of inspection:  25 April 2006 
Population:  14,000 over 65

DESCRIPTION
This psychiatry of later life team provides a service 
for the Laois/Offaly sector. There are approximately 
14,000 people over the age of 65 in this area. The 
team operates a community service from Monday to 
Friday 0900h to 1700h and provides a six-bed in-
patient ward at the regional hospital in Portlaoise. 
There is a business plan in place which was devised by 
the team, agreed at the sector management meeting 
and placed in the overall catchment service plan. There 
is an annual report which contains statistics. Budget 
allocation for 2006 is unknown as the budget is held 
centrally within the administration department. The 
team are based in a sector headquarters which also 
facilitates a day hospital. It was reported that this 
building will soon be renovated to provide more space. 
Plans have been agreed and are out to tender. There 
is access to respite beds in a de-designated hospital in 
Portlaoise. It is hoped in the near future to have day 
hospital services to all sectors. There are currently no 
day centre facilities in County Offaly.

MULTIDISCIPLINARY TEAM COMPOSITION
A 0.5 whole-time-equivalent Assistant Director of 
Nursing coordinates all referrals as well as managing 
the service. There is one full-time consultant 
psychiatrist and two full-time NCHDs. There is currently 
no psychology input although access has been 
obtained on a sessional basis from the general adult 
service. There is one senior social worker and one 
senior occupational therapist. There are 4.5 whole-
time-equivalent CMHNs, two of them clinical nurse 
specialists. There is an Assistant Staff Officer and a 
Grade III Administrator. In the day hospital there are 
two full-time nursing staff, a CNM2 and a staff nurse.

REFERRAL PROCESS
Referrals are mainly from GPs but can also come from 
the regional hospitals in Portlaoise and Tullamore. 
The ten-year rule is in operation in this service, which 
means if a referred service user has been seen by 
a consultant psychiatrist in the last ten years they 
are referred back to that service. There is currently 
no waiting list for this service. Referrals are initially 
screened by a consultant psychiatrist who delegates 
to the appropriate CMHN who undertakes an initial 
assessment with either the NCHD or the consultant 
psychiatrist. Assessments are undertaken and feedback 
is given at a weekly team meeting. 

If input from other members of the team is required 
there is an internal referral system. It was reported 
that the social worker has an open referral system 
and therefore takes referrals from outside the team. 
It was reported that there is a 24-hour response for 
emergency referrals. It was also reported that referrals 
have increased by 50 a year for the last three years. A 
group has been established to look at the possibility of 
multidisciplinary team assessments and also discussion 
took place at this meeting regarding the involvement 
of other disciplines as key worker. It was also reported 
by the team that a number of combined visits happen. 
Close links have been forged with Public Health Nurses. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
All disciplines access a single set of notes. It is reported 
that there is a nursing care plan for each of the 
residents although there is little written evidence to 
support this in the files reviewed. All service users 
appear to have an initial assessment but some of the 
files contained nursing care plans while others did 
not. It was reported that the School of Nursing has 
instructed the service to have nursing care plans in 
order for them to have students on placement. It was 
reported that the key worker is identified and this is 
usually one of the nursing staff. 

If the service user is admitted to hospital, the key 
worker hands over to the hospital-based staff and then 
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receives the service user back on discharge. Contact is 
maintained while the service user is in hospital. It may 
be appropriate at times to transfer the key worker role 
over to either the social worker or the occupational 
therapist. The team tries to involve the service user 
as much as possible in any care plans. If the service 
user’s mental state does not allow this, the team liaises 
closely with the family. The team has developed close 
relationships with families and assist families who are 
finding it difficult to cope with their relative’s illness. 
There is availability of respite beds and close links with 
Public Health Nurses and voluntary services. Family 
meetings are held on the in-patient unit and in the day 
hospital. 

The overall care plan does not specify the roles and 
responsibilities of the members of the multidisciplinary 
team. Contained in the notes is the reason why the 
key worker may have referred the service user to a 
social worker or occupational therapist. Each discipline 
writes in the notes following its interventions. These 
written notes are not linked into a care plan. There is 
usually a comprehensive initial assessment and this 
could lead to a multidisciplinary care plan. There are 
no risk assessments undertaken. The discharge plan 
is discussed at the team meeting. If there is a nursing 
care plan it is reviewed intermittently by the nursing 
staff. 

TEAM FUNCTIONING
There is a weekly multidisciplinary team meeting 
and also a weekly ward round in the acute unit and 
the day hospital. The main agenda for this meeting 
is clinical review although there are some business 
items as well. The meetings are held in a regular time 
slot at the sector headquarters. The full team attends 
the weekly meeting but not all team members attend 
the ward rounds. Minutes are kept and results are 
documented in the files and care plans are updated 
where appropriate. 

PARTICIPATION OF SERVICE USER
Service users do not attend the review meeting but 
are made aware that they are being discussed and can 
contribute. They do attend the ward rounds within the 
in-patient unit. It was reported that the service user 
knows who the treating team are and will be able to 
identify their key worker. There are no carers groups 
or service user groups run by the team but they have 
connections with the Carers Association and other 
organisations. They would like to have input from the 
Irish Advocacy Network.

DAY SERVICES
The service has its own day hospital. It links in with 
day centres in the catchment area and has access to 
referrals to these services. They have good links with 
the voluntary services. 

POLICIES AND PROCEDURES
There are policies in place regarding referrals and 
people who fail to attend appointments and there is an 
operational document.

TRAINING AND AUDIT/RESEARCH
It was reported that training is available to all team 
members and that there is an in-service training 
programme. Some auditing has been undertaken by 
the team, including two specific projects. There was 
an audit recently into prescribing of benzodiazepines 
for new referrals and the service is about to undertake 
research into the benefits of the medication versus 
counselling in bereavement. It was reported that 
clinical supervision is available to the social worker, 
medical staff and occupational therapists. The nursing 
staff meet on a regular basis and it is hoped that the 
Assistant Director of Nursing will implement clinical 
supervision. As well as the regular team meeting, 
there is also a three-monthly meeting to look at team-
building issues and discuss relevant articles, papers and 
feedback from conferences.
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RECOMMENDATIONS

1.  Day facilities should be provided in all areas of the 
catchment.

2.  There should be a clear policy on referral pathways 
to the team.

3.  Referrals should be processed and assessed by the 
multidisciplinary team.

4.  Care plans should be multidisciplinary.

5.  Clinical supervision should be available to nursing 
staff.

REHABILITATION TEAM 
Date of inspection:  25 April 2006 
Population:  120,000

DESCRIPTION
This is a new rehabilitation team that currently consists 
of four core members. The rehabilitation team is 
based in St. Fintan’s Hospital and has a population of 
120,000 people. There are currently 17 hostels: two 
with 24-hour nursing staff supervision, two medium 
support hostels and 13 low support hostels, housing 88 
people in total. The team has an operational policy and 
has access to a rehabilitation ward. There are ongoing 
discussions happening concerning the future direction 
of rehabilitation services in the catchment based on 
the service user needs and population trends. There is 
a large geographical spread and a mixture of rural and 
urban populations.

MULTIDISCIPLINARY TEAM COMPOSITION
The current team is small and insufficiently resourced to 
meet the need. There is one full-time locum consultant 
psychiatrist and one full-time CNM3. The other core 
members are a 0.5 whole-time-equivalent NCHD who 
also covers liaison psychiatry and two days’ input 

from an occupational therapist, split between acute 
in-patient unit and rehabilitation. In planning staffing 
needs, the priorities are to have a full-time service 
occupational therapist, a clinical psychologist, full-
time NCHD and care assistants. Two nurses have been 
appointed and will join the team shortly.

REFERRAL PROCESS
The team intends to have a detailed referral letter that 
includes a mental state exam, an occupational therapist 
assessment and confirmation that the individual meets 
the eligibility criteria. Following receipt of the letter, 
the person is assessed and the referral discussed at a 
team meeting. Currently the consultant psychiatrist is a 
gatekeeper to all referrals. It is hoped that there will be 
various points of access to the rehabilitation team. At 
present referrals are coming from the acute unit.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
The team has developed a multidisciplinary team care 
assessment form. This is completed after acceptance of 
a referral. There are set components to the assessment 
and then goals agreed with the service user are 
documented, with the person responsible identified 
along with a timescale. The form is new and at pilot 
stage. They are planning to review it in three months. It 
also contains a brief risk assessment. The staff reported 
that feedback was positive from service users as it is 
focused on positive strengths. Each of the 88 residents 
in community residences is being assessed. In addition, 
all patients on the Rehabilitation Ward and Ward 6 are 
also being assessed.

TEAM FUNCTIONING
There is a weekly ward round in the Rehabilitation 
Ward. It is yet to be decided how to operationalise 
clinical reviews for the catchment area. Official minutes 
are taken and kept on site.
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PARTICIPATION OF SERVICE USER
Service users are included and invited to attend 
reviews and for some this is a new challenge. Staff 
are also building knowledge on service users from a 
number of sources. The Irish Advocacy Network visits 
the Rehabilitation Ward.

DAY SERVICES
The rehabilitation team has developed links with the 
CMHT day services. In addition the team has made 
contact with local agencies in the community, e.g. 
learning network, the County Council and the Simon 
Community. It is planned to create more formal links.

POLICIES AND PROCEDURES
All policies and procedures specific to rehabilitation are 
under development. The team is currently guided by 
the policies for the community mental health services. 
The team has an operational policy.

TRAINING AND AUDIT/RESEARCH
Training is currently by individual discipline. The team is 
discussing the best options for in-house team training 
and also to maximise the skills of the cognitive therapy 
and behavioural family work that are available to the 
team. Individual clinical supervision is provided to the 
occupational therapist. It is under discussion within the 
nursing discipline. Audit and research is planned in the 
future.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
This team is in its infancy. There are formal and 
informal opportunities for the team to meet regularly. 
Due to the geographical spread of other staff, there 
is a challenge to include all staff in regular team 
discussions.

RECOMMENDATIONS 

1.  To increase the staffing numbers on the team in line 
with agreed standards for a rehabilitation team.

2.  To establish the clinical and operational functioning 
of the team.

3.  To implement multidisciplinary team care plans and 
review as required.

4.  To discuss the future direction for rehabilitation team 
in the wider catchment.
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ST. LOMAN’S HOSPITAL

FEMALE ADMISSIONS WARD
Date of inspection:  26 April 2006 
Number of beds:  25

DESCRIPTION
The female admissions ward is a 25-bed ward including 
one seclusion room. The ward had relocated to this 
purposefully redesigned building three days prior to the 
inspection. On the day of the inspection, the ward was 
locked. There were 23 patients, five were involuntarily 
admitted. Four general adult teams, one psychiatry of 
later life team and the community drugs and alcohol 
team have admitting rights. The ward is staffed by five 
nurses in the daytime and there are three nurses on 
duty at night.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans in 
operation on this ward. On admission, each patient 
has a psychiatric assessment and a nursing care plan 
is completed. The nursing assessment is based on the 
Roper Logan Tierney model. There is no key worker 
system in operation. It was reported that this issue 
is being addressed with nursing unions. There is a 
group looking at the system but no time frame was 
available for its introduction. Each team has a weekly 
multidisciplinary team meeting on the ward. 

There was no evidence in the notes reviewed of any 
entries from health and social care professionals. It was 
reported that the clinical psychologist has recorded 
directly into the medical notes in the past. In addition, 
medical and nursing staff review service users daily. A 
member of staff informs the service user of the care 
plan. The service user is asked to co-sign the nursing 
care plan. The nursing staff record daily/nightly reports 
on continuation sheets. The medical and nursing notes 
are separate. It was reported that family members are 

consulted as appropriate. On the day of the inspection, 
the above policies were not available on the ward. 
It was reported that there is a transfer policy. Service 
users are transferred using a transfer form.

THERAPEUTIC PROGRAMMES
There are no ward-based therapeutic programmes. 
All service users who meet the criteria are referred to 
EALA. This is an area located a short distance from the 
admissions ward. The EALA Activity Centre is staffed 
by a CNM2 and a CNM1. There is sessional input (two 
sessions) from an occupational therapist. The VEC is 
currently providing three teachers to facilitate music, 
computers and literacy classes on site. The EALA 
Activity Centre receives referrals from the admission 
wards and the long-stay wards. It aims to provide a 
programme that meets the needs of rehabilitation 
and acute care. The majority of groups are open. The 
initial assessment is completed using IIP32 Form. This 
is in addition to a basic life skills assessment that was 
devised by the staff. There is no formal key worker 
system in place.

The programme is primarily delivered by nursing 
staff based in the area. External agencies, GROW, Irish 
Advocacy Network and the VEC also contribute to the 
programme. There are no community meetings. The 
staff in the area maintain a file on each service user 
and this remains in EALA. Information to the wards is 
given orally. There is no link with identified care plans 
on the ward. The staff reported that the programme is 
reviewed as required. No audit or research are currently 
being undertaken. Service users are asked to complete 
an evaluation form but the data has not been collated. 
The area consists of one shared office and three 
therapy rooms. One of the rooms has been fitted with 
snoezelen equipment. Staff reported that there was no 
policy in place for the use of this room. Staff have no 
access to a computer or printer. It was reported that a 
wider group is looking at the assessment forms but has 
not reported any findings to date.

LONGFORD & WESTMEATH
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ECT
ECT is provided off site three times weekly in the 
Longford/Westmeath General Hospital. The service 
user, accompanied by a nurse, travels by taxi to the day 
ward. The procedure is carried out in a side theatre. The 
notes accompany the service user and are completed 
on site by all staff involved. The service has a named 
consultant psychiatrist with responsibility for ECT. A 
number of nurses have received training in anaesthetic 
and recovery procedures from the anaesthetists in 
the general hospital. Information is provided to the 
patient orally. The ECT register and all other relevant 
documentation was in order. The day ward and theatre 
were not inspected as they are located off site. 

SECLUSION
This ward opened recently and the seclusion room is 
of a high standard and meets the criteria as defined 
by the Inspectorate. The seclusion room has not been 
used since the ward opened, so no file was reviewed. 
The seclusion register was in order. The seclusion policy 
was due to be reviewed at the end of May 2006. It 
was reported by the staff that refractory clothing had 
been provided. This is a new departure, as it had not 
been used on the old ward. CCTV is used but there was 
no policy on its use available on the day.

MECHANICAL RESTRAINT
It was reported that mechanical restraint is not used on 
the ward.

PHYSICAL RESTRAINT
It was reported that members of staff are currently 
undergoing training and that training will be rolled out 
to all staff. 

ENVIRONMENT
This is a newly opened ward that was purposefully 
redesigned to meet the needs of the client group. 
The overall environment, standard of decor and use 
of natural light makes the building very pleasant. The 

final snags were being completed as the inspection 
took place. There are four single rooms, five four-
bed rooms and a seclusion room. Two of the single 
rooms have full en-suite facilities; the remaining two 
are toilet-only. There are adequate interview rooms, 
recreation rooms and quiet areas. The main reception 
area and admission area are located outside the ward 
door. It is proposed to use one four-bed area as a 
high observation area. This is under consideration by 
the management and on the date of inspection no 
final decision had been agreed. There is an internal 
smoking room located off the sitting room. The smoke 
from the smoking room was filtering into the sitting 
room, as there is a gap in the floor-to-ceiling door. 
The staff reported that this snag was being addressed. 
From the smoking room there is access to an enclosed 
courtyard. The courtyard will require some input from 
the gardeners to ensure privacy and to improve the 
look of the space.

RECOMMENDATIONS

1.  Introduce multidisciplinary team care plans, with a 
key worker system.

2.  Ensure all disciplines record interventions in one 
composite set of notes.

3.  Establish that staff from the EALA Activity Centre 
attend team meetings and input written feedback 
into the multidisciplinary team care plan.

4.  Complete current admission, discharge and transfer 
policies in line with best practice.

5.  Establish training for all staff in physical restraint and 
maintain a register of attendance.

6.  Complete the snag list for the building.
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MALE ADMISSIONS WARD
Date of inspection:  26 April 2006 
Number of beds:  25

DESCRIPTION
This is the male acute admission ward in St. Loman’s 
Hospital, Mullingar. The ward is locked and on the day 
of inspection there were four patients on a Temporary 
certificate. There are six admitting teams to the unit, 
four sector teams, a community alcohol and drug team 
and psychiatry of later life team. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans. There is 
a medical plan and a nursing care plan. It was reported 
that the central rostering system hinders the unit in 
administering a consistent approach to nursing care 
and therefore adopting a key worker system. There 
is a sector nurse system but this does not fully meet 
the requirements of a key worker system. It was also 
reported by staff that there is no clinical supervision for 
staff on the unit. However the hospital management 
state that there is clinical supervision available. On 
admission, the NCHD of the team or the duty doctor 
carries out an assessment. There is some nursing 
involvement in this assessment. There is a detailed 
history taken and admission assessment by the NCHD. 
There is no formal nursing assessment. An eclectic 
model is used. As stated, the sector nurse takes on 
the role of implementing the care plans and reviewing 
them. However this system does not appear to be 
working as the notes reviewed show varied input 
from nurses providing care for the service users. Some 
nursing files have initial assessments carried out. There 
is a general care plan, which is very detailed. The 
interventions pertaining to the care plan were limited 
and only one set of notes reviewed had any reviews or 
evaluations undertaken. Progress notes did not always 
pertain to the care plan. If any of the service users 
requires an assessment from a psychologist, social 
worker or occupational therapist a referral process is in 

place within the appropriate sector. There is an activity 
centre within the hospital and when patients are well 
enough they attend this centre. 

The patients interviewed on this unit were not aware 
of any keyworker system or of their care plans. They 
do not receive a copy of the care plan and they are not 
asked to sign the care plan. The nursing care plan is 
stored in the nursing notes and as stated the care plans 
are generalised. The medical plans are in the medical 
files. The Irish Advocacy Network provide a service to 
the campus. It is reported that there are admission, 
transfer and discharge policies. 

On interview with the service users they found the staff 
to be generally supportive and were reasonably happy 
with the service they receive. They did say that the 
frequent movement of staff was unsettling and stated 
there is no knowledge of a key worker or care plan 
system. The service users said they get a lot of support 
from each other. There are high levels of boredom due 
to the limited activities available on the ward.

TEAM FUNCTIONING
As stated there are six teams who admit to the unit. 
It was reported that there is limited structure to the 
ward rounds or reviews on service users. It was stated 
that the Longford team tend to meet on a Monday, 
the two teams from the Mullingar area do not have a 
set day and the Athlone team reviews its patients on 
a regular basis when they are in the ward. A similar 
arrangement is made for the community alcohol and 
drug team and psychiatry of later life team.

THERAPEUTIC PROGRAMMES
There are no ward-based therapeutic programmes. 
All service users who meet the criteria are referred 
to the EALA Activity Centre. This is an area located a 
short distance from the admissions ward. The EALA 
Activity Centre is staffed by a CNM2 and a CNM1. There 
is sessional input (two sessions) from an occupational 
therapist. The VEC is currently providing three teachers 
to facilitate music, computers and literacy classes on 
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site. The EALA Activity Centre receives referrals from 
the admission wards and the long-stay wards. It aims 
to provide a programme that meets the needs of 
rehabilitation and acute care. The majority of groups 
are open. The initial assessment is completed using 
IIP32 Form. This is in addition to a basic life skills 
assessment that was devised by the staff. There is no 
formal key worker system in place.

The programme is primarily delivered by nursing 
staff based in the area. External agencies, GROW, Irish 
Advocacy Network and the VEC also contribute to the 
programme. There are no community meetings. The 
staff in the area maintain a file on each service user 
and this remains in EALA. Information to the wards is 
given orally. There is no link with identified care plans 
on the ward. The staff reported that the programme is 
reviewed as required. No current audit or research is 
currently being undertaken. Service users are asked to 
complete an evaluation form but the data has not been 
collated. The area consists of one shared office and 
three therapy rooms. One of the rooms has been fitted 
with snoezelen equipment. Staff reported that there 
was no policy in place for the use of this room. Staff 
have no access to a computer or printer. It was reported 
that a wider group is looking at the assessment forms 
but has not reported any findings to date.

ECT
Any service user prescribed ECT has the treatment at 
the County Hospital. There is an ECT policy in place 
and consent is obtained by the consultant psychiatrist. 
There are ECT nurses and procedures in place. ECT is 
rarely prescribed.

SECLUSION
There are no seclusion facilities within the admission 
ward. If a service user required seclusion a transfer to 
St. Edna’s Ward is arranged. 

MECHANICAL RESTRAINT
Mechanical restraint is not used on the unit. However 
it was reported that until recently there was a very 
disturbed male patient on the unit who was very 
difficult to manage and the subject of mechanical 
restraint was raised with regard to managing this 
service user.

PHYSICAL RESTRAINT
At present there is no coordinated approach or training 
for physical restraint. However this is being rectified 
and, in the future, instructors will be trained in control 
and restraint techniques and will provide a programme 
of training to the service. There is a record of adverse 
incidents.

ENVIRONMENT
This is a 25-bed male admission ward. On the day 
of inspection, there were 21 in-patients. It was 
reported that in the year 2005–6 there were over 300 
admissions. The unit is situated in the grounds of an old 
psychiatric hospital in Mullingar. There is a maintenance 
reporting system with a very good response. Nursing 
staff were not sure whether any fire drills occurred. 
Management report that all staff are obliged to attend 
fire training on an annual basis. There is a health and 
safety statement within the unit. There was disabled 
access throughout and the unit is on the ground floor. 
The standard of decor was good. There was good 
ventilation and lighting. There were information boards 
with relevant and up to date information. There was 
no dedicated visitors’ area or access to a garden. The 
main doors to the unit were locked and most service 
users had to ask permission to leave the ward. There 
was a reception area. In the reception area was a room 
where referrals are assessed. The bedroom area was 
divided into five four-bed dormitories, three single 
rooms and two single rooms with en-suite facilities. 
There were three shower rooms, one bathroom and 
two toilet areas. 

There was a dining area within the ward; the food was 
prepared using a cook-chill method and there was 
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limited choice and the standard was not very high. 
There was a room next to the lounge which had a 
pool table and a table tennis table but there was very 
limited scope or space for activity or recreation. There 
was one lounge and a smoking lounge. 

There were no quiet areas or interview rooms within 
the unit. The staff room was being used as well as 
the CNM2’s office. The nursing station remained open 
plan and confidentiality remained an issue. There was 
one phone line to the office. There was a computer 
but no e-mail. The clinical rooms were appropriately 
resourced. As stated, the staff area has multiple 
uses including being used for filing notes at present 
although it was reported that this would cease soon. 
There was limited storage available on the unit. One of 
the four-bed dormitories acted as an observation area.

RECOMMENDATIONS

1.  All care plans should be multidisciplinary, with 
an identified keyworker who is responsible for 
coordinating the service users’ care plans; ensuring 
that service users are involved in their care and 
have knowledge of who their treating team is.

2.  There should be regular reviews on service users at 
dedicated times of the week with full attendance 
from the multidisciplinary team.

3.  The unit should be self-staffing to enhance 
continuity of care.

4.  More activities should be available to the service 
users.

5.  There should be interview rooms available and the 
nurses station should be enclosed.

ST. ANNE’S UNIT
Date of inspection:  26 April 2006 
Number of beds:  15

DESCRIPTION
This unit provides continuing care and rehabilitation. 
The main door to the unit is locked for safety reasons 
as the unit is situated on the second floor of the main 
building. On the day of inspection there were two 
people who were Wards of Court. It was reported 
that there is a staffing issue on this ward. Up until the 
previous week there was one CNM2 and four Staff 
Nurses on duty during the day. This has been reduced 
by one Staff Nurse following a reorganisation within 
the hospital. This was reported to be causing difficulties 
in providing active rehabilitation and this has meant a 
restriction in the number of times a service user can be 
escorted off the unit. It is the opinion of management 
that the staffing numbers are adequate for the number 
of patients. The population of the unit is described as 
fairly static and there are very few admissions. 

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist who has 
responsibility for the unit, apart from one patient. 
There is one NCHD. There is access to psychology, 
social work and occupational therapy services through 
the sector team in Mullingar. The medical and nursing 
staff meet weekly and staff from the activity centre 
also attend. It was reported that there was a needs 
assessment undertaken on the 15 patients last year 
and this identified priority areas for the service users. 
It is reported by management that they intend to 
implement these assessments by forming a working 
group to try and free high support hostel placements so 
that service users in St Anne’s Unit can be discharged. 
Funding is available to recruit an occupational 
therapist to assess the service users and enhance the 
rehabilitation process. Service users do not attend the 
weekly meeting normally but will attend when their 
case is being reviewed, which is usually every eighteen 
weeks.
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans. There 
are nursing care plans only. The nursing care plan is 
linked to the Roper Logan Tierney model. There is 
a risk assessment undertaken, based on the HCR20 
assessment tool. It is hoped by staff that each service 
user will have a risk assessment undertaken and 
that this will be repeated at least every six months. 
Each member of the nursing staff is allocated to a 
group of patients and acts as the key worker. The 
nurse undertakes implementing and reviewing the 
service users’ care plans, but this is hindered by the 
rotation of staff throughout the hospital and as a result 
consistency is limited. There is information in the 
medical notes following the review. There is no overall 
medical plan. The service user is involved in the care 
planning process by meeting with the key worker. It 
was reported that there is no clinical supervision for 
the nursing staff. Contact with the service user’s family 
is encouraged and it was reported that there was an 
advocacy service on the ward.

THERAPEUTIC PROGRAMMES
It was reported there is a very good relationship with 
the activity centre and there is daily contact. The 
service users attend on a regular basis and feedback is 
given on a daily basis and also at the weekly meeting. 

ECT
It is extremely rare for any of the service users from 
this ward to have ECT. If they did, the same procedures 
would be in place as on the admission wards.

SECLUSION
There is a seclusion room within the unit. The 
seclusion register is signed and dated by the NCHD 
and consultant psychiatrist. The length of time is 
specified and termination is reported and reason given 
for seclusion. Fifteen-minute observations are carried 
out. It must be noted that seclusion is rarely used on 
the unit. One patient in particular has a need from 

time to time for seclusion. This was reported and is 
documented in the notes. Alternatives to seclusion are 
considered especially for the patient who recognises 
that she needs seclusion from time to time. There is 
a plan in place that looks at alternatives. Seclusion 
is prescribed by the consultant psychiatrist with 
knowledge of the service user. The reason is always 
explained to the service user. There is a clinical review 
by the consultant psychiatrist usually within 24 hours 
and the NCHD reviews the service user on the day that 
seclusion ends.

The room itself is situation in the main bedroom 
corridor of the unit. The finish around the window, 
which has rough edges and a wooden frame, is not 
safe. The bed is appropriate and refractory clothing is 
not used. There is no access to a toilet within the room. 
The service user has to be escorted out to use the 
toilet. There are no means available to alter ventilation 
or lighting within the room. There is no blind on 
the window and there is a permanently open small 
window that is screened off, and the room can be very 
draughty. There is one blind spot in the room and there 
is no blind on the door. CCTV is not used. 

MECHANICAL RESTRAINT
Mechanical restraint is not used on the unit.

PHYSICAL RESTRAINT
At present there is no coordinated approach or training 
for physical restraint. However this is being rectified 
and in the future instructors will be trained in control 
and restraint techniques and will provide a programme 
of training to the service. There is a record of adverse 
incidents.

ENVIRONMENT
This is a 15-bed ward on the second floor in the main 
building of a psychiatric hospital. The ward was in a 
very poor state of repair and a number of the service 
users interviewed were unhappy with the standard of 
the building. There were three fire exits in the building 
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and it was reported that one person will have difficulty 
leaving the building in the event of a fire due to her 
physical condition. There was disabled access via a 
lift but this obviously could not be used in the event 
of a fire. The decor was not of a good standard, with 
paint peeling in some of the rooms. The unit was a 
fairly large area, airy and bright. It was reasonably 
clean and there were some information boards. There 
was no dedicated visitors’ area. The bedroom areas 
were divided into one six-bed dormitory, a five-bed 
dormitory and a four-bed dormitory and there was one 
single bedroom. There was only one shower room for 
all 15 patients and this was insufficient. The standard 
of the shower room was not very high. There was one 
communal dining area. 

There was an activity/recreation area with a computer 
room which was ready to be installed. There was 
one lounge area near the nurses’ station. There was 
a problem with the drinking water on this unit and 
bottled water was purchased for the service users and 
this needed to continue until the water problem was 
resolved. There were no quiet areas or interview rooms 
on the unit. There was a nursing office and a clinical 
room which was well equipped. It was uncertain 
whether staff had had cardio-pulmonary resuscitation 
training. There was a dedicated staff area and a storage 
area. It was reported that there were pot holes in the 
path and roadway leading up to the unit. The ramp for 
getting into the unit was steep and it was difficult to 
push people in wheelchairs. Management reported that 
the service will be endeavouring to access appropriate 
accommodation for the service users on this unit. Beds 
will close once service users have been appropriately 
placed.

RECOMMENDATIONS

1.  Staffing numbers should be adequate to ensure 
that each service user has an active rehabilitation 
programme implemented. 

2.  The programme should be overseen by a 
multidisciplinary rehabilitation team.

3.  The needs assessments should be implemented, 
resulting in the service users residing in the most 
appropriate environment to meet their needs and in 
the eventual closure of the ward.

4.  All essential maintenance should be carried out.

ST. EDNA’S WARD
Date of inspection:  26 April 2006 
Number of beds:  18

DESCRIPTION
This is an 18-bed long stay male ward. On the day of 
the inspection, there were 17 patients, one person of 
unsound mind (PUM), four Temporary and 12 Voluntary 
status. The ward is locked because one patient is at 
high risk of wandering. The patients range in age 
from 25 to 65 years old. The majority of patients are 
long-term patients in the ward and have severe and 
enduring mental illness. Five nursing staff are on 
duty by day and two staff on duty at night. A number 
of acute patients who are severely disturbed are 
transferred from the male admission ward on a regular 
basis.

MULTIDISCIPLINARY TEAM 
The ward is under the clinical direction of a named 
consultant psychiatrist. The wider team consists of 
a clinical psychologist and social worker and it was 
reported that there is access to an occupational 
therapist. The health and social care professionals 
do not routinely attend the ward team meeting. The 
consultant psychiatrist meets with the sector teams 
to discuss sector patients. There is a regular time for 
review meetings. A member of nursing staff takes 
minutes in a notebook but they are not circulated. It 
was reported that the medical team members are 
available to attend the ward as required. The nursing 
staff have grouped patients together and each nurse is 
aware of which group he is responsible for. Following 
a team review, a member of staff informs the 
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patient of his care plan. Regular six-monthly physical 
examinations are also carried out.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans for 
any patient. Medical and nursing staff assesses each 
patient. The medical staff complete psychiatric and 
physical examinations. In addition, due to the profile 
of the patient, a HCR20 Risk Assessment is completed 
yearly or as required and located in the medical file. 
The nursing staff complete an activities of daily living 
assessment. Daily progress reports are also recorded. 
It was evident from the charts reviewed that there are 
regular and ongoing reviews of each patient. Families 
are invited to case conferences where appropriate. 
There is a specific admission policy for this ward 
dated 20th December 2005. There were no transfer or 
discharge policies.

THERAPEUTIC PROGRAMMES
The nursing staff have devised various individual 
programmes to meet patient needs. The activities focus 
primarily on developing hobbies for patients and are 
a positive development. These range from gardening 
and rug-making to cinema evenings. Three patients 
attend the EALA Activity Centre located on the hospital 
grounds. There was no input into the chart on their 
progress within these programmes. The ward has a 
small amount of gym equipment, music systems and 
television. One patient runs a car wash service and 
another attends a sheltered workshop off site.

ECT
No patient is in receipt of ECT.

SECLUSION
While the staff have access to a seclusion room, the 
practice is rarely used. The seclusion register was 
in order. No patient on the ward on the day of the 
inspection had ever been secluded and therefore 

no chart was reviewed. The seclusion room was a 
former bedroom. The design has limitations, if offers 
no communication facility, and has a hard finish, poor 
ventilation and limited observation scope for staff. 
There is a CCTV camera in the room. There is no CCTV 
policy in place. The CCTV monitor is located in the 
nursing office.

MECHANICAL RESTRAINT
This is not in use.

PHYSICAL RESTRAINT
Staff are awaiting training in C and R. It is planned that 
this training will begin shortly.

ENVIRONMENT
The ward is located on the ground floor of the main old 
hospital building. It has been recently repainted and 
every effort is made to allow patients to personalise 
their individual rooms. There are ten single rooms 
and two four-bed areas. There is one small nursing 
office. There are plans to convert some space into an 
interview room, a visitors’ room and a quiet room. 
There are adequate bathroom and toilet facilities 
although these are in a poor state of repair. There is an 
internal smoking room. The ward remains locked due 
to the risk posed by one patient.

RECOMMENDATIONS

1.  Multidisciplinary team care plans should be 
introduced and all members of the team should 
attend the weekly team meeting.

2.  Suitable accommodation should be sourced 
for patients whose needs are not met in this 
environment.

3.  The long-term role and function of the ward needs 
to be clarified.
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ST. MARIE GORETTI WARD
Date of inspection:  26 April 2006 
Number of beds:  25

DESCRIPTION
There are three wards in St. Brigid’s block – St. Clare’s, 
a 25-bed unit for males who are considered to be low 
dependency on the second floor, St. Marie Goretti’s on 
the first floor which was inspected and is described as 
a 25-bed male high dependency unit and St. Brigid’s 
which is a 25-bed mixed dependency female unit on 
the ground floor.

St. Marie Goretti’s is a locked unit that provides acute 
and long-term care for elderly patients who are under 
the care of the psychiatry of later life team. There were 
seven admissions in 2005 and at the time of inspection 
there were seven patients of involuntary status and 
two who were wards of court.

Many of the patients on this unit have mobility and 
self-care difficulties, resulting in the ward being 
described as high dependency.

MULTIDISCIPLINARY TEAM
The team consists of a full-time consultant psychiatrist 
who also works as a tutor for the service, and one 
NCHD provides clinical cover to this unit and the two 
other wards for psychiatry of later life. There is no 
clinical psychologist or social worker. An occupational 
therapist is available for assessment only and rarely 
attends the ward meetings. There are no addiction 
counsellors. Community mental health nurses stated 
that they occasionally attend the ward meetings 
although this was not confirmed on the unit. There is 
no key worker system or administrative support on site. 
There are five nursing staff (and on rare occasions six 
staff) on duty during the day, and two at night. Staffing 
is an ongoing issue. There are two domestic staff on 
duty during the day from 0830h to 1730h.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
All patients admitted to this service have a medical 
and psychiatric assessment. The nursing staff use the 
Roper Logan Tierney model to formulate the care plan 
and this is documented separately to the progress 
notes. There is no key worker system. The staff are 
not satisfied with the current care plan and a new 
“pro forma” nursing care plan is being looked at to 
make it more appropriate to the patient group. If an 
occupational therapist, social worker or psychologist is 
required, that need is identified and a referral made 
based on the assessment by nursing and medical staff. 
When the occupational therapist sees a patient this 
is documented in the clinical file on separate sheets. 
The care plan is communicated to the patient by the 
nursing staff and a doctor depending on the patient’s 
comprehension and level of functioning. Patients may 
sign a care plan. The carer or advocate are not involved 
in the care plan. The consultant psychiatrist may meet 
with the family to conduct an assessment of needs. 
While the multidisciplinary team does not meet to 
review the service user, it appears that some patients 
in the unit – particularly those facing transfer or being 
referred to the day hospital – might be discussed at the 
weekly meeting in the day centre. Staff from the units 
do not attend the weekly meeting of the POLL team. 

The Inspectorate was informed that there were policies 
on admission, transfer and discharge but these were 
not available on the ward as they were being updated. 
They were subsequently made available.

TEAM FUNCTIONING
Review meetings are conducted once a week with the 
consultant psychiatrist to discuss the patients who the 
staff highlight as needing review, along with those 
that the consultant psychiatrist identifies as requiring 
review. These meetings are held in the staff room and 
are attended by the consultant psychiatrist, NCHD, the 
students and the CNM2. No minutes are kept, though 
the meetings are documented in the files. There are 
no multidisciplinary care plans. There are nursing care 
plans but these are not reviewed at the meetings. 
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PARTICIPATION OF SERVICE USER
Service users may be brought in to the team 
meeting and their views are represented. They have 
a 6-monthly physical review which incorporates 
psychiatric review but they do not have access to a full 
multidisciplinary team and they are informed at the 
team meeting of any changes that have occurred to 
their management plan. 

It was stated that very little training is provided due 
to the difficulty in arranging time to attend. There are 
annual fire lectures. Some staff have been trained in 
perceptorship. Manual handling training has not been 
provided for a number of years and it is vital that this 
is addressed given the physical dependence of the 
clients on this unit. Some of the staff received training 
in the Mental Health Act, 2001. No audit or research is 
conducted within the unit.

THERAPEUTIC PROGRAMMES
There are no formal assessments for preparing or 
formulating a therapeutic programme for this service 
user group. The TV and video are available in the day 
room. A physiotherapist comes when requested. In 
addition the staff, when able, do paper reading or show 
videos. A vast amount of time is spent on toileting, 
shaving, mobilising, feeding and the drug rounds and 
there is no ward-based programme apart from this. 
There is no community meeting and the advocacy 
service do not visit this unit. 

ECT
ECT is rarely prescribed, and those patients who require 
it attend the general hospital. There has been no ECT 
administered in the last year.

SECLUSION
Seclusion is not used on this ward. 

MECHANICAL RESTRAINT
Special chairs, with table tops attached, are used for 
some patients on the unit. The chairs are generally 
used at meal times for patients with dementia and 
their use is documented in the clinical file. Their use 
is for safety reasons and is documented as such. 
However, there is a need to develop a policy on the 
documentation of this and the entries should be more 
clearly noted and reviewed. Mechanical restraint is not 
used and there is no register for it.

PHYSICAL RESTRAINT
Physical restraint is not used on this unit.

ENVIRONMENT
There are 25 beds consisting of three interconnecting 
sleeping areas, two large dormitories and one area 
with three beds. There were two single rooms. The 
fire certificate was not available on the unit. There 
was disabled access and it was remarked that there 
was a problem with asbestos that would warrant 
the relocation of patients in the ward while work 
was being done. This issue had delayed essential 
maintenance works on the bathroom and toilet 
facilities. The unit had been repainted since last year 
and was brighter as a result. Ventilation and light 
were satisfactory, as was cleanliness. There was an 
information board with clear notices displayed on 
entrance to the unit. There was no separate visitors’ 
area. There was no access to a garden, there was 
access to the general grounds of the hospital only. 
There was no reception or admission area although 
patients may be admitted to this unit.

Bathrooms needed refurbishment. The bathroom 
facilities were not adequate. There was one shower 
for the entire unit. There were two separate bathroom 
areas apart from the shower, one with two toilets and 
two wash-hand basins and the other with five toilets 
near the day room and five wash-hand basins. There 
was a strong odour from this bathroom. 
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There was a dining room that could accommodate 
all patients in one sitting and a separate lounge/day 
room where most activities were conducted. There 
was a smoking area off the day room. There were no 
separate quiet areas or rooms. There was a nurses 
station which was used as an interview room and a 
clinical room with an emergency trolley, oxygen and 
suction. There was a staff room and a staff toilet. There 
was no separate high observation area.

SERVICE USER INTERVIEWS 
A patient interviewed was quite satisfied with the 
service.

RECOMMENDATIONS

1.  Formalised multidisciplinary care planning required. 

2.  More therapeutic activity needs to be provided on 
site.

3.  Nursing staff levels need to be maintained or 
increased.

4.  Structural problems on the ward need to be 
addressed; in particular the bathroom and toilet 
facilities need to be upgraded.

5.  There needs to be greater linkage with the POLL 
team.

6.  There needs to be a written policy on the use of 
mechanical restraint.

LONGFORD SECTOR CMHT
Date of inspection:  27 April 2006 
 

DESCRIPTION
This is a general adult community mental health team 
operating from 0900h to 1700h Monday to Friday. 
There is a service plan in place and this is managed 
by a catchment management team. There is a 
central budget and devolved allocation to the team. 
The infrastructure of the service consists of a sector 
headquarters, day hospital and a day centre. There are 
high support, medium support and low support hostels 
and two houses that offer low support. There are two 
outpatient clinics within the region as well as in the 
sector headquarters. There is also a psychotherapy 
service, psychology, occupational therapy, social work 
and access to child psychiatry and an addiction service.

MULTIDISCIPLINARY TEAM COMPOSITION
The team consists of one full-time consultant 
psychiatrist with a locum covering sick leave presently. 
There are two full-time NCHDs and two clinical 
psychologists, one senior and one basic grade. There is 
one full-time senior social worker who is on maternity 
leave and has not been replaced. There is one 
whole-time-equivalent senior occupational therapist, 
two clinical nurse specialists and two staff providing 
administrative support. There is also a psychotherapist 
who spends four days with the team and one day 
training with the NCHDs. 

Within the day hospital, there is one CNM2 and within 
the day care area there is one CNM2. It appears 
funding has been agreed for another community 
mental health nurse but it was reported that a basic 
grade occupational therapist post was requested but 
does not appear to have been approved. The service’s 
management states that additional nursing staff have 
been allocated to the team but there were no requests 
for an additional occupational therapist. On reflecting 
on the comments made to the Inspectorate on the 
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day and the comments within the factual accuracy 
corrections there are clearly unresolved staffing issues 
between management and the sector team.

REFERRAL PROCESS
The main source of referral is GPs. There are also 
self-referrals. The system of referral to the team is 
uncoordinated. The majority of referrals go to the 
consultant psychiatrist who sends an appointment, 
following which the patient is seen by the consultant 
psychiatrist or one of the NCHDs. The nursing and 
occupational therapist receive referrals from the 
consultant psychiatrists. Social work, psychotherapy 
and psychology receive direct referrals as well as 
referrals from the team. The waiting time for a new 
appointment to see one of the psychiatrists is three to 
six weeks and there is a three to four month wait for 
psychology. However if a referral for psychology comes 
from the team, the patient is usually seen quicker, and 
from the acute in-patient ward seen within a week. 
There is no dedicated meeting to discuss referrals. The 
day hospital and day centre receive their referrals from 
the consultant psychiatrist. There is an issue for the day 
care area with self-referrals turning up in emergency. 
There is not the facility to deal with these and they 
have to be redirected back to the GP. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
As with the referrals, there is no coordinated approach 
to care planning within the team. Each discipline 
undertakes its own assessment and care plan formula. 
Occupational therapy has a comprehensive assessment 
tool and links in with the day centre. The occupational 
therapy assessment includes a rating scale for the 
service user to prioritise their need. The nursing staff 
have their own care plan system but on review of the 
notes it consists of an initial assessment and progress 
reports. 

On receipt of a referral, the psychotherapist sends 
a letter to the referrer inviting them to fill out a 
questionnaire and to make an appointment indicating 

their willingness to participate. The medical staff 
on receipt of a referral sends out a standardised 
letter inviting the person to come to an outpatient 
appointment. Psychologists send out a letter and an 
explanation of the service they provide. After two to 
three sessions a report is compiled and this is discussed 
with the service user indicating any further input. 

Currently each discipline keeps its own notes although 
there is a move to try and get the service to work 
from a single file. The files are currently held in the 
administrative office with the door locked, which 
makes access difficult. There is no coordinated key 
worker system. The system appears to be that whoever 
is working with the individual patient is the key worker 
but there is no way of currently knowing whether more 
than one discipline is working with a particular service 
user. Staff try to provide as much support for family 
members as possible and link them in with any support 
groups that are available in the area. There is practically 
no IT input for this service.

TEAM FUNCTIONING
The team do not meet on a regular basis to discuss 
cases, referrals or any business. It was reported that 
there is a sector meeting held every couple of months 
but this is more of a strategic meeting with feedback 
from the catchment management team. There is a 
definite need for this team to meet on a regular basis 
to discuss cases, to share case loads and to look at a 
more coordinated approach to how they deliver care. 
There are examples of goodwill amongst colleagues 
and a willingness to provide a good service but it 
is certainly uncoordinated at present. As with the 
staffing issues within the team, there are clearly issues 
between management and the team regarding clinical 
functioning and how the team and management meet. 
This must be resolved.

PARTICIPATION OF SERVICE USER
There is limited participation of the service user. There 
are no team meetings for them to attend to express 
their views and there is no coordinated approach 
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to letting them know who they can see and who is 
available for them to see in the service. It appears 
that they see one discipline but there is limited 
communication between the disciplines to discuss 
cases.

DAY SERVICES
There are a number of mainstream community 
resources available to the team including FÁS and the 
NTDI.

POLICIES AND PROCEDURES
There is no operational policy for the service. The 
nursing staff reported they have a number of policies. 
The occupational therapist reported that there are 
procedures for that discipline. Once again there was 
no coordinated approach to the implementation of 
policies. 

TRAINING AND AUDIT/RESEARCH
There is limited scope for training. It was reported 
that there is an overall training budget held within a 
central budget but it was unclear as to how much this 
was. There is a fairly elongated process of applying for 
courses which involves contacting line manager who 
has to give his or her approval who then passes it on 
to the Director of Nursing who then passes it on to 
the Administrator. There were a number of complaints 
from staff at the meeting that there appears to be 
an inequity in the decision-making over who attends 
courses, the funding arrangements and time given. It 
was also stated that the reasons for not being given 
time off or funding to support a course are not given. 

There is a general feeling that there is a lack of 
transparency regarding budgets and management 
decisions within this service. Once again there is a 
need for management and the team to meet to discuss 
and resolve these issues. Nursing staff do not receive 
clinical supervision. There is supervision available for 
psychologists. The NCHDs receive clinical supervision. 

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
It was reported that communication is not good 
between senior management and the team. 
Management report that there is good communication. 
There are issues within the team that need to 
be resolved particularly in relation to one of the 
psychology posts. There are problems with office 
accommodation. Once again it was reported that there 
is a lot of goodwill within the team but morale appears 
to be low.

RECOMMENDATIONS

1.  It is clear that there are issues between 
management and the team which need to be 
resolved. This must be given priority and a strategy 
employed to ensure that there is improved 
communication between senior management and 
the team.

2.  Referrals should be processed and assessed by the 
multidisciplinary team.

3.  There should be a system of centralised notes that 
are easily accessible to all team members.

4.  The care plans should be multidisciplinary, with a 
keyworker coordinating the care.

5.  There should be regular team meetings to review 
the service users.

6.  Service users should be involved in their care.

7.  There should be an operational policy and a 
coordinated approach to policy implementation.

8.  There should be clinical supervision available to all 
staff.
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PSYCHIATRY OF LATER  
LIFE TEAM

Date of inspection:  26 April 2006 
Population:  105,000 (approximately 13,000 of  
 whom are elderly – 2002 Census)

DESCRIPTION
This is a Psychiatry of Later Life (POLL) team whose 
hours of operation are from 0930h to 1700h Monday 
to Friday. There is a service plan for 2006. End of year 
statistics are collected annually for all aspects of the 
team. There is no budget allocation. While there was 
no formal team manager or business plan for 2006, the 
department of later life psychiatry is included in the 
catchment area mental health service/business plan 
and is represented in the business planning process. 

Resources available to the team include the day 
hospital on site in St. Loman’s Hospital, which functions 
as the team headquarters. There is a separate office for 
community nurses in the main hospital building. There 
are three wards in St. Brigid’s block for patients of the 
team and some designated beds in the acute unit. 

MULTIDISCIPLINARY TEAM COMPOSITION
No one is formally assigned as the team coordinator. 
There is one whole-time-equivalent consultant 
psychiatrist who apart from leading the team manages 
three in-patient units and some patients in the 
admission unit. In addition to this role as consultant 
psychiatrist for the POLL team, he is also the tutor for 
the hospital service. There are two NCHDs assigned 
to the team, one based in the hospital and one in the 
community. There are no clinical psychologists or social 
workers assigned to the team. At present the team is 
unable to recruit a clinical psychologist or social worker 
because there is no budget to pay for them. There 
is one occupational therapist on the team. There are 
no addiction counsellors. The addiction counsellors 
in the CADS service are very accessible. At the time 
of inspection there were no clinical nurse specialists 

although three or four of the staff of the community 
mental health nurses were training to become clinical 
nurse specialists. Each of the community mental health 
nurses on the team carries their own case loads and 
is responsible for all aspects of care for the cases they 
carry although they do not describe themselves as key 
workers. There is one administrative support person 
who manages the switchboard. When she is on leave 
or on breaks the nursing staff on site cover for her. 

REFERRAL PROCESS
Patients are referred by GPs usually via letter and the 
general hospital. There is no set pro forma referral 
letter. The waiting list is managed by the consultant 
psychiatrist. The majority of new referrals are seen 
within a month. However at times there is a waiting 
list up to three months for non-urgent cases.

There is a weekly meeting on Monday afternoons that 
addresses team business matters, new referrals and 
patients who are on the current case load, in-patients 
and outpatients. Minutes of this meeting are kept. 
There is an occupational therapy referral form. The 
occupational therapist attends the meeting along with 
the consultant psychiatrist, NCHDs and nursing staff. 
There is little access to psychology or social work. 

CMHT MULTIDISCIPLINARY TEAM CARE 
PLANNING
There is no formal multidisciplinary care planning. All 
patients receive a medical and psychiatric assessment 
and a nursing plan assessment based on the Orem/
King model. When an occupational therapy referral is 
requested a standardised assessment tool, the ACL, is 
implemented. These are all documented in the service 
user’s clinical file. There is no key worker identified 
although some discussion took place at the meeting 
regarding the role of the case manager. The community 
mental health nurses provide supportive counselling, 
monitoring of medication, education of carers and 
client and work with the community network. This 
is all documented in the clinical file. The care plan 
is communicated to the family and the patient. The 
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service user is involved in family meetings. Most 
patient contacts involve family. Carers’ stress is always 
assessed and their needs are looked at.

TEAM FUNCTIONING
Meetings are held every week in the day hospital at a 
regular time slot. All members of the team attend the 
meetings. Staff from the in-patient units do not attend. 
There is a set agenda, official minutes are kept and 
documented. Care plans are informally reviewed at this 
meeting. There is no other set formal review of care 
plans. There is a need to clarify the frequency of care 
plan review.

PARTICIPATION OF SERVICE USER
The community nursing staff have approximately 50 
to 60 cases as a case load. There are 28 day hospital 
attendees. The service user does not attend the 
meeting although their views and those of the family 
are represented by their community mental health 
nurse. There is limited access to the multidisciplinary 
team. The plan is communicated to the patient 
following the team meeting. Patients know who their 
key nurse is although they do not describe themselves 
as such. There is an education group conducted for 
carers and there is an eight-week family carers training 
programme. Relatives are also given information 
regarding the Alzheimer’s Support Group and the Carers 
Association works in partnership with the team. 

DAY SERVICES /COMMUNITY RESOURCES
There is a day centre in Athlone. In addition, there is 
respite available in Loughloe House. There is a day 
centre and very limited respite available in St. Joseph’s, 
Longford. There is one HSE-funded “rolling” bed in 
Laurel Lodge, Longford. There is also respite available 
occasionally in Vincent’s Hospital, Athlone, and in St. 
Mary’s and Newbrook Nursing Home in Mullingar. 
These are rarely used and are difficult to access. There 
are strong links with the Alzheimer’s Society and the 
Carers Association. Home Help is often involved in the 
care of service users.

POLICIES AND PROCEDURES
The team has an operational procedure document 
entitled Operational Policy Psychiatry of Later Life, 
Longford Westmeath which is dated April 2005. This 
document includes details on the aims of the service, 
referrals, location of service delivery, linkage with other 
service providers and support for families. It includes 
policies on case management, record-keeping and 
discharge. This document could be used to develop 
service-specific policies which could be appended on to 
the Standard Operating Policy/Procedures for the HSE.

There is an unwritten referral policy which is known to 
all the team. Staff write back to the referrer on receipt 
of a written referral or GP letter. 

TRAINING AND AUDIT/RESEARCH
Many of the staff are doing higher diploma training. 
Staff are trained in perceptorship. They receive 
training on the Mental Health Act, cardio-pulmonary 
resuscitation and suicide prevention. Some staff have 
attended a three-day management course. Research 
projects are being conducted as part of the higher 
diploma training. Some staff have conducted individual 
pieces of research on areas such as person-centred 
care and depression in the elderly. Peer supervision 
is available informally along with supervision as part 
of the diploma training. There is a journal club every 
six weeks and staff attend the hospital-wide case 
conference. 

OPPORTUNITY FOR TEAM DISCUSSION 
AND PLANNING
There is a service plan meeting every six months for 
planning the direction of the service. In addition, issues 
relating to the team’s development are discussed at the 
weekly referral meeting. There is no formal opportunity 
for senior staff from this team to meet with the 
management in an ongoing way.

POSITIVE DEVELOPMENTS
 No rigid age cut-off point for service.
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RECOMMENDATIONS

1.  Involve ward staff in team meetings and team 
members in clinical review.

2.  Formalise review of care plans.

3.  Develop service-specific policies and protocols.

4.  Develop the role of community nurse as key worker.

5.  Fully staff team so that it is truly multidisciplinary.
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CHAPTER 2

Dublin/Kildare
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TALLAGHT HOSPITAL 
(Adelaide and Meath 
Incorporating National 
Children’s Hospital)
ROWAN WARD
Date of inspection:  21 June 2006 
Number of beds:  23 male

DESCRIPTION
This is an open unit providing an acute admission 
service for men. On the day of inspection there were 
10 service users with Temporary status. During the 
day there is one CNM2 on duty, with one CNM1 and 
four staff nurses. At night there are three staff nurses. 
There are seven teams admitting to the unit. It was 
reported that there are a number of staffing shortages 
within the service. Recruitment remains a problem so 
continuity of staff is difficult to maintain. Currently the 
average daily shortage is 12 within the acute service (3 
wards) which is covered by either overtime or agency 
staff. 

MULTIDISCIPLINARY TEAM
There are seven teams admitting to the service. Each 
of the consultant psychiatrists has an NCHD assigned 
to them. It was reported that clinical psychology, social 
work, addiction counsellors and community mental 
health nurses are accessible through the sector teams. 
There are two occupational therapists based on the unit 
who work full time. There is also a dietician working in 
the service.

Each multidisciplinary team meets weekly at set times. 
The main agenda is to clinically review the service 
users. Records are kept in the files and on inspection 
there were clear detailed notes following each review. 
Each service user has a risk assessment undertaken 
which is also regularly reviewed and updated. The care 
plans were updated as a consequence of the review 
meetings.

Service users do not attend the team meeting but 
their views are represented. They have access to 
the multidisciplinary team and have knowledge 
of their treating team and key worker. There is a 
comprehensive information pack given to each service 
user on admission. 

CARE PLAN
The service continues to only have nursing care plans. 
There are no multidisciplinary team care plans. The 
nursing care plan is based on the Roper Logan Tierney 
model of nursing which has been slightly modified. The 
nursing staff carry out an initial assessment which leads 
to the care plan. The care needs are then prioritised 
and are regularly reviewed. The key worker is allocated 
by sector but the continuity of staff remains a problem. 
The service user is involved in the care planning 
process as much as possible. 

There is good access to the multidisciplinary team. 
Any involvement is documented in the medical notes. 
There is good family and advocacy involvement on 
the unit. There is an admission policy in place and 
all male admissions go to Rowan Ward. There is a 
six-bed high observation area (Aspen Ward) adjacent 
to Rowan Ward and service users may be transferred 
there on occasions. There is a policy in place to oversee 
the transfer of patients to Aspen Ward. There is a 
comprehensive discharge policy. 

ACCESS TO THERAPEUTIC PROGRAMMES
A comprehensive therapeutic programme is in place. 
There is a referral system and any member of the 
multidisciplinary team can refer to occupational 
therapy. Once a referral has been received the service 
user is seen within a day for initial contact and the 
occupational therapist explains the programme. 
There are a number of group assessments and 
individual interviews. The assessment is based on the 
occupational circumstances assessment and interview 
rating scale. It is a comprehensive assessment tool 
and if the service user is unable to participate in this 
assessment the occupational therapist uses another 

DUBLIN/KILDARE
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assessment, which is the MOHO (Model of Human 
Occupation). All groups on the unit are open and 
service users are free to come and go from them as 
they wish.

The physical resources available are a discussion 
room, an art room, a snoezelen and a kitchen. The 
programme is task-based and it explores a number of 
areas such as leisure, self-care, anxiety management 
and stress management. The key worker within the 
occupational therapy programme is allocated by sector 
and the occupational therapist representing the sector 
attends the relevant team meetings.

Linked to the assessment programme is an assessment 
of activities of daily living and cognitive functioning. 
The occupational therapy staff carry out a number of 
home visits and workplace visits and liaise closely with 
the community occupational therapists. The majority 
of the programme is delivered by the occupational 
therapy staff, although there are two volunteers who 
undertake an art group and a music therapist. There is 
also a yoga teacher and citizen’s advice service. There 
are currently no community meetings as part of the 
programme although there were in the past. 

There is regular and ongoing review of goals and 
performance of the programme. This is agreed 
between the occupational therapy staff and service 
users. The programmes are linked to goal-setting 
and the outcomes are recorded in individual care and 
treatment plans. There is evidence of these in the 
medical charts. The programme is reviewed every 
week.

ECT
ECT is carried out on the unit. There is an ECT register 
and a designated ECT consultant psychiatrist and nurse. 
Consent is obtained by the consultant psychiatrist or 
one of the NCHDs and there is written information 
regarding treatment. There is a pre-ECT assessment, 
record of each ECT and a post-ECT assessment.

SECLUSION
There is one seclusion room which has a toilet 
and shower located beside it. The room has a soft 
finish, soft furniture and safe fittings. There is a CCTV 
camera in the room and the monitor is located in 
the nurses’ station. The room has ventilation and 
natural light and nursing staff can control both. There 
is no communication facility. Observations are carried 
out every 15 minutes. There is no access to a clock. 
The seclusion register was reviewed. It consists of 
photocopied sheets from a seclusion book ring-bound 
together. A number of pages were loose. There is 
potential for the seclusion register in this format to be 
altered and for records to go missing. The registration 
number was not always completed. The other entries 
were in order. No individual was in seclusion on the 
day of inspection.

MECHANICAL RESTRAINT
No method of mechanical restraint is in use.

PHYSICAL RESTRAINT
Staff are trained in control and restraint techniques 
with the training undertaken by in-house trainers. 
The register is kept at St. Loman’s hospital. There is a 
system of recording adverse incidents.

ENVIRONMENT
The bed capacity for Rowan Ward is 23. The unit 
is situated in a general hospital. Maintenance was 
reported as good and there are appropriate fire 
certificates and a health and safety policy. There is 
disabled access throughout the unit. The decor is 
to a good standard and the unit was bright with 
plenty of natural light. Ventilation was described 
as satisfactory and the unit was clean. There are a 
number of information boards situated around the unit 
with relevant and up-to-date information. There is a 
dedicated visitors’ area and a specific area for children. 
There is access to a garden. There was a clearly 
signed reception area. The bedroom areas consisted 
of three six-bed dormitories, one three-bed and two 
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single rooms. There is an adequate number of toilets, 
bathrooms and shower rooms. There is a dining area 
shared with the female side. There is a dedicated 
occupational therapy area within the unit but there is 
also an activities room on this ward which had a pool 
table and exercise equipment. There is also access to 
a snoezelen. The lounge area was large and spacious. 
There were two interview rooms, a nursing station and 
a clinical room. There was some space for storage. 

RECOMMENDATIONS

1.  The ward area needs to address core nurse staffing. 
There is a high reliance on agency, bank staff and 
overtime.

2.  The seclusion register documentation needs to 
improve and the record constructed in such a way 
as to prevent use of loose pages. Documentation 
standards should also be audited.

3.  Each individual patient should have a 
multidisciplinary care and treatment plan.

CEDAR WARD
Date of inspection:  21 June 2006 
Number of beds:  23 female

DESCRIPTION
Cedar Ward is a 23-bed female acute admission 
ward. It is located on the ground floor within Tallaght 
General Hospital. The ward is open. On the day of the 
inspection, there were six patients detained under 
the Mental Treatment Act 1945. One patient was 17 
years old. Four sector teams have admitting rights to 
the ward. The psychiatry of later life team and the 
rehabilitation team admit patients under their sector 
teams. Neither has dedicated beds. The nurse staffing 
level for the ward during the day is six and three staff 
are on duty at night.

CARE PLAN 
There is no multidisciplinary team care plan. There 
are separate sets of medical and nursing notes. Each 
discipline records its own assessment. The nursing 
staff complete a nursing assessment and care plan 
on admission. It was reported that this is based on 
the Roper Logan Tierney model. The care plans are 
reviewed weekly. The nursing notes reviewed were 
current and up to date. The medical notes contain a 
psychiatric assessment on a standardised form. This 
may also include a ROVA risk assessment and pre-
discharge assessment of need. There was evidence in 
the medical notes of occupational therapy input and 
recording of outcomes using a task observation scale. 
There is also a full-time dietician based in the service. 
There was evidence of assessment and intervention in 
the notes. The admission and discharge policies were 
in order and are for review in January 2007. In addition 
the service has a policy for the discharge of homeless 
people. There is an internal transfer policy also for 
review in January 2007.

ACCESS TO THERAPEUTIC PROGRAMMES
There is a comprehensive therapeutic programme in 
place. There is a referral system and any member of 
the multidisciplinary team can refer to occupational 
therapy. Once a referral has been received the service 
user is seen within a day for initial contact and the 
occupational therapist explains the programme. 
There are a number of group assessments and 
individual interviews. The assessment is based on the 
occupational circumstances assessment and interview 
rating scale. It is a comprehensive assessment tool 
and if the service user is unable to partake in this 
assessment the occupational therapist uses another 
assessment which is the MOHO (Model of Human 
Occupation). All groups on the unit are open and 
service users are free to come and go from them as 
they wish.

The physical resources available are a discussion 
room, an art room, a snoezelen and a kitchen. The 
programme is task-based and it explores a number of 
areas such as leisure, self-care, anxiety management 
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and stress management. The key worker within the 
occupational therapy programme is allocated by sector 
and the occupational therapist representing the sector 
attends the relevant team meetings.

Linked to the assessment programme is an assessment 
of activities of daily living and cognitive functioning. 
The occupational therapy staff carry out a number of 
home visits and workplace visits and liaise closely with 
the community occupational therapists. The majority 
of the programme is delivered by the occupational 
therapy staff, although there are two volunteers who 
undertake an art group and a music therapist. There is 
also a yoga teacher and citizen’s advice service. There 
are currently no community meetings as part of the 
programme although there were in the past. 

There is regular and ongoing review of goals and 
performance of the programme. This is agreed 
between the occupational therapy staff and service 
users. The programmes are linked to goal-setting 
and the outcomes are recorded in individual care and 
treatment plans. There is evidence of these in the 
medical charts. The programme is reviewed every 
week.

ECT
There is an ECT suite. A named consultant psychiatrist 
and nurse monitor ECT practice. ECT is available three 
times weekly. There is a waiting area, treatment room 
and recovery area. The ECT register reviewed contains 
a sticker with the patient’s name. The episode of 
treatment is hand-written onto the sticker. The other 
documentation was in order.

SECLUSION
There is one seclusion room, with a toilet and shower 
located beside it. The room has a soft finish, soft 
furniture and safe fittings. There is a CCTV camera in the 
room and the monitor is located in the nurses’ station. 
The room has ventilation and natural light and nursing 
staff can control both. There is no communication 
facility. Observations are completed every 15 minutes. 

There is no access to a clock. The seclusion register 
was reviewed. It consists of photocopied sheets from a 
seclusion book and ring-bound together. A number of 
pages were loose. There is potential for the seclusion 
register in this format to be altered and for records to 
go missing. The registration number was not always 
completed. The other entries were in order. No 
individual was in seclusion on the day of inspection.

MECHANICAL RESTRAINT
No method of mechanical restraint is in use.

PHYSICAL RESTRAINT
The staff reported that they receive training in control 
and restraint techniques. A dedicated member of staff 
provides this training in-house. A record of training is 
held centrally by nursing management.

ENVIRONMENT
Cedar Ward is located on the ground floor of a general 
hospital. It is a 23-bed female acute admissions ward. 
The bedroom areas are configured as four single rooms, 
two four-bed areas and one five-bed area. There are 
adequate showering, bathing and toileting areas. The 
dining room and sitting room are shared with the 
male ward. In addition this ward has two interview 
rooms, a snoezelen room and an open seating area. 
Shared leisure areas include a poolroom, exercise 
room and family room. There is an internal smoking 
room. Patients have access to a small enclosed garden 
space. The AMINCH staff maintains the garden. There 
is nurses’ station and office. The unit is in need of 
repainting.

RECOMMENDATIONS

1.  The ward area needs to address core nurse staffing. 
There is a high reliance on agency and bank staff.

2.  The seclusion register documentation needs to 
improve and the record constructed in such a way 
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as to prevent loose pages. Documentation standards 
should also be audited.

3.  Each individual patient should have a 
multidisciplinary care and treatment plan

4.  The overall environment needs to be improved and 
repainted. The garden area also needs maintenance.

ASPEN WARD
Date of inspection:  21 June 2006 
Number of beds:  6 integrated

DESCRIPTION
Aspen Ward is a six-bed, self-contained, locked area 
within the acute psychiatric unit. It was originally 
designed as a six-bed area for psychiatry of later 
life. Since October 2005 it has functioned as a high 
observation area. A CNM2, CNM1 and four staff nurses 
staff the area during the day and there are two staff 
nurses on duty at night. All of the patients are internal 
transfers from the male and female admission wards. 
It was reported that the average length of stay is seven 
to nine days. All five sector teams have admitting rights 
to the ward.

CARE PLAN 
There are no multidisciplinary team care plans. There 
are separate medical and nursing notes. The notes 
reviewed during the inspection process were current 
and up to date. There are written admission criteria, a 
mission statement and an initial 72-hour assessment 
form for the ward.

ACCESS TO THERAPEUTIC PROGRAMMES
There is no structured therapeutic intervention for 
individuals on the ward. The occupational therapists 
do accept referrals and commence individual work if 
appropriate.

SECLUSION
There are no seclusion rooms on the ward. Patients 
are returned to the admission wards if they require 
seclusion. CCTV is in operation around the ward. A 
monitor is located in the nurses’ station. Notices were 
on display informing people of this. The images are not 
recorded.

ENVIRONMENT
This six-bed area is locked. It has two single rooms and 
two double rooms. There is a dining room/cum living 
area. The nursing staff have access to a nursing station 
and office.

RECOMMENDATIONS

1.  Each individual patient should have a 
multidisciplinary team care and treatment plan. 

2.  Individual therapeutic programmes and activities 
should be provided and linked to individual care 
plans.

3.  There should be ongoing audit of the usage and 
effectiveness of this area. 

ST. LOMAN’S HOSPITAL

REHABILITATION WARD
Date of inspection:  28 June 2006 
Number of beds:  22 integrated

DESCRIPTION
This is an open unit with 20 permanent beds and two 
respite beds. All service users on the day of inspection 
had Voluntary status. It was reported that there have 
been few admissions recently and that all admissions 
are through the rehabilitation team.
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It has been decided that a number of service users 
from this unit will move to Teach Bán High Support 
Hostel when it opens. However there is no clear 
date as to when this hostel will open and also no 
formal needs assessments have been undertaken to 
determine which service users will move to Teach Bán. 
The staff are under the impression it is the service 
users who attend the hostel on a daily basis who will 
move but this has not been clarified.

MULTIDISCIPLINARY TEAM 
The consultant psychiatrist who has responsibility for 
the unit also has responsibility for St. Joseph’s Ward and 
the hostels. One NCHD is assigned to the consultant 
psychiatrist. There is no clinical psychology input. There 
is a principal social worker and one full-time senior 
occupational therapist and 1.5 whole-time-equivalent 
recreational therapists based on the unit. Community 
mental health nurses work with service users who are 
in the respite beds. There is also an art therapist based 
on the unit and a number of care workers. 

The clinical team meets on a weekly basis and the 
agenda for the meeting is the progress of service users 
and clinical reviews. Meetings are held on the unit at a 
regular time. The meeting is attended by the consultant 
psychiatrist, the NCHD, the occupational therapist, art 
therapist and nursing staff. Minutes of the meetings are 
kept. It was reported that outcomes of the meeting are 
recorded in the medical files. On inspection there were 
limited written interventions. They tend to be written in 
on a monthly basis.

The service user does not attend the team meeting. 
It was reported that their views were represented 
at the meeting and that they have access to the 
multidisciplinary team. It was also reported that they 
have knowledge of who their key worker is. 

CARE PLAN 
The service is still operating on nursing care plans. 
There is no multidisciplinary team care plans. The 
nursing care plans are based on the Roper Logan 

Tierney model of nursing. The care plans are 
summarised monthly based on daily progress sheets. A 
key worker is allocated. 

ACCESS TO THERAPEUTIC PROGRAMMES
There is a senior occupational therapist and 1.5 whole-
time-equivalent recreational therapists based on the 
unit, as well as an art therapist. Each service user has 
a functional cognitive assessment undertaken and 
is continually assessed. The programme focuses on 
social integration and is based on individual need. It 
is anticipated that joint working will begin between 
St. Joseph’s Unit and the Rehabilitation Unit to help 
facilitate the movement of service users and the 
eventual closure of St Joseph’s unit. The occupational 
therapy staff and the art therapist deliver the 
programme. There are good links with community 
resources and employment training schemes. A 
community meeting is part of the weekly programme. 
Advocacy is involved and family involvement is 
strongly encouraged. There is ongoing review of 
goals and performance on the programme and there 
are programme goals for the service users. The 
occupational therapist and art therapist keep their 
own sets of notes but also write in the medical file. 
The programme is reviewed on a regular basis. The 
programme is regularly audited and service users are 
encouraged to feed back on the effectiveness of the 
programme.

ECT
There is no ECT on the unit.

SECLUSION
There are no seclusion facilities on the unit.

MECHANICAL RESTRAINT
There is no mechanical restraint used on the unit.
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PHYSICAL RESTRAINT
It is not necessary to use physical restraint on the unit.

ENVIRONMENT
This is a 22-bed unit situated in the grounds of St. 
Loman’s Hospital. The decor of the unit is of a good 
standard and there is adequate ventilation and natural 
light. The unit was clean. There is access to a garden 
area. There is a reception area. The bedrooms are a 
mixture of dormitories and single rooms. There are an 
adequate number of toilets, bathrooms and shower 
rooms. The dining area is of a good size. There are 
a number of activity and recreation areas and these 
are managed by the occupational therapist and art 
therapist. There is a good-sized lounge area. There is 
a nurses station and a clinical room with appropriate 
storage for medication.

RECOMMENDATIONS

1.  The Teach Bán hostel needs to open to 
accommodate the service users who are moving 
from the Rehabilitation Ward. 

2.  A needs assessment must be implemented to 
determine the placement needs of the service users 
in particular those people who will be moving to 
Teach Bán. Once these people have been identified 
a familiarisation programme needs to be put in 
place that will support the service user in the 
process of moving into the community.

3.  Service users from St. Joseph’s unit should visit the 
unit to support them in the transfer process to the 
rehabilitation unit.

4.  Care plans should be multidisciplinary.

ST. JOSEPH’S WARD
Date of inspection:  28 June 2006 
Number of beds:  24 integrated (17 male, 7 female)

DESCRIPTION
This is a locked unit providing for 24 service users 
who are all discharged from hospital. On the day of 
inspection there were two Wards of Court. There are 
no new admissions to the unit and it is planned to 
close it in the near future. Needs assessments have 
been undertaken on the 24 service users. It has 
been decided that 10 of them will be suitable for the 
Rehabilitation Ward within the hospital and the other 
14 will require either nursing home or high support 
hostel accommodation. It was reported that there is 
a delay in the process due to the difficulty in finding 
nursing home placements. Also, the Teach Bán hostel 
is not yet open; when it is opened this will allow for 
a number of the service users in the Rehabilitation 
Ward to be discharged to it. That will result in 10 beds 
being made available in the Rehabilitation Ward for St. 
Joseph’s patients. 

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist with responsibility 
for the unit. The consultant psychiatrist also has 
responsibility for the rehabilitation team, the 
rehabilitation unit and the hostels. One NCHD assigned 
to this consultant psychiatrist and there is on-call access 
to a clinical psychologist. It was reported that the team 
have access to a principal social worker and to a senior 
occupational therapist. There is daily contact with a GP.

The rehabilitation team has now started meeting on 
the unit. A number of meetings have occurred to 
discuss the needs assessments and the main focus 
being future placement. However it was noted in 
the records that although there were a number of 
meetings held in April where comprehensive reviews 
were undertaken, these meetings do not appear to be 
continuing. It is imperative that the rehabilitation team 
meets regularly on the unit to monitor the progress of 
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future placements and to look at contingency plans. 
The nursing care plans have improved since the last 
inspection. They are evaluated regularly. However 
it was noted that the interventions written in the 
progress notes are not linked to the care plans and this 
needs to be rectified.

CARE PLAN 
There are still no multidisciplinary team care plans. The 
care plans are nursing led. There has been a recent 
needs assessment undertaken by a senior occupational 
therapist and these have been reported back to the 
multidisciplinary team. Nursing staff operate a key 
worker system where nursing staff are allocated to 
groups of patients. 

ACCESS TO THERAPEUTIC PROGRAMMES
There is an activation programme in place with 
dedicated staffing input. The programme runs every 
weekday except Tuesday. The activation area is situated 
close to the ward and a number of activities occur 
there.

ECT
There is no ECT on the unit.

SECLUSION
There are no seclusion facilities in St. Joseph’s.

MECHANICAL RESTRAINT
Mechanical restraint is not used on St. Joseph’s.

PHYSICAL RESTRAINT
Physical restraint is very rarely used on the unit. Staff 
are trained in control and restraint techniques. Any 
adverse incident is recorded on appropriate forms.

ENVIRONMENT
The environment on the unit has significantly improved 
since the last inspection. There is a regular cleaning 
programme and some maintenance issues have been 
addressed. A number of areas have been redecorated 
and this has made a significant difference. Although 
the decor has improved it was noted however that 
there are still some areas where paint is peeling from 
the ceiling. Bed capacity remains 24 and it is reported 
that maintenance of the unit has improved since the 
maintenance department has been based on the 
site of St. Loman’s Hospital. There is disabled access 
throughout the unit. Ventilation is good and the light is 
satisfactory. Cleanliness of the unit has improved and 
it was reported that the cleaning staff are now usually 
based on the unit. There is access to a garden. 

The bedroom areas consist of single rooms, two-bed 
and three-bed rooms. It was noted that the rooms had 
become more personalised. The toilets are significantly 
cleaner since the last inspection. There is now a 
two-hourly cleaning rota for all of the toilet areas. 
The bathrooms have been repainted and are much 
better in appearance. They have also being cleaned 
of all clutter and were tidy and more user friendly. 
One of the bathrooms still had paint peeling from the 
ceiling, as did the dining room. The activity area is in 
the activation room along the corridor from the unit. 
The lounge areas are adequate. There is a nurses’ 
station and clinical room with appropriate storage of 
medication. There are a number of storage rooms 
within the unit which have all been de-cluttered and 
consequently there is now more storage space for 
service users’ belongings. 

RECOMMENDATIONS

1.  Plans to close the unit need to gather momentum. 
The placements identified using the needs 
assessments need to be pursued and appropriate 
places found.
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2.  Teach Bán needs to open to accommodate service 
users from the rehabilitation ward which will free up 
beds for service users from St. Joseph’s.

3.  The multidisciplinary team need to meet on a 
regular basis to monitor progress with placements.

4.  The care plans need to be more multidisciplinary 
team orientated. Progress notes must pertain to the 
care plans.

CLONDALKIN CMHT
Date of inspection:  21 June 2006 
Population:  56,000 approximately

DESCRIPTION
This is a community mental health team which 
provides a home treatment service that operates seven 
days a week from 0900h to 1700h. The approximate 
population of the sector is 56,000. There is a central 
service plan, which the team contributes to. The 
budget is held centrally and it was reported that the 
team would prefer a devolved budget. The building 
resources available are a sector headquarters, a day 
hospital within the sector headquarters, a day centre, 
use of rooms in health centres and acute admission 
beds in Tallaght hospital and respite beds through the 
rehabilitation team in St. Loman’s hospital.

MULTIDISCIPLINARY TEAM COMPOSITION
There is one consultant psychiatrist based within the 
sector team. There is one senior registrar and three 
NCHDs. There is a clinical psychologist, a social worker 
and a senior occupational therapist. All of these posts 
are based within the sector team. There is a referral 
system for addiction counselling. There are two clinical 
nurse specialists. Within the home care team there are 
5.5 whole-time-equivalent staff nurses. There are three 
CNM2s and one Assistant Director of Nursing. There is 
1.6 whole-time-equivalent administration support and 
0.5 household staff. 

REFERRAL PROCESS
The main source of referral is from GPs although the 
service also receives referrals from A&E, a forensic 
service, old age and child psychiatry. The waiting list 
is managed within the team and the waiting time for 
any new appointment that is non-urgent is between 
four and six weeks. Any urgent referrals are seen on 
the same day. The initial referral letter is reviewed and 
is normally seen by one of the NCHDs, with nursing 
input. There is no referral allocation meeting although 
cases are discussed on a regular basis. Any individual 
discipline referrals are managed at the team meeting. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
It is apparent that the team works closely together 
and all disciplines undertake their own individual 
assessments. Each service user has a key worker who 
can be from any discipline. The key worker involves 
the service user in their care plan whether this is in the 
day hospital, day centre or the home treatment team. 
There is strong family and advocacy involvement. In 
the day hospital the service user signs the care plan. 
The care plan specifies the roles and responsibilities 
of the multidisciplinary team and the treatment to be 
provided. Each care plan has identified goals which are 
needs based and appropriate, with realistic timescales. 
Each service user has a risk assessment undertaken. 
The team start to plan discharge from the initial 
assessment within the day hospital. There is a specific 
time limit given to the care package. 

The care plan is documented in the main file although 
it is hoped that the service will use one file for all 
disciplines to write into where this has proven to 
be logistically difficult at present. The care plan is 
reviewed as necessary. However the home care 
team review weekly when the need is acute, and 
every three to six months for continuing care . The 
service users attend regular outpatient appointments 
but the minimum frequency would be a six monthly 
appointment for relapse monitoring. 
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TEAM FUNCTIONING
The team meet formally twice a week. The main 
agenda for the meeting is acute issues, clinical reviews 
and reviewing the in-patients. Meetings occur at a 
regular time within the sector headquarters and all 
disciplines attend the meetings. Official minutes are 
kept and also any changes to care are documented 
in the files which on inspection showed that there 
are regular reviews undertaken. The notes in the day 
hospital had detailed care plans that were linked to the 
home care team. It was evident that the reviews were 
client focussed and that there is strong involvement 
within the team and also with other agencies.

Within the service, sector management meetings are 
held monthly with business issues as the main agenda 
and there are clinical reviews after each outpatient 
clinic. 

SERVICE USER INVOLVEMENT
The service user is involved in their care through the 
key worker. The frequency of reviews varies depending 
on need but the maximum interval is six months. There 
is a social group organised within this sector which 
is called the A1 group and this has an emphasis on 
socialisation. It was reported that the service users 
have knowledge of their treating team and their key 
worker. There is a carers’ group held monthly within 
the sector. 

DAY SERVICES
There is strong involvement with a number of 
community services. The team have access to public 
health nurses, counselling services and addiction 
services. There is a day hospital on site in the sector 
headquarters and there is a day centre in close 
proximity. There are good links with vocational services. 
Service users have access to the home treatment team 
seven days a week.

POLICIES AND PROCEDURES
There are policies in place for referrals for people who 
do not attend appointments, waiting times and key 
working. There is an operational procedure document 
which outlines the functioning of the team.

TRAINING AND AUDIT/RESEARCH
There is regular training available for the staff. Nursing 
staff are encouraged to undertake long courses and the 
medical staff training is linked to the Royal College of 
Psychiatrists. There is an annual away day for the team 
and they are also encouraged to attend conferences. 
There is also a weekly teaching programme for the 
junior doctors. The team undertake a number of audits 
every six months. They have recently undertaken an 
audit looking at the use of clozapine, also the use of 
depot injections and attendance of referrals. The team 
are also gathering information on first presentations 
to the service and they are looking at interventions 
with needs assessments. The team reported clinical 
supervision is available to all members.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
The team report that their current accommodation is 
too small. There is also no disabled access in the sector 
headquarters and the fire escape is difficult to access. 
The security of the building is problematic and office 
space is limited. 

The team also report there is no information 
technology support and there is limited capacity and 
internet access. It was reported that the team would 
benefit from a community respite bed within a hostel.

RECOMMENDATIONS

1.  A larger sector headquarters is needed to 
accommodate the team and should have sufficient 
office space, day hospital space and interview 
rooms.
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2.  The information technology support and resource 
needs to be enhanced to meet the needs of the 
team.

PSYCHIATRY OF LATER  
LIFE TEAM  
(DUBLIN WEST/SOUTH WEST)

Date of inspection:  21 June 2006 
Population:  15,600 approximately

DESCRIPTION
This team serves a geographical area that covers half 
of Area 4 and all of Area 5. At the last census in 2002 
there was a population of 15,600 over 65 years. The 
core team primarily operates a five-day service, but 
nursing staff members of the home care team provide 
a partial Sunday service. The team does not have 
dedicated acute in-patient beds or long-term care 
beds. The latter are sourced privately and paid for by 
the HSE. The team is based in a rented day hospital 
premises. There is also access to office accommodation 
in AMINCH.

MULTIDISCIPLINARY TEAM COMPOSITION
A consultant psychiatrist leads the team. The core 
team members consist of a senior registrar, an NCHD, 
a senior occupational therapist, a social worker and 
two community mental health nurses graded as clinical 
nurse specialists. A CNM2, a staff nurse and one 
household person staff the day hospital. In addition 
there is a home care team, which consists of a CNM2 
and four generic mental health worker posts. An 
occupational therapist, a social worker and two staff 
nurses currently fill them. There is an Assistant Director 
of Nursing post who has full-time responsibility for this 
area. A Grade 3 secretarial support is also in post. From 
the July 1 2006 there will be an additional five sessions 
from a locum psychiatrist to the team.

REFERRAL PROCESS
The service accepts referrals from medical practitioners 
for new onset of mental disorder over 65 years. All 
new referrals must not have had contact with the 
mental health services within the last two years. There 
are four points of referral to the team, community GP 
practice, liaison service in AMINCH, age-related care 
based in AMINCH and some long-term care facilities 
within the region. The majority of referrals are split 
between GPs and liaison service. Referrals are faxed 
to the day hospital and screened by the consultant 
psychiatrist. Urgent referrals are seen within one 
working day, routine referrals are seen within 5 to 10 
working days. The initial assessment is a domiciliary 
home assessment, which is completed by a medical 
doctor and one other team member, usually a 
community mental health nurse.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
Following initial assessment all new referrals are 
discussed at a weekly team meeting. There is a single 
set of case notes. Each set has standard documentation 
to record details and complete assessments. These 
assessments may include mini mental, ROVA, 
depression scale and the Hamilton depression rating. 
A care and treatment plan is devised and documented 
in the chart. All disciplines write in the continuation 
sheets. A decision is taken at the multidisciplinary 
team meeting on whether the service users requires 
day hospital and/or home care intervention. In the 
absence of dedicated in-patient acute beds, patients 
are managed in the community by the home care 
team and using sessions in the day hospital. The sector 
consultant psychiatrist treats all patients admitted to 
the acute in-patient unit. The psychiatry of later life 
team provides care and treatment in the community 
setting.

TEAM FUNCTIONING
There is a weekly clinical meeting of the full 
multidisciplinary team. All new patients and re-referrals 
are discussed. Records of actions to be completed 
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are minuted. The case file is updated on the care and 
treatment plan. In addition, the day hospital staff have 
a weekly meeting. The day hospital provides service to 
functional needs and organic needs on different days. 

PARTICIPATION OF SERVICE USER
All initial assessments are completed in the service 
user’s home. Service users are fully involved in their 
own care and treatment and are consulted regarding 
the involvement of other family or carers if appropriate. 
There are a lot of family meetings as part of the service 
delivery. The consultant psychiatrist has been involved 
in delivering modules on dementia care to a number 
of voluntary agencies. The staff on the home care team 
is developing a carers group and hope to commence 
in the autumn. The team has very strong links with 
voluntary agencies and geriatric medicine in AMINCH.

DAY SERVICES/COMMUNITY RESOURCES
The team has a day hospital with ten places. It is 
located on the first floor of a new building. The team 
has developed good links and relationships with 
various day centres in the area, in order to facilitate 
discharge.

POLICIES AND PROCEDURES
The team is guided by the policies and procedures 
for the mental health services. In addition, they have 
a number of policies specific to their service. These 
include policies on referral process, documentation and 
discharge standards. There is no written operational 
policy.

TRAINING AND AUDIT/RESEARCH
There are a number of initiatives within the team. 
Each registrar completes an audit cycle or piece of 
research. They are encouraged to publish outcomes. 
A current project is looking at the information and 
service needs from the service users’ perspective. 
The community mental health nurses have completed 
postgraduate training in this clinical area. The team is 

developing a questionnaire to measure the needs and 
expectations of community staff of an old age service. 
It is also planned to evaluate the carers group. Clinical 
supervision time varies between disciplines. The NCHDs 
have protected time; the occupational therapist and 
social worker receive line management supervision. 
There is no formal clinical supervision for nursing staff.

TEAM DISCUSSION/PLANNING
The team is well advanced in this area. They have a set 
rota for business meetings, an in-service programme 
and a Reflect practice session, which is externally 
facilitated. The team met with the core management 
team earlier in the year. It is hoped that this will be a 
regular occurrence.

CHALLENGES
The team is small for the current over-65 population 
and for the over-65 population projected in the 
next census. The area covered also has high social 
deprivation. With the absence of any dedicated acute 
in-patient beds, it is unacceptable to service users and 
staff to admit elderly patients to the general acute 
psychiatric ward.

RECOMMENDATIONS

1.  Formulation of a plan and capital for the 
development of an acute in-patient unit.

2.  The region needs to address the unmet need in 
relation to long-term care beds.

3.  Consideration is given to operating a full 7-day 
service.

4.  Evaluation and audit of generic mental health 
working in a home care team.

5.  The team requires as a matter of urgency IT 
infrastructure in order to improve efficiency and 
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benefit from computer versions of standardised 
assessments.

6.  Staffing resources within the team need to be 
increased to meet the growing demand and 
demographic profile.

REHABILITATION TEAM 
(DUBLIN WEST/SOUTH WEST)

Date of inspection:  22 June 2006 
Population:  250,000 

DESCRIPTION
This rehabilitation team serves a large population 
(250,000) over a wide geographic location with high 
levels of deprivation. Within the team there is also 
an assertive outreach component. The core team 
is operational over a five-day service. The assertive 
outreach staff work 0800h to 2000h seven days a 
week. The team’s facilities consist of an in-patient 
rehabilitation ward, a long-stay ward, three hostels 
with 24-hour nursing staff supervision, four medium 
support hostels and six low support hostels. The 
team can access acute in-patient beds in AMINCH. All 
patients admitted are under the care of the sector 
team. The team does not have a budget allocation and 
does not formally submit a team business plan or write 
an annual report.

MULTIDISCIPLINARY TEAM COMPOSITION
The staffing levels are under-resourced for the total 
population served. There is currently a consultant 
psychiatrist, an NCHD, an Assistant Director of Nursing, 
one senior occupational therapist, one community 
mental health nurse, one art therapist and a principal 
social worker. There are 60 nursing staff and non-
nursing staff at various grades working in the 
community residences and in-patient facilities. The 
assertive outreach team has 2.5 whole-time-equivalent 
posts. They are all nursing posts, one CNM1 and 1.5 

staff nursing posts. The community residences are not 
self-staffing.

REFERRAL PROCESS
All new referrals are sent to the consultant psychiatrist 
using a standard referral form. New referrals are 
discussed and an initial assessment completed. There is 
no waiting time for an initial assessment. Referrals to 
assertive outreach staff are all secondary referrals for 
service users who are known to the team. Referrals are 
sent to the senior occupational therapist. There is no 
clinical psychologist on the team. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING 
There are no multidisciplinary team care plans or 
single notes sets; each discipline completes its 
own assessment and holds individual notes. This 
rehabilitation team does not have clinical responsibility 
for all of the residents in community residences. This 
results in service users returning to sector outpatient 
clinics and makes seamless delivery of care more 
difficult.

TEAM FUNCTIONING
There are various meetings in different locations. There 
are monthly meetings in community residences, bi-
monthly meetings in the training hostel and weekly 
meetings on the Rehabilitation Ward. There is no set 
meeting time to review the patients in St. Joseph’s 
Ward. This ward is scheduled to close and appropriate 
placements are being sought following assessments. It 
is anticipated that 10 to 14 people will require nursing 
home accommodation. The remaining ten people will 
move to a continuing care setting on site.

PARTICIPATION OF SERVICE USER
Service users are not formally involved in their care 
and treatment planning. Initiatives are being developed 
to set up a service user council in the hostels with 
24-hour nursing staff supervision. At present the 
Irish Advocacy Network are not attending any of the 
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rehabilitation sites. Social events within the various 
facilities are planned and families are invited and 
encouraged to attend.

DAY SERVICES
The team has a range of day services delivered by 
Eve Holdings within the catchment. Individual nursing 
staff liaise with specific centres regarding service 
user progress and there are formal meetings with 
Eve Holdings service management. The team has 
established strong relationships with Dublin City Council 
and has secured independent accommodation for some 
service users. There is also a strong link with relevant 
employing agencies and job coaches. It was reported 
that there is currently a multidisciplinary team group 
looking at activity and recreational pursuits for people 
in the service. They have used community facilities and 
local VEC colleges.

POLICIES AND PROCEDURES
The team is guided by the policies and procedures that 
are in place for the mental health services. A number 
of community residences have individual policies. 
There is no operational procedure document on the 
functioning of the team.

TRAINING AND AUDIT/RESEARCH
There is no formal team-based audit or research 
currently in progress. The NCHD post is encouraged 
to complete an audit as part of training. Clinical 
supervision is provided to the NCHD and senior 
occupational therapist via line management structures. 
Nursing staff have informal supervision process. 
Continuing Professional Development (CPD) is accessed 
at an individual level. There is currently no in-service 
programme for the team.

TEAM DISCUSSION AND PLANNING
The rehabilitation service is planning a root-and-branch 
review. The first meeting was reported to be scheduled 
for July 4 2006. It will involve all stakeholders and will 

be chaired by the Clinical Director. The immediate team 
focus is on closing St. Joseph’s Ward, opening Teach 
Bán (a hostel with 24-hour nursing staff supervision) 
and finding suitable nursing home accommodation 
for certain patients. The functioning of the service 
and team is dependent on having clear purpose and 
adequate resources to meet need.

CHALLENGES
The team is struggling to deliver a quality service 
because of inadequate staffing levels, poor skill mix 
and a lack of clear direction and single service delivery 
model.

RECOMMENDATIONS

1.  The completion of the closure of St. Joseph’s ward 
and the placement of people in accommodation 
appropriate to need.

2.  A written strategic and operational policy for 
rehabilitation within the service and for the 
functioning of the team.

3.  Staffing levels and skill mix be increased to meet 
needs.

4.  Team training and in-service programme be 
established.
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ST. JAMES’S HOSPITAL 
JONATHAN SWIFT CLINIC 

WILLIAM FOWNES WARD
Date of inspection:  21 June 2006 
Number of beds:  26 integrated

DESCRIPTION
The Jonathan Swift Clinic was first established as an 
acute treatment centre within St. James’s Hospital in 
1971 and in 1987 the department transferred to a new 
modern treatment facility with 51 in-patient beds. The 
unit serves a population of approximately 136,000 in 
Dublin South City and suburbs. The catchment area 
includes all of Dublin 8 and parts of Dublin 6, 12, 14 
and 16. The unit generally serves as a short-term 
treatment centre. It consists of two floors which include 
the William Fownes Ward, Beckett Ward and Conolly 
Norman Ward. 

William Fownes Ward is located on the first floor and 
has 26 acute admission beds. It serves as a short-term 
treatment centre that aims to promote, maintain and 
restore good mental health. Beckett Ward is located 
on the ground floor and consists of 16 step-down 
or pre-discharge beds. Conolly Norman Ward is also 
located on the ground floor and is a nine-bed dedicated 
acute admission unit for the care of the older person. 
The unit also consists of the Owendower Day Hospital, 
Occupational Therapy Department and office space 
for the various administrative and professional staff. 
There is a half-time ward clerk. The courtyard has been 
extensively renovated recently to create a healing 
environment for both staff and patients to enjoy. This is 
a very welcome initiative. 

MULTIDISCIPLINARY TEAM 
All sectors admit to William Fownes Ward. Patients 
attending the POLL service are admitted to Conolly 
Norman Ward downstairs. Each of the sector teams 
meets on a weekly basis on the unit, where all the 

patients are reviewed. Separate sector meetings are 
conducted. The meetings generally take place in the 
conference room at a regular time slot and the full 
team attend. All patient notes are reviewed and the 
outcome is documented in the case files. The care plan 
currently used on the unit is an adaptation of the Roper 
Logan Tierney model. This is reviewed separately at 
weekly intervals. Most consultant psychiatrists attend 
the unit daily. Patients generally attend the team 
meeting. The team nurse also represents the views of 
the patient at the team meeting. There is good access 
to the multidisciplinary team. The patients are familiar 
with their treating team. Nursing staff on the unit are 
assigned according to team and manage care plans 
for their own patients. Training is available in cardio-
pulmonary resuscitation, moving, manual handling, fire 
training and infection control. The Accreditation Board 
of St. James’s Hospital has recently accredited the unit. 
Audits are conducted on the unit. A recent audit is 
looking at documentation by all staff within 48 hours of 
an admission.

CARE PLAN
Informal multidisciplinary team care planning takes 
place. Each team member attends the team review 
meetings. The staff interviewed felt it would be a 
good idea to review the nursing care plan at the team 
meeting as it is not fed back to the rest of the team. 
Staff thought they might develop a shared care system 
of documentation of the care plan. Multidisciplinary 
team notes are in use in the case files. 

Patients on admission have the standard nursing 
and medical assessment. The nursing assessment is 
based on the Roper Logan Tierney model. Nursing 
staff use a risk screening document and there is also a 
standardised assessment of pressure areas. 

Multidisciplinary team involvement is documented in 
the shared multidisciplinary notes. The care plan is 
communicated with the patient at the team meeting 
by the consultant psychiatrist generally. The Irish 
Advocacy Service visits the unit once a week. There 
is a written policy. Families are frequently involved 
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in the team meetings, though there is no formal 
assessment of family need. There are admission and 
discharge policies. There are transfer policies in relation 
to transfer to a general unit but not internally. The pre-
discharge initiative has resulted in one of the long-stay 
patients from William Fownes Ward being moved off 
the unit on the day prior to inspection. 

ACCESS TO THERAPEUTIC PROGRAMMES
A therapeutic programme is devised based on the 
multidisciplinary team discussion and the nursing care 
plan. All patients in William Fownes Ward have open 
access to the ward programmes. Other patients have 
to be referred. Currently the psychologist runs a daily 
group on the unit which is a general discussion group. 
The occupational therapist runs four groups a week on 
the ward. Two of these are directed and there is also a 
relaxation and a pre-discharge group. There is a healing 
garden, which combines sculpture, art and a pleasant 
seating and reflective space. A group room on the ward 
has now replaced the old smoking room. There is a 
multifunction room available and a conference room. 

The rationale for the design of the programme is 
psycho-educational. Patients can be referred for skills 
training. The manager for the unit draws up the weekly 
programme and puts it on the notice board. Service 
users are involved in their care plan in deciding what 
interventions best suit their needs. Unfortunately 
the acute unit is on the first floor so patients have to 
be escorted out to the garden. It would have been 
preferable if the acute unit was actually located 
downstairs. 

Patients, if well enough, also attend the occupational 
therapy situated downstairs. A range of activities 
is provided there, including cooking, gardening, 
woodwork, pottery and IT. There is also a library. Yoga 
teachers and an art therapist also attend the unit. 
There is a community meeting as part of the weekly 
programme with minutes. The advocacy service also 
attend on a regular basis. The psychology department 
meet with the ward manager regarding the psychology 
programme. The psychologist keeps notes of the 

meetings and progress with individuals. Performance 
on the programme does not appear to be regularly 
recorded in the service users’ charts. The programme is 
reviewed weekly.

ECT
ECT is no longer administered in St. James’s Hospital. 
It has been contracted out to St. Patrick’s Hospital. 
A consent form and policy remain on the unit in St. 
James’s Hospital. The ECT suite has been converted into 
a meeting and group room. There is a detailed protocol 
available for assessment of patients and referral to St. 
Patrick’s Hospital for ECT, with pre-ECT checklists. 

SECLUSION
Seclusion is not used.

MECHANICAL RESTRAINT
Mechanical restraint is not used.

PHYSICAL RESTRAINT
All staff are trained in CPI techniques.

ENVIRONMENT
This is a first-floor unit with 26 beds. Maintenance 
appears to be satisfactory and there is good disabled 
access. It is bright, well ventilated and clean. 
Information boards and leaflets are prominently 
displayed. A group room is used as the visitors’ room. 
There are plans to create a visitors’ room off Beckett 
Ward and costings have been obtained for that. There 
is access to a garden downstairs when patients are 
well enough and can be escorted by nursing staff. 
On entry to the unit there is a nursing station with a 
reception area. There is no designated admission area. 
There are six single bedrooms, two six-bed wards and 
two four-bed wards. Two of the single rooms have en 
suite facilities. There are two bathrooms with toilet 
and bath. There is one shower room. There is also one 
shower room with a toilet and three individual toilets, 
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one male, one female and one wheelchair accessible. 
There is a separate dining area. 

One major issue for the unit and indeed the hospital 
as a whole, is the catering arrangement. Breakfast 
in the unit is served at 0830h, dinner is served at 
1140h and the evening meal is served at 1640h. 
There are numerous complaints from the residents 
about these meal times. Tea and coffee are available 
at other times. The other issue of concern for the 
patients is that they find purchasing sandwiches at 
the shop quite expensive. Given that many of these 
patients, particularly in the Beckett Ward, are here 
for long periods of time, these meal times appear to 
be ludicrous. This issue has also been brought up by 
the SUST group which is a mental health service users 
group that meets on monthly in St. Martha’s Day Centre 
in Kilmainham. This issue has been regularly raised. It 
does not appear to be in the patients’ interest. 

There are a number of rooms available for groups 
– the conference room, group room, TV room and the 
newly converted ECT treatment room. There is a nurses’ 
station, clinical room without a couch and staff room 
with storage facilities. The unit appeared to be lacking 
a comfortable lounge area. 

POSITIVE DEVELOPMENTS
 Groups being conducted on the unit for all service 
users 

 The development of the garden

RECOMMENDATIONS
1.  Meals should be served at normal times. It would 

be preferable if the main meal was served at the 
evening time. Since the inspection it has been 
reported that sandwiches would be available in the 
evening time to ensure that food is provided for 
patients after 1800h.

2.  Incorporate review of nursing care plan into the 
team reviews.

BECKETT WARD
Date of inspection:  21 June 2006 
Number of beds:  16 integrated

DESCRIPTION
This is a step-down or pre-discharge unit with 16 
integrated places. It is an open unit. There is one nurse 
on duty during the day and one at night, as well as 
access to the night staff in the POLL unit next door. 
There are no direct admissions to this unit apart from 
the occasional respite admission or crisis intervention. 
The patients here are usually transferred from William 
Fownes Ward. 

MULTIDISCIPLINARY TEAM
Each consultant psychiatrist holds a weekly 
multidisciplinary team meeting on the unit. The 
consultant psychiatrists who have patients in William 
Fownes Ward continue to manage their care while 
they are in Beckett Ward. Many of the patients here 
have been long stay. Two patients have been recently 
moved as part of the pre-discharge initiative and one 
is scheduled for community placement shortly. There is 
a half-time ward clerk from William Fownes Ward who 
provides some backup to this unit. The emphasis in this 
unit is on independence. The bedrooms are locked from 
1000h to 1200h and 1400h to 1600h each day and 
patients are encouraged to attend therapy, shopping 
and their own activities. Patients also have access to 
the occupational therapy and psychology programmes 
in the William Fownes Ward upstairs. There are nursing 
care plans which are reviewed at weekends. These are 
not fed into the team. Service users attend the team 
meeting and represent their own views. The unit has 
been audited as part of the hospital services.

CARE PLAN 
This is the same as William Fownes Ward. There are no 
specific policies on admission, transfer or discharge for 
this unit. The Jonathan Swift Clinic policies apply.
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ACCESS TO THERAPEUTIC PROGRAMMES
The assessment of need and delivery of programme 
is the same as that for William Fownes. Patients can 
attend occupational therapy by referral; yoga and art 
are also available. Patients go to Thomas Court and Eve 
Holdings. One patient here has been in the service for 
eight years. At the time of inspection, there was no 
community meeting as part of the weekly programme. 
There is an advocacy service.

ECT
ECT is no longer administered in St. James’s Hospital. 
It has been contracted out to St. Patrick’s Hospital. 
A consent form and policy remain on the unit in St. 
James’s Hospital. The ECT suite has been converted into 
a meeting and group room. There is a detailed protocol 
available for assessment of patients and referral to St. 
Patrick’s Hospital for ECT with pre-ECT checklists. 

MECHANICAL RESTRAINT
Mechanical restraint is not used in this ward. 

PHYSICAL RESTRAINT
Physical restraint is not used in this unit. 

ENVIRONMENT
The unit consists of two six-bed rooms and one four-
bed room and is located on the ground floor of the 
Jonathan Swift Clinic. Maintenance is satisfactory. and 
there is good access to the library, garden, occupational 
therapy and the day hospital. There is good disabled 
access, light and ventilation. The library and TV room 
alongside the unit are used as visitors’ areas. There is 
a meeting room which also can be used for visitors. 
There is a reception office inside the Jonathan Swift 
Clinic available to the unit as a whole. There is one 
male and one female toilet although there is access 
to three other toilets in the Occupational Therapy 
Department. There is one shower room and one 
bathroom. The dining area is adjacent to the ward. The 
same concerns about meal times apply. The activity 

and recreation area is adjacent to the occupational 
therapy area. This involves a reading room, the garden 
and the TV room. At the time of inspection, the TV 
room chairs had been sent for re-covering. The reading 
room needed upgrading. The nurses’ station is used 
for interviews. There is a store room/clinical room off 
the nurses’ station where medications are stored. A 
pharmacist has been appointed by St. James’s Hospital. 
Medications for the mental health service have to 
date been obtained from the pharmacist in St. Mary’s 
in the Phoenix Park. The clozaril supplies have been 
administered separately.

POSITIVE DEVELOPMENTS
 Multidisciplinary team meetings take place on the 
unit for each of the clients.

 Pre-discharge initiative is in progress.

RECOMMENDATIONS

1.  Incorporate review of nursing care plans in team 
reviews.

CONOLLY NORMAN WARD
Date of inspection:  21 June 2006 
Number of beds:  9 integrated

DESCRIPTION
This unit is located on the ground floor of the Jonathan 
Swift Clinic and is a nine-bed dedicated acute 
admission ward for the care of the older person. It is a 
locked unit.

MULTIDISCIPLINARY TEAM 
All the patients here are under the care of the 
POLL team. The team consists of a consultant 
psychiatrist, one NCHD, a clinical psychologist and a 
social worker. At the time of inspection there was a 
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vacant occupational therapist post. The day hospital 
occupational therapy staff assist and attend the 
multidisciplinary team meeting. There are two staff 
nurses and one CNM2 along with an attendant on duty 
during the day. At night there is a staff nurse and one 
attendant. The staff provide backup to the Beckett 
Ward if required. There is a full team meeting in the 
sitting room of the unit on Mondays, attended by all 
members of the team. Notes are made on all patients 
at the team meeting. In addition there is a review by 
the consultant psychiatrist and nursing staff on Fridays. 
Service users attend the team meeting and have good 
access to the multidisciplinary team. An in-patient 
satisfaction survey is currently being designed and a 
research proposal being developed for submission to 
the Ethics Committee.

CARE PLAN
This is as described in William Fownes Ward and 
Beckett Ward. In addition to a nursing care plan being 
conducted, based on the Roper Logan Tierney model, 
there is a risk-screening tool, there is a stratify fall risk 
scale completed and a Braidon Scale Pressure Sore 
assessment. A new separate assessment form has 
been designed for patients attending this department. 
Medical assessment is recorded separately. A mini 
mental state examination is performed, The Medicine 
for the Elderly (MedEl) registrar from the geriatric 
services also attends to the medical needs on this 
unit and is present at the multidisciplinary team 
meeting. The multidisciplinary team’s involvement is 
documented in the multidisciplinary team notes. 

There are regular family meetings and a separate 
family meeting record form that is completed. If needs 
are identified at the team meeting or at the family 
meeting, the social worker meets with the family to 
assess the needs. In the past the occupational therapist 
conducted groups on the unit in the sitting room. There 
is no clinical psychologist on the team. The team can 
access shared clinical psychology services by referral. 

ACCESS TO THERAPEUTIC PROGRAMMES
The Occupational Therapy Department is endeavouring 
to replace the occupational therapy service previously 
provided on the unit. An art therapist comes in, as does 
an aromatherapist. Staff do informal sessions on the 
unit with the patients. Four of the patients on the unit 
go to the Martha Whiteway Day Hospital on a daily 
basis. These were all approaching discharge. There is a 
team nurse system in place. The staff in the day service 
make notes in the patient charts. 

ECT
ECT is not administered on the unit. It is administered 
in St. Patrick’s Hospital. An ambulance and nurse attend 
with the patient with the case notes and files. The ECT 
register is kept in St. Patrick’s Hospital. There is written 
information available from the anaesthetist regarding 
ECT. St. Patrick’s Hospital has issued an ECT booklet that 
needs to be filled in for each patient and incorporates 
consent forms. 

SECLUSION
There is no seclusion on the unit. 

MECHANICAL RESTRAINT
This has not been used on this ward for quite some 
time. If it was to be used St. James’s Hospital guidelines 
would apply.

PHYSICAL RESTRAINT
Physical restraint is never used.

ENVIRONMENT
This is a very small unit consisting of three single 
rooms and one six-bed room. This is located in the 
corner of the ground floor. Access is through Beckett 
Ward. Maintenance is satisfactory and there is good 
disabled access. There is one female toilet and a male 
toilet. The male toilet area also contains the shower. 
There is a sluice room and one sitting room, which 



57BOOK 3 – HSE DUBLIN MID LEINSTERREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

is also used for the meetings. There is a dining room 
which is set up for meals at all times and again the 
unsatisfactory times of meals apply. There was no 
privacy except in the single rooms. There was no 
visitors’ area. There is good access to the garden, the 
occupational therapy department area and the library. 

RECOMMENDATIONS

1.  Fully staff the multidisciplinary team.

CRUMLIN/DRIMNAGH SECTOR 
TEAM (DUBLIN SOUTH CITY)

Date of inspection:  22 June 2006 
Population:  29,000

DESCRIPTION
The Crumlin/Drimnagh sector team services a 
population of 29,000. It has a mixed age profile and is 
located in a highly deprived area. The Drimnagh sector 
transferred over to this catchment two years ago with 
inadequate human resources. The service operates 
five days a week; at the weekends there is an on-call 
rota service. The team is unaware of budget allocation 
for the year. Business plans are not discussed at team 
level. The team shares a day hospital facility with three 
other teams. Acute beds are accessed in the Jonathan 
Swift Clinic, based on clinical need. Team members 
have offices based at various locations.

MULTIDISCIPLINARY TEAM COMPOSITION
A consultant psychiatrist leads the team. There are two 
NCHDs. There is a full-time basic grade social worker 
and full-time community mental health nurse. There 
is 0.5 whole-time-equivalent basic grade occupational 
therapist. The team is grossly under-resourced to meet 
the population needs. In the day hospital, which serves 
two additional teams, there is one CNM2, a staff nurse 
and vacant senior occupational therapist post. There is 

no clinical psychologist post in the team. The team has 
no dedicated administration/secretarial support.

REFERRAL PROCESS
There are two points of entry into the team, GP letter 
or A&E at St. James’s Hospital. All new patient referral 
letters are sent to the day hospital and screened 
initially by the CNM2. There is a weekly referral 
meeting, referrals are triaged into urgent, semi-urgent 
and routine. It was reported that a routine referral 
appointment has a waiting time of three months. There 
is one new patient clinic, two return clinics and a depot 
clinic weekly. Internal referrals to occupational therapy 
and clinical psychology have waiting times, as there 
are inadequate staffing levels. Referrals to psychology 
services are handled centrally, and are sent to the 1.5 
whole-time-equivalent clinical psychologists for the 
total service. It was reported that the waiting time for 
this service is considerable, currently at 18 months. The 
team reported that they have an active caseload of 
331 clients. There is limited information on the activity 
levels within the team.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
There are no multidisciplinary team care plans. Complex 
cases are discussed at a weekly team meeting. Each 
discipline holds its own notes, but there is an aspiration 
to move to a single file. The team also facilitates a 
weekly meeting in the acute admission unit.

TEAM FUNCTIONING
The team has two weekly meetings. They are held in 
the community and in the acute admission unit. No 
official minutes are kept.

SERVICE USER INVOLVEMENT
The social worker facilitates a monthly carers group. 
There is also a series of psycho-educational talks for 
families of people who are new patients to the service.
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DAY SERVICES
The team can refer people to a catchment-based day 
hospital. In the absence of a day centre and with 
human resources limited, the day hospital is aiming to 
meet a large volume of needs and does not function as 
an alternative to hospital admission. The team accesses 
vocational services locally through Eve Holdings. It also 
has links with the art project in the Irish Museum of 
Modern Art. Two group sessions are provided in the 
day hospital weekly for people with enduring mental 
illness.

POLICIES AND PROCEDURES
The team is guided by generic policies and procedures 
for the mental health service. There is no written 
operational policy.

TRAINING AND AUDIT/RESEARCH
The team is not currently facilitating any audit or 
research. Training opportunities are all at individual 
discipline level, as is clinical supervision and CPD 
activities. Staff can attend case conference presentation 
in the acute admission unit. The consultant psychiatrist 
is training in Dialectical Behaviour Therapy (DBT) group 
therapy. This approach will be available to the whole 
service from September 2006.

TEAM PLANNING
The team has had no formal time for discussion and 
service planning. The team struggles, due to lack of 
adequate staffing and any detailed plan for where 
the service is going. As a result this team is the 
highest user of in-patient acute beds. The situation is 
compounded by the lack of a rehabilitation team within 
the service.

RECOMMENDATIONS

1.  Human resource deficits within the team need to be 
addressed immediately.

2.  A written plan for the development of the sector be 
devised by the team in conjunction with the core 
management team.

3.  At service level there is a need for a rehabilitation 
team and home care team.

4.  The team should write an operational policy and 
record outcomes.

PSYCHIATRY OF LATER LIFE 
TEAM (DUBLIN SOUTH CITY)

Date of inspection:  22 June 2006 
Population:  20,000 approximately

DESCRIPTION
This is a psychiatry of later life team providing a service 
to approximately 20,000 people. The service operates 
Monday to Friday from 0900h to 1700h. The service 
contributes to an annual service plan and is allocated 
a part of a central budget. This report focuses on 
their community team. It is important to stress that 
funding for the service is from two different sources. 
It is currently funded through the community mental 
health system and also through the mental health 
side of the hospital system. The catchment is large 
and covers all of Area 3, which has three general 
adult community mental health teams. The buildings 
infrastructure available to the team is a day hospital 
which is currently in the grounds of St. Patrick’s 
Hospital and a nine-bed in-patient unit in St. James’s 
Hospital. The day hospital will soon be relocated 
from St. Patrick’s to St James but there is no clarity 
regarding this at the present time. It was reported that 
a number of industrial relations issues are delaying the 
process. Currently the communication between the 
two sites can be difficult and a number of policies and 
procedures are different pertaining to each service. 
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MULTIDISCIPLINARY TEAM COMPOSITION
There is currently one consultant psychiatrist. There 
is funding agreed for a new consultant psychiatrist 
funded through the hospital who will be based within 
the hospital. There are two NCHDs and one senior 
registrar. These posts cover the day hospital and the 
in-patient unit, along with outpatients and liaison. 
However it was reported there was no cover for annual 
leave or sickness. There is no dedicated psychologist to 
the team although there is access to a referral system. 
There is one social worker attached to the team who 
is a principal social worker with other responsibilities 
outside of the team which take up considerable time. 

There is an occupational therapist senior grade and 
there is a basic grade vacancy. It was reported that 
they have appointed an occupational therapy assistant 
for the summer months for two days a week. There 
are two community mental health nurses. Within the 
day hospital there is a CNM2 and a staff nurse working 
on job share. One half of this job share is currently 
vacant and has been for the last two and a half years 
and therefore the service has to rely on relief staff. 
There were two secretaries based in the day hospital. 
The service also has access to an Assistant Director of 
Nursing. 

It was reported that the social worker had to cease 
working on bereavement counselling due to the high 
demand on his time. It was recommended that a part-
time social worker be employed to share the clinical 
case load, which would leave the principal social 
worker to concentrate on a management role. 

REFERRAL PROCESS
The main source of referrals are GPs. The team also 
receive referrals from geriatricians, outpatient clinics, 
nursing homes and liaison. Referrals are triaged at 
the team meeting and are seen in outpatients by 
medical staff. The outcome is varied. The referral may 
be discharged back to primary care or referred to 
the day hospital, admitted to hospital or given CPN 
follow-up. Within the initial outpatient assessment it 
is common for family members to attend. There is no 

waiting list for appointments, which the service should 
be commended for. Referrals are usually seen within a 
week but usually between 24 hours and 36 hours. Each 
discipline attends the team meeting and will receive 
referrals at these meetings. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
Each individual discipline carries out its own initial 
assessment, which is coordinated through the team 
meeting. Nursing staff are using the Roper Logan 
Tierney based model. An initial care planning meeting 
is convened as soon as practicable and a key worker 
is identified. There is a strong emphasis on advocacy 
and carer involvement and there is assessment of 
family need. The care plan is clear and provides an 
educational role plus an awareness of illness and a 
strong emphasis on recovery. The care plan is both 
individual and group work based. The care plan states 
the roles and responsibilities of each discipline and 
the intended outcomes. There are identified goals 
with realistic timescales. The care plan contains a risk 
assessment and there is a detailed discharge plan. 
There is a single file of notes. The care plan is reviewed 
on a regular basis depending on need. 

TEAM FUNCTIONING
There is a meeting every week for clinical reviews, 
discussions and new patient presentation. The 
meetings are held on site and have a regular time 
slot. All disciplines attend. Any changes that occur are 
documented in the files and care plans are updated. 
There is a weekly referral meeting. The day hospital 
promotes an active treatment model and there is a 
meeting every morning to hand over all interventions. 
In the service there is also a monthly administrative 
meeting for all psychiatry of old age to assess and 
there is also a heads of discipline meeting every six 
weeks within St. James’s Hospital.
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SERVICE USER INVOLVEMENT
The service user attends the team meeting. Family 
members also attend to support the service user. 
Reviews are regular and the service user has access to 
all elements of the multidisciplinary team. The service 
user has knowledge of the treating team and their 
key worker. The treating team also undertakes exit 
meetings with the family and the service user at the 
end of a treatment package.

DAY SERVICES/COMMUNITY RESOURCES
The team has very strong positive links with a number 
of community agencies ranging from home help 
to meals on wheels, public health nurses and care 
agencies. There was a positive link with the Alzheimer’s 
Society. The day hospital is described as the hub of the 
service and there are also links with a number of day 
centres within the area. However it was reported that 
there is an imbalance of day centres within the sectors.

POLICIES AND PROCEDURES
There are referral policies, a policy for people who do 
not attend appointments, and a key working policy. 
There is an operational procedure document that 
outlines the team’s functioning.

TRAINING AND AUDIT/RESEARCH
The team undertakes a number of research projects 
within St. James’s. A number of audits have so been 
undertaken. Clinical supervision is available to team 
members although the senior staff reported that 
supervision is not available to them.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
It was reported that the team are trying to enhance the 
community service. They have requested another CPN, 
to increase consultant psychiatrist time and have an 
increase in social work time and a psychologist post.

RECOMMENDATIONS

1.  The move of the team headquarters and day 
hospital from St Patrick’s Hospital must be planned 
and effected in conjunction with the team.

2.  The team membership should be increased to meet 
the needs of the service users.

3.  The funding of the service should be reviewed 
to be more streamlined and consideration given 
to providing the structure that would support a 
devolved budget.

NAAS GENERAL HOSPITAL

LAKEVIEW UNIT
Date of inspection:  20 June 2006 
Number of beds:  29

DESCRIPTION
Lakeview unit is an acute psychiatric unit in Naas 
General Hospital. On the day of inspection, there were 
29 patients on the unit, 16 male and 13 female, and of 
these eight had Temporary status and 12 had Voluntary 
status. There was also one patient on leave, two 
patients in high support residences and one patient 
absent from the unit without leave. Six consultant 
psychiatrists provide psychiatric care and five sector 
teams and the Rehabilitation team admit patients to 
the unit. Six nurses staff the unit during the day and 
four at night. The unit is locked. 

MULTIDISCIPLINARY TEAM 
There are six multidisciplinary teams providing input 
into this unit, though most of these teams are not fully 
staffed. According to staff, five of the six teams have 
weekly team meetings on the unit. All members of 
the teams attend these meetings, as do the key nurses 
from the unit. The consultant psychiatrist or staff on the 
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unit can make referrals to other disciplines if deemed 
necessary. Staff reported that all disciplines write in 
the patients’ files but only evidence of medical and 
nursing entries were seen. The consultant psychiatrists 
and NCHDs visit the unit daily to review the patients. 
The main care of the patients is provided by the 
nursing staff on the unit. There is a key worker system 
of nursing in place and the key worker is allocated 
to patients according to sector. The key nurse is 
responsible for writing up the care plan, for attending 
the team meeting, for one-to-one meetings with the 
patient, for liaising with the family and for various 
other aspects of the patient’s care.

CARE PLAN 
There is no system of multidisciplinary care planning 
in place on this unit. With the exception of one sector 
team, which has a single patient file containing both 
medical and nursing notes, the other teams have 
two sets of files, one of which contains the nursing 
assessment, care plan and progress notes. Nursing 
assessments are carried out according to an eclectic 
model of nursing that focuses mainly on activities 
of daily living, and nursing care plans are then 
formulated. The care plans are evaluated regularly 
and progress notes are up to date. Nursing staff 
are currently piloting a care plan checklist on which 
individual goals can be ticked. This does not seem to 
be an adequate alternative to a considered formulation 
of goals in response to the patient’s individual needs. 
It was reported that the Functional Analysis of Care 
Environment (FACE) system of assessment and care 
planning is in use in two sectors but there was no 
evidence of this in the in-patient files. There are 
admission and discharge policies in place, but there is 
no policy on the transfer of patients to high support 
residences, a practice which has been frequently used 
to accommodate new admissions.

ACCESS TO THERAPEUTIC PROGRAMMES
The unit has an area on the first floor known as the 
therapy area. It is staffed on a full time Monday to 
Friday by a senior occupational therapist, a CNM1 

and a staff nurse. A drama therapist will be providing 
sessional input to the programme from September. 
The programme is designed on a weekly basis by 
the staff. Suggestions are sought from service users 
at the weekly community meeting each Monday and 
records of the suggestions are kept. The staff facilitate 
an open group programme that is largely psycho-
educational and leisure based. The core programme 
also accommodates external talks on GROW, smoking 
cessation, diet, nutrition and medication education. 
These talks occur every six weeks. There is no referral 
system and all groups are open. No formal assessment 
of service users is routinely completed. At the end of 
each day a handover sheet is completed and forwarded 
to the Assistant Director of Nursing. There is no direct 
recording of outcomes in the case notes by staff. It 
was reported that the senior occupational therapist if 
requested to do a specific assessment would document 
the outcome in the main notes. 

The programme aims to meet the needs of a mixed 
group. There are a number of service users who require 
a specific rehabilitation programme. One group a 
week is specifically for them. There is no follow-up 
in the community, as the rehabilitation team does 
not have an occupational therapist. None of the staff 
in the therapy area attend any team meetings. The 
area is about to research patient levels of satisfaction 
by questionnaire. There is no other audit or research 
currently ongoing. 

The therapy area is located on the first floor. It has a 
kitchen; self-care room, arts and crafts room, games 
room, two multipurpose rooms, a laundry room and 
snoezelen room. The area is open during the day and 
locked in the evenings. The roof garden has been 
opened since April 2006. Fencing has been erected and 
the area has been assessed as safe. A smoking shelter 
and seating are available. One section of the roof 
garden has been sectioned off. It was reported that 
staff are looking for funding for a sport finish area. The 
area has a weekly petty cash allowance.
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MECHANICAL RESTRAINT
No mechanical restraints are used on the unit.

PHYSICAL RESTRAINT
There has been a large turnover of staff on the unit 
and staff reported that many of them are not trained 
in physical restraint. Two of the senior nurses have 
recently completed the Broadmoor Special Hospital’s 
control and restraint instructors’ course. Programmes of 
training on management of violence and aggression, 
Breakaway techniques and control and restraint will 
shortly be rolled out to staff. 

ECT
The ECT suite is located on the first floor. There is a 
waiting area, recovery room and treatment room. 
There is a dedicated ECT nurse and named consultant 
psychiatrist. ECT is scheduled three times weekly. The 
ECT register was reviewed and in order. The paperwork, 
including fact sheet, consent form and pre-ECT and 
post-ECT checklists, was available for inspection. There 
are two policies, both dated April 2002, one for medical 
staff and one for nursing staff.

SECLUSION
The seclusion room is located in the ground floor. It 
is a self-contained area, with a shower and toilet en 
suite that can be locked when not in use. The internal 
temperature can be controlled and the patient has 
access to natural light. There is a soft finish on the 
walls and soft furnishings in the room. It was reported 
that patients are nursed in refractory clothing and that 
observation checks are completed every 15 minutes. 
There is no communication system and the patient 
must knock on the door to gain attention. There is a 
clock visible from the room. CCTV also monitors the 
seclusion room. The monitor is located in the nursing 
office.

SERVICE USER INVOLVEMENT
Staff reported that the service users are actively 
involved in their assessments and in the formulation 
of their care plans although some patients who were 
interviewed were not aware of having care plans. 
Some of the nursing care plans reviewed were signed 
by the patients. In the case of some sector teams, 
patients attend the team meeting and families or 
carers are also invited to meet with team members 
when this is appropriate. 

Discussions have taken place recently between senior 
management of the unit and the Irish Advocacy 
Network and it is hoped to introduce regular visits by 
an independent advocate within the next few weeks. 
A number of service users were interviewed during the 
inspection process. Some complained about the lack of 
a communication facility within the seclusion room. 

ENVIRONMENT
This is a 29-bed integrated acute unit split over two 
floors and located in Naas General Hospital. The upper 
floor is on the same level as the main hospital and 
visitors are asked to access the unit at this point. 
The unit is locked and can be accessed by swipe 
card or doorbell. During the normal working day 
the receptionist attends to the door. The upper level 
contains the therapy area, ECT suite, dining room, 
kitchen and recreational games area. The roof garden, 
which has been closed since the unit opened, is now 
partly accessible to service users during the day. A 
small area remains closed. Staff reported that there 
are plans to use this area for sports. They are awaiting 
funding to develop this area. The staff assigned to the 
therapy area have access to a kitchen, self-care room, 
arts and crafts room, games room, two multipurpose 
rooms, a laundry room and snoezelen room. There 
are a number of offices on this floor for use by 
nursing management and consultant psychiatrists. The 
bedrooms are located downstairs and are configured 
as two six-bed rooms, three four-bed rooms and four 
single rooms. There are adequate showers, toilets 
showers and bathing areas. There are a number of 
offices also in this area, a nursing office, nursing station 
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and interview room. The unit is bright and clean with 
ample storage. 

SERVICE USER INTERVIEWS 
A number of service users were interviewed during the 
inspection process. Some complained about the lack 
of a communication facility within the seclusion room. 
Service users interviewed were unaware of their care 
plan.

RECOMMENDATIONS

1.  The practice of transferring patients to high support 
residences to accommodate new admissions should 
cease immediately. 

2.  A system of multidisciplinary care planning should 
be introduced as soon as possible.

3.  The seclusion policy should be reviewed and 
updated and policies and procedures on the 
prescribing and recording of seclusion should be 
adhered to.

4.  Install a communication facility in the seclusion 
room.

5.  Staff in therapy area to write protocols for each 
group.

6.  Staff in therapy area to record interventions and 
outcomes in clinical notes.

7.  Increase staffing levels and skill mix on rehabilitation 
team to reflect a full multidisciplinary team.

MIDWEST KILDARE CMHT
Date of inspection:  20 June 2006 
Number of beds:  50,000 approximately

DESCRIPTION
This team serves a mixed urban/rural population of 
50,000 approximately. There is a high concentration of 
social deprivation and an increasing population base. 
All new over-65 service users are also seen, as there 
is no psychiatry of later life team. The team is based 
in Kildare town and operates mainly as a five-day 
service. In addition to a sector headquarters, the team 
has a day hospital and a day centre two mornings 
a week. Outpatient clinics are facilitated in rented 
accommodation in Newbridge and Kildare town. The 
standard of this accommodation is unacceptable to 
the team. The team draws up a yearly business plan 
and prioritises a number of key resources/needs. It is 
submitted to the catchment business plan. The budget 
is held centrally.

MULTIDISCIPLINARY TEAM COMPOSITION
A consultant psychiatrist leads the team. The team 
members are 0.8 whole-time-equivalent principal 
clinical psychologist, a full-time basic grade social 
worker, an Assistant Director of Nursing and 
four community mental health nurses graded as 
clinical nurse specialists. The team has a Grade 3 
administration officer. A CNM2, staff nurse and one 
household staff member staff the day hospital. There 
is no occupational therapy post on the team. Given 
the population served, the staffing levels need to be 
doubled in line with national policy.

REFERRAL PROCESS
All referrals are through a GP or through A&E. The GP 
sends a letter. All new referrals are triaged by the 
consultant psychiatrist. Urgent referrals are assessed 
within days and routine referrals are seen within three 
to four weeks. The team has an active caseload of 700 
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service users. All new referrals are discussed at the 
weekly team meetings.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
There is no formal multidisciplinary team care plan. 
Each new patient is discussed and individual disciplines 
complete individual assessments as required. It was 
reported that the community mental health nurses 
are looking at introducing Functional Analysis of Care 
Environment (FACE) assessment. Interventions are 
recorded in the case notes. Some disciplines are also 
holding individual case notes. The team is currently 
discussing the best method for its purposes. Complex 
cases have assigned key workers and all information 
is given as feedback at the regular meetings. It was 
reported that there is considerable input from families 
and carers. The team is also looking at providing a 
carers group in conjunction with Schizophrenia Ireland.

TEAM FUNCTIONING
The team meets twice weekly on Monday and 
Fridays. There is a set agenda for each meeting. At the 
Friday meeting service users who require weekend 
intervention are discussed. A member of nursing staff 
is available in the day hospital on Sundays.

DAY SERVICES
The day hospital is located in Kildare town alongside 
the sector headquarters. It can accommodate ten 
people daily. They are reviewed on a regular weekly 
basis. Eve Holdings provides vocational services 
and clubhouse option within the area. There are a 
number of closed group initiatives being facilitated by 
team members. These include cognitive behavioural 
therapy intervention for depression and anxiety and 
a dialectical behaviour therapy group. The latter will 
commence later in the year.

POLICIES AND PROCEDURES
The team is guided by the catchment-wide policies and 
procedures. They do not have a written operational 
policy.

TRAINING AND AUDIT/RESEARCH
Each individual discipline has different standards for 
Continuing Professional Development (CPD) and clinical 
supervision. The group initiatives described earlier are 
to be written up. Activity levels are recorded. There is 
no formal audit currently in place.

TEAM DISCUSSION
The team has set aside time to prepare and discuss 
service priority areas and these have been submitted 
to the management team. There is a formal meeting 
between the sector management and catchment 
team every three months. The team facilitates student 
education and has discussed the Mental Health 
Commission discussion papers internally. The challenges 
facing the team include under-resourcing of such a 
large sector population, lack of basic IT infrastructure, 
lack of occupational therapy staff and unacceptable 
outpatient accommodation.

RECOMMENDATIONS

1.  The sector needs to be staffed to meet the 
population needs, including the appointment of a 
senior occupational therapist..

2.  Immediate provision of ICT infrastructure in the 
sector headquarters.

3.  Suitable premises for OPD clinics be sourced and 
funded.

4.  The appointment of full rehabilitation team for the 
service.

5.  The appointment of full POLL team for the service.
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REHABILITATION TEAM 
(KILDARE/WEST WICKLOW)

Date of inspection:  20 June 2006 
Number of beds:  180,000 approximately

DESCRIPTION
This is a rehabilitation mental health team that 
operates Monday to Friday from 0900h to 1700h. The 
team serves a predominantly urban population of 
upwards of 180,000. It was formed during the past 
six months but, as yet, there is no business plan or 
operational plan. The team is also understaffed at 
present. The budget for the service is held by central 
administration. This team has no physical resources 
except for a consultant psychiatrist’s office in the acute 
unit in Naas. 

MULTIDISCIPLINARY TEAM COMPOSITION
The rehabilitation team comprises one consultant 
psychiatrist, who is part-time and also clinical director 
for the mental health service, a full-time clinical nurse 
specialist and a part-time Assistant Director of Nursing. 
A senior clinical psychologist and a senior occupational 
therapist, who are employed full-time elsewhere, 
attend team meetings on a consultative basis. 
Administration is provided by a Grade 4 administrator. It 
is hoped to employ a social worker and an occupational 
therapist and to establish a specialist senior registrar 
post in rehabilitation during the coming months. 

REFERRAL PROCESS
A draft referral policy is in place for the rehabilitation 
service. All referrals must be made through the 
multidisciplinary teams and on a completed 
rehabilitation referral form. The criteria for referral 
include severe and enduring mental illness, a two-year 
psychiatric history and at least one admission to an 
acute unit. The current caseload of the team includes 
two 24-hour staffed community residences, Bramble 
Lodge and Larine House, a medium support community 

residence, Clonree house, and several long-stay 
patients in the acute unit in Naas. Residents of the low 
support residences in the catchment area remain the 
responsibility of the community sector teams. The team 
meets on a weekly basis to discuss new referrals and 
existing cases. Decisions regarding individual clients are 
noted in the files.

REHABILITATION MULTIDISCIPLINARY 
TEAM CARE PLANNING
The team expresses a commitment to the principle 
of recovery and rehabilitation for people with severe 
and enduring mental illness. They plan to introduce 
the Functional Analysis of Care Environment (FACE) 
assessment process throughout the community 
residences and the acute unit and have already 
assessed 11 people in the staffed community 
residences and four in the acute unit using this method. 
They hope to introduce a multidisciplinary care plan 
for each person following these assessments and, 
subsequently, to develop individual programmes and 
discharge planning when appropriate. So far the team 
has held a number of case conferences to which the 
service user and carer/relatives are invited with a view 
to formulating a recovery plan.

TEAM FUNCTIONING
The team meets on Mondays to discuss new referrals 
and team business and they meet in the community 
residences on Tuesdays and Thursdays to review 
residents and to hold case conferences.

PARTICIPATION OF SERVICE USERS/
CARERS
The service users are fully involved in the FACE 
assessments, which may involve a number of 
interviews. They are also involved in the case 
conferences. One of the aims of the new team is to 
involve the carers and relatives as much as possible 
and to provide ongoing family support. Some of 
the team have met with representatives of the 
Irish Advocacy Network with a view to establishing 
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an independent advocacy service that could be 
accessed by participants in the recovery/rehabilitation 
programme.

DAY SERVICES/COMMUNITY RESOURCES
As yet, the rehabilitation team has no premises or day 
programmes but there are some plans to open a day 
centre in the near future. Plans are also in place to run 
psycho-education groups in Celbridge and to hold a 
monthly family support group. Some of the team have 
had discussions with Kildare Co. Council and a voluntary 
housing association regarding the provision of suitable 
accommodation options for service users.

POLICIES AND PROCEDURES
There is no operational policy for the team. A draft 
referral policy has been prepared. The team has 
committed itself to the process of clinical audit and has 
recently completed a clinical audit of referrals to the 
community residences.

TRAINING AND AUDIT/RESEARCH
The clinical nurse specialist has been trained in the use 
of the FACE assessment process. There has been no 
team training as yet due to the fact that the team is 
newly established and understaffed. The team reported 
that training is available to each of the team members 
individually and through their own disciplines. The 
team reported that clinical supervision is provided 
within each of their disciplines.

RECOMMENDATIONS

1.  The rehabilitation team needs to be fully staffed. 

2.  The team needs to be fully resourced in terms of 
physical resources.

3.  An operational plan and business plan needs to be 
formulated.

4.  A system of integrated care and treatment planning 
should be introduced as soon as possible.
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CHAPTER 3

Dublin/Wicklow
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ST. VINCENT’S HOSPITAL

ELM MOUNT UNIT, UPSTAIRS
Date of inspection:  26 June 2006 
Number of beds:  26 integrated (including 6 POLL)

DESCRIPTION
Elm Mount is a two-storey open unit located in St. 
Vincent’s Hospital, Elm Park. There are 26 beds upstairs 
and 18 downstairs. Patients are generally admitted 
upstairs before progressing downstairs. Patients 
admitted for clozaril stabilisation or for the liaison 
services tend to be admitted downstairs. Patients from 
all sectors are admitted to the service. The beds for 
psychiatry of later life have recently opened in a wing 
of the upstairs unit. There are two seclusion rooms 
in the unit but these have not been operationalised 
due to resourcing issues. Patients deemed to require 
a higher level of security are moved to St. John of God 
Hospital. 

MULTIDISCIPLINARY TEAM 
Each of the sectors has a multidisciplinary team. Each 
of the multidisciplinary teams meets weekly. The 
meetings are generally convened in the consultant 
psychiatrists’ offices. The full team attends the 
meetings and the outcomes are documented in the 
file. The care plan is updated and reviewed at the 
team meeting. In addition there is a weekly meeting 
for the service on Wednesdays at which all referrals 
and issues are discussed. No minutes are kept for this 
meeting. Service users attend the team meetings 
and their views are represented. The psychologists, 
social workers and occupational therapists attend the 
multidisciplinary team meetings and patients have 
access to these disciplines by referral. 

There are triplicate referral forms as part of the 
integrated care pathway. Patients are familiar with their 
treating team and their key worker. Staff are receiving 
training in integrated care planning and teamwork, 

and in a range of training including leadership 
and empowering organisations, legal studies and 
management of medical emergencies. Regular audits 
have been conducted, including an audit of ECT and of 
the risk management forms.

The teams do not have addiction counsellors. Service 
users with addiction difficulties are managed separately 
in the Baggot Street service. Medical input to the 
Baggot Street service has discontinued. The nursing 
staff there report to the Central Mental Hospital and are 
funded by the HSE. There is no joint case conference.

CARE PLAN 
Integrated care pathways have been introduced since 
last year’s inspection along with multidisciplinary notes. 
The integrated care and treatment planning starts on 
admission. The admission is jointly conducted by the 
medical and nursing staff. A standardised ‘medical 
assessment of patient’ form and nursing assessment 
is used. This incorporates a risk assessment profile 
and management brief. This is discussed at the first 
multidisciplinary team meeting and a multidisciplinary 
problem/goal record is completed. A treatment care 
plan is drawn up in collaboration with the patient 
which identifies goals and interventions and is signed 
by the patient and a copy given to the patient. This 
system has only recently been introduced so all 
aspects have not yet been incorporated. There is an 
occupational therapy department form and a clinical 
psychology referral form. A primary nurse is assigned 
by sector. 

The service user is very much involved in the care plan 
process. The service user’s carer or advocate may be 
involved in the care plan meeting. There are only two 
social workers in the service and there is an informal 
assessment of family or carer needs. There are plans to 
roll out the integrated care and treatment plan to the 
community. There is a key worker system in place in 
the day centres. The Irish Advocacy Network currently 
look after in-patients. The mechanism for ensuring that 
service users make an informed decision regarding 
their care and treatment involves the use of the care 

DUBLIN/WICKLOW
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plan, the advocacy services, the complaint procedures 
and the key worker system. 

The care plan specifies the role and discipline of each 
member of the team and the care and treatment 
to be provided. Goals are identified and timescales 
are set. The care plan does have a risk assessment 
module. There are plans to include a discharge plan 
but this has not yet been implemented. The care plan 
is documented separately but kept in the case file. The 
care plan is reviewed weekly. There are policies for the 
service on admission, transfer and discharge. 

ACCESS TO THERAPEUTIC PROGRAMMES
The therapeutic programme is based on the care 
plan for each client. There is a quiet room available 
on the unit. When patients are well enough they 
can go downstairs to the occupational therapy 
department. The occupational therapist designs the 
weekly programme. There is a timetable posted 
on each unit. There are two occupational therapy 
posts full time in the service. In addition there is 
individual work conducted by the social worker. The 
psychologist, social worker and occupational therapist 
run regular programmes downstairs. A pilot cognitive 
behavioural therapy group has been conducted. There 
is art therapy, and there is also a specialised eating 
disorder programme. Some of the patients attend 
the day hospital in Carew House. This also houses the 
psychiatry of later life team, the day hospital and the 
old age service.

A programme is agreed between the nurse and 
doctor for each client. The daily programme includes 
20 minutes with the key worker each day. Patients 
attending the occupational therapy department must 
be well enough to be in day clothes. An advocacy 
component is planned for the programme. Outcomes 
are recorded as part of the clinical review. 

ECT
There is an ECT suite in the service and an ECT 
consultant psychiatrist and ECT nurse. There is a 
register, consent form and written information, all of 
which were in order. There is a suite with a waiting 
room, treatment room and recovery area all of which 
were satisfactory. A clozaril clinic is also conducted 
in this suite which is attended by a NCHD as well as 
the ECT/Clozaril nurse. Pre-ECT assessment forms, 
the record of ECT form and post-ECT assessment were 
reviewed and were satisfactory. There was a discharge 
form for patients attending as outpatients for ECT.

SECLUSION
There are two seclusion rooms upstairs in Elm Mount 
which have never been used as the funding has not 
been available. A small number of patients have been 
sent to St. John of God Hospital as their security needs 
exceeded the capacity of the unit.

MECHANICAL RESTRAINT
At present there is no policy on the use of mechanical 
restraint as the guidelines are being awaited from the 
Mental Health Commission. When visiting the services 
of psychiatry of later life the Inspectorate was informed 
that there are currently no cot sides or any form of 
mechanical restraint in use. However if they were to be 
used it would be written up in the nursing notes and 
medically prescribed, the family would be informed 
and the reason given.

PHYSICAL RESTRAINT
All staff have been trained in crisis prevention 
intervention. A number of the staff are approved 
trainers who have trained in crisis prevention 
intervention and they run regular refresher courses. 
There is an incident occurrence sheet. The hospital also 
conducts the management of aggression and violence 
days. 
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ENVIRONMENT
This is a new purpose-built unit. It is open all day and 
locked at 2000h. There are 26 beds upstairs, including 
six beds of psychiatry of later life. The psychiatry of 
later life beds are enclosed in a separate section of 
the unit. There are two single rooms and two double 
rooms. The single rooms and one of the double rooms 
has en suite facilities. One of the double rooms can 
be seen directly from the nursing station. There is 
a separate day room and dining room. There is full 
disabled access, a Parker bath and accessible shower. 
There is a small seating area in the corridor which is 
often used by relatives. There is a clinical room and a 
nurses’ station. 

The remainder of the ward with the other 20 beds 
consists of two three-bed rooms which have en suite 
facilities, two four-bed rooms which have en suite 
facilities and six single rooms. It is clean and bright and 
pleasant. There is a dining room and a library-cum-
visitor room and a day room which leads outside. This 
outside area is used for smoking at set times which is 
determined by the hospital smoking policy. No smoking 
is permitted on the unit and an active smoking 
cessation programme is followed. There are consultant 
psychiatrist offices and an ECT suite near the entrance 
to the unit.

POSITIVE DEVELOPMENTS
 Introduction of multidisciplinary care and treatment 
plans

RECOMMENDATIONS

1.  Therapeutic programmes should be delivered on the 
upstairs unit.

ELM MOUNT UNIT, LOWER
Date of inspection:  26 June 2006 
Number of beds:  21 integrated

DESCRIPTION
This acute unit is located over two floors. Elm Mount 
lower floor is a 21-bed area. It is currently operational 
for 15 beds, with six beds closed. On the day of 
inspection there were ten female patients and four 
male patients. One patient was of Temporary status 
under the Mental Treatment Act 1945. The ward is 
open and is staffed daily by a CNM2 and four staff 
nurses. At night there are three nursing staff on duty. 
There are three sector teams with admitting rights. 
In addition there are two consultant psychiatrist-led 
services for eating disorders and pre/post natal. There 
are three dedicated beds for patients with eating 
disorders. It is planned to have mother and baby 
facilities again for three patients. The acute unit opened 
in March of 2005.

CARE PLAN
The service commenced an integrated care pathway 
system two weeks prior to the inspection. On the day 
of the inspection, some of the notes were still in the 
old format. All new admissions are admitted using a 
multidisciplinary team care pathway. The paperwork 
consists of a front sheet with personal details, medical 
assessment, nursing assessment (Peplau), risk profile, 
multidisciplinary team problem record, treatment 
and care plan, multidisciplinary team daily record, 
multidisciplinary team care plan weekly reviews and 
discharge summary sheet. Patients who have been 
assessed by clinical psychology and occupational 
therapy also have assessment sheets in the note set. 

It was reported that the patient receives a copy of 
the care plan. This is a positive initiative and is still in 
its infancy. The project will require ongoing audit and 
evaluation to ensure documentation standards are 
achieved. 
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The note sets reviewed on the day were in order. 
There was clear evidence of ongoing review and 
evaluation. There was evidence of regular assessment 
by the dietician to patients with an eating disorder. The 
nursing staff operate a key nurse system. Patients are 
aware of their key nurse from the information board. 
There are weekly team meetings on the ward. There 
are direct planned referrals to the ward for patients 
with an eating disorder. There are admission and 
discharge policies; both are for review in April 2007. 
There is a transfer to closed unit policy dated August 
2004 and due for review in August 2006.

ACCESS TO THERAPEUTIC PROGRAMMES
There are two distinct and separate programmes. 
This is based on historical practice. There are two 
senior occupational therapists based in the unit. One 
is employed by the HSE, the other by St. Vincent’s 
Hospital. Each attends the team meeting on the unit of 
the relevant consultant psychiatrists to their contract. 
The programme runs five days a week, Monday 
to Friday. Each individual is referred and an initial 
assessment completed. 

There is a general psycho-educational and task based 
programme which all can attend. The occupational 
therapists also have individual sessions with patients to 
set goals and review performance. All the programmes 
take place in the lower floor and patients must be 
well enough to attend. There are no ward-based 
interventions. Patients can input into the programme 
content each Monday. 

Both therapists write into the combined 
multidisciplinary team note set. There is no formal 
scale to measure satisfaction with service provision or 
delivery. A clinical psychologist and senior occupational 
therapist are currently setting up a six-week psycho-
educational group programme. The programme is 
aimed at young adults who meet the inclusion criteria. 
The group will be run on the ward and people will 
attend from the community. The group is currently 
seeking ethical approval and appropriate assessments 
are being screened for usefulness.

A CNM2, a part-time staff nurse and a social worker 
deliver the other programme. There is also input 
from an art therapist. This was historically known as 
the day hospital. This programme provides open and 
closed groups. Referrals are accepted from nursing 
and medical staff. The programme has a particular 
focus on patients with an eating disorder. It was 
reported that there are currently 30 patients on the 
books. Outpatients and in-patients attend the group 
programme and individual therapy sessions. The staff 
attend a multidisciplinary team meeting on Tuesdays 
and write into the appropriate notes. Patients from the 
sector teams are welcome to attend the open groups 
however staff do not attend these multidisciplinary 
team meetings.

ECT
ECT is provided on site. There is a named consultant 
psychiatrist and nurses with responsibility for this 
treatment. There is a comprehensive and detailed 
policy and procedure on ECT. There is a consent form 
for ECT and another for the anaesthetic. It is due for 
review in June 2007. One patient was in receipt of ECT 
on the ward on the day of the inspection. The file was 
reviewed and was in order. 

SECLUSION
There are no seclusion facilities on the ward.

MECHANICAL RESTRAINT
There are no methods of mechanical restraint 
employed on the ward.

PHYSICAL RESTRAINT
It was reported that all staff are trained in crisis 
prevention intervention techniques. The register of 
training is held centrally by nursing management.
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ENVIRONMENT
The ward is located in a large general hospital. It is on 
the lower ground floor and is accessible by lift. It has 
21-bed capacity. It is currently operating 16 beds. The 
ward is opened just over a year and is clean and bright. 
The bedroom areas are configured as two five-bed 
areas, one three-bed area, and two two-bed areas and 
four single rooms. There are two consulting rooms, two 
clinical rooms, a nursing office and station and a nurse 
managers’ office. There is one main lounge room, and 
a quiet room. The latter is multipurpose and can be 
used by visitors. 

There is no enclosed garden space. Patients must 
access smoking areas on the first floor. Patients in 
bedclothes are escorted to a small area outside a fire 
door. It is the policy of the hospital that all smoking is 
in designated areas only. 

There is no high observation area on the ward. 
Patients requiring closer observation are nursed in the 
bedrooms nearest the nursing station.

RECOMMENDATIONS

1.  The new multidisciplinary team care pathway 
should be audited and evaluated to ensure its full 
implementation.

2.  There should be a review of both therapeutic 
programmes with a view to providing a streamlined 
intervention for all patients.

3.  The practice of outpatients accessing group 
programmes in an acute in-patient facility needs 
to be reviewed and community based alternatives 
considered.

4.  There should be appropriate occupational therapy 
line management structure in place for mental 
health services.

VERGEMOUNT HOSPITAL

LE BRUN HOUSE (UNIT D) AND 
WHITETHORN HOUSE (UNIT E)

Date of inspection:  27 June 
Number of beds:  26 integrated on each unit

DESCRIPTION
Le Brun House and Whitethorn House are integrated 
units. They are located in the grounds of Clonskeagh 
Hospital. They provide care primarily to patients of the 
psychiatry of later life team. Le Brun House (Unit D) is 
under the care of the psychiatry of later life team. In 
Whitethorn House (Unit E), 15 of the beds are under 
the care of a different continuing care team. They are 
both locked units.

These two units are purpose-built single-storey facilities 
consisting mainly of four-bedroom dormitories with a 
small number of single rooms that are allocated based 
on the care needs of each patient at the time. The 
layout and design of the units provide easy access to 
safe enclosed gardens. 

MULTIDISCIPLINARY TEAM
All the patients in Unit D and half of the patients in 
Unit E are under the care of the psychiatry of later life 
team. The remaining beds are under the management 
of the consultant psychiatrist with responsibility for 
supervised community residences and she has a 
separate team. The psychiatry of later life team consists 
of two consultant psychiatrists, a clinical psychologist 
and a social worker. There is no occupational therapist 
currently for the in-patient group. The psychologist and 
social worker are available to patients in these units by 
referral. They do not routinely attend. There are three 
groups of named nurses on each unit acting as primary 
nurse for their patient group. There is a GP service, 
with a doctor visiting every day for two hours and on 
call service after 1700h. A physiotherapist attends two 
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or three times a week. In addition, there is a clinical 
nurse specialist specialising in the role of therapeutic 
intervention providing a service to both these units and 
Coiscéim which is a similar unit in the community.

TEAM FUNCTIONING
There is a consultant psychiatrist ward round each week 
on both of the units. All the patients are reviewed 
at these meetings and notes are kept in a meeting 
record book and also in the case files. These meetings 
take place in the nurses’ office. They are attended 
by the CNM2 and the Assistant Director of Nursing 
for the psychiatry of later life team. The therapeutic 
intervention clinical nurse specialist also attends 
along with the NCHD and the consultant psychiatrist. 
In addition, the NCHD attends on a second occasion 
and reviews all the patients. There is a separate team 
meeting book in which the consultant psychiatrist often 
writes. 

Patients, if able, may attend the team meeting 
although sometimes they are reviewed directly 
afterwards at the bedside or on the unit. Their views 
are represented at the team meeting by the CNM2. 
There are twice-weekly reviews conducted on each 
service user. Patients are reviewed frequently by the 
GP. The six-monthly review remains the responsibility 
of the NCHD. These are not always done on a six-
monthly basis. Most have been done in the last year. 
Access to the multidisciplinary team is by referral. 

Patients who generate concerns for the team may be 
discussed at the team meeting which is attended by 
all disciplines conducted in Carew House. In addition 
there are regular meetings with the family. A relatives 
group has been established which meets every two 
months. There is regular training available and staff are 
facilitated in attending this. Many of the staff are doing 
detailed training in the area of dementia. Individual 
members of staff are conducting their own research 
and an evaluation of the relatives group is planned.

CARE PLAN 
Patients would be discussed at the team meeting in 
Carew House if multidisciplinary team needs were 
identified. There is no formal multidisciplinary team 
care planning at present. The care plan is based on the 
nursing care dependency assessment tool which staff 
find effective and useful and is regularly reviewed and 
updated. It is based on three modules; psychological/
spiritual, physical and safety dimensions. There are a 
number of areas in each domain and four categories or 
ratings for each of these. A care plan is based on this. 

A therapy nurse attends the team meetings. As part of 
the nursing care plan there are detailed nursing care 
dependency assessments. There is also a Maelor Score, 
which is a pressure sore risk assessment chart. There is 
a medical assessment incorporating mini mental state 
examination. The clinical nurse specialist in treatment 
interventions conducts an activity programme 
assessment and intervention record and also conducts 
pool activity outcome measures. The multidisciplinary 
team is involved by referral and this is documented 
in the medical case files. The carer or advocate is 
not currently formally involved in care planning but 
increasing efforts have been made to involve them. 
The multidisciplinary team meet to review service users 
at the day centre. 

There is a policy on admission to these units. There 
are policies on transfer to a general hospital. A small 
number of patients in each of these units has restraint, 
generally in the form of a belt. This is prescribed by the 
consultant psychiatrist and a record of this kept. It is 
also signed by a member of the family and the nurse 
in charge of the unit. A couple of patients also have cot 
sides but this is not formally documented or prescribed.  

ACCESS TO THERAPEUTIC PROGRAMMES

Patients fill in a hobby and interests form with their 
family. A set care plan is developed based on their 
interests and retained skills and focussing on social 
interaction. The therapeutic rationale of the design of 
the programme tends to be on sensory stimulation and 
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a developmental model for dementia care. Activation 
levels are recorded on a regular basis. The programme 
consists of individual and group activities. 

The clinical nurse specialist who is identified to design 
the programme and to deliver it is based in both 
units and also in Coiscéim and attends the clinical 
review meetings. There is a monthly evaluation of 
the programme. There is a strong emphasis on social 
needs and integration and the ten steps to help the 
ageing. An audit of the service revealed that patients 
wanted more spiritual or religious input and this has 
been addressed. There was also a request for more 
outings and these are occurring on a monthly basis. 
Scrap books are kept to record these outings. Due to 
the nature of the client group there is no community 
meeting as part of the programme however there is a 
residents’ committee in Coiscéim which meets three or 
four times a year; minutes are taken at the meetings. 
A regular relatives’ forum has been established. The 
advocate service does not appear to visit these units. 

Regular and ongoing reviews of goals and performance 
on the programme are recorded in the service users’ 
charts and kept with the clinical notes. A daily record 
is kept. Audit and research into this service is planned. 
Some of the staff here have been trained in dementia 
care mapping and are conducting pilots on this area.

ECT
There is no ECT used in this service. Patients are 
referred to Elm Mount when ECT is prescribed. 

SECLUSION
There is no seclusion in use in this service.

MECHANICAL RESTRAINT
There is a record kept of mechanical restraint. 
Mechanical restraint in the form of a belt is used 
generally at the request of certain families. This is 
prescribed by the consultant psychiatrist and signed by 
the family and nurse prior to initiation and a record is 

kept. The length of time is not specified. Alternatives 
are also looked at. Cot sides are used at the discretion 
of the nursing staff. This whole area is under review 
currently.

PHYSICAL RESTRAINT
Physical restraint is not used in these units.

ENVIRONMENT
The general layout is the same in both units. They 
consist of a square around a central garden which has 
been upgraded and is a pleasant facility for patients. 
In Unit E there is a colour coded orientation board 
with each of the passageways colour coded, with 
an administration side, dormitory side, sleeping area 
and dining and recreation wing. The units consist of a 
combination of single rooms and four-bed rooms. 

The level of physical dependency is greater in Unit 
D. Currently there are air mattresses on a number of 
the hospital beds. The staff feel that “profile beds” 
would be better. The majority of rooms contain a 
wash-hand basin. Bedrooms are generally kept 
locked. Maintenance is provided on site and staff were 
satisfied with the access to it. The cleaning system has 
been recently upgraded with new equipment being 
purchased and new materials in use. Unit D was the 
next unit scheduled for refurbishment. In general the 
units were clean with information boards displayed. In 
Unit E there is the laundry with a laundry staff member 
employed who attends to patients’ individual laundry 
for both units. 

On entry to the units, there is a reception or visitors’ 
area near to the nursing office. There is a large day 
room-cum-activity room which would appear to be 
quite cramped if all patients were present at the one 
time. In both units there is a seating area in one of the 
corridors used as a sun room or to meet with visitors. 
In Unit E there is an outdoor smoking area. There are 
toilet facilities in each corner of the unit. There is one 
bathroom and one shower and a separate dining 
room. The activity recreation area contained a TV, hi-fi, 
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video, games and art materials. In Unit E this room also 
contained a pool table. There is one day room/lounge 
with fish tanks and attempts made to make it more 
pleasant although there was an institutional feel about 
the place. There was a clinical room in each unit with 
an examination couch. The defibrillator is kept in Unit E. 
There were staff areas and storage areas. 

POSITIVE DEVELOPMENTS
 Therapy interventions nurse

 Introduction of regular relative group meetings.

RECOMMENDATIONS

LE BRUN HOUSE (UNIT D) 
1.  Full multidisciplinary care planning should be 

introduced.

2.  There should be full multidisciplinary input to the 
units.

3.  The occupational service to the unit should be 
developed.

4.  Written policy on the use of mechanical means of 
bodily restraint must be developed.

WHITETHORN HOUSE (UNIT E)
1.  Full multidisciplinary care planning should be 

introduced.

2.  There should be full multidisciplinary input to the 
units.

3.  The occupational service to the unit should be 
developed.

4.  Written policy on the use of mechanical means of 
bodily restraint must be developed.

COISCÉIM
Date of inspection:  22 November 2006 
Number of beds:  28 integrated (3 respite)

DESCRIPTION
Coisceim is a 28-bed integrated unit located on the 
grounds of the HSE administrative building in Dún 
Laoghaire. It was opened in 1991 and is under the 
clinical direction of the psychiatry of later life team 
for this catchment area. It is not an approved centre. 
The unit provides continuing care and respite care to a 
group of patients with mixed needs, a small number 
of whom require full nursing care. The unit is locked. 
On the day of the inspection there were six male and 
eighteen female patients, and two respite patients. The 
patients are all aged sixty-five years and over. The unit 
is staffed daily by a CNM2, a CNM, three staff nurses 
and two care staff. At night there are two nursing 
staff and one care staff on duty. On a daily basis there 
is one cleaner, a kitchen worker and a person with 
responsibility for laundry on duty. The unit is self-
staffing. 

MULTIDISCIPLINARY TEAM
The psychiatry of later life team within the catchment 
has admitting rights to the unit. The core team hold a 
weekly clinical meeting each Friday. This is attended 
by the consultant psychiatrist; Assistant Director of 
Nursing, clinical psychologist and unit-based nursing 
staff. It was reported that the social worker attends 
monthly or as required. All patients are reviewed 
weekly. In addition there is a rota for formal psychiatric 
and medical reviews. The patients attend the meeting 
and notes are completed. In addition to the core 
community team there are regular interventions from 
a physiotherapist (three times weekly), chiropodist 
(monthly), dietician (monthly) and GP (daily). The staff 
can refer patients to the speech and language therapist 
in community care as required. 

Training for care staff is delivered within disciplines. 
This formally occurs yearly over a two-week block 
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for nursing staff. Staff can apply to attend individual 
conferences. Informal updates on medication best 
practice are discussed at the team meeting. Nurse 
students are facilitated on clinical placement on the 
unit. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING
There is a defined written admission policy and respite 
policy and procedure in place. From admission each 
patient has separate nursing and medical notes. A 
nursing care dependency assessment is completed 
on admission and reviewed at least monthly. Nursing 
staff completes twice daily progress notes. There is a 
primary nurse system in place. 

The nursing notes reviewed on the day of the 
inspection were in order. The medical notes reviewed 
on the day showed evidence of regular psychiatric and 
medical reviews. The note sheets did not however 
contain a space for the patient’s name and identifier. 
A set of notes for a patient admitted to respite care 
was reviewed. The faxed copy of in-patient notes 
were loosely left in a single folder; the file had not 
been completed. The medical examination by the GP 
had been completed, but was on a loose sheet, with 
no patient name or identifier present. There were no 
entries from the clinical psychologist or social worker 
in the notes reviewed. The notes did contain reports 
from the nurse with responsibility for the activation 
programme.

THERAPEUTIC PROGRAMMES
There is an activation programme twice weekly 
(Wednesday and Friday), facilitated by a nurse. It 
is an open group programme that includes Sonas, 
reminiscence therapy, snoezelen, and relaxation 
and music. There are two dedicated rooms, a small 
snoezelen room and a larger multipurpose room. The 
dining room is used if required. Outside of the set 
activation programme the patients watch TV, DVDs and 
play bingo. The nurse maintains notes in the main file 
and attends the weekly team meeting. 

A community meeting is held every 6 to 8 weeks and 
minutes are recorded. The Irish Advocacy Network 
does not visit the unit. All residents have access to 
religious services on the unit and in a nearby oratory. 
Church of Ireland clergy also visit. One patient attends 
a day centre off site. Feedback on performance is oral 
between nursing staff.

ECT
All patients who require ECT are admitted to the acute 
admissions unit in St. Vincent’s Hospital. 

SECLUSION
There is no seclusion room and seclusion is not used in 
this unit.

MECHANICAL RESTRAINT
It was reported that there is no form of mechanical 
restraint in use on the unit. 

PHYSICAL RESTRAINT
It was reported that physical restraint is not used. All 
staff have had a two-day course in crisis prevention 
intervention (CPI). All incidents are reported on a 
common incident reporting form and forwarded to 
nursing management. 

ENVIRONMENT
Coiscéim is a stand-alone unit with three levels. 
The building was a former convent and chapel and 
has been modified to meet its current use. The 
environment is very poor. Prior to the inspection, the 
windows had just been replaced and it was reported 
that the unit is due for painting in the coming weeks. 
This is critical as the building is very dark; there is paint 
peeling and evidence of cobwebs and dirt on the walls 
and ceilings. Some of the furniture and fittings are old 
and unsuitable for an elderly population. 
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The lay-out of the accommodation is over three levels. 
On the ground floor there is a central dining room with 
four rooms off it. There is a ramped access to a small 
kitchen food is prepared off site and transported daily 
to Coiscéim. The other rooms are a snoezelen room, 
an internal smoking room with no extractor fan and a 
sitting room. The middle floor level was designed as an 
assessment area. It does not have this function; access 
to this floor is by stairs only. All the patients sleeping 
on this level must be mobile and are generally more 
independent in activities of daily living. The carpet on 
this level is badly stained and frayed. 

There are fourteen single bedrooms and six double 
rooms throughout the building. Some patients have 
commodes in their rooms at night. The toilet areas had 
been upgraded. There are three level-access showers 
and two standard baths. In some of the bathrooms 
there are no extractor fans and only a standard bath 
in use. There is a pleasant enclosed garden space with 
potted plants, garden furniture and grassed areas. It 
was reported that it is used during the summer. 

There were a number of transit wheel chairs 
throughout the building. It was noted that some had 
no foot-rests. It was reported that the maintenance 
contract is with the Irish Wheelchair Association. A 
ramped access is planned to the front door. There is 
an internal lift, which provides access to the second 
floor only. There is a stair lift between the middle floor 
and the second floor. On the day of the inspection it 
was not working. The corridors and bathrooms are 
narrow. It is difficult to envisage how this building will 
be adapted to meet the changing needs of the current 
population as they become more frail and immobile. 

RECOMMENDATIONS

1.  The very immediate need to clean, and paint 
the building is progressed immediately and that 
any ongoing maintenance work is put in place. 
Outstanding maintenance work on the stair, lift and 
ramp is completed 

2.  The documentation standards are improved in the 
medical file to ensure that notes cannot be misfiled 
or left loose. An audit system should be put in place.

3.  A formal on-site in-service training programme 
should be put in place and should include care staff.

SECTOR 2 CMHT (DUBLIN 
SOUTH EAST)

Date of inspection:  29 June 2006 
Population:  34,000

DESCRIPTION
The Sector 2 team serves a large urban population 
of 34,000 across a small geographical area. It is a 
general adult team, but in the absence of a specialist 
rehabilitation team it also serves that function. The 
core team operates five days a week, though one of 
the day centres operates 1000h to 1900h seven days a 
week. The team has access to a catchment day hospital 
and two day centres. There is no sector headquarters; 
the different disciplines have varying office locations. 
The outpatient clinics are based in Baggot Street and 
Ringsend Health Centre. The team does not formally 
write a team business plan. The budget allocation is at 
catchment area level.

MULTIDISCIPLINARY TEAM COMPOSITION
A consultant psychiatrist leads the team. The core 
team members who are full time to the team are 
one NCHD and two community mental health nurses 
at clinical nurse specialist grade and there is access 
to an Assistant Director of Nursing. The basic grade 
occupational therapist is based in the day hospital. 
The service’s social worker practitioner also covers 
another sector. The clinical psychology service is being 
reorganised to facilitate team-based membership. 
Currently this sector team has sessions from a senior 
and basic grade clinical psychologist. Clerical support 
is provided at various points in the service and is 
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not team based. The clinical director has 0.5 clinical 
input into the sector. This is under review as part of 
the re-organisation of sector sizes. A locum senior 
occupational therapist who is based in the acute unit 
at St. Vincent’s Hospital attends the in-patient team 
meeting. 

REFERRAL PROCESS
The main point of referral is from the GP to Baggot 
Street Clinic. Referrals are also received from A&E at 
St. Vincent’s Hospital. GPs can refer directly to the 
day hospital programme and to clinical psychology. 
In clinical psychology, GP referrals account for 10 per 
cent of the caseload and there is a move towards 
providing a full-time service to mental health service. 
A new appointment for an outpatient medical clinic is 
currently six weeks. Urgent referrals are assessed based 
on clinical need. Referrals internally are sent to the day 
hospital, social work and clinical psychology. Clinical 
psychology currently has a waiting list of six months. 
It was reported that there is no waiting list for the day 
hospital.

CARE PLAN
There is a multidisciplinary team care plan in operation 
in the acute in-patient unit. There is a separate 
outpatient chart. Each discipline holds its own clinical 
notes. Summaries and reports are filed in the chart 
as required. The community mental health nurses 
maintain individual case files. In the day hospital 
there is a generic assessment, followed by bi-monthly 
reviews. Patients are informed orally of care plans.

TEAM FUNCTIONING
The team has two separate meetings. There is a 
weekly in-patient meeting in the hospital. Outpatients 
who have recently been discharged or who require 
input are also discussed. There is a weekly day hospital 
meeting. The in-patient case files are updated by the 
NCHD. Following review, the key worker updates the 
day hospital files.

SERVICE USER INVOLVEMENT
Service users are reviewed at set intervals depending 
on which part of the service they are attending. The 
family therapist in the day hospital facilitates a monthly 
relations/family education group. Links are being 
developed with Irish Advocacy Network, Schizophrenia 
Ireland and GROW. A representative from Irish Advocacy 
Network was a member of the multidisciplinary team 
care planning group for the in-patient unit.

DAY SERVICES
The catchment has one day hospital and two day 
centres. All 3.5 sector teams refer to these facilities. 
The day hospital is a treatment-only facility, with 
service users attending by appointment for individual 
and group programmes. The day hospital is self-
staffing with a core staff with a wide skill mix. There 
are two day centres, one of which operates on a pilot 
basis as a seven-day service. It is staffed by a CNM2, 
care assistant and security person. The team and day 
services refer people on to mainstream community 
facilities. There is access to a vocational officer and a 
range of vocational services within and outside the 
immediate catchment.

POLICIES AND PROCEDURES
The team does not have an operation policy. It is 
guided by the policies and procedure for the catchment 
service.

TRAINING AND AUDIT/RESEARCH
There are various small projects ongoing within the 
team. The clinical psychologist administrates pre- and 
post-assessment measures with every service user. 
The medical staff have completed an audit of ECT 
practice. The day hospital staff are analysing data from 
a client satisfaction questionnaire. There are plans to 
commence a psycho-educational group programme to 
be facilitated by clinical psychologist and occupational 
therapist. This project is currently awaiting ethical 
approval. 
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Clinical supervision varies between the various 
disciplines. Clinical psychology has both internal and 
external supervision. The day hospital staff have 
external group supervision every three weeks. Social 
work receives line management supervision. Nursing 
staff receive no formal clinical supervision. Social work 
and occupational therapy do not have appropriate line 
management structures in place. The team can access 
in-service programmes and case conferences in St. 
Vincent’s Hospital.

TEAM PLANNING
The team does not have protected time for service 
planning and discussion. There has been a period of 
change for the catchment with the opening of the new 
in-patient unit in 2005. There are now discussions to 
reconfigure the size of the sector teams in line with the 
national policy A Vision for Change.

RECOMMENDATIONS 

1.  The team need to write an operational policy and 
define itself as a team, outlining the roles and 
responsibilities of various team members.

PSYCHIATRY OF LATER LIFE 
TEAM (DUBLIN SOUTH EAST)

Date of inspection:  29 June 2006 
Population:  33,416

DESCRIPTION
This team serves a population over 65 years of 33,416 
(census 2002). The geographical area extends from 
Dublin City to South County Dublin. The area also 
contains three acute hospitals, all of which provide 
geriatric medical care. The core team is operational 
over five days and has access to six acute in-patient 
beds in the Elm Mount Unit at St. Vincent’s Hospital 
and four publicly contracted beds in St. John of God 

Hospital. The team has admitting rights to long stay 
beds on the campus of Vergemount Hospital and in 
Coiscéim. The budget is jointly managed by the HSE 
and St. Vincent’s Hospital at catchment level . The team 
has one day hospital based in St. Vincent’s Hospital in 
Carew House.

MULTIDISCIPLINARY TEAM COMPOSITION
The service is led by two consultant psychiatrists and 
includes three NCHDs, one senior registrar, one basic 
grade clinical psychologist and one senior occupational 
therapist. There are six-community mental health nurse 
at clinical nurse specialist grades. Other full-time team 
members are an Assistant Director of Nursing and three 
whole-time-equivalent secretaries. There is reduced 
input from a principal clinical psychologist (four days) 
and senior social worker (three days). The day hospital 
is staffed by a CNM2 and staff nurse. The senior 
occupational therapist provides sessional input into 
the programme. A number of staff hold HSE contracts 
and other St. Vincent Hospital contracts. The team is 
entirely inadequate to meet the current demands of 
the population serviced.

REFERRAL PROCESS
The main sources of referrals to the team are from GPs 
and from the liaison service. A consultant psychiatrist 
screens all new referrals. Domiciliary assessments 
are completed by medical staff. Urgent referrals are 
prioritised and seen within days. A routine referrals 
system has a current waiting time of one month. 
Referrals to other members of the team also have 
waiting times. It was reported that there is a waiting 
time of one month for clinical psychology. There is a 
longer waiting time for occupational therapy due to 
inadequate staffing levels. The waiting list is managed 
and priority given to those at risk in the community. 
The community mental health nurses have very 
considerable caseloads.
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CARE PLAN
All the case files are held in Carew Hose. This is also 
the team sector headquarters, so each discipline has 
access to the notes. There is a single case file divided 
by sections for each discipline. Clinical psychology 
continue to hold individual therapy notes. A monthly 
update is placed in the file and a discharge summary. 
The in-patient unit in Elm Mount has just commenced 
an integrated care and treatment plan.

TEAM FUNCTIONING
There is a weekly multidisciplinary team meeting held 
in Carew House. It was reported by the team that there 
is very good communication within the team. Minutes 
are kept of actions following team meetings. There are 
also regular ward rounds at both in-patient facilities.

SERVICE USER INVOLVEMENT
All service users are orally informed of their care and 
treatments plans and are aware of the various team 
members. There is considerable input from team 
members, both formally and informally, to education of 
relatives and carers. The clinical psychologist completes 
individual therapy with relatives and carers. The team 
has facilitated an education programme to nursing 
homes addressing some common concerns and issues 
that they experience. This has been very successful and 
is being re-run in the autumn. Informally all members 
of the team, especially the community psychiatric 
nurses and day hospital staff, provide face-to-face and 
telephone support to users and relatives. The social 
worker has developed a package on entitlements for 
relatives.

DAY SERVICES/COMMUNITY RESOURCES
The team has one day hospital but this is entirely 
inadequate for the population. The day hospital is used 
for assessment, treatment and in order to facilitate 
discharge from hospital. Patients attend the day 
hospital by taxi. There is a large gap in the area for a 
day centre that meets the needs of the client group. 
The number of geriatric day centres is low, often with 

waiting lists for admission, and the service is aware 
that the needs of psychiatric patients are not met 
there. In an effort to provide for this unmet need, the 
occupational therapist and day hospital nurse have 
developed an active rehabilitation programme for 
those with enduring mental illness. It was reported 
that this programme has had very positive effects on 
readmission rates and quality of life for the individuals 
attending.

POLICIES AND PROCEDURES
It was reported that the team is governed by policies 
and procedures for the wider mental health services. 
They have additional policies and procedures specific 
to their team, however they are not located together. 
There is no written operational policy document.

TRAINING AND AUDIT/RESEARCH
The team has received an award for its nursing home 
education programme. The healthy ageing programme 
and the active rehabilitation group outcomes are 
being audited and submitted to relevant journals 
for publication. Clinical supervision and Continuing 
Professional Development (CPD) is encouraged within 
disciplines. The nursing staff do not have formal clinical 
supervision, it is developed at peer level and within the 
team.

TEAM DISCUSSION/PLANNING
The team has initiated a one-day team planning 
session. It was reported that it was very successful and 
allowed for a structured process to reflect on practice. 
This is to be an annual event. The team can access 
grand rounds within St. Vincent’s Hospital. There is a 
monthly in-service programme jointly facilitated by 
psychiatry and medicine for the elderly. All disciplines 
support and facilitate student undergraduate and 
postgraduate training.
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KEY CHALLENGES
The staffing of the current team is inadequate to meet 
outpatient, in-patient, day hospital and long term 
care ward demands. The service has a high referral 
rate and all staff have very large busy caseloads. 
The day services in the area are insufficient to meet 
need and this is putting an additional strain on the 
team. In particular the lack of additional occupational 
therapy staff has direct implications with the current 
post attempting to meet day hospital and community 
needs. There is no occupational therapy input into the 
long-term care wards.

RECOMMENDATIONS 

1.  The provision of additional team members and 
physical resources to meet the current needs of this 
population.

2.  The development of occupational therapy service to 
the long-stay wards.

3.  The development of a written operation for the 
team.

NEWCASTLE HOSPITAL

GLENCREE UNIT
Date of inspection:  27 June 2006 
Number of beds:  30 integrated

DESCRIPTION
Glencree Unit is the acute admissions unit for the 
catchment area. It is an open, ground-floor unit that 
has 30 admission beds. On the day of inspection 
there were 21 patients, 12 male and 9 female. Two 
patients had Temporary status and 19 had Voluntary 
status. Three sector teams admit patients to the unit, 
which is staffed by six nurses during the day and 2.5 

whole-time-equivalent nurses at night. There are two 
household staff on duty by day.

MULTIDISCIPLINARY TEAM 
Three consultant-led teams provide a service to the 
unit. There are NCHDs and community nurses attached 
to each team. There is one social worker and 1.5 
whole-time-equivalent clinical psychologists, but no 
occupational therapist. Each team holds a weekly 
meeting on the unit and patients are reviewed 
daily. The consultant psychiatrist makes referrals to 
other disciplines. There are two sets of files kept on 
each patient. Doctors, social workers and clinical 
psychologists record their interventions in the same 
file. Nursing entries are recorded separately.

CARE PLAN 
There is no system of integrated care and treatment 
planning in place. Following the assessments of the 
admitting doctor and nurse, a nursing care plan is 
formulated in accordance with an eclectic model of 
nursing that focuses on physical, psychiatric and social 
needs, and goals and objectives are set. A named 
nurse has contact with the patient on a daily basis 
and care plans are reviewed weekly, or more often 
if necessary. The patient is asked to sign the care 
plan. Many of the patients are already known to the 
community teams and social workers and community 
nurses are asked to follow up if there are family 
needs. There are policies on admission and discharge, 
which date from 2004, and a new policy on transfers 
to hostels was formulated this year. Patients are 
occasionally transferred to Avonmore Unit.

ACCESS TO THERAPEUTIC PROGRAMMES
There is no therapeutic programme based on individual 
needs assessment on the unit and there is no 
occupational therapy input. Relaxation groups are run 
on the unit twice weekly. Up to half of the patients 
on the unit attend the KEC centre, which is staffed by 
two nurses and is located on the hospital campus. This 
centre provides a range of activities to approximately 
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46 people daily. Many of the attendees are outpatients 
and the remainder come from Glencree Unit, the high 
support hostel and lower support hostels. Activities 
include art, relaxation, computers, sewing and knitting, 
exercise, contract work and some discussion groups. 
A TV lounge is also available. Centre staff carry out 
ongoing assessments on individual attendees and 
give verbal feedback at sector team meetings on the 
participation of patients from the acute unit. 

ECT
There is an ECT suite, which comprises a preparation 
room, an ECT room doubling as a clinical room, and a 
recovery room with three beds. There is an ECT policy 
in place and the ECT register, nursing procedure and 
checklist, consent forms and an information booklet for 
patients were all available. There is a designated ECT 
consultant. The CNM3 is the dedicated ECT nurse and 
this role is delegated to other staff in his absence. The 
anaesthetist is provided by Loughlinstown Hospital. 

SECLUSION
There is a seclusion room, which is regularly used. The 
room was clean and had a mural painted on the wall. 
It was well lit and ventilated. The surface of the walls 
and floor was hard. There is no access to a toilet and 
a bottle or commode is often placed in the room. It 
was reported that refractory clothing is always used 
although the seclusion procedure manual states that 
use of refractory clothing is discretionary and governed 
by the needs of the patient. There is no communication 
facility for patients but the door has an observation 
panel and there is CCTV. There is a seclusion register 
and an observation checklist. 

Episodes of seclusion are not always countersigned 
by the consultant. The length of time in seclusion and 
the termination times were not always specified and, 
in the case of one patient, seclusion was prescribed 
for 24 hours whereas the patient was in seclusion 
for approximately 36 hours. It was not clear that 
alternatives to seclusion were considered in advance 

and seclusion was not always used in accordance with 
the seclusion policy.

MECHANICAL RESTRAINT
Cot sides are used occasionally for elderly patients and 
there is no policy governing this use.

PHYSICAL RESTRAINT
The staff are all trained in CPI techniques. There is a 
training policy and a training register is kept by nurse 
management. There is a recording system for adverse 
incidents. 

ENVIRONMENT
Glencree unit was one section of a single storey unit 
in the grounds of Newcastle Hospital. There was no 
reception area on the unit but the unit had a ward 
clerk. Staff reported that there were 37 beds but that 
a maximum of 30 patients are admitted. Maintenance 
was provided by the maintenance department based 
on the campus. All the fire equipment was checked 
twice yearly. There was a health and safety policy in 
operation. There was disabled access to all of the unit 
with the exception of some of the toilets. 

The unit was recently painted and there were new 
curtains in the lounge. The decor was of a high 
standard. There were lots of pictures and prints on 
the walls which had been provided by the Friends of 
Newcastle hospital. There was plenty of light in the 
unit and the colours of the walls had been changed 
to maximise the light. The unit was very clean. There 
were information boards with information on rights and 
services. 

There was no visitors’ area on the unit but visitors 
sometimes used a visitors’ centre in an adjoining unit. 
There was open access to the grounds of the hospital. 
There were sufficient toilets, showers and a bathroom 
with a Parker bath. The bathroom, shower and toilet 
areas had been recently tiled. The dining area was 
nicely decorated and had sufficient space for one 
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sitting. New furniture had been provided for the group 
room and the lounge, which had recently been divided 
in two to provide a quiet space where patients could 
sit and chat or entertain visitors. There was a smoking 
room off the lounge area and this was poorly furnished 
and was often locked. 

There was one interview room and one room, that was 
used for the clozaril clinic. Staff had access to a locker 
area, a shower and two toilets. There were several 
storage areas. Bedroom accommodation comprised 
three six-bed rooms, three five-bed rooms, a three-bed 
room and a single room. There was a seclusion room 
and an ECT suite.

SERVICE USER INTERVIEWS 
A number of patients were interviewed. All expressed 
satisfaction with the quality of nursing care on the unit 
and the frequency of doctor review. Complaints were 
expressed about the lack of exercise facilities on the 
unit, queuing for medication, lunch and showers, the 
locking of the smoking room and the absence of locks 
on patients’ lockers. There is no community meeting 
but it was reported that an independent advocate visits 
the unit weekly.

RECOMMENDATIONS

1.  A system of multidisciplinary care planning should 
be put in place.

2.  An individual needs based therapeutic programme 
should be established.

3.  Multidisciplinary teams should be fully staffed.

4.  A high observation area needs to be established on 
the unit.

5.  The use of seclusion needs to be reviewed.

AVONMORE UNIT
Date of inspection:  27 June 2006 
Number of beds:  30 integrated

DESCRIPTION
Avonmore Unit is described as providing long stay 
continuing care for 30 residents. On the day of 
inspection, there were 29 patients, 15 female and 
14 female, ranging in age from 48 to 83 years, most 
of whom are in the high dependency category. Two 
patients had Temporary status, 25 had Voluntary status 
and there were two Wards of Court. The unit is locked 
for safety reasons. The unit is staffed by four nursing 
staff and two care assistants during the day and by 2.5 
whole-time-equivalent nurses at night. There are two 
household staff on duty by day. Administration support 
is provided by a ward clerk shared with Glencree Unit. 
There are three consultant psychiatrists who admit 
patients to the unit.

MULTIDISCIPLINARY TEAM 
There is no psychiatry of later life team in the 
catchment area but there are three consultant-led 
teams that provide a service to the unit. There are 
NCHDs and community nurses attached to each team. 
There are two social workers and 1.5 whole-time-
equivalent clinical psychologists, but no occupational 
therapist. Each team holds a weekly meeting on the 
unit, which are attended by nursing staff from the unit. 
Administration support is provided by an administrator 
shared with Glencree Unit. The consultant psychiatrist 
makes referrals to other disciplines. There are two sets 
of files kept on each patient. Doctors, social workers 
and clinical psychologists record their interventions in 
the same file. Nursing entries are recorded separately.

CARE PLAN 
There is no system of integrated care and treatment 
planning in place. A treatment plan is formulated by 
the consultant psychiatrist or NCHD. A nursing care plan 
is completed in accordance with an eclectic model of 
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nursing that focuses on physical, psychiatric and social 
needs, and goals and objectives are set. There is no 
named nurse or primary nurse system. Care plans are 
updated on each shift or in response to events. All 
patients have six-monthly physical and mental state 
reviews and a list of these reviews is kept each year. 
The policies on admission, discharge and transfer are 
generic to the service. It was reported that patients are 
occasionally transferred to Glencree Unit on a short-
term basis and vice versa. Many of the patients have 
frequent family visits and meetings are held between 
the family and treating doctor regarding the patients’ 
needs. Services are also provided by a chiropodist, a 
dietician and a physiotherapist.

ACCESS TO THERAPEUTIC PROGRAMMES
There is no formal therapeutic programme on the 
unit but a range of therapeutic activities are provided 
by nursing staff. Staff engage in reminiscence work 
with patients using music and videos. A Sonas group 
is conducted on a regular basis. There is a snoezelen 
room on the unit and this is used by many of the 
patients. Staff take several of the patients for walks 
and accompany them to the unit garden, which is 
beautifully kept. Approximately three of the patients 
attend the KEC centre on the campus for social contact. 
Mass and blessing of the sick are held on the unit on 
a monthly basis and the local Church of Ireland rector 
also provides a service. 

ECT
There is no ECT on the unit.

SECLUSION
There is no seclusion room on the unit and no one is 
secluded.

MECHANICAL RESTRAINT
Buxton chairs and cot sides are in use on the unit. 
A basic risk assessment is carried out and there 
are guidelines for the use of cot sides but a more 
comprehensive policy is required. 

PHYSICAL RESTRAINT
The staff are all trained in CPI techniques. There is a 
training policy and a training register is kept by nurse 
management. There is a recording system for adverse 
incidents. 

ENVIRONMENT
Avonmore unit is one section of a single-storey unit 
in the grounds of Newcastle hospital. The unit was 
locked. There was no reception area on the unit. The 
unit had 30 beds. Maintenance was provided by the 
maintenance department based on the campus. All the 
fire equipment was checked twice yearly and there 
was a health and safety policy in operation. There was 
disabled access to the entire unit. 

The unit was recently painted and some new curtains 
and new furniture had been provided in the lounge, 
which had been partitioned since the last inspection. 
The decor of the unit was of a high standard. Pictures 
and prints on the walls had been provided by the 
Friends of Newcastle Hospital. There was plenty of light 
and ventilation in the unit, which was very clean. There 
were information boards with information on rights and 
services and booklets for patients and carers. 

There was a visitors’ area off the unit, which doubled 
as a meeting room for the multidisciplinary teams. The 
clinical room was also off the unit. Access to a specially 
designed and well maintained unit garden was always 
supervised. There were sufficient toilets, showers 
and two Parker baths were available. The dining area 
was nicely decorated and had sufficient space for 
one sitting. There was a conservatory area off the 
lounge. There was a smoking room, which was well 
ventilated. There were several storage areas. Bedroom 
accommodation comprised five-bed and six-bed rooms 



85BOOK 3 – HSE DUBLIN MID LEINSTERREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

and two single rooms. The bedrooms afforded as much 
privacy as possible. Each of the bed areas had curtains 
around them and each patient had their own wardrobe 
space. There was a snoezelen within the unit. The 
nurses’ station was situated centrally within the unit 
and was confidential and had adequate space for report 
writing. It was accessible and had a telephone system 
but no IT. 

RECOMMENDATIONS

1.  A multidisciplinary psychiatry of later life team 
should be established.

2.  A system of integrated care and treatment planning 
should be put in place.

3.  An individual needs based therapeutic programme 
should be established.

4.  A comprehensive policy should be put in place 
regarding the use of Buxton chairs and cot sides.

5.  There should be no temporary transfers to Glencree 
unit.

NORTH EAST WICKLOW CMHT
Date of inspection:  26 June 2006 
Population:  32,000

DESCRIPTION
This team serves a population of 32,000 people. It 
has a large geographical area and a mix of social 
deprivation. The service has no speciality teams so the 
general adult team has responsibility for rehabilitation 
and psychiatry of later life. The team has access to 
acute in-patient beds in Newcastle Hospital. It has 
a day hospital, day centre and sector headquarters 
located in Bray. It has 50 community residential 
placements between hostels with 24-hour nursing staff 
supervision and low support hostels. There is an active 

caseload of 200 to 300 cases. The team does not have 
a budget allocation.

MULTIDISCIPLINARY TEAM COMPOSITION
A consultant psychiatrist leads the team. The team 
members are a team leader, social worker, senior 
clinical psychologist, and an Assistant Director of 
Nursing, one community mental health nurse, one 
NCHD and one Grade III clerical staff. A CNM2, three 
staff nurses and two catering people staff the day 
hospital. Six nurses, three domestic staff and two hostel 
supervisors staff the community residences. There is 
access to an addiction counsellor. There are inadequate 
human resources to meet the need of the population. 
There is no occupational therapy service in the team or 
to the service as a whole. The team lead social worker 
has an additional supervisory role to social worker 
in Area 2. The consultant psychiatrist is also clinical 
director for the service.

REFERRAL PROCESS
Referrals are primarily from GPs, A&E, and self-referrals 
to Newcastle Hospital, or from nursing homes. The 
referrals are triaged by the medical team. It was 
reported that urgent referrals are seen within 12 
hours in the day hospital. Out-of-hours urgent referrals 
are seen in Newcastle Hospital. Non-urgent referrals 
receive a new patient appointment within three 
weeks. Individual discipline referrals to social work and 
clinical psychology are completed at the clinical team 
meetings.

CARE PLAN
There is a single case file, which is divided into sections 
for each individual discipline to record. Individual 
disciplines also hold their own case notes. The care 
plan is related orally to the service user. There is no 
formal documented multidisciplinary team care plan in 
the chart.
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TEAM FUNCTIONING
There is a weekly team meeting chaired by the social 
work team leader. The meetings are held in Bray and 
have a set agenda. The NCHD updates the clinical file 
following the meeting. There is also a weekly ward 
round in Newcastle Hospital.

SERVICE USER INVOLVEMENT
The service user is informed of their care plan verbally. 
The service has facilitated a group by Schizophrenia 
Ireland titled “Finding Your Way”. The social worker and 
nursing staff co-facilitate a group for families of those 
who present for the first time to the service.

DAY SERVICES
The team has a day hospital and day centre located 
on the edge of Bray town. They are staffed by nursing 
staff and co-exist. It was reported that the day hospital 
has 20 places and the day centre 60 places. The team 
has established links with vocational agencies, Eve 
Holdings, FÁS, and the National Learning Network. The 
service is accessible by public transport.

POLICIES AND PROCEDURES
The team is guided by the service-wide policies and 
procedures. There is no operational policy document for 
the team.

TRAINING AND AUDIT/RESEARCH
It was reported that various individual disciplines 
are involved in pieces of audit and research. These 
range from monitoring standards for documenting 
nursing care plans to medical data collections. Clinical 
supervision is provided formally to the NCHD. The team 
leader social worker has no line management structure. 
It was reported that nursing staff have informal peer 
support. There is a weekly case conference for all 
teams to attend.

TEAM PLANNING
Team discussion and planning can form part of the 
clinical team meeting. There is also informal discussion. 
There are plans in the immediate future to appoint 
an additional team and realign the sector boundaries. 
Consideration will then be given to the provision of 
specialist teams to meet the unmet need for psychiatry 
of later life and rehabilitation.

RECOMMENDATIONS

1.  Appropriate human resources should be appointed 
to the team including occupational therapy.

2.  An individualised multidisciplinary team care and 
treatment plan that is copied to the service user 
should be developed.

3.  The team should develop a written operational 
policy and write an annual report.

4.  Fully resourced specialist teams in rehabilitation and 
psychiatry of later life should be provided for the 
service.

CLUAIN MHUIRE SERVICE
Date of inspection:  28 June 2006 
Population:  173,000

DESCRIPTION
The Cluain Mhuire service serves South East County 
Dublin. It is a publicly funded service, managed by the 
Hospitaller Order of St. John of God. The service is not 
sectorised. Four clinical teams, a liaison team and an 
early detection programme serve the population of 
173,000. The catchment area is compact, mostly urban 
and affluent but extends to the foothills of the Dublin 
mountains. The service publishes an annual report. A 
business plan is submitted yearly to the HSE. 
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The teams contract 42 in-patient beds in St. John of 
God Hospital. They have a day hospital on the lower 
ground floor of St. John of God Hospital and vocational 
training programme in Burton Hall. A new outpatient 
clinic suite is operational at the sector base in Cluain 
Mhuire Family Centre. The service has 51 community 
residential places, configured as 21 24-hour nurse 
places, 15 medium support places, ten low support 
places and five transitional places. There are no 
specialist rehabilitation or psychiatry of later life 
teams. The service does receive three sessions from 
the psychiatry of later life team based in St. Vincent’s 
Hospital.

REFERRAL PROCESS
There are four referral or entry points into the service 
– GP referral, A&E referral, in-patient hospital referral 
and nursing homes. As the service is not sectorised, 
each team is on call one week in four. The team on 
call assesses all new referrals. It was reported that 
routine new referrals are seen within three weeks. 
Urgent referrals are seen as required based on clinical 
need. Re-referrals are redirected to their own treating 
team. All new referrals are triaged by the consultant 
psychiatrist and passed to the relevant discipline as 
appropriate. There is a lot of inter-discipline working. 
A priority system is in operation for referrals to clinical 
psychology and social work. It was reported that there 
are 380 to 400 active cases a team at any point.

MULTIDISCIPLINARY TEAM COMPOSITION
Each team has 6.5 whole-time-equivalent members 
configured as follows: one consultant psychiatrist, one 
senior registrar (except one team, which will have a 
senior registrar from January 2007), one NCHD, one 
social worker, one community mental health nurse, 0.5 
whole-time-equivalent clinical psychologist and one 
secretary. Within budget each team will also have an 
additional agency community mental health nurse. The 
social workers and clinical psychologists have correct 
professional structures in place. There is currently a 
vacant senior occupational therapist post based in 
Burton Hall. There is no management structure in place 

for occupational therapy. There is a Director of Nursing 
post for the service and 41 nursing and allied posts, 
including CNM3 grades, clinical nurse specialists, staff 
nurses and social care workers. There are no Assistant 
Director of Nursing grades in the service. It was 
reported that the service is unable to expand human 
resource numbers in line with need because of HSE 
imposed staff ceilings.

CARE PLAN
The service has an electronic patient record system. 
Staff have various levels of access depending on 
need. The system currently provides a diary, referral 
system, clinical documentation, medical prescriptions 
and valuable data on admissions and discharges. The 
system also has some information on residents in 
community placements. The teams report that the 
system is very effective and are looking in phase two 
at the development of an integrated care pathway. The 
in-patient bed facility at St. John of God is currently 
operating a paper-based system.

TEAM FUNCTIONING
There is a weekly team meeting and a day hospital 
meeting. A logbook is maintained by the NCHD on 
actions. With the computerised system there is real 
time communications between disciplines. All teams 
can refer to a number of set closed and open group 
programmes that are needs based. These include 
cognitive behavioural therapy for depression and 
psychosis, WRAP programme, family education for 
carers, DBT skills group anger and anxiety management 
programmes. 

SERVICE USER INVOLVEMENT
Each service user receives an individual appointment 
time for outpatient clinic and/or individual therapy 
appointment. The Irish Advocacy Service visits Burton 
Hall and provides individual peer advocacy support. The 
service also has a complaints system in place.
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DAY SERVICES
The service has one day hospital located on the 
lower ground floor of St. John of God Hospital., and 
this provides an acute assessment and treatment 
programme. The average length of stay is six to eight 
weeks. The programme is nurse led and delivered with 
sessional input from clinical psychology, art therapy, 
drama therapy, social work, chaplaincy services and a 
secretary. The service has two day centres in Dalkey 
and Dún Laoghaire. The service also has its own 
vocational and training centre known as Burton Hall. 
The service is accessible by public transport but not for 
all users.

POLICIES AND PROCEDURES
Each team is guided by service wide policies and 
procedures.

TRAINING AND AUDIT/RESEARCH
The service is involved in a number of projects looking 
at client satisfaction, rate of Temporary certification 
and nursing supervision models, in conjunction with 
UCD. All disciplines have clinical supervision based 
on management structures. Continuing Professional 
Development (CPD) is encouraged at service and 
discipline level.

OPPORTUNITIES FOR TEAM DISCUSSION/
PLANNING
Each head of discipline provides an annual report. 
There is some discussion at team level that reflects on 
procedures/practice in the delivery of care. There was 
a general review of the service in 2004.

CHALLENGES FACING THE TEAM
The HSE staff ceilings impact directly on number and 
skill mix within the teams. 

RECOMMENDATIONS

1.  A fully resourced specialist team in rehabilitation 
should be provided.

2.  An occupational therapy service to all teams should 
be developed.

DUBLIN AND EAST TREATMENT 
AND EARLY CARE TEAM 
(DETECT)

Date of inspection:  28 June 2006

Population:  375,000 (Elm Mount, Cluain  
 Mhuire and Newcastle)

DESCRIPTION
The DETECT team is an early assessment and 
intervention team that was set up to reduce the 
duration of untreated psychosis. The new service was 
developed following a joint proposal by service users 
and service providers. The St. John of God Hospitaller 
Order Services initially funded the Delta Project for 
areas 1 and part of area 2 in 2004. In 2005 the HSE 
extended the project to include Cluain Mhuire service, 
Newcastle service, Elm Mount service, St. John of God 
Hospital and Lucena service. The consortium represents 
all these services as well as representation from the 
HSE and Schizophrenia Ireland. The pilot project covers 
approximately 9 per cent of the Irish population. The 
aim of the service is to improve the health, social 
and vocational outcomes for patients with psychosis. 
The team operates from 0900h to 1700h five days 
a week. However some assessments take place in 
the evenings or at weekends and the care education 
group is conducted in the evenings. There are plans to 
expand the service to weekends and after hours. There 
is an administrative programme manager and a team 
leader. The clinical team leader is the professor, who is 
a consultant psychiatrist. An annual report for 2005 has 
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been issued. There is a business plan for 2006 outlining 
the plans for phase 2 which are dependent on funding. 

MULTIDISCIPLINARY TEAM COMPOSITION
The team consists of 0.5 whole-time-equivalent 
consultant psychiatrist, the project manager, three 
registrars (NCHDs), a 0.5 whole-time-equivalent clinical 
nurse specialist and 1.5 community psychiatric nurses, 
0.5 principal social worker, 0.5 principal psychologist 
and 0.5 administrative officer. In addition there is an 
accommodation assistant. A O.5 whole-time-equivalent 
senior occupational therapist post is currently vacant. 
There are two CE staff and two volunteers. The 
combined funding is €750,000, which equates to 14 
per cent of the original DETECT proposal to the ERHA 
and the Department of Health in 2002, 2003 and 2004. 
A further €2.2m is required to get phase 2 under way.

REFERRAL PROCESS
Once psychosis is suspected by the clinical team, 
DETECT is informed and makes contact with the patient 
within 72 hours and starts the assessment process. 
This information is then rapidly fed back to the team 
and GP for intervention planning. Thus the referrals 
mainly come from the clinical teams within the service. 
There is no waiting list. There is a clinical review 
meeting once a week at which referrals are discussed. 
The NCHD or nurse tend to do the assessment. The 
assessment is a standardised process: the first two 
assessments use established rating scales and the 
patient is given a number of self report questionnaires 
to complete in their own time, the third assessment 
involves a meeting with the family where other issues 
are discussed. Official minutes of the referral allocation 
meeting are kept. All referrals come to the team. 

CARE PLAN
The team conduct the assessments indicated above. 
The duty of care lies with the clinical team. There 
is a standard method for reporting results of the 
assessment and liaising with the GP. Once a psychosis 
has been confirmed, or a patient considered to be at 

risk, patients can be referred back by the clinical team 
for treatment. The patient may then be referred for 
DETECT phase-specific interventions. Currently these 
consist of carer education for first episode psychosis, 
cognitive behavioural therapy for first episode 
psychosis and the psycho-social recovery programme. 
The families’ needs are assessed by the involvement 
evaluation questionnaire, which evaluates carer burden 
and forms some part of the basis for the psycho-social 
recovery programme. The risk assessment is conducted 
as part of the assessment process although no formal 
risk assessment scale is used. Following completion 
of the intervention, a summary is sent to the treating 
team. Multidisciplinary care planning in this situation 
does not apply.

TEAM FUNCTIONING
The full multidisciplinary team meet three times a 
week. On Monday there is an educational meeting, 
on Wednesday a clinical review meeting, and on 
Friday a meeting for research and audit. Meetings are 
conducted in the conference room at the headquarters 
and full minutes are kept. With regard to the clinical 
review meetings a process is in place for review of all 
patients at year 1 and year 4. The “at risk” group is 
further reassessed at six months.

SERVICE USER INVOLVEMENT
The service user does not attend the team meeting, 
however their views are represented. The frequency of 
review is as indicated. The clinical responsibility at all 
time resides with the referring clinical team. 

DAY SERVICES/COMMUNITY RESOURCES
The headquarters are in a building in Dún Laoghaire 
which comprises two offices and a conference room 
with kitchen and bathroom facilities. These premises 
are quite cramped and a new premises is being looked 
at. Many of the assessments are conducted on a 
domiciliary basis or in hospital. 
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POLICIES AND PROCEDURES
There are a number of protocols for the team and an 
operational procedure document is in progress.

TRAINING AND AUDIT/RESEARCH
As mentioned, there is a weekly educational meeting 
and a weekly research audit meeting. There is a strong 
emphasis in this team on research and audit and a 
number of abstracts have been submitted to various 
conferences. Clinical supervision is available on a peer 
basis and also from the professor. A major component 
of this programme is community education. The aim 
is to reduce the duration of untreated psychosis, 
to enhance the detection skills of key referrers, 
usually primary care and to create opportunities for 
early detection through networking and the other 
components being early assessment and specific 
interventions.

TEAM PLANNING
All members of the team are involved in strategic 
planning for the service and have regular meetings to 
facilitate this.

POSITIVE DEVELOPMENTS
 Rate of certification and admission appears to have 
reduced by 30 per cent

 Increase in hope for families and service providers.

RECOMMENDATIONS

1.  Funding should be granted to allow phase 2 
initiatives to be implemented.

WARRENSTOWN IN-PATIENT 
UNIT

Date of inspection:  6 December 2006 
Number of beds:  6 integrated

DESCRIPTION
Warrenstown In-patient Unit is a stand-alone unit 
for children and adolescents, providing short-term 
assessment and treatment primarily for those under 
the age of 16 years. The service operates in an old 
period house near Blanchardstown. There are six 
bedrooms which are used in a single capacity where 
possible. In addition to the in-patient capacity of six, 
the unit can facilitate up to four young people on a day 
attendance basis. The unit currently operates a five-day 
week but over the past year ten weekend stays have 
been facilitated. It was reported that the restricted 
hours of operation were due to staff shortages. On 
the day of inspection there were 6 young people 
on the unit. All were admitted on a voluntary basis 
with parental consent. Although the majority of 
referrals come from the Child and Adolescent Mental 
Health Services in the HSE Dublin North East and Mid 
Leinster areas, the unit receives referrals nationally 
due to the lack of in-patient facilities for young people 
elsewhere. There is a waiting list for admission. The 
unit has applied to the Mental Health Commission for 
registration as an approved centre under the Mental 
Health Act, 2001, and this application is currently 
being processed. There is a pre-fabricated cabin on the 
grounds for outpatient clinics provided by community-
based child and adolescent teams.

MULTIDISCIPLINARY TEAM
The unit has one consultant psychiatrist post, currently 
shared by two consultants. There is a senior registrar 
and an NCHD. There are two clinical nurse manager 
posts (one CNM1 and one CNM2), six staff nurses, two 
social care workers and two non-qualified child care 
workers. There is one senior social worker. There is 
one administration grade staff and it was reported that 
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an additional approved administrative post cannot be 
accommodated due to space restrictions. The unit has 
a school attached and there are two qualified special 
needs primary teachers. The psychology, speech and 
language therapy, two clinical nurse specialist and 
two staff nurse posts are vacant. The unit has no 
occupational therapists. There are three nursing and 
social care staff on duty in the morning, four in the 
afternoon where possible, and two at night. There is a 
qualified staff nurse on duty at all times.

There is a multidisciplinary team meeting every 
week with an allocated time slot and agenda. New 
referrals, case progress reviews and discharges are 
discussed at this meeting. In addition there are regular 
team care meetings about each young person. There 
is also a weekly educational/practice development 
forum for medical, nursing and social care staff. The 
multidisciplinary team allocated a day and a half 
this year for reviewing and planning the service. The 
nursing and care staff allocated one day during the 
year for practice developments. The consultants and 
senior nursing staff have regular strategic meetings.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The care planning process begins with the referral 
form, which the unit redesigned during 2006. All young 
people have nursing and medical assessments on a 
day visit to the unit prior to admission. Standardised 
outcome measures, diagnostic tools and risk 
assessment are used during admission as appropriate. 
Each young person is allocated a key therapist and 
key worker upon admission. The responsible key 
therapist completes a progress log of the young person 
and this is available to the weekly multidisciplinary 
team meeting. Staff reported that this works well in 
facilitating communication of information when staff 
may be off duty. Each young person has a nursing file, 
a medical file and a school file, which are combined 
upon discharge. The medical notes that were inspected 
were detailed and clearly written and contained details 
of the young person’s treatment and decisions from 
team case reviews. Nursing assessments, care plans 

and care evaluations were documented in detail in 
the files inspected. The nursing and care staff team 
conduct a yearly audit of their written care plans. The 
unit routinely conducts multi-layered clinical audit 
systems which facilitate peer review, feedback from 
young people, families and staff and the generation of 
practice-based evidence.

THERAPEUTIC PROGRAMMES
The initial psychiatric and nursing assessments form the 
basis of the care plan that commences upon admission. 
Young people are encouraged to engage in age-
appropriate activities and to attend school during the 
day as appropriate. Recreational activities are available 
in the evenings. After school, young people engage 
in therapeutic activity programmes as determined by 
their care plans. The unit has a multi-sensory room and 
there are policies and guidelines for its use. Nursing 
and care staff have been trained to use this facility 
therapeutically.

ECT
ECT is not provided in this facility.

SECLUSION
There are no seclusion facilities within the unit.

MECHANICAL RESTRAINT
Mechanical restraint is not used in the unit.

PHYSICAL RESTRAINT
All nursing and care staff are trained in Therapeutic 
Crisis Intervention (TCI), which they report is an 
appropriate system for the age group of the young 
people catered for in the unit. All staff trained in TCI 
attend a refresher course every six months and an up-
to-date register was available. Staff would like to see 
the HSE set up a system to monitor the use of TCI.
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ENVIRONMENT
The building that houses the unit imposes certain 
physical limitations. The building is not wheelchair 
accessible. The six bedrooms are located upstairs, 
spread over two floors and there are two areas outside 
bedroom doors that cannot be observed directly. 
Although CCTV was used there were two blind spots 
that placed limits on bedroom allocation. There were 
signs signalling the use of CCTV in the building. While 
young people can exit freely from the bedrooms, a 
key is required to gain entry and the young people 
did not have free access to their bedrooms during the 
day. However, they could access their bedrooms where 
necessary with the assistance of a staff member. 
Fire escape doors were locked at all times. All staff 
members carried a key for fire escape doors. It was 
reported on the day of inspection that this arrangement 
had been agreed with the fire officer. The Inspectorate 
was informed that a fire certificate was not required 
for this building as fire regulations only pertain to 
buildings constructed after 1992. The outside doors of 
the unit were locked at night and the intruder alarm 
was then activated. There were two sitting rooms and 
the dining room was also functioning as a recreation 
room. Therapeutic activities also took place in these 
areas. There was no intensive care area to facilitate 
intensive treatment of a young person in an acute 
stage of illness when they were not well enough to 
engage in the daily routine of the unit. The unit did not 
have a facility to accommodate parents or families to 
stay overnight and this was a drawback, given both the 
young population and the geographical area that the 
unit services.

The unit had an extension that housed a clinical area 
with offices for multidisciplinary team members, 
which staff reported to be sufficient given that the 
full complement of the multidisciplinary team was 
not currently available to the unit. There was limited 
space for nursing and care staff to work individually 
with the young people on the unit especially when 
the lounge areas were being used for recreational 
purposes. Overall, the unit was clean and there was a 
warm atmosphere. The decor was attractive and the 
unit was in good repair. There were plans to update 

the furniture. The unit had an outdoor yard, the use of 
which could be limited by the weather and occasional 
use by delivery trucks. The house was situated on its 
own grounds and staff reported that more use could be 
made of the garden area if this was landscaped. There 
was no personal alarm or panic button system in the 
unit and this is an issue, particularly given the layout 
of the unit and the staff-to-client ratio. Staff reported 
that they had made oral and written representations 
to the HSE about this issue on numerous occasions 
but that action remained outstanding. There is outline 
approval for a new purpose-built 12-bed unit on the 
site and the child and adolescent community outpatient 
clinics currently housed in a pre-fabricated cabin on the 
grounds would relocate to the existing building.

SERVICE USER INTERVIEWS 
Staff reported that the young people on the unit had 
been informed that the Inspectorate was visiting 
the unit. The families of the young people were 
not informed of the visit and parental consent had 
not been sought for the young people to talk to the 
Inspectorate.

POSITIVE DEVELOPMENTS
 Clinical Audit: The unit has commenced an audit with 
three strands 1) routine feedback from service users 
2) routine feedback from referrals agents and 3) 
completing routine clinical outcome measures with 
young people upon admission and at discharge.

 Peer Review: The unit is part of the Quality Network 
for Inpatient Child and Adolescent Services (QNIC) 
organised by the Royal College of Psychiatrists and 
has just completed its third year review. This is a 
peer review system involving interviews with staff, 
parents and the young people, as well as comparison 
of the unit’s performance against QNIC services 
standards for child and adolescent inpatient units. 
A copy of this report was made available to the 
Inspectorate and indicated that the unit performed 
well in the areas reviewed.
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 Advocacy: The unit has identified an advocacy 
package for use with young people, which needs 
modification for an Irish context and the unit is 
currently working on this task.

RECOMMENDATIONS

1.  Personal alarms and panic buttons need to be 
installed as a matter of urgency.

2.  Recruitment of additional staff to provide 24/7 
access to the unit for young people is required. 

3.  Recruitment of a full multidisciplinary team, 
including an occupational therapist, is required.

4.  Outside area needs to be landscaped for use as a 
play and recreational area.

5.  A large indoor recreational facility to cater for 
physical activities is required. 

6.  The HSE needs to progress plans for the purpose-
built unit, to include an intensive care area and 
accommodation facilities for parents.

7.  Information should be given to the young people 
and their carers on admission about the role and 
function of the Inspectorate and a system put in 
place to facilitate the young people in meeting with 
the Inspectorate pursuant to the rights afforded to 
them under the Mental Health Act, 2001.
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CHAPTER 4

Central Mental Hospital
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UNIT A  
(FEMALE ADMISSION UNIT)

Date of inspection:  12 December 2006 
Number of beds:  8 female

DESCRIPTION
Unit A is a locked ground floor unit for women. As it 
is the only female unit in the hospital it provides a 
mixture of acute care, continuing care and rehabilitative 
care. All five teams admit to this unit. The capacity of 
the unit had been increased to eight on the day prior to 
the inspection visit. One of the patients was detained 
under Section 4(6) of the Criminal Law (Insanity) Act, 
2006, two under Section 15(2), two Not Guilty by 
Reason of Insanity (NGRI), and three under Section 
2(2). It was reported that there were six staff on duty 
each day since the increase in numbers and two at 
night.

MULTIDISCIPLINARY TEAM
The five multidisciplinary teams in the hospital are fully 
staffed and comprise consultant psychiatrists, NCHDs, 
occupational therapists, social workers, psychologists 
and nursing staff. Each week one team operates on call 
and all patients admitted during the week are admitted 
to the care of that team. Patients remain under the 
care of the team that admitted them for the duration 
of their stay. It was reported that there were no regular 
team meetings on the unit. If team meetings do occur 
they take place in the nurses’ office. Meetings are held 
off the unit by each of the multidisciplinary teams and 
are fully attended by the multidisciplinary team. All 
patients are reviewed at least once a week. In general, 
patients do not attend the team meetings although 
they have good access to the multidisciplinary team. 
They have no key worker. Individual staff members 
are pursuing their own further education and carry 
out associated research. Some of the staff have had 
“Reinforce Appropriate, Implode Disruptive” (RAID) 
training. It was reported that some unit staff felt they 

were not getting an adequate opportunity to avail of 
training.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Each patient has an individual typed treatment and 
care plan (TCP) which is filed in the medical notes and 
reviewed regularly. Each patient has a case conference 
when this is required. The patients’ family and primary 
service providers are all invited to attend and unit 
policy allows for a legal representative or an advocate 
to be invited if the patient wishes. The case conference 
reports are typed and filed in the medical notes. Each 
patient receives an individual copy of the TCP. There is 
also a formal discharge planning process in place as 
part of the TCP. There is no key worker system although 
a primary nurse is identified. The nursing care plan 
is based on the Roper Logan Tierney model and is 
commenced on admission.

THERAPEUTIC PROGRAMMES
All the patients on the unit attend programmes off 
the unit although some individual work is conducted 
with patients on the unit. Some of the patients go to 
therapy, to Usher’s Island, the VEC and the gym. The 
Inspectorate was informed there are no ward-based 
programmes although it was since reported that the 
occupational therapist conducts groups on the unit. 
There are plans to develop a therapeutic community 
model on this unit and to associate this with a 
dialectical behaviour therapy (DBT) programme. There 
is a regular community meeting with the management 
team. 

ECT
ECT is not administered in this service. 

SECLUSION
There are two seclusion rooms on this unit, but patients 
can also be secluded in their own bedroom. The new 
Mental Health Commission register for seclusion was 

CENTRAL MENTAL HOSPITAL
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available and it was reported that seclusion had not 
been used since the commencement of the Mental 
Health Act six weeks earlier. There was no access to 
the toilet from the seclusion room, the bathroom being 
some distance away. The ventilation was inadequate 
and was controlled from outside. There were no 
curtains on the windows and CCTV was not used. 

MECHANICAL RESTRAINT
There is a written policy in place regarding the use of 
handcuffs for the external transfer of patients. Other 
forms of mechanical restraint are not used.

PHYSICAL RESTRAINT
All staff are trained in control and restraint. There are 
refresher courses conducted twice a year.

ENVIRONMENT
Unit A is located on the ground floor. There were eight 
bedrooms. There were waist- high walled partitions 
around the toilet area in the bedroom and there was a 
sink in each room. The windows were sealed. Many of 
them were missing their curtains. Ventilation was poor. 
There is a fully functional mechanical air ventilation 
system in Unit A. The unit overall was quite bright. 
The outside area was littered with cigarette butts and 
towels, etc. The Inspectorate was advised that there 
were no cleaning staff at weekends. The kitchen was 
small and poorly ventilated and patients must be 
supervised while they are using it. It is sometimes used 
for sessions with the occupational therapist. Food waste 
was stored in the dining room and there was quite a 
marked smell there. The clinical room was located off 
the day room. It was extremely cramped. It contained 
a hatch for administration of medication and the 
emergency drugs box was also kept there. There was 
an examination couch. In addition there was a staff 
office. Information boards were prominently displayed 
at the entrance to the unit. There was no designated 
area for visitors. Visitors see patients in the dining hall 
or in the pre-fabricated cabin on the grounds called 
Seomra. There were two outdoor courtyard areas. All 

smoking was external. There was one bath and one 
shower for eight patients. There was also a laundry 
room that had a shower and toilet that were not used. 
There was one day room and activity recreation area 
which had a TV, video and DVD player and was used 
for groups or meetings. There were no separate quiet 
areas or interview rooms. There was a staff toilet. The 
storage space was inadequate. There was no high 
observation area in the unit or separate admission area. 
A patient interviewed made a complaint about the 
facilities and her bedroom.

RECOMMENDATIONS

In addition to the overall clinical recommendations 
included in the overview of the Central Mental Hospital, 
the following specific recommendations apply to this 
unit:

1.  Communication should be improved between the 
members of the team and the staff on the unit.

2.  The unit is small, cramped and inappropriate for 
its purpose. There is a need to review the services 
available for female patients. 

3.  If the seclusion rooms are to be used for seclusion 
they should be upgraded.

UNIT B  
(MALE ADMISSION UNIT)

Date of inspection:  11 December 2006 
Number of beds:  12 male

DESCRIPTION
Unit B is a 12-bed high secure male admission unit in 
a single-storey building. Patients are admitted to this 
unit from the prison system, the courts, mental health 
service hospitals around the country, and from other 
units within the hospital. On the day of inspection, 
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three of the patients were detained under section 
4(3) of the Criminal Law (Insanity) Act, 2006, and 
nine were there under section 15(2). Nine staff are on 
duty during the day and three staff at night. All five 
multidisciplinary teams in the hospital provide a service 
to patients on the unit. 

MULTIDISCIPLINARY TEAM
The five multidisciplinary teams in the hospital 
comprise consultant psychiatrists, NCHDs, occupational 
therapists, social workers, psychologists and nursing 
staff and are fully staffed. Each week one team 
operates on call and all patients admitted during the 
week are admitted to the care of that team. Patients 
remain under the care of the team that admitted them 
for the duration of their stay in the service unless they 
are transferred to Unit 4. Admissions to the unit, and 
discharges from it, are discussed at a Monday morning 
meeting that is attended by members of each team 
and by senior nursing staff from each unit in the 
hospital. Each multidisciplinary team meets once a 
week, either on or off the unit. As far as possible, all 
members of the team attend each of the meetings. 
The minutes of some meetings are typed and filed in 
the patients’ files. Following discussion, the case files 
are updated. The Treatment and Care Plan (TCP) is 
reviewed separately. The nursing care plan does not 
tend to be reviewed at the team meeting. Patients 
generally attend the team meeting if it is held on 
the unit and are reviewed at least weekly. They have 
full access to the multidisciplinary team at the team 
meeting. Patients interviewed confirmed they knew 
their treating team. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING
On admission, an admission check list is completed 
by the nursing staff or care officers and an admission 
assessment is undertaken. There is a routine medical 
and psychiatric assessment involving physical 
examination, blood tests and regular electrocardiogram 
(ECG) tests. There is an ECG machine in the admission 
room. Risk assessment is done informally on admission 

when the level of observation required is specified in 
the clinical notes. The care plan process is described 
as commencing with the TCP. It may be some months, 
however, before this process is arranged. Each patient 
in the admission unit is allocated a key nurse, who 
develops the nursing care plan. The initial care plan is 
formulated by the nursing staff and is reviewed by the 
key nurse on a regular basis. The nursing staff attend 
the case conference and the team meetings. 

The patients attend the multidisciplinary team meetings 
on the unit and they are also involved in the nursing 
care plan, which is linked into the TCP. The patient’s 
carer or advocate is involved in the TCP and there is an 
informal assessment of family or carer’s needs usually 
by the social worker. The patient’s religious, ethnic 
and cultural needs are generally addressed as part 
of the admission process. At the time of inspection, 
two staff members were conducting Camberwell 
Assessment of Need – Forensic Version (CANFOR) 
and Health of the Nation Outcome Scales (HoNOS) 
assessments on all patients in the service. This process 
incorporated a patient satisfaction survey but this did 
not appear to be linked into the TCP or to the nursing 
care plan. The TCP specifies roles and responsibilities 
of the multidisciplinary team and indicates the care 
and treatment to be provided. The TCP contains a very 
detailed risk assessment, however there is a need for 
initial and ongoing risk assessment at each point of the 
service. The TCP includes a discharge plan and there is 
a separate document outlining the outcome of a TCP, 
along with the case conference. There are detailed 
policies on admission, transfer and discharge. 

Patients have the opportunity of meeting with 
members of the multidisciplinary team on a regular 
basis and all patients are involved in the formulation 
of their TCPs and nursing care plans. An independent 
advocacy service has recently been introduced to the 
hospital and visits the unit weekly. It is hoped that an 
advocate will have an office on this unit in the near 
future. Patients also have the opportunity of a monthly 
meeting with members of the hospital management 
team to raise issues of concern. A patient information 
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booklet is available and there are notices regarding the 
patients’ rights to make complaints.

THERAPEUTIC PROGRAMMES
Since the last inspection, a ward-based programme 
has been developed for patients in Unit B. This includes 
community meetings, which are attended by all 
patients and all staff, occupational therapy sessions, VEC 
training groups, wellness groups, relaxation sessions 
and a specific alcohol and drugs programme. The staff 
endeavour to ensure that there is an activity on offer 
for each patient during each of the three designated 
time slots set out during the day. The vocational officer, 
senior occupational therapist and CNM2 for the unit 
have been responsible for devising this programme. 
The physical resources available for the unit are the 
dining room and the day room and in addition the 
patients are brought to the gym and swimming pool 
in the evenings. The programme tends to be activity 
based, with some emphasis on vocational training. 
There are also educational components. The patient 
is involved through his care plan in deciding what 
intervention best suits his individual needs. There are 
plans to introduce enhanced thinking programmes, 
cognitive-based learning programmes and DBT. An 
art teacher comes to the unit once a week. The VEC 
music teacher, vocational officer and occupational 
therapist also attend. The programme for each patient 
is reviewed at the multidisciplinary team meeting. 
Patients actively participate in providing suggestions 
for many of the activities. There are plans to audit 
interventions offered but none have occurred as yet. It 
is planned to introduce a patient satisfaction survey in 
the near future. 

ECT
ECT is not administered in this service. Patients go off 
site if it is prescribed.

SECLUSION
The new Mental Health Act, 2001, had come into 
place at the time of inspection and the new rules for 
seclusion were being adhered to. The seclusion policy 
has been amended to take into account the new 
rules and the new register had been furnished. There 
was evidence that families were generally notified of 
seclusion. There are two dedicated seclusion rooms 
in Unit B, located along a corridor and with access to 
toilet and shower facilities. In general, if patients are 
deemed to require seclusion they are managed in 
“rugs” (refractory clothing). The fittings were safe and 
the ventilation was computer controlled. Curtains were 
missing from both of the seclusion rooms, which meant 
that they could not be darkened. There were panels in 
the seclusion room doors but no communication facility 
for patients. CCTV was not used on the seclusion rooms. 
When patients are secluded in the outdoor single 
exercise area, this is now documented as seclusion and 
recorded appropriately. The step-down room was not 
being used at the time of inspection because of safety 
issues concerning its layout and the design of the 
furniture and instead it was being used for storage. 

MECHANICAL RESTRAINT
There is a written policy in place regarding the use of 
handcuffs for the external transfer of patients. Other 
forms of mechanical restraint are not used.

PHYSICAL RESTRAINT
All staff are trained in physical restraint. Staff are 
offered regular in-service training on control and 
restraint including de-escalation and breakaway 
techniques and cardio-pulmonary resuscitation. A 
system is in place for recording and auditing serious 
incidents.

ENVIRONMENT
This was a 14-bed unit in a single-storey building on 
the grounds of the hospital. Maintenance was provided 
by a team based on site and staff reported that, in 
general, there was a quick response to requests. 
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Despite the fact that the building had only recently 
been refurbished, there were a number of leaks 
in the front porch, signs of major dampness in the 
nursing office and some cracks in the plaster. The fire 
equipment was checked on a regular basis and staff 
used a weekly checklist regarding fire protection. There 
were regular fire drills and visits from the fire officer. 
There was a health and safety policy in place and there 
was disabled access throughout the unit. The decor 
of the unit was quite clinical. The unit was very clean 
and there was plenty of natural light. The air quality 
and temperature in the unit were computer controlled. 
There was an information board in the day room and 
there were notices on display in other areas throughout 
the unit. There were three main corridors on the unit. A 
large nursing office was located near the main entrance 
and there were two interview rooms opposite. There 
was a large day room/activity room, which had a 
TV. Both sides of the day room led to secure exercise 
yards, one a large area that had a basketball area, the 
other a small area that was used to provide an exercise 
space for someone in seclusion. The exercise areas 
were monitored by CCTV. 

From the day room it was possible to access a small 
corridor with four bedrooms, a bathroom and shower 
room. A second corridor contained a kitchenette, a 
dining room, a clinical room, an examination room that 
had an ECG machine, a staff room and a number of 
offices. As there was no dedicated visitors’ room, the 
dining room was used for this purpose. At the end of 
this corridor was a door, which was used by visitors. 
The door had a camera and communications facility 
but this was inoperative at the time of inspection. A 
third corridor contained the seclusion rooms, a step-
down seclusion room, ten bedrooms, shower rooms, 
bathroom and several storage rooms. The bedrooms 
were small and had en suite toilets, washing facilities 
and drinking water. Most had open shelving systems. 

SERVICE USER INTERVIEWS 
A number of patients were seen during the inspection. 
They were satisfied with the level and quality of care 
they were receiving but expressed concern about:

 lack of books and restricted choice of newspaper to 
purchase

 restricted access to the gym and swimming pool

 rigid visiting times, which may not cater for visitors 
coming from the country

 lack of privacy when using the public phone.

POSITIVE DEVELOPMENTS
 The introduction of a ward-based programme 
implemented by the full multidisciplinary team.

 Introduction of regular meetings for patients with the 
management team.

 Community meetings on the unit and access to the 
advocacy service.

 The recommendation regarding seclusion in the 
secure exercise area has been taken on board since 
last year and it is now viewed as part of seclusion.

RECOMMENDATIONS

In addition to the overall clinical recommendations 
included in the overview of the Central Mental Hospital, 
the following specific recommendations apply to this 
unit:

1.  The maintenance issues should be addressed as 
soon as possible.

2.  The use of rugs in seclusion should be discretionary.

3.  Velcro curtains should be replaced in the seclusion 
rooms.

4.  Signs should be erected stating that CCTV is in 
operation in areas that are accessible to the general 
public, staff, visitors and patients.
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UNIT 2  
(MALE MEDIUM SECURE UNIT)

Date of inspection:  11 December 2006 
Number of beds:  16 male

DESCRIPTION
Unit 2 is a male medium secure ward. It is located on 
the first floor and is only accessible by stairs. It has 16 
beds and was at full capacity on the day of inspection. 
It is a locked medium secure unit. Eight of the patients 
were there under Section 21(2) of the Criminal Law 
(Insanity) Act, 2006, seven under Section 15(2) and 
there was one Not Guilty by Reason of Insanity (NGRI). 
There were seven nursing staff on duty by day and 
three at night. All five teams admit to the unit.

MULTIDISCIPLINARY TEAM
The five multidisciplinary teams in the hospital 
comprise consultant psychiatrists, NCHDs, occupational 
therapists, social workers, psychologists and nursing 
staff and are fully staffed. Each week one team 
operates on call and all patients admitted during the 
week are admitted to the care of that team. Patients 
remain under the care of the team that admitted them 
for the duration of their stay in the service unless they 
are transferred to Unit 4. All five teams have patients 
in this ward. There is a referral and bed management 
meeting every Monday in the hospital, attended by 
representatives from each unit. 

Each team has at least a weekly multidisciplinary 
team meeting but these are not necessarily always 
conducted on the unit. There is a perception that 
decisions are made elsewhere and relayed to the unit. 
Staff on the unit complained that their views were not 
represented. Some of the teams forward regular typed 
notes from their multidisciplinary team meeting, and 
these are filed in the case notes. All the team meetings 
were documented in the files. Most of the NCHDs 
are reported as visiting daily. It was stated that some 
consultant psychiatrists do not visit regularly. 

The nursing staff conduct an initial assessment on the 
patient, they write daily notes and do the reviews. 
In addition there are reviews of the nursing care 
plan every two to four weeks. The staff on the unit 
were unaware of an agreed schedule for the TCP. 
Patients may attend for review at the ward round or, 
if they request one, may have a meeting with the 
consultant psychiatrist. They have good access to the 
multidisciplinary team meeting. Patients know who 
their treating team is. There is no key worker system.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
A needs assessment is conducted to determine the 
requirements for a therapeutic programme. A nursing 
care plan is initiated on admission and at some stage 
later an individual typed treatment and care plan is 
formulated. However there is a need to have a set 
frequency for these. There is no primary or key nurse 
system. The patients are involved in the TCP process 
along with their family or advocate. The social worker 
sees all patients following admission and there is an 
assessment of their needs and those of their family. 
The TCP specifies the roles and responsibilities of the 
multidisciplinary team and the care and treatment to 
be provided. The TCP contains a risk assessment and 
discharge plan and is supposed to be reviewed every 
six months. There are policies on admission, transfer 
and discharge. However an up-to-date version was not 
available. 

THERAPEUTIC PROGRAMMES
A needs assessment is conducted on each patient 
to prepare his therapeutic programme. Most of the 
programme takes place off site, however the interview 
room is also available. There is an active carers’ group 
and in fact there was a social function on the day of 
inspection organised for carers that evening. There are 
regular community meetings with the senior social 
worker, clinical director, director of nursing and the 
hospital administrator. In addition there is a wellness 
group and current affairs group on the unit. Patients are 
also brought to the gym and the swimming pool. 
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ECT
ECT is not administered in this service. 

SECLUSION
There is no seclusion facility on this unit.

MECHANICAL RESTRAINT
There is a written policy in place regarding the use of 
handcuffs for the external transfer of patients. Other 
forms of mechanical restraint are not used.

PHYSICAL RESTRAINT
All staff are trained in control and restraint and have 
regular updates. 

ENVIRONMENT
Since the inspection last year the bed capacity has 
been increased by three. This involved conversion of 
the pool room to three separate bedrooms. Access is 
via the stairwell and airlock entrance near the nursing 
office. Maintenance is not satisfactory. The ventilation 
was poor, particularly in the bedrooms and the small 
day room. The light was adequate. The cleanliness 
of the unit had been improved since last year. There 
was a long corridor, with day rooms at one end and 
sleeping rooms opening on to it. The corridor is used 
as a seating area. There are information boards. There 
are telephones in the corridor which are locked and 
unlocked as required. Since the inspection, a lift has 
been installed for goods and food. Meals are still 
provided off the unit. 

RECOMMENDATIONS

In addition to the overall clinical recommendations 
included in the overview of the Central Mental hospital, 
the following specific recommendation applies to this 
unit:

1.  Communication should be improved between the 
members of the team and the staff on the unit.

UNIT 3  
(MALE MEDIUM SECURE UNIT)

Date of inspection:  11 December 2006 
Number of beds:  16 male

DESCRIPTION
Unit 3 is a locked 16-bed medium secure unit located 
on the second floor. This unit usually takes patients 
transferred from Unit 2, or on transfer from other 
less secure units. The unit aims to deliver a service to 
patients who progress in their rehabilitation while in 
Unit 2 but who are not yet ready for discharge. It is a 
locked unit but the bedrooms and day room are open 
all day. The patients here are on what is known as 
“Level 1 Observation” or general observation. There are 
six staff on duty during the day and three at night. All 
five teams admit or transfer patients to this unit.

MULTIDISCIPLINARY TEAM
The five multidisciplinary teams in the hospital 
comprise consultant psychiatrists, NCHDs, occupational 
therapists, social workers, psychologists and nursing 
staff and are fully staffed. Each week one team 
operates on call and all patients admitted during the 
week are admitted to the care of that team. Patients 
remain under the care of the team that admitted them 
for the duration of their stay in the service unless they 
are transferred to Unit 4. Admissions to or discharges 
from the unit are discussed at a Monday morning 
meeting that is attended by members of each team 
and by senior nursing staff from each unit in the 
hospital. Patients are transferred generally following 
the weekly team meeting. Each of the teams has a 
weekly multidisciplinary team meeting, which is not 
necessarily held on the unit. Some of these teams 
conduct their meeting on Unit 3 in the interview room 
and have regular time slots. The attendance at these 
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meetings is described as variable. The proceedings 
of these meetings are documented in the case files. 
The staff on the unit complained about their sense of 
isolation from the team. The nursing care plans are 
reviewed independently. Staff from the unit attend the 
team meeting and represent the views of patients who 
also attend when available. The patients are reviewed 
frequently and have access to the multidisciplinary 
team through the multidisciplinary team meeting. 
There is no separate process of referral required. 
Patients are generally aware of the members of their 
treating team. There is no keyworker system. Staff 
members are allocated to each patient. Staff on the 
unit receive training in crisis prevention. They also 
receive training in the use of the electrocardiogram 
(ECG) and phlebotomy and have annual cardio-
pulmonary resuscitation training. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Following transfer to this unit the nursing care plan 
commenced on admission is followed up in the unit 
and a treatment care plan is also followed up. The 
treatment care plan is reviewed every six months and 
is combined with the detailed risk assessment.

THERAPEUTIC PROGRAMMES
The therapeutic programme for this patient group 
is based on the patients’ stated preferences, their 
needs assessments and decisions taken at the 
multidisciplinary team meetings. Patients can do 
individual work on the unit in the interview room. 
The patients also attend industrial therapy. There is 
a cooking area on the ward. Patients may go to AA 
meetings or to Unit 2 for the wellness programme. 
There is a programme on relapse prevention conducted 
by a clinical nurse specialist who is also available to 
patients in this service. The Irish Advocacy Network 
visits the unit weekly. In addition, there is a community 
meeting held once a month with the management 
team on the unit. There is an advocacy component to 
the programme. 

ECT
ECT is not used in this service.

SECLUSION
There is no seclusion used in this unit apart from the 
exemption that applies to night time seclusion.

MECHANICAL RESTRAINT
There is a written policy in place regarding the use of 
handcuffs for the external transfer of patients. Other 
forms of mechanical restraint are not used.

PHYSICAL RESTRAINT
All staff are trained in control and restraint and have 
regular updates.

ENVIRONMENT
This was a locked 16-bed unit on the second floor of 
the main hospital. Maintenance was provided by a 
team based on site and staff reported that requests 
were responded to quickly. The fire equipment was 
checked on a regular basis and staff had a weekly 
checklist in relation to fire protection. There were 
regular fire drills and visits from the fire officer. There 
was a health and safety policy in place. There was no 
disabled access to the unit. Access to the unit was via 
the main stairs opposite the nursing office and access 
to the exercise yard was via another stairs. The unit had 
recently been painted and the decor was satisfactory. 
The flooring on the main corridor was torn or cracked 
in several places and had been taped over. Ventilation 
was also satisfactory and there was adequate daylight. 
The unit was clean. There was one contract cleaner 
with responsibility for the unit on a daily basis and a 
number of the patients were involved in the cleaning. 
There were information boards along the main corridor. 

There was no access to the grounds of the hospital but 
patients were taken to a secure exercise yard a number 
of times a day. This area was grim and unstimulating. 
There were two shelters in the yard and stainless steel 
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toilets and handbasins in one corner. Visits took place 
in the ground floor dining room and child visits took 
place in a prefabricated cabin on the grounds. There 
were 13 small bedrooms along the main corridor 
and three larger bedrooms at the end of the unit. As 
the bedrooms do not have en suite facilities and the 
patients are locked in their rooms at night, patients 
have to call staff in order to access the toilets. There 
were three toilets, one bathroom and one shower. 
Meals were taken in the ground floor dining room. 
There was a large TV lounge and an activity area with 
a pool table. There was also a small quiet room, which 
also had a TV. There was a large interview room that 
was also used for team meetings. The nursing office 
was large and in a central location. There was a small 
clinical room, from which medication was dispensed. 
Staff had access to a rest area and toilet. There were 
also a number of storerooms. 

SERVICE USER INTERVIEWS 
A number of patients were interviewed during the 
inspection. All expressed satisfaction with the level 
and quality of care they were receiving. One patient 
commented on recent improvements in the quality 
of food and the provision of resources on the unit. He 
welcomed the development of a monthly meeting of 
patients to discuss issues of concern. He complimented 
the members of the management team for their 
regular meetings with the patients and the subsequent 
action taken on issues raised. Another patient 
commented favourably on the range of professionals 
available and the ease with which he could contact 
them. Concern was expressed by one patient about the 
small amount of money he and some other patients 
were receiving and one patient was concerned about 
the delay in organising a mental health tribunal for 
him. Another patient complained that he had never 
received counselling for the serious incident that 
occurred prior to his admission to the hospital. When 
asked, all the patients who were interviewed knew 
the members of their treating team and displayed 
knowledge of their care plans.

RECOMMENDATIONS

In addition to the overall clinical recommendations 
included in the overview of the Central Mental hospital, 
the following specific recommendation applies to this 
unit:

1.  Communication should be improved between the 
members of the team and the staff on the unit.

UNIT 4  
(MALE HIGH SECURE UNIT)

Date of inspection: 12 December 2006 
Number of beds: 6 male

DESCRIPTION
Unit 4 is a high secure locked male unit with six beds 
situated on the ground floor of the main hospital 
building. It is also referred to as the Selective Adaptive 
Behaviour Unit (SABU). The function of the unit is to 
improve the quality of life for a cohort of patients in 
the hospital who have had high rates of seclusion, by 
working with them to reduce the rates of seclusion. 
Admissions to the unit are from other units in the 
hospital. There were six patients on the ward on the 
day of inspection. Given the function of the unit there 
is a high staff-to-patient ratio with three nurses and 
two care officers during the day and three staff at 
night, one of whom is a nurse.

MULTIDISCIPLINARY TEAM
Unit 4 has a dedicated multidisciplinary team attached 
to it and all patients admitted from other wards in 
the hospital are under the care of this treatment 
team for the duration of their admission to the unit. 
On transfer to another ward their care reverts back to 
their original treating team in the hospital. There is a 
full multidisciplinary team including one consultant 
psychiatrist, one NCHD, one clinical psychologist, one 
social worker, one occupational therapist and one 
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addiction counsellor. A number of psychology assistants 
also undertake work with the patients in this unit. In 
addition, the unit has close links with staff from the 
recreation department.

Each patient is reviewed at a weekly team meeting 
that is held at an allocated time on the unit. Patients 
attend these meetings and so do all members of the 
team as far as possible. In addition, there are daily 
ward rounds conducted by NCHDs. Although there is 
no formal key worker system in the hospital, individual 
workers are allocated to patients on a daily basis from 
nursing and care staff. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Each patient has an individualised multidisciplinary 
Treatment and Care Plan (TCP), which includes 
detailed risk assessment. The patient files inspected 
contained TCPs that had been regularly reviewed and 
were up to date. Over the past year, nursing staff in 
conjunction with the psychologist have completed 
detailed observational assessments of patients on the 
unit for the “Reinforce Appropriate, Implode Disruptive” 
(RAID) behaviour programme. This data is currently 
being analysed and it is planned to use it to devise 
behavioural interventions. The behavioural treatment 
principles of the RAID programme are being used on 
the unit and these are incorporated into the nursing 
care plans.

THERAPEUTIC PROGRAMMES
Each patient has a therapeutic programme as part 
of the TCP. Some ward-based activities take place 
and patients are also accompanied by staff to attend 
therapeutic activities on the hospital campus, including 
occupational therapy, VEC programmes and gardening. 
There are weekly community meetings between the 
patients, nurses and NCHDs on the unit.

ECT
There are no ECT facilities in the hospital.

SECLUSION
There is a seclusion room on the unit and this was 
in good order and contained a mattress on the floor. 
There is an observation panel in the door but there 
is no communication facility for patients. There is an 
up-to-date unit policy on seclusion that reflects the 
requirements of the Mental Health Commission Rules 
for Seclusion, which were implemented in November 
2006. The seclusion register was in order for the most 
part. There was no evidence documented to indicate 
reasons why seclusion had been terminated, that 
alternatives to seclusion had been considered, or that 
families had been informed of seclusion.

MECHANICAL RESTRAINT
There is a written policy in place regarding the use of 
handcuffs for the external transfer of patients. Other 
forms of mechanical restraint are not used.

PHYSICAL RESTRAINT
All staff are trained in control and restraint. Staff 
reported that this form of restraint is appropriate for 
the situations that arise on the unit. The unit has a 
policy on the use of, and training in, physical restraint. 
A register of attendance at yearly refresher courses is 
kept by nursing management.

ENVIRONMENT
The unit was bright and spacious with high ceilings, 
which staff reported works particularly well for this 
group of patients. There were six single bedrooms, 
none of which has en suite facilities. Patients could use 
their bedrooms during the day if this was written up as 
part of their care plan, otherwise access was restricted. 
There was access to a small enclosed garden area that 
staff report is used frequently by patients. On the day 
of inspection this area was closed because of a health 
and safety issue as roof tiles had fallen. There is no 
programme of routine maintenance for the unit.
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SERVICE USER INTERVIEWS 
A number of patients were seen during the inspection 
and all reported that they were satisfied with the 
quality of care on the unit. In their view, they were 
more appropriately placed on Unit 4 and were of the 
opinion that their quality of life had improved since 
moving to this unit.

POSITIVE DEVELOPMENTS
 Introduction of the weekly community meetings 
between patients and staff

 Introduction of the RAID programme and completion 
of initial assessments.

RECOMMENDATIONS

In addition to the overall clinical recommendations 
included in the overview of the Central Mental hospital, 
the following specific recommendations apply to this 
unit:

1.  Access to the enclosed garden area should be 
restored as soon as possible.

2.  Individualised interventions built on completed RAID 
assessments should be devised and integrated with 
the patients’ TCPs.

UNIT 7  
(REHABILITATION UNIT)

Date of inspection:  11 December 2006 
Number of beds:  15 

DESCRIPTION
Unit 7 is a 15-bed unit that functions mainly as a 
rehabilitation unit, but also provides physical nursing 
care to a small number of patients. Patients are 
transferred to the unit from Unit 3 or from the hostel. 

The age range of patients is from over 20 to over 
70 years. The unit is staffed by a CNM2 and three 
staff during the day and by two staff at night. All five 
multidisciplinary teams provide a service to patients in 
this unit. 

MULTIDISCIPLINARY TEAM 
The five multidisciplinary teams in the hospital 
comprise consultant psychiatrists, NCHDs, occupational 
therapists, social workers, psychologists and nursing 
staff and are fully staffed. Each week one team 
operates on call and all patients admitted during the 
week are admitted to the care of that team. Patients 
remain under the care of the team that admitted them 
for the duration of their stay in the service unless they 
are transferred to Unit 4. Transfers to, or discharges 
from, the unit are discussed at a Monday morning 
meeting that is attended by members of each team 
and by senior nursing staff from each unit in the 
hospital. It was reported that each multidisciplinary 
team holds a weekly team meeting on the unit to 
discuss the patients in their care. There are no official 
minutes of these meetings but decisions taken are 
documented in the patients’ notes. All members of the 
multidisciplinary team record their involvement in the 
main file, but separate nursing notes are kept. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
According to the operational policy, each patient should 
have a case conference at which a Treatment and 
Care Plan (TCP) is prepared before transfer to the unit, 
or within two weeks of transfer. The nursing staff on 
the unit formulate nursing care plans according to the 
Roper Logan Tierney model. These plans are reviewed 
approximately every month and progress notes are 
written twice daily in the nursing files. There is no 
keyworker system in place. 

The multidisciplinary team formulates a TCP and a case 
conference is held approximately every six months 
or more often if necessary. The TCPs include a crisis 
plan for the patient and a section on the needs of the 
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carer. Apart from the professionals involved in the 
case, the patient, their main carer, their advocate and 
several other interested parties are invited to the case 
conference. All TCPs and case conferences are recorded 
in typed form in the patients’ files. 

Risk assessments and risk management plans form 
an integral part of the care planning as one of the 
goals for most patients is to have either escorted or 
unescorted leave outside the hospital and to access 
vocational and other facilities within the community. An 
inspection of some of the patients’ files showed a wide 
variation in the frequency of TCPs and case conferences 
and suggested that the nursing care plans were not 
fully integrated into the TCPs. 

The ultimate goal for each patient is rehabilitation and 
discharge from the hospital. Discharges normally take 
place to the hostel, the patient’s local mental health 
service or hospital, or to appropriate placements in the 
community. The hospital has up-to-date admission, 
transfer and discharge policies but the policies available 
on the unit at the time of inspection were draft policies 
from 2004.

THERAPEUTIC PROGRAMMES
A programme of needs-based therapeutic programmes 
is in place on the unit. Eleven of the patients leave the 
hospital either unaccompanied or accompanied by staff. 
Nine attend Usher’s Island day service, one attends 
art college and one attends a centre in Thomas Court. 
Other patients attend the following services which are 
provided within the hospital grounds: industrial therapy, 
the garden project, the VEC service or the Wildwood 
woodworking project. Patients also have access to a 
gym and a swimming pool within the hospital grounds. 
Feedback from the Usher’s Island service is provided 
normally by phone, while the staff providing on-site 
service hold a weekly meeting and provide verbal 
feedback to staff on the unit, or written reports for 
case conferences. A range of individual and group 
interventions are also provided by the members of the 
multidisciplinary teams. Some of the patients attend 
GROW or AA meetings within the hospital. 

ECT
There is no ECT on the unit.

SECLUSION
There is no seclusion room on the unit. 

MECHANICAL RESTRAINT
There is a written policy in place regarding the use of 
handcuffs for the external transfer of patients. Other 
forms of mechanical restraint are not used.

PHYSICAL RESTRAINT
All staff are trained in control and restraint techniques 
and a number of staff have been trained in other 
forms of managing difficult behaviour. There is a 
training policy and a training register is kept by nurse 
management. There is a recording system for adverse 
incidents. 

SERVICE USER INVOLVEMENT
Patients have the opportunity of meeting with 
members of the multidisciplinary team on a regular 
basis and all patients are involved in the formulation 
of their TCPs and nursing care plans. An independent 
advocacy service has recently been introduced to 
the hospital and several patients from this unit have 
been attending individual and group meetings with 
the advocates. Patients also have the opportunity of 
a monthly meeting with members of the hospital 
management team to raise issues of concern.

ENVIRONMENT
This was a 15-bed unit in a single-storey wing of the 
main hospital. Maintenance was provided by a team 
based on site and staff reported that there was a quick 
response to requests. Much maintenance work had 
been carried out since the last inspection but it was 
reported that the unit was cold due to the retention of 
water on the flat roof and the lack of insulation in the 
building. The fire equipment was checked on a regular 
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basis and a weekly checklist was used by staff in this 
regard. There were regular fire drills and visits from 
the fire officer. There was a health and safety policy in 
place and there was disabled access throughout the 
unit. The decor of the unit was pleasant; it had been 
painted recently and a new floor had been laid in the 
day room. Ventilation was good but the unit seemed 
lacking in daylight. The unit was clean. There was an 
information board in the day room. As there was no 
dedicated visitors’ room on the unit, the day room 
and parts of the corridor were used for this purpose. 
Child visits take place in the prefabricated cabin on the 
grounds. The door to the unit was left open during the 
day and patients had access to a large veranda that ran 
along the front of the building and also to the grounds 
of the hospital. There was also access to an enclosed 
garden. 

The unit comprised two main corridors, one with 
11 bedrooms that were small and without en suite 
facilities. These had double wooden doors at the 
time of the last inspection but the outer doors had 
been removed from each bedroom during the past 
year. Patients continued to be locked in their rooms 
at night and had to call staff in order to access the 
toilet facilities. There were four bedrooms on the 
other corridor. There were three toilets, one bath 
and one shower and a laundry room. The day room, 
which was inside the main door to the unit, doubled 
as a dining room. There was a small kitchen area to 
which the patients had access. This area was in need 
of refurbishment. There was no separate activity area 
or quiet room on the unit. The nursing office, which 
was quite small, was in a central location. It had no 
IT facilities. It also doubled as an interview room. 
There was also a small clinical room. The staff had no 
separate facilities on the unit. There were few storage 
areas on the unit. 

RECOMMENDATIONS

In addition to the overall clinical recommendations 
included in the overview of the Central Mental hospital, 

the following specific recommendation applies to this 
unit:

1.  The kitchen area should be upgraded. 

2.  The issue of heat loss from the unit should be 
addressed.

HOSTEL WARD  
(MALE LOW SECURE UNIT)

Date of inspection:  12 December 2006 
Number of beds:  10 male

DESCRIPTION
The Hostel ward is a two-storey house located 
just inside the gates of the hospital. It is an open 
male unit with full occupancy of ten on the day of 
inspection. The purpose of the unit is to function as a 
rehabilitation facility for patients who are progressing 
towards community residential placements. A number 
of the patients residing here are long-stay. All five 
multidisciplinary teams can admit to this unit. There is 
one nurse or staff member on duty during the day and 
one at night.

MULTIDISCIPLINARY TEAM
The five multidisciplinary teams in the hospital 
comprise consultant psychiatrists, NCHDs, occupational 
therapists, social workers, psychologists and nursing 
staff and are fully staffed. Each week one team 
operates on call and all patients admitted during the 
week are admitted to the care of that team. Patients 
remain under the care of the team that admitted them 
for the duration of their stay in the service unless they 
are transferred to Unit 4. On the day of inspection three 
teams were providing services to the ward. 



108BOOK 3 – HSE DUBLIN MID LEINSTERREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
It was reported that only one of the multidisciplinary 
teams conducts weekly team meetings in the hostel at 
a specified time and this gives staff and residents an 
opportunity to be involved in the care and treatment 
planning process. The other multidisciplinary teams 
meet elsewhere in the hospital and it was reported 
that nursing and care officer staff do not routinely 
attend because of staffing levels and other duties. 
Two of the three teams do not have a regular time 
to review patients in the hostel. It was reported that 
this has led to situations where neither the patient 
nor the staff are present in the unit when members 
of the team arrive to see the patient. Nursing notes, 
care plans and evaluations were up to date and clearly 
written. 

A Treatment and Care Plan (TCP) is typed and filed 
in the patients file. The TCP documents the decisions 
from the patient’s multidisciplinary case conference 
and outlines the treatment issue, related interventions, 
risk assessment and management, and also includes 
a planned review date for the next case conference. 
Patients, and sometimes families, are involved in the 
case conference reviews and they agree and sign the 
TCP. The nursing and care officer staff do not always 
have input to the multidisciplinary TCP or the case 
conferences. In the files inspected, the planned dates 
for subsequent case conference reviews had passed 
and there was no updated TCP, nor any evidence in the 
medical notes that such reviews had been completed. 
Information was difficult to find in the medical notes 
as TCPs, letters and reports were not filed in order 
or in the designated sections. The handwritten 
progress notes were difficult to read and staff names 
and designations and grades were not printed in all 
instances. Medication records were poorly maintained 
with discontinuations not clearly crossed out or signed 
off in some instances, and dates and initials were 
written on the sides of the medication record without 
clear indication of what they pertained to.

THERAPEUTIC PROGRAMMES
There are no therapeutic programmes provided on the 
unit as all the residents go out during the day. It was 
reported that there are plans to provide occupational 
therapy input in the hostel when the kitchen is updated 
in order to facilitate the independent living aspect of 
the ward. The hospital recreation officer calls into the 
Hostel ward on a regular basis.

ECT
There are no ECT facilities in the hospital.

SECLUSION
There are no seclusion facilities in the Hostel ward.

MECHANICAL RESTRAINT
There is a written policy in place regarding the use of 
handcuffs for the external transfer of patients. Other 
forms of mechanical restraint are not used.

PHYSICAL RESTRAINT
All staff in the hospital are trained in control and 
restraint and attend regular refresher courses. It was 
reported that a register of training in control and 
restraint is maintained by nursing management.

ENVIRONMENT
The interior entrance and hallway was dark and in 
need of redecoration. There were two holes in the hall 
ceiling where there was a leak and the ceiling had not 
been repaired. On the day of inspection, there was a 
strong odour of urine and there was a layer of cobwebs 
and dust on the walls and ceilings. The kitchen is old 
and the cooker is outdated. There was a notice over the 
cooker instructing people not to turn it off and it was 
reported that the switch was broken. There were two 
bedrooms downstairs and eight upstairs. The smaller 
bedrooms were very cramped. Patients had keys to 
their bedrooms and had free access to their rooms. 
The hostel had two bathrooms, one with a toilet and 
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shower and the other with a toilet and bath. These 
facilities were not adequate for the ten occupants, 
especially as they were all getting up at the same time 
to use the bathrooms before going out. The wash-hand 
basin in one bathroom was cracked and the paint was 
peeling off the wall. The tiles around the bath needed 
upgrading. There was a small staff office and no other 
staff facilities.

SERVICE USER INTERVIEWS 
The residents were at work during the main period of 
the inspection. However, some of them returned and 
were seen by the Inspectorate. Concern was expressed 
that the kitchen had been earmarked for refurbishment 
for some time and nothing had come of this. Another 
concern expressed was that while there was a good 
choice of food supplied by the hospital kitchen, the 
food was not always hot and it was not always easy to 
access snacks outside regular mealtimes.

POSITIVE DEVELOPMENTS
 Most residents are unaccompanied during the day 
when they go off site to Ushers Island or training 
workshops.

 Patients have mobile phones when they are off the 
main hospital grounds.

 Most patients are managing their medication 
themselves.

RECOMMENDATIONS

In addition to the overall clinical recommendations 
included in the overview of the Central Mental hospital, 
the following specific recommendations apply to this 
unit:

1.  Given the rehabilitative function of the unit, there is 
a specific case for having regular formalised reviews 
involving the whole team and including patients.

2.  The kitchen needs to be upgraded to facilitate use 
for activities of daily living and preparation for 
community placement.

3.  Regular household input is needed to provide a 
clean living environment.
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KERRY GENERAL HOSPITAL

ACUTE PSYCHIATRIC UNIT
Date of inspection:  2 May 2006 
Number of beds:  50

DESCRIPTION
The acute psychiatric unit located on the ground floor 
of Kerry General Hospital is a 50-bed integrated unit 
divided into two wards. Five general adult teams admit 
to the unit. The ward is open and on the day of the 
inspection there were 11 patients detained under the 
Mental Treatment Act 1945. There are 11 nurses on day 
duty, including an Assistant Director of Nursing. At night 
there are six nursing staff rostered for duty. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Multidisciplinary team care plans are in their infancy 
on the unit. The paperwork and structures are in 
place, although the roll-out remains to be completed. 
During the transition, separate psychiatric and nursing 
assessments are completed on admission. Individual 
treatment plans and care plans are documented in a 
single chart. Occupational therapists, social workers, 
clinical psychologists and community mental health 
nurses all have separate sections in the notes to record 
interventions. The patient is asked to sign the nursing 
care plan. Paperwork has been developed to allow 
nurses and other staff to review goals with patients 
prior to the weekly ward rounds. The roll-out of this 
approach is still to be fully implemented. 

There are weekly team meetings for each sector team, 
with other reviews on a daily basis. Attendance by 
occupational therapist, social work, and consultant 
psychiatrist staff at the team meetings is variable due 
to under-staffing. Patients are involved in their care 
plans through discussion with medical and nursing 
staff. Every effort is made to include families and carers 
in planning care and treatment. 

Admission, transfer and discharge policies were 
reviewed. The service has an admission policy dated 
for review on 16 May 2004, and a discharge policy 
dated for review on 6 August 2004. There is no transfer 
policy, though there is a transfer check list to aid the 
transfer process. It was reported that 21 patients were 
transferred to St. Finan’s Hospital in 2005. A number 
of charts were reviewed, including a patient who 
had received ECT, a detained patient and a Voluntary 
patient. There was evidence of psychiatric review, and 
nursing care plans in place. In some cases the proposed 
paperwork for multidisciplinary team care planning 
was incomplete. There were few entries from other 
professionals in the charts reviewed.

THERAPEUTIC PROGRAMMES
As part of the refocusing project on the unit, a 
number of staff have been trained in brief solution 
focused therapy. An initiative is also under way to set 
aside protected therapeutic time to enable patients 
to access one-to-one sessions with staff. The main 
therapeutic programme on the unit is provided by a 
clinical nurse specialist, who is on the unit full time 
and by occupational therapists who provide a service 
in the unit on Thursdays and Fridays. A two-week 
timetable of therapeutic activities is posted on the 
ward and this includes one-to-one therapy, relaxation, 
art groups, wellness groups and groups which focus 
on managing medication and specific mental health 
problems. The programme also includes health walks, 
gardening, exercise, pastoral care and a weekly 
community meeting. The clinical nurse specialist or the 
occupational therapists carry out assessments following 
referral. A patient satisfaction questionnaire has been 
introduced to elicit feedback on the programme. Due to 
the unavailability of key staff on the day of inspection it 
was not possible to access detailed information on the 
rationale for the programme, the assessments carried 
out and on how this programme links with the care 
plans for the individual patients concerned. 

KERRY



6BOOK 4 – HSE SouthREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

ECT
There is one ECT consultant and the Assistant Director 
of Nursing is the ECT nurse. Two clinical nurse 
specialists are responsible for the preparation of and 
day-to-day management of the ECT suite. There is an 
ECT policy in place and a leaflet on ECT is available at 
the nursing stations, as are the consent forms. The 
consultant psychiatrist or the NCHD obtains the consent 
of the patient. The ECT suite comprises a treatment 
room that accommodates up to three beds, a waiting 
area, which is an alcove outside the treatment room 
with several chairs, and a recovery room, which is also 
used for other activities when not in use for ECT. The 
ECT register was reviewed and was in order. A chart of 
a patient in receipt of ECT was reviewed and found to 
be in order.

SECLUSION
The unit has two seclusion rooms, one on each 
ward. No patient was in seclusion on the day of the 
inspection. When the seclusion register was reviewed 
the last episode of seclusion was in January 2006. The 
seclusion policy was due for review on 20 March 2005. 
The seclusion register was in order. The consultant 
psychiatrist does not always sign it. The problems 
identified in the physical layout of the rooms in 2005 
remain: there is poor ventilation, a hard finish on the 
walls, no communication facility, and toilet facilities are 
located outside the room. 

MECHANICAL RESTRAINT
There is no policy on the use of mechanical restraint. It 
was reported that the only form of mechanical restraint 
used is seating for elderly patients. It was reported that 
this is documented in the patient’s chart. The Kirton 
chair reviewed is in a poor condition and in the view 
of the Inspectorate is inappropriate for use until repairs 
are made. There is no mechanical restraint register and 
there was no policy available on the use of mechanical 
restraint. 

PHYSICAL RESTRAINT
The unit is a pilot site for the introduction of crisis 
prevention intervention (CPI) training. The training will 
be delivered on a “train the trainers” model. Currently 
some staff are trained in C and R techniques.

ENVIRONMENT
This is a 50-bed unit in a general hospital. The unit was 
divided into two 25-bed wards, Reask and Valentia. 
It was open on the day of admission but may be 
closed on occasion. The days on which the doors were 
locked were logged and there was a policy regarding 
this. Since the restructuring of the HSE, the routine 
maintenance of the unit has been carried out by the 
maintenance department in the general hospital. 
Major works or upgrading have been organised by 
administration in St. Finan’s Hospital. There was a 
comprehensive safety statement in place and staff 
reported that there was a fire plan in the hospital and 
that fire drills and related talks have been conducted on 
the unit. Fire equipment has been checked on a regular 
basis. There was disabled access to the unit. The unit 
was clean and the decor was adequate but the unit 
was in need of re-painting. A new ventilation system 
had been applied for. Most of the accommodation 
and day areas on the unit were south facing and 
were bright and warm. The unit had a reception and 
admission area. At the centre of the unit was the 
day area, which was shared by the two wards. This 
comprised a large day and activity room, a small 
lounge area and the dining area and kitchen. There 
was sufficient space to seat fifty people. Outside the 
day area was a veranda, where people could smoke. 
Plans were in place to develop this area and to provide 
wheelchair access from the veranda to the lawn below. 
Accommodation was provided in six 6-bed rooms, 
two 4-bed rooms and six single rooms. There was a 
sufficient number of bathrooms and shower rooms. 
There was no visitors’ room or dedicated quiet room. 

The two nursing stations were open plan. Consideration 
has been given to enclosing these areas because of 
issues of safety and confidentiality. The nursing staff 
had changing rooms, showers and toilets. The ECT 
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treatment room doubled as a clinical room and there 
were also a number of storage rooms available. There 
were several information boards around the unit. There 
was an occupational therapy department off the unit.

SERVICE USER INTERVIEWS 
A number of patients asked to meet with the 
Inspectorate. They reported that they were satisfied 
with the level and quality of service. They were aware 
of their consultant psychiatrist and key nurse. 

RECOMMENDATIONS

1.  Introduce multidisciplinary team care plans in full, 
and audit findings.

2.  Review and update policies on admission, discharge 
and seclusion.

3.  The layout of the seclusion rooms must be 
addressed.

4.  A policy on the use of mechanical restraint should 
be put in place immediately. 

5.  The unit should be re-painted as soon as possible.

6.  Serious consideration should be given to the 
establishment of high observation areas on the unit.

ST. FINAN’S HOSPITAL, 
KILLARNEY

ST. PAUL’S WARD
Date of inspection:  3 May 2006 
Number of beds:  16 male

DESCRIPTION
St. Paul’s ward is a ground floor unit in St. Finan’s 
Hospital, Killarney. On the day of inspection there were 
16 patients, three with Temporary status, two Wards of 
Court and 11 patients with Voluntary status. The main 
function of the unit is described as the provision of a 
psychogeriatric service. Psychiatric care is provided by 
two consultant psychiatrists who job share. The unit 
is staffed by four nurses during the day and by two 
nurses at night. St. Paul’s is a locked unit but there is 
no specific policy regarding this. The patients ranged in 
age from 50 to over 90 years and staff report that four 
patients have high dependency needs.

MULTIDISCIPLINARY TEAM
There is no multidisciplinary team input into this unit. 
Staff reported that a consultant psychiatrist visits the 
unit once a fortnight, or more often when necessary. A 
medical officer visits the unit daily and the GPs’ co-up 
South Doc provides medical cover at the weekends. The 
all-male nursing staff assigned to the unit provide the 
main care to the patients on the unit. Yearly physical 
and mental state reviews are conducted. According to 
nursing staff, there are ward rounds once a fortnight. 
A chiropodist visits the unit once a month and a 
physiotherapist visits on request. Seating assessments 
were required for many of the patients. Nursing staff 
have received training on manual handling and crisis 
prevention intervention (CPI) and on the mental health 
legislation. A record of this training is kept on site. 
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MULTIDISCIPLINARY TEAM CARE 
PLANNING
There is no system of multidisciplinary care planning 
in use at present. A nursing assessment is undertaken, 
which focuses on activities of daily living, and a 
nursing care plan is drawn up. The Roper Logan 
Tierney model of nursing is used but no key worker 
system is in operation. There are no unit-specific 
policies on admission, transfer and discharge. Instead, 
the generic policies of the mental heath service are 
in operation. Staff report that admissions take place 
periodically. As in Our Lady’s ward, a new Patient 
Assessment and Nursing Care Plan system is about 
to be introduced. This system is currently in use in 
the Primary Community and Continuing Care (PCCC) 
hospitals for the elderly in the region and incorporates 
sections on patient details, admissions, assessment 
of activities of daily living, plan of care, problem 
identification and progress notes. It also includes a 
section for other therapists to record their involvement 
and a nurse signature bank. It is proposed to introduce 
a key worker role to coincide with this new system. 
The documentation for this system is ready but no date 
has been set for its implementation. Staff report that 
training has been provided for CNM2s but that all staff 
will require similar training in this new approach.

THERAPEUTIC PROGRAMMES
There is no programme of individual-needs-based 
therapeutic activities available on this unit and there 
is no occupational therapy input. Nursing staff take 
some of the patients on walks around the grounds. 
Time spent chatting with individual patients or groups 
of patients is also considered to be important. Five or 
six patients are taken on a bus outing once a fortnight. 
One patient attends the industrial therapy unit on the 
campus. Cards games, newspapers, TV and radio are 
provided. On occasion, musicians are invited into the 
unit to entertain the patients and mass is celebrated 
on the unit for the patients and their families a number 
of times during the year. Staff report that there is 
no budget for therapeutic activities and that extra 
resources are required.

MECHANICAL RESTRAINT
A Buxton chair is used for one of the patients and cot 
sides are used for another patient. As on Our Lady’s 
ward, the policy in use on this unit is the draft Regional 
Policy on the Restraint for Care of Elderly (HSE South). 
The draft policy states that the decision to use the 
restraint should be documented in the patient’s medical 
records by the physician and that the nursing notes 
should detail the following: 

 type of restraint

 rationale for using restraint

 alternative methods tried

 history of any recent accidents

 information given to patient and family about the 
use of restraint

 consent (medical and nursing notes)

 duration of restraint

 patient’s response to the use of restraint.

The draft policy document goes on to say that the 
decision to use restraint should be discussed by the 
team and family members and that the written consent 
of the patient or the next of kin should be sought. 
The decision should then be reviewed on a regular 
basis. Discussion with staff and a review of case notes 
indicate that this policy is not being implemented in 
full. 

ENVIRONMENT
St. Paul’s Ward is a ground floor unit in St. Finan’s 
Hospital. It was locked on the day of inspection. The 
unit was wheelchair accessible and the toilet and 
shower areas were fitted with handrails. Maintenance 
was provided by the maintenance team on the campus 
and staff reported that they responded quickly to most 
requests. A comprehensive health and safety statement 
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was in operation and staff reported that a fire officer 
visited yearly and that a health and safety officer 
visited on request. 

The unit comprised a non-smoking lounge, a smoking 
area, a nurses’ office, clinical room, visitors’ room, two 
toilet areas, a shower room a dining area and kitchen, 
a 12-bed dormitory area, five single bedrooms, a staff 
dining area and a number of storage rooms. The decor 
of the unit was drab and there were areas of the unit 
where the plaster had fallen off the walls and ceilings 
and where mildew was visible. The dormitory area was 
extremely cramped and had insufficient space for 12 
beds. The unit was stuffy and the ventilation system 
was inadequate. The unit needed to be repainted and 
upgraded. The furniture in the dining area needed to 
be replaced and some of the lounge furniture needed 
to be re-upholstered. There were no information boards 
on the unit but staff reported that these had been 
ordered. There was access to the hospital grounds, 
which were well maintained. 

RECOMMENDATIONS

1.  The policy on the use of restraint should be 
reviewed immediately and a report should be 
sent to the Inspectorate on the current state of 
compliance with the existing policy in the case of 
the patients referred to above.

2.  The proposed system of care planning and key 
working should be introduced as soon as possible.

3.  There should be multidisciplinary team input to this 
unit.

4.  A programme of individual-needs-based therapeutic 
activities should be designed and resourced for the 
patients of this unit.

5.  A unit specific policy should be put in place 
regarding the locking of the unit.

6.  The unit should be upgraded and re-painted.

7.  The number of beds in the dormitory area should be 
reduced.

ST. MARTIN’S WARD
Date of inspection:  3 May 2006 
Number of beds:  8

DESCRIPTION
This is a locked ward for female patients. On the day of 
inspection two were Temporary patients. It is rare for 
the unit to have admissions. All patients are under the 
care of one consultant psychiatrist with regular access 
to a registrar. There is also GP cover.

MULTIDISCIPLINARY TEAM 
There is one full-time consultant psychiatrist who 
also has responsibilities elsewhere in the service, 
namely other wards in St. Finan’s and a sector team. 
There is access to a full-time registrar who also has 
duties elsewhere in the service. There is no dedicated 
psychologist, social worker or occupational therapist 
although it was reported that they previously had 
access to a psychologist in Tralee. It was reported that 
there is a need for occupational therapy on the unit. 
The unit has managed to fund adult education for 
one patient who has a weekly session for two hours. 
Ongoing funding for this can be a problem. It was also 
reported that funding for the unit is low as there is no 
devolved budget. Each patient is in receipt of a weekly 
allowance and has an individual account held in the 
general office. 

The consultant psychiatrist meets with the nursing 
staff on a weekly basis and the registrar attends three 
times a week. Both the consultant psychiatrist and 
the registrar are contactable by phone and it was 
reported that there is a very good working relationship 
with the doctors. The meetings are held on the ward 
and nursing and medical staff attend. Any changes in 
the overall plan are written in the medical notes. The 
patient attends some of the team meetings, particularly 
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when their case is being reviewed. The patient has 
knowledge of who the consultant psychiatrist is but 
there is no key worker system in place yet. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Currently there are no care plans in place on the unit. 
It is reported that the plans are in place for a care plan 
system on this ward and St. Peter’s Ward. There has 
been a significant amount of research into finding an 
appropriate care planning system for this unit. Training 
has also taken place for the nursing staff and it is 
hoped to begin a nursing care plan system later on this 
month. Individual behaviour plans have been designed 
by one of the CNM2s and these could be incorporated 
into the new care planning system. The new system 
will involve an initial assessment which will be carried 
out on all the patients. The initial assessment will lead 
to an overall care plan which will be regularly reviewed 
by the key worker and the medical team. The patient 
also has an opportunity to review their care plans. 

All admissions to the unit are approved by a consultant 
psychiatrist. People being discharged from the unit 
tend to be transferred back to the acute unit in Tralee 
where their discharge into the community is managed.

THERAPEUTIC PROGRAMMES
Therapeutic programmes are limited. There is 
an activity programme in place. The unit needs 
occupational therapy input. Nursing staff do their 
best to provide a programme for the patients but 
their resources are not sufficient to allow for a full 
programme. Nursing staff have done health education 
with the patients, in particular three people who have 
diabetes now fully understand the illness and are 
aware of the risks posed by not eating appropriate 
food. There is a minibus available on a weekly basis 
and the patients are encouraged to go out on trips. 

ECT
Currently none of the patients is having ECT.

SECLUSION
There is a seclusion room within the unit. The seclusion 
register was appropriate and entries were signed by 
the NCHD and consultant psychiatrist. Length of time 
was specified and examination time specified. The 
reason for seclusion was always given and 15-minute 
observations were undertaken. Within the clinical file 
there was evidence of alternatives considered for the 
use of seclusion. Seclusion can be prescribed for a 
specific patient who has difficulties. A reason is always 
given and there is a good philosophy of placing some 
onus on the patient to take responsibility for their 
behaviour. There is evidence of a review by the team 
following episodes of seclusion and in particular by the 
nursing staff.

Although there is a room for the use of seclusion, 
wherever possible, if a person requires seclusion they 
will be placed in their own bedroom. It was explained 
by the nursing staff that this is to create less of a 
punishment feeling around the use of seclusion. It 
must be stated however that seclusion is not used 
very often on the unit and the seclusion rate has been 
dramatically decreased over the years. The seclusion 
room itself has appropriate furniture and is safe. It is 
a large spacious room and has appropriate ventilation 
and lighting. There was good observation from the door 
outside and there was a mirror placed high up in the 
ceiling so there are no blind spots in the room. There is 
no CCTV used and refractory clothing is not used.

The ongoing situation with two patients being locked 
in their rooms at night continues. It is imperative 
that this situation is resolved and if extra staff are 
required at night to cease this practice then the staff 
should be allocated.

MECHANICAL RESTRAINT
There is no mechanical restraint used on the unit.
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PHYSICAL RESTRAINT
The staff are currently being trained in a restraint 
technique which is reported to be being insufficient 
for the levels of aggression posed on the unit. It was 
reported that there is no trainer in the hospital and 
therefore no regular practice sessions or updates. 
The issue regarding restraint has been reported to 
management. There are incident forms for the use of 
restraint.

ENVIRONMENT
The bed capacity for the unit is eight although it 
can go up to nine if need be. The unit is situated 
in the psychiatric hospital in Killarney. Maintenance 
for the unit can be problematic and there is a need 
for complete redecoration of the unit. There was 
evidence of damp in a number of the rooms and paint 
peeling off the walls. 

There is annual fire training for staff. Health and safety 
issues had been raised and recorded on a hazard sheet 
but it was reported that this had not been acted on. 
It was reported that there is ventilation needed in the 
smoking room and in the kitchen and that the unit is 
cold, especially in winter. There were some fittings 
around the unit that could be described as dangerous 
including fire extinguishers. There was poor ventilation 
in the smoking room and in the kitchen. 

The ward itself was very large and spacious and had 
a lot of natural light. The unit was clean and well 
maintained. There were information boards in the 
lounge with up-to-date information. A new board was 
on order to go in the lounge and this will inform the 
patient who their key worker is. It was also noted that 
the heating in the unit was poor. There was a dedicated 
garden for the unit which was well maintained with a 
nice lawn and plants. There was a large fence around 
the perimeter of the garden. There was a gate in this 
fence which would allow access in the event of a fire. 
The majority of the sleeping areas were single rooms 
that could be personalised. There was one double room 
and it was reported that there were no curtains around 
the beds and that these were needed. There were 

sufficient toilets, bathrooms and showers within the 
unit although these were in need of redecoration. The 
dining area was separate from the kitchen area, which 
patients had restricted access to. The furniture in the 
dining area was appropriate. There was one smoking 
lounge and one non-smoking lounge. The smoking 
lounge needed ventilation. The other lounge was a 
large bright room with a good standard of furniture. 
The nurses’ office was situated centrally in the corridor 
of the ward and the clinical rooms were close by. There 
was also a dedicated staff area.

RECOMMENDATIONS

1.  The proposed care planning system must be 
implemented. 

2.  A review should be undertaken to end the practice 
of locking two patients in their room at night.

3.  All essential maintenance should be carried out.

4.  There should be an increase in multidisciplinary staff 
to ensure all aspects of the patients needs are met. 
In particular there should be occupational therapy on 
the unit.

O’CONNOR UNIT EAST
Date of inspection:  3 May 2006 
Number of beds:  18 male

DESCRIPTION
On the day of inspection there were 18 patients, all of 
whom were Voluntary. The unit is open. There are two 
staff on duty during the day and one at night. 

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist who has a 
senior house officer based with the sector team. 
There is no access to a clinical psychologist, social 
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worker or occupational therapist. There is access 
to a GP who visits the unit on a regular basis. The 
consultant psychiatrist meets the ward staff every 
fortnight to review the patients. It was reported 
that they tried to keep a regular time slot although 
the times can vary. The meetings are between the 
nursing staff and consultant psychiatrist. It was 
reported that interventions are documented in the 
files but there is no evidence to support this. The 
only written interventions in the medical notes are 
the annual physical and mental state checks and 
where the nursing staff have requested one of their 
doctors review the patient. There are regular written 
interventions by the GP. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no care plans in use on this unit. More 
worryingly there are no plans to implement any care 
plans. Although this is evident in other parts of the 
hospital it is not evident on this unit. There appears 
to be some doubts to the purpose of this ward. It was 
reported that the unit is used to accommodate people 
who are difficult to place and have failed in previous 
attempts to place them in the community. There 
appears to be an absence of planning between clinical 
staff and management regarding the purpose of this 
unit. Nursing staff feel that they have little influence 
in the structure of the unit and its purpose. They feel 
that they are under-resourced and would require 
more staff to carry out a care planning system and 
any rehabilitation programmes. There are no base line 
assessments undertaken and the only written notes 
by the nursing staff are sporadic progress notes. The 
unit staff said they have no say in whether admissions 
are coming to the unit although it was rare for them 
to have admissions. There does not appear to be any 
policy. It was reported that two people have been 
transferred to nursing homes recently and those beds 
had then been taken down. Other than that there have 
been no discharges. 

THERAPEUTIC PROGRAMMES
There are no therapeutic programmes in operation 
on the unit. One or two of the patients may attend 
a sheltered workshop nearby. There is no stimulus 
on the unit. Patients tend to wander around and are 
encouraged to go for walks in the grounds. Patients 
have to buy their clothes in the boutique in the hospital 
and receive an annual clothing allowance. Some of 
the patients are on pensions, which go to the general 
office, and they are not allowed to purchase any 
clothing from the local town.

ECT
None of the patients is currently receiving ECT. 

SECLUSION
There is no seclusion used on the unit. 

MECHANICAL RESTRAINT
There is no mechanical restraint used on the unit. 

PHYSICAL RESTRAINT
The staff interviewed were uncertain whether there 
was any training in place. It was reported that there 
was no mandatory training but some lectures were 
available to staff. Previously control and restraint 
training had been in operation within the hospital but 
this no longer seems to be the case.

ENVIRONMENT
The unit has a capacity for 18 people and is situated in 
the grounds of a psychiatric hospital. It was reported 
that there is fire training for staff but there have 
never been any fire drills. The staff interviewed were 
unaware of any health and safety policies. The decor of 
the unit was satisfactory as was the ventilation. There 
is a regular cleaning staff and the unit was clean. There 
was one information board, which contained some 
leaflets. There was a dedicated room for visitors and 
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there was access to a garden and also the grounds of 
the hospital. 

There were three single bedrooms, which had access 
to toilets and washbasins. The rest of the sleeping 
areas were four-bed dormitories and there were four 
of those. There were toilets and a washing area in 
between each of the dormitories. There was a new 
shower room, which had recently been installed 
and was to a high standard. There was also a jacuzzi 
bath. The dining area was shared with the female 
unit and was appropriately furnished. There were two 
sitting rooms, one shared with the female unit and 
one separate for the men. There was also a smoking 
room. There was a small office for the nursing staff. 
They operated on a two-day-on two-day-off shift 
system. There was a clinical room with individualised 
medication and there was a tearoom for the staff.

RECOMMENDATIONS

1.  This unit is in urgent need of a review to determine 
its function. In its current format the unit offers very 
little in the way of quality care. Unless an urgent 
review takes place it is strongly recommended that 
this unit closes and the patients are transferred to 
accommodation that can provide a more stimulating 
caring environment that will best meet their needs.

O’CONNOR UNIT WEST
Date of inspection:  3 May 2006 
Number of beds:  12 female

DESCRIPTION
This ward is a long-stay ward for female patients. It is 
under the clinical direction of a consultant psychiatrist. 
On the day of the inspection there where ten patients, 
nine on Voluntary status and one Ward of Court. The 
ward has a capacity to accommodate 12 patients. The 
ward is open. There are three staff nurses on duty 
during the day and two at night.

MULTIDISCIPLINARY TEAM 
There is limited multidisciplinary team input into the 
care plan of the patients. Two people who job share 
fill the consultant psychiatrist post. There is no access 
to occupational therapist, social worker and clinical 
psychology. There is no NCHD input on the ward. 
Medical cover is provided by a GP service. Out of 
hours this service is provided by the GPs’ co-op South 
Doc. The nursing staff make referrals to physiotherapy 
and chiropody as required. It was reported that the 
consultant psychiatrist visits the ward fortnightly. The 
nursing staff identify the patients to be reviewed. 
There are no official records kept of minutes. Psychiatric 
reviews and medical reviews are completed annually. 
It was reported that patients could attend the meeting 
if appropriate. The nursing staff do not operate a key 
nurse system, the reason given being the staff-patient 
ratio.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans in 
place. Each patient has a nursing assessment. The 
initial assessments were dated up to six years ago. 
The assessments are primarily physically based. There 
was evidence of reviews and evaluations however the 
Inspectorate did not feel that the goals were relevant 
to current patient needs. Some of the work completed 
by staff was not reflected in the care plans. The 
patients are not involved in the care planning process. 
There was evidence in the medical notes of recent 
physical examinations. The psychiatric reviews were 
infrequent and completed by the NCHD. It was reported 
that every effort is made to maintain contact with 
family members. There were no admission, transfer or 
discharge policies in place.

THERAPEUTIC PROGRAMMES
There are no therapeutic programmes that are 
individualised and linked to care plans. A number of 
patients attend the industrial therapy and training 
centre. One person works in the laundry unit and 
others complete ward tasks. The nursing staff have 
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made positive efforts to meet individual needs, through 
patients accessing bingo in town, social outings and 
music.

ECT
No patient is in receipt of ECT on the ward.

SECLUSION
Seclusion is not practised on the ward.

MECHANICAL RESTRAINT
Mechanical restraint is not practised on the ward. 

PHYSICAL RESTRAINT
Physical restraint is not practised on the ward. It was 
reported that a training programme is being devised 
to upgrade staff in relevant skills. Incident report 
forms are completed although there is no feedback 
mechanism in place.

ENVIRONMENT
The O’Connor Unit is a single-story building, divided into 
male and female sides. The two genders were nursed 
separately. There was a communal day room for all 
patients. In general the female patients used a smaller 
day room in their own area. There was one 3-bed 
room, the remainder were 4-bed rooms. The toilets 
and bathroom had no windows. This had been reported 
to the maintenance department for years with no 
action. The lack of windows resulted in poor ventilation. 
Efforts had been made to make the ward area homely. 
The unit was open and patients had access to extensive 
grounds around the hospital. The nursing staff had 
access to an office and staff room.

RECOMMENDATIONS

1.  Appoint a full rehabilitation team. Complete baseline 
current assessments and meet the needs of the 
patients.

2.  Establish the purpose of the ward with written 
admission, transfer and discharge policies.

3.  Cease the practice of admitting new patients to the 
ward.

4.  Provide a systematic training programme for all staff 
in physical restraint.

5.  Install windows in the toilet and bathroom area.

6.  Establish a rota for psychiatric reviews. Document 
findings and plan in a timely manner in the chart. 

ST. PETER’S WARD
Date of inspection:  3 May 2006 
Number of beds:  8 male

DESCRIPTION
St. Peter’s Ward is a locked ward for male patients with 
disturbed enduring mental illness. It is located on the 
ground floor of St. Finan’s Hospital, Killarney. The ward 
is under the clinical direction of a named consultant 
psychiatrist. On the day of inspection there were 11 
patients, three with Temporary status and one Ward of 
Court. The age profile of the patients is from 40 to 61 
years with a learning disability. The majority of patients 
are long stay. On average there are two beds, used to 
facilitate the transfer of acutely disturbed patients from 
the acute unit in Kerry General Hospital. There were 25 
transfers in 2005.
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MULTIDISCIPLINARY TEAM 
The ward is under the clinical direction of a named 
consultant psychiatrist. The other core members of the 
team are the ward nursing staff and three sessions 
from NCHD. A clinical psychologist provides a service to 
individual patients on referral. There is no input from 
occupational therapy or social work on the ward. There 
is a GP who is linked to the ward, who attends daily 
and completes yearly physical examinations. There is a 
weekly ward meeting at which patients are reviewed. 
There are no official minutes. Outcomes and actions are 
recorded by the NCHD in the medical charts during the 
meeting. The patient is invited to attend the meeting. 
There is no formal team training. It was reported that 
the medical staff provides any new information on 
medication.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The ward is in transition to the planned introduction 
of nursing care plans. On the day of the inspection the 
Inspectorate was able to view the draft paperwork. 
The nursing staff and practice development officer 
have worked together in this task. It was reported that 
the new care plans will commence in the near future 
and that teams of nurses will complete the initial 
forms. Nursing staff currently record progress notes as 
required. Yearly psychiatric examinations and medical 
examinations are completed. There was evidence in 
the notes of regular reviews of all patients by NCHD. 
In a number of notes sets there was a typed copy of 
recent case conferences. There is no specific admission 
transfer or discharge policy for this ward.

THERAPEUTIC PROGRAMMES
There are no set therapeutic programmes based on the 
ward. Patients can access industrial therapy or the local 
town depending on leave arrangements. The ward staff 
can and do access a room off the ward which has a 
pool table and gym equipment. This is dependent on 
staffing levels. The Irish Advocacy Network visits the 
ward. It was reported that some patients assist with 
ward tasks.

ECT
No patient was in receipt of ECT on the day of 
inspection.

SECLUSION
No patient was in seclusion on the day of the 
inspection. The seclusion register was reviewed and 
was in order. The last episode of seclusion was in 
January 2006. The use of seclusion on the ward is rare. 
There are two seclusion rooms. They are adapted single 
bedrooms but the rooms are unsatisfactory: there are 
ventilation problems, there is no internal access to 
toilet facilities, and no communication facility. 

MECHANICAL RESTRAINT
Mechanical restraint is not in use on the ward.

PHYSICAL RESTRAINT
The staff are awaiting a training programme.

ENVIRONMENT
The ward is located on the ground floor in the hospital 
building. The ward was not designed for its current 
purpose. Given the age of the building it has ongoing 
maintenance needs. These have not been met. The 
general decor and furniture was of a poor standard and 
offered no comfort to patients. The heating system was 
by means of blow heaters. They were unreliable and 
inefficient. The nursing staff had submitted requests for 
improvements to the ward. There was access to a small 
enclosed grassed area. There was one office area. The 
visitors’ room often doubled as an interview room.

RECOMMENDATIONS

1.  To establish the future plans for the ward and 
complete baseline functional assessments on each 
individual patient. 
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2.  Commence nursing care plans and key nurse system 
as a matter of urgency.

3.  Establish ward-based and individual programmes for 
each patient that are linked to care plans.

4.  Address the immediate maintenance problems 
urgently.

5.  Establish multidisciplinary team input on to the 
ward.

OUR LADY’S WARD
Date of inspection:  3 May 2006 
Number of beds:  16 female

DESCRIPTION
Our Lady’s Ward is a ground floor unit in St. Finan’s 
Hospital, Killarney. On the day of inspection there were 
15 patients, one with Temporary status, one Person 
of Unsound Mind (PUM) and two Wards of Court. 11 
patients had Voluntary status. The main function of the 
unit is described as the provision of a psychogeriatric 
service. Psychiatric care is provided by two consultant 
psychiatrists, who job share. The unit is staffed by four 
nurses during the day and by two nurses at night. The 
unit has an open door policy and the door was open at 
the time of inspection. 

MULTIDISCIPLINARY TEAM
There is no multidisciplinary team input into this unit. 
A consultant psychiatrist visits the unit weekly, or 
more often when necessary. A medical officer visits 
the unit daily and the GPs’ co-up South Doc provides 
medical cover at the weekends. The nursing staff 
assigned to the unit provide the main care to the 
patients on the unit and they report that, in general, 
there is consistency of nursing staff. Yearly physical 
and mental state reviews are conducted. According to 
nursing staff, there are no formal meetings or ward 
rounds on the unit. Instead, the consultant psychiatrist 

discusses patients with nursing staff on a weekly basis 
and any major issues on the unit are discussed by the 
consultant psychiatrist, Assistant Director of Nursing 
and the senior nurse on the unit. Nursing care plans 
are in use and are updated on a regular basis. Filing 
and typing for the unit are carried out by administration 
staff in the general office.

MULTIDISCIPLINARY TEAM CARE 
PLANNING
There is no system of multidisciplinary care planning 
in use at present. A nursing assessment is undertaken, 
which focuses on activities of daily living, and a nursing 
care plan is drawn up. The Roper Logan Tierney model 
of nursing is used but no key worker system is in 
operation.  As far as possible, the nursing staff attempt 
to involve the patient fully in formulation of the care 
plan but they report that many of the patients are not 
able to participate in this process. No assessment of 
family or carer needs is undertaken. 

There are no unit-specific policies on admission, 
transfer and discharge. Instead, the generic policies of 
the mental heath service are in operation. Some short-
term transfers come from the O’Connor Unit and from 
St. Martin’s Ward. Patients are not normally discharged 
from this unit. A new patient assessment and nursing 
care plan system is about to be introduced. This 
system is currently in use in the Primary Community 
and Continuing Care (PCCC) hospitals for the elderly 
in the region and incorporates sections on patient 
details, admission, assessment of activities of daily 
living, plan of care, problem identification and progress 
notes. It also includes a section for other therapists to 
record their involvement and a nurse signature bank. 
It proposed to introduce a key worker role to coincide 
with this new system.

THERAPEUTIC PROGRAMMES
There is no programme of individual-needs-based 
therapeutic activities available on this unit and there is 
no occupational therapy input. Nursing staff run Sonas 
sessions approximately once a fortnight, which include 
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music, singing and exercise. Video tapes on the culture, 
history and music of the area are available. Cards and 
bingo are also provided. Bus trips are organised every 
one to three weeks but the bus is not wheelchair 
accessible. Staff reported that there is no budget for 
therapeutic activities on the unit. Mass is celebrated on 
the unit every six weeks.

MECHANICAL RESTRAINT
Buxton chairs are used for two of the patients and cot 
sides are used for four or five patients. At present, the 
policy in use on the unit is the draft Regional Policy 
on the Restraint for Care of Elderly (HSE South). The 
draft policy states that the decision to use the restraint 
should be documented in the patient’s medical records 
by the physician and that the nursing notes should 
detail the following: 

 type of restraint

 rationale for using restraint

 alternative methods tried

 history of any recent accidents

 information given to patient and family about the 
use of restraint

 consent (medical and nursing notes)

 duration of restraint

 patient’s response to the use of restraint.

The draft policy document goes on to say that the 
decision to use restraint should be discussed by the 
team and family members and that the written consent 
of the patient or the next of kin. The decision should 
then be reviewed on a regular basis. A review of the 
case files of the patients concerned revealed that the 
decisions to use restraint were recorded in the medical 
notes and subsequent use of the restraint was noted 
but no evidence was found of the other stipulations of 
the draft policy being implemented. 

ENVIRONMENT
Our Lady’s Ward is a ground floor unit in St. Finan’s 
Hospital. It was open on the day of inspection and is 
wheelchair accessible. The unit was painted during 
the past year and was bright and clean. The window 
curtains were all replaced but the curtains surrounding 
the beds were not. Maintenance was provided by 
the maintenance team on the campus and staff 
reported that they responded quickly to requests. A 
comprehensive health and safety statement was in 
operation and staff reported that fire drills take place a 
couple of times a year. 

The unit comprised a large day area, where the nurses’ 
office, clinical room, two toilets and the shower rooms 
were also located, a lounge, which had a TV, radio 
and magazines, a dining room and kitchen, a large 
dormitory area, staff locker room and shower room and 
a number of storage rooms. The location of the shower 
in the main shower room was unsuitable and caused 
difficulties for nursing staff when assisting patients. 
Two single bedrooms were used in an adjoining ward, 
which was vacant and there were toilets available 
in this area also. There were information boards on 
the unit and information was posted on the right to 
complain. A range of information leaflets was also 
available. There was access to the hospital grounds, 
which were well maintained. 

RECOMMENDATIONS

1.  The policy on the use of restraint should be 
reviewed immediately and a report should be 
sent to the Inspectorate on the current state of 
compliance with the existing policy in the case of 
the patients referred to above.

2.  The proposed system of care planning and key 
working should be introduced as soon as possible.

3.  There should be multidisciplinary team input to this 
unit.



18BOOK 4 – HSE SouthREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

4.  A programme of individual-needs-based therapeutic 
activities should be designed and resourced for the 
patients of this unit.

KILLARNEY SECTOR CMHT
Date of inspection:  2 may 2006 
Number of beds:  28,000

DESCRIPTION
This is a general adult community mental health team 
serving a population of around 28,000. The service 
is delivered Monday to Friday from 0900h to 1700h, 
although in the group home and high support hostel 
the hours vary. There is no recognised business plan 
for this service and the budget is held centrally. The 
infrastructure of the service includes access to beds at 
the acute unit in Tralee, a day hospital, a day centre, 
a high support hostel and eight low support hostels. 
There is no sector base or any dedicated areas for the 
team to meet regularly or for office accommodation.

MULTIDISCIPLINARY TEAM COMPOSITION
The team consists of one consultant psychiatrist 
who is a locum, currently one full-time senior house 
officer and a part-time registrar. There is access to 
a psychologist 1.5 days per week, there is a 0.5 
whole-time-equivalent social worker, one full-time 
occupational therapist who provides a service to the 
acute unit, the day hospital and the day centre. There 
are two community mental health nurses. There is 
no dedicated administrative support. The staffing in 
the high support hostels are two staff during the day 
and two at night, the group homes have two staff on 
during the day and one at night and the day hospital 
and day centre have two nursing staff.

REFERRAL PROCESS
The main sources of referral are GPs. There does not 
appear to be a structured referral process. The majority 
of referrals are sent to the consultant psychiatrist. 

The consultant psychiatrist or the senior house officer 
undertake an initial assessment. However due to 
the demand, the community psychiatric nurses are 
starting to share this role. There is no dedicated referral 
meeting. Other members of the multidisciplinary team 
receive referrals from the consultant psychiatrist. The 
team would prefer a dedicated referral meeting but 
as there are resource implications and there are no 
dedicated venues.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
There are no multidisciplinary team care plans. It was 
reported that staffing levels would make it difficult to 
endorse multidisciplinary team care plans as well as a 
referral meeting. There would need to be an increase 
in the staffing in all components of the team in order 
to promote a multidisciplinary team approach. Each 
discipline then has its own assessment which leads 
to a plan of care. There is no identified key worker 
system apart from in the high support hostel. There is 
a large volume of people seen by the service. Each of 
the community psychiatric nurses has a caseload of 
approximately 100 people. Currently 60 people attend 
the day hospital, 31 the day centre, 20 in the high 
support hostel, 44 in the group homes and 29 in the 
learning disability service. 

In the absence of a regular team meeting the staff 
communicate with each other as much as possible 
at other forums or over the telephone. Some of the 
notes are centralised in the acute unit but within the 
community there are separate notes. The care plan is 
communicated sporadically. There are no dedicated 
forums to discuss the patients apart from in the ward, 
day centre or day hospital. The service user is involved 
as much as possible, but due to the large caseload 
size and low staff numbers it is difficult to involve 
service users. Family members are involved as much 
as possible and there is access to advocacy. It was 
emphasised that the resource priority tends to be with 
the hospital. It was emphasised that more resources 
need to be prioritised for the community. 
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TEAM FUNCTIONING
There is a meeting in the acute unit each Thursday 
and at the day hospital every Monday. There is also a 
clinical meeting at the day centre. There are no regular 
team meetings and it was reported that the gap 
between the catchment management team and the 
services was vast and communication was poor.

PARTICIPATION OF SERVICE USER
The service user is involved as much as possible, 
especially in the acute unit, day centre, day hospital 
and the high support hostel. 

DAY SERVICES
There are a number of mainstream community 
resources available, including a number of employment 
opportunities. There are also strong links to the 
voluntary sector. 

POLICIES AND PROCEDURES
There does not appear to be any written policies on 
referrals, people not attending for appointments, 
waiting times, or designating a key worker. There is no 
operational policy. 

TRAINING AND AUDIT/RESEARCH
It was reported that there is little scope for community 
staff attending training. There is no clinical supervision 
available for the nursing staff although they meet 
regularly with the Assistant Director of Nursing. 
The occupational therapist does not receive clinical 
supervision. The social worker and psychologist receive 
supervision and Continuing Professional Development 
(CPD) is supported for the psychologists and medical 
staff.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
It was reported that there are the bare bones of a 
multidisciplinary team available to the Killarney sector. 
There are massive resource implications and the 
staffing levels need to be increased in order to provide 
a fully functioning multidisciplinary team community 
service. There is also the need for a support structure 
from an administrative point of view and a shift in 
focus from the hospital-based service.

There is no old age psychiatrist so the sector team 
also deal with psychiatry of later life. They also have 
people with alcohol-related problems and learning 
disability. However it was reported that there are 
excellent working relationships within the team and 
the dynamics are positive.

RECOMMENDATIONS

1.  The team needs a sector base and this should be 
prioritised as a matter of urgency.

2.  All components of the multidisciplinary team should 
be increased to meet service demands.

3.  Regular team meetings need to occur to discuss 
referrals, review service users and prioritise 
strategies.

4.  Senior management should meet with the team on 
a regular basis.

5.  Administration support should be provided.

6.  The community psychiatric nurse caseloads must be 
reduced and extra provision resourced.

7.  All service users should have a multidisciplinary care 
plan.

8.  The team should be supported in its developments 
by senior management and appropriate supervision 
and training provided.
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NORTH CORK

ST. STEPHEN’S HOSPITAL

UNIT 1
Date of inspection:  8 May 2006 
Number of beds:  25

DESCRIPTION
This is an Alzheimer’s unit for 25 people. On the day 
of inspection there were 22 patients, five male and 
17 female. The three empty beds are used to provide 
respite care. There are four nursing staff on duty and 
one attendant during the day. There are two staff plus 
an attendant at night. The unit is self-staffing. The 
clinical director has overall responsibility for the unit 
and admissions are from all over the catchment area.

MULTIDISCIPLINARY TEAM
There is a consultant psychiatrist and an NCHD available 
to the unit. Occupational therapy provides seating 
assessments and there is physiotherapy input. All the 
nursing staff are general nurses. It is hoped to recruit 
a therapy nurse in the near future. Funding has been 
agreed for three hours per day and is soon to be 
advertised. It was reported that the medical staff and 
nursing staff meet on a tw- monthly basis and access 
to the consultant psychiatrist is good. Meetings are 
held on the unit and the Director of Nursing, Assistant 
Director of Nursing, occupational therapist manager and 
clinical director attend. There is also a regular meeting 
between the Assistant Director of Nursing and the 
CNM2. The written interventions in the medical notes 
examined on this inspection are minimal. However 
the management response states that there are 
regular written reviews. There are detailed six-monthly 
physical reviews and mental state reviews. The only 
other written interventions are when the nursing staff 
request a doctor to review a patient. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Care plans on the unit are nurse led. They are based 
on a modified Roper Logan Tierney model although 
they are looking to adopt a new system. The CNM2 is 
currently in contact with the educational department in 
St. James’s Hospital in Dublin availing of their dementia 
education service. It was reported that staff would 
be trained in the new care planning system. There is 
currently a primary nurse system in operation and all 
service users are allocated to members of staff. The 
unit is self-staffing, which enhances continuity of care. 
The primary nurse is responsible for updating the care 
plans, care plans are filed in a card index system and 
there is also a medical set of notes. The service user is 
involved in care plans as much as possible and family 
and advocates are also involved. It was reported that 
the unit staff try to get as much information from the 
family as possible in order to facilitate the patient’s 
care. There is a strong emphasis on fundraising within 
the unit to purchase items for the unit. There is an 
admission policy in place but needs updating.

THERAPEUTIC PROGRAMMES
One service user visits Unit 7 which is the occupational 
therapy department. There are a number of groups 
run on the unit such as Sonas, reminiscence, validation 
therapy, prayers, music and videos. 

SECLUSION
Seclusion is not used. 

MECHANICAL RESTRAINT
A number of residents are in chairs following the 
seating assessment by occupational therapists. Patients 
observed on the unit appear to be comfortable in 
these chairs and safe. A number of service users have 
cot sides. It was reported that new beds are currently 
being purchased that can be lowered to within six 
inches of the ground which would mean cot sides are 
no longer needed. 
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PHYSICAL RESTRAINT
Physical restraint is not used on the unit.

ENVIRONMENT
This is a 25-bed unit in the grounds of a psychiatric 
hospital. The maintenance is generally good but can 
be a problem at times. There was training in fire safety 
and health and safety policies were in place. There was 
disabled access. The decor was of a good standard. 
There was plenty of ventilation and natural light and 
the unit was extremely clean. There was a philosophy 
of care posted on the wall of the unit. 

There was a dedicated visitors’ area and access to a 
newly created garden. The garden was an excellent 
addition to the unit and there was also a nice veranda 
area. There were a number of dormitories ranging 
from two beds to six beds. There was also a private 
bedroom for people who are seriously ill which enables 
privacy and also permits family members to visit and 
maintain privacy and dignity. There were also facilities 
for the family. This was a real positive innovation on 
the unit. 

There were sufficient toilets and changing area and 
there were assisted showers and bathrooms. The 
dining area was nicely decorated and stimulus was 
reduced so therefore there was no TV. There was a 
lounge area where a number of service users had their 
own individual chairs. The furniture looked comfortable 
and there was a TV and radio in this lounge. There 
was also a snoezelen room. The nurses had their own 
office and staff area and there was a clinical room with 
appropriate equipment.

RECOMMENDATIONS

1.  All service users should have regular mental state 
examinations documented in their file. 

2.  The therapy nurse post should be recruited to and 
an appropriate activity program initiated based on 
service user need.

UNIT 2
Date of inspection:  8 May 2006 
Number of beds:  26 integrated

DESCRIPTION
This is a ward for continuing care. It is a high 
dependency ward and has a bed capacity for 26 beds. 
On the day of the inspection there were ten male 
patients and eight female patients. All are Voluntary 
status under the Mental Treatment Act 1945. The 
average age is 70 years old. The ward is staffed by five 
nursing staff and one attendant during the day and at 
night two nursing staff and one attendant are rostered 
on duty. Three North Cork sector consultant psychiatrists 
who access the unit, plus a North Lee consultant 
psychiatrist on behalf of the North Lee service, have 
admitting rights to the unit.

MULTIDISCIPLINARY TEAM 
Three general adult sector teams and one North Lee 
consultant psychiatrist have admitting rights to the 
unit. Psychiatric and medical reviews are completed 
every six months. There is no input from any other 
disciplines. The NCHD is available to the ward staff as 
required. Referrals to physiotherapy and occupational 
therapist for seating assessments are made. The 
physiotherapist attends twice weekly.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are nursing care plans in place. The patient 
profile results in patients who require a lot of physical 
nursing care. The majority of patients are immobile and 
require assistance with activities of daily living. These 
needs are reflected in the nursing care plans. The plans 
reviewed were current and up to date. Daily progress 
notes are also recorded. There was evidence in the 
charts of regular psychiatric and medical review. Family 
involvement is recorded and contact is recorded. There 
are no active admissions, all are internal transfers. 
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There is a transfer procedure in place. There have been 
no recent transfers. 

THERAPEUTIC PROGRAMMES
The ward routine is primarily structured around 
meeting the physical needs of the patients. Efforts are 
made by the nursing staff when time is available to 
provide some activities. Weekly mass is held on the 
ward and patients have access to a newspaper. There 
is a need for structured stimulation for the patients. 
It was reported that one patient and sometimes two 
attend programmes in the recreation unit.

MECHANICAL RESTRAINT
No patient was being restrained on the day of 
inspection.

ENVIRONMENT
The ward is located on the grounds of St. Stephen’s 
Hospital. It is designed around a long corridor with 
bedrooms facing out onto a veranda. There are two 
day rooms and a visitors’ area. There has been recent 
painting of the ward. The staff reported that they 
had the necessary hoists and mattresses to care for 
the patients. The current internal smoking room is 
unsuitable for this purpose. The staff have access to 
one Parker bath and one walk-in shower area. Given 
the needs of the patients an additional shower area 
would greatly aid the staff.

RECOMMENDATIONS

1.  The future of the ward needs to be reviewed in light 
of the planned closure of the hospital.

2.  An additional shower area needs to be considered 
immediately to aid the delivery of full nursing care.

3.  The provision of sessional occupational therapy 
input onto the ward to provide structured group 
programme.

4.  The unit should be self-staffing.

5.  All policies need to be updated to reflect current 
best practice.

UNIT 3
Date of inspection:  18 May 206 
Number of beds:  13

DESCRIPTION
This is a 13-bed acute admission ward situated in the 
grounds of St. Stephen’s Hospital, Glanmire. On the day 
of inspection there were 12 patients, one of which was 
on a Temporary certificate. Three sector teams admit 
to the unit and on duty during the day there are three 
nursing staff, one attendant and two nursing staff at 
night.

MULTIDISCIPLINARY TEAM 
The three consultant psychiatrists with admitting 
rights to the unit each have two NCHDs. There is a 
referral system to clinical psychology, social work and 
occupational therapy. There is a unit for occupational 
therapy within the hospital. There is a referral system 
to addiction counsellors in the community and it 
was reported that AA hold public meetings in the 
recreational unit. The community mental health nurses 
keep in regular contact with the staff on the unit 
regarding the progress of their patients. 

Each consultant psychiatrist visits the unit on at least 
two occasions during the week. Subsequently the 
service users are reviewed during these meetings. 
Meetings include nursing staff and the medical staff. 
Any change in the patient’s care is documented in the 
files. On Unit 7, the occupational therapy unit, there is 
a weekly meeting of each multidisciplinary team. The 
patient is given the option to attend the reviews on 
the ward and usually they attend. They have access to 
the multidisciplinary team by a referral system. It was 
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reported that they have knowledge of the treatment 
team and key worker system.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Care plans on the unit are nurse led. Recently the 
Tidal model was introduced but it was reported that 
no formal training or workshops were undertaken 
to familiarise the staff or the patients with this new 
approach. Most of the staff have received the two day 
training in the Mental Health Act, 2001. 

Currently the Roper Logan Tierney model of nursing 
is in use until all patients have had an assessment 
based on the Tidal model. The majority of the patients 
have had the preliminary assessment undertaken 
and care plans are in place for them. A key worker 
is identified although the central rostering system 
hinders this process. There is a multidisciplinary team 
review meeting for the patients on the unit. There are 
separate medical and nursing files that have regular 
written interventions. The service user is involved in 
the care planning process through one-to-one sessions 
and also fill out their own assessment of need within 
the Tidal model using a self-questionnaire. Family and 
advocates are involved. 

There are policies in place dating back to 1996 and 
these are in need of review. It was also reported that 
patients often sleep out on other wards when beds are 
full and there was regular use of leave beds.

THERAPEUTIC PROGRAMMES
Please refer to the report on Unit 7.

ECT
ECT is rarely used for patients on Unit 3 and if they 
were to have ECT they would go to Unit 4 for this. 
There is an ECT register and policy in place and 
consent is obtained by the consultant psychiatrist. The 
accommodation for ECT is on Unit 4. Each service user 

who has ECT is assessed, a record is kept and they are 
assessed post-treatment.

SECLUSION
There is no seclusion used on this unit and it was 
reported that there is minimal transfer of patients to 
Carraig Mór.

MECHANICAL RESTRAINT
There is no mechanical restraint used on the unit.

PHYSICAL RESTRAINT
There does not appear to be a consistent approach 
to restraint used within the unit. The nursing staff on 
the unit are trained either in control and restraint or 
crisis prevention intervention (CPI) techniques. It was 
uncertain on the unit from the staff interviewed as to 
what approach of restraint was used. There is a record 
kept of adverse incidents. It was reported that training 
is advertised but quite often staff are unable to attend 
due to limited opportunities and covering the ward. 

ENVIRONMENT
This was a 13-bed admission ward situated in St. 
Stephen’s Hospital. Maintenance of the unit was 
reasonably good and the decor was of a good standard. 
There was appropriate ventilation and natural light. 
There was an excellent standard of cleanliness. 
There were two information boards with up-to-date 
information. There was no dedicated visitors’ area 
but visitors have use of a number of other rooms and 
areas. There was access to a garden and the unit was 
open. There were three dormitories and one single 
room. Each patient had their own wardrobe with 
collapsible curtains around their bed. There were a 
sufficient number of toilets and shower facilities. There 
were no bathrooms. 

There was a central dining area and food was of the 
cook-chill type. There was a good choice of food and 
there were sufficient snacks and drinks available 
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throughout the day and evening. There were two 
lounge areas, one small new area with a TV and a DVD 
and one main lounge area which also had a TV. There 
was good access to outdoor verandas and all smoking 
was outside the building. There was a relaxation room 
that was facilitated by the nursing staff and there was 
also a recreation room. There were two good-sized 
interview rooms with good observation. The nursing 
station was an office near the entrance to the unit and 
there was a clinical room with appropriate equipment 
and drug storage. There was also a utility area and 
all the patients do their own laundry, some with 
supervision. There was no dedicated high observation 
area but all new admissions were admitted to the 
dormitory nearest the nursing station.

RECOMMENDATIONS

1.  Each sector team should have a core 
multidisciplinary team to enable each patient to 
have a multidisciplinary care plan. 

2.  All staff should be trained in the use of the Tidal 
model so that it can be fully implemented.

3.  There should be a consistent approach and training 
for staff in restraint techniques.

4.  Service users should not be transferred to other 
units due to bed shortages.

UNIT 4
Date of inspection:  8 May 2006 
Number of beds:  22

DESCRIPTION
This is a 22-bed open acute admissions unit located in 
St. Stephens’s Hospital. On the day of the inspection 
there were 15 female patients and three male patients. 
There were three detained patients. There are three 
teams with admitting rights to the ward. 

MULTIDISCIPLINARY TEAM 
There are three sector teams, each of which has 
two meetings. There is a ward round meeting twice 
weekly that is attended by medical and nursing staff. 
Once weekly in Unit 7 (occupational therapy) there 
is a multidisciplinary team meeting that is attended 
by a sector team nurse from the ward. There is also a 
weekly case conference. This is an in-house in-service 
programme. Outcomes of the meeting are recorded 
directly into the notes.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans. There 
are two sets of notes, nursing and medical. The nursing 
staff on this ward introduced the Tidal nursing model 
and the charts reviewed showed evidence of using this 
approach. The medical notes demonstrated evidence 
of regular individual and team reviews. The notes 
inspected showed no entries from other disciplines. 
Each patient also has a completed Sainsbury risk 
assessment form. The nursing staff are allocated to 
sector teams. The admissions and discharge policies 
are dated April 1996. There is no transfer policy, 
although there is a list of procedures to be completed 
on transfer. There were no transfers to Carraig Mór in 
2005.

THERAPEUTIC PROGRAMMES
Ward-based activities include relaxation and a Solution 
for Wellness programme. The ward benefits from 
fundraising funds and employs an Indian head massage 
therapist. Patients attending occupational therapy are 
collected by bus. This service is reported on separately 
– please refer to the report on Unit 7.

ECT
There is an ECT suite on the ward. A named consultant 
psychiatrist has responsibility for this treatment. There 
are no dedicated waiting rooms, patients come from 
the ward. The ECT room is very small, recovery is 
provided in a dormitory that can be screened off. The 
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rate of ECT usage is very low (in 2005 there were 17 
treatments involving three patients). There was no 
patient in receipt of ECT on the day of the inspection 
and no chart was reviewed.

SECLUSION
There is no seclusion room on the ward.

MECHANICAL RESTRAINT
This is not practised on the ward.

PHYSICAL RESTRAINT
It was reported on the day of the inspection that there 
is no current training on the use of physical restraint. 
There is a training need.

ENVIRONMENT
The environment has been upgraded, including 
painting and relocation of the nurses’ station. The decor 
is pleasant and the ward is bright and clean. There 
are two single bedrooms, two 4-bed rooms and two 
6-bed rooms. There is access to quiet rooms and day 
room. The ward benefits from a veranda. All smoking 
is external. The staff do not have access to basic IT 
resources.

RECOMMENDATIONS

1.  ECT facilities need to be upgraded.

2.  Multidisciplinary team care plans need to be 
developed and all disciplines involved.

3.  A computer, printer, fax and photocopier need to be 
provided immediately.

4.  Consideration needs to be given to looking at 
providing an area for exercise equipment.

5.  Staffing levels for social work and occupational 
therapy need to be addressed immediately to meet 
the current needs of patients in the hospital and the 
sector teams.

6.  The unit should be self-staffed.

7.  All policies need to be updated to reflect current 
best practice. 

UNIT 5
Date of inspection:  9 May 2006 
Number of beds:  13

DESCRIPTION
This is a high dependency unit for people who have 
difficulty managing their behaviour and the symptoms 
of their illness. On the day of inspection there were 
15 people in the unit, 14 male and one female. The 
female has her own room which is lockable. On the 
day of inspection two patients were Temporary. The 
front door is currently locked. On duty during the 
day are four nursing staff and at night there are two 
nursing staff and an attendant. All the teams within the 
catchment can admit to the unit, although only through 
internal transfers.

MULTIDISCIPLINARY TEAM 
All four consultant psychiatrists can access beds in 
the unit and each consultant psychiatrist has their 
own NCHD. There is no direct input from psychology, 
social work or occupational therapy although a referral 
system is in place. One patient currently attends the 
occupational therapy department in Unit 7. There 
are no regular meetings on the wards to review the 
service users. The NCHD attends on a weekly basis and 
each patient has a six-monthly physical and mental 
state examination. It was reported that the consultant 
psychiatrist visits the unit every two months. 
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Care plans are nurse led and follow a modified version 
of the Roper Logan Tierney model. There is an initial 
assessment and the nurse allocated from the sector 
reviews the care plans every three months. The 
progress notes are written twice a week. Each patient 
has a risk assessment undertaken. There is no other 
multidisciplinary team involvement and the nursing 
staff keep separate notes. The care plan is documented 
in the nursing notes. Also it is rare for the patient to be 
involved in their care plan due to their current mental 
state but every effort is made. Family and carers are 
involved as much as possible. 

There are no direct admissions to the unit. All people 
here are internal transfers. It was also reported that 
there are no discharges. It is hoped that the two 
additional patients who are currently taking the 
service above its capacity will transfer back to their 
respective units. There are also two people with a 
learning disability whose needs are being met on the 
unit but they can cause difficulties at times. It was 
reported that these two individuals have been referred 
to the Intellectual Disability Services. The nursing staff 
reported that these two patients receive a good quality 
of care within this unit and it would not be beneficial to 
move them to another service at this stage in their life.

THERAPEUTIC PROGRAMMES
Three patients attend the recreation centre and one 
attends Unit 7. There is weekly art therapy on the unit 
and a number of other low key groups. It was reported 
that this group of patients are very difficult to motivate 
to attend any groups or activities that are in place. 

ECT
ECT is not used on the unit.

SECLUSION
There are no seclusion facilities on the unit.

MECHANICAL RESTRAINT
Mechanical restraint is not used on the unit.

PHYSICAL RESTRAINT
It was reported that all staff had been trained in 
control and restraint techniques but it is very rare 
that a full restraint is used on the unit. There is 
uncertainty whether all staff have been updated in 
these techniques and it was strongly emphasised that 
restraint is the last resort used.

ENVIRONMENT
This is a 13-bed unit but currently there are 15 people 
in it. It was a large unit and certainly not overcrowded. 
Maintenance was reported as being satisfactory and 
there were appropriate fire safety checks and health 
and safety policies. There was disabled access and the 
decor was of a reasonable standard, ventilation was 
good and there was plenty of natural light. Contract 
cleaners provide a service to the unit. There was a 
dedicated visitors’ area which was nicely furnished 
and access to a garden. There were three four-
bed dormitories and a single bedroom. There were 
sufficient toilets, bathrooms and showers. There was a 
dining area that catered for all patients at one sitting 
and two lounges, one smoking and one non-smoking. 
There was a nursing office and a clinical room with 
appropriate equipment and storage. 

RECOMMENDATIONS

1.  All service users should have regular mental state 
and physical checks. 

2.  All service users should have a needs assessment to 
determine the most appropriate accommodation to 
meet their needs.
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UNIT 7
Date of inspection:  9 May 2006 

DESCRIPTION
This is the occupational therapy department for the 
hospital which also provides a day service for the three 
sectors of North Cork and staff based in the unit also 
provide a service to the three community sectors. 

MULTIDISCIPLINARY TEAM
There are currently 3.5  whole-time-equivalent 
occupational therapists. They consist of an occupational 
therapy manager, a senior and two basic grades. There 
are three nursing staff, two staff nurses and a CNM2. 
There is minimal administration support. There is an 
art therapist two days per week, a woodwork teacher, 
computer teacher, yoga teacher and an art teacher. The 
nursing staff are all based on Unit 7. The occupational 
therapy staff offer a service to each of the sectors and 
are based approximately half time in Unit 7 and half 
time in the community sector. Nursing staff are also 
linked to each sector. 

There is a weekly multidisciplinary team meeting for 
each sector and there is a monthly sector meeting 
that focuses on business issues. All members 
of the multidisciplinary team attend the weekly 
meeting and it was reported that there was a strong 
multidisciplinary team philosophy within Unit 7. 
Records are kept of each meeting and ward staff 
also attend the meetings. There are a number of 
occupational therapy assessments completed on 
service users who are earmarked to go to the new 
high support hostel in Kanturk. Unfortunately these 
assessments were not available on the units where the 
service users are currently residing.

The service users access the service following a referral 
from the wards. The referral system is linked to each 
sector and the initial assessment is undertaken by 
the occupational therapist and nurse attached to that 
sector. The initial assessment is then discussed at a 

sector team meeting and a programme is introduced 
based on need. The staff also provide follow-up work 
following discharge from hospital and carry out a 
number of outreach visits.

THERAPEUTIC PROGRAMMES
There is a comprehensive initial assessment undertaken 
which is then formulated into a number of objectives 
and goals. The service is looking to develop a key worker 
system which would be linked into the sectors and 
promote continuity of care between the hospital and 
community. The service user is regularly involved in the 
programme, has regular contact with the staff on Unit 
7 and is encouraged to undertake self-assessments. 
The programme is facilitated by nursing staff and 
occupational therapists and there are regular reviews 
in place. Issues of accessing notes are a problem and 
currently there are a number of individual sets of notes 
within the service. Steps need to be taken to have one 
set of notes which all disciplines access. The service is 
looking to develop a revised discharge plan, which will 
hopefully be consistent across all three sectors.

ENVIRONMENT
This is a large facility situated in the grounds of the 
hospital. There were a number of specific areas offering 
art, woodwork, relaxation, education, music and 
gardening. There were also facilities for service users 
to do their own washing and there were also bathing 
facilities.

RECOMMENDATIONS

1.  The recently undertaken needs assessments should 
be available to the relevant units.

2.  The service should develop a composite set of notes 
for each service user.

3.  As service users move to the community the 
therapeutic programme should be delivered in the 
community, eventually leading to the closure of Unit 7.
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UNIT 8, FLOOR 2
Date of inspection:  9 May 2006 
Number of beds:  26

DESCRIPTION
This is described as a high dependency unit for 
psychogeriatric patients. On the day of inspection there 
were 11 male patients and 12 female. There were 
no Temporary patients and there were four Wards of 
Court. There are five staff on duty during the day and 
two staff nurses and an attendant at night. All four 
consultant psychiatrists have access to beds on the unit. 

MULTIDISCIPLINARY TEAM 
As stated all four consultant psychiatrists, each of 
whom has an NCHD, have access to beds on the unit. 
There is a referral system to psychology, social work 
and occupational therapy. It was reported that an 
occupational therapist is needed to provide an activity 
programme on the unit. There is also a referral system 
to physiotherapists.

There are no regular meetings to review the patients 
on this unit. One consultant psychiatrist visits the unit 
twice a week. The nursing staff contact the relevant 
doctor to request a review of a patient. Written 
interventions in the medical notes are limited. There 
are six-monthly reviews of physical and mental state. 
Other than that, the only written interventions are 
when a doctor has been requested to visit the unit.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans on the 
unit. There are nurse-led care plans based on the Roper 
Logan Tierney model. However the unit is currently 
piloting a new system based on a community nursing 
model and four patients have been assessed using this 
tool. It appears to be more appropriate to the needs 
of the patients. There is a key worker system and the 
key worker is responsible for maintaining and updating 

care plans. There are separate nursing notes and there 
are regular progress notes written pertaining to the 
care plans. The patient is involved as much as possible 
in the care planning process and family members are 
encouraged to maintain contact. The admission transfer 
and discharge policies are in place but, as with other 
units within the hospital, need updating.

THERAPEUTIC PROGRAMMES
One of the patients attends the recreational unit. It is 
again reported that there is a need for occupational 
therapist input for people who cannot leave the ward 
or who are reluctant to go to Unit 7. The nurses run 
some groups on the unit including reminiscence, Sonas 
and videos. 

ECT
ECT is not in use on the unit. 

SECLUSION
There are no seclusion facilities. 

MECHANICAL RESTRAINT
There are no types of mechanical restraint other than 
cot sides.

PHYSICAL RESTRAINT
It is not appropriate to use physical restraint on the 
unit.

ENVIRONMENT
This is a 26-bed unit on the second floor of the main 
building in St. Stephen’s Hospital. The maintenance was 
described as good. There were appropriate fire safety 
checks and a health and safety policy. There was plenty 
of natural light in the unit and contract cleaners were 
responsible for cleaning. There was a dedicated visitors’ 
area which was in need of an upgrade and was in the 
plans. There was access to a garden. There were two 
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eight-bed dormitories and ten single rooms. There 
were sufficient numbers of toilets and bathrooms and 
an assisted shower. There was a large spacious dining 
area where food was provided on a cook-chill basis. 
It was reported that there was good choice and there 
were plenty of drinks and snacks in between meals. 
There was one smoking lounge and one non-smoking 
lounge. There was a nursing office, a clinical room with 
appropriate equipment and adequate storage. 

RECOMMENDATIONS

1.  There should be regular reviews of the patient’s 
mental state leading to a care plan that best meets 
the needs of the patient.

2.  The complement of the multidisciplinary team 
should be increased especially occupational therapy, 
social work and psychology. 

3.  An activity programme should be in place for 
patients who do not leave the unit. 

4.  The unit should be self-staffing.

UNIT 8, FLOOR 3
Date of inspection:  9 May 2006 
Number of beds:  26 integrated

DESCRIPTION
Ward 8 is located on the third floor. It is a 
psychogeriatric ward and is home to 21 patients. It has 
a capacity for 26 patients. On the day of the inspection 
there were 12 male and nine female patients, all 
Voluntary status. The door is locked; access can be 
gained on both sides by pressing a buzzer. The reason 
given for locking the ward is because of wandering 
patients. Four nursing staff are rostered during the 
daytime and two nurses and an attendant by night. 
The client group ranges in age from 50 to 88 years old. 

Four consultant psychiatrists have admitting rights to 
the ward.

MULTIDISCIPLINARY TEAM 
The multidisciplinary team is limited to input from 
medical and nursing staff. The medical staff attend the 
ward as required. The consultant psychiatrist completes 
the six-monthly physical and psychiatric reviews. 
During each review it was reported that the patients 
and key nurse are interviewed. The patients attend the 
recreational therapy unit. This unit is nursing led. There 
is no documented evidence of feedback in the charts or 
care plans. The staff reported that there is contact from 
the recreational unit by telephone.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is a nursing care plan, based on the Roper Logan 
Tierney model. The plans are reviewed every three 
months and problems identified. Patients are not 
directly involved in the process and their care plans 
are not communicated to them. The medical staff 
review the psychiatric and physical reviews of each 
patient every six months. There was evidence in the 
charts reviewed that these reviews were current and 
complete. There are no active admissions. The policies 
are specific to the hospital and dated April 1996.

THERAPEUTIC PROGRAMMES
There are no ward-based therapeutic programmes. 
It was reported that five to six patients attend 
the activation and socialisation programme in the 
recreational area. There is no documented feedback in 
the notes.

PHYSICAL RESTRAINT
Some staff have been trained in control and restraint 
techniques. There is a current training need.
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ENVIRONMENT
The ward is located on the third floor. There is access 
via a lift and stairs. Four patients on the ward are 
wheelchair bound and in the event of a fire would 
need to be lifted out of the building. Contract cleaners 
attend the ward for two hours each day and for one 
hour on Sunday. The ward was bright and clean and 
efforts had been made to personalise bed areas and 
make the visitors’ room more comfortable. There were 
nine single bedrooms, one 8-bed area and two 4-bed 
areas. Due to the patient profile there was an urgent 
need for a level access shower. There was one Parker 
bath and one standard bath. The staff reported that 
they had requested that the ward be painted and other 
basic maintenance requests had been made to upgrade 
furniture.

RECOMMENDATIONS

1.  A multidisciplinary team care plan, following 
detailed multidisciplinary team assessment, should 
be completed on each patient.

2.  The patients who are immobile should be relocated 
to ground floor accommodation immediately.

3.  If the ward is to remain open, a shower should be 
installed and other necessary maintenance requests 
completed.

4.  Multidisciplinary team discipline numbers (or their 
whole-time-equivalent) should be increased to 
reflect the need of patients.

5.  The unit should be self-staffing.

6.  All policies need to be updated urgently to reflect 
best practice.

UNIT 10
Date of inspection:  9 May 2006 
Number of beds:  25

DESCRIPTION
The unit is described as a rehabilitation ward but also a 
mix of long-stay patients. The age range is from 50 to 
mid-70s. On the day of inspection there were 14 male 
patients and five female. The unit is open and there are 
no detained patients. There is one Ward of Court. There 
are three nursing staff on duty during the day and two 
at night. However it was reported that if other units in 
the hospital are short, staff are often taken from Unit 
10. Four consultant psychiatrists have access to beds on 
the unit.

MULTIDISCIPLINARY TEAM 
The four consultant psychiatrists all have NCHDs. There 
is a referral system to psychology and social work 
and a number of the patients attend the occupational 
therapy department on Unit 7. It was reported that the 
patients are sometimes unmotivated to attend Unit 7 
and it is the request of the CNM2 to have a functional 
assessment undertaken of each of the patients to 
provide ward-based activities as well as those in Unit 
7. There appears to be good motivation to change the 
philosophy on the unit to encourage patients to be 
more active in their treatment but unfortunately there 
is still uncertainly over the future of the ward which is 
affecting the morale of staff.

There are no regular meetings to review the patients’ 
care. If patients are in need of review, nursing staff 
have to contact the doctor to come to the unit. Each 
of the patients has a six-monthly physical and mental 
state examination undertaken. Other than that, there 
are limited written interventions in the medical files.
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Care plans are all nurse led. There is a brief initial 
assessment and this is updated every six months. There 
is a key worker system in place but this is hindered by 
the central rostering system. It works better when staff 
are allocated permanently to the unit and self-staffing 
has been requested. The multidisciplinary team are 
not involved in the patients’ care. It is predominantly 
nursing and some medical input. Nursing care plans 
are documented in the card index system. Some of 
the patients are involved in their care planning and 
this is encouraged where possible. There are good 
relationships with families and they are encouraged to 
keep in contact. There are ongoing concerns about the 
future placement of the patients from this ward. The 
nursing staff have recently sent a memo to the clinical 
director and to management outlining where they 
feel the patient should be placed in the future. This 
includes the new high support hostel in Kanturk and it 
is likely that four patients from this unit will go to that 
new facility. However there was no assessment of their 
needs on the unit and it was reported that occupational 
therapists had assessed these individuals but it was 
uncertain where the report was.

The admission, transfer and discharge policy was the 
same as the other units and is in need of updating.

THERAPEUTIC PROGRAMMES
There was high motivation amongst the nursing staff 
to provide some ward-based activities and there is a 
request for a functional assessment to be undertaken 
by the occupational therapy department within the 
hospital. Obviously there are implications for resources 
here and it would have to be done over a gradual 
period of time. A number of the patients attend Unit 7 
and the recreation centre. 

ECT
None of the patients have ECT.

SECLUSION
There are no seclusion facilities. 

MECHANICAL RESTRAINT
There is no of mechanical restraint used.

PHYSICAL RESTRAINT
It is uncertain as to which type of restraint is used 
on the unit. There is no consistent approach. Some 
staff are trained in crisis prevention intervention 
(CPI) techniques and others in control and restraint 
techniques. There are a number of courses advertised 
throughout the hospital but it was reported that it is 
difficult for staff to attend due to the rigid shift system. 
The current system is that one shift works Monday to 
Wednesday, the other shift works Thursday to Saturday 
and they each work every second Sunday.

ENVIRONMENT
This is a 25-bed unit on the ground floor situated in St. 
Stephen’s Hospital. The maintenance was described as 
satisfactory and there was an appropriate fire certificate 
and a health and safety policy. There was disabled 
access but the toilet was not wheelchair accessible. 
The decor was of a satisfactory standard. There was 
good ventilation, plenty of natural light and the unit 
was clean. There was a dedicated area for visitors. 
There was access to a garden and there was an open 
door philosophy. Each patient had their own bedroom 
and they were divided into two corridors, one for men 
and one for women. There were toilets and bathrooms 
situated in each of the corridors and there was now 
an assisted shower which had proved to be extremely 
beneficial. There was a good-sized dining area and 
the food provided was on a cook chill basis. There was 
another dining area for Unit 11 which it was hoped 
would become an activity recreation room for this unit. 
There were two lounges, one for smoking and one for 
non-smoking. There was a nurses’ office, clinical room 
which was rather small but will be moving to a larger 
room which will also accommodate a surgery. There 
was also a dedicated staff area.
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RECOMMENDATIONS

1.  There should be regular reviews of the patient’s 
mental state leading to a care plan that best meets 
the needs of the patient.

2.  The complement of the multidisciplinary team 
should be increased especially occupational therapy, 
social work and psychology. 

3.  An activity programme should be in place for 
patients who do not leave the unit following an 
assessment of need.

4.  The unit should be self-staffing. 

WARD 11
Date of inspection:  9 May 2006 
Number of beds:  29 integrated

DESCRIPTION
Ward 11 is a 29-bed rehabilitation and continuing 
care ward. It is an open ward and on the day of the 
inspection there were 14 male patients and four 
female patients. One patient was detained under the 
1945 Mental Treatment Act. All three sector teams 
admit patients to the ward. The ward is staffed by 
nursing staff, three rostered during the day and two by 
night.

MULTIDISCIPLINARY TEAM 
Each team has weekly reviews of patients. These 
are primarily carried out by NCHDs. The consultant 
psychiatrist completes the six-monthly psychiatric and 
physical examinations. There is no direct input from 
other disciplines to the ward. Outcomes and actions are 
recorded in the medical chart. The nursing staff have a 
key sector nurse system.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is a nursing care plan based on the Roper 
Logan Tierney model and this is primarily focused 
on activity of daily living. The patient is not involved 
in the care plan directly. Nursing and medical notes 
are recorded separately. The files reviewed included 
those patients that are to transfer to a new hostel with 
24-hour nursing staff supervision in Kanturk. There 
was evidence of six-monthly medical and psychiatric 
reviews. The occupational therapy assessments were 
on file in Unit 7 and not in the chart. There was no 
formal multidisciplinary team assessment of needs to 
identify the most suitable patients. 

The nursing care plans are reviewed every three 
months. They do not include any input from the 
patient. It was unclear who would be responsible 
for patients on discharge to the hostel. It was 
subsequently reported that all patients discharged 
to the Kankurk residence are under the care of the 
consultant psychiatrist for that area. Patients are aware 
of the planned closure but remain uncertain as to 
their placement. There are no active admissions or 
discharges. There is a transfer sheet to aid the transfer 
process. The policies are dated April 1996.

THERAPEUTIC PROGRAMMES
The majority of patients attend programmes off the 
ward. They attend the recreational area, which is 
primarily a socialisation programme. The clients have 
been attending for years. Nursing staff with sessional 
input from occupational therapy and art therapy 
manage it. There is no record of process in the notes.

ENVIRONMENT
This unit is located on the second floor. It was planned 
for closure with the opening of the high support hostel 
in Kanturk in June 2006. Patients not moving to the 
hostel will be placed in other wards in the hospital 
depending on need. The layout of the unit is three 
corridors with individual bedroom areas and a central 
sitting room. Each room has a wash-hand basin and 
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built-in wardrobe. The toilet and bathroom area are 
unacceptable. 

SERVICE USER INTERVIEWS
The majority of patients were off the ward attending 
occupational therapy during the inspection, however a 
number of patients were spoken to informally.

RECOMMENDATIONS

1.  All assessments of patients should be on the ward 
in a single file.

2.  Patients needs should be assessed and patients 
transferred to suitable accommodation, based on 
need in order to facilitate the closure of the ward.

3.  All units should be self-staffing.

4.  All policies need to be updated immediately to 
reflect best practice. 

KANTURK/NORTH CORK CMHT
Date of inspection:  9 May 2006 
Population:  21,742

DESCRIPTION
This is a general adult community mental health team 
serving a population of approximately 22,000. The 
hours of operation are from 0900h to 1700h Monday 
to Friday. The service comprises the Duhallow Day 
Centre in Kanturk, community-based services and a 
community residential home.

MULTIDISCIPLINARY TEAM COMPOSITION
No one is formally assigned as the team coordinator. 
There is no team manager although there is a team 
chairman who coordinates the team meetings and 
arranges the agenda.

There is one whole-time-equivalent. consultant 
psychiatrist. There are two NCHDs assigned to the 
team. There is one  whole-time-equivalent psychologist 
head of discipline who also oversees the psychologists 
in the three sectors. There is no social worker assigned 
to the team. There is a part-time occupational therapist 
who spends one day a week at the day centre. An 
addiction counsellor from Arbour House is available one 
day a week to take referrals from the team. There are 
two clinical nurse specialists/community nurses. The 
day centre staff comprises two staff nurses along with 
a senior nurse manager and two part-time domestic 
staff. In addition there is a half-time behaviour nurse 
therapist and a half-time counselling nurse.

The psychologist has some secretarial support and 
there is some administrative support provided from St. 
Stephen’s Hospital.

REFERRAL PROCESS
Patients are usually referred by GPs. Contact is 
generally made with the consultant psychiatrist via 
the hospital. There is no set pro forma referral letter 
and the waiting list is managed by the consultant 
psychiatrist. The majority of new referrals are seen 
within a month. If some one needs to be seen urgently 
they are seen in the hospital. The majority of referrals 
to the psychologist come through the psychiatric clinic 
although approximately 10 per cent are direct referrals 
from the general practitioner. There is no formal referral 
meeting.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
There is no formal multidisciplinary care planning. 
Patients referred to the team are seen in the outpatient 
clinic by the consultant psychiatrist who undertakes 
whatever treatment is required. He may refer the 
service user to the psychologist who will assess and 
manage as deemed appropriate. Patients referred to 
the day centre have a nursing assessment and care 
plan developed in accordance with the Tidal model. 
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This model is currently under review. The care plan is 
reviewed every month.

Those patients who are admitted to hospital 
have a nursing care plan as well as a psychiatric 
assessment and treatment plan. Those patients who 
are well enough to attend the occupational therapy 
department in St. Stephens Hospital have a weekly 
occupational therapy meeting that is attended by 
the multidisciplinary team. The service user, carer or 
advocate are not formally involved in care planning. 
The advocacy services attend the ward occasionally. 
There is no formal assessment of family needs.

There is a key worker system for in-patients and for 
patients attending the day centre. Prior to discharge 
from hospital the key community mental health nurse 
is identified. The community mental health nurses have 
caseloads of approximately of 25 to 30 and provide 
supportive counselling, monitoring of medication, 
education of carers and client and work with the 
community network. This is all documented in the 
clinical file. The psychologist keeps separate records 
and furnishes a report which is kept in the clinical file. 
They also provide written updates for any client being 
reviewed. There is a monthly team review.

TEAM FUNCTIONING
Team meetings are conducted on a monthly basis 
both in St. Stephen’s Hospital and in the day centre. 
All members of the team attend the meetings. The 
agenda is set by the team manager, a rotating position, 
and official minutes are kept and documented. 

PARTICIPATION OF SERVICE USER
As indicated, the community nursing staff have 
approximately 25 to 30 cases as a caseload. There are 
35 to 40 day centre attenders. The service user does 
not attend the meeting although their views and those 
of the family are represented by their community 
mental health nurse. Care plans are reviewed at the 
outpatient clinic or in the day centre. Clients are linked 

in with Aware, GROW, IRD, Bereavement support groups 
and other community services. 

DAY SERVICES
The priorities for the day centre are set out annually. 
There is an annual management meeting for the North 
Cork sector with the catchment management team.

There is no annual report. There is no budget allocation 
to the service. Resources for this team are scanty, 
with one office in the community hospital used by the 
community nurse, behaviour therapist, psychologist 
and the addiction counsellor. One half day a week the 
team has access to an office in the community health 
centre for outpatients. There is no space there for the 
community health nurse to attend with the service 
user. Meetings take place in the multi-purpose room in 
the day centre.

There is no day hospital. The day centre is based at 
Duhallow community hospital. It is not fully wheelchair 
accessible. Some patients may access the day centre 
in Mallow as this takes a younger age group. The 
occupational therapist runs a young persons group 
in Mallow. There is a “hearing voices” group, men’s 
groups.

The disability services based in Blackpool can make 
assessments with a view to rehabilitation and 
vocational training. They will also do domiciliary 
assessments. The VEC provides some services, including 
a yoga teacher, literacy and communication and a 
gardener for a few hours per week. The IRD also offers 
suicide prevention programmes and a pre-employment 
group along with a transport service.

There is a minibus for the service but a driver is 
required due to the large area to be covered. There are 
two service users in a community residential house.

There are no proper sector headquarters and a new day 
centre is urgently required. Land has been purchased 
and plans developed but there is no start date or 
budget allocated to date.
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The Cork Mental Health Association has developed a 
14-bed social housing residence with four independent 
units which will be staffed by the HSE South following 
the closure of a ward in the main hospital, at the time 
of inspection this had not yet opened.

POLICIES AND PROCEDURES
The nursing staff have prepared a draft operational 
policy for community mental health in North Cork. The 
psychology service similarly has an operational policy 
for the mental health services. There are no written 
policies or protocols specific to the team although the 
referral procedure is known to all.

TRAINING AND AUDIT/RESEARCH
Funding for training was reported as frequently 
not being available for psychology, social work and 
occupational therapy staff. In this sector, nursing 
staff do not receive travel expenses to attend for 
training, most of which is conducted in the hospital. 
Research is being conducted on trauma and review 
of management of attempted suicide. The numbers 
of patients being seen in the community is regularly 
audited. The clinical nurse specialists as part of their 
training are required to do research. Supervision 
is available within the team and through the line 
management process. The psychologist is developing 
a protocol to evaluate effectiveness of psychological 
intervention across the three sectors. Peer supervision 
is available for the psychologist and is being addressed 
in the nursing operational document.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
A sector team meeting is held in St. Stephen’s Hospital 
each month where patients are reviewed and team 
issues are addressed. Service planning takes place at 
this meeting.

There is an annual management meeting for the North 
Cork sector with the management team involving the 
consultant psychiatrist and CNM 2 for the sector.

RECOMMENDATIONS

1.  A social worker should be appointed to the team.

2.  A full-time occupational therapist should be 
appointed to team.

3.  Build sector headquarters and new day centre.

4.  Transport issues need to be addressed.

5.  Involve multidisciplinary team in annual sector 
management meeting.

6.  Introduce formal multidisciplinary team meetings for 
at risk clients.

7.  Develop service-specific policies and protocols for 
the team.

8.  Develop the role of community nurse as key worker.

9.  Fully staff team so that it truly is multidisciplinary.
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MERCY HOSPITAL, CORK

ST. MICHAEL’S UNIT  
(ACUTE AREA)

Date of inspection:  16 May 2006 
Number of beds: 18 

DESCRIPTION
This is an 18-bed acute admission area for the North 
Lee sector. The unit is part of the overall complement 
of 50 admission beds and is operated on an open door 
basis. The door can be locked if clinical need dictates. 
On the day of inspection there were eight patients on 
a Temporary certificate. The complement of nursing 
staff per shift is four. They can have more staff if clinical 
need dictates. There are three staff at night. Currently 
five teams admit to the unit.

MULTIDISCIPLINARY TEAM 
Five consultant psychiatrists have access to beds on the 
unit, each of whom has an NCHD. Some of the sectors 
have clinical psychology and social work input. There 
are occupational therapists based on the unit and in 
the community. There is addiction counselling available 
to two of the sectors. There are community mental 
health nurses attached to each sector. The unit also has 
access to a dietician who provides a comprehensive 
service. There is also access to a speech therapist and 
physiotherapist.

Each team meets weekly to review the patients. The 
meetings happen on the unit and in a regular time slot. 
The consultant psychiatrists, nursing staff, NCHD, social 
worker, occupational therapist, nurse therapist and 
Community Mental Health Nurse attend the reviews. 
The outcomes of the reviews are documented in the 
medical and nursing notes. It was reported that the unit 
has implemented a pre-ward round assessment form. 
It is hoped that all teams will use this form. Currently 

four of the multidisciplinary teams use the form and 
one team does not.

A meeting to discuss new admissions to the unit is held 
three times a week and involves CMN2s, social worker, 
occupational therapist, nurse therapist and medical 
staff. The patient does not attend the reviews. They are 
seen by members of the team prior to the meeting. 
Their views are represented at the team meeting by 
the key nurse. It was reported that the patients would 
have knowledge of the treating team and who their 
key worker is.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The unit is developing a system to implement 
multidisciplinary team care planning. On admission, 
each service user has a medical and nursing 
assessment. The medical assessment is undertaken by 
the sector NCHD, or out of hours by the duty doctor. The 
nursing assessment is linked in with the Tidal model. 
The initial care plan is devised as soon as possible after 
admission. A key worker is allocated and is responsible 
for the care plan. The patient is involved in the care 
plan meeting and there is also involvement from an 
advocate or carer. 

The care plan is predominantly based on the Tidal 
model and is implemented by the nursing staff. 
However the pre-ward round assessment is beginning 
the process of multidisciplinary team care planning. The 
various disciplines record a weekly summary on this 
form which then informs the multidisciplinary team 
review. An action plan is devised at the review which 
highlights the needs of the patient for the next week. 
It also highlights who is responsible for undertaking a 
particular intervention. In the medical notes reviewed 
the files with the pre-ward round questionnaire in 
place were more organised, had interventions written 
by members of the multidisciplinary team, and clearly 
stated the priorities of care. Those that did not contain 
the pre-ward round questionnaire contained medical 
interventions but nothing from any other discipline. The 
nursing care plans were complete in the files reviewed, 

NORTH LEE



37BOOK 4 – HSE SouthREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

had an initial assessment which led to the care plan 
and also a significant amount of progress notes. What 
the nursing notes lacked was an evaluation of the care 
plan. One-to-one sessions were also documented. The 
care plans contained a risk assessment linked to the 
Tidal model. 

The care plans do not include a discharge plan. Some 
of the service users are transferred to the sub-acute 
area within the unit. Others are discharged home. 
Discharge is discussed at the weekly reviews. It was 
reported that at least six people have been in the unit 
for a period of six months or more and it is becoming 
increasingly difficult to find an alternative placement for 
these people. 

There is an admission policy in place and discharge 
policy is linked to the multidisciplinary team reviews. 

THERAPEUTIC PROGRAMMES
There are two whole-time-equivalent occupational 
therapy staff based on the unit. However one of these 
posts is currently vacant. There are two nurse therapists 
in post. There are also 2.5 whole-time-equivalent 
occupational therapists in the community. The ward-
based occupational therapist and nurse therapy staff 
meet on a weekly basis with the CNM2s to plan the 
programme and prioritise patient attendance. Each 
patient is made aware of the programme as soon 
as they are admitted to the unit. They undertake a 
functional assessment to determine which groups 
are the most appropriate for them to attend. There 
are a number of facilities available to assist the 
programme including an activity room, a kitchen, a 
multipurpose occupational therapy room and access 
to a conservatory. The programme is task-based 
and psycho-educational. Patients have individual 
assessments to determine their needs and this 
assessment is discussed at the team meeting. There 
are a number of screening groups on the acute part of 
the unit to encourage integration to the programme. 
The patient is involved in the process of the reviewing 
the programme, which is delivered predominantly by 
the occupational therapist and nurse therapist although 

some groups have input from other members of the 
multidisciplinary team. The dietician also has input in 
the women’s group and is available to offer advice on 
nutritional values of food. The occupational therapist 
and nurse therapist write in the pre-ward round review 
which is discussed at the weekly meetings. There is 
a community meeting weekly and there is a weekly 
advocacy session. The advocate also meets with 
the CNM2s and nursing staff to give feedback. The 
programme is regularly reviewed and there is scope for 
one-to-one work. Goals are set for each aspect of the 
programme and they are clearly stated in a written file. 
When the service user is nearing discharge a discharge 
plan is put in place and is linked to the community 
sector teams where there is occupational therapy input. 
The levels of satisfaction with the service are measured 
through a patient satisfaction survey and also through 
key worker sessions.

ECT
It was reported that ECT is rarely prescribed on the unit. 
There is an ECT register and a dedicated consultant 
psychiatrist. The consultant psychiatrist obtains consent 
and explains the process to the patient. There is written 
information available for the patient and there is an ECT 
policy.

ECT is administered on the unit. There is a waiting 
room, a treatment room and a recovery room. Each 
service user has a pre-ECT assessment. A record is kept 
of each treatment and there is an assessment carried 
out post-ECT treatment. 

SECLUSION
There are no seclusion facilities within the unit. If a 
patient is deemed to be unmanageable within the 
acute unit they are referred and transferred to Carraig 
Mór. The process usually involves having to swap a 
patient with Carraig Mór. 

MECHANICAL RESTRAINT
There is no mechanical restraint used within the unit.
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PHYSICAL RESTRAINT
It was reported that the crisis prevention intervention 
(CPI) techniques are used within the unit. There is a 
strong emphasis on de-escalation of incidents and it 
is hoped that the service would be linked in with the 
Carraig Mór trainers to ensure a consistent approach to 
the crisis prevention intervention (CPI) training. There 
are adverse incidents forms for recording incidents on 
the unit.

ENVIRONMENT
This is an 18-bed part of the overall acute admission 
ward, situated in a general hospital. There is a regular 
maintenance programme and the relationship with the 
maintenance department is very positive. There was 
an appropriate fire certificate and health and safety 
policies. There was disabled access within the unit. 
The decor was of a good standard, ventilation and 
light were adequate and the unit was clean. There 
were information boards with up-to-date and relevant 
information. There was a visitors’ area on the sub-acute 
area. There was no access to a garden as the unit was 
on the second floor. 

There were two 6-bed dormitories, one for men and 
one for women. Each of these dormitories had a toilet 
and wash-hand basin. There was one 4-bed dormitory 
which was used for either male or female service 
users, depending on need. There were also two single 
rooms. There was an adequate number of toilets, 
bathrooms and shower rooms within the unit. The 
dining area caters for 18 people and could get cramped 
at times. There was one non-smoking lounge which 
was an open plan in the centre of the unit and there 
was a smoking room. 

There were two interview rooms and another room 
that was used for interviews and multidisciplinary 
team rounds but was often used as a bedroom due 
to the demands of having male and female beds. 
The nursing station was open plan. Confidentiality 
was an issue and also there was a risk issue as there 
was only one entrance to the station and the staff 
ran the risk of being trapped in this area. The clinical 

room was shared with the sub-acute area. There was 
a staff area. Storage could be a problem as there was 
limited storage available and service users tended to 
accumulate a lot of possessions.

RECOMMENDATIONS

1.  All teams should be implementing the pre-ward 
round review sheets. 

2.  The nursing care plans should be regularly reviewed 
based on the progress notes.

3.  All service users should have a multidisciplinary care 
plan.

4.  All sector teams should have a core multidisciplinary 
team with at least one whole-time-equivalent post 
for each discipline.

5.  The unit need administrative support to supplement 
the clinical progress the unit is making and to assist 
with supporting further developments.

ST. MICHAEL’S UNIT (SUB-
ACUTE AREA)

Date of inspection:  16 May 2006 
Number of beds:  32

DESCRIPTION
The psychiatric ward is located on the first floor. Access 
is gained by means of intercom on the ground floor. 
A security officer located on the first floor monitors 
access. The sub-acute area is a 32-bed ward. There are 
five general adult sector teams  with admitting rights. 
On the day of the inspection there were 20 male 
patients and 12 female patients. Six patients were 
detained under the Mental Treatment Act 1945. Five 
nurses are rostered on duty during the day and three 
at night.
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MULTIDISCIPLINARY TEAM CARE 
PLANNING
Each sector team has a weekly multidisciplinary 
team meeting. Social work, clinical psychology and 
occupational therapy staff inadequately staff the 
teams. In the last year there have been improvements 
noted in developing a multidisciplinary team review 
sheet and assigned responsibilities. These sheets are 
completed prior to four sector team meetings and 
signed off at the team. The sheet can be found in the 
main case notes. There is separate nursing notes and 
medical chart. Social work, clinical psychology and 
occupational therapy write into sections within the 
main chart. 

On admission the Tidal model of nursing and detailed 
medical and psychiatric assessment is completed. The 
nursing notes reviewed showed evidence of initial 
assessments and daily progress notes. The medical 
notes reviewed demonstrated regular reviews by staff. 
When fully completed the pre-ward round sheets 
were detailed and assisted the reader to establish a 
care and treatment plan. There were regular inputs 
from occupational therapy, nurse therapy, social work 
and clinical psychology in the notes. The service has 
access to a dietician. There was evidence in the notes 
of assessment and treatment plans. There was an 
admission and discharge checklist policy. There is no 
transfer policy.

THERAPEUTIC PROGRAMMES
Occupational therapy and nursing staff deliver the 
therapeutic programme. On the day of inspection 
one occupational therapist post was vacant. This was 
having a direct impact on service delivery. All staff 
have made considerable progress in working together 
to create a programme that is needs led and where 
outcomes are recorded in the main patient chart. This 
process is made effective by the staff having a weekly 
meeting which the CNM2 on the ward attends, where 
patients are reviewed and a weekly programme is 
agreed. There are a number of open groups to which 
all patients are welcome. Closed groups are specific 
to patient needs and are either task based or psycho-

educational. A number of groups are facilitated in the 
community in order to aid discharge process. There is 
a weekly community meeting and minutes are kept. 
The planned introduction of a patient satisfaction 
questionnaire is dependent in the provision of a 
ward clerk. The Irish Advocacy Network visits the 
ward weekly. Patients attend GROW meetings in the 
community as appropriate. The staff have access to two 
rooms and a small domestic kitchen.

ECT
ECT is provided on the ward. There is a full ECT suite. A 
named consultant psychiatrist has responsibility for the 
area and some of the nursing staff are trained in this 
area. No patient was in receipt of ECT on the day of the 
inspection. The ECT register was in order. The necessary 
paperwork on consent, information and pre-ECT and 
post-ECT assessment were all available.

SECLUSION
There is no seclusion room on the ward.

MECHANICAL RESTRAINT
The ward has a Kirton chair and the staff are currently 
developing a policy on its use. On the day of the 
inspection it was not in use.

PHYSICAL RESTRAINT
Nursing staff are provided with contracted-in training 
in crisis prevention intervention (CPI). There are no 
trainers in the service.

ENVIRONMENT
This 32-bed ward is located on the first floor of an 
inner city hospital. There is no access to a garden, 
however the conservatory room, which has air 
conditioning, overlooks the river. The ward is bright 
and well maintained. The ward was opened in 
2000. Maintenance is provided by Mercy Hospital 
staff. There is a lift provided for access. There are 
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four double rooms and four 6-bed rooms. The ward 
is mixed gender. Each room has a toilet. There are 
adequate showering and bathing facilities. There is 
an admission area and waiting room. There are a 
number of interview rooms. Patients have access to 
two lounges, a smoking room and conservatory. There 
is no dedicated visitors’ room. Mothers and babies can 
be accommodated for admission and treatment. There 
is a central nursing station. A security officer is located 
in a room on the ward. There are CCTV cameras at the 
entrance and in a number of communal areas. There 
are some notices to this effect.

SERVICE USER INTERVIEWS 
One patient asked to speak to the Inspectorate during 
the visit. The patient had concerns regarding the reason 
for their detention under the Mental Treatment Act 
1945. The patient was advised to put her complaint in 
writing.

RECOMMENDATIONS

1.  A ward clerk should be provided to improve the 
operational process within the ward and to maintain 
the charts.

2.  Teams should be adequately resourced with 
occupational therapy, social work and clinical 
psychologists to meet the need.

3.  The pre-ward round multidisciplinary team sheets 
should be audited and evaluated.

4.  An appropriate transfer policy and policy on the use 
of CCTV should be developed.

CARRAIG MÓR UNIT

GROUND FLOOR
Date of inspection: 10 May 2006 
Number of beds: 20

DESCRIPTION
This is a locked service providing intensive care, 
rehabilitation and long-stay care. The unit is situated on 
two floors and this part of the inspection concentrated 
on the ground floor. There are 20 beds, ten for 
women and ten for men. There were 12 patients on 
a Temporary certificate. There are four female nurses 
on duty during the day and five male nurses. At night 
there are three male and three female nurses and one 
CNM2. All sectors in Cork have access to beds via a 
referral system.

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist who has one 
NCHD available to him. There is a discrepancy over the 
number of NCHDs as the consultant psychiatrist was 
informed there would be two with this post. There 
was a vacant post for a clinical psychologist and an 
occupational therapist. There is one full-time social 
worker. There are two nursing staff who provide a 
therapy service and there is one community mental 
health nurse. There is also access to administrative 
staff. There is a full-time security presence.

The clinical team meets weekly on the unit. There is a 
regular time slot for this meeting and all members of 
the multidisciplinary team attend. There are detailed 
minutes kept pertaining to each patient. These minutes 
are documented in the files and the care plans are 
updated as a consequence of this meeting. The patient 
attends the team meeting and has access to the 
multidisciplinary team. It was reported that they have 
knowledge of their treating team and are aware of 
their key worker. 
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
It was reported on this inspection that a new system of 
care planning will shortly be piloted. The new system 
emphasises and promotes a collaborative approach to 
care planning. The nursing input will be based on the 
Tidal model and promotes an interactive role for the 
nursing staff with the patient. It is the beginning of a 
move towards an integrated care pathway which is 
focused on multidisciplinary team input. Although the 
plan is predominantly nursing based, it also includes 
a social profile. It was also reported that a committee 
has been established to implement individualised risk 
assessments and risk management plans within the 
unit.

The current practice for admissions to Carraig Mór is 
based on telephone contact from an acute unit within 
the Cork catchment to make a referral. The case is 
discussed with the nursing staff over the phone and it 
is then handed over to the consultant psychiatrist. The 
consultant psychiatrist makes an assessment where 
possible and a decision is made regarding admission. 
Currently bed occupancy is at 100 per cent so to 
accommodate an admission, patients are swapped to 
the referring service. It was reported that people with 
long-term needs were occupying beds that could be 
used for patients with more acute needs.

On admission, the nursing staff use the care plans 
from the referring service. The four catchments who 
admit to the service all have nursing care plans 
based on the Tidal model. However there are subtle 
differences in the approach from each catchment. The 
new system proposed will provide a more consistent 
and coordinated approach to the care of the patients. 
A primary nurse is identified on admission and is 
responsible for updating the care plans. There is a 
weekly meeting of the multidisciplinary team which 
involves the patient. Carers and advocates are involved 
in the care process. 

There is an admission, transfer and discharge policy in 
place although it was reported that these are subject 
to review by the multidisciplinary team. A recent 

innovation is that the service now offers a four-week 
follow-up to the patient following their transfer from 
Carraig Mór back to their home sector.

THERAPEUTIC PROGRAMMES
Following admission to the unit a brief assessment is 
undertaken looking at the service users needs for the 
therapeutic programme. On the ground floor there are 
facilities for activities. There is an art room, a computer 
room, a multipurpose room and a gymnasium. The 
programme is currently delivered by two nursing staff 
although there is a vacant occupational therapy post. 
The programme is varied and also involves patients 
from the upstairs part of the unit. There are a range 
of activities within the unit and also a number of 
activities in the community. One of the nurses attends 
the weekly ward round and it was reported there is 
good communication between the therapy service 
and the ward. The programme is reviewed weekly 
at the community meeting that is part of the weekly 
programme. There is access to advocacy. 

Goals are set for the patients to achieve by taking part 
in the programme and there are close links with the 
NTDI. Currently the outcomes of the programme are 
recorded in separate files and a record of attendance 
is kept which is reported to the multidisciplinary team 
meeting and incorporated into the minutes. It is hoped 
that the therapy staff will write their interventions in 
the main set of notes as part of the collaborative care 
plan. 

SECLUSION
There are no seclusion facilities within Carraig Mór. 

MECHANICAL RESTRAINT
There is no mechanical restraint in use in the unit.
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PHYSICAL RESTRAINT
It was reported that the service is looking to 
implement training in crisis prevention intervention 
(CPI) techniques. They are planning to train six of 
their own staff as trainers who will then run a training 
programme within the unit. All serious incidents are 
recorded on incident forms and are reviewed and 
audited. 

ENVIRONMENT
This was a 20-bed unit on the ground floor of a 
two-story building. There were ten male and ten 
female beds. Maintenance was reported as generally 
satisfactory and there was an appropriate fire certificate 
and a health and safety policy. It was reported that the 
health and safety policy was in need of review. There 
was disabled access. The overall standard of decor on 
the unit was satisfactory. Although the windows had 
restricted opening, the unit was fairly well ventilated. 
There was plenty of natural light. 

There was a dedicated visitors’ area which had CCTV in 
place, which needed to be advertised. There was also 
a meeting room. There was access to secure gardens 
which were well maintained. Within the reception 
area there was a security office and the reception was 
manned by the security officer. 

On the male side, there was a 7-bed dormitory and 
three single rooms. The single rooms were in a bad 
state of repair and there was a strong smell of urine. 
Some steps had been taken to try and reduce the smell 
but it was still very strong. These three rooms were in 
need of urgent repair. On the female side, there was 
a 6-bed dormitory and four single rooms. There was 
adequate provision of toilets, bathrooms and showers. 
The dining area was of a good size. Within the activity 
area there was an art room, a multipurpose room, a 
gym and a therapy area, which were all separate from 
the ward. There was a lounge area in both the male 
and female areas. Both rooms require new furniture 
and decorating. There was a shared smoking room. 

There were no dedicated interview rooms. There 
was a room that was used for the multidisciplinary 
team meetings that was also used for interviews 
and an office. The nurses’ station on the female side 
was very small and was situated close to the female 
dormitory. The male side office was also situated close 
to the dormitory and also observed the lounge area. 
There was also a central office. The clinical room was 
situated centrally within the unit and had appropriate 
emergency equipment. The drugs were also stored in 
the clinical room. 

One of the beds on the female side was designated 
as a safe room. It was a modified bedroom but was 
part of the bed complement. It was anticipated that 
this room would be used for a patient who had acute 
needs, but would not be used as a seclusion room. A 
policy on the use of this room will be implemented 
following the publication of the rules pertaining 
to seclusion and restraint from the Mental Health 
Commission.

RECOMMENDATIONS

1.  The vacant psychology and occupational therapy 
posts should be filled. 

2.  The new care planning system should be 
implemented following a pilot study.

3.  A needs assessment should be undertaken on all 
service users to determine where their needs can 
be best met and appropriate resources provided.

4.  All essential maintenance work should be 
undertaken in particular upgrading the single rooms 
on the male side.



43BOOK 4 – HSE SouthREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

CARRAIG MÓR UNIT

FIRST FLOOR
Date of inspection:  10 May 2006 
Number of beds:  22

DESCRIPTION
The upstairs ward is a long-stay locked ward for 
patients with enduring mental illness. It was opened 
in 2002 following the closure of Our Lady’s Hospital. 
On the day of inspection there were 14 male patients 
and six female patients. There was one detained 
patient and one patient who was a Ward of Court. All 
other patients are Voluntary status under the Mental 
Treatment Act 1945.

MULTIDISCIPLINARY TEAM 
Three consultant psychiatrists have admitting rights 
to the ward. The multidisciplinary team input into 
the ward is medical, nursing and nurse therapist. A 
physiotherapist attends the ward daily to provide 
treatment to two patients. There is no input from 
occupational therapy, or clinical psychology. It was 
reported that social work input is available on a case-
needs basis. Sixteen patients are under the care of one 
consultant psychiatrist. This team has a weekly review 
meeting. This happens at a set time and outcomes 
and actions are input directly into the case notes. 
There is also a weekly case conference on one patient. 
The other consultant psychiatrists visit the ward as 
required, with no set time for meetings. The junior 
doctor attends the ward daily and reviews patients as 
required. It was reported that patients and families are 
included in the care process. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans. The 
nursing staff assess the needs of patients using the 
Roper Logan Tierney model. These care plans are 

reviewed every four months. Progress notes are 
recorded twice weekly. This was evident in the nursing 
notes reviewed during the inspection. The medical 
notes reviewed did demonstrate active psychiatric and 
medical reviews as well as review case conferences. It 
was reported that a lot of patients have family contact 
and that this is encouraged. Patients are not actively 
involved in the nurse care planning process. Decisions 
regarding care are communicated orally to patients. 
The Irish Advocacy Network do not attend the ward, 
however they do attend the nurse therapy section on 
the ground floor. There are no active admissions and 
discharges. It was reported that at times patients are 
transferred from downstairs when a bed is required. All 
of the policies are dated April 1996 and are general to 
the mental health services.

THERAPEUTIC PROGRAMMES
The therapy department is located on the ground 
floor. Two nursing staff lead it. The patients on the first 
floor have a multipurpose room in which a therapy 
nurse facilitates an open group programme. Activities 
range from music to relaxation to social outings. 
Patients on this floor can use the gym equipment on 
the ground floor. The focus of the programme is on 
socialisation. The programme is not linked to care plans 
and, in the absence of a rehabilitation team, makes 
the assessment of need and rehabilitation plans very 
difficult. A voluntary agency also attends the ward. The 
nursing staff attend the ward round every second week 
but do not record intervention of outcomes in the chart. 

PHYSICAL RESTRAINT
The service is about to introduce crisis prevention 
intervention (CPI) training. It will be based on a “train 
the trainers” model. Physical restraint is not practised 
on the ward.

ENVIRONMENT
The ward is located on the first floor of a locked 
building. The ward was locked and access was by key 
only. There was a lift to the first floor. The ward was 
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designed along two corridors with the nursing office 
in the centre. There were five single bedrooms, two 
4-bed rooms and one 8-bed room. One female patient 
had a bedroom on the administration corridor, but 
could access this at night only. It was reported that this 
woman would be moving back onto the ward. All of 
the bedrooms were locked during the day. Patients had 
access to an enclosed garden, lounge, smoking room 
and multipurpose room. It was reported that there 
were plans to build a smoking shelter in the garden. 
Staff had access to a clinical room and interview room.

RECOMMENDATIONS

1.  A rehabilitation team should be appointed to assess 
and plan the rehabilitation needs of all patients. 

2.  A multidisciplinary team care plan including nurse 
therapy to ensure best care for each patient should 
be developed.

3.  The locking of the ward and bedrooms must be 
documented in a policy.

4.  The suitability of the environment to meet the 
needs of this patient group needs to be reviewed.

OWENACURRA UNIT
Date of inspection:  16 May 2006 
Number of beds:  32

DESCRIPTION
The unit is described as a sub-acute admission area 
that also provides rehabilitation and continuing care. 
There have been fourteen admissions so far this year. 
The age range within the unit is from 36 to 91 years. It 
is an open unit and all the service users are Voluntary. 
There are usually four nursing staff on duty during the 
day but it can drop to three and there are three nursing 
staff on duty at night. The patients are admitted from 
the sector but can be admitted from other sectors. 

MULTIDISCIPLINARY TEAM 
There is a consultant psychiatrist responsible for the 
unit who also has responsibilities within the sector and 
the acute admission unit, day centre and outpatients. 
There are two NCHDs. There is limited multidisciplinary 
team availability to the unit. There is a 0.5 whole-time-
equivalent psychologist at the day centre and there 
is a referral system but limited availability. There was 
access to a social worker one day a week and there are 
currently no occupational therapists providing a service 
to the unit. There is only 0.3  whole-time-equivalent 
of an occupational therapist for the whole sector. There 
is 1.5  whole-time-equivalent administrative staff who 
are not replaced when they are on leave or sick. There 
are catering staff also employed within the unit. 

The clinical team meet fortnightly. The meeting 
happens on the unit at a regular time. The consultant 
psychiatrist, social worker and nursing staff attend the 
meeting. The purpose of the meeting is to review the 
patients and to discuss new admissions or possible 
admissions from the community. It was reported that 
each service user is reviewed at least every three 
months. The medical files reviewed showed that there 
is a longer period of time between reviews. Some 
notes had quite detailed interventions on a regular 
basis, others did not. 

A strategy meeting that includes all members of the 
team is held monthly.

The patient attends their review meeting. Relatives or 
carers can attend if a patient requests it. The patient 
has access to a consultant psychiatrist, NCHD, nursing 
staff and social worker. There is minimal input from 
occupational therapy and psychology. A number of the 
patients attend the day centre. It was reported that the 
patients have knowledge of their treating team and 
who their key worker is. 
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
With the current level of resource in the 
multidisciplinary team it is difficult to introduce 
multidisciplinary team care planning. Care plans on 
the unit are nurse led. They are currently based on the 
Roper Logan Tierney nursing model but it was hoped 
to develop the implementation of the Tidal model. 
Currently the service users have key workers identified 
who are allocated on a shift-by-shift basis. The care 
plans are physically orientated and are reviewed in 
the card index system. If there is a particular problem 
it is shared with the consultant psychiatrist and other 
team members in the review. The patient is involved 
as much as possible. The patient’s carer is invited 
to attend meetings and there is some advocacy 
involvement although this could be increased. It was 
reported that there is a new advocate in post in the 
area from Schizophrenia Ireland.

THERAPEUTIC PROGRAMMES
It was reported that there is a need for more activities 
on the unit. This can only be enhanced by an increase 
in the multidisciplinary team, in particular occupational 
therapists. Some service users attend the nearby day 
centre. It is hoped to start a gardening group and a 
group looking at community integration. Any activities 
are implemented by the nursing staff and social 
worker. There are a number of low-key groups based 
on socialisation in place on the unit. There was also a 
minibus and a number of trips are organised from the 
unit.

ECT
No ECT is carried out on the unit.

SECLUSION
There are no seclusion facilities on the unit.

MECHANICAL RESTRAINT
There is no mechanical restraint used on the unit.

PHYSICAL RESTRAINT
There is no physical restraint used on the unit. 

ENVIRONMENT
This is a 32-bed stand-alone unit situated near the 
Midleton Community Hospital. There is a member of 
the maintenance staff available to the unit one day 
a week but it was reported that there is no budget 
available for the upkeep of the building. There were 
appropriate fire certificates and health and safety 
policies. There was disabled access throughout the unit. 
The decor was of a good standard, there was good 
ventilation and natural light, and the unit was clean. 
There were information boards available. There was a 
visitors’ area which was beautifully furnished and there 
was access to a garden. The bedrooms were a mixture 
of single rooms, double and treble rooms. It was 
reported that there were no curtains around the beds 
in the double and treble rooms and it was hoped to 
have some in the future. There were sufficient toilets, 
bathrooms and shower rooms. There was one dining 
area for all residents. There was a smoking lounge and 
also a non-smoking lounge and these also had a high 
standard of furniture. There was a nurses’ office which 
was of a good size and there was adequate space 
for report writing. The clinical room was in need of 
updating and modernising. There was a staff room and 
adequate space for storage.

SERVICE USER INTERVIEWS 
A number of patients were interviewed, all were 
positive about their stay in Owenacurra and the support 
and help they receive from the staff.

RECOMMENDATIONS

1.  The complement of the multidisciplinary team 
should be increased, especially occupational therapy, 
social work and psychology. 
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2.  An operational policy should be devised outlining 
the service provided and plans for future 
development.

3.  The care planning process and keyworking system 
is in need of modernising and the proposed 
implementation of the Tidal model should be piloted 
and staff must receive training in relation to the 
model.

4.  All essential maintenance work should be 
undertaken and a specific budget made available for 
the upkeep of the building.

CORK CITY NORTH WEST CMHT
Date of inspection: 15 May 2006

Population: 29,000 approximately

DESCRIPTION
This is a general adult community mental health team 
that operates Monday to Friday from 0900h to 1700h. 
The sector serves an urban population of up to 30,000 
and it is an area of significant deprivation. There is no 
business plan for the team. Statistics are collected but 
there is no annual report. The budget for the service is 
held by administration. This sector has no day centres. 
In-patients are accommodated in St. Michael’s acute 
unit. The team is based in a large section of Block 7, 
a stand-alone building in the grounds of St. Mary’s 
Orthopaedic Hospital. This building also houses the day 
hospital and outpatient clinics are held on a weekly 
basis. The building has recently been repainted but 
is poorly resourced. There are no phone or computer 
points in some of the team members’ offices and all 
the electrical sockets are old three-pin sockets. New 
furniture is required in several of the rooms.

MULTIDISCIPLINARY TEAM COMPOSITION
The multidisciplinary team comprises one consultant 
psychiatrist, two NCHDs, an Assistant Director of 
Nursing, two community mental health nurses, a 
part-time temporary senior psychologist, a part-time 
basic grade social worker and a part-time senior 
occupational therapist. A CNM2 and two staff nurses, 
who run the day hospital, are also part of the team. 
Addiction counselling services are provided on a 
cross-sector basis. A nurse counsellor/psychotherapist 
also provides a cross-sector service to service users 
and some supervision to nurses. There is no dedicated 
administrator on the team. A Grade 3 administrator 
provides support to the outpatient clinics two days 
a week. A major difficulty for the team is that the 
clinical psychologist, social worker and occupational 
therapist provide services to two sectors each. This 
limits their availability both for the provision of service 
to clients and for some team meetings. The NCHDs are 
based in the acute unit and have a limited role in the 
community.

REFERRAL PROCESS
Referrals to the multidisciplinary team come from the 
acute unit and from GPs in the area. Most referrals go 
to the consultant psychiatrist and new referrals are 
seen at the outpatient clinic. At present there is a four-
week waiting list for this clinic. Some GP referrals go 
directly to the clinical psychologist and there is a six-
month waiting list for first assessments. The consultant 
psychiatrist considers all new referrals and refers some 
to the clinical psychologist or the community mental 
health nurses for initial assessment. At present there is 
no referral allocation meeting but the team report that 
they hope to introduce one soon. There are no official 
minutes of team meetings. Each team member takes 
their own minutes instead.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
There is no system of integrated care and treatment 
planning in operation at the moment. It was reported 
that each team member undertakes their own 
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assessment of the service user and records their own 
care plan in single-discipline notes within the clinical 
file. The files are kept in the team’s headquarters in 
Block 7. All of the files that were inspected contained 
assessments or progress notes from doctors and nurses 
but none from other disciplines. The team reported 
that there is good communication, both formal and 
informal, between team members regarding cases. At 
the weekly team meeting there is an opportunity for 
each team member to report on their involvement in 
particular cases. 

TEAM FUNCTIONING
In recent weeks, the multidisciplinary team has 
begun to meet weekly at a regular time and all team 
members are expected to attend. The meeting is 
held in Block 7. No official minutes are taken due to 
lack of administration support. The role of chairing 
the meeting is rotated between team members. The 
agenda of the meeting is current community cases. 
Team business issues had also been on the agenda but 
this has been removed due to pressure of time. 

PARTICIPATION OF SERVICE USERS
There is no key worker system in place in this sector. 
The service user is not involved in community team 
meetings but in-patients are invited to ward rounds 
and other meetings within the acute unit. Carers 
and families are also met in the acute unit and are 
involved in discharge planning meetings. No particular 
assessment is undertaken of family or carer needs. The 
day hospital staff run particular groups in response to 
service users’ and carers’ needs. These include groups 
on medication, Solution for Wellness, and educational 
groups relating to enduring mental illness. Service user 
groups and carers groups are available within Cork City.

DAY SERVICES
Apart from the day hospital service, which is run on an 
appointment basis, the mental health service does not 
provide any other day services in this sector. Service 
users are referred to the HSE Disability Guidance service 

in the city for vocational services. Some service users 
attend an industrial therapy centre. The mental health 
service also has links with NTDI and RehabCare to 
which service users can be referred.

POLICIES AND PROCEDURES
There is no operational policy for the team. Clinical 
psychology have an operational policy and there is a 
draft operational policy in operation for the community 
mental health nurses

TRAINING AND AUDIT/RESEARCH
There has been no team training due to the part-
time commitments of many of the members. The 
team reported that training is available to each of the 
team members individually and through their own 
disciplines. A multidisciplinary journal club is held in St. 
Michael’s on a regular basis. There has been no audit 
or research into services that the team provides but 
individuals within the team are involved in audit and 
research. The team reported that clinical supervision is 
provided within each of their disciplines.

RECOMMENDATIONS

1.  The multidisciplinary team needs to be fully staffed. 

2.  A system of integrated care and treatment planning 
should be introduced.

3.  There should be a dedicated administration worker 
attached to the team. 

4.  The facilities available to the sector team should be 
upgraded.
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UNIVERSITY COLLEGE HOSPITAL 
CORK

GF (ACUTE) UNIT
Date of inspection:  15 May 2006 
Number of beds:  46

DESCRIPTION
The GF unit is the acute unit for the South Lee 
catchment. It is located in Cork University Hospital near 
to the Accident and Emergency Department. It is an 
open integrated unit.

MULTIDISCIPLINARY TEAM
The six teams for the sectors and the psychiatry of 
later life team admit to this unit. There are major 
deficiencies in the composition of the multidisciplinary 
teams. There are no psychologists or occupational 
therapists available directly to the unit. A social worker 
is available by referral but is not associated with any 
particular team. Addiction counsellors are not members 
of the staff or of the teams but this service is available 
through Arbour House. A key nurse system is in 
operation. There is administrative support available to 
the unit via a receptionist/ward clerk.

A therapy nurse has been recently appointed to 
conduct the therapy programme. A full-time woodwork 
instructor and a half-time art therapist are available 
on the unit. There are two domestic staff assigned to 
the unit despite it being on two floors and the need to 
manage a dining room.

Each of the teams conducts a main ward round and 
a second ward round each week in which all patients 
are reviewed. Generally the consultant psychiatrist, 
NCHD and key nurses only attend, although the social 
worker and community mental health nurse come if 
involved in a particular management plan. Prior to 
the main ward round the key nurse completes a pre-
ward round weekly review which has inputs from all 

involved treating staff and includes the action plan for 
the following week. This is a new initiative which is 
welcomed.

All the main ward rounds are at a set time but variable 
locations on ward due to space constraints. Entries are 
made in each clinical file at the ward round along with 
the completion of the pre-ward round weekly review.

All patients attend this team meeting and their views 
are represented. They have access to the psychologist 
and social worker by referral. Patients know the 
members of their treating team and their key worker. 
This information is also displayed clearly on a notice 
board in the lounge area.

There are ample opportunities and great support for the 
staff for nursing training and a record of this training 
is maintained. There was evidence of significant 
amounts of audit and research being conducted, e.g. 
audit of delayed discharge, drugs and alcohol on the 
ward. A Clinical Audit Group, described as having good 
collaboration between medical and nursing staff, has 
been established and meets once a month. A new 
multidisciplinary steering group for audit has also 
been set up to ensure follow-through on issues raised 
through the audit process. 

In addition a Clinical Review Group has been 
established to address issues of risk assessment, 
management and documentation.

Training for the multidisciplinary team has been 
provided on concordance and solution focused therapy.

MULTIDISCIPLINARY TEAM CARE 
PLANNING
At present there is no formal multidisciplinary care 
planning. On admission an Integrated Care Pathway 
– Admission assessment is completed by medical and 
nursing personnel. This is completed by the doctor 
on the day of admission, day 2, day 3 and day 7. It is 
completed by the key nurse on the day of admission, 
day 3 and day 6. It details tasks to be completed within 

SOUTH LEE
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those time frames. In addition, a care plan is completed 
by the key nurse based on the Tidal model. The initial 
psychiatric and physical assessment is conducted on 
admission by the admitting doctor and discussed with 
the consultant psychiatrist.

The other multidisciplinary team members are 
only involved by referral and their involvement is 
documented in the case files. The patient signs the 
care plan. The advocate visits the unit once a week 
and is available in the lounge area to all the patients. 
Meetings with carers are regularly arranged. There is 
no formal assessment of family need.

There are updated policies on admission, transfer 
and discharge available. The policy on admissions for 
detoxification is under review.

THERAPEUTIC PROGRAMMES
A therapeutic programme is provided on the unit 
and a weekly programme is posted in the unit. A 
dedicated nurse therapist has been appointed and is 
currently devising a programme that includes sessions 
on psycho-education, managing mood and relaxation. 
An art therapist provides open art therapy groups five 
mornings a week and some individual sessions at other 
times. Woodwork sessions are conducted five mornings 
a week but this service will soon be terminated 
and computer sessions will be provided instead. 
The occupational therapist who contributed to this 
service has recently left. A range of games and leisure 
activities are also provided. Staff have been involved in 
discussions with statutory and voluntary organisations 
with a view to increasing the range of therapeutic 
services available. 

According to staff, the patient is involved in deciding 
which of the services on offer best meet their needs 
and these decisions are noted in their care/recovery 
plan. Feedback on the patients’ involvement is given 
orally and in a written pre-ward round weekly review 
form, in which the patient’s goals and achievements 
are written by the patient and a report is given by the 
therapist. 

ECT
ECT is administered in this unit. There is an ECT 
consultant psychiatrist but no designated ECT nursing 
staff. Experienced nursing staff take the lead role when 
the key nurse is involved in the administration of ECT. 
While NCHDs receive training in ECT at the beginning of 
their placement, nursing staff do not. There is an ECT 
information leaflet provided for patients and a patient 
consent form. Audits of ECT activity are conducted. 
In almost all cases consent was obtained by the 
consultant psychiatrist. There is an ECT policy.

The ECT suite consists of a waiting room that doubles 
as a visitors’ room, an assessment and waiting area, a 
clinical room and a storage area. During the inspection 
there were two separate interviews conducted in this 
space. There is a toilet area off it.

The treatment room was satisfactory apart from having 
a very narrow trolley/bed. The explanation given for 
this was that this was the only size trolley that could 
fit out of the bedrooms through the door area and into 
the corridors. The ECT machine and emergency trolley 
were satisfactory.

The recovery room is a 6-bed dormitory with en suite 
facilities, which is vacated whenever ECT is conducted.

SECLUSION
Seclusion is not used on this unit.

MECHANICAL RESTRAINT
Mechanical restraint is not used on this unit.

PHYSICAL RESTRAINT
Training is provided on crisis prevention intervention by 
the CPI Institute and on control and restraint techniques 
and a training register is kept. Refresher courses 
are conducted every two years. Incident reports are 
completed. These forms are under review. There are 
plans to look at developing a risk manager role for the 
newly appointed CNM3.
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ENVIRONMENT
The acute unit is a 46-bed acute admission unit in 
a general hospital. Most of the unit is situated on 
the ground floor but there is a first floor section that 
accommodates the male sleeping areas. There is 
disabled access to the unit with the exception of the 
first floor, which is served by stairs at either end. The 
maintenance programme is provided from within 
the hospital but both staff and patients reported long 
delays in attending to routine maintenance jobs. 
There are health and safety policies, which include 
the provision for fire drills on occasion. The overall 
impression of the unit was that the design of the 
unit does not suit its current use. The corridors and 
doorways are too narrow and the unit is too small 
to cater for the level and range of activities that are 
carried out there. 

The unit was clean and the decor was generally of a 
good standard. The unit was bright and well-ventilated. 
It has a reception area, where reception staff are 
located. There is some seating here and an information 
board. The door to the unit was open on the day of 
inspection. There was a large lounge area, which was 
divided into two. It had comfortable seating and one 
section had a TV. 

Outside the lounge was a well-maintained garden area 
with garden furniture. This area also contained the 
smoking area, which was a covered area with seating 
and which was connected to the unit by a covered 
walkway. Along the main corridor was a large dining 
area, which had seating for one sitting and there was a 
small kitchen/serving area. 

There were two interview rooms, which is not 
inadequate for the number of teams and professionals 
serving the unit. As there is no dedicated assessment 
room, other rooms throughout the unit are used to 
assess new admissions. On the day of inspection, 
assessments were taking place in other rooms in the 
main body of the unit, including the ECT waiting area, 
which also doubled as a clinical room. Since the last 
inspection, the location of the clozapine clinic had been 
moved from the female dormitory area to a location 

nearer the reception. People for this clinic were waiting 
in the visitors’ area of the unit and the presence of the 
clinic adds unnecessarily to the traffic throughout the 
unit. Plans to move this clinic to the therapeutic activity 
area of the unit should be re-considered. 

There is a therapeutic area with an occupational 
therapy kitchen on the main corridor. Other therapeutic 
programmes and leisure activities take place in a large 
area at one end of the unit. This area contains a large 
office that can be shared by nurse therapist, woodwork 
instructor and occupational therapist, a woodwork 
room and a large multipurpose area that is used for 
games and art groups. There are plans to re-design and 
subdivide this area, which involve installing computers 
in what was the woodwork room, and creating smaller 
rooms instead. 

Accommodation for patients is provided mainly in 
6-bed and 4-bed rooms and there are some single 
rooms upstairs and downstairs. The female patients 
are mainly accommodated downstairs and the male 
patients upstairs but on the day of inspection there 
were two female patients accommodated in single 
rooms upstairs. This situation is unsatisfactory as 
patients cannot lock the bedroom doors and it was 
reported that female patients sometimes put chairs to 
the bedroom doors upstairs in an attempt to secure 
themselves. There are plans to install CCTV on the 
upstairs corridor. The wardrobe doors in some of the 
rooms are badly maintained. One wardrobe had no 
door and others had doors hanging off the hinges. 
There were gender-specific toilets, showers and 
bathrooms but some were not wheelchair accessible. 
There are two nursing offices on the main corridor with 
adequate space for report writing. 

SERVICE USER INTERVIEWS
A number of patients were interviewed during the 
inspection. They expressed satisfaction with the quality 
of care they received in the unit. Each patient reported 
that they knew who their key worker was and that 
they valued the one-to-one sessions with them. One 
patient complained about maintenance jobs not being 
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attended to. Another patient felt that the therapeutic 
programme was of a high standard. All were satisfied 
with the food provided.

POSITIVE DEVELOPMENTS
In addition to the initiatives mentioned above the GF 
unit is one of the three pilot sites for the Refocusing in 
Acute Psychiatry project and has as a result developed 
a number of initiatives including the pre-ward round 
weekly review, community meeting and protected 
therapeutic time.

ISSUES
• Changes to the structure/organisation of the unit are 

required.
• Plans to shut down community services during the 

summer due to nursing staff number shortages.

RECOMMENDATIONS

1.  The observation and management of the current 
sleeping areas needs to be reviewed. The practice 
of sleeping female patients upstairs should be 
reviewed in the light of safety considerations.

2.  Serious consideration should be given to the 
establishment of a high-observation area on the 
unit.

3.  The use of space on the unit needs to be reviewed 
and the clozapine clinic should be relocated off the 
unit.

ST. FINBARR’S HOSPITAL

ST. MONICA’S WARD
Date of inspection:  15 May 2006 
Number of beds:  15 integrated

DESCRIPTION
This ward is located in a two-storey stand-alone 
house on the grounds of St. Finbarr’s Hospital. It 
has 15 patients, ten male and five female. This is a 
reduction of three patients since the last inspection. 
The ward caters for a mixed client group – those in 
need of elderly continuing care and rehabilitation. The 
age profile ranges from 42 to 84 years old. The ward 
is open and under the clinical direction of a named 
consultant psychiatrist. There are two nurses rostered 
on duty day and night.

MULTIDISCIPLINARY TEAM 
The ward is under the clinical direction of a sector 
team. Nursing and medical staff primarily deliver the 
care and treatment. It was reported that referrals 
could be sent to other disciplines. On the day of the 
inspection no patient was receiving interventions from 
these professionals. A GP attends the ward daily and 
completes the six-monthly physical examinations. It 
was reported that there is a weekly ward round, where 
all patients are reviewed. The outcomes are recorded 
in the medical notes if required. Psychiatric reviews are 
completed six-monthly and a schedule of reviews was 
available for inspection. The patients are interviewed 
as part of the review process. There is no key nurse 
system in operation.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans. Each 
patient has a nursing assessment using the Tidal 
model. The notes reviewed during the inspection 
process demonstrated that the assessment had been 
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completed and are reviewed annually. There is also 
a completed social functioning questionnaire. There 
is a daily progress note. The nurse therapist from St. 
Catherine’s Ward has a sheet in the notes and reports 
back as required. The medical notes reviewed showed 
evidence of completed six-monthly psychiatric reviews. 
There was also evidence of physical examinations. 
The treatment plans are focused on maintenance and 
symptom management. In the absence of a dedicated 
rehabilitation team there is a void in service provision.

THERAPEUTIC PROGRAMMES
There is a mixed client group whose therapeutic needs 
are being met by a global group programme on various 
sites. A number of elderly patients remain in the house 
daily and have access to newspaper and board games. 
Another group (five to six patients) attend a group 
programme on St. Catherine’s Ward. The nurse therapist 
records into some of the nursing notes. Other patients 
attend external programmes, provided by national 
learning network and other agencies. Contact with 
these agencies is oral.

PHYSICAL RESTRAINT
It was reported that staff have access to training in  
crisis prevention intervention (CPI). 

ENVIRONMENT
This is a 15-bed unit, reduced from 18 beds. It 
is situated in the grounds of a general hospital. 
Maintenance can be an issue regarding developments. 
Any repairs that are needed are carried out by 
the maintenance department on site but any new 
developments require funding from the mental health 
services. There is regular fire training and a health and 
safety policy in place. Disabled access was limited due 
to the unit being on two floors and there were no 
lifts. The decor was of a good standard, the ventilation 
was good, there was plenty of natural light and the 
unit was clean. There was access to a garden. There 
was one sleeping area downstairs, situated close to 
the dining room. It was reported that this needs to be 

made en suite to overcome the problem with one of 
the bathroom areas, which has a large step near the 
entrance. The rest of the sleeping accommodation is 
upstairs and contains a number of double and 3-bed 
rooms. The dining area had recently been moved 
following last year’s inspection. It was much bigger 
and nicely furnished. There was an activity area, which 
was also used as a quiet area. There was a lounge 
upstairs and downstairs. There was a nurses’ office and 
a clinical room with appropriate equipment.

RECOMMENDATIONS

1.  Appoint a full multidisciplinary team in 
rehabilitation.

2.  Assess the individual needs of patients and provide 
treatment and care to meet those needs.

3.  Consider the use of the building given its 
maintenance requirements and location.

ST. CATHERINE’S WARD
Date of inspection:  15 May 2006 
Number of beds:  21

DESCRIPTION
This is a 21-bed open unit providing rehabilitation for 
people with enduring mental illness. On the day of 
inspection there were two people who were Wards 
of Court. There are usually four nursing staff on duty 
during the day, although on the day of inspection there 
were three and there are two at night. All admissions 
to the unit are under the care of one consultant 
psychiatrist and are referred from the acute unit at Cork 
University Hospital. 
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MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist with responsibility 
for the unit who also has responsibility for a busy 
sector and beds on the GF Unit. There is one NCHD who 
has daily contact with the unit. There is no dedicated 
multidisciplinary team. There is a referral system 
to psychology. There is input from the consultant 
psychiatrist’ sector team social worker but there is no 
access to occupational therapy. There is a CNM2 who 
is responsible for providing a therapy programme 
and there is a part-time staff nurse who supports the 
programme. 

There is access to the community mental health nurses 
in the sector team and the service is trying to develop 
links with all the sector teams to ensure continuity 
of care to people who aren’t from the consultant 
psychiatrist’s sector. Recently the VEC have been 
providing art therapy, music and gardening sessions to 
the unit. 

The clinical team meets on a weekly basis. The nursing 
staff decide which service users need to be reviewed. 
The consultant psychiatrist, senior house officer, the 
therapy nurse, community mental health nurses and 
nursing staff attend the meeting. The nursing care 
plans are updated in relation to this meeting and 
there is some documentation in the medical files. 
There is also a monthly meeting that focuses on 
business issues, referrals to the unit and planning 
future developments. The Assistant Director of Nursing, 
consultant psychiatrist and CNM2s attend this meeting.

If the patient is being reviewed at the weekly meeting, 
they can attend. It was reported that the minimum 
length of time between reviews is a month. Access to 
the rest of the multidisciplinary team is via a referral 
system. It was reported that the patient would have 
knowledge of their treating team and who their key 
worker is. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Care plans on the unit are nurse led. Although the 
Assistant Director of Nursing tries to maintain core 
staff on the unit they sometimes have staff from the 
central roster. This hinders the continuity of care and 
makes key working difficult. It was recommended last 
year that self-staffing be introduced to this unit and it 
remains a concern for the Inspectorate. The care plan 
system currently in use is based on the Tidal model. 
There is good written evidence in the files reviewed, 
there is an initial assessment leading to a care plan, 
which also contains a self-assessment by the patient, 
regular evaluation and the service user signs the care 
plans. A key worker is identified. The service user is 
involved in the process and there is also a weekly 
community meeting. Family involvement is essential 
to the running of the unit and is promoted positively. 
There is also advocacy in attendance.

Although it was clear that all admissions are 
assessed in GF Unit and transferred under the 
care of a consultant psychiatrist if appropriate, it is 
recommended that an operational policy be introduced 
for this unit describing its referral and admission 
process. The discharge plans are linked to the Tidal 
model. 

THERAPEUTIC PROGRAMMES
The nursing staff who provide the therapy programme 
carry out an initial assessment and provide a 
programme with a strong emphasis on rehabilitation. 
The resources available to the service are a kitchen, 
a relaxation room, a therapy room and a garden. 
Therapeutic rationale for the programme is to provide 
a structured day and also a strong emphasis on 
rehabilitation. The service user is involved in the 
programme planning wherever possible. There is 
good input from the VEC who have run sessions on 
art therapy, gardening, music appreciation, and arts 
and crafts. It was hoped to introduce yoga in the near 
future. The CNM2 and staff nurse are responsible for 
implementing the programme with support from 
nursing staff. There is a weekly community meeting 
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and access to advocacy. There are goals associated 
with the programme for the service user to achieve 
and linked within the Tidal model. The programme is 
reviewed at least three-monthly. It was also noted that 
there are good links with community organisations. 

SECLUSION
There are no seclusion facilities on the unit. 

MECHANICAL RESTRAINT
There is no mechanical restraint used on the unit.

PHYSICAL RESTRAINT
There is no physical restraint used on the unit.

ENVIRONMENT
This is a 21-bed unit, down from 24 beds. It is situated 
in the grounds of a general hospital. Maintenance 
was described as generally satisfactory although there 
were issues with the unit being on the general hospital 
site. The fire certificate was in order and there was 
regular training for staff in the appropriate health and 
safety policy. The overall standard of decor on the 
unit was good. There was good ventilation and the 
unit was bright and extremely clean. There was no 
dedicated visitors’ area and this was an issue for staff 
and service users. It was hoped to convert the utility 
room downstairs which would accommodate a visitors’ 
room upstairs. There was access to a garden. There was 
currently an issue regarding a smoking shelter being 
installed in the garden. This needed to be resolved. 

The bedroom areas were downstairs and they 
were a mixture of double, 3-bed, 4-bed and 6-bed 
dormitories. They were in good condition and had 
been personalised. One of the toilet areas upstairs was 
in need of upgrading but there were sufficient toilets 
and bathrooms throughout the unit. The dining area 
was well furnished and spacious, again it had been 
personalised with appropriate decoration. There was 
a large lounge area upstairs which, as reported last 

year, it had been intended to divide to make it more 
homely but this had not been possible due to the high 
costs. There was a smoking lounge both upstairs and 
downstairs. There was a nurses’ office upstairs and a 
nurses’ station downstairs for the night staff. There was 
a clinical room which was in need of an overhaul.

RECOMMENDATIONS

1.  The complement of the multidisciplinary team 
should be increased, especially in occupational 
therapy, social work and psychology. 

2.  An operational policy should be devised outlining 
the service provided and plans for future 
development.

3.  All maintenance issues should be resolved.

4.  The unit should be self-staffing.

BANDON/KINSALE CMHT
Date of inspection:  17 May 2006 
Population:  30,000 approximately

DESCRIPTION
This is a general adult community mental health team 
operating Monday to Friday 0900h to 1700h. The 
sector serves a population of approximately 30,000. 
A business plan was compiled in 2003 to plan for the 
building of a sector headquarters. There has been no 
business plan since then. There is an annual collection 
of statistics but no report. The budget for the service is 
held centrally within administration. The infrastructure 
of the service is access to beds at the GF Unit in Cork, a 
sector headquarters which has limited office space and 
provides a mixture of day centre activities and one-
to-one and group sessions. There are no community 
residences at high, medium or low support. There are 
outpatient clinics held in the sector headquarters in 
Bandon on a weekly basis. There is an outpatient clinic 
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held in Kinsale once a month but the accommodation 
is inappropriate. It is reported as being too small. Only 
one person can carry out a clinic and it is therefore a 
limited facility. There are no day facilities in Kinsale. 

MULTIDISCIPLINARY TEAM COMPOSITION
There is one whole-time-equivalent consultant 
psychiatrist who also has responsibility for part of the 
GF unit. There is one NCHD working with the consultant 
and the experience of this person varies and is part 
of the six-monthly rotation. Due to the commitment 
at GF Unit there is a limited community role for the 
NCHD. There is 0.5  whole-time-equivalent of a clinical 
psychologist who covers two other teams and the in-
patient unit. There is no social worker or occupational 
therapy input. It was reported that in the past there 
was a social worker who provided an excellent service 
but was retained on a temporary contract and the 
person in this post subsequently moved elsewhere 
for a permanent contract. It was also reported that 
the psychologist is on a temporary contract. There is 
no direct access to an addiction counsellor. A service 
user has to be referred to services in Cork. There is one 
community nurse covering the whole sector. There 
is minimal administration support, only three hours 
a week. The consultant psychiatrist has a secretary 
based in GF Unit. The service has the benefit of an 
art therapist for a half day a week and a woodwork 
instructor for one session a week. There are good links 
with VEC and a number of sessions have been run in 
the day centre. There are also good links with disability 
guidance and the West Cork Work Start project which 
seeks to engage people in open employment within a 
support structure. Within the sector headquarters there 
are three nursing staff, a CNM2 and two staff nurses. 
It should also be pointed out that this sector serves a 
large geographical area.

REFERRAL PROCESS
The main source of referral are GPs. However due to 
the limited administration support all referrals are sent 
to GF Unit to the consultant psychiatrist’s secretary. 
They are initially assessed by one of the medical staff, 

usually a consultant psychiatrist due to commitments 
for the NCHD on GF Unit. New referrals are usually 
seen within two to three weeks. The team meet on a 
regular basis and referrals are discussed. There is an 
individual discipline referral system. Currently there is 
a six-month waiting list for the non-priority cases for 
the psychologist. Any priority cases are seen within 
four weeks. There is a regular multidisciplinary team 
meeting once a week. As well as discussing referrals 
there is also feedback from clinics, preparation for in-
patients being discharged and reviews of community 
patients. One of the main negative issues for this 
team is that no medical notes are stored at the sector 
headquarters. They are all stored at the Cork University 
Hospital. This makes communication difficult and access 
to notes even more difficult. If the notes were stored at 
the sector headquarters the team stated they would be 
committed to individual shared multidisciplinary team 
notes.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
Following an initial assessment by the medical staff 
the service user is assessed by nursing staff using the 
Tidal model and a varied number of psychological 
assessments. For service users being discharged from 
the GF unit a process of familiarisation is in place 
where the service user visits the day service to get to 
know the staff and become familiar with the centre. 
The care plan is initiated after a second assessment and 
is prioritised in the multidisciplinary team meeting. A 
key worker is identified and the service user is involved 
in their care planning process helping to identify 
problems. Some of the service users have enduring 
mental illness and may not be as involved in the care 
planning process as other service users. There is good 
communication with families and also an excellent 
relationship with the local community. 

The sector headquarters is called Watergate and there 
is a charity established called the Friends of Watergate 
who do some sterling work in fundraising for the 
unit. The new headquarters for the sector team was 
predominantly funded by this group and it is reported 
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that 80 per cent of the costs were paid for by this 
group and 20 per cent by the then Health Board. The 
service user’s family, if appropriate, are linked in with 
local support groups. Due to the limited availability of 
notes and administrative support, the care plans are 
not written in the multidisciplinary team file. Therefore 
the care plan is written in the nursing notes and 
communicated orally at the weekly multidisciplinary 
team meeting. The care plan specifies who is providing 
care and what outcomes and goals are set. It is 
proving difficult to formulate a risk assessment plan 
due to unavailability of the notes to provide a detailed 
history on each service user. If a service user has been 
discharged from GF there is usually a risk assessment 
completed.

TEAM FUNCTIONING
The multidisciplinary team meets on a weekly basis. 
There is a regular time slot for this and all team 
members attend. The meeting is held in the sector 
headquarters and official minutes are kept and care 
plans are updated as a consequence. It was reported 
that the minimum time for review is every two 
months. It was also reported that due to the numbers 
of continuing care and enduring mental illness patients 
they were  hoping to introduce a continuing care clinic, 
which will be held once a month within the centre. 

PARTICIPATION OF SERVICE USER
The service user does not attend the team meeting 
but their views are represented and they are assessed 
prior to the meeting. There was a regular sequence of 
reviews and access to members of the multidisciplinary 
team who were in post. Again it must be highlighted 
that the team are missing occupational therapy input 
and social work input and there is limited input the 
psychologist can offer due to covering three teams and 
the in-patient unit. The nursing community element 
could be increased as only one community psychiatric 
nurse covers this sector and also having only one NCHD 
means there is a limited input into the community. The 
service user has knowledge of the treating team and 
also their key worker. 

DAY SERVICES
There are good links with the mainstream community 
resources and an excellent relationship within the local 
community. There is a sector headquarters which is a 
day centre offering a number of groups and one-to-one 
sessions. As a result of the support group’s fundraising 
the service can buy in specific treatments such as 
aromatherapy. There are also good links with vocational 
services, the VEC and Workstart. 

POLICIES AND PROCEDURES
There is an operational policy in draft form that is 
detailed, clear and concise. There is neither a written 
referral policy nor a non-attendance policy though 
it was very clear the mechanisms are in place for 
these processes but they need to be included in the 
operational policy.

TRAINING AND AUDIT/RESEARCH
The team had an away day last year to prioritise certain 
issues for service delivery. It proved to be very popular 
and it is hoped to repeat the process. There is peer 
supervision within the multidisciplinary team. It is a 
very supportive team with positive ideas and there is 
evidence that there is plenty of goodwill amongst the 
team. 

The nursing staff receive both clinical support and 
clinical supervision. The psychologist and medical staff 
report that it is difficult to take time off to maintain 
Continuing Professional Development (CPD) points and 
the consultant psychiatrist has particular concerns about 
leaving the service for a period of a week to attend 
conferences or meetings due to no locum cover being 
put in place. 

There are opportunities for team discussion and 
planning. It was reported that there is has recently 
been some attempts to try and extend the building as 
it is quite small at present. Unfortunately the logistics 
of doing this has proven to be difficult due to the 
process of costing the proposed work. It is estimated 
that the work required could cost around €30,000. 
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Unfortunately the quote they received through the HSE 
is €65,000. This situation needs to be resolved and the 
building does need to be extended.

RECOMMENDATIONS

1.  The multidisciplinary team needs to be increased to 
include occupational therapy and social work input. 
The medical, nursing and psychology personnel 
should also be increased. 

2.  Staff should be employed on permanent contracts 
within an environment that provides a career 
structure.

3.  Administration support must be increased to meet 
the needs of the service.

4.  The issues relating to plans to extend the sector 
headquarters should be resolved.

5.  The safe storage of notes should be facilitated at the 
sector headquarters.

PSYCHIATRY OF LATER LIFE 
TEAM

Date of inspection:  15 May 2006 
Number of beds:  180,000 in catchment

DESCRIPTION
This specialist team for the elderly serves a catchment 
of 180,000 and covers the South Lee area. The team 
was established in 2001, and has the core members 
of a multidisciplinary team. However facilities for the 
team are non-existent and this seriously impacts on 
providing services for the most vulnerable patients. 
The team is under the clinical direction of a named 
consultant psychiatrist. The team has no dedicated 
in-patient acute beds. All acute admissions are to 
University College Hospital, Cork. It was reported during 

the meeting that patients and families are not willing 
to go to this unit as the layout and design of the 
building is totally unsuitable for this patient group. The 
admission rate to GF Unit was 12 last year. The team 
has only access to one respite bed in St. Stephen’s 
Hospital. Patients with dementia and challenging 
behaviour have to be referred to Carraig Mór. This is 
unsuitable to meet their needs. Access to long-stay 
beds in Heatherside Hospital is somewhat limited.

MULTIDISCIPLINARY TEAM COMPOSITION
The team is composed of a consultant psychiatrist, two 
NCHDs, a senior occupational therapist, a senior clinical 
psychologist, a basic grade social worker and three 
community mental health nurses. The day hospital, 
which is operational two days a week, is staffed by 0.8 
whole-time-equivalent nurses and 0.4 care attendant 
staff. The consultant psychiatrist has access to a 
secretary based in University College Hospital, Cork.

REFERRAL PROCESS
There are a number of referral sources. All referrals 
are sent to the consultant psychiatrist. Referrals are 
accepted from medical staff and must be in writing. 
The initial medical screening assessment is completed 
either in outpatient clinic or by domiciliary visit. About 
300 new referrals were seen in 2005. The team is keen 
that there is no waiting list and urgent assessments are 
completed as required. Currently there is a two-week 
wait for a domiciliary visit and a one-month wait for 
a new patient outpatient appointment. The medical 
staff also provide a liaison service to University College 
Hospital, Cork. All new referrals and new assessments 
are presented at the weekly team meeting. Individual 
discipline referrals are made from this meeting. The 
team does not accept referrals for patients who have a 
past psychiatric history.
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CMHT MULTIDISCIPLINARY CARE 
PLANNING
The team does not have a single multidisciplinary team 
care plan. However they are making good progress in 
this area. There is a comprehensive medical screening 
and treatment plan, nursing assessment and individual 
discipline assessments completed on each patient. 
They are discussed at the weekly team meeting. 
Actions are recorded in official minutes and circulated. 
In the absence of a sector headquarters a single record 
remains aspirational. Case notes were not reviewed as 
the meeting happened away from the storage point.

TEAM FUNCTIONING
The team has a weekly meeting at a set time 
and official minutes are kept. All new patients are 
presented, as are new assessments and review 
patients. This is an opportunity for team members 
to raise individual cases and review with the team. 
Individual discipline notes are transferred to the 
medical chart at set intervals.

PARTICIPATION OF SERVICE USER
Service users and families or carers are included in the 
planning process. The multidisciplinary team members 
see patients. There is an active carers’ group jointly 
facilitated by the clinical psychologist and the carers 
association. Two eight-week courses are run each year. 
Informal career education is ongoing.

DAY SERVICES
The team is completely under-resourced. It has access 
to two rooms, borrowed from a community facility, two 
days weekly to provide a day hospital service. The day 
hospital, given its location, cannot accept patients who 
wander, are incontinent and who are not independent 
in travel. The lack of physical resources is wholly 
unacceptable. The team have developed good working 
relationships with appropriate day services for the 
elderly in the catchment. 

POLICIES AND PROCEDURES
The team has a written operational policy.

TRAINING AND AUDIT/RESEARCH
The team has a business meeting each month. They 
have been involved in organising a yearly conference 
and funded a team away day. Each discipline has 
individual line management supervision available.

MEMORY CLINIC
This is a joint initiative between the Department of 
Geriatric Medicine and Psychiatry of Old Age. This 
service is not catchment area bound. There is a clinical 
nurse specialist post funded by a drug company.

RECOMMENDATIONS

1.  Ring fence dedicated acute in-patient beds for this 
service.

2.  Establish a day hospital and sector headquarters for 
the team.

3.  Move towards a multidisciplinary team care plan 
and single recording system.

4.  Audit the number of patients who require in-patient 
admission and day hospital referral.
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BANTRY GENERAL HOSPITAL

ACUTE UNIT
Date of inspection:  17 May 2006 
Number of beds:  18

DESCRIPTION
This is an 18-bed acute admission ward situated next to 
a general hospital. On the day of inspection there were 
six patients, four of whom were detained. The unit is 
locked at present but it is normally open. On duty on 
the day of inspection were three qualified staff and 
a student, and at night there are three qualified staff. 
There are two sector teams admitting to the unit. 

MULTIDISCIPLINARY TEAM 
There are two whole-time-equivalent consultant 
psychiatrists who have admitting rights to the unit who 
also have shared responsibilities in the sector teams. 
There are NCHDs attached to each consultant post 
on a six-monthly rotation. There is one  whole-time-
equivalent clinical psychologist who works across both 
sectors. There is a social worker based in Bantry and 
1.2  whole-time-equivalent social workers based in 
Skibbereen sector and also occupational therapy input 
both within the unit and expanded into the community. 
A community nurse is linked to both sectors. 

Both teams meet on a weekly basis within the unit. 
There is full multidisciplinary team attendance at each 
sector team meeting and there are also extra ward 
rounds held within the unit. Official minutes are kept of 
these meetings and they are documented in the files 
and care plans are updated accordingly.

The patient does not attend the multidisciplinary team 
meetings but does attend the ward rounds. Their 
views are represented at the team meeting and they 
have good access to the multidisciplinary team. It was 
reported that the patients have knowledge of their 
treating team and key worker. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Initially a medical and nursing assessment is carried 
out. The nursing assessment is linked to the Tidal 
model and is facilitated over a short period of time 
following admission. Following admission there is a 
48-hour multidisciplinary team care plan implemented 
which gives clinical direction for staff while more 
comprehensive assessments are undertaken. A few 
days after admission a care plan is implemented, a key 
worker identified and the service user is involved in 
the care planning process. The staff encourage family 
involvement and an advocate visits on a regular basis. 

The service currently has separate nursing and medical 
notes. Nursing notes are linked to the Tidal model and 
are very detailed assessments and care plans which 
are regularly reviewed and the progress notes pertain 
to the care plans. The multidisciplinary team notes are 
detailed and have an overall plan and currently have 
a section for each discipline to write in. It is hoped 
that the unit will move to shared notes and a more 
comprehensive multidisciplinary team care plan. Goals 
are set in the nursing care plan and a risk assessment 
is completed on each service user based on the 
Sainsbury Centre for Mental Health risk assessment 
format. 

There is a discharge plan and it is reviewed on a 
regular basis. There is an admission, transfer and 
discharge policy in place.

THERAPEUTIC PROGRAMMES
Following admission the service user is discussed at 
the weekly multidisciplinary team meeting and an 
occupational therapy assessment is implemented. 
There are a range of groups in place and the 
programme is reviewed on a regular basis. The 
rationale for the programme is to promote skills and 
education. The patient is involved in the programme 
and nursing staff provide support. The programme is 
delivered by the occupational therapy staff. There is 
currently no community meeting. It is reported that 
there is good communication between the occupational 

WEST CORK
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therapy and nursing staff and there is verbal handover 
held every day and the occupational therapy staff write 
in the multidisciplinary team files.

ECT
ECT is not given on site. The service user is transferred 
to either the services in Cork or Tralee.

SECLUSION
There are no seclusion facilities on site. If a patient’s 
needs cannot be met in this unit due to their mental 
state and behaviour being unmanageable, a referral is 
made to Carraig Mór in Cork. It was reported that there 
have been a number of serious incidents in the recent 
past which have resulted in serious injuries to patients 
and staff. Patients have been transferred to Carraig 
Mor as a consequence but the process of transfer was 
reported as problematic. 

MECHANICAL RESTRAINT
There is no mechanical restraint in use on the unit.

PHYSICAL RESTRAINT
The method used is crisis prevention intervention (CPI) 
and the service is linked in with other services in Cork. 
It provides the training, which is a two-day course with 
an annual one-day refresher. It was also reported that 
there is good access to courses and support is given for 
funding and time. 

ENVIRONMENT
This is an 18-bed unit and currently bed occupancy 
is below 50 per cent due to enhanced community 
support. The unit is in a general hospital. Maintenance 
was described as satisfactory and a new lift was 
currently being installed. There was an appropriate fire 
certificate and a health and safety policy. There was 
disabled access, which was limited somewhat by the 
absence of a lift at present. The decor of the unit was 
good. The ventilation was satisfactory and there was 

plenty of natural light. The unit was clean, there was 
up-to-date information posted on information boards 
throughout the unit. There was no dedicated visitors’ 
area and once the work is finished on the lift there will 
be access to a garden. There was a reception area. 

Bedroom areas contained a mixture of three single 
rooms, two 4-bed dormitories and one 2-bed 
dormitory. There were an appropriate number of toilets, 
bathrooms and showers. The bathroom was in need 
of updating and it was also damp. It was reported 
that it is planned to be refurbished in the near future. 
The dining area was downstairs although there was 
capacity for meals to be taken on the unit. There was 
an occupational therapy area downstairs. Within the 
unit there was a smoking room and a lounge area. 
There were no quiet areas or interview rooms. The 
nurses had an office which was also the clinical room. 

It may be of note that due to the low usage of beds 
that some of the dormitory areas may be converted 
into interview rooms or quiet areas or a dedicated 
visitors’ room.

SERVICE USER INTERVIEWS
Two patients were interviewed on this inspection. 
One was concerned about the low numbers of staff 
which meant she couldn’t go out on walks or go into 
town as she had to have a nurse escort. She was 
also concerned about a number of incidents that had 
occurred on the unit recently and was concerned for 
her own safety and for the staff. 

The other service user interviewed was also concerned 
about the incidents that had occurred. He was 
assaulted by another service user. He also expressed 
the need for some more activities on the unit but he 
was also very positive about the support he receives 
from staff.
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RECOMMENDATIONS

1.  The process of transferring service users to Carraig 
Mór needs to be resolved. 

2.  Each service user should have a single set of notes 
which all members of the multidisciplinary team 
access.

SKIBBEREEN CHMT
Date of inspection:  4 May 2006 
Number of beds:  25,000 approximately

DESCRIPTION
This is a general adult community mental health 
team serving a population of approximately 25,000. 
Hours of operation are from 0900h to 1700h Monday 
to Friday. There is a service plan at catchment 
management level. There is an annual report produced 
for 2005. There is a central budget for the service. 
The infrastructure of the service includes the acute 
unit beds in Bantry, a sector base in Skibbereen and 
a resource centre in Clonakilty. There is a 26-bed high 
support hostel, an 11-bed medium support hostel, and 
12 low support beds. 

MULTIDISCIPLINARY TEAM COMPOSITION
There is one full-time consultant psychiatrist dedicated 
to the team, who has three NCHDs. There is one social 
worker, at principal grade and one session of a basic 
grade occupational therapist. There are three clinical 
nurse specialists and there is administrative support. 
A coordinator role has been developed and will be 
appointed to in the near future. This will be a positive 
development and the service should be commended 
for making the post available to someone from either 
a social work, occupational therapy, psychology or 
nursing background. This person will have a clinical role 
but the main focus of the post will be to coordinate 
referrals and delegate accordingly.

REFERRAL PROCESS
The main source of referral is GPs. An urgent referral 
is usually seen and assessed within a day to a week. 
General appointments are usually within a month. A 
sector doctor and nurse from the unit in Bantry assess 
urgent referrals. Referrals are discussed at a weekly 
team meeting and are allocated at this meeting. 
However some of the disciplines within the team 
take direct referrals, which are then fed back into 
the referral meeting. The administrative staff keep 
official minutes of these meetings. At the allocation 
meeting it is decided whether one professional or a 
joint assessment including a medical staff member 
and a member of another discipline will do the 
initial assessment. Emphasis is placed strongly on 
undertaking home assessments. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
The initial assessment is carried out and fed back to 
the referral meeting and a plan of care is made. The 
majority of cases have multidisciplinary team input and 
as stated the team undertake as many assessments 
in the home environment as possible, which has 
reduced the number of admissions dramatically. It 
was also reported that because the rate of admission 
has dropped, when a bed is needed in the acute 
unit is required it is usually easy to accommodate an 
admission. Care plans are linked to the Tidal model 
of nursing. It was reported that there are good 
positive team dynamics and a strong emphasis on 
multidisciplinary team working and recovery.

The multidisciplinary team meets on a weekly basis 
and a central file is kept on each service user. Each 
discipline has its responsibilities outlined in the care 
plan. It was reported that not all files contain a care 
plan, but the majority do. There is a set time for the 
clinical team meeting and all members of the team 
access this meeting. The team meet in Bantry to 
review in-patients and to get the optimum level of 
administrative support. The service user is involved in 
the process, attends meetings and signs their care plan 
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if they wish. Family and advocates are also involved 
and carers are linked into the Carers Association.

TEAM FUNCTIONING
The team meets on a weekly basis in Bantry and there 
is a regular time slot and all team members attend. 
Minutes are kept and care plans are updated as a 
consequence of this meeting. The team also hold a 
quarterly meeting for all hostel staff where concerns 
can be highlighted. There is currently a residential 
review looking at the needs of residents and a task 
group has been formed and reports to the clinicians 
and management.

PARTICIPATION OF SERVICE USER
The service users attend the team meeting if they 
request to. Their views can be represented at the team 
meeting if they choose not to attend. The service user 
has access to all members of the multidisciplinary team 
and has good knowledge of the treating team. 

DAY SERVICES
In Clonakilty there is a resource centre and a number 
of programmes are run from this centre. There is a 
clinical nurse specialist based here. There are close 
links with the team and a number of one-to-one and 
group therapies are offered. The staff in Clonakilty 
also facilitate workshops in schools promoting mental 
health issues and access to services. One of the main 
positive aspects of this intervention is the reduction 
of stigma regarding mental health. The team link in 
with mainstream community resources and there are 
sheltered employment and training opportunities. It 
was reported that there is no day centre or resource 
centre for Skibbereen.

POLICIES AND PROCEDURES
There are good practice guidelines but it was 
recognised that there is a need to develop a combined 
policy from an operational point of view. 

TRAINING AND AUDIT/RESEARCH
There have recently been a series of away days 
with an external facilitator focusing on a number of 
strategies for the team to undertake. This was well 
received and has proved to be very successful. The 
service has developed over the recent years and they 
are continuing to look at how they can best provide 
evidence-based practice. It was reported that there is 
difficulty with a lack of services for psychiatry of later 
life or for people with a learning disability.

RECOMMENDATIONS

1.  All service users should have a multidisciplinary care 
plan.

2.  An operational policy needs to be developed.
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CHAPTER 2

Wexford, Waterford, South Tipperary 
and Kilkenny/Carlow
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ST. SENAN’S HOSPITAL

ST. BRIDGET’S WARD
Date of inspection:  12 June 2006 
Number of beds:  8 male

DESCRIPTION
St. Bridget’s Ward is an 8-bed area acute admission 
ward located on the ground floor of St. Senan’s 
Hospital. It is described as a care of the elderly ward. 
The age profile of the people is from 60 to 89 years. On 
the day of the inspection all patients were Voluntary 
status. The ward was locked. Two nurses staff the ward 
during the day and there is one staff nurse on duty at 
night. All teams admit to the ward. There is no specific 
admission policy but, in general, patients are over 65 
years.

MULTIDISCIPLINARY TEAM 
On the day of the inspection, three teams were 
admitting to the ward, two general adult and one 
psychiatry of later life team. Each team has a twice-
weekly ward round. Minutes are kept of the meetings 
and the case notes are updated accordingly. It was 
reported that patients and families are involved in the 
care process. There is no input into the team meeting 
from occupational therapy, clinical psychology or social 
worker.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The nursing staff use the Orem/Peplau model of 
nursing to develop care plans. The medical staff 
develop a treatment plan and this is recorded in the 
case notes. Plans are reviewed at set intervals based 
on clinical need. The case notes reviewed showed 
evidence of ongoing review and active care planning. 
The nursing staff notes were current and up to date. 
A new admission policy is under development and 
currently in draft form.

THERAPEUTIC PROGRAMMES
There is no structured therapeutic programme in place. 
Staffing numbers are limited. Patients can access 
recreational therapy on the ground floor. 

ECT 
ECT is provided on a site off the ward. The ECT suite 
comprises a waiting area, treatment room and recovery 
room. The equipment was reviewed and checks were 
in order. There is a named consultant psychiatrist with 
responsibility for ECT. Nursing staff currently accompany 
patients to ECT as part of the primary nurse role. It 
was reported that there are plans to have nurses 
dedicated to ECT. The documentation for ECT was in 
order. No case file was reviewed as no patient on the 
ward was currently receiving ECT. An ECT team is to be 
established, to allow for designated ECT nurse staff.

SECLUSION
Not used on this ward.

MECHANICAL RESTRAINT
It was reported that mechanical restraint is not in use 
on the ward.

PHYSICAL RESTRAINT
All staff carry an attack alarm. Staff are offered 
training. This record is maintained centrally by nursing 
management. Physical restraint is rarely used on the 
ward.

ENVIRONMENT
This 8-bed acute care of the elderly ward is located on 
the ground floor. The dormitory area is divided into two 
4-bed areas by a central office. On the corridor there 
is access to toilets, two showers and one bath. The 
garden area is shared with St. Anne’s Ward and patients 
are accompanied there. There are two large sitting 
rooms and a dining room. The staff have access to a 

WEXFORD
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room which is multipurpose, used for team meetings 
and shared with St. Claire’s Ward.

RECOMMENDATIONS

1.  Redevelopment of the ward into an 8-bed 
integrated ward for psychiatry of later life.

2.  Provision of therapeutic programmes linked to care 
and treatment plans following assessment of need.

3.  The provision of a senior occupational therapist, 
social worker and clinical psychologist to the 
psychiatry of later life team.

ST. CLAIRE’S WARD 
Date of inspection:  12 June 2006 
Number of beds:  13 male

DESCRIPTION
This is a 13-bed male acute admissions ward located 
on the ground floor. On the day of the inspection 
the ward was locked. There were four patients on 
Temporary status under the Mental Treatment Act 
1945. The two sector teams and psychiatry of later life 
team have admitting rights to the ward. A CNM2 and 
three staff nurses staff the ward each day. At night 
there are two staff nurses on duty, one of whom is a 
CNM1.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The care plans are written by the nursing staff using 
the Orem/Peplau model. The care plans are reviewed 
based on clinical need, evaluated weekly. In addition, 
daily progress notes are recorded. On admission a 
member of the medical team assesses each patient. 
There is a detailed assessment form located in the front 
of the case file. The nursing and medical notes are in 
a single file and separated by sections. The nursing 

staff operate a primary nurse system based on sector 
teams. The notes reviewed during the inspection were 
in order and showed evidence of ongoing review. The 
Irish Advocacy Network attend the ward. Service users 
are informed orally of their care plan. The admission 
and discharge policies are consistent throughout the 
hospital and are not dated. Internal transfers are 
usually to the pre-discharge ward.

THERAPEUTIC PROGRAMMES
There is no structured therapeutic programme available 
to patients. People can access the activation area in the 
hospital known as “occupational therapy”. There are 
some recreational facilities on the ward, such as radio, 
TV and music.

ECT
ECT is provided on a site off the ward. There is an ECT 
suite consisting of a waiting area, treatment room 
and recovery room. The equipment was reviewed and 
checks were in order. There is a named consultant 
psychiatrist with responsibility for ECT. Nursing staff 
currently accompany patients to ECT as part of the 
primary nurse role. It was reported that there are plans 
to have nurses dedicated to ECT. The documentation 
for ECT was in order. No case file was reviewed as no 
patient on the ward was currently receiving ECT. 

SECLUSION
There is one seclusion room that was reported to 
be rarely used. It has very poor ventilation and the 
window has limited opening. As there is no CCTV 
camera, the only observation is by means of a 
window in the door. There is no internal toilet and 
no communication facility. The seclusion register 
was reviewed and in order. There is a procedure for 
seclusion practice, dated 9 August 2004. Observations 
are recorded every 15 minutes and refractory clothing 
is used.
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MECHANICAL RESTRAINT
Not applicable.

PHYSICAL RESTRAINT
Staff reported that they are offered training in control 
and restraint techniques. Training is provided by the 
HSE and the training register is maintained by nursing 
management. All incidents are recorded through the 
incident report forms.

ENVIRONMENT
The ward is located on the ground floor and has 
ramped access. There is an enclosed garden space. 
The bedroom area is a subdivided dormitory space 
with little privacy. The toilets are in poor condition. 
There is one shower and bath and the area needs to 
be upgraded. The nursing station is located within the 
dormitory area. There are some offices located off the 
ward. There is a dining-cum-TV room. The building has 
been adapted for its purpose, is in poor decor and lacks 
privacy for patients.

RECOMMENDATIONS

1.  The environment needs to be upgraded to improve 
facilities and privacy for patients. 

2.  There is a need for multidisciplinary team input on 
the ward and and this should be documented in the 
multidisciplinary team care plans.

3.  The provision of therapeutic psycho-educational 
programme to meet the needs of the client group 
that are linked to the care plans.

4.  All policies need to be updated to reflect current 
best practice.

ST. ANNE’S WARD
Date of inspection:  12 June 2006 
Number of beds: 13 female

DESCRIPTION
St. Anne’s is a 13-bed acute unit on the ground floor 
in St. Senan’s Hospital. On the day of inspection, there 
were 13 patients, including one patient on leave. One 
patient had Temporary status and 12 had Voluntary 
status. Psychiatric care is provided by six consultant 
psychiatrists. Two large sector teams, the rehabilitation 
team and the psychiatry of later life team all admit 
patients to the unit. Although the unit has a bed 
capacity of 13, from time to time there can be up to 
20 patients on the unit. When there are more patients 
than beds, patients are required to sleep in other wards 
within the hospital. The unit is staffed by four nurses 
(including one student) during the day and two at 
night. There is one household staff member on duty 
during the day. This is a locked unit. 

MULTIDISCIPLINARY TEAM 
There are three multidisciplinary teams providing 
input into this unit. According to staff, team meetings 
take place on the ward twice a week. The consultant 
psychiatrist makes referrals to other disciplines if 
necessary and psychologists and social workers attend 
the team meetings on occasion. All disciplines write 
in the patients’ files. The consultant psychiatrists and 
NCHDs visit the unit daily to meet with nursing staff 
and review the patients. The main care of the patients 
is provided by the nursing staff on the unit. There is a 
system of primary nursing in place. The primary nurse 
is responsible for writing up the care plan, for attending 
the ward round, for one-to-one sessions with the 
patient and for liaising with the family.
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no clear system of multidisciplinary care 
planning in place on this unit. Nursing assessments are 
carried out according to the Orem and Peplau models 
of nursing and nursing care plans are formulated. The 
care plans are evaluated regularly and progress notes 
are up to date. Staff reported that specific care plans 
are put in place for patients who self-harm or for those 
who have eating disorders. The only risk assessments 
carried out are in relation to patients sleeping out in 
other wards at night. There are generic policies in place 
on admission and discharge. A decision to transfer to 
the pre-discharge unit is made by the treating team. 

The patients are actively involved in their assessments 
and in the formulation of their care plans. They attend 
the ward round meeting and families or carers are 
invited to attend when this is appropriate. 

THERAPEUTIC PROGRAMMES
There is no programme of individual-needs-based 
therapeutic activities available on this unit at present 
and there is no occupational therapy input in this 
regard. There is no written programme of therapeutic 
activities and no physical resources on the unit for 
this purpose. There is a snoezelen room in the main 
hospital to which patients have access. There is also 
a relaxation room on the top floor of the hospital and 
two nurses provide relaxation sessions there. Some 
patients attend a centre in the hospital where they can 
knit, sew or paint. Some games are provided on the 
unit. Mass takes place in the hospital chapel daily and 
there is a weekly Church of Ireland service. 

ECT
The ECT suite is on the top floor of the hospital. There 
is a named consultant psychiatrist for ECT. ECT nursing 
duties are rotated among the nursing staff of three 
units on a four-monthly basis. Written information is 
available to the patient and consent is obtained by 
the NCHD. A policy on ECT is in place. Appropriate 
assessments and recording of ECT take place.

SECLUSION
There is a seclusion room on the unit. The bed and 
window are safe and there is plenty of natural light 
and good ventilation. The patient can view a clock on 
the wall. There is a large observation panel but no 
communication facility for the patient. CCTV is not used. 
Refractory clothing and blankets are almost always 
used. There is no access to a toilet. The patient has 
to be escorted down the corridor to a toilet or use a 
commode. 

There is a seclusion policy and 15-minute observations 
take place. The seclusion register was always dated 
and signed by an NCHD but not by the consultant 
psychiatrist. The duration of seclusion periods and the 
termination times were sometimes omitted. Seclusion 
was prescribed in the patient’s file and there was some 
evidence of review and reason for termination, but 
the reason for seclusion and the duration of seclusion 
were not specified in the medical notes. There were a 
number of errors in the use of the seclusion register, 
including incorrect use of the section on physical 
restraint.

PHYSICAL RESTRAINT
Nursing staff are trained in control and restraint 
and a register of training is maintained by nursing 
management. 

ENVIRONMENT
Maintenance is provided by a maintenance team in the 
hospital. According to staff, there were regular fire drills 
and all fire equipment was checked regularly. The unit 
was locked on the day of inspection. The corridor of 
the unit was a main thoroughfare to other units in the 
hospital, which had implications for patient privacy. At 
the centre of the unit was a day area, which combined 
a dining area and a lounge. The dining area was not 
large enough to accommodate 20 patients comfortably. 
The nursing office had two sections, one of which 
was accessible from the lounge. The other provided 
observation of  a dormitory of four beds. In the absence 
of a dedicated high observation unit, this dormitory 
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functioned as a high observation area for newly 
admitted patients. There was adequate space for report 
writing but no access to IT in the nursing office. 

There was another dormitory containing nine beds. 
The unit had its own private garden, equipped with 
garden furniture. There was a clinical room that had all 
appropriate equipment. There was adequate provision 
of toilet and bathroom facilities. There was no quiet 
room or activity area. There were two interview rooms 
on the unit, both of which had observation panels and 
alarms. One of these was also used for team meetings. 
During the past year, a programme of electrical re-
wiring took place and the walls that were chased have 
been filled in and painted. However the whole unit 
needed re-painting. Major dampness in the shower 
and bathroom needed to be addressed. New curtains 
and bed covers were required throughout the unit. 

SERVICE USER INTERVIEWS
A number of patients were interviewed on the day of 
inspection. They had the utmost praise for the care and 
dedication of the nursing and medical staff and felt that 
their stay in hospital was of benefit. However, each 
of the patients spoke of being bored during the day. 
They reported that there were no therapeutic activities 
available. One person spoke of how she passed the 
time by pottering around. Another said she was leaving 
the unit because there was no counselling and there 
were no groups available to her. There are information 
boards in the unit and information on patients’ rights 
and the complaints system are posted. A suggestion 
box is available and patient satisfaction surveys are 
conducted.

RECOMMENDATIONS

1.  The practice of admitting up to 20 patients into this 
unit and sleeping several of them in other wards 
should cease.

2.  A needs-based programme of therapeutic activities 
should be put in place on the unit.

3.  A maintenance programme should be put in 
place for the unit and issues such as re-painting, 
dampness and replacement of old curtains and 
bedclothes should be addressed. 

4.  The seclusion policy should be strictly adhered to.

PRE-DISCHARGE UNIT
Date of inspection:  12 June 2006 
Number of beds:  15 integrated (3 male, 9 female)

DESCRIPTION
This is a compact self contained unit located on the 
first floor. It is a pre-discharge unit for patients who 
usually come from the admission unit. Occasional 
direct admissions may occur for respite or for clozaril 
initiation. In other instances, the policy dictates that 
all patient should have spent at least one day under 
observation in either of the admission units prior to 
transfer. Patients come from all of the service sectors 
and are managed by their own team. Patients regularly 
“sleep out” in the pre-discharge unit and there is a 
detailed sleeping-out protocol and risk assessment in 
relation to this on a “sleeping out assessment form”. It 
is completed on each patient prior to sleeping out and 
they return to the admission unit the following morning 
for the day. This is done on a daily basis. It is also 
agreed that when there are more than four patients 
sleeping out from the acute unit to St. Gertrude’s Ward 
that an extra nurse is assigned there.

MULTIDISCIPLINARY TEAM 
Each sector reviews its patients on the unit twice 
a week. The community nurse also attends. The 
psychologist and social worker rarely attend. There 
are rehabilitation meetings once a week on Tuesday 
mornings attended by the full rehabilitation team and 
the Clinical Nurse Manager for this unit.
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Due to the lack of multidisciplinary team members 
there is informal multidisciplinary team care planning. 
A detailed mental health assessment form is completed 
on admission of all patients to the Wexford Mental 
Health Services. This incorporates AIMS scores, collateral 
history, a CAGE questionnaire, details regarding drug 
use, case formulation and risk management where 
risk and plan are identified. It also outlines the 
treatment plan. This is a well-thought-out initiative. 
A primary nurse or worker is identified by sector and 
it is their responsibility to ensure that the care plan 
is implemented. The multidisciplinary team can be 
involved in service user care by referral and their 
documentation is recorded in the case notes. A care 
plan is communicated with the patient by the primary 
nurse. The carer or advocate may be involved if they 
request it. There is no formal assessment of family 
need. There is no full meeting of the multidisciplinary 
team in the absence of a multidisciplinary team. 

If patients are being “slept out” they have the risk 
assessment conducted as outlined in the sleeping out 
assessment form. Otherwise the Orem/Peplau nursing 
assessment is conducted if it has not already been 
done.

There is an admission policy for the hospital dated 
1988, a sleeping out policy as mentioned and a 
discharge policy. The sleeping out policy was developed 
by a working group which came up with the protocol to 
be followed and the agreements regarding staffing. 

THERAPEUTIC PROGRAMMES
A therapeutic programme for the patients is 
determined by discussion at the team meeting and 
after aptitude assessment by the psychologist. At the 
time of inspection, there was no occupational therapist 
in the service but one was due to commence working 
shortly. On the unit itself an interview room/visitor 
room was available for individual work. The key nurse 
designed the weekly programme with the patient and 
this was documented with the patient being involved 

in deciding what intervention best suited their clinical 
need. 

There is no occupational therapy input into this service, 
but a number of patients attend what is described as 
occupational therapy, conducted by nursing staff from 
0900h to 1700h five days a week. Clients return to the 
unit for their lunch. Arts and crafts, bingo, gardening 
and mosaic work are available there. A group meeting 
is conducted on the unit every two to three weeks to 
determine needs of patients and issues regarding the 
programme. Some patients go to a local garden centre 
where they do paid work. A number of patients attend 
the Skill Base unit on the grounds, which is directed by 
a nurse manager. External agencies are brought in to 
conduct cooking and horticultural programmes. There is 
sometimes a waiting list for Skill Base places. 

Some of the nursing staff have trained in group 
facilitation and conduct a group discussion and 
relaxation programme. It is open to all patients 
from the hospital but is generally used by the acute 
wards. This is conducted Mondays and Thursdays, 
depending on staffing, for one hour approximately. The 
programme on the unit is delivered by nursing staff. 
Patients can do their own cooking, can make coffee 
and snacks and attend to their own laundry there. 
GROW and Aware have meetings in the service. The 
advocate from the advocacy service visits the unit once 
a month. Patients’ case files do not leave the unit. In 
the nursing care plan progress on the programme is 
documented. There is no shared documentation from 
the occupational therapy, IT or Skill Base unit. Outcomes 
are recorded in the individual care and treatment plan 
but this needs to formalised. 

ECT
Responsibility for ECT rotates between the two acute 
units and the pre-discharge unit. This is documented 
elsewhere. 

SECLUSION
There is no seclusion in use on this unit.
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MECHANICAL RESTRAINT
There is no mechanical restraint used on this unit.

PHYSICAL RESTRAINT
Physical restraint is not used on this unit.

ENVIRONMENT
The unit consists of 15 single bedrooms. There is a 
lounge-cum-dining room, kitchenette, utility room with 
laundrette, a smoking room, bathrooms and shower, 
toilets and visiting room, an interview room and a 
nurses’ office. The bathroom is not satisfactory. The 
showers should be replaced. There are three baths on 
the unit and it would be useful to replace one with a 
shower. There is a suggestion box on the unit. 

POSITIVE DEVELOPMENTS
 The Wexford Mental Health Service Assessment 
Form.

 The emphasis on multidisciplinary work and key 
nurse working.

 A welcoming rehabilitative atmosphere.

RECOMMENDATIONS

1.  The unit should be under the clinical direction of the 
rehabilitation team

ST. ENDA’S WARD
Date of inspection:  12 June 2006 
Number of beds:  20 male

DESCRIPTION
St. Enda’s is a first floor unit in St. Senan’s Hospital. It 
is described as providing a mix of rehabilitation and 
continuing care to a group of men, ranging from 33 to 
80 years of age. On the day of inspection, there were 

20 patients. Two patients had Temporary status and 18 
had Voluntary status. Psychiatric care is provided by the 
consultant psychiatrist from the rehabilitation team. The 
unit is staffed by two nurses during the day and one 
at night. There is one household staff member on duty 
during the day. This is an open unit. 

MULTIDISCIPLINARY TEAM 
There is no multidisciplinary team providing input into 
this unit. According to staff, the consultant psychiatrist 
visits the unit weekly to meet with nursing staff and 
review the patients. There had been no dedicated 
NCHD for the unit for the previous three months 
and staff were contacting the on-call NCHD when 
necessary. The consultant psychiatrist makes referrals to 
other disciplines if necessary and clinical psychologists 
and social workers have been involved in the cases of 
a number of patients. The main care of the patients 
is provided by the nursing staff on the unit. There is 
no key working or primary nursing system in place. 
Nursing staff receive training in control and restraint, 
cardio-pulmonary resuscitation and lifting and handling. 
A register of training is kept by nursing management. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no clear system of multidisciplinary care 
planning in place on this unit. Nursing assessments are 
carried out according to the Orem and Peplau models 
of nursing and nursing care plans are formulated. 
The care plans are evaluated regularly and progress 
notes are up to date. Recent changes in consultant 
psychiatrist personnel have affected the care planning 
for individual patients as new staff take time to 
familiarise themselves with the patients. There was 
evidence of a recent comprehensive review of the 
history and care of one particular patient by the 
consultant psychiatrist. The CNM2 from the unit attends 
the rehabilitation team meeting when any of the 
patients from St. Enda’s is being discussed. There are no 
unit-specific policies in place on admission and transfer 
to St. Enda’s and discharge from the unit. According to 
staff, there have been no discharges in recent years. 
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SERVICE USER PARTICIPATION
The staff discuss the care plans with the patients. A 
number of patients were met during the inspection and 
they expressed satisfaction with the level of care they 
were receiving.

THERAPEUTIC PROGRAMMES
There is no programme of individual-needs-based 
therapeutic activities available on this unit at present 
and there is no occupational therapy input in this 
regard. According to staff, about half of the patients 
remain on the unit during the day. Some watch TV. 
Others involve themselves in tasks on the unit. Two 
of the patients work on the hospital farm. Four attend 
the Skill Base unit on the grounds, one attends the day 
centre in the hospital and one attends the industrial 
therapy centre. There is no formal feedback to the unit 
from these centres, but staff from the centres contact 
unit staff by phone to discuss concerns. One patient 
attends the Wexford Community Workshop for people 
with intellectual disabilities. St. Enda’s does not have 
access to a bus but rely on staff from other units to 
take them on occasional outings.

MECHANICAL RESTRAINT
A Kirton chair is used for one of the patients and cot 
sides are used on a regular basis for two others. It is 
unsatisfactory that there is no policy on mechanical 
restraint and that there is no evidence of the use 
of these chairs and cot sides being prescribed or 
reviewed.

ENVIRONMENT
St. Enda’s is a first floor unit and is linked to the ground 
floor by a lift and stairs. Maintenance was provided by 
a maintenance team in the hospital. According to staff, 
there were regular fire drills and all fire equipment 
was checked regularly. A large room in the centre 
of the unit was an open-plan day room and lounge. 
The lounge area had new floor-covering. There was a 
kitchen, a visitor’s room that doubled as a staff room, 
a nursing office and a clinical room that had all the 

necessary equipment, and storage rooms. There was 
no access to computer or IT in the nursing office. There 
was a large recreation room at the end of the unit with 
a pool table, a football table and other equipment. 
There was open access to the grounds of the hospital 
during the day. There were five single bedrooms and 
three dormitories, one with six beds, another with five 
beds and a third with four beds. The large dormitory 
had little space between the beds for lockers and 
wardrobes. There were also toilets, a bathroom and a 
shower. The bath was not being used due to problems 
with turning the water on and off. There was good light 
in the unit and the decor was of reasonable standard, 
but the unit needed re-painting. The unit needed a 
cleaning and maintenance programme. Cobwebs and 
dust were visible throughout the unit and the windows 
were dirty.

RECOMMENDATIONS

1.  The rehabilitation team should undertake a 
comprehensive needs assessment of each of the 
patients and appropriate placements should be 
identified for all patients.

2.  A needs-based programme of therapeutic activities 
should be put in place on the unit.

3.  A cleaning and maintenance programme should be 
put in place for the unit. 

4.  A policy should be put in place on the use of 
mechanical restraints.

5.  Plans to build a high support residence for some of 
these patients should be expedited. 
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ST. GERTRUDE’S WARD
Date of inspection:  12 June 2006 
Number of beds:  27 integrated (9 male, 9 female)

DESCRIPTION
St. Gertrude’s Ward is a continuing care ward with a 
mixed age profile on the second floor of St. Senan’s 
Hospital. It is an open ward. Patients are regularly 
“slept over” here from the acute admission units. 
All the patients here on the day of inspection were 
Voluntary. All the teams in the hospital can transfer a 
patient to this ward. However, in general, the patients 
here belong to one of the two catchments. This ward is 
not under the care of the psychiatry of later life team.

MULTIDISCIPLINARY TEAM 
As stated, this ward is not under the care of one 
designated team but rather all teams can admit to 
this ward. A consultant psychiatrist reviews patients 
on this ward on a regular basis as does the NCHD. 
There are no formal team meetings. There is no direct 
multidisciplinary input to the ward or formal team 
review. There are two nursing staff on duty during the 
day and one at night.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no formal multidisciplinary team care 
planning or review. Patients here receive a nursing 
care assessment and plan based on the Orem/Peplau 
model and the standard medical assessment on 
transfer to this ward. There is no formal key worker 
system. Nursing staff are assigned to Group One and 
Group Two and are allocated patients. Psychology 
and social work may be accessed by referral and their 
involvement is documented in the case files. The 
patient is not usually involved in care planning. The 
advocacy service does not visit this unit. There is no 
formal assessment of family need.

At the time of inspection there was a very disturbed 
patient on the unit who required certification. A 
protocol for formal psychiatric review of patients on this 
unit needs to be implemented so that each patient is 
reviewed by the treating team weekly. 

There are hospital policies on admission, transfer and 
discharge.

THERAPEUTIC PROGRAMMES
Apart from attending to self-care there are few 
therapeutic activities offered on the ward. Patients 
are involved in reading and watching TV. An art 
therapist used to visit the unit but no longer attends. 
The chiropodist comes once a month or every second 
month and the hairdresser comes when asked. Patients 
are engaged in activities as indicated by their care 
plan and they also go on outings. Three of the patients 
on this unit attend Skill Base and three or four attend 
the service known as “occupational therapy” to which 
there is no occupational therapist input. It is rare to 
have direct admissions to this unit. Progress is recorded 
in the nursing care plans and these are kept separate 
to the medical notes. The philosophy for the unit 
states that the “residents are encouraged to maintain 
their optimum level of independence re personal 
hygiene and care of their personal clothing” and that a 
“Reality orientation programme has been initiated on 
the unit using wall charts, clocks, calendar and daily 
newspapers. Residents are encouraged to participate 
in structured sessions on a daily basis with assistance 
from the staff. Reminiscence therapy is also carried 
out on an informal basis at present with plans to 
implement a structured programme being formulated”. 
Some residents help with light kitchen or ward duties. 
Others attend the various departments available to 
them within the hospital, i.e. occupational therapy, 
industrial therapy and Skill Base unit. The operational 
philosophy also mentions that a token economy 
programme is in operation on the unit.

ECT
There is no ECT administered in this unit.
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SECLUSION
There is no seclusion in this unit.

MECHANICAL RESTRAINT
There is no mechanical restraint in use in this unit.

PHYSICAL RESTRAINT
Physical restraint is never used on this unit.

ENVIRONMENT
This is a 27-bed open unit on the second floor of the 
hospital. The 27 beds include a 4-bed room that is a 
special area designated for patients who are “sleeping 
out” from the acute units. In addition there is one 
single room, a room with four beds, two rooms with 
five beds and one room with eight beds. 

Overall the unit needs to be refurbished, not having 
been painted in nine or ten years. The ceiling is leaking 
in places. There is evidence of damp throughout. The 
ceilings even though they were painted recently are 
extensively peeling. In common with other areas of the 
hospital the stairwells are not attended to on a regular 
basis. The unit was reasonably clean. 

There was a visitors’ room and there was access 
outside to the main gardens though this is difficult 
for those with walking frames. In the female toilet 
area one of the toilets was de-commissioned. In the 
unisex toilets, there are three functioning toilets. There 
is one shower room which is sit-down only and not 
suitable for general usage. There is one bathroom. 
The bathrooms require refurbishment. There is one 
large day area that functions as a sitting-dining room 
and there is a smoking room. There are no interview 
rooms. The nursing station is used to accommodate 
medications, the emergency tray and suction. The 
clinical room has bandages and syringes. Urinalysis is 
performed there. There is no couch. Oxygen is also kept 
there. There is a staff toilet. 

RECOMMENDATIONS

1.  Multidisciplinary team reviews and care planning are 
required.

2.  The unit requires refurbishment.

3.  A protocol for formal psychiatric review of patients 
on this unit needs to be implemented so that each 
patient is reviewed by the treating team weekly. 

4.  The function of this unit should be clarified along with 
the treating team(s) responsible for managing it.

ST. FIDELMA’S UNIT
Date of inspection:  13 June 2006 
Number of beds:  16 female (excluding 1 vacancy)

DESCRIPTION
This is a sixteen-bed unit on the first floor of St. Senan’s 
Hospital, which is accessed through St. Elizabeth’s 
Unit. All patients here are Voluntary. It is a locked 
unit. It is described in the unit policy as being a 
psychogeriatric unit. It is also described as “long-stay 
high dependency”. 

MULTIDISCIPLINARY TEAM 
Patients here are not under the care of the psychiatry 
for later life team. There is no single team managing 
this unit. Five teams may transfer patients to this unit. 
There is no direct multidisciplinary team input into 
this unit. Access to psychology and social worker is by 
referral. However they do not attend the reviews of 
patients. The nursing care plans are kept separate in 
this unit. Patients are reviewed once a week by their 
consultant psychiatrist. There are three nursing staff 
on duty during the day and one at night. The patient 
is always seen at the time of review but there is no 
formal team meeting. Patients have access to the 
multidisciplinary team via referral only. There is no 
occupational therapy input to the service. Patients here 
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do not have a key worker. Apparently there used to 
be a key worker system on this unit but it has been 
discontinued. Staff were satisfied with the training 
opportunities afforded them and staff were usually 
facilitated to attend these. The age range in this unit is 
58 to 87 years.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no formal multidisciplinary team care planning 
in this unit. Nursing care plans are devised based on 
the Orem/Peplau model. These care plans are assessed 
at a clinical meeting on the ward each month when 
each patient’s progress is monitored on her individual 
care plan. Ward policy states that each patient is asked 
for her thoughts on her respective care goals. There is 
no sector team meeting. There is no key worker system 
as mentioned because of shift changes. The staff 
on duty reported that the care plan is generally not 
communicated to the patient and there is no formal 
assessment of family need. The multidisciplinary team 
does not meet to review the service user. There are 
policies on admission and discharge and on sleepover. 

THERAPEUTIC PROGRAMMES
They are based on goals identified in the nursing care 
plan. The day room is available for activities. and there 
is a general written programme on display there. The 
patient is involved in her care plan through informal 
meetings. The care programme consists of personal 
hygiene, toileting, orientation, news, mass, TV, radio 
and music tapes, general recreation and walking 
exercise if the weather permits. The service formerly 
had an activity officer who used to regularly bring 
patients to other parts of the hospital. For example, in 
the service there is a gym, snoezelen room as well as 
the Skill Base programme and IT. Staff felt that the loss 
of this activity officer had impacted negatively on the 
patients. Three of the patients attend what is called the 
occupational therapy. The inspector was informed that 
none of the patients liked the snoezelen, however the 
distance in getting there may have been a factor. Some 
of the staff also provide foot and hand massage. The 

programme was described as informal and an effort is 
made to follow it.

ECT
One of the patients on this unit has attended ECT. The 
documentation is satisfactory.

SECLUSION
There is no seclusion used on this unit.

MECHANICAL RESTRAINT
No mechanical restraint is used for the purposes of 
prevention of aggression or agitation. Cot sides are 
used on a number of the patients and this is not 
medically prescribed. There is a need to develop a 
policy on cot sides. 

PHYSICAL RESTRAINT
No control and restraint is used on this unit although 
all the staff are trained in it through their exposure in 
different units.

ENVIRONMENT
This unit is a locked unit situated at the end of St. 
Elizabeth’s Ward on the first floor. The two units used 
to be one unit. The smoking room and clinical room 
are all situated in St. Elizabeth’s Ward. The entrance to 
this unit is the toilets for St. Elizabeth’s Ward. The ward 
feels quite cramped. However, there is a day room with 
a separate dining room, a ward office, a dormitory with 
13 beds and one 3-bed room. There are three toilet 
cubicles and one shower room for the unit. This shower 
room is quite inadequate for its purposes and needs 
to be revamped. The ramp into the shower was not 
satisfactory. Patients who require bathing need to be 
brought to St. Elizabeth’s for this purpose. The bathroom 
and toilet facilities must impact negatively on the 
quality of life of the residents. One domestic works 
full time on the unit and attends to both the cleaning 
and the meals. There was a kitchen available to the 
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domestic which was clean. Patients do not have access 
to this room. There was no quiet area. The visitors’ area 
is also available in St. Elizabeth’s Ward. To go to the 
garden, the patients have to go through St. Elizabeth’s 
Ward and down the stairs. One of the three patient 
toilets is used by the staff. The staff have some lockers 
in the corridor. There is another at the staff area. 

RECOMMENDATIONS

1.  Appoint a therapy officer or activity officer.

2.  The bathroom urgently needs to be refurbished.

3.  There should be a policy on the use of restraint, 
which should be medically prescribed and agreed 
with the family.

4.  The key nurse system should be reintroduced.

5.  The function of this unit should be clarified along 
with the treating team responsible for managing it.

ST. ELIZABETH’S WARD
Date of inspection:  12 June 
Number of beds:  16 female

DESCRIPTION
St. Elizabeth’s Ward is a long-term ward for the care 
and treatment of elderly female patients. It is located 
on the second floor and is locked. The patients are all 
Voluntary status and range in age from 60 years to 89 
years old. The patients are under the clinical care of 
one sector team. A lot of patients are dependent for 
self-care and mobility. On the day of the inspection 
there were 15 patients on the ward. One patient sleeps 
out each night from St. Anne’s Ward. Three staff nurses 
staff the ward during the day and one at night.

MULTIDISCIPLINARY TEAM 
A sector team provides the multidisciplinary team 
input. It consists of two consultant psychiatrists and 
two NCHDs. The other disciplines on the team do not 
attend the ward rounds and are not actively involved 
in the care and treatment of the patients. The ward has 
regular access to a chiropodist and hairdresser. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is a twice-weekly ward round where patient 
care is reviewed and outcomes documented in the 
case notes. All patients have a six monthly physical 
examination and a six monthly psychiatric examination. 
Both are completed by the NCHD. There is a transfer 
procedure in place but no defined criteria for admission. 
There have been two transfers from St. Anne’s Ward. 
Patients are discharged to St. John’s (long-stay hospital) 
or nursing homes.

THERAPEUTIC PROGRAMMES
There is no structured therapeutic programme in place 
for the patients. One person attends the activation 
centre, known locally as occupational therapy although 
there is no occupational therapist present.

MECHANICAL RESTRAINT
A number of patients are seated into chairs with 
belts. It was reported that this is for the purpose 
of preventing falls and not as a form of restraint. 
Mechanical restraint measures are not in use and there 
is no policy on it.

PHYSICAL RESTRAINT
This is rarely used with the patients on the ward. It was 
reported that nursing staff are offered training on a 
regular basis in control and restraint. Records are held 
centrally with nursing management.
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ENVIRONMENT
This is a locked ward on the second floor with a bed 
capacity of 16 beds. The bedrooms are configured 
into two single rooms and two dormitory areas. The 
dormitory rooms contain ten beds and four beds 
respectively. The 10-bed dormitory is very crowded, 
limited personal space and personal storage. There 
is one shower and one standard bath for 15 very 
dependent patients. The shower is not suitable for 
giving assistance to patients while showering. The 
bath is a standard bath in a poor state of repair and 
is unacceptable for bathing dependent patients and 
needs to be replaced. It was reported that the health 
and safety officer has assessed the area and has 
prepared a report. Patients do not have access to 
external space. There is a small internal smoking room, 
dining room-cum-living area and a visitors’ room. The 
ward kitchen is in a poor state of repair and needs to 
be upgraded. The ward leads into another ward and 
there is no partition. The nursing staff reported that this 
is difficult for ward management and that they have 
requested a partition is put in place.

RECOMMENDATIONS

1.  The physical environment needs to be upgraded in 
the bathing area in order to meet health and safety 
requirements.

2.  An ongoing maintenance programme needs to be 
provided in conjunction with the staff.and a partition 
needs to be erected.

3.  Consideration should be given as to how patients 
can access fresh air.

4.  Therapeutic programmes should be provided 
following multidisciplinary team assessments.

5.  Multidisciplinary team care plans should be 
developed.

6.  Policies on restraint, admission and transfers need to 
be updated in line with best practice.

7.  The practice of sleeping patients out onto this ward 
should cease.

ST. CHRISTOPHER’S WARD
Date of inspection:  13 June 2006 
Number of beds:  12 male

DESCRIPTION
St. Christopher’s Ward is a 12-bed ward providing care 
and treatment to patients with mental illness and 
intellectual disability. Many patients have challenging 
behaviour. The ward was locked on the day of 
inspection. All 12 patients were on Voluntary status 
under the Mental Treatment Act 1945. There are three 
nursing staff on duty during the day and two at night. 
The ward is under the clinical direction of a named 
consultant psychiatrist. The age profile of the patients is 
30 to 50 years old.

MULTIDISCIPLINARY TEAM 
There is limited multidisciplinary team input. The 
nursing staff are core staff to the ward and this 
provides continuity for the patients. The consultant 
psychiatrist post has been filled through a locum and 
that post also has responsibility for rehabilitation. 
The lack of a permanent consultant psychiatrist has 
impacted on regular psychiatric and medical reviews 
every six months. It was reported by the senior 
management team that the six-monthly reviews are 
currently behind due to the NCHD being on long-term 
sick leave and not being replaced. There is regular 
attendance by the chiropodist and physiotherapy and 
other interventions are sourced if required. It was 
reported that the medical team visit the ward twice 
weekly to review immediate issues. 
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The nursing staff have a personal profile completed on 
each patient. In addition there is a care plan, using an 
adapted model of Peplau and Orem. Evaluations are 
completed monthly and progress notes are updated 
as required. The ward operates a key nurse system. 
The notes reviewed were in order. The physical 
examination sheets are located to the front of the file. 
A number of patients have family support and this is 
encouraged.

THERAPEUTIC PROGRAMMES
There is no structured therapeutic programme. The 
nursing staff provided some ward-based activities and 
facilitate outings locally and for longer periods over the 
year. The ward has access to a minibus. Each person 
has individual clothing and a personal financial account. 
There is access to a multisensory room on the ward.

ECT
No patient is in receipt of ECT.

SECLUSION
There is no dedicated seclusion room. One room has 
been fitted using safe furniture and fittings and is used 
by a person as his bedroom. This person is secluded 
at set intervals. Seclusion periods are recorded in 
the seclusion register and the case notes. To date in 
2006 there had been two episodes of seclusion. Other 
techniques are employed first including using the 
multisensory room. There are no toilet facilities in the 
room.

MECHANICAL RESTRAINT
No form of mechanical restraint is in use.

PHYSICAL RESTRAINT
Staff reported that they are offered training in control 
and restraint techniques. HSE trainers provide training 
and the training register is maintained by nursing 
management.. All incidents relating to accidents as a 
result of physical restraint are recorded on standard 
incident report forms.

ENVIRONMENT
The ward is on the ground floor. It had just been 
painted prior to the inspection and the staff were 
waiting for pictures and curtains to be put up. New 
living room furniture was also in place. There is one 
single room. All other patients sleep in a dormitory 
area that has been divided into three sections, giving 
some privacy. The wardrobes are located on the 
corridor. Each person has individualised clothing. The 
shower and bath are located in the same room and 
require upgrading, as do the toilet areas. There is one 
lounge and one multisensory room. The garden area 
has some garden furniture and patient access it.

FUTURE DEVELOPMENTS
There are plans to relocate the patients to purpose-built 
accommodation in the community. This is currently 
at design brief stage. Staff reported having visited a 
number of units.

RECOMMENDATIONS

1.  Appoint full-time multidisciplinary team team, with 
a special interest in the care and treatment of this 
client group.

2.  Provide ongoing maintenance programme to ensure 
that the facilities are adequate in order to provide 
good care.

3.  Provide structured therapeutic programmes for each 
client that is linked to multidisciplinary team care 
plan.
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4.  Upgrade the minibus so that outings can continue 
to be facilitated and provide a valuable recreational 
purpose for each person.

ST. BRENDAN’S WARD
Date of inspection:  13 June 2006 
Number of beds:  9 integrated (1 male, 8 female)

DESCRIPTION
St. Brendan’s Ward is a 9-bed high support intellectual 
disabilities unit for patients with dual diagnosis. It is 
a locked unit. While attached to St. Senan’s Hospital, 
its physical location within the campus leads to it 
being more or less independent from the main body 
of the hospital, having its own separate access. St. 
Brendan’s is home to eight female residents and one 
male resident with varying degrees of intellectual 
disability. The age range on this unit is from 29 to 
69 years. Within this group there is a wide range of 
ability levels, both physical and mental. Challenging 
behaviour is prevalent among the clients and violent 
and aggressive outbursts are not uncommon. Mobility 
levels vary amongst the clients. All the patients in 
this unit have had a needs assessment. Since the 
last inspection five patients moved to the care of St. 
Aidan’s day care service to residential places. Two 
clients currently attend and will be transferred there 
once accommodation becomes available. Five other 
the residents are awaiting placement in a purpose-built 
house in Oilgate. One of the patients was due to be 
transferred to the UK the week following the inspection 
and two purpose-built houses for learning disability and 
challenging behaviour are being built. It is hoped that 
one of the residents from the service will be placed 
there and that the unit can then close. 

MULTIDISCIPLINARY TEAM
The recently appointed consultant psychiatrist for the 
rehabilitation services along with his team has taken 
over the management of the patients in this service. 
There are no social workers, occupational therapists, 

community mental health nurses or addiction 
counsellors on this team. There is a psychologist 
in St. Senan’s Hospital but there is no psychologist 
for the learning disability service. As this is a new 
arrangement the service is in transition. Consultant 
psychiatrists attend the ward at least weekly. There is 
an NCHD attached to the unit. Patients attend at team 
meetings. Staff know the patients and communicate 
for them. None of the staff have been trained in sign 
language. There are weekly reviews but no access to a 
multidisciplinary team. 

There is a regular relocation meeting for patients with 
learning disability attended by the hospital manager, 
consultant psychiatrist and CNM2 for the unit. Minutes 
are taken and these were sighted. Staff are facilitated 
in attending courses. There is no ongoing audit or 
research activity occurring within the unit. 

 MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no multidisciplinary team care planning due to 
the absence of a multidisciplinary team. Nursing staff 
on the unit use a care plan based on a combination 
of the Orem and Peplau models which has been 
specially adapted for learning disability. In addition 
a “challenging behaviour checklist” is completed. 
Patients have a medical and psychiatric assessment. 
There is no key worker system in use on this unit. The 
multidisciplinary team are not involved in service user 
care. Advocacy services have not yet been involved in 
this unit. The staff report a significant amount of family 
involvement. There is no formal assessment of family 
need. There are unit-specific policies. There are policies 
on admission, transfer and discharge. 

THERAPEUTIC PROGRAMMES
Nursing staff on the unit conduct a therapeutic 
programme that includes artwork, jigsaws, puzzles 
and use of early learning centre equipment. Patients 
engage in gardening. There is access to a snoezelen 
room just off the unit and there is a minibus available 
for use. Due to the challenging nature of one client 
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many of these activities have been curtailed. Three 
staff have been required on the unit at all times if 
this particular patient is there. This patient is due to 
move to a specialised therapeutic facility in the UK. 
This patient had been on a seclusion and activation 
programme which ended five week previously. This 
was an extensive programme subject to regular review 
but resulted in prolonged periods of seclusion for the 
client. This was deemed necessary to prevent patient 
and staff injury. The staff reported that they were 
looking forward to being able to increase the range 
of therapeutic activities available for the other clients 
once this patient was moved to a more appropriate 
placement.

 The therapeutic programme is based on needs 
identified in the nursing care plan assessment. The 
nurse in charge usually reviews the weekly programme 
on a six-monthly basis. The client is involved as far as 
possible in determining the activities they participate 
in. A chaplain attends the unit regularly and mass is 
conducted on the unit on a monthly basis. Some of the 
residents go to the church on the grounds. The staff 
regularly meet with the patients informally. There is no 
advocacy service component in the programme. The 
programme was reviewed as part of the nursing care 
plan, which is reviewed on a monthly basis.

ECT
There is no ECT on this unit.

SECLUSION
There was one seclusion room in this unit which had 
been adapted into a bedroom. This was reserved for 
the patient who was on the seclusion and activity 
programme which has now been discontinued. The 
seclusion register was dated and signed by the NCHD. 
It was not signed by the consultant psychiatrist. The 
length of time was specified, the reason for seclusion 
given and 15-minute observations recorded. There 
was a seclusion policy available. The clinical file 
demonstrated that alternatives had been considered, 
the seclusion had been prescribed and the reasons 

given. Night-time use of seclusion is not documented. 
The room at the time of the inspection was being 
used as a patient bedroom. Refractory clothing was 
not generally used when the patient was in seclusion. 
There was a safe finish to the room with a safe bed. 
There was no access to a toilet and there were no 
curtains on the windows or shutters. There was an 
observation panel on the door. CCTV was not in use. 
There is a seclusion incident analysis form completed 
on all patients in seclusion and this records the prior 
events and behaviour, the interventions used and the 
outcome. There is also a physical condition check for 
patients entering and exiting seclusion. 

MECHANICAL RESTRAINT
This is not used on this unit.

PHYSICAL RESTRAINT
Staff are trained in crisis prevention intervention. All 
staff have been trained in control and restraint. Staff 
in this hospital have trained to be facilitators. While 
facilitators have been refresher trained, refresher 
courses need to be conducted on a regular basis for 
all staff as this does not appear to have occurred. 
Recording of adverse incidents occurring as a 
consequence of physical restraint is by means of an 
incident form which is sent to hospital management 
and health and safety staff and by record in the patient 
care plan and medical notes. 

ENVIRONMENT
The unit is destined for closure. It was pleasant and 
home-like with art work in evidence in the wards 
and numerous attempts at making the environment 
more cosy. There is direct access outside where there 
was some garden furniture. This entrance is used 
for wheelchair access to the hospital. There is no 
reception or admission area. One large room functions 
as a dining room, activity recreation area and lounge 
area. There is a five-bed dormitory with an attached 
single room used as the seclusion room. There was a 
nursing station that was very small and cramped and 
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impossible to sit in as it was a thoroughfare between 
the day rooms-cum-dining room and the five-bed 
dormitory which it overlooked. There was no separate 
clinical room. There was a toilet and lockers for the 
staff in the area behind the nurses’ station. 

There is a kitchen, a large single bedroom, a corridor 
with two single rooms, one of which is vacant. There 
is a major condensation problem in the bathroom 
and although it was painted ten months ago it was 
badly peeling and needed redoing and needed the 
installation of a fan. There were four toilet cubicles, four 
wash-hand basins and one shower room. There was 
no bathroom. All of the residents in this unit have a 
shower every day. There is a visitors’ room. The visitors’ 
room on the corridor could be used as a quiet area. 
There was one single room for the only male resident 
and this was sometimes used as a quiet area by other 
residents. This room also had TV and DVD. There was no 
separate interview room, the visitors’ room sometimes 
being used for this purpose. Directly outside the unit 
there is a snoezelen room. There is also a gym just 
beside the unit but this is locked and apparently not 
used.

POSITIVE DEVELOPMENTS
• Staff had made valiant attempts to manage the 

patients with as much dignity as possible. Individual 
care plans have been developed to a high level. 
There is a good day programme in use. The 
therapeutic programme included stress management 
and coping awareness, breathing exercises, personal 
care, dietary health, behaviour management, anger 
management, structured and unstructured leisure 
pursuits, community experience, cookery, literacy, 
numeracy, current affairs, arranged seasonal outings, 
group therapy, video and support groups. 

• There is a typed daily activities guide.
• There are unit-specific policies.
• Staff have to be commended on their dedicated work 

with this difficult patient group .

RECOMMENDATIONS

1.  The planned relocation and closure of this unit 
should take place.

2.  There should be full recruitment of a 
multidisciplinary team. This should come under the 
remit of consultant psychiatrists with special interest 
in learning disability.

3.  An activities officer for the hospital would be useful 
to bring people to the snoezelen room and gym.

4.  There should be regular refresher training courses 
for all staff.

ST. AIDAN’S WARD
Date of inspection:  12 June 2006 
Number of beds:  15 male

DESCRIPTION
St. Aidan’s is a ground floor unit in St. Senan’s Hospital. 
It is described as providing care to a mainly elderly 
group of men, ranging from 58 to 86 years of age. 
All of the patients have severe cognitive impairment, 
some have intellectual disabilities and almost half the 
patient group have severe mobility problems. On the 
day of inspection, there were 12 patients. One patient 
had Person of Unsound Mind (PUM) status and 11 
had Voluntary status. There were three vacancies. One 
consultant psychiatrist provides psychiatric care. The 
unit is staffed by three nurses (including one student) 
during the day and one nurse at night. There is one 
household staff member on duty during the day. This is 
a locked unit. 

MULTIDISCIPLINARY TEAM 
There is no multidisciplinary team providing input into 
this unit. According to nursing staff, the consultant 
psychiatrist and NCHD visit the unit monthly, or more 
often if necessary, and meet with nursing staff to 
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review the patients. The consultant psychiatrist makes 
referrals to other disciplines if deemed necessary. 
The nursing staff on the unit provides the main care 
of the patients. There is no key working or primary 
nursing system in place although discussions have 
taken place about the introduction of a primary nurse 
system. Services are also provided from outside the 
mental health service. An occupational therapist has 
undertaken assessments for walking aids. A speech 
therapist and a dietician have provided services to 
a patient who is on a PEG (tube) feeding system. A 
chiropodist visits the unit regularly and attends also on 
request. Nursing staff receive training in control and 
restraint, cardio-pulmonary resuscitation and lifting 
and handling. Nursing management keeps a register of 
training. An Easy Move Risk Assessment from is in use.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no system of multidisciplinary care planning in 
place on this unit. Nursing assessments are carried out 
according to the Orem and Peplau models of nursing 
and nursing care plans are formulated. The care plans 
are evaluated regularly and progress notes are up to 
date. There are no unit-specific policies in place on 
admission and transfer to St. Aidan’s and discharge 
from the unit. There seems to be no system in place 
for ensuring that patients have regular physical and 
mental state reviews. The files of some patients were 
inspected and it appeared that such reviews had not 
taken place for between one and two years. 

SERVICE USER PARTICIPATION
The majority of patients cannot converse or 
comprehend their care plan. Efforts are made by the 
staff to ascertain the patient’s wishes and, in some 
cases, the family or carers express needs or concerns 
on behalf of the patients and these are taken into 
account. Approximately five of the patients have 
regular family visits.

THERAPEUTIC PROGRAMMES
There is no programme of individual-needs-based 
therapeutic activities available on this unit at present 
and there is no occupational therapy input in this 
regard. According to staff, the majority of the patients 
are in the high dependency category and staff time is 
mostly devoted to physical care needs. Staff engage 
in informal reminiscence work with patients and try to 
ensure that those who are mobile are taken for walks 
on a regular basis. A snoezelen room is available in the 
hospital but it is rarely used by patients from this unit 
due to the shortage of staff to accompany patients.

MECHANICAL RESTRAINT
Kirton chairs and cot sides are used on a regular basis 
for three of the patients. It is unsatisfactory that there 
is no policy on mechanical restraint and that there is no 
evidence of the use of these chairs and cot sides being 
prescribed or reviewed.

ENVIRONMENT
St. Aidan’s is a ground floor unit in St. Senan’s hospital. 
One bed was taken down during the past year, leaving 
a bed complement of 15. The unit was wheelchair 
accessible. A maintenance team in the hospital 
provided maintenance. According to staff, there were 
regular fire drills and all fire equipment was checked 
regularly. 

A large room in the centre of the unit was an open-
plan day room and lounge. There was a kitchen, a 
visitor’s room, a nursing office and a clinical room, 
which had all the necessary equipment, and storage 
rooms. There was no access to computer or IT in the 
nursing office. There was access to a garden area but 
the area of the garden, which had been nicely planted, 
was inaccessible due to wooden steps. The garden area 
was also strewn with litter. 

There was one single bedroom and two dormitories, 
one with five beds and the other with nine beds. The 
large dormitory had little space between the beds 
for lockers and wardrobes. There were also toilets, 
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a bathroom and a shower. There was good light in 
the unit and the decor was of reasonable standard 
even though, according to staff, the unit had not been 
painted for eight or nine years and needed re-painting. 

Of serious concern was the fact that the unit seemed 
to be very poorly maintained. The Kirton chairs that 
were in use were badly torn with large sections 
of foam exposed. The rooms on either side of the 
kitchen had holes in the walls adjoining the kitchen 
and the maintenance in the kitchen was inadequate. 
Some of the pedal bins no longer worked and the 
laundry trolley was rusted and did not wheel properly. 
Many of the windows in the unit were dirty and the 
passageway to the garden was unkempt and smelled 
of must and damp. There was a large hole in the 
bathroom ceiling and parts of the antiquated shower 
unit were damaged. 

RECOMMENDATIONS

1.  A maintenance programme needs to be put in place 
to make the unit as hygienic and comfortable as 
possible for the duration of its continued use.

2.  A dedicated multidisciplinary team should undertake 
a comprehensive needs assessment of each of the 
patients and formulate care plans that are reviewed 
on a regular basis.

3.  A needs-based programme of therapeutic activities 
should be put in place on the unit.

4.  A policy should be put in place on the use of 
mechanical restraints.

5.  Staff on the unit should have access to a shower, 
lockers and a rest area.

OCCUPATIONAL THERAPY AND 
TRAINING CENTRE

Date of inspection:  12 June 2006

OCCUPATIONAL THERAPY
This area is located in the main building. It is a large 
multipurpose room. One staff nurse currently staffs 
it. There is no occupational therapist input into the 
area. The service is open Monday to Friday 0900h to 
1730h. Patients self-refer and all sessions are open. 
Patients mainly attend from the acute wards and the 
pre-discharge unit. There is access to two sessions 
of art per week. The group have been involved in 
redecoration of an old building on the hospital grounds 
and this project has received an art award. The area 
also has a minibus. There is no documentation on 
each patient’s contact with the service. It was reported 
feedback to the wards is oral. The management team 
reported that attendance records are kept in the ward 
nursing notes.

KILLAGOLEY TRAINING AND 
ACTIVATION CENTRE (KTAC)

The training centre is located on the grounds of St. 
Senan’s Hospital. It comprises two units in close 
proximity to each other. The second unit has recently 
been upgraded, with funding from the Mental Health 
Association. A manager, a nurse, a non-nursing staff 
member, two sessional artists and one sessional 
computer teacher staff the centre. The service users 
who attend must be referred and complete an 
interview prior to joining. The service users attend 
from the hospital, home and community residents. 
There are currently 29 people attending. Each service 
users has a personal action plan. The records are held 
on site and were up to date. The programme consists 
of modules in cookery, hygiene, computers, gym and 
gardening. The unit is linked to a placement officer who 
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facilitates clients to move to Link Training programme 
or Kilcannon industries. Each client receives a weekly 
allowance of €12.70. The centre hopes to move 
towards accredited modules. There is no formal method 
for feedback on clients’ performance to the referring 
agent. Schizophrenia Ireland uses a room to facilitate a 
monthly meeting.

NORTH WEXFORD SECTOR 
CMHT

Date of inspection:  13 June 2006 
Population:  52,000 approximately

DESCRIPTION
This is a large sector covering the northern area of 
Wexford, including the towns of Gorey and Enniscorthy. 
There is an approximate population of 52,000. The 
team provides a general adult mental health service 
operating Monday to Friday from 0900h to 1700h. 
There is a business plan for 2006 specifically for this 
service. The service has received money through the 
mental health tribunals and is hoping to supplement 
the multidisciplinary team. The budget for the service 
is held centrally. The physical infrastructure of the 
service is that there is access to beds in St. Senan’s 
Hospital. There is a day hospital which also acts as the 
sector headquarters. It is situated in Enniscorthy, which 
is approximately 25 miles from Gorey. There is a day 
centre within St. Senan’s and some community service 
users access this. The sector has access to a health 
centre in Gorey one day a week for outpatient clinics.

MULTIDISCIPLINARY TEAM COMPOSITION
There are two consultant psychiatrists each who 
have an NCHD. The consultant psychiatrists share the 
caseload, one is predominantly community based and 
the other based in the hospital. The NCHDs work the 
same way. There is one clinical psychologist who also 
has a trainee psychologist on placement. There is one 
social worker. It was reported that a new occupational 

therapist senior grade had just taken up a post and 
there was due to be a basic grade joining the team in 
July. The occupational therapist will offer sessional time 
across both sectors in Wexford. There is one addiction 
counsellor, who is based in the North sector but covers 
leave and sickness within the South sector. There 
are three clinical nurse specialists who provide cross 
cover within their own sector and the South. There is 
a clinical nurse specialist based in Wexford General 
Hospital providing a self-harm liaison service. This post 
covers both sectors. There is administrative support for 
the team which is based in the hospital. There is a half-
time receptionist and another part-time administrator.

REFERRAL PROCESS
The main sources of referral are GPs. The team also 
receive referrals from the hospital and from the liaison 
self-harm team. Referrals are managed at a team 
meeting although the social worker and liaison nurse 
have open referrals, which feed back into the team 
meeting. Traditionally the NCHDs have undertaken 
the initial assessment following a referral although 
this is beginning to change and more disciplines are 
carrying out the initial assessment. The waiting list is 
managed through the team meeting and a system is in 
place to determine what are routine, semi-urgent and 
urgent referrals. The current waiting list for a routine 
appointment is four weeks. Semi-urgent referrals are 
seen within a week and urgent referrals are seen on 
the day or within the hospital. Official minutes are 
kept of the team meeting and there is an individual 
discipline referral system. The day hospital only 
receives referrals from the team and there is a two-
week waiting list. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
Each member of the team undertakes their own 
assessment once they have received a referral. Nursing 
care plans are based on Orem/Peplau model. There is 
a strong sense of teamwork in dealing with referrals. 
Each individual profession has its own approach to 
care planning. Service users are involved in their care 
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with good collaboration between the service user and 
the multidisciplinary team. There is a carers group 
coordinated from Kilkenny. 

There has recently been a committee established to 
focus on implementing recommendations from A Vision 
for Change. Service users will be invited to be involved 
in this group. 

The day hospital has its own care planning system 
which is discussed with the service users. There is 
an operational policy for the day hospital. Within this 
operational policy, roles and responsibilities for each of 
the disciplines are explained. There are identified goals 
and appropriate timescales for meeting the service 
users’ needs. There is a structured programme within 
the day hospital which has time limitations. There is a 
risk assessment within the notes. A discharge plan is 
incorporated into the care plan and regularly discussed 
at the team meeting.

TEAM FUNCTIONING
There are a number of meetings occurring within the 
sector team. The main weekly meeting, which is open 
to all disciplines, has a set agenda. It is facilitated 
within the day hospital in Enniscorthy and has a 
regular time slot; all members of the team attend. 
Official minutes are kept and changes in care are 
documented in the notes. There are a number of case 
meetings where staff involved in a particular service 
user’s care meets to discuss any issues and progress. 
The team have specific meetings to discuss service 
users with more challenging needs and also have case 
conferences where family members are involved. There 
are a number of meetings within the liaison service 
covering a range of subjects from self harm prevention 
to looking at strategies for the development of the self-
harm team. There is a liaison steering group between 
the Wexford General Hospital linked in with the North 
and South sectors. The A&E consultant, physicians and 
Directors of Nursing attend. These are held every three 
months. 

PARTICIPATION OF SERVICE USER
The service user does not attend the team meeting 
but their views are represented at this meeting. They 
have access to members of the multidisciplinary team 
through the team meeting referral system.

DAY SERVICES
There are positive links with mainstream community 
services. There are meetings and groups held within 
the voluntary sector and a number of joint working 
initiatives. A number of organisations also use the day 
hospital for facilitating meetings. There are also strong 
links with vocational services. It was emphasised that 
there is a high need for a mental health resource 
centre in Gorey.

POLICIES AND PROCEDURES
There are policies on referrals, service users who do not 
attend appointments, waiting times and key working.

TRAINING AND AUDIT/RESEARCH
The team have an away day on an annual basis and 
there is also a monthly education programme. Some 
members of the team have accessed the community 
care training. There are a number of small audit 
projects to be undertaken by the team. There was a 
mixed response to an inquiry from the Inspectorate 
on who receives clinical supervision. The psychologist 
and medical staff do. The social worker gets peer 
supervision as there is no principal post and the 
nursing staff receive some clinical supervision. There 
was a positive response to obtaining time to obtain 
continuining professional development (CPD) points. 
It was pointed out that the team have a number of 
medical and nursing students.

RECOMMENDATIONS

1.  Services in Gorey should be enhanced to meet the 
needs of the local community.
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2.  The  whole-time-equivalent staffing level of all 
disciplines should be enhanced to meet the needs 
of the service users.

3.  The sector base and day hospital should be 
extended.

REHABILITATION TEAM 
Date of inspection:  14 June 2006 
Population:  130,000 approximately

DESCRIPTION
This rehabilitation team was formed six years ago. 
It is currently under the clinical direction of a locum 
consultant psychiatrist. Interviews for this post were 
being arranged at the time of the inspection. The team 
has 51 in-patient beds in St. Senan’s Hospital, including 
two wards for patients with an intellectual disability 
and mental illness. There are 124 residents in various 
community residences and independent flats. The 
hostel accommodation is configured as two hostels 
with 24-hour nursing staff supervision, four medium 
support hostels and seven low support hostels. The 
core team is operational over a five-day service. There 
is community mental health nurse cover over seven 
days. The team does not have an annual report for 
2005 and budgets for 2006 are not devolved to team 
level. It was reported that the rate of new referrals 
to the team was one to two per week. The total 
population served is 130,000 approximately.

MULTIDISCIPLINARY TEAM COMPOSITION
The team consists of a consultant psychiatrist, an 
NCHD, a CNM2 and one staff nurse full time. There 
is sessional input from the following disciplines as 
follows: principal clinical psychologist four days, basic 
grade social worker four days and 0.5 whole-time-
equivalent Assistant Director of Nursing. The Assistant 
Director of Nursing also has other responsibilities. All 
these posts also carry other clinical and managerial 
responsibilities. Five CNM2s, 16 staff nurses and eight 

care staff members staff the hostel accommodation 
in total. There is access to an addiction counsellor if 
required. The Wexford Mental Health Services have just 
appointed a senior occupational therapist to the whole 
service. It remains undecided which their clinical team 
will be. The consultant psychiatrist post has access to 
0.5  whole-time-equivalent secretarial support.

REFERRAL PROCESS
Referrals are from the two sector community mental 
health teams. All new referrals must be on the 
official referral form. The referrals are sent to the 
consultant psychiatrist and the initial assessment is 
generally completed by medical and nursing staff 
and a decision taken if the referral is appropriate and 
meets the inclusion criteria. A letter is sent to the 
referral source. The new referrals are presented at the 
next weekly team meeting and internal referrals to 
individual disciplines are completed. It was reported 
that there is currently no waiting list for assessment. 
The team reported that their primary focus is meeting 
accommodation needs.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
Each discipline completes a discipline-based 
assessment on opening a case. There is a single case 
file, which is divided by discipline. There is no formal 
key worker system in place. However often individual 
people will take a lead role in individual cases. It was 
reported that service users are involved in the care 
planning process but do not formally receive a copy of 
a care plan.

TEAM FUNCTIONING
The team meets on a weekly basis and official minutes 
are kept. The agenda is clinically focused and reviews 
service users as required. The patients in long term 
care are not routinely discussed at this meeting.
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PARTICIPATION OF SERVICE USER
Service users are involved in the care planning 
process primarily through individual planning and oral 
feedback. Families are involved as much as possible. 
Voluntary agencies provide a number of individual and 
groups sessions, Schizophrenia Ireland, Aware, GROW 
and the Irish Advocacy Network at various locations 
throughout the service.

DAY SERVICES
The team has developed strong relationships with 
voluntary and statutory agencies in the county since 
its formation. It was reported that the team has a 
particularly good relationship with the County Council 
and Wexford Mental Health Association in relation to 
housing needs. There are a number of agencies who 
provide vocational assessment and training through 
various modules and programmes. The team also has 
access to a day centre.

POLICIES AND PROCEDURES
The team has recorded its core values and principles in 
writing. They also have written criteria for admission to 
the team. There is no operational policy as yet.

TRAINING AND AUDIT/RESEARCH
The team is not currently involved in any audit or 
research of practice. It was reported that within 
medical, psychology and social work there is a formal 
clinical supervision process. For nursing staff it was 
reported that supervision is through an informal peer 
support and that support is also available from the 
Assistant Director of Nursing.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
There has been limited opportunity for the team to 
meet because of the high turnover of locum consultant 
psychiatrists to the team. It is hoped that this will 
change in the near future.

POSITIVE DEVELOPMENTS
• The team are involved in the planning and design 

stage of a new hostel with 24-hour nursing staff 
supervision. The service is also involved in the design 
of a new purpose-built unit for patients with mental 
illness and intellectual disability, so that those two 
wards can close.

RECOMMENDATIONS

1.  A full-time consultant psychiatrist should be 
appointed.

2.  A full-time senior occupational therapist should be 
appointed to the team.

3.  The plans for the development of a purpose-built 
intellectual disability unit and the appointment 
of a multidisciplinary team in this area should be 
executed.

4.  The team should develop a business plan, 
operational policy and team goals in order to meet 
the current and future needs of service users in the 
team.

5.  Finance should be made available for the 
development of a hostel with 24-hour nursing staff 
supervision.

PSYCHIATRY OF LATER 
LIFE TEAM

Date of inspection:  14 June 2006

DESCRIPTION
The team provides a Monday to Friday 0900h to 1700h 
service for the two sectors in Wexford. The team 
has contributed to a Wexford Mental Health Service 
business plan and its budget is held centrally. The 
team base is shared with the adult community mental 
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health team. Part of the business plan is to seek capital 
investment to extend the building. The team has access 
to beds in St. Senan’s Hospital and facilitates outpatient 
clinics in Gorey, New Ross, Summerhill and Enniscorthy. 

MULTIDISCIPLINARY TEAM COMPOSITION
There is one consultant psychiatrist with an NCHD 
assigned to this post. Currently there is no clinical 
psychologist although there is 0.5  whole-time-
equivalent of a post which is hoped to be shared with 
another 0.5 whole-time-equivalent post in the general 
adult service. There is an allocation of two sessions 
a week from a social worker. It was reported that a 
senior occupational therapist had been appointed for 
the Wexford Mental Health Service and it was hoped 
some sessional input from this post holder would be 
received by the team. There is access to an addiction 
counsellor if required and there are two clinical nurse 
specialists and a staff nurse who provides sessions in 
the day hospital and outreach. The team has a full-time 
secretary.

REFERAL PROCESS
The main source of referral is GPs and also general 
adult services. The waiting list is managed by the 
consultant psychiatrist. There is no substantial waiting 
list, the maximum time is three weeks. An initial 
assessment is carried out by one of the medical staff 
and they either refer back to the GP or refer to a 
community nurse.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
In the absence of a full multidisciplinary team the 
care plans are nurse based. An initial assessment 
is undertaken based on need and a key worker is 
identified. There is only medical and nursing input 
currently. They document the care plans in a shared 
file. The service user is involved as much as possible 
and carer involvement is essential. There are strong 
links with the Alzheimer’s Society. 

TEAM FUNCTIONING
The team meet on a weekly basis within St. Senan’s. 
There is a regular time slot for this meeting. Any 
changes to service users’ care are documented in the 
file and the care plan is adjusted accordingly.

PARTICIPATION OF SERVICE USER
The service users’ views are represented at the team 
meetings usually by family members. The frequency of 
reviews depends on need. There is also a carers group 
facilitated by the service.

DAY SERVICES
There are good strong links with community resources. 
The two clinical nurse specialists have formed good 
working relationships with a number of public health 
nurses, home help, various day centres from the 
catchment, nursing homes and GPs. There is access to 
a day hospital and day centre. 

POLICIES AND PROCEDURES
There are policies for referrals for patients who do not 
attend, waiting times and key working. There is an 
operational procedure document which describes this 
service. 

TRAINING AND AUDIT/RESEARCH
It was reported that a group has been established 
within the service regarding implementing A Vision 
for Change and there is a sub-group for psychiatry of 
old age. The senior house officer attached to the team 
undertakes an audit project. It was reported that clinical 
supervision is available to medical and nursing staff. 

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
The team expressed a need for an increase in resources 
to provide a core multidisciplinary team. It is a large 
geographical area and it was reported that more 
nursing posts were needed but also other members of 
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the multidisciplinary team. It was hoped that with the 
closure of St. Senan’s the team will expand to meet the 
demands placed on community resources.

RECOMMENDATIONS

1.  The team membership needs to increase, ensuring 
that there is a core multidisciplinary team.

2.  The service user care plans will need to be 
multidisciplinary once the posts have been filled and 
regular team meetings facilitated.

3.  The proposed extension of the team base needs to 
happen.
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WATERFORD REGIONAL 
HOSPITAL 

DEPARTMENT OF PSYCHIATRY

ACUTE UNIT
Date of inspection:  29 May 2006 
Number of beds:  34 integrated

DESCRIPTION
The Department of Psychiatry is located on the ground 
floor of Waterford Regional Hospital. It consists of an 
open acute area with 34 integrated beds and a 10-bed 
integrated special care area. This report focuses on the 
open acute component. 

On the day of the inspection there were three patients 
on Temporary forms under the Mental Treatment Act 
1945. Five teams have admitting rights to the ward, 
including one psychiatry of later life team. There are no 
dedicated beds for the old age team. There are seven 
nurses rostered on day duty to this area. There are four 
nurses on duty at night, providing cover to both acute 
and special care areas. The multidisciplinary teams 
have limited staffing from occupational therapy, social 
work and clinical psychology. Occupational therapy 
input is only available to the psychiatry of later life 
team.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans. On 
admission each patient has a nursing assessment 
using the Orem/Peplau model of nursing. This is in 
conjunction with a psychiatric and medical assessment. 
The other disciplines, when involved, write into 
the medical notes. The notes reviewed during the 
inspection were current and up to date. The nursing 
care plans are completed on admission; review dates 
vary according to clinical need. There is no set standard. 

Reports are written after each duty roster. The medical 
notes reviewed demonstrated evidence of assessment, 
regular reviews and treatment plan. It was reported 
that each team has a set weekly team meeting. In 
some cases patients join the meeting and in others are 
seen individually. Patients are also reviewed outside set 
times. There was one entry from a clinical psychologist 
in the notes reviewed. There are written admission, 
transfer and discharge policies.

THERAPEUTIC PROGRAMMES
A programme is delivered and coordinated by a 
member of nursing staff. The programme consists 
of recreational and leisure activities. There are five 
sessions provided by external teachers in yoga, crafts 
and cookery. There is one art session provided by 
a volunteer. The programme is provided over five 
days. There is no individual assessment of need prior 
to commencing the programme, and no record of 
outcomes, in the nursing notes. GROW attend and 
host meetings on the unit. The area consists of two 
rooms, an office, and kitchen, bathroom and laundry 
areas. All groups are open. The nurse attends the 
multidisciplinary team meetings.

ECT
The ECT consists of a waiting area, treatment room 
and recovery room. There is a named consultant with 
responsibility for ECT. The primary nurse coordinates 
his/her patient’s ECT. The ECT register was in order. ECT 
is delivered twice weekly.

SECLUSION
There is a seclusion room in the special care area.

MECHANICAL RESTRAINT
Cot sides are the only form of restraint in use on the 
ward.

WATERFORD
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PHYSICAL RESTRAINT
All nursing staff are trained in control and restraint 
and breakaway techniques. It was reported that these 
records are held in St. Otteran’s Hospital. Revision and 
refresher courses are provided regularly.

ENVIRONMENT
The Department of Psychiatry is located on the lower 
ground floor of Waterford Regional Hospital. Access 
can be gained by a lift or the stairs. Maintenance is 
provided by the hospital staff and was reported to be 
efficient. There is a dedicated daily contract cleaner 
service to the ward. There was one lounge area, 
located within the dining area. Finance had been 
secured to upgrade the area. The bedrooms were 
divided into four single rooms (two of them en suite), 
three double rooms, three 4-bed rooms and two 6-
bed areas. There was one interview room, a nurses’ 
office and a nurses’ station. The clinical room, which 
serves both parts of the unit, was also the base for the 
clozapine clinic.

There was an enclosed garden area, however patients 
could not access it unaccompanied. It was reported that 
the reason for this was the proximity to the main road.

SERVICE USER INTERVIEWS
A number of service users were interviewed during the 
inspection.

RECOMMENDATIONS

1.  Multidisciplinary team care plans including the Tidal 
model of nursing must be developed.

2.  The sector team composition needs to be greatly 
improved to reflect need and appropriate norms.

3.  The therapeutic programme needs to be reviewed 
and reflect the needs of the group. Assessments 
and outcomes should be linked to the care plan and 
documented.

4.  The garden area access should be reconsidered.

5.  Relocation of the clozapine clinic should be 
considered.

SPECIAL CARE UNIT
Date of inspection:  29 May 2006 
Number of beds:  10 special care

DESCRIPTION
The Department of Psychiatry is situated on the ground 
floor to the right of the main concourse. It consists of a 
ten-bed special care unit and a 34-bed acute area. This 
report focuses on the 10-bed special care unit while 
recognising that it is not a separate unit from the rest 
of the department. At the time of inspection there 
were four detained patients.

MULTIDISCIPLINARY TEAM 
Four sector teams admit to the special care unit, as 
does the psychiatry of later life team. There is one 
half-time occupational therapist for the service. Nursing 
staffing for the special care unit consisted of four staff 
during the day and four at night covering both special 
care and acute areas. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Informal multidisciplinary team planning occurs in the 
special care unit  as far as staffing permits. Patients 
are reviewed daily by the consultant psychiatrist. The 
Orem/Peplau nursing care model is in use. The patient 
is involved but does not sign the care plan. In addition, 
there is a standard medical and psychiatric assessment 
on admission. Assessment usually takes place in the 
A&E Department. A focus group has been set up to look 
at the Tidal model, which is being introduced on a trial 
basis in one sector in the Department of Psychiatry and 
in St. Otteran’s Hospital. A modified Overt Aggression 
Scale is also being introduced as an attempt to predict 
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aggression. While there is primary nursing, there is no 
key worker system in use. 

A sector nurse attends the reviews for their patients 
in the unit. If the psychologist or social worker are 
involved in the patient’s care they attend the patient 
review and involvement is documented in separate 
notes in the case file. The sector nurse communicates 
the care plan with the client. Progress notes are written 
by the nursing staff twice a day and an evaluation 
of this is regularly conducted. The service user was 
described as being involved indirectly. 

A collateral history is taken from the carer but 
otherwise they are not involved in formulating a care 
plan. An advocacy service has been involved in the 
unit since March 2006 and frontline staff are receiving 
induction training in advocacy. There is no formal 
assessment of family need. It was mentioned that 
one psychologist attends the reviews on the unit with 
the community psychiatric nurses. There are specific 
policies on admission and discharge for the Department 
of Psychiatry. 

THERAPEUTIC PROGRAMMES
There is no formal programme provided in the special 
care unit. There are no formal assessments undertaken 
to formulate a therapeutic programme for this service 
user group. Patients who are ready to move to 
the open acute area but for whom there is no bed 
available can go to the therapy area known as the “day 
ward” in the open acute unit, which consists of two 
interconnecting rooms there. 

ECT
ECT is available at the Department of Psychiatry. The 
ECT policy, procedures, assessments and documentation 
were all in order and the ECT accommodation is 
satisfactory consisting of three interconnecting areas: 
a waiting room, treatment room and recovery room, 
all of which were satisfactory. Documentation was in 
order. This unit has obtained Electroconvulsive Therapy 
Accreditation Service (ECTAS) accreditation.

SECLUSION
There is a seclusion room in the special care unit. There 
is a seclusion register which is dated and signed by the 
NCHD and the reason for seclusion is given. Fifteen-
minute observations are recorded. There is a seclusion 
policy. The seclusion is not routinely countersigned by 
the consultant psychiatrist. Termination time was not 
always specified. Seclusion at night is not documented. 
In fact, just prior to the inspection a patient had been 
placed in seclusion but this was not recorded because it 
had occurred after 2000h. On inspection of the clinical 
file it was evident that alternatives to seclusion were 
considered in advance. There was evidence of a review 
and there was a clinical review following termination. 
The seclusion accommodation consisted of a dedicated 
room with safe finish, safe bed and safe fittings. There 
was no separate toilet area or settling down area 
outside, the seclusion room opening directly into the 
central space of the ward. Ventilation was adequate as 
was lighting. There was a window in the door. There 
was CCTV in the seclusion room. This is the only CCTV in 
use on the unit. 

MECHANICAL RESTRAINT
Mechanical restraint is not used.

PHYSICAL RESTRAINT
There is a training register kept by the senior nursing 
management. There are a group of trainers for the 
South East who provide training in control and restraint 
and they are certified on a regular basis. Incidents are 
recorded on an accident report form for the Irish Public 
Bodies Mutual Insurance Ltd and in the clinical file.

ENVIRONMENT
There was a reception area and the nurse station was 
centrally located. There is no separate admission area, 
with most patients coming from the A&E Department 
where they are assessed. There was a department 
safety statement, disabled access and the decor was 
satisfactory. There was no visitors’ area and there was 
no access to an outside garden area. There were no 
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soft furnishings. At night, calls for both the acute and 
special care areas come to the special care unit from 
the switchboard. This area can be quite noisy. The 
sleeping areas in this 10-bed unit consists of two 4-bed 
rooms and two single rooms which had en suite toilet, 
wash-hand basin and shower. In addition there was 
one male and one female toilet, one shower room 
and a patient assisted bathroom. There was a nurse’s 
office adjoining and a multi-purpose interview office. 
There was a small kitchen for beverages and a small 
smoking area. There was a staff WC and shower area 
and there was one seclusion room. Of note was the 
fact that there was no dining area. Catering staff come 
to the unit and serve food at the bedside. There was 
no activity or recreation area, quiet areas or lounges. 
The clinical room is shared between the special care 
and the open acute area. The clozaril clinic is located 
in the clinical room and is managed an organised by a 
dedicated nurse. There was satisfactory storage. 

SERVICE USER INTERVIEWS 
The patient interviewed expressed satisfaction with her 
placement in this unit and indeed her preference to 
being there rather than being in the open acute area. 
There was a small smoking area off the unit.

POSITIVE DEVELOPMENTS
 Introduction of both a befriending service and 
advocacy service.

 Introduction of a standardised tool, the modified 
overt aggression scale 

 A survey of service users was conducted and is being 
randomly reviewed.

RECOMMENDATIONS

1.  Seclusion should be recorded on a 24-hour basis 
and should be countersigned by the consultant 
psychiatrist.

2.  There should be full staffing of multidisciplinary 
teams to enable multidisciplinary review.

3.  Seating area in main area to be established.

ST. OTTERAN’S HOSPITAL, 
WATERFORD

ST. ENDA’S WARD
Date of inspection:  30 May 2006 
Number of beds:  16 male

DESCRIPTION
St. Enda’s ward is a ground floor unit in St. Otteran’s 
Hospital, Waterford. There are 16 beds but on the day 
of inspection there were 13 patients, including one 
patient out on pass, with 3 vacancies. There were 
three patients with Temporary status and 10 with 
Voluntary status. The unit provides a mix of acute and 
continuing care for patients. During 2005, there were 
eight direct admissions but two patients were involved 
in five of these admissions. There were 53 transfers 
to or from St. Enda’s, including 13 transfers from the 
Department of Psychiatry. Psychiatric care is provided 
by one consultant psychiatrist. The unit is staffed by 
four nurses during the day and by two nurses at night. 
There are two household staff members on duty 
seven days a week. On the day of inspection, the unit 
was open but staff reported that it is often locked, 
particularly in response to the challenging behaviour of 
one patient. 

MULTIDISCIPLINARY TEAM
Staff reported that a consultant psychiatrist visits the 
unit twice weekly, or more often when necessary, 
and that an NCHD visits the unit daily. The consultant 
psychiatrist makes referrals to other disciplines if 
necessary. The nursing staff assigned to the unit provide 
the main care to the patients on the unit. Yearly 
physical and mental state reviews are conducted. 
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According to nursing staff, there are ward rounds twice 
weekly and decisions taken are noted in the medical 
notes and in the nursing care plans. Relatives of the 
patients sometimes attend the meetings. There is 
no formal key working system but a staff member is 
allocated to three or four patients. The medical notes 
reviewed on the day of inspection showed minimal 
written interventions. Each patient had their physical 
examination recently undertaken. However there 
was limited written evidence of any regular reviews 
undertaken by the consultant psychiatrist. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING
There is no system of multidisciplinary care planning 
in use at present. After the admitting doctor’s 
assessment, a nursing assessment is undertaken and 
a nursing care plan is drawn up. No assessment of 
family or carer need is undertaken. While there are no 
unit-specific policies, patients are admitted, transferred 
or discharged according to how challenging nature their 
behaviour is. The care plans reviewed showed that a 
number needed evaluation. Some had been evaluated, 
however, and they had a significant amount of progress 
reports. 

PARTICIPATION OF SERVICE USERS
According to nursing staff, the patients have knowledge 
of their treating team and attend the meetings 
to review their care. Patients are invited to make 
suggestions regarding their care and to set goals for 
themselves. An advocate visits the unit regularly. There 
are also family meetings held on the unit. 

THERAPEUTIC PROGRAMMES
There is no programme of individual-needs-based 
therapeutic activities available on this unit at present 
and there is no occupational therapy input. The daily 
ward programme includes emphasis on personal 
hygiene, exercise and a newspaper reading group. 
From time to time, some patients attend the industrial 

therapy unit on the grounds. Games are available on 
the unit. There are also occasional outings on the bus. 

SECLUSION
There is a dedicated seclusion room on the unit, with 
a safe bed. Access to a toilet is down the corridor. 
There is no communication facility for the patient and 
the natural light is extremely poor as a metal shutter 
is pulled down over the window when someone is in 
seclusion. CCTV is used. The seclusion register was in 
order and the details of seclusion were noted in the 
patient files.

MECHANICAL RESTRAINT
No form of mechanical restraint is used on the unit.

ENVIRONMENT
This unit was a 16-bed ground floor unit in St. Otteran’s 
hospital. Maintenance was provided by the technical 
services department in Waterford Regional Hospital. It 
was reported that a quick response was forthcoming 
for emergency requests but there have been delays 
for routine maintenance issues. Staff reported that the 
unit was regularly checked by the fire officer and that 
a comprehensive health and safety statement was in 
place. 

While the unit was clean, the decor was of a poor 
standard and the interior needs to be painted. There 
was plenty of natural light in the unit but the windows 
were old and some window fittings were broken. The 
ventilation of the unit was good. There is disabled 
access to the unit. Information boards were used for 
patient information. 

The dining area doubled as a visitors’ room. There was 
access to an enclosed garden area and there was a 
lounge, a smoking room and a recreation area. There 
was also a quiet room and an interview room. The 
clinical room had all necessary equipment. The nurses’ 
station, which adjoined the day area, had sufficient 
space for report writing. There were a number of 
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storage rooms. Bedroom accommodation comprised 
two 6-bed rooms and one 4-bed room. There was a 
bathroom and shower and a number of toilets. The 
doors to the unit were open on the day of inspection 
but there was no policy available on the locking of the 
unit and no system to record the days the unit was 
locked and the reasons for this.

TRAINING AND AUDIT/RESEARCH
Staff have received training in cardio-pulmonary 
resuscitation, control and restraint and in the Tidal 
model of nursing. A training register is kept at a central 
location within the hospital. 

SERVICE USER INTERVIEWS
A number of patients were interviewed. One patient 
complained that he wanted to be released from the 
hospital but was under a Temporary certificate. The 
tribunal process was explained to him and it is hoped 
that he will receive a tribunal in the near future once 
the Mental Health Act, 2001 is fully implemented. One 
patient complained that the food was not very good 
and also that he cannot lock his room – a number of 
items have been stolen from his room. Another patient 
complained that there is not a lot to do on the unit and 
he had not seen his doctor for a long time. Another 
patient complained that he had a bad reaction to a 
particular medication and that it took a while for him 
to be changed. He also claimed that he had been badly 
treated on a number of occasions. All of these issues 
were fed back to the nurse manager on duty.

RECOMMENDATIONS

1.  Each of the patients should have a comprehensive 
multidisciplinary assessment of their needs to 
determine the appropriateness of their placement.

2.  Unit-specific policies should be put in place 
regarding admission, transfer and discharge and the 
locking of the unit.

3. There should be multidisciplinary team input to this 
unit and a system of multidisciplinary care planning 
and key working should be introduced.

4.  A programme of individual-needs-based therapeutic 
activities should be designed and resourced for the 
patients of this unit.

5.  A policy should be put in place on the locking of the 
unit.

ST. MONICA’S WARD
Date of inspection:  30 May 2006 
Number of beds:  34 integrated

DESCRIPTION
St. Monica’s ward is a stand-alone unit on the grounds 
of St. Otteran’s Hospital, Waterford. There are 34 beds 
but on the day of inspection there were 23 patients, 19 
female and 4 male, with 11 vacancies. There was one 
patient with Temporary status, 20 with Voluntary status 
and there were two Wards of Court. The unit provides 
continuing care for patients whose ages ranged from 
57 to over 80 years. Most of the female patients are 
in the high dependency category. Psychiatric care is 
provided by one consultant psychiatrist. The unit is 
staffed by five or six nurses during the day and by two 
nurses at night. St. Monica’s is an open unit. 

MULTIDISCIPLINARY TEAM
There is no dedicated multidisciplinary team with 
responsibility for this unit. Staff reported that a 
consultant psychiatrist visits the unit weekly, or 
more often when necessary. An NCHD visits the unit 
twice weekly and when requested. The consultant 
psychiatrist makes referrals to other disciplines in a 
sector-based team if this is deemed necessary. The 
nursing staff assigned to the unit provide the main 
care to the patients. It was reported that physical and 
mental state reviews are conducted every six months. 
According to nursing staff, there are ward rounds on a 
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weekly basis. Staff reported that there are difficulties 
in accessing the services of a dietician in relation to the 
care of a patient who is on a peg feeding system.

MULTIDISCIPLINARY TEAM CARE 
PLANNING
There is no system of multidisciplinary care planning 
in use at present. A nursing assessment is undertaken, 
which focusing on activities of daily living, and a 
nursing care plan is drawn up. Staff reported that the 
model in use is not suitable for this patient group and 
that they have looked at a more suitable model that 
is in use in another catchment area. No assessment of 
family or carer need is undertaken. There are generic 
policies on admission, transfer and discharge. Staff 
reported that there is an agreement in operation 
between St. Monica’s and St. Joseph’s units regarding 
the transfer of patients when necessary. The Easy Move 
risk assessment is used on this unit and this indicates 
whether there is a need for a hoist to be used or for 
more than one staff member to be involved in moving 
the patient. 

PARTICIPATION OF SERVICE USERS
According to nursing staff most of the patients are 
unable to voice their own needs. The nursing staff 
attempt to engage patients to voice their needs in 
relation to their care plans.

THERAPEUTIC PROGRAMMES
There is no programme of individual-needs-based 
therapeutic activities available on this unit at present 
but an Activities in Care programme, which involves 
music and exercises, was about to be introduced by 
a nurse therapist and this will run for one hour three 
times per week. There is no occupational therapy input 
to this unit. The male patients, who are ambulant and 
have low dependency needs, spend much of the day 
off the unit. There are videos and TV available for the 
patients who remain on the unit and staff reported 
that some of the student nurses engage the patients in 
reminiscence therapy. 

MECHANICAL RESTRAINT
A Kirton chair and belt is sometimes used. A pelvic 
restraint is also available but staff reported that it is 
rarely used. Cot sides are used on the beds of all but 
one of the female patients. Staff reported that their 
use is discussed with the families of patients where 
possible. The policy on the use of these mechanical 
restraints was not available on the unit on the day of 
inspection. 

ENVIRONMENT
This unit was a 34-bed stand-alone unit in the grounds 
of St. Otteran’s Hospital. Maintenance was provided 
from Waterford Regional Hospital. It was reported 
that a quick response was forthcoming for urgent 
requests but that there have been delays for routine 
maintenance issues. Staff reported that the unit 
was regularly checked by the fire officer and that a 
comprehensive health and safety statement was in 
place. The unit was fully wheelchair accessible and the 
toilets were equipped with rails and supports. 

The decor of the unit, which was painted during 
the past year, was generally pleasant and homely. 
There was plenty of natural light in the unit. While 
the ventilation of the unit was good, there was a 
problem with the male toilet area, where the floor 
tiles needed to be replaced or properly cleaned. There 
was an information board on the female side of the 
unit but not on the male side. A visitors’ area was 
situated inside the main entrance. There was access 
to the hospital grounds, which are well maintained. 
There was a lounge-cum-dining area but most of the 
patients were fed in their chairs. There was no quiet 
room or interview room. The staff rest area was not 
being used due to problems with dampness, which 
also affected the male lounge area. The nursing station 
was in a central location and doubled as an interview 
room. It had sufficient space for report writing and 
had telephone and IT facilities. There was a clinical 
room with all appropriate equipment. There were 
two dormitory areas, a 15-bed area for the male 
patients and a 16-bed area for the female patients, 
and also three single bedrooms. There were toilet 
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areas adjoining both dormitories and there were two 
bathrooms, both equipped with Parker baths.

TRAINING AND AUDIT/RESEARCH
Staff have received training in cardio-pulmonary 
resuscitation, lifting and handling and control and 
restraint. A training register is kept at a central location 
within the hospital. An educational audit has been 
carried out on the unit regarding its suitability for 
student nurse placements.

RECOMMENDATIONS

1.  There should be a policy on the use of mechanical 
restraint available on the unit.

2.  This unit should be under the care of a dedicated 
multidisciplinary team.

3.  The proposed system of care planning and key 
working should be introduced as soon as possible.

4.  A programme of individual-needs-based therapeutic 
activities should be designed and resourced for the 
patients of this unit.

5.  The problems with the male toilet area and the 
dampness affecting the staff rest area and the male 
lounge should be addressed.

6.  The windows in the unit need to be cleaned 
regularly

ST. JOSEPH’S WARD
Date of inspection:  30 May 2006 
Number of beds:  34 integrated

DESCRIPTION
St. Joseph’s ward is a stand-alone unit on the grounds 
of St. Otteran’s Hospital, Waterford. There are 34 
beds, 17 male and 17 female, but on the day of 
inspection there were 27 patients, 10 female and 17 
male, with 7 vacancies. There was one patient with 
Temporary status and 26 with Voluntary status. The 
unit provides continuing care for long-stay patients. 
Most of the male patients are in the high dependency 
category. Psychiatric care is provided by one consultant 
psychiatrist. The unit is staffed by six nurses during 
the day and by two nurses at night. There are three 
household staff members on duty from Monday to 
Friday and two at the weekend. St. Joseph’s is a locked 
unit. 

MULTIDISCIPLINARY TEAM
There is no designated multidisciplinary team with 
responsibility for this unit. Staff reported that a 
consultant psychiatrist visits the unit weekly, or more 
often when necessary, and that an NCHD visits the unit 
daily. The consultant psychiatrist makes referrals to 
other disciplines on a sector-based team if necessary. 
The nursing staff assigned to the unit provide the main 
care to the patients on the unit. It was reported that 
physical and mental state reviews are conducted every 
six months. According to nursing staff, there are ward 
rounds on a weekly basis. Relatives of the patients 
can be seen by the consultant psychiatrist in the 
Department of Psychiatry by appointment. The services 
of a dietician are required in relation to a patient 
who is on a PEG (tube) feeding system. This patient 
has attended Waterford Regional Hospital for review 
and written advice has been provided to unit staff. A 
chiropodist visits the unit monthly but will attend more 
often if required. A hairdresser visits the unit weekly.



97BOOK 4 – HSE SouthREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

MULTIDISCIPLINARY TEAM CARE 
PLANNING
There is no system of multidisciplinary care planning 
in use at present. A nursing assessment is undertaken, 
which focuses on activities of daily living, and a nursing 
care plan is drawn up. There is no formal key worker 
system in operation. Instead, two nurses are allocated 
to a group of patients and are responsible for recording 
in the progress notes and for updating care plans. No 
assessment of family or carer need is undertaken. 
There are specific policies on admission, transfer and 
discharge. Staff reported that there is an agreement in 
operation between St. Joseph’s and St. Monica’s units 
regarding the transfer of patients when necessary. The 
Easy Move risk assessment is used on this unit and 
this indicates whether there is a need for a hoist to be 
used or for more than one staff member to be involved 
in moving the patient. This is reviewed on a three-
monthly basis.

PARTICIPATION OF SERVICE USERS
According to nursing staff approximately 10 of the 
patients can voice their own needs. The nursing staff 
attempt to engage these patients regarding their care 
plans and invite suggestions regarding activities on the 
unit and ideas for outings.

THERAPEUTIC PROGRAMMES
There is no programme of individual-needs-based 
therapeutic activities available on this unit at present. 
The Sonas programme is run when staff are available. 
A programme of reflexology was recently piloted for 
three months and it is planned to introduce relaxation 
sessions and head massage. There is no occupational 
therapy input to this unit. One patient attends the 
industrial therapy unit on the grounds on a daily basis. 
Another attends three times weekly and engages in 
contract work. Games are available on the unit. Bus 
outings used to take place twice a week but this has 
not happened for three months. A priest visits the ward 
weekly and mass takes place in the hospital chapel 
weekly. 

MECHANICAL RESTRAINT
Chairs and pelvic restraint are sometimes used. Staff 
reported that there is no policy on mechanical restraint 
in place at the moment. The prescription of restraint 
is noted in the patient’s file and the reason for its use 
is given, but there is no evidence of consideration of 
alternatives or of review. 

ENVIRONMENT
This unit was a 34-bed stand-alone unit in the grounds 
of St. Otteran’s hospital. Maintenance was provided 
by the technical services department in Waterford 
Regional Hospital. It was reported that a quick response 
was forthcoming for emergency requests but there 
have been delays for routine maintenance issues. Staff 
reported that the unit was regularly checked by the 
fire officer and that a comprehensive health and safety 
statement was in place. All exits and fire extinguishers 
are checked daily. The unit was fully wheelchair 
accessible and the toilets were equipped with rails and 
supports. 

The decor of the unit was reasonably pleasant but it 
needs to be painted. There was plenty of natural light 
in the unit and the ventilation of the unit was good. 
While the unit was generally very clean, the tops of 
dividing partitions and some of the higher ceiling areas 
were extremely dusty and needed to be cleaned. 
The windows also needed to be cleaned. There were 
information boards. 

The dining room, which was very pleasant, doubled 
as a visitors’ area. There were two lounges with TV, 
radio, stereo and newspapers were available. While the 
grounds of the hospital are extensive, staff reported 
that the area immediately adjoining the unit, which 
was provided with outdoor furniture, was busy and not 
very private. There was a room, which could be used as 
a quiet room or a bedroom but was not well furnished. 

There were two dormitory areas, one a 17-bed area 
and the other a 16-beded area. There was also one 
single bedroom. There were toilet areas on each side 
of the unit. There were two bathrooms, equipped with 
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Parker and Ballentra baths respectively. The nursing 
station was in a central location and doubled as an 
interview room. It had insufficient space for report 
writing but had telephone and IT facilities. There was a 
clinical room with all appropriate equipment. Staff had 
access to a dining area, a locker room and toilet but no 
shower. There were several storage rooms.

TRAINING AND AUDIT/RESEARCH
Staff have received training in cardio-pulmonary 
resuscitation, lifting and handling, and control and 
restraint. A training register is kept at a central location 
within the hospital. Staff on the unit have conducted 
research on issues such as burns, pressure areas and 
Legionnaire’s Disease.

RECOMMENDATIONS

1.  There should be a policy on the use of mechanical 
restraint available on the unit.

2.  There should be multidisciplinary team input to this 
unit and a system of multidisciplinary care planning 
and key working should be introduced.

3.  A programme of individual-needs-based therapeutic 
activities should be designed and resourced for the 
patients of this unit.

4.  Screens or bed curtains need to be installed for the 
privacy of patients.

5.  Information on patients’ rights and complaints 
should be displayed.

6.  A cleaning programme should be put in place 
regarding the windows and ceiling areas.

ST. CLAIRE’S UNIT
Date of inspection:  30 May 2006 
Number of beds:  21 integrated

DESCRIPTION
St. Claire’s is a first-floor unit in St. Otteran’s Hospital. 
The unit is described as a rehabilitation unit but it is not 
functioning as such, however, as most of the patients 
are long-stay and are in receipt of continuing care. 
On the day of inspection, there were 21 patients, 14 
female and seven male. Two patients had Temporary 
status and 19 had Voluntary status. The average age of 
the patients is 50 years. Psychiatric care is provided by 
one consultant psychiatrist. The unit is staffed by three 
nurses during the day and one at night. There are two 
household staff members on duty during the day. This 
is an open unit. 

MULTIDISCIPLINARY TEAM 
There is no multidisciplinary team providing input into 
this unit. The consultant psychiatrist and NCHD visit the 
unit weekly and meet with nursing staff to review the 
patients. The consultant psychiatrist makes referrals to 
other disciplines if deemed necessary. The main care 
of the patients is provided by the nursing staff on the 
unit. A primary nurse system is used and staff reported 
that there is a high degree of consistency of staffing. 
The written interventions by the medical staff remain 
scant. In the notes reviewed there were minimal 
written interventions that would support any regular 
reviews taking place. It was reported that reviews occur 
weekly but this is not supported by written evidence in 
the files reviewed.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no system of multidisciplinary care planning 
in place on this unit. According to nursing staff there 
have not been any major assessments carried out of 
the needs of patients. Nursing assessments, which 
include a social functioning assessment, are carried out 
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according to the Orem and Peplau models of nursing 
and nursing care plans are formulated in accordance 
with these. The file of one patient, who was recently 
transferred from the Department of Psychiatry, was 
examined. There was no indication in the file as to 
the purpose of her transfer to St. Claire’s and no new 
assessment of her needs had been carried out since 
she arrived almost three months earlier. There are no 
unit-specific policies in place on admission and transfer 
to St. Claire’s and on discharge from the unit.

SERVICE USER PARTICIPATION
There has recently been a change of nursing 
management on the unit and it is planned to revamp 
the assessment process with a view to involving the 
service user as fully as possible in their care planning. 
Service users have access to an independent advocate 
on a monthly basis. 

THERAPEUTIC PROGRAMMES
There is no programme of individual-needs-based 
therapeutic activities available on this unit at present 
and there is no occupational therapy input. The 
majority of the service users attend the industrial 
therapy unit on the campus five days a week, but there 
is no feedback to the unit regarding this activity. There 
would appear to be little link between this activity and 
the individual needs of the patients. One of the nurses 
from the unit accompanies the patients. The fact that 
two nursing staff remain on the unit during the day 
while almost all the patients are off site seems to be 
an under-use of experienced staff. Relaxation sessions 
are held in the main hospital and some staff are being 
trained in Indian Head Massage. There are plans in 
place to run groups on personal hygiene, cooking and 
use of the laundry facilities and this is a welcome 
development.

ENVIRONMENT
This is a 21-bed unit situated on the first floor of the 
main building of a psychiatric hospital. Maintenance 
was described as satisfactory. The fire certificate was 

held centrally and there was a health and safety policy. 
There was no disabled access as there was no lift. 
The decor of the unit was satisfactory and there was 
plenty of natural light. The unit was clean and there 
was a dedicated visitors’ area. The bedroom areas 
were divided according to gender. There were male 
dormitories consisting of eight beds and four beds. 
The female dormitory consisted of four beds. There 
were sufficient numbers of toilets. The bathroom was 
situated near the dormitory areas. There was one 
dining area, which was of sufficient size and there was 
some access to the kitchen for the patients. There was 
a main lounge area and a smoking area. The unit is 
developing a utility room that will enable the patients 
to do their own washing. There was a nursing office, a 
clinical room and a dedicated staff area.

RECOMMENDATIONS

1.  The function of the unit should be clarified.

2.  The patients of this unit should be under the 
care of a multidisciplinary team and a system of 
multidisciplinary care planning should be put in 
place.

3.  A comprehensive assessment of the needs of each 
individual patient should be undertaken.

4.  A needs-based therapeutic programme should be 
put in place on the unit as soon as possible.

ST. AIDAN’S UNIT
Date of inspection:  30 May 2006 
Number of beds:  24

DESCRIPTION
This is a locked unit that provides care for elderly 
patients. The door is locked for safety reasons. On the 
day of inspection there were 19 service users, nine of 
whom were Temporary status. There are six staff on 
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duty in the morning, five in the afternoon, three from 
1730h and three staff on night duty. One team has 
admitting rights to the unit. 

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist who has 
responsibility for the unit. The consultant psychiatrist 
also has responsibilities in the Department of 
Psychiatry and the sector team. There is one NCHD. 
There is no access to a clinical psychologist. There is a 
social worker available but there is no regular need. 
Referrals for service users to move to nursing homes 
are coordinated by the dementia care coordinator. 
There is access to occupational therapy and it is hoped 
to develop a programme suited for the group of service 
users provided by occupational therapy. One of the 
nursing staff is carrying out a course on activation and 
it is hoped to set up a programme once this nurse is 
appropriately qualified.

The clinical team meet on a weekly basis. The meeting 
is attended by the consultant psychiatrist, NCHD, CNM2 
and student nurses. Any changes made at the meeting 
are recorded in the medical notes and the care plan is 
updated in the nursing notes. There are regular written 
interventions in the medical notes and all patients have 
had a physical and mental state examination done 
with in the last six months. The patient is involved in 
their care wherever possible. The patient’s family are 
encouraged to be involved in the care.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The care plans are nurse led, although the care plans 
relate more to a report writing system with needs 
listed and progress notes completed. Each service user 
has a Waterlow scale assessment completed every 
fortnight monitoring pressure area care. It was reported 
that the unit hopes to start a primary nurse system 
later in the year. The patient has regular contact with 
the consultant psychiatrist. Any changes in the care are 
documented in the notes. The service user’s family are 
involved, there is a support structure in place and also 

access to advocacy. There are hospital-wide admission, 
transfer and discharge policies. The policies inspected 
had “draft” on the front and this needs to be clarified. 

THERAPEUTIC PROGRAMMES
Currently there are a few groups on the unit but as 
mentioned earlier they are intending to develop a 
programme linked with the occupational therapist. 

SECLUSION
There is no seclusion used on the unit.

MECHANICAL RESTRAINT
There is one chair used at night for patients to sleep in 
if they are unsteady or aggressive. This is documented 
in the nursing notes. 

PHYSICAL RESTRAINT
There is no physical restraint used on the unit although 
the staff are trained in breakaway techniques. There 
is an emphasis on the de-escalation of incidents and 
distracting the service users. There is an incident report 
writing system.

ENVIRONMENT
This is a 24-bed unit with one bed for respite, situated 
in the grounds of a psychiatric hospital. Maintenance 
is provided by an on-site department and it can be 
problematic at times. The fire officer has undertaken 
fire drills within the unit. There was a health and 
safety policy and it highlighted the need for more 
panic alarms for the staff. Currently there is one for the 
unit and the recommendation is that each member of 
staff should have one. The unit has access for disabled 
people. The decor needed upgrading and ventilation 
could be a problem in the summer. There was plenty 
of natural light and the unit was clean. There were 
information boards with up-to-date information. 
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There was a dedicated visitors’ area and this was very 
popular and well resourced. There was access to a 
garden that was delightful and again very popular. 
The bedroom area consisted of two large dormitories, 
one dormitory was mixed. There were sufficient toilets 
and bathrooms and there was a Parker bath. There 
was a dining area that was also used as an activity 
area. There was one lounge which had a high standard 
of furniture. There was a quiet room that had a bed 
and chairs and could be used for visitors. There was a 
nursing office and clinical room.

RECOMMENDATIONS

1.  A key worker system should be introduced with 
appropriate training for staff.

2.  A comprehensive care planning system should be 
implemented.

3.  A therapeutic programme should be developed 
based on service user need.

MID-WATERFORD CMHT
Date of inspection:  30 May 2006 
Population:  30,000

DESCRIPTION
The Mid-Waterford community health team is a general 
psychiatry team which provides a service to half of the 
city and a significant rural catchment. It operates from 
0900h to 1700h Monday to Friday although there is a 
psychiatric service available on a 24-hour basis. There 
is no team manager. There is no annual report for 2005 
or business plan for 2006. There is no formal budget 
devolved onto the team.

MULTIDISCIPLINARY TEAM COMPOSITION
The team consists of one whole-time-equivalent 
consultant psychiatrist. In addition to his role on 
the team he provides support to the rehabilitation 
services based at St. Otteran’s Hospital. He is also the 
nominated ECT consultant. There is one NCHD. There 
is 0.75 whole-time-equivalent clinical psychologist 
who is a senior grade. There is also 0.5 of a social 
worker. There are no occupational therapists on the 
team. About 30 per cent of the referrals to the clinical 
psychologist come directly from primary care and are 
not discussed at the team meeting. 

It was reported that the psychologist has a waiting list 
of four to six months and referral is by letter. These 
primary care referrals are largely comprised of Social 
Work and Probation/Welfare Services requests for 
assessment or therapy. The social worker also receives 
referrals by letter. There is a Social Work referral form. 
The social worker attends the morning meetings. 
There is no addiction counsellor on the team although 
there is good access to the ACCEPT addiction service. 
There is one community mental health nurse who will 
shortly be a clinical nurse specialist. She has 70 clients 
on her caseload and is responsible for follow-up of 
non-attenders. There is no multidisciplinary team key 
worker system in operation. The team also has 0.5 of a 
secretary based at the regional hospital. A community 
psychiatric nurse who has been appointed for the 
homeless people service was reported to have no 
relationship with either of the teams. The Inspectorate 
has since been informed that this community 
psychiatric nurse provides an input to the four sector 
teams on a needs basis. 

The team receives referrals from GPs and public health 
nurses. There is no separate liaison service at the 
regional hospital and so a service is provided by this 
team when required. A suicide prevention officer has 
been appointed in the past year to the A&E department 
but does not report to the team. 

The team describe themselves as a group of 
professionals who work well together but manage 
their own caseloads quite independently and discuss 
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patients when required. Similarly a number of patients 
are referred directly to the consultant psychiatrist, who 
arranges follow-up as required. Most patients, if urgent, 
are seen within two to three days or, in the case of 
crisis, in A&E. They are all discussed at the Monday 
morning referral meeting. No minutes of this meeting 
are kept. The NCHD is based half time at the House 
Day centre. The ACCEPT programme is also based there. 
The Inspectorate was informed that the NCHD will 
see patients there who cannot wait for an outpatient 
appointment. This centre provides assessment, daily 
activities, yoga, snoezelen room and meals. It may 
refer patients to skills-based training.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
There is no formal multidisciplinary care planning. 
Patients have a medical and psychiatric assessment. 
They have a nursing care plan based on the Orem 
and Peplau model. Psychological and social worker 
assessments are performed if requested. There is 
a ward round on a Wednesday attended by the 
consultant psychiatrist, NCHD, social worker (if 
available) and the community psychiatric nurse along 
with the ward staff. There is no key worker system. The 
multidisciplinary team is involved in the patient care 
by direct referral and their involvement is documented 
in the case file and communicated with the patient 
directly either at or following the ward round. 

TEAM FUNCTIONING
Once a week the team meet to discuss all referrals and 
review all the in-patients. This meeting takes place 
in the therapy area of the unit. All the team attend 
and minutes are kept. Outcomes are documented 
in the clinical files and care plans are updated and 
reviewed at this meeting. All patients are reviewed 
weekly if they are in-patients. The psychologist keeps 
separate files but will furnish a report to the case file 
if requested. There is no IT support for the psychologist 
or social worker and three separate committees 
have been set up to look at the area of case files and 
documentation with little positive outcome. 

PARTICIPATION OF SERVICE USER
The team meeting usually takes about two hours 
and sometimes if the patient is an in-patient they 
attend and sometimes if they are an outpatient they 
may come in. The sector nurse assigned to the team 
from the ward attends the team meeting, as does 
the therapy manager. All in-patients are reviewed 
at the team meeting at least weekly and on other 
occasions during the week by the medical staff. In 
an emergency situation theoretically the team could 
access occupational therapy from the psychiatry of 
later life team. However, many patients do not get 
referred because of the workload of the occupational 
therapist for this team. Following the team meeting 
the sector nurse and NCHD meet with the patient and 
discuss the outcomes. A carers’ group meet once a 
month and this is facilitated by Schizophrenia Ireland. 
Advocacy services also visit the unit. In addition there 
is a befriending service set up by the Mental Health 
Association. There are groups for relatives who have 
been bereaved by suicide which have been set up by 
the local coroner. 

DAY SERVICES/COMMUNITY RESOURCES
There is no day hospital in the region and this has 
been identified as a key requirement. Brook House 
operates as a day centre and provides offices to various 
members of the team. Some would like to see its role 
expand to that of a day hospital. At present there are 
medication administration issues with patients not 
being able to receive their medication from staff based 
there. Meals are available at Brook House. 

Some patients attend what is known as “occupational 
therapy” in St. Otteran’s Hospital although it has 
no occupational therapist input. A day service in 
Dungarvan can be used occasionally as can the one 
in Kilmacthomas. However transport is a problem. A 
driver can spend 2.5 hours on the minibus each day 
bringing patients to and from the day centre and this 
is a contentious issue. Vocational services that are 
available include Wave which was set up seven to 
eight years ago by the NRB in the South Eastern Health 
Board. This is described as an excellent service which 
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also organises work placement and is very accessible 
for service users. 

POLICIES AND PROCEDURES
There are hospital policies on admission and discharge. 
There are no policies specific to the team. There is 
an unwritten protocol regarding patients who do not 
attend, which causes them to be reviewed at the end 
of each clinic and an action plan to be determined. 
There is no operational procedure document. The staff 
have identified that they need a seven days a week 
service as they need to be able to provide depot clinics 
out of hours. They would like to see the clozaril clinic 
located in the outpatients rather than in the middle of 
the acute unit as it is currently situated. There is a need 
for more community mental health nursing staff and a 
need to be involved in planning. It was reported that 
there are not enough nurses in the system. 

TRAINING AND AUDIT/RESEARCH
Most of the training is individual discipline specific. 
The community psychiatric nurse attends a course 
one day a week. The social worker has links with 
community care and receives a lot of training through 
there. There is good training for the clinical psychologist 
and they regularly have trainees. There is a post-
graduate programme that is medically oriented. There 
are regular medical audits of caseloads. The service 
has received Electroconvulsive Therapy Accreditation 
Service (ECTAS) accreditation and the consultant 
psychiatrist is a member of EFECT, which is the 
European Forum on ECT. The South Eastern psychologist 
has produced a paper on supervision and the SE 
Regional Psychology Group has a policy document 
indicating the need for ongoing supervision for all 
practitioners. The psychologist has also received formal 
approval from the ethics committee to do research on 
vicariously traumatised therapists. 

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
There is little opportunity to plan for the service. The 
team are unaware of any strategic plan. The service 
operates in an informational limbo with developments 
appearing to come from outside. For example, although 
a suicide research prevention officer with a role in 
A&E has been appointed, the relationship with the 
Department of Psychiatry is unclear. It is unclear as to 
how they report and who they report to.

The team feels that because they keep functioning 
reasonably well they never get extra resources and 
that there has been little development since the early 
1990s. Feedback is discussed with the management 
team but there is a sense of not being heard beyond 
that level. There is an identified need for a day hospital 
in the area. There is no development in terms of 
service provision of group homes or high support 
accommodation. 

RECOMMENDATIONS

1.  There is a need for more community psychiatric 
nurses, at least one if not two.

2.  There is a need for a whole-time secretary and full 
staffing for psychology and social work. There is no 
medical social worker in the service, which puts 
more pressure on to the social worker for this team. 
At the moment home support workers cannot be 
obtained unless there is a child protection risk. 

3.  A NCHD sought but not approved for budgetary 
reasons should be appointed.

4.  Brook House should be preserved and this needs 
to be developed or an alternative day hospital is 
required. The physical environment at Brook House 
is unsatisfactory in terms of office space as is St. 
Patrick’s is where the psychologist is based. 

5.  The IT issues for the service should be resolved. 
Further to the requirement for IT, the nursing staff 
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have requested that written care planning come 
to an end and they see the solution as compiling 
a computer database for each client and inputting 
data using a dictaphone with dedicated secretarial 
backup. 

6.  The transport issue needs to be addressed. 

7.  More sheltered employment opportunities and 
home support workers to work with the family 
should be provided.

BROOK HOUSE
Brook House is described as a day centre. It services 
three sectors of the Waterford psychiatric service. The 
population served is 70,000 offering 30 places per 
day five days per week. At the close of December 
2005 there were 110 users of the service registered. 
All referrals via consultant psychiatrists have a holistic 
assessment completed through an appointment system 
using the nursing model based on Peplau’s model of 
nursing care. Care is delivered using the concept of 
primary nursing which aims to ensure where possible 
that each user of the service is given the necessary 
care to meet their individual needs. The process is 
monitored by the CNM2 who also acts as primary 
nurse for a third of users of the service. Individual 
counselling, personal hygiene, domestic skills, 
newspaper and discussion, relaxation, yoga, snooker, 
art are all components of the programme.

PSYCHIATRY OF LATER 
LIFE TEAM

Date of inspection:  30 May 2006  
Population:  116,000

DESCRIPTION
This team was established in 2000. It serves a wide 
geographic area including Waterford City and County 
and South Kilkenny. The elderly population is reported 
as slightly higher than the national average. The team 
is operational Monday to Friday and weekend services 
are delivered through general adult teams. The team 
is under-resourced, has no dedicated in-patient beds 
and no day hospital or team headquarters. There are 
23 long-term care beds in St. Otteran’s Hospital and 
one respite bed. In the last year the team membership 
has improved in the direction of becoming a 
multidisciplinary team.

MULTIDISCIPLINARY TEAM COMPOSITION
The multidisciplinary team consists of a consultant 
psychiatrist, senior registrar, NCHD, two community 
mental health nurses, a dementia care coordinator 
(CNM2), and a senior occupational therapist. There 
is 0.5 whole-time-equivalent input from a team 
leader social worker and limited access to a senior 
clinical psychologist. These posts also serve general 
adult sector teams. There is a dedicated Grade III 
adminstration post. This is in the process of being 
regraded. The team also has access to 0.5 Assistant 
Director of Nursing. While significant improvements 
have been made in  whole-time-equivalent staffing in 
the past year, there are still gaps in staffing levels.

REFERRAL PROCESS
The main sources of referrals are from GPs, general 
hospital services and community care staff. The rate 
of referrals to the team has increased by 15 per 
cent in the past year. The consultant psychiatrist 
streams all referrals. Waiting times for a new patient 
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appointment are short and urgency is based on clinical 
need. New referrals are seen either in outpatients or 
on a domiciliary visit. Primarily these are completed 
by medical staff and discussed at the weekly team 
meeting. Patients are referred to various disciplines. 
The waiting time for intervention is short, with only 
clinical psychology reporting a waiting time.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
The team is in the process of introducing a new 
chart, within which all disciplines will write into the 
continuation sheets. Social work continue to hold 
individual case notes also. At each team meeting 
the overall plan is documented and changes are 
recorded. Carers and families form a major part in the 
development of a plan for each individual. The team 
facilitate a large number of family meetings.

TEAM FUNCTIONING
The team meet weekly in the Department of 
Psychiatry. The charts are located in the department. 
There are no official minutes kept of clinical meetings. 
Outcomes are recorded in the chart.

PARTICIPATION OF SERVICE USER
The patient and appropriate family or carers are kept 
up to date on all plans by the team. It was reported 
that there is a very high level of contact by telephone 
with people and also in person and through family 
meetings. The team have established and maintain 
very good relationships with voluntary and statutory 
bodies and group. The dementia care coordinator post 
provides time-intensive family educational input on the 
management and care of an individual with dementia 
and challenging behaviour. Input is also provided into 
nursing homes following placement of patients.

DAY SERVICES
The team is curtailed by the absence of a day hospital. 
Ideally this should be located near a general hospital. 
In the discharge process and follow on care, access 
to elderly services, day centres is available. The 
team have again worked very hard to develop good 
relationships with community care. Accessing adaptive 
equipment directly where necessary is currently under 
review. 

POLICIES AND PROCEDURES
The team has a template document that outlines its 
operation. It does not have specific written policies for 
the team.

TRAINING AND AUDIT/RESEARCH
The team is currently included in a research project 
looking at the behavioural management of dementia. 
This is funded by a grant and is being led by the senior 
registrar and dementia coordinator. Each discipline 
has access to professional groups with an interest in 
mental health or old age psychiatry. Clinical supervision 
is provided by the individual disciplines. The social 
work team leader has no line management structure 
in place. The senior occupational therapist reports to an 
occupational therapy manager for community care. It is 
hoped to organise an in-service educational day across 
the region in old age psychiatry.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
The team in its current formation is very new. They 
were planning a team review and discussion in the 
coming weeks. The key immediate needs for the 
team is the funding and commission of a day hospital 
and team headquarters. Input into service planning is 
limited and needs to be developed. The team reported 
that they have good working relationships and are 
evolving in their own development.
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RECOMMENDATIONS

1.  Finance needs to be allocated for the development 
of day hospital and sector headquarters on a 
suitable site within a general hospital.

2.  Dedicated in-patient beds need to be provided.

3.  Additional  whole-time-equivalent posts to match 
the growing demand for service provision need to 
be appointed.

4.  Multidisciplinary team care plans should be 
introduced.

5.  Appropriate line management structure for 
occupational therapy and social work in line with 
nationally agreed standards needs to be provided.

6.  Policies and procedures specific to the service need 
to be developed.
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SOUTH TIPPERARY GENERAL 
HOSPITAL

ST. MICHAEL’S ACUTE 
ADMISSION UNIT, FEMALE 
SIDE

Date of inspection:  31 May 2006 
Number of beds:  24 female

DESCRIPTION
St. Michael’s is an acute admission unit with 49 beds, 
24 beds of which are on the female side of the 
unit. The unit has an open door policy but there is 
a high observation area that was locked on the day 
of inspection. There were seven patients who had 
Temporary status and 17 patients who had Voluntary 
status. The unit is staffed by five nurses during the 
day and two nurses at night. There are two household 
staff members on duty during the day. Six teams 
admit patients to the unit, three sector teams and a 
psychiatry for later life team from the South Tipperary 
and two sector teams from the North Tipperary service. 

MULTIDISCIPLINARY TEAM
Six consultant psychiatrist-led teams that admit patients 
to the unit. Each team has an NCHD and community 
nurses. There is one principal clinical psychologist 
who provides a service to South Tipperary and there 
are three social workers, one on each of the sector 
teams. The sole occupational therapist works for the 
psychiatry of later life team. There is access to an 
addiction counsellor and there is a ward clerk. There is 
also a liaison nurse. Each morning of the week there 
is a multidisciplinary meeting to which members of 
all teams are invited to discuss issues pertaining to 
the smooth functioning of the unit and to monitor 
imminent discharges and the waiting list. There is also 
a weekly multidisciplinary team meeting in each of the 
community sectors, which the relevant primary nurse 
from the unit attends. There is a weekly ward round 

on the unit for each of the multidisciplinary teams. 
Decisions taken are documented in both the nursing 
and medical files. The patients attend the ward rounds 
and are reviewed frequently during the week. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING
There is no clear system of multidisciplinary care 
planning in operation. Following an initial assessment 
on admission, a 72-hour nursing care plan is put in 
place. Nursing care plans are reviewed and evaluated 
frequently. There is a primary nurse system in operation 
according to which nursing staff are allocated to 
the patients of each team and are responsible for 
the care plans of those patients. All members of 
the multidisciplinary teams make referrals to other 
disciplines. There are new admission, transfer and 
discharge policies in place but there continue to be 
direct admissions and transfers to St. Luke’s hospital, 
though at a reduced rate. 

SERVICE USER INVOLVEMENT 
Service users are encouraged to be as involved as 
they can in the formulation of their care plans and 
they attend the ward rounds. There is access to an 
independent advocacy service on the unit but there 
is no community meeting. Service users can make 
contact with a newly established befriending service 
and there is also access to GROW. There are information 
leaflets available in the recreational area. No service 
user requested to speak with the Inspectorate on this 
occasion.

THERAPEUTIC PROGRAMMES
There is no programme of individual-needs-based 
therapeutic activities on the unit. There is a therapeutic 
activity area on the unit and a variety of activities 
are offered by nursing staff. These include anxiety 
management, relaxation, art, rug-making, knitting 
and a variety of games as well as access to TV, music 
and newspapers. The management group of the 
unit are keen to develop therapeutic services and a 

SOUTH TIPPERARY
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survey of patients was undertaken recently on their 
involvement in therapeutic activities during their 
admission. Approximately 20 per cent of patients 
surveyed responded that they had been involved in no 
therapeutic activities. 40 per cent expressed satisfaction 
with the variety and availability of therapeutic and 
recreational activities and 60 per cent felt that the 
space and accommodation for therapeutic and 
recreational activities was not adequate.

ECT
There is an ECT suite in the unit that comprises a 
waiting room with toilets, a treatment room and a 
recovery room. ECT is administered twice a week. 
There is an ECT register and a designated ECT consultant 
psychiatrist and ECT nurse. There are appropriate 
consent forms, with consent being obtained by the 
NCHD or consultant psychiatrist. There is written 
information for the patient and an ECT policy. Pre-ECT 
and post-ECT assessments are undertaken and there is 
a record of each treatment.

SECLUSION
There is a seclusion room within the locked high 
observation area of the unit. The room is safely finished 
to a high standard. An extractor fan is used in the room 
and there is artificial lighting. CCTV is used and the 
monitor is in the nursing office in the high observation 
area. There is a seclusion policy and 15-minute 
observations are undertaken. The seclusion register 
is signed and dated by the NCHD and the consultant 
psychiatrist and the duration and termination times of 
seclusion are specified. 

MECHANICAL RESTRAINT
There is no mechanical restraint is use on the unit. 

PHYSICAL RESTRAINT
The staff are trained in control and restraint techniques. 
A training register is kept by nursing management. 
There is a recording system for serious adverse 
incidents. 

ENVIRONMENT
The female side of the acute admission unit is one 24-
bed section of a stand-alone building close to the South 
Tipperary General Hospital. Maintenance was provided 
by a maintenance team based on the campus. There 
was a comprehensive fire safety policy and health and 
safety statement and the unit was checked regularly by 
the fire officer. There was disabled access throughout 
the unit. 

The decor of the unit was good. The unit was well 
ventilated, there was plenty of natural light and the 
unit was clean. There were information boards with 
information about the complaints system. There was no 
garden attached to the unit but patients could access 
a paved patio area off the TV lounge. There was a 
reception area for the whole unit and an assessment 
room on the female side. 

Bedroom accommodation was provided in two 6-bed 
rooms, two double rooms, three single rooms and a 
5-bed high observation area. There were sufficient 
numbers of toilets and showers, but no bathroom. 
The dining area was shared with the male side. The 
recreation and therapeutic area was on the male side. 
There was a lounge and a quiet room. The nurses 
station was situated in the high observation area, 
which has no independent access to an external area 
or garden. The clinical room was shared with the male 
side and had the appropriate equipment and storage. 
There was a seclusion room. There was also a smoking 
lounge. There was also a conference room and clinical 
psychology offices in an adjoining pre-fab. Staff had 
access to showers, lockers and a rest area.
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RECOMMENDATIONS

1.  Admissions and transfers to St. Luke’s units should 
cease. 

2.  All multidisciplinary teams should be fully staffed.

3.  A system of multidisciplinary care planning should 
be put in place.

4.  A programme of individual-needs-based therapeutic 
activities should be established.

5.  The provision of a secure external area should be 
considered for the high observation area.

ST. MICHAEL’S ACUTE 
ADMISSION WARD, MALE SIDE

Date of inspection:  31 May 2006 
Number of beds:  25 male

DESCRIPTION
This is an acute admission ward with 49 beds in total, 
25 for men. The unit has an open door policy, though 
there is a high observation area that can be locked. 
There were six male patients detained on the day of 
inspection. The staffing numbers are five during the day 
and two at night. All five sectors have admitting rights 
to the unit and also the psychiatry of later life team for 
South Tipperary.

MULTIDISCIPLINARY TEAM 
There are six consultant psychiatrists who have access 
to beds, all of whom have NCHDs. There is one clinical 
psychologist covering South Tipperary and also St. 
Luke’s. There is social work input in each sector. The 
only occupational therapy input is to the psychiatry of 
later life team. This is an issue that the St. Michael’s 
management group are trying to address. There is 

access to an addiction counsellor and to Community 
Mental Health Nurses. There is also a ward clerk.

A daily multidisciplinary team meeting held on the unit 
each weekday provides an overview of the current 
state of the unit along with assessment outcomes and 
monitoring the waiting list. There is a high demand 
for beds and there are still a number of admissions 
to units in St. Luke’s Hospital. There is also a weekly 
multidisciplinary team in each of the community 
sectors. Within the acute unit there is a weekly ward 
round for each of the multidisciplinary teams. They 
are held on the unit and there is a regular time slot 
for each team. The issues discussed at the ward round 
are documented in both the nursing and medical files. 
The patient attends the team meeting and is reviewed 
frequently during the week. There is access to the 
multidisciplinary team except occupational therapy. 
Each patient has knowledge of their treating team and 
who their key worker is. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Care plans on the unit are nurse led. There is an initial 
assessment undertaken and also a generic 72 hour care 
plan following admission. The care plans are regularly 
evaluated and reviewed. There is a primary nurse 
system. Nursing staff are allocated to each sector and 
are responsible for the care plans of those patients. The 
patient is involved in the process as much as possible 
and involvement is documented in the nursing notes. 
There is access to an advocacy service as well as a 
befriending service run by Schizophrenia Ireland and 
there is also access to GROW. There are comprehensive 
admission, transfer and discharge policies. These have 
been recently implemented and are subject for review 
in 2007. 

THERAPEUTIC PROGRAMMES
There is no programme of individual-needs-based 
therapeutic activities on the unit. There is a therapeutic 
activity area on the unit and a variety of activities 
are offered by nursing staff. These include anxiety 
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management, relaxation, art, rug making, knitting 
and a variety of games as well as access to TV, music 
and newspapers. The management group of the 
unit are keen to develop therapeutic services and a 
survey of patients was undertaken recently on their 
involvement in therapeutic activities during their 
admission. Approximately 20 per cent of patients 
surveyed responded that they had been involved in no 
therapeutic activities. 40 per cent expressed satisfaction 
with the variety and availability of therapeutic and 
recreational activities and 60 per cent felt that the 
space and accommodation for therapeutic and 
recreational activities was not adequate.

ECT
There is an ECT suite in the unit. There is a waiting 
room with toilets and it is nicely furnished. There is a 
treatment room and recovery room. ECT is administered 
twice a week. There is a register and a recognised ECT 
consultant psychiatrist and nurse. There are appropriate 
consent forms, with consent being obtained by the 
NCHD or consultant psychiatrist. There is written 
information for the patient and an ECT policy. There is 
a pre-ECT assessment undertaken. There is a record of 
each treatment and there is a post-ECT assessment.

SECLUSION
There is a purpose-built seclusion room within the 
high observation area of the ward. The room is safely 
finished to an extremely high standard. There is a 
safe bed with safe fittings and access to an en suite 
toilet and shower. Ventilation is good and there is 
artificial lighting. There is a communication facility, 
good observation and CCTV in place. The seclusion 
register is signed, dated by the NCHD, consultant 
psychiatrist and the length of time is specified, as 
is the termination time although the patient can be 
allowed out of seclusion earlier if their mental state is 
deemed appropriate. Fifteen-minute observations are 
undertaken and there is a seclusion policy. Alternatives 
are considered in advance of seclusion and seclusion is 
prescribed and the reasons are given. 

MECHANICAL RESTRAINT
There is no mechanical restraint on the unit. 

PHYSICAL RESTRAINT
The staff are all trained in control and restraint 
techniques and they have their own instructor on the 
unit. There is a recording system for adverse incidents. 
Following last year’s inspection, the service have 
implemented a policy in relation to giving medication 
without consent.

ENVIRONMENT
The male side of the acute admission ward has a 
bed capacity of 25. The unit is situated adjacent to 
a general hospital. Maintenance of the unit can be 
a problem due to the demands on the maintenance 
department. There was a comprehensive fire safety 
policy and health and safety statement. There was 
disabled access throughout the unit. The decor of the 
unit is good and it was well ventilated. There was 
plenty of natural light and the unit was clean. The unit 
was a patio.

The bedroom accommodation was 5 single rooms, 
one in the high observation area, 1 six-bed dormitory, 
2 tdouble rooms and a 5-bed dormitory in the high 
observation area. There were sufficient numbers of 
toilets, showers and bathrooms. The dining area was 
shared with the female side. There was an activity area 
in the male side. The lounge was furnished to a very 
high standard and had access to a quiet room and the 
patio area. The nurses station was situated close to 
the high observation dormitory. The clinical room was 
shared with the female side and had the appropriate 
equipment and storage.

The high observation area contained six beds, the 
seclusion suite, toilets, a smoking lounge and the 
nurses station. This area can be locked but on the 
day of inspection it was open. Staff reported that 
there is no access to an external area which can be 
problematic.
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SERVICE USER INTERVIEWS 
No service user asked to speak with the Inspectorate 
on this occasion.

RECOMMENDATIONS

1.  Admissions to St. Luke’s units should cease. 

2.  The complement of the multidisciplinary team 
should be increased to ensure that all teams have a 
core multidisciplinary team.

3.  The provision of a secure external area should be 
considered for the high observation area.

ST. LUKE’S HOSPITAL, CLONMEL

ST. CLARE’S WARD
Date of inspection:  31 May 2006 
Number of beds:  22 female

DESCRIPTION
St. Clare’s is a 22-bed female open unit. On the day of 
inspection there were 22 patients, 21 of whom have 
Voluntary status and one patient is a Ward of Court. 
The function of the unit is described as the provision 
of continuing care to elderly patients. It is under the 
clinical direction of a consultant psychiatrist and is 
staffed by five nurses during the day and by two nurses 
at night. There are two members of household staff on 
duty during the day. 

MULTIDISCIPLINARY TEAM
There is no multidisciplinary team input into this unit. 
Staff reported that the consultant psychiatrist visits 
weekly or more often if requested and the NCHD visits 
the unit daily. Yearly physical and mental state reviews 
are conducted. There is no access to a social worker, 
occupational therapist or clinical psychologist. The 

nursing staff assigned to the unit provide the main care 
to the patients on the unit. Services are also provided 
by visiting professionals, including a chiropodist, a 
dietician, a speech and language therapist and a 
physiotherapist.

MULTIDISCIPLINARY TEAM CARE 
PLANNING
There is no system of multidisciplinary care planning 
in use at present. A nursing assessment, including a 
cot-side assessment, is undertaken and this focuses 
on activities of daily living, and a nursing care plan 
is drawn up. The Orem/Peplau model of nursing is 
used. There is a primary nurse system in operation. 
No assessment of family or carer need is undertaken. 
There are no unit-specific policies on admission, 
transfer and discharge. Instead, the generic policies of 
the mental heath service are in operation. At the time 
of inspection one patient was about to be discharged 
to the care of her family.

THERAPEUTIC PROGRAMMES
The nursing staff have completed charts on the likes 
and dislikes of each patient. A Go for Life music and 
movement session is held each afternoon. A Sonas 
programme is run on a weekly basis. Staff engage 
the patients in reality orientation and reminiscence 
work and run a newspaper reading group. Four or 
five patients attend an area off the ward known as 
“occupational therapy” but there is no input from an 
occupational therapist. Activities here include art, 
baking, knitting and sewing, bingo and contract work.

ECT
There is no ECT on this unit.

SECLUSION
There is no seclusion room on the unit and no-one is 
secluded.
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MECHANICAL RESTRAINT
Buxton chairs and cot sides are used on the unit but 
there is no policy on the use of mechanical restraint. A 
policy is in operation on the use of physical restraint. 

ENVIRONMENT
St. Clare’s unit was a ground floor unit in St. Luke’s 
hospital. It provided accommodation for 22 patients. 
The unit was not in a good state of repair and it was 
not designed for its present purpose. Maintenance 
was provided by the maintenance department on 
the campus. A health and safety policy was in place. 
There was disabled access to the unit. The decor 
was not of a high standard and the unit had not 
been painted for a number of years. At the time of 
inspection, building work was going on to improve 
access to an upstairs unit and a number of the exits 
from St. Clare’s were blocked off. There was a nursing 
office and a clinical room. The day area was quite 
cramped and there was little space or privacy in the 
unit. Bedroom accommodation was provided in two 
dormitory areas and three single rooms. One of the 
dormitory areas was run down and had an uneven 
floor that could constitute a hazard. The single rooms 
were on a corridor just off the main unit. One of these 
was being used as a staff changing room and all three 
rooms required wardrobes and new flooring. There 
was a sufficient number of toilets. There was a Parker 
bath but no shower. Plans for a new shower had been 
approved some time before but it had not yet been 
installed. There was no garden attached to the unit. 

RECOMMENDATIONS

1.  There should be multidisciplinary team input to this 
unit and a system of multidisciplinary care planning 
put in place.

2.  A programme of individual-needs-based therapeutic 
activities should be designed and resourced for the 
patients of this unit.

3.  A maintenance programme should be put in place 
for this unit and new furniture and equipment 
should be provided. 

4.  A comprehensive policy should be put in place on 
the use of Buxton chairs and cot sides.

ST. PAUL’S WARD
Date of inspection:  31 May 2006 
Number of beds:  23 male

DESCRIPTION
St. Paul’s Ward is a 23-bed ward for males with 
enduring mental illness. On the day of the inspection 
there were 23 patients, all Voluntary status. The ward 
is under the clinical direction of a named consultant 
psychiatrist. There is a mix of patient needs, some 
requiring physical care while others are mobile and 
independent in self-care. There are five staff rostered 
on duty during the day and two at night. It was 
reported that staffing levels are often lower during the 
day.

MULTIDISCIPLINARY TEAM 
The team consists of medical and nursing input. At 
times individual referrals are made to a social worker. 
There is access to services from St. Joseph’s Hospital 
for speech and language therapy and dietician. It 
was reported that there is no access to physiotherapy 
and that a number of patients require regular input. 
The consultant psychiatrist visits the ward weekly at 
a set time. The NCHD is available on a daily basis. 
The six-monthly medical and psychiatric reviews are 
completed.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is a nursing care plan. The care plan is reviewed 
every six months. Daily progress notes are recorded. 
Reviews are completed more frequently according to 
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clinical need. A number of patients have a moving and 
handling risk assessment completed. The medical notes 
showed evidence of regular reviews and completion of 
medical assessments. The nursing staff use a primary 
and secondary key nurse system. Patients are informed 
of their key nurse and the information is available 
on a board in the day room. There is good family 
involvement and this is encouraged. All new patients 
are transfers into the ward. There is no written policy 
on transfers and criteria for admission.

THERAPEUTIC PROGRAMMES
The main activity of the day focuses on activities 
of daily living. For the patients who are capable of 
engaging, there is no structured programme outside 
the ward tasks.

MECHANICAL RESTRAINT
A number of patients are seated in prescribed chairs 
to aid seating and prevent falls. Four patients use cot 
sides at night. There is no policy in place and this is not 
prescribed in the notes.

ENVIRONMENT
This is a stand-alone single-storey building located 
off the main hospital campus. It was locked due to 
the risks posed by wandering patients. There was 
no enclosed garden space so access to fresh air was 
dependent on staffing. The decor was poor, with the 
walls needing painting; the floors were uneven and 
slippy. This was not safe for a patient group who were 
at high risk of falling. The staff required electric beds to 
aid moving and handling. A number of patients would 
benefit from individual wardrobes in order to promote 
rehabilitation. There was very little privacy in the 
large dormitories. The tiles in the toilets needed to be 
upgraded. The provision of individualised clothing had 
not been achieved.

RECOMMENDATIONS

1.  The environment needs to be improved, equipment 
provided and wardrobes given to patients.

2.  There is a need for occupational therapy input to 
provide a structured therapeutic programme.

3.  Clear assessment of needs completed on patients 
who have potential to live in community residence 
with 24-hour nursing staff supervision must be 
completed and recorded in the chart.

4.  Consideration must be given to the provision of an 
enclosed garden space.

ST. MARY’S WARD
Date of inspection:  31 May 2006 
Number of beds:  23 integrated

DESCRIPTION
St. Mary’s is a 23-bed ward under the care of the 
psychiatry of later life team. On the day of inspection 
there were ten male patients and 12 female patients. 
One patient is on Person of Unsound Mind (PUM) 
status and two patients were on Temporary forms. 
The ward is locked and the patient profile demands 
intensive physical nursing care and the management 
of challenging behaviour. There are five staff nurses 
rostered on duty during the day and two by night. 
There are two dedicated respite beds, which are pre-
booked.

MULTIDISCIPLINARY TEAM 
The team consists of a consultant psychiatrist, NCHD, 
a senior occupational therapist and two clinical nurse 
specialists. This is in addition to the care nursing staff 
on the ward. The team has a weekly multidisciplinary 
team meeting in the sector headquarters, which a 
ward nurse attends. The consultant psychiatrist also 
reviews the ward patients weekly. The NCHD visits 
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the ward daily. Any changes in care and treatment are 
documented in the notes.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The care plans are recorded in separate notes. There 
is a nursing care plan based on the Orem/Peplau 
model. In addition, due to the physical care needs 
of the patients, a number have daily care plans. The 
main care plan is reviewed every three months. The 
nursing staff operate a primary and secondary key 
nurse system. The medical assessment is completed 
and there was evidence in the chart of regular and 
ongoing psychiatric reviews. The occupational therapist 
has completed detailed assessments on patients. These 
notes are in the nursing notes and have set review 
dates. There are regular referrals to the general hospital 
for speech and language therapists and dieticians. This 
service was reported to be efficient. The staff reported 
active involvement from St. Michael’s Unit following 
assessment of placement needs. There are no direct 
admissions.

THERAPEUTIC PROGRAMMES
The ward has two sessions from a senior occupational 
therapist. There were detailed assessment sheets and 
plans for individual patients. There were recorded in 
the nursing care plans. The programme offered is a 
mixture of group work and individual sessions that 
meet the needs of the patients. One of the day rooms 
is used to facilitate group programmes. There is access 
to a minibus and outings are facilitated as appropriate 
and within staffing levels.

MECHANICAL RESTRAINT
The forms of restraint used are cot sides and chairs. 
These are used to prevent patients falling and not to 
restrain. A number of patients also use hip projectors. 
There is no policy in place and restraint is not 
prescribed and documented in the chart.

PHYSICAL RESTRAINT
This is rarely used on the ward. The staff are offered 
training on a regular basis. There are a large number of 
patients (15) with challenging behaviour. All incidents 
are recorded and sent to the risk manager.

ENVIRONMENT
This is a stand-alone single-storey building. The corridor 
and single bedrooms had recently been painted and 
the building was bright and well ventilated. There 
were two day rooms, one at either end of the building. 
The more physically dependent patients used the day 
room and sleeping area nearest the nursing station. 
The occupational therapist used the day room at the 
other end of the building. The bathroom was located 
some distance from the sleeping areas. This presented 
problems from a practical point of view given the 
limited mobility of the patients. The staff suggested 
that an assisted shower area be built within the 
sleeping area or off this area. The staff also required a 
hoist that would lower to the floor and two high/low 
beds. Additional painting needed to be completed in 
the bedrooms. The ward did not have a direct phone 
line. This was reported as a problem in accessing 
mobile phone numbers. There is no enclosed garden 
space.

RECOMMENDATIONS

1.  Team members on the multidisciplinary team should 
increase according to need.

2.  A restraint policy needs to be developed and 
documented in the notes.

3.  Staff need to be provided with the necessary hoists 
and beds to facilitate patient care and meet moving 
and handling criteria.

4.  Complete repainting of the bedroom areas is 
required.
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5.  Consideration should be given to building an 
additional bathroom area.

6.  The ward should be given direct phone line access.

7.  Consideration should be given to an enclosed 
garden space.

ST. BRIDGET’S WARD
Date of inspection:  30 May 2006 
Number of beds:  24 female

DESCRIPTION
St. Bridget’s is a 24-bed female unit. Its primary 
function is to facilitate continuing care for patient 
with a dual diagnosis of enduring mental illness and 
intellectual disability. On the day of the inspection there 
were 15 patients, one of whom was Temporary status 
under the Mental Treatment Act 1945. The external 
door to the ward is locked. One CNM2 and three staff 
nurses staff the ward during the day. At night there are 
two staff nurses on duty. The ward is under the clinical 
direction of a named consultant psychiatrist. Patients 
from the Neagh sector are looked after by their own 
clinical team. There are transfers and direct admissions 
to the ward from the acute unit.

MULTIDISCIPLINARY TEAM 
The ward is under the direction of a general adult 
sector team. This team is very limited in its skill mix. 
Medical and nursing staff review the patients. All 
acute admissions are cared for by the team with 
responsibility for the ward. It was reported that the 
consultant psychiatrist visits the ward twice weekly 
and reviews the clinical needs of patients. The NCHD 
is available outside of these set times. The NCHD 
completes the annual six monthly reviews. The clinical 
psychologist has input into the care and treatment 
of one patient on the ward. Patients are not directly 
involved in the core planning process. There are audit 
cycles happening for the whole hospital in relation to 

direct admissions to long-stay wards, seclusion and 
medications. The clinical director must be informed of 
any admissions and a report forwarded detailing the 
plan. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The team input to the ward is medical and nursing. 
There are separate medical and nursing notes. The 
nursing care plan is based on the Orem/Peplau model. 
There are regular reports in the continuation sheets 
and the plan is reviewed weekly, or as required. The 
medical notes reviewed showed evidence of regular 
review and a treatment plan. The concerns raised by 
the Inspectorate on the last visit have been addressed. 
There was a report from the clinical psychologist in 
the patient’s chart. It was reported that he reviews 
the programme with the staff. The admission policy 
is under review. It is not acceptable that patients are 
admitted directly or transferred to a long-stay ward. 
The clinical director has put in measures to monitor 
and constantly review the practice on a case-by-case 
basis. With acute admissions, the CNM2 has developed 
a discharge sheet for the community mental health 
nurses.

THERAPEUTIC PROGRAMMES
The staff have made positive attempts to provide 
structured leisure and activation type activities on the 
ward daily. A small group go swimming weekly. It 
was reported that in the past two patients attended 
an intellectual disability service off site and that one 
patient attended industrial therapy on the grounds 
of the hospital. There is a need to provide structured 
therapeutic programmes that are needs led. In the 
ward there is a group room and snoezelen room.

ECT
This treatment is not provided on the ward.
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SECLUSION
There is one seclusion room. The seclusion room is of 
poor standard and has been previously highlighted 
by the Inspectorate. A new temporary seclusion room 
that has ventilation was being completed on the day 
of the inspection and will be in use shortly. There have 
been a number of positive developments in relation 
to the practice of seclusion since the last inspection. 
The camera is now boxed in and not on open view. 
Seclusion is recorded on a 24-hour basis. In addition 
to 15-minute observation, the nursing staff review the 
patient’s need for seclusion every half hour. All the 
seclusion documentation reviewed was in order.

ENVIRONMENT
This 24-bed ward is located in a single-storey building. 
It was not purpose built and as a result the layout and 
design impact on the service delivery. However positive 
improvements have been noted. The ward had been 
painted and the nursing station extended to allow for 
improved observation and space for report writing. 
There were seven single bedrooms, one 7-bed area, 
one 5-bed area and one 4-bed area. There was a day 
room, activities room and snoezelen room. There was 
an internal smoking room. There was access to an 
enclosed garden area and external smoking shelter. 
On the day of the inspection a washing machine was 
being fitted. This will allow for individualised clothing 
and laundry facilities on site.

POSITIVE DEVELOPMENTS
There are detailed drawings for the reorganisation and 
upgrading of St. Bridget’s Ward and St. Kevin’s Ward. On 
completion by the end of 2006 both wards will provide 
an improved environment for the care and treatment 
of patients with mental illness and an intellectual 
disability. The bedrooms are now open at night.

RECOMMENDATIONS

1.  The building project needs to be implemented and 
completed.

2.  Input from the full multidisciplinary team to the 
patients on the ward needs to be developed.

3.  Therapeutic programmes based on needs 
assessment need to be developed.

ST. KEVIN’S UNIT
Date of inspection:  31 May 2006 
Number of beds:  23 male

DESCRIPTION
St. Kevin’s ward is a 23-bed male locked ward with 
22 patients on Voluntary status and one patient a 
Ward of Court. The function of the unit is the provision 
of continuing care to patients, most of whom have 
intellectual disabilities. The unit is under the clinical 
direction of a consultant psychiatrist. The unit is staffed 
by four nurses during the day and by one nurse at 
night. There is one member of household staff on duty 
during the day. It is planned to close this unit. Some of 
the patients will go to purpose-built accommodation 
in Cashel and the remaining patients will transfer 
to an interim development on site for patients with 
intellectual disabilities. Staff reported that the patients’ 
bedroom doors are no longer locked at night and that 
the staff member on duty at night remains on the unit 
at all times.

MULTIDISCIPLINARY TEAM
There is no multidisciplinary team input into this unit. 
Staff reported that a consultant psychiatrist and NCHD 
visit the unit weekly, or more often when necessary, 
to review the patients. The nursing staff assigned to 
the unit provide the main care to the patients on the 
unit. Yearly physical and mental state reviews are 
conducted. 
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MULTIDISCIPLINARY TEAM CARE 
PLANNING
There is no system of multidisciplinary care planning 
in use at present. A nursing assessment is undertaken, 
which focuses on activities of daily living, and a 
nursing care plan is drawn up. The Orem/Peplau 
model of nursing is used but no key worker system 
is in operation. No assessment of family or carer 
need is undertaken. There are no unit-specific policies 
on admission, transfer and discharge. Instead, the 
generic policies of the Mental Health Service are in 
operation. During the past year two patients have 
been discharged to the intellectual disability service in 
Cashel. One patient was transferred to the unit from St. 
Michael’s Unit. 

THERAPEUTIC PROGRAMMES
There is no programme of individual-needs-based 
therapeutic activities available on this unit and there 
is no occupational therapy input. Four patients attend 
the intellectual disability service in Cashel on a daily 
basis. Nursing staff take some of the patients on walks 
around the grounds. A snoezelen room is available and 
this is used by some of the patients. Some games are 
available. Staff reported that a bus had been available 
for regular outings but at the time of inspection the use 
of the bus had been withdrawn from the unit and this 
was seen as a huge loss to the patients of this unit. 
Nursing staff have had discussions with the VEC about 
the possibility of introducing art activities to the unit.

PHYSICAL RESTRAINT
A policy is in operation on the use of physical restraint. 
Staff have been trained in control and restraint by 
trainers from within the HSE. A register of training is 
kept by nursing management.

ENVIRONMENT
St. Kevin’s Ward was one of three adjoining units 
in a single-storey building in the grounds of St. 
Luke’s Hospital. Maintenance was provided by the 
maintenance department on the campus. A health and 

safety policy was in place. There was disabled access 
to the unit. The decor was not of a high standard. 
There was plenty of daylight in the day room but the 
corridors were not well lit. The environment provided 
little stimulation for patients. There was a large day 
room with chairs around the walls. The nursing office 
was located in one corner of the day room. It was quite 
small with insufficient space for report writing and 
storage. It also doubled as an interview room. From the 
day room, patients could access an external enclosed 
courtyard that contained a smoking shelter. 

Bedroom accommodation was provided in three large 
rooms each with capacity for six beds, one double 
room and five single rooms. The bathroom contained 
a Parker bath and assisted shower. There was an 
adequate number of toilets. There was a snoezelen 
room and a visitors’ room. The dining room was a 
sectioned-off part of a larger dining area shared by all 
three units in the building. A number of maintenance 
issues needed to be addressed. A mattress and 
a broken chair had not been removed from the 
unit. Some of the door handles were broken. The 
temperature regulator on the shower was faulty. The 
glass of the fire alarm panel had been broken for some 
time. Staff reported that new furniture and equipment 
had been requisitioned but not provided. A new walk-
in shower was required and new chairs were required 
for the day room.

RECOMMENDATIONS

1.  There should be multidisciplinary team input to this 
unit and a system of multidisciplinary care planning 
put in place.

2.  Each of the patients should receive a comprehensive 
assessment of their needs and appropriate 
placements should be provided in accordance with 
these.

3.  A programme of individual-needs-based therapeutic 
activities should be designed and resourced for the 
patients of this unit.
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4.  The proposed provision of an interim refurbished 
unit for patients with intellectual disabilities needs 
to be expedited.

5.  All admissions or transfers to this unit should cease.

6.  A maintenance programme should be put in place 
for this unit and new furniture and equipment 
should be provided. 

ST. JOHN’S WARD
Date of inspection:  31 May 2006 
Number of beds:  22 male

DESCRIPTION
This is a locked facility for men. The total number of 
beds is 22. On the day of inspection there were four 
Temporary patients, one Ward of Court and three 
patients with Person of Unsound Mind (PUM) status. 
There are five nursing staff on duty during the day 
and three at night. All sector teams can admit to the 
unit and there is one consultant psychiatrist who has 
overall responsibility for the unit. Previous inspections 
have recommended the end of admissions to this unit. 
Unfortunately they still continue. This week a 17-year-
old autistic youth was admitted. It was acknowledged 
that this is an inappropriate admission and alternative 
accommodation must be found in the learning disability 
service.

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist who has an 
NCHD. There is no clinical psychology or occupational 
therapy input to the unit. There is one social worker 
attached to one of the sectors whom service users 
can be referred to. There is access to an addiction 
counsellor and to community mental health nurses. 
There is no administrative support though this is 
needed. It was reported that there is access to the 
secretaries in the Assistant Director of Nursing’ office. 
Two of the service users who have a learning disability 

attend a day facility 39 hours per fortnight. There 
are no formal clinical reviews for the patients. The 
consultant psychiatrist calls two to three times a week 
and will see patients at the nurses’ request. There is 
documentation in the files that this occurs.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary care plans. The care plans 
are nurse led. The unit is still taking admissions and 
there have been 17 since January 2006. The unit can 
become unsettled as a result of the admission. There 
does not appear to be admission criteria or process. 
The staff on St. John’s Ward reported that they are 
not involved in the process of admission and they are 
sometimes the last people to know that an admission 
is imminent. They recently had a difficult young patient 
admitted with a profound learning disability who has 
challenging behaviour and is extremely problematic 
on the unit. The staff are doing an extremely good job 
in containing this person but he is not ideally suited to 
this unit. 

Initially each service user has a life skills profile 
undertaken utilising a PSI approach. There are also care 
plans formulated through a system that is hospital-
wide. A key worker system is in place and the key 
worker develops the care plans and reviews. There 
are three groups of patients and primary nurses are 
attached to those groups. No formal risk assessments 
are undertaken presently although there has been a 
tool developed which has not been implemented. Care 
plans are stored in the nursing notes. There is a mixed 
range of patients and needs on this unit. There is a vast 
age range and also a number of people with a learning 
disability. It was estimated that a high number could 
be moved on to more appropriate settings if a more 
comprehensive PSI approach was used. There is access 
to an advocacy service. There is an admission, transfer 
and discharge policy although it must be stated again 
that admissions to this unit should cease.
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THERAPEUTIC PROGRAMMES
The main thrust of activities centres around leisure 
outings to swimming pools, cinema and accessing 
occupational therapy in the hospital, which is mainly 
carpentry or upholstery for the men. There are three 
people who attend the service from the unit. All of the 
patients have some form of ground leave and tend to 
do their own thing. One patient attends a work training 
scheme run by the Mental Health Association.

ECT
There is no ECT in use on the unit.

SECLUSION
Currently six bedrooms could be used for the purpose 
of seclusion. There are plans for this unit to be 
developed and within the plans there is scope for one 
seclusion room with en suite facilities. There is fixed 
furniture in two of the bedrooms. Four of the bedrooms 
have CCTV. There is a seclusion register which is 
signed by the NCHD or the consultant psychiatrist. 
The length of time is specified and termination time 
is also prescribed, but it can be earlier if the mental 
state allows. There is a seclusion policy. Alternatives to 
seclusion are considered. However the documentation 
of the nursing interventions is limited and this could be 
improved upon. Since January 2006 there have been 51 
episodes of seclusion, involving 11 people. One patient 
has a specifically high use of seclusion. He is on special 
observation all the time and if there is insufficient staff 
to provide the special observation one-to-one cover he 
is secluded. 

MECHANICAL RESTRAINT
There is no mechanical restraint in use on the unit.

PHYSICAL RESTRAINT
Some staff are trained in control and restraint 
techniques. The restraint programme is coordinated 
regionally but it is hard to get people on to courses due 
to staff shortages. The hospital has its own instructors.

ENVIRONMENT
This is a 23-bed unit situated in the grounds of a 
psychiatric hospital. There are plans to upgrade the 
unit in the near future and this needs to happen 
urgently. Maintenance can be a problem with an 
overstretched maintenance department. There is no 
routine maintenance plan. There was a health and 
safety policy. There was disabled access. The decor of 
the unit was poor. Ventilation was good and there was 
plenty of natural light. Although there were cleaning 
staff, the unit was hard to keep clean – especially the 
toilet areas. There was a dedicated visitors’ area off the 
ward as no visits were allowed on the unit. There was 
access to an enclosed courtyard. There was a reception 
area. The bedrooms consisted of six single bedrooms, 
two 6-bed dormitories and one 5-bed dormitory. The 
toilet area needed upgrading. There was a bathroom 
and shower room which needed to be segregated to 
enable both to be used at the same time. The dining 
area was off the ward. At the moment there is no 
activity area although this will be created within the 
plans for the renovations to the unit. There was a 
nursing station which was small at present but again 
this will be enlarged in the plans. There was a clinical 
room. There were poor facilities for staff.

OTHER ISSUES RAISED BY THE SERVICE
They find it difficult having to accept admissions. This 
has a knock on effect in the mix of patients. One of the 
main concerns with regard to admissions is the lack of 
process. Maintenance issues are problematic and still 
ongoing for the staff. It is hoped that the new structural 
changes will offer more scope and the staff have been 
involved in discussions regarding the plans. The age 
range of the patients can be vast and at times it was 
from 17 to 88 years. Two staff have diplomas in PSI 
and therefore need to look to develop a more psycho-
social approach within the unit. There is an admission 
policy but it is not always adhered to.
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RECOMMENDATIONS

1.  Although efforts have been made to reduce 
admissions they should cease. 

2.  Needs assessments should be undertaken to 
ascertain the most appropriate accommodation for 
the service users.

3.  The renovations to the unit should occur if there are 
sufficient numbers following the needs assessment.

4.  Multidisciplinary team input to the unit should be 
increased.

5.  The inappropriate mix of patients should be 
addressed.

ST. TERESA’S UNIT
Date of inspection:  31 May 2006 
Number of beds:  22 integrated (10 male,  
 12 female)

DESCRIPTION
This is described as a rehabilitation unit for the South 
Tipperary catchment. There are 22 beds. On the day 
of inspection there were 10 male and 12 female 
service users. The unit is open and all service users 
are Voluntary. It is normal for three staff to be on 
duty during the day although they are often left with 
two and there is only one nurse from 1800h. There is 
one consultant psychiatrist with responsibility for the 
unit and all referrals and admissions are through this 
consultant psychiatrist. A number of the patients on 
this ward are earmarked to go to a new high support 
hostel in Cashel.

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist who has the 
support of an NCHD. There is no clinical psychology or 
occupational therapy available. There is access to social 

work. There is a high need for occupational therapy and 
psychology. There is access to an addiction counsellor 
and also access to the community mental health 
nurses. There is no administrative support. 

The consultant psychiatrist, NCHD and nursing staff 
meet weekly. A number of the patients are selected for 
review in each of these meetings. Written reviews are 
evident in the notes and the care plans are updated. 
The NCHD has daily contact. The patient attends some 
of the review meetings and has access to medical, 
nursing staff and a social worker. They have knowledge 
of their treating consultant psychiatrist and also their 
primary nurses.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The care plans on the unit are nurse led. Each patient 
has had a psycho-social assessment undertaken. 
More recently the patients earmarked to move 
to the high support hostel have had a number of 
assessments undertaken using a PSI approach. There 
is comprehensive evidence of this on the ward. It is 
hoped in the near future to undertake a Functional 
Assessment of Care Environment (FACE) assessment 
for each patient. A primary nurse is identified who 
is responsible for maintaining the care plans. Care 
plans are filed in the nursing notes. There is some 
patient involvement. Some of the patients have carer 
involvement and there is access to advocacy. There 
are hospital-wide admission, transfer and discharge 
policies.

THERAPEUTIC PROGRAMMES
There is a high need for occupational therapy input to 
the unit. Nursing staff try to run a few groups namely 
Solution for Wellness, relaxation and some horticulture. 
Some of the service users attend activities outside the 
unit namely a training centre, NTDI and the activities 
area within the hospital.
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SECLUSION
There are no seclusion activities in the unit. 

MECHANICAL RESTRAINT
There is no mechanical restraint.

PHYSICAL RESTRAINT
There is no physical restraint in the unit.

ENVIRONMENT
This is a 22-bed unit situated in a psychiatric hospital. 
The maintenance of the unit can be problematic. 
There is an appropriate fire certificate and health and 
safety policies. The unit does not have disabled access. 
The decor of the unit was to a high standard. There 
was good ventilation and natural light. There was 
a dedicated visitors’ area and access to a courtyard. 
The bedrooms consisted of ten single rooms for the 
men and a number of double or treble rooms for the 
women. There was a sufficient number of toilets. The 
bath needed to be replaced. It was more suitable for 
an elderly care ward and a more appropriate bath 
needs to be installed. There was a shower room. The 
dining area was pleasant and it was adjacent to the 
kitchen. There was an activity and recreation area and 
there were two lounges, which were extremely well 
furnished. There was a nurses’ office, a clinical room 
and a dedicated staff area.

RECOMMENDATIONS

1.  There should be a multidisciplinary rehabilitation 
team responsible for this unit. 

2.  All the service users should have a needs 
assessment to determine the most appropriate 
accommodation for them.

3.  The unit should have occupational therapy input 
providing a needs based therapeutic programme.

CLONMEL WEST CMHT
Date of inspection:  1 June 2006 
Number of beds:  27,000

DESCRIPTION
This is a general adult community mental health team 
serving a population of 27,000. The service operates 
Monday to Friday from 0900h to 1700h. There is no 
team manager or team coordinator posts. There is 
no business plan but there is a service development 
working group for the South Tipperary area. Annual 
statistics are kept but no annual report. The addiction 
service produces an annual report. The team has 
access to beds in St. Michael’s acute unit. There is 
currently a small sector headquarters and a day 
centre. The headquarters contains a small number of 
offices, insufficient for the needs of the team, and a 
day hospital. There are plans for a community mental 
health centre to be built which will accommodate 
this sector and the Clonmel East sector team. There 
is one medium support hostel with ten beds, four 
low support hostels and six group homes, totalling 42 
beds. The addiction counsellors are based in the sector 
headquarters and they also provide a weekly session in 
Carrick-on-Suir. The two family therapists operate out of 
the sector headquarters as well and there is only office 
accommodation for one of them. The social worker is 
based in St. Luke’s Hospital. 

MULTIDISCIPLINARY TEAM COMPOSITION
There is one consultant psychiatrist, who is a locum 
at present. The consultant psychiatrist also has 
responsibilities in the acute unit, St. Luke’s Hospital 
and the 42 beds in the hostels. There is also a locum 
NCHD. There is no clinical psychologist or occupational 
therapist. It is understood that these posts are vacant. 
There is one full-time social worker. There are two 
addiction counsellors, who also provide a service 
to Tipperary and the Clonmel East sector. They also 
offer an out of hours service. There are two family 
therapists who operate between Clonmel East and 
West sectors and also operate sessions out of hours if 
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need be. There is one community mental health nurse. 
Within the day hospital there is one CNM2 and two 
staff nurses and within the day centre there is one 
CNM2 and a staff nurse. There is also a bereavement 
counsellor who works across both Clonmel sectors, the 
hospice and provides a service to GPs. The sector also 
has access to a self-harm liaison nurse who operates 
0900h to 1700h. There is limited administrative 
support. There is one clerical officer in the day hospital.

REFERRAL PROCESS
The main source of referral to the team is the GP 
wards in St. Luke’s and through liaison. A number of 
the disciplines within the team have open referrals 
but they feed these referrals back into the team 
meeting. The CNM2 from the day hospital manages 
the referrals and there is a minimal waiting list. Each 
referral is discussed at the team meeting, which is held 
weekly. Minutes of this meeting are kept. There are 
also individual discipline referrals between the team. 
There is a comprehensive DNA policy. The addiction 
counsellors and family therapists receive their referrals 
from GPs but other agencies as well and feed these 
back into the team meeting. The team have discussed 
having a single point of entry to it but the current 
resources do not allow this. It was emphasised that a 
team coordinator and a permanent base are needed to 
accommodate this as well as increased administrative 
support. Currently there are in-patient and outpatient 
files.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
The nucleus of a multidisciplinary team care plan is 
in place, with the exception of occupational therapy 
and psychology. Each discipline undertakes an initial 
assessment. The community mental health nurse 
uses the Orem/Peplau model and other assessments 
such as the Camberwell Assessment of Needs and 
Beck’s inventory. Medical staff use a mini mental state 
examination and the DSM3 for diagnostic purposes. 
The addiction counsellors are piloting a regional 
assessment tool and this will be reviewed on a three-

monthly basis. The day hospital uses a psycho-social 
intervention assessment depending on the referral’s 
needs. The family therapists are seeking to establish 
their own assessment tool as is the bereavement 
counsellor. 

The initial assessment is based on need. Each new 
referral is discussed at the weekly team meeting and 
appropriate personnel are delegated to work with 
the referral. Care plans are implemented as soon as 
practically possible. The care plan is discussed with the 
patient and they are involved in developing the care 
plans and any specialist treatments they are having 
from the addiction counsellors, the bereavement 
counsellor or the family therapist. The patients have 
access to an advocacy service, they have peer support 
through Schizophrenia Ireland and there are a number 
of consumer panels. There is a family education 
programme and satisfaction surveys are undertaken. 
There is a strong emphasis on family support within the 
community mental health team. The written care plan 
does not specify the roles and responsibilities of the 
multidisciplinary team although these are discussed at 
the weekly team meeting. Goals are identified for the 
patient to achieve and there are realistic timescales 
set. There is a discharge plan incorporated into the care 
plan. 

TEAM FUNCTIONING
There is a weekly team meeting which includes all 
disciplines and is held within the sector headquarters. 
There is a regular time slot for these meetings. Official 
minutes are kept and are documented. If there are any 
changes the files and care plans are updated. There 
are also periodic case conferences which the patient 
attends. 

PARTICIPATION OF SERVICE USER
The patient does not routinely attend the team 
meeting but does attend the case conference. They 
have access to all members of the multidisciplinary 
team except psychology and occupational therapy. 
Following a review, feedback is given to the service 
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user by their key worker or through outpatient clinics. 
There is close liaison within the team and all disciplines 
work well together. 

 

DAY SERVICES
There appears to be extremely strong links with 
community services. Each professional group links 
in with the local community. There are a number of 
programmes running and a number of the staff work 
within specific projects. Both the day hospital and day 
centre are available to this sector and the Clonmel East 
sector. Both buildings are small but provide a service to 
a considerable number of service users. Both services 
are included in the plans for development. 

POLICIES AND PROCEDURES
There are policies for referrals, for people who do not 
attend appointments, waiting times and keyworking. 
An Operational procedure document is to be 
developed. 

TRAINING AND AUDIT/RESEARCH
There is time allocated to developing multidisciplinary 
team working. The team have utilised the discussion 
paper from the Mental Health Commission on 
multidisciplinary teams. There were two away days 
in 2004 and it is hoped to have further away days 
this year. There is clinical supervision available for 
all members of the team and staff report that they 
are supported in meeting continuing professional 
development (CPD) needs.

RECOMMENDATIONS

1.  The plans to develop a mental health resource 
centre that will provide a sector headquarters and 
appropriate day facilities must be progressed.

2.  The vacant psychology and occupational therapy 
posts must be filled to ensure that the CMHT has 
a core multidisciplinary team that can implement 
multidisciplinary team care plans.

PSYCHIATRY OF LATER 
LIFE TEAM

Date of inspection:  1 June 2006 
Population:  10,200 (over 65)

DESCRIPTION
The psychiatry of later life team was established in 
2001 and is based in Rosehill, a house on the grounds 
of St. Luke’s Hospital, Clonmel. The team covers a 
wide geographical area of South Tipperary and has a 
population of 10,200 people aged 65 years and over. 
The core team service operates a five-day service. 
The team has submitted a business plan for inclusion 
in the overall hospital business plan. The team sector 
headquarters at Rosehill provides office accommodation 
along with consulting rooms for outpatient 
appointments. The team has access to long-term care 
beds in St. Mary’s Ward. Acute admissions are admitted 
to St. Michael’s Ward. There are no dedicated beds, 
however it was reported that access to beds is not a 
problem. There are two respite beds in St. Mary’s Ward 
and other respite beds are also accessed in the generic 
services.

MULTIDISCIPLINARY TEAM COMPOSITION
The team consists of a consultant psychiatrist, an 
NCHD, two community mental health nurses, a senior 
occupational therapist, a secretary and staff nurses on 
St. Mary’s Ward. The community mental health nurses 
are graded at clinical nurse specialist level. The senior 
occupational therapist and one community mental 
health nurse are in temporary or locum positions for 
over one year. There has been no increase in staffing 
since 2001. The next priorities are for an additional 
community mental health nurses and a social worker. 



124BOOK 4 – HSE SouthREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

Funding has been agreed for an occupational therapy 
assistant post for the summer months to input to the 
therapeutic activities in St. Mary’s Ward. 

REFERRAL PROCESS
All new referrals and re-referrals must come from a GP 
or medical consultant. The admission criterion is that 
all referrals must be first presentations to the mental 
health services. Currently there is no waiting list, all 
referrals are triaged and presented at the weekly 
team meeting. Two members of staff of any discipline 
usually complete the initial assessment. A formal 
record is kept of the patient discussed.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
Following initial assessment, a key worker may be 
assigned. There is a single chart and all disciplines 
write into the continuation sheets. The care and 
treatment is documented in the chart. There is a 
strong emphasis on the inclusion of family or carer in 
the initial assessment process and care planning. The 
team has also accessed when appropriate independent 
advocacy services from the Irish Advocacy Network and 
Age Action Ireland.

TEAM FUNCTIONING
The team meets formally on a weekly basis in Rosehill. 
A member of staff from the long-stay ward also 
attends. At this meeting all patients are reviewed, care 
plans are updated and documented in the case notes. 
Twice yearly there is a whole patient review meeting.

PARTICIPATION OF SERVICE USER
There is a strong ethos within the team to include 
patients, families and carers in the development and 
implementation of the care and treatment plan. The 
community mental health nurses are actively involved 
in carer education and ongoing support for carers 
and families in the management of patients with 

dementia. They use the resource packs provided by the 
Alzheimer’s Society of Ireland.

DAY SERVICES
The team do not have a dedicated day hospital. 
They are in discussion as to the appropriateness 
of a centralised day hospital for a geographically 
spread rural population. The team have developed 
relationships with the service providers of day 
centres for generic services and access and use them 
appropriately. They also work with local nursing homes 
to establish and provide support for the placement 
of people. The service is establishing a befriending 
service; the senior occupational therapist on the team 
is the link person.

POLICIES AND PROCEDURES
The team have a written operational policy document. 
They adhere to the policies for the mental health 
service.

TRAINING AND AUDIT/RESEARCH
Continuing Professional Development (CPD) and clinical 
supervision is accessed within the individual disciplines. 
The senior occupational therapist (temporary) does not 
have a line management structure in place. Students 
from all disciplines are welcomed.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
The team had its first away day recently. At this they 
reviewed the policy document A Vision for Change. 
They also set goals and actions for the coming six 
months. All the team members felt that the experience 
had been valuable and that they will continue to build 
on the process.



125BOOK 4 – HSE SouthREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

RECOMMENDATIONS

1.  Appropriate structures for occupational therapy 
services are put in place in order to recruit and 
retain suitably qualified staff.

2.  The community mental health nurse post is 
interviewed and the recruitment process completed.

3. The staffing priorities for a social worker post and 
an additional community mental health nurse are 
agreed in accordance with increased demand.

4. Ongoing review of activity levels and outcomes is 
monitored and audited.
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ST. LUKE’S HOSPITAL, 
KILKENNY

DEPARTMENT OF PSYCHIATRY

ACUTE UNIT
Date of inspection:  8 June 2006 
Number of beds:  19 integrated

DESCRIPTION
The acute area is a 19-bed self-contained area within 
the Department of Psychiatry. There is one seclusion 
room. On the day of the inspection this area was 
locked. There were five male patients and eight female 
patients on the ward. Five general adult teams and 
one psychiatry of later life team have admitting rights 
to the ward. Six nurses staff the area during the day 
and three nurses at night. There were four patients on 
Temporary status on the day of the inspection.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are six sector team meetings each week, with 
each sector operating its own procedure. The Carlow 
sectors (two) have their meeting in Carlow and a 
CNM3 from the Department of Psychiatry attends. 
The Kilkenny sector teams (three) and the psychiatry 
of later life team have meetings in the Department 
of Psychiatry. There is a single case file. All disciplines 
have a section which is colour coded. The nursing 
staff have a care plan based on Roper Logan Tierney 
model. It was reported that care plans are completed 
on admission and updated based on clinical need. 
The medical staff write a treatment plan following 
assessment. This too is reviewed on an ongoing 
basis. There was evidence in the charts reviewed to 
support these processes. The nursing staff operate a 
primary nurse system. The care plan is discussed with 
the patient orally. There are admission and discharge 
policies dated 21 September 2004. There is no transfer 
policy in place. The nursing staff adhere to transfer 
procedure.

THERAPEUTIC PROGRAMMES
The therapeutic programme is planned and delivered 
by an occupational therapist and two clinical nurse 
specialists. There is a group programme and an 
individual programme. If a patient is referred to the 
individual programme there is a specific assessment 
used by the occupational therapist. A consultant 
psychiatrist refers the service user. The group 
programme is based on a ten-week programme. 
Groups include anger management, anxiety 
management, assertion, confidence management, 
healthy living, interpersonal skills, positive thinking, 
recovery, self esteem and stress management. The 
rationale for the programme is skills based. 

The physical resources available are an art room, 
a group room, and a kitchen and there is access to 
transport for social groups. The patient is involved in 
the programme design and there are regular audits of 
their views. There is a community meeting as part of 
the programme. The occupational therapist writes in 
the notes in a separate section and the clinical nurse 
specialist writes in the nursing section of the notes. 
There is also daily feedback. There is access to the Irish 
Advocacy Network peer advocate. 

Each group has set goals for the service user to achieve 
and these are regularly reviewed. The individual 
session’s needs are determined pertaining to need. 
There has been some discussion about incorporating 
the Tidal model and a more solution-focused approach 
to the programme. The programme is new and it was 
advised that it needs time to develop. It is hoped to 
develop a carers group in the future and expand family 
work with all the sectors. Another area of development 
is incorporating early warning signs into a formal risk 
assessment tool. On a previous inspection, it was 
reported that the clinical nurse specialists are often 
asked to undertake other duties when there were 
shortages within the unit. Although it was reported that 
this has not happened since February there was still 
some uncertainty.

KILKENNY/CARLOW
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ECT
The ECT suite is located within this section of the 
Department of Psychiatry. The consultant of psychiatry 
of later life has overall responsibility for the ECT 
programme. There is a waiting room, treatment area 
and recovery room. The ECT register was in order. The 
necessary paperwork to support obtaining consent, 
information and pre and post operative checks were all 
in order. A file of a recent patient who had received ECT 
was reviewed and it was in order.

SECLUSION
There is one seclusion room. It is located within a four-
bed area near the nursing station. The seclusion room 
meets all the identified criteria. There are en suite 
facilities within the room. The seclusion policy was 
dated 21 September 2004. Refractory clothing is used 
as required. On the day of the inspection there was 
no person in seclusion. The nursing staff have started 
to record seclusion over a 24-hour period. There is a 
CCTV camera in the room. The monitor is located in the 
nursing station. There is no policy on the use of CCTV in 
this area. It was reported that the patient is informed 
orally.

MECHANICAL RESTRAINT
The use of any form of mechanical restraint was 
reported as very rare. The Inspectorate was informed 
that a patient had been placed in a Buxton chair as a 
form of restraint recently. The case file was reviewed. 
The restraint had been prescribed by a consultant 
psychiatrist and documented in the notes.

PHYSICAL RESTRAINT
It was reported that staff are trained in control and 
restraint techniques (CNR). The training is completed 
in-house. The register of all training is held centrally by 
nursing management. This record was not inspected.

ENVIRONMENT
The area is located within the Department of Psychiatry. 
It has 19 beds and one seclusion room. The beds are 
configured as follows: five single, two 4-bed areas 
and one 6-bed area. The seclusion room is located 
within an area that contains four single rooms. The 
unit is open four years. The design and decor is of 
a good standard. There are ample sitting areas and 
office space. The area shares a dining space with the 
open ward area. The hospital maintenance department 
provides the maintenance of the area. The unit has 
limited ventilation and this makes the area very warm.

RECOMMENDATIONS

1.  Introduce multidisciplinary team care plans.

2.  Update and write policies on seclusion, mechanical 
restraint and physical restraint in line with best 
practice. 

3.  Provide an improved ventilation system where 
needed on the ward.

SUB-ACUTE UNIT
Date of inspection:  8 June 2006 
Number of beds:  25 integrated

DESCRIPTION
This is the sub acute area of the acute admission ward 
for Carlow and Kilkenny. On the day of inspection 
there were 17 service users, four of whom were of 
Temporary status. This part of the unit has an open 
door philosophy. On duty during the day are four staff 
and at night there are two staff nurses and a CNM2. 
Six teams have admitting rights to the unit, five sector 
teams and a psychiatry of later life team. 
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MULTIDISCIPLINARY TEAM 
There are six consultant psychiatrists, all of whom have 
an NCHD. There is limited access to clinical psychology. 
There is access to social work, occupational therapy 
and an addiction counsellor is available in all sectors. 
Each sector team has a ward round. The three Kilkenny 
sectors and psychiatry of later life team have their 
meetings within the Department of Psychiatry. The 
two Carlow teams meet in Carlow and the CNM3 
from the Department of Psychiatry attends both of 
these meetings. The main agenda for these meetings 
is a clinical review. There is a regular time slot for 
each team to meet. Some of the teams keep official 
minutes of meetings. Any changes are documented 
in the files and the files reviewed had detailed and 
frequent reviews. The patient does not attend the team 
meetings but their views are represented. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The care plans are nurse led. There was an initial 
nursing assessment based on the Orem and Peplau 
models. The care plan is formulated and reviewed 
within three days. Care plans were clear and precise 
and were regularly evaluated. The progress notes 
related to the care plans. There is no risk assessment 
undertaken. It was reported that the central rostering 
system can be problematic with regard to continuity 
of care. There is a standard referral form within 
the service for other disciplines. There is a shared 
file where notes are documented. The care plan is 
communicated at the ward round. The service user 
is informed of the care plan and contributes. There is 
family support and access to advocacy.

The prescription sheets were reviewed and highlighted 
a number of issues. Currently the prescription sheet 
and recording sheet are separate, which could result 
in sheets being separated, making it difficult to check 
records. 

THERAPEUTIC PROGRAMMES
The therapeutic programme is planned and delivered 
by an occupational therapist and two clinical nurse 
specialists. There is a group programme and an 
individual programme. If a service user is referred 
to the individual programme there is a specific 
assessment used by the occupational therapist. The 
service user will have been referred by a consultant 
psychiatrist. The group programme is based on 
a ten-week programme. Groups include anger 
management, anxiety management, assertion, 
confidence management, healthy living, interpersonal 
skills, positive thinking, recovery, self esteem and stress 
management. The rationale for the programme is skills 
based. 

The physical resources available are an art room, a 
group room, a kitchen and there is access to transport 
for social groups. The patient is involved in the 
programme design and there are regular audits of 
their views. There is a community meeting as part of 
the programme. The occupational therapist writes in 
the notes in a separate section and the clinical nurse 
specialist writes in the nursing section of the notes. 
There is also daily feedback. There is access to the 
Irish Advocacy Network. Each group has set goals for 
the service user to achieve and these are regularly 
reviewed. 

The individual session’s needs are determined 
pertaining to need. There has been some discussion 
about incorporating the Tidal model and a more 
solution-focused approach to the programme. The 
programme is new and it was advised that it needs 
time to develop. It is hoped to develop a carers group 
in the future and expand family work with all the 
sectors. Another area of development is incorporating 
early warning signs into a formal risk assessment 
tool. On a previous inspection it was reported that 
the clinical nurse specialists are often asked to 
undertake other duties when there were shortages 
within the unit. Although it was reported that this has 
not happened since February there was still some 
uncertainty.
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ECT
There is an ECT register in place. The psychiatry of later 
life consultant is responsible for ECT and nursing staff 
allocated to the sector the service user is from. Medical 
staff obtain consent and there are appropriate policies 
regarding consent. 

SECLUSION
The seclusion facility is in the acute area of the unit. 

MECHANICAL RESTRAINT
There is no mechanical restraint used in the sub acute 
unit.

PHYSICAL RESTRAINT
It was reported that the staff are trained in control 
and restraint techniques and receive updates. It was 
reported that staff receive a supportive approach from 
management regarding training but replacement of 
staff can be an issue. It was also reported there is no 
clinical supervision.

ENVIRONMENT
This part of the Department of Psychiatry has a bed 
capacity of 25. Maintenance is described as good and 
there is disabled access. The decor of the unit was 
to a high standard and ventilation was satisfactory. 
There was plenty of natural light. The unit was 
clean and there were regular cleaning staff. There 
was an appropriate number of information boards 
with relevant and up-to-date information. There is a 
dedicated visitors’ area within this part of the unit and 
access to a garden. There is a reception area and an 
assessment area for all admissions. The bedroom areas 
consist of two 6-bed dormitories, two 4-bed and five 
single rooms. There are sufficient numbers of toilets, 
bathrooms and shower rooms. The dining area was 
shared with the acute area. It can be very busy. There 
is an activity and recreation area and one lounge was 
reserved as a smoking room and one small TV lounge. 
There was a quiet area and an interview room. The 

nurses’ station was an office with an open plan area. 
The clinical room had appropriate equipment and 
storage.

SERVICE USER INTERVIEWS 
No patient requested a meeting with the Inspectorate.

RECOMMENDATIONS

1.  Each patient should have a multidisciplinary care 
plan.

2.  A systemised approach to risk assessment should be 
implemented leading to risk management plans.

3.  A multidisciplinary working group should be 
established to review the current documentation 
practices regarding prescriptions. 

4.  The roles and responsibilities of the clinical nurse 
specialists should be clarified.

ST. CANICE’S HOSPITAL

ST. GABRIEL’S UNIT
Date of inspection:  7 June 2006 
Number of beds:  29 integrated (9 male, 11 female)

DESCRIPTION
This is a locked unit under the care of the psychiatry 
for later life team. The day prior to inspection all the 
patients had moved from St. Joseph’s Ward in St. 
Canice’s Hospital to this modified building, now known 
as St. Gabriel’s Unit  in the grounds adjoining St. Luke’s 
Ward. In addition, a day hospital on site had been 
developed along with offices for the psychiatry of later 
life team. This move marked the end of all patients 
residing in the old building at St. Canice’s Hospital. This 
is a locked unit. On the day of inspection there was 
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one certified patient and one who was a Person of 
Unsound Mind (PUM). The unit has been extensively 
refurbished. The Inspectorate was informed that an 
application for staff in the day hospital which has yet to 
open had been submitted. It is being used currently as 
offices for the team. 

MULTIDISCIPLINARY TEAM 
The team consists of one whole-time consultant 
psychiatrist who also will have responsibility for the 
day hospital, one NCHD and two community mental 
health nurses. There were no clinical psychologists, 
social workers or occupational therapists on the team. 
Since last September/October a nursing key worker 
system has been introduced. There is one secretary 
appointed to the team . The team meets once a week 
to review all the clients. The location of the meeting 
is in the nurses office on the unit. There is a regular 
time slot. This meeting is attended by the person 
in charge of the unit, the NCHD and the consultant 
psychiatrist. There are no official minutes kept. All 
patients are reviewed at this meeting. The care plans 
are not reviewed at the team meeting. In addition the 
NCHD conducts a ward round on a Tuesday. There was 
evidence that six-monthly physical examinations were 
being conducted.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
As there is no multidisciplinary team there is no 
multidisciplinary team care planning. Patients admitted 
to the unit have an assessment of their problems 
conducted based on the nursing model and have a 
medical and psychiatric assessment. The mini mental 
state examination is routinely used on all patients. 
There is no formal risk assessment conducted although 
this is being looked at. A key worker is identified. The 
multidisciplinary team can be involved by referral and 
their involvement is then documented in the case 
files. All the notes are kept in one chart. The care plan 
is communicated by the key nurse with the patient if 
able. The patient is involved as far as is possible. The 
Inspectorate was informed that family are involved 

in care planning. There is no formal assessment of 
need although this is being looked at and families 
are seen by the consultant psychiatrist on request. 
The Inspectorate was advised that if an allied health 
professional did see a client that he or she would 
attend the ward round. There is a referral protocol for 
admission to St. Gabriel’s Unit. As this is a relatively 
newly developed service there are no other policies yet 
developed specific to this unit other than on physical 
restraint. 

PARTICIPATION OF SERVICE USER 
Patients do not routinely attend the team meeting. 
The maximum interval between reviews of patients 
is monthly. There is no direct access to occupational 
therapy, psychology or social work. Access can be 
arranged with difficulty through referral by the 
consultant psychiatrist. Staff described good training 
opportunities and availability of training. There was no 
research currently being conducted on the unit.

THERAPEUTIC PROGRAMMES
The development of a programme is based on the 
nursing care plan which identifies needs. The day room 
and the room available for the occupational therapist 
are both available for group programmes and individual 
programmes to be conducted. The programme is 
based on a combination of skill-based and activation/
distraction modules. The nurse in charge designs the 
weekly programme. The patients are not involved in 
deciding what interventions best suit their individual 
needs although families are invited to contribute. Two 
of the patients on this unit attend industrial therapy 
(conducted by a nursing manager and nursing staff). 
Activities included in the programme include exercise, 
sewing, knitting, music, CD and outings, newspaper, 
reminiscence therapy and Sonas. Mass is available 
both on the unit regularly and in the hospital church. 
Nursing staff deliver the programme. There are no 
external agencies involved. There is no community 
meeting as part of the therapeutic programme. There 
is no formal advocacy component to the programme. 
Efforts are made to involve family at Christmas and 
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summer barbecues. There is a minibus shared between 
St. Luke’s Unit and St. Gabriel’s Unit to facilitate outings. 
A snoezelen room is planned for the day hospital and 
this will be available to residents. There is also an 
outside garden where it is intended residents would be 
encouraged to engage in horticulture. The nursing care 
plan is regularly reviewed and as part of this review 
performance on the programme is assessed. Dates are 
set for review meetings. 

ECT
There is no ECT used on this unit.

SECLUSION
Seclusion is not used on this unit.  

MECHANICAL RESTRAINT
There is a policy on the use of restraint in the care of 
the older person in St. Joseph’s (now St. Gabriel’s) and 
St. Luke’s dated March 2006. There is no formal register. 
There is a restraint book which details the length of 
time, termination time and is signed by the nurse in 
charge. Mechanical restraint is generally written up 
for the care and prevention of harm to the patients 
and is prescribed by the consultant psychiatrists in the 
case notes and there is evidence that this was being 
done. Restraint is generally documented when a belt 
is used, however the use of cot sides was not being 
documented. Inspection of the case notes confirmed 
that restraint was prescribed, the reason was given, 
that alternatives were specified and there was 
evidence of review of the length of time and that the 
termination was recorded. 

PHYSICAL RESTRAINT
This is not used in this unit.

ENVIRONMENT
This was a very pleasant, bright, recently refurbished 
unit which was still clearly in a state of transition given 
that patients had just spent their first night on the 
unit at the time of inspection. The bed capacity was 
deemed to be 29 although staff informed me that 
there was an agreement to maintain the capacity at 
24. It is a single-storey unit adjacent to St. Luke’s Unit 
in the grounds of St. Canice’s Hospital. The day hospital 
is situated at the opposite end of St. Gabriel’s Unit. 
Maintenance is provided by St. Canice’s Hospital and 
this unit meets the fire safety standards. There was 
good disabled access to the unit. The decor was good, 
bright and well ventilated and extremely clean though 
information boards had not been erected. There was no 
clear reception, admission or visitors’ area on entry to 
the ward. There was a room which had been intended 
to be used for this purpose but was now converted to 
a smoking room. This smoking room had no access to 
the outside and was extremely warm on the day of 
inspection as there was a large area of window glass. 
Blinds apparently were on order. 

The unit opened directly into a large day room which 
was overlooked by a bright nursing station which had 
good visibility. This was a spacious room. To the right 
of the day room was the dining room, kitchen and 
storage rooms. This unit in turn led through to the day 
hospital. On the left side of the day room were the 
bedrooms. There was one double bedroom, one room 
with three beds and six rooms with four beds. All the 
bedrooms were en suite with a toilet, wash-hand basin 
and shower. There was one bathroom with a special 
bath for the use of the unit. The day room doubled 
as the activity area. The day hospital adjacent had a 
snoezelen room, a therapy area and space for meetings 
along with offices. The nurses station was used as an 
interview room. The clinical room was located within 
the day hospital. Staff indicated a preference for having 
the clinical room nearer to the nurses’ station. There 
was a staff room. There was limited storage. There 
was a room for care of the dying which was currently 
being used for storage. On the day of inspection service 
users were just becoming accustomed to their new 
surroundings. 
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POSITIVE DEVELOPMENTS
 The development of a day hospital which is subject 
to the appointment of a full multidisciplinary team.

 The fact that the team is looking at developing 
policies and procedures specific to the psychiatry of 
later life team.

RECOMMENDATIONS

1.  A full multidisciplinary team needs to be appointed. 

ST. LUKE’S WARD
Date of inspection:  7 June 2006 
Number of beds:  31 integrated (12 male, 18 
female)

DESCRIPTION
St. Luke’s Ward is a single-storey unit in the grounds of 
St. Canice’s Hospital. The function of this unit has yet to 
be determined but it tends to provide continuing care 
for older patients. It is an open unit and on the day of 
inspection there was one detained patient. There are 
four nursing staff and one health care assistant on duty 
during the day with two nursing staff at night. All the 
patients in this unit are under the care of the same 
team.

MULTIDISCIPLINARY TEAM
All the patients in this unit are under the care of a 
single consultant psychiatrist. There is in addition one 
NCHD who also covers St. Gabriel’s Ward, the other 
remaining long-stay ward in St. Canice’s Hospital. There 
is no clinical psychologist, social worker, occupational 
therapist, addiction counsellor or community mental 
health nurse attached to this unit. The nursing staff 
operate a key worker system. There is no designated 
secretarial support although staff have access to 
secretarial backup in the general office. The domestic 
arrangements are that there is a housekeeper seven 

days a week and one catering attendant. In addition 
there are two hours of part-time catering available per 
day. The unit caters for patients who range in age from 
49 to 90 years. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Following admission, patients receive a nursing 
assessment and a medical and psychiatric assessment. 
There is no formal multidisciplinary care planning. 
Routine bloods are also taken. The psychiatric 
assessment routinely includes a mini mental state 
examination and a key worker is identified. As there 
is no multidisciplinary team there is very limited input 
into patient care.When an assessment was obtained 
from an allied health professional this is documented in 
the case files. The nursing care plan, which is based on 
the Orem model, is communicated with the patient and 
the family generally are involved. There is no formal 
assessment of families’ needs and there is no review 
meeting by the multidisciplinary team.

ADMISSION/TRANSFER/DISCHARGE
The admission policy is as per the guidelines of the 
Department of Psychiatry in Kilkenny. They are not 
specific for St. Luke’s Ward. There was no transfer or 
discharge policy available. There is little evidence from 
examination of the case files of consultant psychiatrist 
review although the staff report that the consultant 
psychiatrist attends the unit each week. Nor was 
there evidence that all six-monthly physical reviews 
have been conducted. There is a need for a protocol 
for review of the nursing care plan. In addition to a 
review of the nursing care plan, nursing staff complete 
progress notes on patients according to need. These 
again need to be according to some fixed schedule. 

TEAM FUNCTIONING
There is a weekly meeting on the unit attended by 
the consultant psychiatrist, NCHD and the nurse in 
charge. This is conducted in a nursing office on the 
ward. It takes approximately one hour and no official 
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minutes are kept. The proceedings of the meeting are 
documented in the clinical case files. A number of six-
monthly physicals are conducted prior to this meeting 
and a number of patients are reviewed at the meeting. 
Care plans which are nursing led are not reviewed at 
this team meeting. It was stated that every six months 
there was a review of the physical and medical needs 
of the patients although this was not confirmed on 
inspection of the charts. 

Patients are seen at the team meetings and their 
views are represented if they are unable to deliver 
them for themselves. The nursing care plan is reviewed 
every three to six months and they are reviewed by 
the NCHD every six months and as needed. There 
is very limited access to any multidisciplinary input 
but this can be brought in from outside if required. 
A physiotherapist attends the ward on a Friday for 
approximately one hour. Following the team meeting 
the CNM2 reports the proceedings of the team meeting 
to the key worker who relays it on to the client. The 
details of key worker are posted on the notice board. 
Staff report that although training is available they are 
often unable to attend due to staffing problems. On the 
day prior to inspection an audit had been conducted by 
one of the student nurses on the unit. 

THERAPEUTIC PROGRAMMES
The therapeutic programme tends to be based on 
needs identified by the nursing assessment. All 
programmes are conducted in the day room/dining 
room. On the day prior to inspection patients from St. 
Joseph’s Ward had moved into the newly refurbished 
St. Gabriel’s Unit adjoining St. Luke’s Ward. There is a 
multipurpose room now situated between both wards 
for the use of the physiotherapist, aromatherapist and 
the occupational therapist both of whom need to be 
recruited.

A daily programme has been made out for each 
individual patient with an emphasis on personal 
hygiene, relaxation and TV. This also needs to be 
reviewed on an ongoing basis and as part of the 
nursing care plan. Some of the patients on the unit 

go home a couple of times per week. Some patients 
attend the hospital “occupational therapy”. Cards, 
bingo, papers and TV are available on the ward. There 
is a visiting art therapist. Mass is held on the unit once 
a week and in St. Gabriel’s on a different day of the 
week. There are orientation boards on the unit. The 
key worker discusses with the patient their preferences 
in drawing up an individual programme. There is 
no overall coordinator of a ward-based programme. 
There are no formal community meetings. There is an 
advocacy service available through the Irish Advocacy 
Network. There is no formal review of goals and 
performance on the programme. 

A new day centre/hospital is to be established for the 
team for later life psychiatry and this will incorporate a 
snoezelen room.  

ECT
There is no ECT on this ward.

SECLUSION
There is no seclusion used on this ward.

MECHANICAL RESTRAINT
There are guidelines on the use of mechanical restraint 
available on the unit. Two patients on this unit 
have restraint written up in the patient chart. This is 
documented in a separate restraint book that records 
the time of commencement and termination and is 
signed by the nurse. The reason for restraint is not 
stated although the Inspectorate was informed this was 
for the safety of the patients despite cot sides being 
used. This is not formally recorded. There was confusion 
regarding the use of restraint to prevent aggression 
or agitation and that used to limit injury from falls. 
There is no formal register and restraint had been 
used on this ward for quite some time without it being 
prescribed medically. Restraint had been prescribed the 
day prior to inspection and it was indicated that this 
was to be reviewed in 48 hours. 
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PHYSICAL RESTRAINT
This is not used on this ward.

ENVIRONMENT
This is a single-storey 30-bed unit situated in the 
grounds of St. Canice’s Hospital. It has disabled 
access. The general decor needs upgrading. It has 
satisfactory ventilation and light and cleanliness. There 
is information clearly displayed. There was access to an 
outside area. There was no secretary/reception area or 
admission area. The unit opens directly into the large 
day room. There were three single bedrooms, two 
double rooms and four 4-bed rooms. In addition there 
was one bedroom with seven beds which is directly 
off the nurses’ station and which is for a higher level 
of observation. There were no en suite facilities. There 
was one bath for the unit and two showers. In addition 
there was a toilet and shower off the day room. There 
was one day room-cum-dining room. There was a new 
room for chiropody, physiotherapist and occupational 
therapy and there was a smoking room which opened 
outside and a visitors’ room. There was evidence of 
patients being able to accumulate their own personal 
belongings in their rooms, which made the atmosphere 
quite homelike and pleasant. Patients use the visitors’ 
room as a quiet space. There were no separate nurse 
interview rooms, the nurses’ station being used for this 
purpose. There was no clinical room. Medications were 
stored in a night office along with oxygen, suction was 
kept in a 7-bed room and there was limited storage. 
While there was no high observation area the night 
office directly looked on to the 7-bed room. Patients on 
the unit generally seem happy with the care they were 
receiving and mentioned that they had seen the doctor 
the previous day.

RECOMMENDATIONS

1.  This unit should also come under the POLL team 
which should be fully staffed. 

2.  The day hospital should be opened as soon as 
possible

3.  There should be multidisciplinary team care 
planning.

4.  There is a need for clear policies and documentation 
of mechanical restraint.

5.  There should be a full psychiatric and physical 
review of each client at least every six months.

ALTAMOUNT UNIT
Date of inspection:  7 June 2006 
Number of beds:  13 integrated

DESCRIPTION
This is a unit that stands alone close to the campus of 
St. Canice’s Hospital. On the day of inspection there 
were nine residents, four men and five women. All 
of the residents are discharged from hospital. The 
unit was initially set up as a step-down and crisis 
intervention unit. However, over the years beds in 
other community residences have filled and the 
discharge rate from Altamount has stalled. However, it 
was reported that a number of service users are being 
prepared for discharge from the unit. There are two 
staff on duty both day and night. There are three sector 
teams who can admit to the unit.

MULTIDISCIPLINARY TEAM
There are three consultant psychiatrists who have 
admitting rights to the unit, each of whom has an 
NCHD. It was reported that there is limited access to 
a psychologist and there is access to a social worker 
and occupational therapist if required. Similarly, if need 
be, there is access to an addiction counsellor. There 
is no ongoing contact from community mental health 
nurses. There is access to family therapists, a nurse 
counsellor and a number of the service users attend a 
day hospital, day centre, industrial therapy, or the work-
based training organisation TASK.
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Service users within Altamount attend outpatient 
clinics. It was reported that the CNM2s have access 
to the sector team meetings, which are held weekly, 
and can contact the medical staff outside of these 
meetings. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The care plans are nurse led. They are based around 
a life skills profile or a social function scale which 
all service users have recently had undertaken and 
are comprehensive. Three of the four day staff are 
currently based within Altamount so continuity of care 
is good. The night staff are allocated from a rota. There 
is no defined key worker system. The nursing staff 
are linked to the sectors. There is some occupational 
therapy input but the majority of input is from the 
nursing and medical staff. Service user involvement is 
encouraged. A number of the service users manage 
their own finances but some have to have assistance. 
Carer involvement is encouraged. It was reported that 
the Irish Advocacy Network are undertaking a meeting 
within the service within the near future.

THERAPEUTIC PROGRAMMES
There are no therapeutic programmes in place within 
the unit. All service users attend activities away from 
Altamount. They are all on a four-day programme 
which involves either contact with the day hospital, day 
centre, industrial therapy or occupational therapy within 
St. Canice’s. One service user attends a training scheme 
at TASK. One service user who has a learning disability 
attends day centres for people with learning disability.

ENVIRONMENT
The bed capacity for the unit is 13. The unit stands 
alone in its own complex. Maintenance is described 
as good and there is an appropriate fire certificate 
and health and safety policy. There was good disabled 
access. The decor was of a reasonable standard 
although some of the bedrooms needed redecorating. 
Ventilation was described as good and there was 

plenty of natural light and the unit was clean. There 
was an information board with relevant and up-to-
date information. There was access to a garden which 
one of the service users helps to maintain. All the 
bedroom areas were individual rooms equipped with 
a wardrobe, sink and a bed. The rooms were all a 
good size. There were a sufficient number of toilets, 
bathrooms and shower rooms. The dining area was 
large and appropriate to the needs of the unit. There 
was a kitchen where all meals were prepared. There 
was a PE room which contained a treadmill and 
exercise bike. The lounge was a good size and nicely 
furnished. There was also a smoking lounge. There 
was a nurses’ office with an office at the back which 
contained storage for the drugs and files. 

SERVICE USER INTERVIEWS 
Three service users asked to meet the Inspectorate and 
said they were satisfied with the care they were given.

RECOMMENDATIONS

1.  The service should be part of a dedicated 
multidisciplinary rehabilitation service.

2.  Each service user should have a comprehensive 
needs assessment determining their future 
placement.

3.  The therapeutic programme should be more 
community-orientated rather than utilising the 
hospital day services.
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ST. DYMPNA’S HOSPITAL, 
CARLOW

ST. PATRICK’S WARD
Date of inspection:  6 June 2006 
Number of beds:  18 integrated

DESCRIPTION
St. Patrick’s Ward is an 18-bed unit located on the 
ground floor of St. Dympna’s Hospital. On the day of 
the inspection there were 17 patients, ranging in age 
from 26 to 85 years. Two patients were Wards of Court; 
the remainder were all Voluntary status. St. Patrick’s 
Ward is under the clinical direction of one sector team. 
There are two nursing staff on duty during the day and 
one at night. It is described as a continuing care, low 
dependency, male ambulant unit.

MULTIDISCIPLINARY TEAM 
The consultant psychiatrist and NCHD visit the ward 
weekly and address any concerns raised by the nursing 
staff. The actions are recorded in the case notes. The 
ward staff representative has recently attended a 
sector meeting. It was reported that these meetings 
will review individual care and treatment plans. No 
other members of the multidisciplinary team are 
attending the ward.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The nursing staff use the Peplau and Orem model of 
nursing. The care plans reviewed were in order. Some 
standard care goals are on typed sheets. Regular 
reviews are completed. Progress notes are written 
weekly. There was evidence in the medical case notes 
of regular reviews. The patients are not formally 
involved in developing a care and treatment plan, 
which is communicated orally to them. It was reported 
that all patients have good family contacts and some 
go home weekly. The admission and discharge policies 

relate to the general mental health service and are 
dated 21 September 2004. there was no review date.

THERAPEUTIC PROGRAMMES
There is a mixture of patients and needs on the ward. 
Some patients are referred to the Dolmen Centre. 
It was reported that some patients are reluctant to 
attend. The programme focuses on contract work. A 
number of patients have their own routine and are 
not involved in set programmes. There is no record in 
the chart of personalised goals or feedback from the 
Dolmen Centre.

SECLUSION
There is a dedicated seclusion room on the ward. 
There has been three episodes of seclusion over 
36 hours for one patient since 2006. The seclusion 
register was in order. The seclusion policy is dated 21st 
September 2004. The clinical file showed evidence of 
assessment and review. The intervention was reviewed 
with nursing staff. The nursing log of observation was 
available for inspection. The room is very basic, with 
normal finish and mattress. There is air conditioning in 
place. There is no communication facility. The toilet is 
located nearby. The patient is nursed in night clothes. 
There is no CCTV in operation. The seclusion room is 
located down a side corridor away from the main ward 
area.

ENVIRONMENT
This is an 18-bed unit comprised of three single rooms, 
two double rooms and two dormitory areas. The unit 
was clean and bright on the day of the inspection. 
A number of bedrooms had personal items in place. 
There is access to an internal smoking room within 
a day room. There is a dining room and a pool table. 
There is a visitors’ room, which is multipurpose. There 
is also a nursing station and clinic room. The patients 
have access to the hospital grounds. The staff reported 
that they are waiting the upgrading of the shower and 
a number of other small items. It is hoped that they 
will be completed soon.
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RECOMMENDATIONS

1.  The future of this ward needs to be outlined in the 
overall hospital plan. 

2.  The care and treatment of patients needs to be with 
a full multidisciplinary team in rehabilitation.

3.  Therapeutic programmes need to be established to 
meet the individual rehabilitation needs of patients 
and be linked to multidisciplinary team care plan.

4.  The seclusion room needs to be upgraded.

CLANN NUA UNIT
Date of inspection:  6 June 2006 
Number of beds:  8 integrated

DESCRIPTION
Clann Nua is a de-designated unit located over three 
floors in St. Dympna’s Hospital, Carlow. The ward has 
seven beds and one crisis bed. On the day of the 
inspection there were three male residents and five 
female residents. The ward is open and is under the 
clinical direction of the Carlow sector teams. There are 
two nursing staff rostered on duty during the day, with 
one nurse on duty at night. The night nurse may be 
called to provide relief on other wards. Eight patients 
attend the unit daily from two low support hostels for 
medication and money management. This is provided 
by the unit staff daily.

MULTIDISCIPLINARY TEAM 
There is no dedicated rehabilitation team. The two 
sector teams address the patient needs. The teams 
consist of consultant psychiatrists, NCHD, nursing 
staff and social worker. It was reported that there 
is no clinical psychologist or occupational therapist 
on the teams. Individual patients are reviewed in 
the outpatient clinic. The unit nursing staff attend 
the sector team meeting monthly. They can make 

referrals to shared staff across the sectors especially 
in vocational rehabilitation. There is no formal 
multidisciplinary team assessment and rehabilitation 
plan in place for each individual. Each individual is 
reviewed in the Outpatients Department and this is 
recorded in the chart. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no formal multidisciplinary team rehabilitation 
plan. The nursing staff complete a life skills profile 
assessment every three months. Improvements in 
the areas of self-care, non-turbulence, social contact, 
communication and responsibility are assessed by 
staff and recorded using a star system. Each year a 
quality of life questionnaire is completed. The medical 
psychiatric reviews are completed in the Outpatients 
Department and recorded in the chart. Each individual 
is registered with a GP and attends as necessary. 
The crisis bed individual is assessed by the NCHD at 
set intervals in the day hospital. There is no formal 
nursing care plan developed. Length of stay varies. 
The Inspectorate reviewed financial procedure for each 
individual. There was no financial management policy 
in place and individuals and staff were not double 
signing withdrawals of money. The nursing signature 
log was dated 4 May 2004 and the signatures were 
not witnessed. It was later reported that there are 
two policies in operation. These were not viewed on 
the day. There is a procedure for admissions dated 20 
March 2004. There is no procedure for discharge. There 
is no written policy for the admission procedure or 
criteria for individuals admitted for “crisis”. 

THERAPEUTIC PROGRAMMES
There is no individual rehabilitation programme that is 
linked to a rehabilitation plan. There is a ward structure 
around self-care and cooking of meals. The meals are 
prepared on site and individuals are rostered to be 
involved. Most residents attend a number of centres 
on site. One person attends National Learning Network 
off site. There is no written feedback linked to care 
planning in the notes from the onsite centres. The Irish 
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Advocacy Network is available to the residents. The 
unit does not facilitate a community meeting.

PHYSICAL RESTRAINT
Staff reported that they were offered training in 
breakaway techniques. Restraint is not in use on the 
ward.

ENVIRONMENT
The ward is located over three floors. The ground floor 
accommodates dining area, smoking room and kitchen. 
The first floor accommodates the office, bedrooms, 
showers and non-smoking sitting room. The second 
floor contains a laundry room, storage and additional 
bathing facilities. The first floor and individual bedrooms 
have been painted and are bright and clean. The other 
floors have not been recently painted. Housekeeping 
services are provided on a limited basis over three 
days. Given the layout of the ward is it inaccessible for 
individuals with a physical disability.

RECOMMENDATIONS

1.  A full rehabilitation multidisciplinary team should be 
appointed.

2. A multidisciplinary team assessment of need should 
be be completed for each patient to determine the 
most appropriate placement.

3. Multidisciplinary team individual care and treatment 
rehabilitation plans need to be introduced.

4.  Programmes and interventions to meet the need 
should be developed.

5.  There should be auditing and development of 
financial policy.

6.  Define the role and criteria for use of “crisis bed” in 
a written policy.

7.  Assess if there is an overprovision of care to 
residents from low support hostels attending the 
ward.

GREENBANKS
Date of inspection:  7 June 2006 
Number of beds:  13 integrated

DESCRIPTION
Greenbanks house is a detached residence located on 
the edge of Carlow Town. It has two functions, firstly 
to provide planned respite care for known service 
users from two sector teams and secondly to provide 
short-term “crisis“ accommodation (72 hours) to 
known service users. The house also receives patients 
discharged from the department of psychiatry. There 
are eight beds available for short-term unplanned 
residents and five beds for planned respite care. The 
house is staffed during the day by a CNM3, a CNM2 
and a part-time staff nurse. At night there are two staff 
nurses on duty. Both Carlow sector teams can refer 
people to the house. On the day of the inspection there 
were six residents, all in planned respite care beds.

MULTIDISCIPLINARY TEAM
The care and treatment provided is under the clinical 
direction of the two general adult sector teams. 
The core staffing on a daily basis is nursing and one 
household staff member. The medical staff visit twice 
weekly or as required. Residents are encouraged 
to access appointments through the day hospital 
or Outpatients Department. The medical team are 
contacted daily by phone and visit twice weekly. All 
residents who are received at the house in need of 
support are reviewed according to the policy the next 
day. Nursing notes are also kept. Those residents who 
are in respite care have a nursing care plan but are not 
reviewed by the medical team in the house. Monthly 
returns are submitted on activity levels to the Director 
of Nursing.



139BOOK 4 – HSE SouthREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans. The 
nursing staff have a care plan based on Orem/Peplau 
model. It is completed when the resident arrives 
and reviewed based on clinical need. There is an 
opportunity for the resident to sign the care plan. The 
nursing staff operate a key nurse system. The files 
reviewed were all of residents in respite care. The 
nursing notes were in order and up to date. There 
were no medical entries as it was reported that 
respite residents are not reviewed during their period 
of respite. There is a written access policy dated 5 
April 2006. There is also a discharge policy/procedure 
dated 5 April 2006. A member of staff from the house 
attends the sector team meeting weekly.

THERAPEUTIC PROGRAMMES
All residents have an individual weekly/activity 
programme. It includes personal tasks within the 
household and attendance at various work/day 
services. There is a multipurpose room in the house 
where people can listen to relaxation tapes and use 
exercise bike. Residents assist with shopping, cooking 
and laundry. A domestic science teacher provides one 
session per week to the residents.

ENVIRONMENT
This is a detached two-storey residence. It is clean 
and bright. The bedrooms are all single rooms with 
wardrobes and sinks. There is one double room. It is 
hoped to reduce the bed numbers from 13 to 12 to 
ensure each resident has a single room. Residents with 
a physical disability can be accommodated downstairs. 
There are enough toilets, bathrooms and shower 
facilities. There is also access to a laundry room, kitchen 
and dining area. There are two sitting rooms (one non-
smoking). There is a large garden area. Staff have an 
office and staff showering facilities. There is a clinical 
room. Medications are dispensed and recorded on a 
card index system. No residents are self-medicating.

RECOMMENDATIONS 

1.  The community residence should become part of the 
rehabilitation service. 

2.  The team should write an operational policy 
document describing all aspects of care and 
treatment.

KELVIN GROVE
Date of inspection:  6 June 2006 
Number of beds:  16 integrated (7 male, 9 female)

DESCRIPTION
This is a unit specifically for people with a learning 
disability and is locked for safety reasons. On the day of 
inspection all patients were Voluntary. There were five 
nursing staff on duty during the day and two at night. 
All the patients are under the care of one consultant 
psychiatrist. 

MULTIDISCIPLINARY TEAM 
There is no multidisciplinary team with responsibility 
for this speciality area. There is one general adult 
consultant psychiatrist who has responsibility for the 
service users. The consultant psychiatrist also has 
responsibilities in other wards in St. Dympna’s Hospital, 
the Department of Psychiatry in Kilkenny and a sector 
team. There is an NCHD available to the service who 
visits twice a week or more frequently if needed. There 
is no clinical psychology, social work or occupational 
therapy input. There has been occupational therapy 
input from community care in the past to carry out 
assessments for equipment. It is reported that the 
CNM2 can attend the sector team meetings which are 
held weekly in order to discuss any of the patients. 
There is a regular time slot for this meeting but there 
are no regular reviews held in the unit. Any changes to 
the care are documented in the file. 
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans. The care 
plans are nurse led and are based on the Orem/Peplau 
models but have been specifically designed to meet 
the service users’ needs following liaison with other 
units of similar nature. Care plans were comprehensive 
and were yearly reviewed. There is no identified key 
worker system. Staff are allocated to each patient on 
a team basis. Each of the patients has a six-monthly 
physical and mental state examination. Family contact 
is infrequent but is encouraged by staff. There is an 
advocacy service available but they have not called 
to the unit. The population on the unit is fairly static. 
There has only been two admissions in the last five 
years.

THERAPEUTIC PROGRAMMES
There is no recognised therapeutic programme in the 
place on the unit. The staff try to stimulate the service 
users as much as possible, encouraging them to spend 
as much time outdoors as possible. There is a multi-
sensory room. There is transport available to the unit 
and there is a regular swimming session. Staff try to 
undertake activities for an hour in the morning and 
afternoon and also for a half hour in the evening.

ECT
There is no ECT carried out within the unit. 

SECLUSION
Although there is no seclusion room there is a room 
designated for time out. One patient is care-planned 
to have time out but is not locked in this room. It was 
reported that the patient would not stay in the room 
for more than fifteen minutes. However, the notes 
indicated that the patient was in fact placed in time 
out for over half an hour but there are no recorded 
observations.

The room used for time out is a side room in the 
dormitory. The only furniture in the room is a chair. The 

windows are closed by a shutter and it is reported that 
the door is not locked. There are observation windows. 

MECHANICAL RESTRAINT
There are three patients in chairs, two of whom due 
to the fact that they cannot mobilise. The chairs have 
safety restraints and are tipped back. The consultant 
psychiatrist has written in the notes of each of these 
service users that they need to be in these chairs. It is 
also care planned in the nursing file.

PHYSICAL RESTRAINT
It is reported that it is not necessary to use physical 
restraint and the staff use ABC Diffusion of Incidents. 
There is a strong emphasis on de-escalation. 

ENVIRONMENT
Once again the plans to develop a new unit and to 
close Kelvin Grove were discussed. This needs to 
be advanced as soon as possible due to the current 
condition of Kelvin Grove. The bed capacity is 16. There 
are regular ongoing maintenance needs. In particular 
one of the external yards needs to be developed to 
be used. It was reported that there were regular fire 
drills and the point of access is the courtyard. There 
was limited disabled access. The decor was in a poor 
state. The house was as clean as it could possibly be 
due to its current condition. There was access to an 
external yard with limited stimulus. The bedroom areas 
consisted of two dormitories, one male and one female 
and there were two single rooms. There were two 
bathrooms, one off the dormitory and one in the main 
area which had a jacuzzi bath. There was one shower 
room off the dormitory area. There were activity and 
recreation areas throughout the unit and also a multi-
sensory room. The dining areas were separated similar 
to the activity areas. The smoking room needed an 
extractor fan. There was a nursing office and a very 
small clinical room.
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RECOMMENDATIONS

1.  The plans to relocate the service must be expedited 
as a matter of urgency. Any urgent maintenance 
work must be carried out to ensure that the 
patients’ needs are met. 

2.  The staffing input to the unit must be enhanced 
to include the full membership of a core 
multidisciplinary team. Staff must have experience 
and expertise in working with people who have a 
learning disability.

3.  A therapeutic programme must be initiated by 
appropriately qualified staff to ensure that the 
service users’ needs are met.

4.  While it was reported to the Inspectorate that the 
CNM 2 has access to the sector team meeting, this 
is insufficient to ensure that each service user is 
reviewed on a regular basis. Regular reviews must 
occur on the unit.

5.  Clarity regarding the use of time out must be 
established and records kept.

ST. ANNE’S UNIT
Date of inspection:  6 June 2006 
Number of beds:  13 male

DESCRIPTION
This is a male care of the elderly service. Though 
there is open access to the unit there is a coded door 
restricting access from the unit. All patients were 
Voluntary and there were three Wards of Court. There 
are two staff nurses and a CNM2 on duty during the 
day and one male staff nurse on duty at night. There 
are no new admissions to the unit, there are only 
transfers from other wards. 

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist with responsibility 
for the unit who also has responsibility for other wards 
within the hospital, a sector team and beds within 
the Department of Psychiatry. There is one NCHD who 
visits daily. There is no access to psychology or an 
occupational therapy. It was highlighted there is a need 
for access to social work. It was reported that some 
service users attend the Dolmen Centre within the 
hospital. There was access to community mental health 
nurses from the sector team. The sector team meet on 
a weekly basis and the CNM2 from the unit has access 
to this meeting on a monthly basis. The purpose is to 
review patients and address any problems and discuss 
issues. This has been a recent innovation and needs 
to be enhanced to ensure that the service users are in 
receipt of regular reviews.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans. The care 
plans are nurse led. There is no key worker system. The 
nursing staff are rostered onto the unit. The CNM2’s 
are regular on the unit. There is an initial assessment 
undertaken and nursing care plans are implemented. 
It was reported that the unit is to undertake a pilot 
project in risk assessment. There is a risk assessment 
tool identified and it is hoped to be implemented in the 
near future. Nursing care plans are of a good standard 
but do not appear to be linked into the monthly 
meeting. The majority of the patients have been on the 
unit for a considerable period of time and need to have 
a needs assessment undertaken to determine the most 
appropriate accommodation to meet their needs. The 
decision to transfer a service user to this unit is made 
by a consultant psychiatrist.

THERAPEUTIC PROGRAMMES
There is minimal therapeutic activity in the unit. The 
Dolmen and Dove Centre are available to the patients 
but only one patient goes to the Dolmen Centre. There 
are few leisure activities undertaken on the unit.
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MECHANICAL RESTRAINT
Two of the patients have specific chairs following 
occupational therapy assessments and also one patient 
has a battery powered wheelchair. 

ENVIRONMENT
This unit has a bed capacity of 13. Maintenance was 
reported as good. There was regular contact with the 
fire officer who undertook fire drills for the staff. There 
was disabled access. It was reported that the unit 
needed repainting. Ventilation was good. The unit was 
bright with plenty of natural light. It was clean, they 
had regular cleaning staff. There were information 
boards with up-to-date and appropriate information. 
There was a dedicated visitor’ area and access to a 
garden. The bedroom areas consisted of one dormitory 
and four single rooms. There were sufficient toilets and 
bathrooms and there was a new bath on order. There 
was a dining /lounge area which was large. There was 
a smoking room. The nursing station was situated in a 
corner of the lounge area. There was an office needed 
to ensure privacy and safe storage of notes. Currently 
the drug trolleys are chained to the wall and these 
need to be secured in a locked room.

RECOMMENDATIONS

1.  While it was reported to the Inspectorate that the 
CNM 2 has access to the sector team meeting, 
this is insufficient to ensure that each patient is 
reviewed on a regular basis. Regular reviews must 
occur on the unit.

2.  Patients should have access to all members of the 
multidisciplinary team leading to multidisciplinary 
team care plans.

3.  A needs assessment should be undertaken on 
all patients to determine the most appropriate 
accommodation.

4.  An office should be provided for the staff to ensure 
confidentiality and the safe storage of files and 
medication.

ST. MARY’S UNIT
Date of inspection:  6 June 2006 
Number of beds:  16 integrated (4 male, 12 female)

DESCRIPTION
This is a unit for the care of the elderly. The unit has 
an open door policy. On the day of inspection there 
were four people who were Wards of Court. There are 
four nursing staff and one health care assistant on duty 
during the day and two nurses at night. It was reported 
that there are no admissions to the unit and that 
the unit is under the responsibility of one consultant 
psychiatrist. The health care assistant is permanently 
based on the unit. The post was developed as part of a 
pilot scheme. 

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist who has 
responsibility for the service users. The consultant 
psychiatrist also has responsibilities to a sector team, 
other wards within the hospital and the Department of 
Psychiatry. There is one NCHD who has regular contact 
with the ward. There is no clinical psychology or 
occupational therapy input. There is access to a social 
worker. One of the CNM2s has undertaken a course in 
activity in care training. It is hoped that a programme 
will be initiated within the elderly care units. There 
is also access to the sector community mental health 
nurses. The clinical team do not meet on the unit. 
The CNM2s from the unit have access to a monthly 
sector team meeting. The meeting is held off the unit. 
If there are any reviews of patients at this meeting, 
any changes in care are documented in the medical 
notes. As this was a recent innovation there was no 
written evidence to support that any patient had been 
reviewed at a sector meeting. All the drug charts have 
recently been rewritten.
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans. All 
the care plans are nurse led. It was reported that all 
the service users have long term needs. They would 
have had an initial profile undertaken and care plans 
resulting from this profile. There is a strong emphasis 
on physical wellbeing. There is no key worker system. 
Nursing staff are rotated onto the unit so continuity of 
care is an issue. The nursing staff who are allocated are 
divided into two teams who have responsibility for the 
patients allocated to these teams. The staff can write 
in the progress notes but the CNM2s are responsible 
for overseeing the care plans. It was reported that 
since last year’s inspection there is now one consultant 
psychiatrist with responsibility for the unit and this has 
helped. Any documentation is written in the shared 
file. There is good family support and it was questioned 
whether there is any advocacy support.

THERAPEUTIC PROGRAMMES
At the moment there is limited scope for activities on 
the unit. However once the CNM2 has completed the 
Activity in Care training programme it is hoped that a 
programme will be implemented. 

MECHANICAL RESTRAINT
There is one patient who is in a chair and is strapped in 
to prevent falling. This is documented in the notes and 
it was reported that a physiotherapy referral has been 
made. 

ENVIRONMENT
The unit has a bed capacity of 20. There are 16 people 
currently in-patients. The ward is situated in the local 
hospital. Some of the unit has been redecorated since 
the last inspection and there is a request in for more 
work. It was reported that the fire officer undertakes 
fire drills for the staff. There was disabled access but 
there was a need for a disabled toilet. The ventilation 
in the unit was good and there was plenty of natural 
light. The unit was clean and there were regular 

cleaning staff in place. There were two information 
boards, one for patient information and one for staff. 
There were also requisitions in for more notice boards. 

There was a designated visitors’ area which was nicely 
furnished. There was access to a garden and it was 
hoped to develop sensory-development with raised 
beds. The bedroom areas were divided into two 5-bed 
dormitories, two 4-bed and two single rooms. There 
were a sufficient number of toilets, bathrooms and 
shower rooms but it was reported that safety rails were 
needed in one of the showers. The dining area had 
been increased in size since the last inspection and this 
had resulted in more space for the patients. There was 
no activity or recreation area and this was needed. The 
lounge area had recently been redecorated. There was 
a multipurpose room, a nurses’ office and a clinic room. 
There was a designated staff area and appropriate 
storage.

The 2005 inspection highlighted that a number of 
policies were needed to be put in place and these 
were now implemented. It was also reported that 
there is an internal audit to focus on the issues raised 
in the inspection process and also to audit the standard 
of note keeping.

RECOMMENDATIONS

1.  While it was reported to the Inspectorate that the 
CNM 2 has access to the sector team meeting, this 
is insufficient to ensure that each service user is 
reviewed on a regular basis. Regular reviews must 
occur on the unit.

2.  The therapeutic programme should be implemented 
based on the training course recently undertaken 
by one of the CNM 2’s. The programme should be 
facilitated by the CNM 2 on a full-time basis across 
all elderly care services. 
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KILKENNY NORTH SECTOR 
CMHT

Date of inspection:  7 June 2006 
Population:  15, 000 approximately

DESCRIPTION
This is a general adult mental health team operating 
Monday to Friday from 0900h to 1730h. There is 
community nurse cover on a Saturday. The addiction 
service and occupational therapy service can offer out 
of hours’ appointments. The population of the sector 
is approximately 35,000. There is no devolved budget, 
it is held centrally. The team have access to shared 
buildings with the other sectors in Kilkenny. There are 
outpatient clinics held within the hospital campus and 
in health centres. The team has access to beds in the 
Department of Psychiatry. There are two day centres 
in rural areas and one day centre in Kilkenny that is 
shared with the other sectors. There is a day hospital 
in Kilkenny and access to industrial therapy. There are a 
range of community residences available to the sector 
at high, medium and low support level. The team have 
offices in both St. Canice’s and St. Luke’s hospitals. 
There is no dedicated sector team base.

MULTIDISCIPLINARY TEAM COMPOSITION
There is one consultant psychiatrist who also has 
responsibility for people in the Department of 
Psychiatry and also in the hostels. There is one NCHD. 
There is no clinical psychologist. It is a vacant post. 
There is social worker who covers two sectors. There 
is one occupational therapist who has 0.4 whole-time-
equivalent of a management role for the five sectors 
in Carlow and Kilkenny and 0.6 whole-time-equivalent 
of a senior occupational therapist post for the three 
sectors in Kilkenny. There is one addiction counsellor, a 
family therapist and two clinical nurse specialists. There 
is administrative support. However the administrative 
support is minimal and needs to be expanded. There 
is also an Assistant Director of Nursing who has 
responsibility for the other two sectors and a nurse 
counsellor. 

REFERRAL PROCESS
The main source of referral is GPs but the team 
also receive referrals from liaison psychiatry, other 
hospitals and self-referrals. The urgent referrals are 
seen by a doctor or nurse as soon as is practically 
possible and routine referrals are discussed at the next 
team meeting. The point of access for referrals is the 
secretary. For routine appointments the maximum 
waiting list is six weeks. Each referral is discussed at 
the team meeting and the most appropriate discipline 
will undertake the first assessment and feed back 
to the sector team. Official minutes are kept of the 
referrals and a database is compiled. There is also an 
internal individual discipline referral system. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
The team are working towards implementing a 
multidisciplinary team approach to care planning. If 
a particular discipline is working alone with a service 
user they will implement their own assessments 
and plans of care. However the cases referred to the 
team are assessed undertaking the basic principles of 
multidisciplinary team care planning. It is anticipated 
that the team will run a pilot scheme initiating a new 
approach which was influenced by the multidisciplinary 
team discussion paper issued by the Mental Health 
Commission. A risk assessment is incorporated into the 
new system. 

TEAM FUNCTIONING
The team meet on a weekly basis. The agenda is set 
and includes discussion on in-patients, reviews of 
community patients, feedback from other meetings 
and referrals. The meeting is held in the Department 
of Psychiatry and is held at a regular time. All team 
members attend and official minutes are kept. Any 
changes in care are documented in the files and the 
care plans are updated. 
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PARTICIPATION OF SERVICE USER
The service user is fully involved in their care. They 
meet regularly with members of the team and every 
six months there is a recovery plan meeting which 
includes the service user and their family. The service 
user does not attend the team meeting but their views 
are represented by a key worker. They have access to 
a full multidisciplinary team apart from a psychologist. 
It was reported that the service user would have 
knowledge of the treating team and knowledge of 
their key worker. There were a number of information 
leaflets available describing what each discipline and 
the service provides. There is a strong emphasis within 
the team of developing a rapport with the service user. 
Second opinions are readily available and the service 
user can choose whom they have a second opinion 
from. 

DAY SERVICES
The team have strong links with agencies in the 
community namely FÁS, GROW, Aware, Schizophrenia 
Ireland and other local services. The addiction service 
has a close working relationship with probation service 
that also have access to residential treatment facilities. 
The social worker has close contact with Women’s 
Refuge, Rape Crisis and Child Protection. There are 
day hospital facilities and day centres available within 
the sector team. There are good links with vocational 
services and strong accessibility for service users. 

POLICIES AND PROCEDURES
There are policies in place regarding referrals, people 
who do not attend appointments, waiting times and 
key working.

TRAINING AND AUDIT/RESEARCH
Training is an issue for the team currently. Funding, 
replacement time and allowing time for long courses 
is practically non-existent. Staff reported they had to 
fund courses themselves or do courses in their own 
time. There are a number of conferences that are held 
but again it is difficult to be released to attend these 

as there are no personnel to replace them. Notification 
of courses is also problematic in that it is often short 
notice, or the courses start before an application can be 
made. Some members of the team described a positive 
response to training. However the overall consensus 
was more support could be given by management. 
Another issue of concern raised was a number of cost-
cutting initiatives limiting mileage claims and the use 
of mobile phones. The team feel they cannot function 
to best meet the needs of the service users if they are 
restricted in travelling and communicating with service 
users and colleagues.

The team are currently undertaking a number of 
research projects. The three projects are “Research 
into the Number of Detained Patients over a 20-year 
period”, “Metabolic Screening and Monitoring Process” 
and “An In-patient Pro Forma”. Clinical supervision is 
practically non-existent for all disciplines. Although a 
number of the senior staff provides clinical supervision 
they do not receive any themselves. The family 
therapist is undergoing a training course in supervision. 
The medical staff receive supervision and have regular 
teaching sessions. However it was pointed out that a 
number of team members receive peer supervision 
within their own discipline and there is a strong 
emphasis around peer support within the team.

RECOMMENDATIONS

1.  The team should have a sector team base with 
sufficient office space and information technology 
for all staff.

2.  The complement of the team should be increased, 
the clinical psychology post should be filled and 
each sector should have its own full-time social 
worker and occupational therapist.

3.  A career structure should be in place for all 
disciplines that ensures leadership and clinical 
supervision occurs.
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CARLOW SOUTH SECTOR CMHT
Date of inspection:  7 June 2006 
Population:  25,000

DESCRIPTION
Carlow South Sector services a population of 25,000 
people. It is a largely rural population. The team have 
offices in St. Dympna’s Hospital, Carlow. The core team 
is operational Monday to Friday with on-call medical 
service to the Department of Psychiatry. A nurse out of 
hours and at the weekends staffs the day hospital. The 
team has access to two day centres and various levels 
of skill-based programmes based on the hospital site. 
The team can access placements in Greenbanks and 
various hostel accommodations. Outpatient clinics are 
based in the hospital and in a satellite clinic. The team 
does not have an annual report for 2005 or a business 
plan for 2006.

MULTIDISCIPLINARY TEAM COMPOSITION
The team is currently led by a consultant psychiatrist 
(locum). There are two NCHD posts, one full-time 
to the acute service and 0.5 whole-time-equivalent 
to rehabilitation. The nursing staff form the largest 
component of the team. There is an Assistant Director 
of Nursing, clinical nurse specialists, staff nurses and 
various nursing grades in the day hospital; day centre 
and the long-stay wards. There is no specialised 
team, so the sector team also has responsibility for 
rehabilitation. Referrals can be sent to staff shared 
between all sectors for vocational and community 
support. The team also has a part-time social worker 
(team leader grade) and a family therapist. It was 
reported that the family therapy service was not in 
operation and referrals had not been sent December 
2004. There is currently no occupational therapist or 
clinical psychologist on the team. It was reported that 
these posts had been advertised and will be at basic 
grade level. The team also has a health care assistant 
who supports the rehabilitation service.

REFERRAL PROCESS
All new referrals to the team are sent to the consultant 
psychiatrist from the GPs primarily. The consultant 
psychiatrist prioritises the referrals. It was reported that 
urgent referrals are seen within 24 hours and others 
are seen within two weeks. There is no waiting list 
and the medical team completes initial assessments. 
There is an internal referral system to day services and 
social worker and family therapy. It was reported during 
the meeting that there is no waiting time for these 
services.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
There are no formal multidisciplinary team care 
plans. There is a single case file which is colour 
coded for various disciplines. It was reported that in 
outpatient clinics medical assessment is completed 
and referrals made as appropriate. On discharge from 
the Department of Psychiatry there is a pre-discharge 
meeting. The patient is orally informed of the care 
plan. Family and carers are involved where appropriate. 
The community mental health nurses have developed 
a care plan and are awaiting approval to commence. 
They currently record only progress notes.

TEAM FUNCTIONING
The team meets weekly in Carlow. A member of staff 
attends from the Department of Psychiatry. There are 
two ward rounds in the Department of Psychiatry 
attended by medical staff. The team discuss clinical 
cases. There are no official minutes. Case notes are 
updated by the NCHD. A recent development has been 
the introduction of a monthly agenda item to review 
patients in rehabilitation. No reviews had taken place 
at the time of inspection.

PARTICIPATION OF SERVICE USER
At the acute phase it was reported that service 
users are included in a pre-discharge meeting in 
the Department of Psychiatry. Service users are met 
individually by relevant staff. They do not attend the 
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team meeting. There are plans to commence a family 
and carers group and service user groups in conjunction 
with Schizophrenia Ireland. This group will be facilitated 
in a local community venue.

DAY SERVICES
The team can access services in day hospital day 
centres and vocational assessment and placement 
services. Service users can travel independently to 
the services. The service has access to transport and 
will collect people if necessary. The rehabilitation 
component of the team has access to hostels, respite 
care and short-term crisis care. The day hospital is 
open over a seven-day service. There is an out-of-
hours nursing input and one staff nurse is available 
at the weekend. The primary function of the day 
hospital is assessment and medication management. 
The Outpatients Department clinic is adjacent and 
the clozaril clinic takes place there. There is no set 
programme. Service users are referred on the various 
other points e.g. day centre or skill base programme.

POLICIES AND PROCEDURES
There is no written operational policy for the team. The 
team is guided by the policies and procedures for the 
Carlow/Kilkenny Mental Health Services. There are no 
specific policies for the sector team.

TRAINING AND AUDIT/RESEARCH
There are currently no team audit or research projects. 
It was reported that individual disciplines have access 
to Continuing Professional Development (CPD). 
Clinical supervision is provided formally to counselling 
therapist, family therapist and NCHD. A number 
of senior nursing staff have attended a leadership 
programme facilitated by HSE.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
There is currently no in-service team programme or set 
opportunities for wider team discussions. It is hoped 
that a specific rehabilitation service will be appointed in 
the near future. This will improve the services overall.

RECOMMENDATIONS

1.  A full rehabilitation team to meet the needs of 
rehabilitation population in Carlow/Kilkenny needs 
to be appointed.

2.  A full multidisciplinary team to South Carlow sector 
with appropriate skill mix needs to be appointed.

3.  The team should write an operational policy 
outlying how the team functions and the roles and 
responsibilities of each team member. 

PSYCHIATRY OF LATER 
LIFE TEAM

Date of inspection:  8 June 2006 
Population:  14,500 (Estimated)

DESCRIPTION
This team commenced a clinical caseload in August 
2005. It serves a catchment of Carlow/Kilkenny, an 
over-65 population of 14,500 approximately. The 
service operates Monday to Friday. The team has 
just acquired a day hospital building. The consultant 
psychiatrist has an office base in the Department of 
Psychiatry. The team has four acute in-patient beds in 
the Department of Psychiatry. Long-term care beds are 
located in St. Gabriel’s Ward in St. Canice’s Hospital. It 
currently accommodates 24 beds. It is planned that 
this will develop into a specialised ward for the care of 
Alzheimer’s and for dementia care. There is capacity for 
an additional four beds.
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MULTIDISCIPLINARY TEAM COMPOSITION
The multidisciplinary team currently comprises of a 
consultant psychiatrist (locum), NCHD, two clinical nurse 
specialists (community nurses) and a secretary. There 
are core nursing staff based in the long term care ward. 
The team does not have an occupational therapist, 
social worker or clinical psychology. It was reported 
that the team can refer to a clinical psychologist on the 
sector teams 

REFERRAL PROCESS
Referrals are accepted from GPs. Exclusion criteria 
include those who have attended the general adult 
service in the last ten years. All referrals are triaged by 
the locum consultant psychiatrist. They are prioritised 
into urgent and routine. All urgent referrals are seen 
within 24 hours. Official minutes are kept of the 
meetings.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
This is a developing service. The care plan was 
described as a management plan. It is developed 
following a domiciliary visit. A number of standardised 
assessments are completed as appropriate. Cases are 
reviewed at the weekly team meeting. The team is 
aware and attends to all aspects of the risk in relation 
to this population. Families who are carers are an 
essential part in formulating a plan. A collateral is taken 
and the service user is informed at all stages in the 
process. No notes were reviewed during the inspection 
process.

TEAM FUNCTIONING
The team meets on a weekly basis to review new 
referrals, in-patients and long-stay patients. The 
management plans are updated and recorded in the 
case notes. 

PARTICIPATION OF SERVICE USER
The service users are involved in the planning process. 
This is developed in conjunction with families and 
carers. The team has also developed links with 
voluntary agencies. Currently the service is not 
facilitating a carers group.

DAY SERVICES
The team has acquired a day hospital building a 
number of days prior to the inspection. There is no 
dedicated staff allocation, so the day hospital is not 
operational. The team is discussing the option of 
developing a mobile day hospital to meet the needs 
of the more rurally located service users. The team can 
and does access generic day hospital and day centre 
places. In addition they have developed links with 
community care services.

POLICIES AND PROCEDURES
The team has a written operational policy. They also 
have a service plan outlining their immediate staffing 
needs.

TRAINING AND AUDIT/RESEARCH
Individual discipline training is provided through the 
usual process. Clinical supervision is provided to the 
NCHD. All other staff have no formal supervision but 
benefit from informal peer supervision. The consultant 
psychiatrist and NCHD are involved in two audit 
projects looking at need assessment and discharge 
letters to GPs.

RECOMMENDATIONS

1.  The team membership needs to be greatly 
improved to reflect the need and norms for this 
population.

2.  To staff and operationalise the day hospital is a 
matter of urgency.

3.  To put in place clinical supervision procedures for all 
staff.
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MID WESTERN REGIONAL 
HOSPITAL, ENNIS

ACUTE ADMISSION UNIT
Date of inspection:  7 November 2006 
Number of beds:  39 integrated (34 adult,  
 5 old age)

DESCRIPTION
Since the last inspection the bed numbers in the unit 
have decreased to 39, made up of 34 adult beds and 
five beds for the psychiatry of later life service. Within 
the complement of adult beds there are five beds in 
the high observation area, which has been reduced 
from nine on the previous inspection. 

On the day of inspection, the unit was locked and there 
were two patients detained under the Mental Health 
Act, 2001. On duty each day there are a 0.5 whole-
time-equivalent Assistant Director of Nursing, one 
CNM3, one clinical nurse specialist (ECT), one CNM2 
(Activation) and 6 staff nurses. It was reported that 
service users in the community have to attend the unit 
for clozaril bloods, which can be distressing for them. 
At night there are five nurses on duty. There is also a 
CNM2. Although there is some core staffing in the unit 
some staff are subject to a central roster. 

Six teams admit to the unit, four sector teams, a 
rehabilitation team and a psychiatry of later life 
team. It was reported that the unit is enhancing 
the multidisciplinary team input to service delivery 
and have recently decided to undertake the 
refocusing project. A leadership group made up of 
various members from the multidisciplinary team 
has been established with a view to steering the 
project. It is imperative that this group oversees the 
implementation of the refocusing project and ensures 
that all disciplines are signed up to the project. There 
is also practice development involvement and the 
recommendations in A Vision for Change have proved 
to be a valuable resource. 

MULTIDISCIPLINARY TEAM
Each team admitting to the unit has the components 
of a multidisciplinary team except for one sector 
which has a social work vacancy. The North and West 
sectors share a social worker. The clinical teams meet 
weekly in the acute unit to review their patients. There 
is a regular time slot for each meeting and all team 
members attend. The notes are integrated and any 
changes in the care are documented in the files.

The patient attends the team meeting and as part of 
the refocusing project has one-to-one time with their 
key nurse each day. Each week the patient participates 
in a care plan meeting that ascertains how they are 
feeling at the present time and what their plans are 
for the week. There is also a community meeting. The 
patients have access to the multidisciplinary team and 
are reported to know who their treating team are. 

There is training available for staff, in particular 
mandatory training which involves cardio-pulmonary 
resuscitation, training in breakaway techniques and in 
manual handling and lifting. There is also support for 
staff to pursue post-graduate training.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The unit is beginning to undertake the role of 
multidisciplinary team care planning. On admission, 
the nursing and medical staff undertake an initial 
assessment and this leads to a care plan. At the next 
team meeting, the patient is presented to the team 
and prior to this meeting a primary nurse goes through 
a multidisciplinary team plan that leads to treatment 
goals from all disciplines, which are discussed at the 
team meeting and decided upon. A key worker is 
linked to the sector. The patients are involved in the 
care plan and have a daily one-to-one session with 
their key nurse. The one-to-one sessions are audited 
by the CNM3. A pro forma is filled in each week by the 
multidisciplinary team highlighting what their input 
will be with the patient. This needs to be enhanced 
to describe what the interventions of each member 
of the team will be. The plan does specify goals 

CLARE
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within specific timescales. No formal risk assessment 
is currently undertaken. The team were looking to 
develop discharge plans as part of the care planning 
process. On admission there is an estimated discharge 
date and criteria for discharge. They are intending 
to develop discharge planning meetings which will 
involve all agencies and family. It is imperative that 
family members are involved in the discharge plan. The 
care plan is documented in integrated notes. The care 
plan is reviewed and is needs based determined by 
the patient. This is another area that needs developing 
within the service.

Although in its infancy it is encouraging to see the 
development of multidisciplinary care planning within 
the unit. 

There is an admission policy and discharge policy. It 
was explained to the Inspectorate that there is a policy 
review group in place which is currently reviewing 
all policies to ensure they meet with the rules and 
regulations published by the Department of Health and 
Children and the Mental Health Commission. 

THERAPEUTIC PROGRAMMES
There is an activation nurse on the unit but no regular 
occupational therapy input. The activation nurse has 
established a programme as part of the treatment 
package for the patients in the unit. There are a 
number of resources available to the activation nurse: 
a group room, gym equipment, a recreation room, a 
kitchen and a snoezelen facility. The group programme 
is skills based, with diversional and recreational 
activities. There is a range of groups including 
relaxation, yoga, gardening, beauty therapy, gym 
activities, art therapy, cooking and baking, trips out into 
the community and groups run specifically by other 
members of the multidisciplinary team for example 
addiction counsellors, occupational therapists and social 
workers. As part of the programme there is a weekly 
community meeting. There was also access to the Irish 
Advocacy Network which visit the unit on a regular 
basis. The activation nurse has developed a booklet 
outlining his role and also the objectives of each group 

and the goals hoped to achieve from the groups. The 
activation nurse attends every multidisciplinary team 
meeting but needs to record his interventions with the 
patients in their file.

ECT
There is an ECT register, in line with the rules on ECT 
published by the Mental Health Commission, and 
there is a dedicated ECT nurse. The sector consultant 
psychiatrist takes responsibility and there are 
appropriate consent procedures. The file of a patient 
who is currently receiving ECT was inspected on this 
visit and there was appropriate consent ascertained 
and documented in the appropriate forms. Written 
information is given to the patient and the ECT nurse 
is available to speak to patients due to undertake 
this treatment. There is a comprehensive ECT policy. 
The accommodation consists of a waiting room, 
treatment room and recovery room. Each room meets 
the requirements set out in the rules on ECT. There is 
evidence in the notes of pre-ECT assessments, record 
of ECT treatment and post-ECT assessment. The policies 
and facilities meet the requirements of the rules for the 
administration of ECT. 

SECLUSION
There is a seclusion register, which is signed and dated 
by the NCHD and consultant psychiatrist. Since the 
Mental Health Act, 2001, has been implemented there 
have been no episodes of seclusion. The appropriate 
forms are in place should the need arise. Fifteen-
minute observations are maintained but there is a 
policy on the unit to have a member of staff outside 
the seclusion room at all times. It was reported that 
alternatives to seclusion are considered at all times and 
that seclusion is prescribed. 

The facility for seclusion is situated in the high 
observation area. Staff expressed concerns about the 
room. On the window frame there is a sharp edge. 
The door is not secure; although it is obviously locked 
it can be kicked out and rattles as there are two doors 
joined in the middle, making it appear quite flimsy. 
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There is also an electric socket on one of the walls. This 
needs to be removed. The bed is an appropriate, safe 
mattress. It was reported that refractory clothing is not 
used but paper gowns have been used for people who 
self-harm. There is access to a toilet in the corridor, but 
not within the room itself. The ventilation system is air 
exchange and there is natural light within the room. 
There are observation windows in the door and there 
is also CCTV, which is signposted. The CCTV does not 
record, only observes. 

The use of the high observation facility needs review. 
It was reported to the Inspectorate that on occasion 
patients are placed in the high observation area and 
the door is locked. The staff were informed that if a 
patient was in there on their own and the door was 
locked that this would be deemed as seclusion. A 
policy should be developed regarding the use of this 
facility. 

MECHANICAL RESTRAINT
It was reported that there is no mechanical restraint 
used on the unit.

PHYSICAL RESTRAINT
Currently the staff on the unit do not receive any 
training in restraint techniques. They receive training 
in breakaway techniques but nothing to enable them 
to physically restrain a patient. This needs to be 
developed and resources need to be put in place to 
provide the training.

ENVIRONMENT
The unit has a bed capacity of 39. It was situated 
on the ground floor of the general hospital. Ongoing 
maintenance is provided. There is disabled access 
throughout the unit. There is a good standard of 
decor ; there is plenty of natural light and unit was 
clean. There are sufficient information boards with 
relevant and up-to-date information. There is no 
dedicated visitors’ area. There is access to a number 
of garden areas around the unit. There is a dedicated 
reception area and all new admissions are assessed in 
appropriate interview rooms. 

The bedroom areas consist of 4-bed, 3-bed and double 
rooms and a number of single rooms. The five beds 
in the psychiatry of later life service are divided into 
two-bed dormitories and a single room. There are 
five beds in the high observation area. There are a 
sufficient number of toilets, bathrooms and shower 
rooms but it was reported that there are problems with 
the plumbing. There is a dining area and a number of 
activity and recreation areas and lounge areas. There is 
an interview room, nurses’ station and a clinical room. 

The high observation area consists of five bedrooms, 
one three-bed room and two single rooms. There are 
sufficient toilets and showers in the facility but there is 
a very small dining-cum-sitting room. There is access to 
a courtyard. 

RECOMMENDATIONS

1.  The service needs to review its use of the high 
observation area and develop a policy regarding 
criteria for admission and methods and levels of 
observation. 

2.  All staff should receive appropriate training in 
restraint techniques and in the de-escalation of 
violence and aggression.

3.  The service should continue to develop its 
multidisciplinary team approach to care planning in 
line with the refocusing project. 

4.  Currently the service users have to attend the unit to 
have bloods taken for clozaril monitoring. Adequate 
resources should be put in place to provide this 
service in the community.

5.  The use of CCTV should be signposted where 
appropriate.

6.  The activation nurse should write his interventions in 
the patient’s file.
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ST. ANTHONY’S UNIT, 
ORCHARD GROVE

Date of inspection:  7 November 2006 
Number of beds:  10 male

DESCRIPTION
St. Anthony’s Unit is an approved centre registered 
under the Mental Health Act, 2001. It is located on the 
grounds of the former hospital and can accommodate 
ten patients. The unit aims to provide intensive 
rehabilitation for ten male patients with complex 
and challenging needs. The patient group is mixed, 
intellectual disability, elderly and general adult. On 
the day of the inspection, two patients were detained 
under the Mental Health Act, 2001, and had been 
informed of their rights. The unit is staffed daily by 
one CNM2 and three staff nurses. There are three staff 
nurses on duty at night. The nursing staff on the unit is 
consistent and two new CNM2s were appointed in July 
2006 due to retirements. The unit is open and under 
the clinical direction of the rehabilitation team.

MULTIDISCIPLINARY TEAM
There is a weekly multidisciplinary team meeting 
held in the unit. The rehabilitation team consists of 
a consultant psychiatrist, social worker, occupational 
therapist, clinical psychologist and nursing staff. 
The team has commenced a formal assessment of 
each patient using the Functional Analysis of Care 
Environment (FACE) assessment. Each week one 
patient is presented. The patient is invited to attend.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There has been a significant improvement in this 
area since the last inspection. In July 2006 the FACE 
assessment was introduced. Each patient in turn 
is being assessed and multidisciplinary team care 
plans written. On the day of the inspection, eight 
assessments had been completed. There is a single 

file, which is well laid out, and all disciplines write 
in the continuation sheets. The nursing staff have 
an internal standard of recording notes, as required 
and at least weekly. The notes reviewed during the 
inspection were accurate, current and showed evidence 
of involvement from the team. The Irish Advocacy 
Network visits monthly. The staff support family and 
carer involvement in care planning. All referrals to the 
unit are to the rehabilitation team. It is hoped that a 
number of patients will transfer to residences with 24-
hour nursing staff supervision in the near future.

THERAPEUTIC PROGRAMMES
Following on from the FACE assessment, individual 
goals are set for the patients. These goals include 
attending day centre, swimming, outings and attending 
the rehabilitation hostel. Patients are encouraged 
to use public facilities and there are plans to go to 
the cinema and bowling as well as continuing night 
activities in town. An art teacher attends weekly and 
there is a designated activities room. There are plans 
to install a cooker in this room so that patients can 
prepare for lower levels of supported accommodation. 
A number of elderly patients and those with an 
intellectual disability remain on the unit during the day 
and take part in social outings. There is a recreation 
room with a pool table and exercise bike. Work options 
are being considered for some patients.

PHYSICAL RESTRAINT
All staff have been trained in breakaway techniques 
and refresher courses are planned. Physical restraint is 
rarely used on the unit.

ENVIRONMENT
The unit is a single-storey building built by Respond 
Housing Association. It is three inter-linking bungalows 
with a front and rear garden. The bed number has 
again reduced and is now ten. There are four single 
rooms and three double bedrooms. Some of the rooms 
have a sink and each patient has their own clothes 
and wardrobe. There were a number of structural 
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improvements planned for the immediate future. 
These include the upgrading of the toilets, creation 
of a clinical room and installation of a multi-sensory 
room. There is a dining room, two lounges, recreation 
room and activities room. The staff have made efforts 
to make the environment homely and comfortable for 
each resident. There is an internal smoking room.

POSITIVE DEVELOPMENTS
St. Anthony’s Unit has made dramatic improvements 
in patients’ care, philosophy and outlook. This has 
resulted in the creation of a culture of rehabilitation and 
recovery that enables individual patients to achieve. 
The unit is open and the staff are very keen to establish 
strong links with the community and to maximise the 
use of community resources.

RECOMMENDATIONS

1.  The current philosophy and team approach to 
rehabilitation and recovery should be developed and 
promoted.

2.  The remaining assessments should be completed 
and set review times agreed.

3.  The structural work needs to be completed.

4.  Students from all disciplines are facilitated within 
the unit and team. 

ST. JOSEPH’S HOSPITAL, ENNIS

UNIT 5
Date of inspection:  7 November 2006 
Number of beds:  26 male

DESCRIPTION
Unit 5 is a ground-floor unit in St. Joseph’s Hospital 
that provides continuing care for a mixed group of 
male patients, 15 of whom have enduring mental 
illness and the remainder of whom have high physical 
dependency needs and have been transferred to the 
unit from other units within St. Joseph’s Hospital. On 
the day of inspection, there were 24 patients. The unit 
is staffed by general nurses from the Clare Service for 
the Elderly. There are four nurses on duty during the 
day and one nurse and one care attendant at night. 
A consultant psychiatrist from the Clare Mental Health 
Service for Older People (CMHSOP) provides care to 15 
patients who were formerly in-patients in Our Lady’s 
Hospital. The medical officer from St. Joseph’s Hospital 
provides care to nine patients. Recent admissions to 
the unit have come from other units in the hospital. 
The unit was not locked on the day of inspection but it 
can be locked using a key code system.

MULTIDISCIPLINARY TEAM
There is no multidisciplinary team input into this unit. 
The patients are reviewed on a daily basis by a medical 
officer from the hospital. The NCHD from the mental 
health service comes to the unit on request. According 
to staff, a full review of each patient of the mental 
health service has been undertaken and is expected 
to be repeated every six months by the consultant 
psychiatrist, the NCHD and the Assistant Director of 
Nursing. In preparation for this review, the nurse 
in charge completed an assessment form on each 
patient. There is no input from a clinical psychologist, 
occupational therapist or social worker. Nursing staff 
do not have access to training provided by the mental 
health service. They have received training in infection 
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control, manual handling, person-centred care and 
suicide intervention. This training is funded by the Clare 
Service for the Elderly. A chiropodist and hairdresser 
visit but the unit is not resourced for occupational 
therapy or physiotherapy. An advocate visits every two 
months.

MULTIDISCIPLINARY TEAM CARE 
PLANNING
There is no system of multidisciplinary care planning in 
use, nor are there any nursing care plans. Assessments 
were completed on patients with enduring mental 
illness when they were transferred to the unit. There 
is no key worker system but the nursing staff intend to 
introduce primary nursing. Progress notes are written 
on every shift. These tend to focus on events and 
incidents. There is no specific model of nursing in use 
but two units within the hospital are undertaking a pilot 
project on a computerised system of care planning. The 
hospital policy on care of the older person is in use and 
there is a policy on transfers from Units 3 and 4 to Unit 
5. Patients are not normally discharged from this unit. 
There have been several recent admissions from other 
units within the hospital, but no admissions from the 
mental health service.

THERAPEUTIC PROGRAMMES
There is no programme of individual needs based 
therapeutic activities available on this unit and there 
is no occupational therapy input. Nursing staff engage 
the patients in singing and newspaper reading. An 
activities officer in the main hospital organises regular 
events for patients of the hospital. Patients also have 
access to TV, radio and video. 

MECHANICAL RESTRAINT
Cot sides are used for safety reasons at the discretion 
of nursing staff but there was no policy available on 
their use. 

PHYSICAL RESTRAINT
Some staff have received training in physical restraint 
but there has been no refresher training in recent 
years. A system is in place for recording and reporting 
serious incidents.

ENVIRONMENT
Unit 5 was a 26-bed ground-floor unit in St. 
Joseph’s Hospital. Maintenance was provided by 
the maintenance team on the campus and staff 
reported that they responded quickly to requests. A 
fire officer visited the unit regularly and checked fire 
equipment. A contract was in place for the checking 
of fire extinguishers. A health and safety officer also 
called regularly to the unit. There was disabled access 
throughout. The decor of the unit was satisfactory but 
the unit had not been painted for about three years. 
The unit was clean and there was good ventilation but 
natural light in the unit was limited. There were no 
information boards. There was no dedicated visitors’ 
area. About seven of the patients had access to the 
grounds of the hospital but there was no dedicated 
garden area for the unit. 

Accommodation was provided in eight 3-bed rooms 
and one 2-bed room. All had access to adjoining en 
suite toilets. The majority of bedrooms were cramped 
and this created difficulties for nursing staff when 
using hoists in the bedrooms. Patients had their own 
wardrobe and locker spaces. There was one shower but 
no bathroom. A large room doubled as a dining room 
and day room. There was no dedicated activity area. 
The nurses’ office doubled as a clinical room. It was 
private but was small and cramped and had little space 
for report writing and storage. Staff had access to a rest 
area off the nursing office but no access to a shower or 
lockers. 

RECOMMENDATIONS

1.  The function of the unit should be clearly 
established.
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2.  There should be access to all members of the 
Clare Mental Health Service for Older People when 
necessary and staff from the unit should be able to 
make referrals to occupational therapy for seating 
assessments.

3.  A system of integrated care and treatment planning 
should be introduced for patients with enduring 
mental illness.

4.  There should be a needs-led therapeutic 
programme.

5.  Staff should have access to mental health training.

6.  Consideration should be given to the provision of 
extra space on the unit and a private garden area in 
the context of major works on the hospital that are 
due to get under way in the near future.

UNIT 6
Date of inspection:  7 November 2006 
Number of beds:  25 female

DESCRIPTION
Unit 6 is a ground-floor unit in St. Joseph’s Hospital that 
provides continuing care for elderly female patients, 
many of whom are in the high dependency category. 
On the day of inspection, there were 25 patients. The 
unit is staffed by four nurses from the Clare Mental 
Health Service during the day and by two nurses at 
night. There is a single domestic staff member on 
duty four days a week and two domestic staff on the 
remaining days. The unit is in the overall care of the 
Clare Mental Health Service for Older People (CMHSOP) 
and all admissions to the unit come through this team. 
The unit is open.

MULTIDISCIPLINARY TEAM
There is no multidisciplinary team input into this unit. 
An NCHD visits the unit almost daily and an Assistant 
Director of Nursing makes frequent visits. According to 
staff, a full review of each patient is undertaken every 
six months by the consultant psychiatrist, the NCHD 
and the Assistant Director of Nursing. In preparation for 
this review, the key worker completes an assessment 
form on the patient. The consultant psychiatrist visits 
the unit between reviews when requested. There is no 
input from a clinical psychologist, occupational therapist 
or social worker. There is no administration support 
to the unit. Nursing staff are provided with training is 
cardio-pulmonary resuscitation, breakaway techniques 
and lifting and handling. There are also various in-
service courses available in the acute unit in Ennis. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING
There is no system of multidisciplinary care planning 
in use. Following the assessment on admission by the 
NCHD, a nursing assessment is undertaken, focusing 
on activities of daily living, and a nursing care plan is 
drawn up. The care plan is reviewed every four to five 
months. Progress notes are written on a daily basis. 
These tend to focus on events and incidents. The Orem 
King model of nursing is used and a key worker system 
is in operation. Each nurse is allocated two or three 
patients and they are responsible for the nursing care 
and the care plans of these patients. No individual risk 
assessments are in use. The nursing staff attempt to 
involve the patient in the formulation of the care plan 
as far as possible, but they report that many of the 
patients are not able to participate in this process. The 
families of some patients are involved in their care, 
and informal discussions take place frequently between 
staff and family members. There were no unit-specific 
policies on admission, transfer and discharge available 
for inspection on the unit. Instead, the generic policies 
of the mental heath service are in operation. Patients 
are not normally discharged from this unit. One patient 
was recently admitted from a community residence 
with 24-hour nursing staff supervision due to the 
lack of accessible bedroom accommodation in that 
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residence. While it is of concern that a patient has to 
be re-admitted to an institution because of mobility 
problems, the patient herself expressed her satisfaction 
at being in Unit 6. 

THERAPEUTIC PROGRAMMES
There is no programme of individual needs based 
therapeutic activities available on this unit and there is 
no occupational therapy input. Nursing staff engage the 
patients in crosswords, singing and newspaper reading. 
An activities officer in the main hospital organises 
regular events for patients of the hospital. One patient 
attends a mental health day centre in the town and 
several other patients leave the unit unaccompanied 
from time to time in order to go into the town. Patients 
also have access to TV, radio and video. 

MECHANICAL RESTRAINT
Cot sides are used for two patients for safety reasons 
but there was no policy available for inspection on their 
use. 

ENVIRONMENT
Unit 6 was a 25-bed ground-floor unit in St. Joseph’s 
Hospital. It was open on the day of inspection. There 
was disabled access throughout. Maintenance was 
provided by the maintenance team on the campus and 
staff reported that they responded quickly to requests. 
A fire officer visited the unit regularly and checked fire 
equipment. A contract was in place for the checking of 
fire extinguishers. A health and safety officer also called 
regularly to the unit. 

The decor of the unit was satisfactory. The unit was 
clean and there was good light and ventilation. There 
were no information boards. There was no dedicated 
visitors’ area but visitors could use a small sitting room, 
which was also used as a TV lounge. Some patients 
had access to the grounds of the hospital but there was 
no dedicated garden area for the unit. 

Accommodation was provided in five 3-bed rooms, one 
2-bed room, and one 8-bed room, which was formerly 
a day room. All had access to adjoining en-suite toilets. 
The majority of bedrooms were cramped and this 
created difficulties for nursing staff when using hoists 
in the bedrooms. Patients had their own wardrobe 
space and personal photographs and artefacts were in 
evidence in their rooms. There was one bathroom and 
one shower. A large room doubled as a dining room 
and day room. There was no dedicated activity area. 
The nurses’ office doubled as a clinical room. It was 
private and had sufficient space for report writing and 
storage. Staff had access to a rest area but no access to 
a shower or lockers. 

RECOMMENDATIONS

1.  There should be regular multidisciplinary team input 
to this unit.

2.  A system of integrated care and treatment planning 
should be introduced.

3.  There should be a needs-led therapeutic 
programme.

4.  Policies on admission and transfer should be 
available on the unit.

5.  Consideration should be given to the provision of 
extra space on the unit and a private garden area 
in the context of major works on the hospital which 
are due to get under way in the near future.
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CAPPAHARD LODGE
Date of inspection:  7 November 2006 
Number of beds:  44 integrated

DESCRIPTION
Cappahard Lodge is a 43-bed mixed unit, providing 
continuing care for residents aged between 56 and 93 
years. The lodge is under the clinical direction of the 
Clare Community Mental Health Service Older People 
(CMHSOP) team. There are four designated single 
respite rooms. On the day of the inspection there were 
17 male residents and 20 female residents. The lodge 
is locked at all times. Two CNM2s, one CNM1 and five 
staff nurses staff the lodge. At night there are four staff 
nurses on duty. The lodge is divided into male and 
female areas and are staffed separately.

MULTIDISCIPLINARY TEAM
The lodge is under the clinical direction of the CMHSOP. 
The staff nurses attend the weekly team meeting. 
The teams sector/office base is located on the same 
grounds with a separate entrance. All patients have 
a six-monthly psychiatric and physical review and 
have access to a named GP, who attends the lodge 
as required. The nursing staff can access all members 
of the team as required. In addition a number of 
professionals visit the lodge: chiropodist, hairdresser, 
optician and priest. Residents can and do access these 
services in town if appropriate. All staff access the team 
in-service programme which is organised quarterly.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Each resident in the lodge has a single multidisciplinary 
team file. Each discipline writes in a communal 
continuation sheet and signs their professional 
background. The notes reviewed during the inspection 
were current, legible and showed evidence of regular 
set reviews. The nursing staff based their assessment 
using the Orem King model. The nursing staff are 
currently involved in introducing person-centred care 

plans. The practice development officer and Assistant 
Director of Nursing are facilitating this project. It was 
reported that it commenced last April and will take two 
years to complete. The staff reported that the process 
has been very positive and has changed practice.

THERAPEUTIC PROGRAMMES
An activation and hobbies based activity programme 
is currently being developed. The programme is the 
responsibility of a named CNM1 nurse. Each resident 
has been interviewed and identified likes and dislikes. 
The residents have a small vegetable patch and a 
rabbit. There are plans to introduce a dog to the lodge 
at the residents’ request. In addition there is bingo, 
cards, videos and music. A number of residents go on 
local outings facilitated by staff. The lodge has a multi-
sensory room, staff are planning to have training in its 
use. There are also plans to introduce music therapy 
weekly. An art teacher attends weekly. There is no 
dedicated room for activities, the dining room is used. 
The nurse records interventions in the clinical notes. An 
impress account for activities is due to be sanctioned.

SECLUSION
There is no seclusion in the lodge.

MECHANICAL RESTRAINT
It was reported that seat belt-restraints are used in 
exceptional circumstances to reduce risks of falls. There 
is a policy in place regarding their usage.

PHYSICAL RESTRAINT
This is not used in the lodge. Staff have received 
training in the past in breakaway techniques and in 
control and restraint.

ENVIRONMENT
Cappahard Lodge is a single-storey purpose-built 
nursing home. In addition to the 43 beds, there is office 
accommodation for the elderly team and rehabilitation 
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team. At the entrance there are two alcoves for 
residents and patients. This opens into a main reception 
area. There are two functional areas based on gender. 
The bedrooms are configured as single, triple and 
5-bed rooms. The room with five beds is too small to 
accommodate the furniture and to provide privacy for 
residents. It was reported that one bed is to be taken 
down. A number of bedrooms on the male area are 
shared with the laundry service for Clare Mental Health 
Services. The area is locked during the working day 
so residents cannot access rooms independently. It 
was reported that the laundry is relocating although 
no date was available. Many of the residents have 
personal effect in his/her bedrooms. Each resident has 
individual clothing and a financial account. The building 
was clean and bright with permanent support staff 
on duty. There are two lounges and dining rooms, all 
gender specific. Each lounge has a fish tank. The toilets 
are insufficient in number and in need of upgrading. 
There are two enclosed garden spaces. There are two 
internal smoking rooms and one external gazebo.

DEVELOPMENT PLANS
There are plans to re-organise the building layout to 
develop a specialised dementia unit day hospital thus 
reducing the overall bed numbers. This is currently at 
discussion level. There are plans that the lodge would 
become an approved centre under the Mental Health 
Act, 2001.

RECOMMENDATIONS

1.  The person-centred care programme should be 
developed, incorporated into practice and audited.

2.  The activities programme should continue to 
develop and should meet individual needs of all 
residents.

3.  Agreement should be reached on the future 
development of the lodge and resulting structural 
changes.

4.  The toilets should be upgraded.

5.  The laundry area should be closed and relocated. 

CLARE MENTAL HEALTH 
SERVICE SOUTH SECTOR 2B 
CMHT

Date of inspection:  7 November 2006 
Population:  34,000 approximately

DESCRIPTION
This is a general adult Community Mental Health Team 
that operates Monday to Friday from 0900h to 1700h. 
A community mental health nurse service is available 
at weekends across the whole catchment area. The 
sector serves a mix of urban and rural areas in County 
Clare with a population of approximately 34,000. There 
is no business plan for the team. Statistics are collected 
but there is no specific annual report presented 
by the team. The budget for the service is held by 
administration. The team has its sector headquarters 
in Shannon Health Centre, which also houses a day 
hospital and day centre facilities. Apart from a sector 
office in the acute unit in Ennis General Hospital, the 
team has no other facilities. A community residence 
with 24-hour nursing staff supervision is located in the 
sector but this is occupied by former patients of Our 
Lady’s Hospital and the sector team does not provide a 
service to the residence. It was reported that a 7-bed 
unit that was built by Respond in the Shannon area in 
recent years remains vacant due to lack of staffing.

MULTIDISCIPLINARY TEAM COMPOSITION
The team comprises one consultant psychiatrist, one 
NCHD, one community mental health nurse, one 
addiction counsellor, one psychology post, 0.6 of 
an occupational therapy post and one clinical nurse 
specialist. The social work post has been vacant 
for several months. In July 2006 a full-time team 
coordinator was appointed to the team. An Assistant 
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Director of Nursing is assigned to the team but he 
has other responsibilities. Administration support is 
provided three days per week. There has been a large 
turnover of staff in recent months. It was reported that 
due to shortage of staff, in particular of community 
mental health nurses, the level of domiciliary visits is 
very low.

REFERRAL PROCESS
Referrals to the CMHT come from GPs in the area, from 
the acute unit in Ennis, from the general hospitals in 
Ennis and Limerick and from self-presentations. Most 
referrals come through the team coordinator who 
is based in the day hospital, who prioritises urgent 
cases. The majority of referrals are seen in outpatient 
clinics and are usually seen within three weeks. There 
is no specific clinic for new referrals nor is there any 
appointments schedule. This can result in congestion 
in the day hospital at clinic times with consequent 
impact on the privacy and dignity of those attending 
both clinic and day services. Discussion of new referrals 
takes place at a weekly team meeting on Fridays. 
Day services operate an open referral system. The 
clinical psychologist takes referrals from GPs and from 
community care services and manages her own case 
load. There is a waiting list of approximately three to 
four months for this service. The occupational therapist 
also takes some referrals directly from GPs. There are 
official minutes of meetings. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING
There is no system of integrated care and treatment 
planning in operation at the moment. All referrals 
to the team are initially assessed by the consultant 
psychiatrist or NCHD. Referrals are then made to other 
members of the team. Each team member undertakes 
their own assessment of the service user and records 
their own care plan in single-discipline notes within 
the clinical file. The weekly team meeting affords an 
opportunity for each team member to report on their 
involvement in particular cases. 

TEAM FUNCTIONING
The CMHT meets at a regular time weekly in the 
Shannon day hospital. There is a structured agenda 
that includes discussion of crises, admissions to and 
discharges from the acute unit, new referrals, and 
the current cases of members of the team. All team 
members attend. There are official minutes of the 
meetings and any decisions taken regarding particular 
patients are entered in the patients’ files by the 
NCHD. All members of the team has access to clinical 
supervision, provided in most cases by their line 
managers.

PARTICIPATION OF SERVICE USERS/
CARERS
Service users do not attend the team meetings. 
Network meetings, to which service users, carers, and 
other relevant parties are invited to discuss the care 
plan, are held on an occasional basis. It was reported 
that, due to the lack of resources available to the 
team, especially the absence of a range of community 
placement options, families may be unhappy with 
aspects of the service to young people with recently 
diagnosed major mental illness. Families and carers are 
sometimes invited to discharge planning meetings on 
the acute unit. No particular assessment is undertaken 
of family or carer needs. There are no carers’ or service 
users’ group available within the service at present. It 
is hoped to re-activate a young persons’ group, which 
was facilitated by the clinical nurse specialist and 
student nurses and focused on social networking and 
social activities. Service users have access to some 
peer-support groups run by voluntary organisations in 
the catchment area.

DAY SERVICES/COMMUNITY RESOURCES
The day hospital in Shannon can provide places for up 
to 20 service users a day and transport is provided for 
some. The weekly schedule includes relaxation, pottery, 
music and a “Solutions For Wellness” programme. 
Apart from the day hospital accommodation, a number 
of other rooms are available to the service. It was 
reported that these are used by the rehabilitation team 
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for two sessions a week. Service users can access a 
range of vocational services including Clare Supported 
Employment Service, Shannon Community Workshop 
and FÁS. 

POLICIES AND PROCEDURES
There is no overall operational policy for the team at 
present but the team coordinator is hoping to produce 
one shortly. The team has policies in place on referrals, 
non-attenders and waiting times. 

TRAINING AND AUDIT/RESEARCH
The Clare Mental Health Service offers a range of 
training programmes which the team members can 
participate in, but the team has not engaged in any 
training of its own. There has not been any team 
research or audits but the consultant psychiatrist has 
contributed to research projects. The occupational 
therapist, clinical psychologist and addiction counsellor 
all receive clinical supervision.

POSITIVE DEVELOPMENTS
Mental health services in the catchment area have 
been engaged in a facilitated process of reviewing the 
services they provide with a view to improving these 
services. It has now been agreed to implement a care 
coordinator role with the community sector teams. It is 
envisaged that each member of the team would take 
on that role in relation to a cohort of service users. The 
care coordinator would be the contact person for those 
service users and be responsible for the coordination 
and reviews of their care. 

RECOMMENDATIONS

1.  The multidisciplinary team should be fully staffed. A 
social worker should be employed and a sufficient 
number of community mental health nurses should 
be put in place to offer a satisfactory domiciliary 
service. There should be a full-time administration 
worker attached to the team. 

2.  The care coordinator role should be introduced as 
soon as possible and a system of integrated care 
and treatment planning should be put in place.

3.  A system of scheduled appointments should be put 
in place for outpatient clinics to ensure that service 
users do not face long delays or overcrowded 
waiting areas.

4.  A range of community residential facilities should be 
made available to service users. The current use of 
the day facilities in Shannon should be reviewed. 

5.  An operational policy should be put in place.

PSYCHIATRY LATER LIFE TEAM
Date of inspection:  6 November 2006 
Population:  13,000 (Estimated)

DESCRIPTION
The Clare Mental Health Service for older people 
(CMHSOP) team has been in existence for the past six 
years. It covers the geographical area of County Clare. 
The estimated population over 65 years is 13,000, 
an urban rural mix across a large geographical area. 
The team is unique in that the service has received 
ISO Quality Award 150 since 2003. This is a quality 
assurance mechanism incorporating a business model 
of service development and delivery. As part of 
this external audit there is an annual business plan 
completed. The service has two lines of funding, 
through the elderly services and the mental health 
service. Budgets are not allocated at team level. The 
team has five in-patient acute beds in Ennis General 
Hospital, responsibility for the 43-bed Cappahard Lodge 
and Units 5 and 6 in St. Joseph’s Hospital, Ennis. The 
team has a shared office base in Cappahard Lodge. 
There are no day hospital facilities.
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MULTIDISCIPLINARY TEAM COMPOSITION
There is a strong multidisciplinary team ethos and 
working within the team. A consultant psychiatrist 
leads the team. In addition there are two clinical nurse 
specialists, a senior occupational therapist, a basic 
grade social worker, one Grade III administrative staff 
and 0.5 whole-time-equivalent Assistant Director of 
Nursing. There is one medical training post at NCHD 
level. The team has identified the appointment of 
a clinical psychologist, a full-time Assistant Director 
of Nursing, a senior NCHD training post in addition 
to nursing and administrative staff as critical to the 
development and expansion of the team.

REFERRAL PROCESS
The team provide a specialist service to people aged 
65 and over in County Clare. All referrals originate from 
a medical source or by self-presentations. All referrals 
are recorded in a referral book and details transferred 
to the multidisciplinary team assessment form. Each 
patient receives an ID number recorded on a database. 
There is no waiting list; all urgent referrals can be 
seen within 24 hours. All referrals are discussed at 
the weekly team meeting and recorded on the team 
meeting form. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
This is a single file that follows the patient’s journey 
through the service. Any member of the team 
can complete the initial assessment. A number of 
standardised needs assessments instruments are 
included, Camberwell Assessment of Needs (CAN), 
CANC, MMSE and RISK. There is a single continuation 
sheet which all disciplines record in. Every six months 
active patients are reviewed. The key worker records 
the outcomes of the management plan in the notes at 
set intervals. The team provides a high level of support 
to families and carers and has developed relationships 
with voluntary agencies and day service providers in 
order to meet needs. Individual team members also 
provide specialist skills, functional and occupational 

assessment, anxiety management, and counselling and 
dementia management.

TEAM FUNCTIONING
There are two weekly team meetings, community 
and acute in-patient. All new referrals are discussed 
and outcomes recorded in a specific form. There is 
a set agenda: new referrals, reviewing active cases, 
admissions, discharges and any other business. Staff 
from Cappahard Lodge also attend the meeting and 
discuss cases. There were 208 referrals in 2005. 
The team had 180 active cases on the day of the 
inspection. There is a six-monthly review of all active 
cases.

PARTICIPATION OF SERVICE USER
The team primarily deliver the service in the user’s 
home. They have invested time into developing 
information and relationships with families and 
relevant service providers. The Irish Advocacy Network 
provides a service to the acute unit, Cappahard Lodge 
and St. Joseph’s Hospital.

DAY SERVICES/COMMUNITY RESOURCES
The service is delivered through a home-based service 
with outpatient clinics in various locations around the 
county. In the absence of a day hospital or day centre 
the team access generic day services for the elderly. 
This has been positive. The team has also provided 
information and specialist knowledge to the services 
and community staff.

POLICIES AND PROCEDURES
The team has highly developed operational policies 
and procedures as a result of meeting ISO standards. 
All the paperwork and assessments are standardised 
and allows for efficient and effectiveness in service 
delivery. There are specific customer feedback points to 
the system.
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TRAINING AND AUDIT/RESEARCH
The team has and continues to provide specialist 
training to staff and students across the health service. 
The individual team members access training through 
disciplines and service budgets. Clinical supervision 
is provided at team meeting levels. The occupational 
therapist and NCHD have protected supervision 
time. The team has applied for a research grant 
from the Mental Health Commission looking into the 
effectiveness and efficiency of the ISQ model to the 
service. An application for a senior NCHD has also been 
made.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
The team has a set in-service programme that is 
delivered quarterly. Within the ISO system the team 
must set goals and targets for the coming year. Often 
they are cost neutral and focus on the development of 
efficient and quality of service for the user.

TEAM CHALLENGES/PLANS
The team has invested greatly in developing a quality 
service using the ISO as an external benchmark. Key 
priorities for the team are

• increasing the human resources
• development of Cappahard as a specialist dementia 

unit and registered as an approved centre
• responding to the growing needs for the service
• ongoing development of research base.

RECOMMENDATIONS

1.  The human resources within the team should be 
increased based on the team priorities.

2.  The service should develop Cappahard Lodge as a 
specialist centre.

3.  The team promote its achievements in introducing 
ISO and continue to build on this model of service 
delivery.

CLARE REHABILITATION TEAM
Date of inspection:  6 November 2006 
Population:  110,000

DESCRIPTION
This is a rehabilitation team providing a service for the 
county of Clare. On the day of inspection, there were 
170 service users under the care of the team. The 
outreach team operate on seven days a week from 
0800h to 2000h. The team’s budget is held centrally, 
but the team would welcome devolved budgets. The 
team has access to a number of hostel placements at 
high support, medium support and group homes. The 
team has access to two day centres and have a team 
base at Cappahard Lodge.

MULTIDISCIPLINARY TEAM COMPOSITION
The team has a consultant psychiatrist and an NCHD. 
There is a clinical psychologist, social worker and 
occupational therapist who are all attached to the 
team full time. There is access to addiction counsellors 
either in the sector teams or through community 
service. There are four clinical nurse specialists in the 
outreach team and there are CNM2s in all the high 
support hostels, plus staff nurses and a CNM2 in the 
day centre. There is an Assistant Director of Nursing 
with management responsibility for the team. There is 
a full-time administrative support.

REFERRAL PROCESS
The main sources of referral are the sector teams. 
All referrals are discussed by the team at the team 
meeting and an initial assessment is undertaken by 
the consultant psychiatrist with another member of the 
team. The referrer is asked to fill out a referral form and 
all disciplines are asked to send a report to the team. 
Following the initial assessment, the team decide who 
is most appropriate to work with the referral.
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CMHT MULTIDISCIPLINARY CARE 
PLANNING
Following the initial assessment the team undertake a 
multidisciplinary team care plan. They have begun to 
use the Functional Analysis of Care Environment (FACE) 
assessment in two areas within the rehabilitation 
service. They have a multidisciplinary team goal setting 
assessment in the other areas. The initial care plan 
is discussed at the team meeting. There is currently 
no key worker system and this is something that the 
team is developing in conjunction with work that is 
being undertaken with another service from outside 
Ireland. Service users are involved as much as possible 
in the care planning process and they have access 
to an advocacy service. The consultant psychiatrist 
endeavours to meet with all relatives and the relatives 
are invited to multidisciplinary team reviews. The care 
plans specify roles and responsibilities of the team and 
the care and treatment to be provided. A copy of the 
care plan is given to the service user. 

Of the 170 people under the care of the team 
a number have continuing care needs following 
discharge from hospital. This is currently being debated 
within the service and also in conjunction with the 
team linking in from outside Ireland regarding the issue 
of transferring these service users back to the sector 
teams to enable the rehabilitation team to carry out 
more individual programmes of rehabilitation. This 
is currently an ongoing piece of work. The care plan 
has identified goals and contains a risk assessment. 
The care plan is filed in integrated noted which all 
disciplines access. The review of service users’ care 
plans varies from each setting with a minimum of five 
to six weeks. 

TEAM FUNCTIONING
There are a number of clinical reviews undertaken 
by the team in its various facilities. There is a weekly 
management meeting which also includes reviews and 
the referral meeting. This meeting is held at the team 
base and all disciplines attend and there is a revolving 
chairperson facilitating the meeting. Within the high 
support hostels there are regular reviews. Any changes 

in care are documented in the patient’s file and the 
care plan is updated accordingly. 

PARTICIPATION OF SERVICE USER
In some venues the service user is involved in their 
care but this is dependent on the service user. The 
service user has access to a full multidisciplinary team. 
The team are currently undertaking a family education 
programme in conjunction with Schizophrenia Ireland.

DAY SERVICES/COMMUNITY RESOURCES
The team are linked in with mainstream community 
resources and vocational services. There is access to a 
day centre run by the mental health service. There is 
also a social club run by a carers’ group.

POLICIES AND PROCEDURES
There are policies in place for referrals and waiting 
times. Work is ongoing regarding an operational 
procedure document. 

TRAINING AND AUDIT/RESEARCH
There are opportunities for the team to work with the 
service from outside Ireland to develop and manage 
change. There is also individual training available but 
in the absence of a training budget it is not always 
possible to grant training applications. There are a 
number of audit projects undertaken within the team. 
Currently the team are auditing all clients within the 
service using a multidisciplinary team assessment. 
There had recently been two group programmes 
run in the day centre in Shannon which were due 
to be written up and presented to management in 
the hope of developing a day service in Ennis. There 
is an ongoing review of accommodation needs. The 
consultant psychiatrist is involved in systematic reviews 
as part of a research project linked in with a service in 
Oxford. The team has clinical supervision but although 
clinical supervision is available to nursing staff they do 
not avail of it.
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OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
There are two ongoing issues being debated by the 
team in conjunction with the service from outside 
Ireland: developing a key working system, and the 
transfer of continuing care patients back to sector 
teams. The team functions as a full multidisciplinary 
team. They are developing the Functional Analysis of 
Care Environment (FACE) assessment tool. They have 
forged a link with a service from outside Ireland and 
this process is helping to break down some of the 
barriers in managing change. It was reported that there 
is a healthy team culture and a feeling of openness 
within the team.

RECOMMENDATIONS

1.  The team should implement a key worker system.

2.  The issue regarding the service users with 
continuing care needs should be resolved.

3.  All staff should avail of clinical supervision.
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MID-WESTERN REGIONAL 
HOSPITAL, LIMERICK 

UNIT 5B
Date of inspection:  13 November 2006 
Number of beds:  50 integrated

DESCRIPTION
This is a 50-bed acute admission ward situated in the 
grounds of the Mid-Western Regional Hospital. The 
unit comprises 22 dedicated male beds and 22 female 
beds and six single rooms for either gender. On the 
day of the inspection the unit was locked. There was 
one involuntary patient. On duty during the day are 
eight to ten nursing staff and at night there are seven 
nurses. Five community teams and psychiatry of later 
life service have admitting rights to the unit. The bed 
occupancy is currently running at eighty to eighty 
five per cent. It is reported that patients are seldom 
transferred to St. Joseph’s Hospital. As with previous 
inspections the Inspectorate were informed that the 
plans are to develop a high observation area within the 
service. It is now reported that the building of this will 
commence in March 2007 and capital money has been 
allocated. 

The service is keen to develop consumer panels and 
increase service user involvement in both local and 
strategic levels. The consumer panels would link into 
the executive and would meet on a three-monthly 
basis. The service is also considering implementing the 
re-focusing model. They have met with the author Nick 
Bowles and are contemplating their decision whether 
this is an appropriate model for the service. It was 
reported that they are also reviewing the care planning 
process. 

In recent years the service has had to admit children 
to the adult service. This practice was widely criticised 
in previous inspection reports. It is reported that the 
arrangements are still the same but the child will be 
under the care of the Child and Adolescent Mental 

Health Services (CAHMS) team. It is reported that there 
is a debate at HSE level regarding service provision. 

MULTIDISCIPLINARY TEAM
Each of the six teams admitting to the unit has a 
consultant psychiatrist and NCHD. Clinical psychology 
is shared between sector A and E and there is post in 
sector B, C, and D. Social work input is shared between 
sector A and the psychiatry of the later life team and 
shared between sector E and B and the other sectors 
have their own social worker. Occupational therapy 
consists of three posts shared across all six sectors. 
There is shared access to addiction counsellors and 
sessional input on the unit. Each team has community 
mental health nurses. There is administration support 
to the service and a Grade V administrator has been 
appointed to support the implementation of the Mental 
Health Act, 2001. There is also a liaison psychiatry 
department. 

Each multidisciplinary team meets on the unit at least 
weekly to review the patients. There is a regular time 
slot for each team. Changes in care are documented 
in the integrated notes and there was evidence of 
detailed reviews in the notes examined. The file of the 
involuntary patient was reviewed and the appropriate 
forms were evident and filed in the case notes. The 
patients can attend the team meeting, but if they 
choose not to the nursing staff represents their views. 
The patients have access to a multidisciplinary team 
and it was reported that they have knowledge of their 
treating team. There is an allocation board within the 
unit informing service users who their treating team 
is and who their key worker is. The key worker is 
allocated on a sector base. It was reported that staff 
within the unit were predominantly permanent. To 
ensure continuity of care, the unit should be self-
staffing. 

LIMERICK
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
It is hoped that as part of the refocusing project the 
emphasis will be to implement multidisciplinary 
team care plans. Currently there are nursing care 
plans based on the Orem King model. Care plans are 
devised following an initial assessment. There are daily 
progress notes written. There is an admission policy. 
It is the policy of the unit that all new admissions are 
in night clothes for the first twenty-four hours of the 
admission. This practice will need to be individually 
care planned in line with the Mental Health Act 2001 
(Approved Centres) Regulations 2006. The admissions 
are through the community mental health team, or out 
of hours through the liaison psychiatry service. There is 
access to an advocacy service.

THERAPEUTIC PROGRAMMES
There is a programme delivered primarily over five 
days 0900h to 1700h. There is a programme also every 
second Sunday. Two full-time member of staff are 
assigned: a nurse (job sharing) and an occupational 
therapy assistant. Both posts are filled on a temporary 
basis. In addition there are a number of groups 
facilitated by the art therapist (3 days a week and 
funded by the VEC), a communications group (1 day a 
week and facilitated by a sector clinical psychologist), a 
pre-discharge group facilitated by a social worker and a 
group facilitated by the addiction counsellor. A number 
of voluntary agencies also visit the ward. These include 
Le Chéile, GROW and the Irish Advocacy Network. 
There is a blanket referral system in place. All patients 
are free to attend any groups. There is no formal 
assessment completed prior to commencing. An outline 
on each group is provided in a booklet and located at 
each nurses’ station. 

The programme aims to meet the needs of a mixed 
and diverse range of people. It was described as 
therapeutic, diversional, educational and recreational 
in approach. There is no link to the patient care plan 
and no link with the multi disciplinary team plan. The 
staff delivering the programme maintains a folder 
on the ward outlining attendance and a record of the 

daily groups delivered. There is no fixed review system 
built in however there is a ward fortnightly community 
meeting at which group programmes can be raised. 
There is no audit or research ongoing into any of the 
group programmes provided. The programme has 
access to petty cash and accesses additional money 
through the mental health association. The physical 
resources available are a multi-purpose room, a beauty 
room, an art therapy room and a small domestic-type 
kitchen. There is a large white board displaying the 
daily group programme. 

ECT
The only issue for the service concerning ECT 
following the commencement of the Mental Health 
Act , 2001 is the anaesthetists’ role. A meeting had 
been arranged for the following week to review the 
paperwork procedures insuring that the anaesthetist 
writes on the appropriate form in line with the rules 
on ECT published by the Mental Health Commission. 
Otherwise the service needs meets the requirements 
of the rules. There is an ECT register, a designated 
consultant psychiatrist and nurse. The consent forms 
are in evidence and the new forms published by 
the Mental Health Commission must be used. There 
is written evidence that the consultant psychiatrist 
obtains consent from the service user and provides 
the necessary information. There is an ECT policy. The 
accommodation consists of a large waiting room, 
treatment room and recovery room. There is evidence 
in the files to support a pre-ECT assessment has 
occurred, a record of ECT is maintained and a post-ECT 
assessment is undertaken. 

SECLUSION
There are no seclusion facilities in the unit. 

MECHANICAL RESTRAINT
There is no mechanical restraint in use in the unit. 
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PHYSICAL RESTRAINT
There is no specific training for staff on the 
management of violence and aggression. Staff have 
been trained in breakaway techniques. The service is 
awaiting recommendations on alternative strategies 
and techniques for training from the National Review 
Group relating to the management of violence and 
aggression established by the HSE. 

ENVIRONMENT
This is a 50-bed unit situated in a general hospital. 
There are ongoing maintenance problems with a time 
delay for routine repairs. There is a good response for 
any emergency requirements. It is planned to instigate 
fire drills in the near future. There is a comprehensive 
Health and Safety policy. There is disabled access 
throughout the unit. There is plenty of natural light and 
the unit was clean. There are a number of information 
boards with relevant and up-to-date information. 
There is no dedicated visitors’ area. There is access to 
courtyard areas. There is a dedicated reception area and 
there is an admission area for all new referrals. 

The bedroom areas consist of three 6-bed and one 
4-bed dormitory in the male and female sides, and six 
single rooms. There is a sufficient number of toilets, 
bathrooms and showers. There is a dining facility, a 
large lounge area and an extremely large smoking 
room. There is also a group room and a limited quiet 
space within the unit. There is a nurses’ station and 
office and a clinical room. 

SERVICE USER INTERVIEWS 
A number of service users were interviewed and their 
issues were given as feedback to staff. 

RECOMMENDATIONS

1.  The plans to facilitate an area for the purpose of 
high observation should be implemented. 

2.  The service needs to develop a policy regarding 
criteria for admission and methods and levels of 
observation within the high observation area. 

3.  The service should determine what system of 
multidisciplinary care planning they are going to 
adopt and implement this system, ensuring that all 
disciplines agree to implement it.

4.  A critical review of the current program and of the 
role and need for a therapeutic programme that is 
based on individual needs, meaningful, and linked 
to the multidisciplinary care plan.

5.  To record and document with the care plan 
outcomes and interventions form the programme. 

6.  The rules published by the Mental Health 
Commission with regard to ECT must be adhered to.

7.  Ensure community mental health teams are 
adequately resourced, especially in relation to 
disciplines that cross cover multi-sector teams 
(social work and occupational therapy).

ST JOSEPH’S HOSPITAL

ST MARTIN’S WARD
Date of inspection:  14 November 2006 
Number of beds:  15 male

DESCRIPTION
St. Martin’s Ward is a 15-bed ward for male patients 
with challenging behaviour. The ward is locked. It is 
under the clinical direction of a consultant psychiatrist. 
This post is currently not filled and the ward is 
reviewed by a senior NCHD. The consultant post has 
remained unfilled for an extensive period of time. 
There is a consistent nursing staff, with one CNM2 and 
three staff nurses on duty during the day and two staff 
nurses on duty at night. On the day of the inspection, 
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one patient was detained under the Mental Health Act 
(Form 24) and there were 15 Voluntary patients. The 
patients ranged in age form 26 to 74 years and the 
length of stay varies. The bed capacity on the day of 
the inspection was 16 with one patient sleeping out in 
another ward at night. 

MULTIDISCIPLINARY TEAM
In the absence of a consultant psychiatrist the ward 
patients are reviewed by a senior NCHD. An NCHD is 
available weekly to address any problems. There is a 
yearly psychiatric review and a six-monthly physical 
examination. It was reported during the inspection 
that a clinical psychologist and psychology trainee 
are currently assessing the patients with a view to 
commencing a group programme. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING
There is no formal multidisciplinary team care plan. 
There is a nursing care plan in place based on the 
Orem King model. This plan is reviewed monthly and 
at a minimum a weekly note is recorded. There are 
multidisciplinary team continuation sheets. There was 
evidence in the files examined that the patients are 
being reviewed by the senior NCHD and NCHD. The 
detained patient’s notes were reviewed. The Form 24 
was in the file. There was no note to say this patient’s 
rights had been explained to him. The nursing staff 
reported that this had been discussed with his next 
of kin. On the day of the inspection, three Voluntary 
patients needed to be accompanied when leaving the 
ward. There is no corresponding risk assessment. 

THERAPEUTIC PROGRAMMES
There is currently no individual structured programme 
in place. It was reported that the clinical psychologist 
is assessing this need. A number of patients were 
attending the activation unit and the staff received 
informal oral feedback. 

PHYSICAL RESTRAINT
The staff reported that they had received training in 
breakaway techniques in the past. All incidents are 
reported and a form sent to the risk manager. 

ENVIRONMENT
The ward is in a very poor state and is unsuitable for 
patients and staff. It is also geographically isolated 
on the grounds. During the inspection process it was 
reported that the ward would relocate to another ward 
in the main building next March. It is part of the overall 
redesign and relocation of the wards and patients 
based on needs. The ward has a large day room and 
dining area. There is one dormitory area divided by 
partitions into 4-bed areas. There is also a night nurse 
room. The sitting and dining rooms are furnished with 
hard-wearing furniture. There is one shower for 15 
patients and no bath. There is an internal smoking 
room. The ward is on the first floor and is accessible by 
stairway and lift. 

RECOMMENDATIONS

1.  The ward should be under the active care and 
management of a named consultant psychiatrist. 

2.  Every effort should be made to ensure that the 
patients and staff relocate to an environment that is 
more suitable. 

3.  Each patient should have an individual 
multidisciplinary team care plan that is based on a 
formal assessment.

4.  Each patient should have an individual therapeutic 
programme to achieve goals that are linked to the 
care plan. 

5. There should be specific admission and discharge 
policies in place for this ward. 
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ST. MARY’S WARD
Date of inspection:  14 November 2006 
Number of beds:  13 female

DESCRIPTION
St. Mary’s is located on the ground floor of St. Joseph’s 
Hospital. It provides continuing care to thirteen female 
patients. On the day of the inspection there were 
no detained patients. The ward is open 90 per cent 
of the time. It is closed because one or two patients 
may wander. The ward is under the clinical direction 
of a named consultant psychiatrist. A CNM2 and three 
staff nurses staff the unit by day and there are two 
staff nurses at night. On the day of the inspection, 
one patient was sleeping out at night from another 
ward. The nursing staff facilitate nursing students from 
University of Limerick.

MULTIDISCIPLINARY TEAM
The consultant psychiatrist attends the ward fortnightly. 
The senior NCHD and NCHD attend weekly, or as 
required. There is regular input from the chiropodist, 
pastoral care and the hairdresser. Physiotherapy input 
is required and the staff are hoping to contract a 
service to the ward. The patients are reviewed weekly 
and actions noted in a ward book. The six-monthly 
physical examinations are completed by the NCHD. 
The consultant psychiatrist completes the psychiatric 
reviews yearly. Patients are invited to verbalise needs 
and some patients have that capacity. There is a 
primary nurse system in operation, although due to the 
small number of patients all staff are encouraged to 
know all patients. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING
There are nursing care plans using the Orem King 
model of assessment. The care plans are reviewed 
every six months and written up monthly, or more 
frequently if required. There are team continuation 
sheets. The notes reviewed were current, legible and 

showed evidence of regular ongoing reviews. The 
Irish Advocacy Network does not visit the ward. The 
vast majority of patients have visitors and they are 
welcomed. The ward receives active transfer from the 
acute admission ward 5B. The service needs to develop 
an admission form for Voluntary patients. 

THERAPEUTIC PROGRAMMES
The majority of the day for the nursing staff is spent 
attending to activities of daily living and meals. There 
is a time slot in the afternoon where activities can 
be facilitated. Each patient has an individual activities 
record sheet detailing the date and frequency of the 
activity. A number of patients attend the activation 
programme off the ward. Oral feedback is provided on 
participation. There is also access to an art programme 
in Ward 3. At the weekends, patient attend mass and 
a film. Each patient has their own individual clothing. 
There is a need for purpose activities for patients with 
dementia and who are immobile and unable to leave 
the ward. 

MECHANICAL RESTRAINT
One patient is seated in a Kirton chair to prevent falls. 
There is a loose belt fitted. This is documented in her 
medical file by the consultant psychiatrist. A policy is 
being developed in accordance with the rules. Bed rails 
are used on the ward at night for safety reasons. 

PHYSICAL RESTRAINT
Physical restraint was reported to be rarely be used 
on the ward. Staff have received training in the past in 
breakaway techniques. Any incidents are recorded on a 
common incident reporting form. 

ENVIRONMENT
The ward is located on the ground floor of St. Joseph’s 
Hospital. It has a large open plan day room, dining 
area and nurses’ office. There is one dormitory room. 
The space around and between each bed is minimal. 
There are curtains in place. All the clothing is stored in 
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a separate storeroom. There is a utility room and all 
individual clothing is washed on the ward. Cleaning 
staff are on the ward from 0900h to 1730h. Cleaning 
after the evening meal was identified by staff as an 
urgent need. The ward was clean and tidy during 
the inspection. There are two toilets and one Parker 
bath. Patients can and do access the general grounds 
and canteen. There is a small internal smoking room 
located off the day room. The ward has ordered new 
lockers, a seated weighing scales and a new bath. 

RECOMMENDATIONS

1.  The standard of care and treatment being delivered 
should be maintained and developed. 

2.  There should be a single multidisciplinary team 
care plan for each patient in accordance with the 
regulations.

3.  A structured meaningful activity programme should 
be delivered by an occupational therapist for 
patients with dementia. 

4.  A physiotherapy service should be provided as 
required.

ST. BRENDAN’S WARD
Date of inspection:  14 November 2006 
Number of beds:  16 male

DESCRIPTION
The unit has just moved on an interim basis to another 
unit within the hospital so that heating repairs can 
be made to their home unit. The temporary unit only 
has capacity to sleep 15 patients, so one patient 
sleeps out on Unit 3. The unit is locked and on the 
day of inspection there was one involuntary patient. 
This person was previously classified as a Person of 
Unsound Mind (PUM). A transition Form 24 has been 
completed. It is noted however that the patient has 

not received written notification of the fact that he is 
involuntarily detained under the Mental Health Act, 
2001.

There are three nursing staff on duty during the day 
and at night there are two. However sometimes the 
unit is left with just one nurse at night. The unit is 
described as a continuing care facility and a number of 
patients have physical dependencies. Some staff are 
dual qualified and it was reported that there is a high 
use of agency nurses. The unit is partly self-staffing. 
New patients are rarely admitted and transfers from 
other units within the hospital are due to physical 
needs. 

MULTIDISCIPLINARY TEAM
There is access to a consultant psychiatrist who has 
responsibility for patients on this unit. The consultant 
psychiatrist also has sector responsibility and 
responsibility for other wards within the hospital. There 
are NCHDs attached to this consultant post. The clinical 
psychology, social work and occupational therapy 
services are accessed through the sector team, but 
there is minimal input available from these professions 
due to their responsibilities elsewhere. 

The consultant psychiatrist visits weekly at a set time 
to review the patients with the NCHD and nursing staff. 
Any changes in care are documented in the integrated 
files and files examined on this inspection showed 
evidence of detailed medical and nursing interventions. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING
In the absence of a core multidisciplinary team it 
is not possible to undertake multidisciplinary team 
care planning on the unit. Care plans are nurse led 
and are based on the Orem King nursing model. The 
standard review interval is monthly. The nursing staff 
are allocated to a group of patients on a daily basis. 
The unit is not self-staffing, so continuity of care is 
hindered by the use of a central rostering process. It 
was reported that the multidisciplinary team can be 
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accessed by phone referral. If any multidisciplinary 
team member is involved, their involvement is 
documented in the file.

The current care planning system does not meet the 
requirements set out in the Mental Health Act 2001 
(Approved Centres) Regulations 2006 published by the 
Department of Health and Children on 1 November 
2006. The definition of an individual care plan in the 
regulations is as follows: 

“An individual care plan means a documented 
set of goals developed, regularly reviewed and 
updated by the resident Multidisciplinary Team, 
so far is practicable in consultation with each 
resident. The individual care plan should specify 
the treatment and care required which shall be 
in accordance with best practice, shall identify 
necessary resources and shall specify appropriate 
goals for the resident. For a resident who is a 
child, his or her individual care plans should 
include education requirements. The individual care 
plan should be recorded in one composite set of 
documentation”. 

As stated the current care plan system does not fulfil 
the requirements of this regulation. 

THERAPEUTIC PROGRAMMES
It is reported that the patients on this unit have access 
to the activation department and a number of the 
patients use this facility. It was reported by nursing staff 
that each patient has identified activities they prefer to 
attend. Some patients decide not to use the facilities 
at all. 

ECT
There are no ECT facilities on the unit.

SECLUSION
There are no seclusion facilities on the unit. 

MECHANICAL RESTRAINT
There is no mechanical restraint on the unit. 

PHYSICAL RESTRAINT
Nursing staff reported that they received no training 
in the management of violence and aggression. 
They informed the Inspectorate that the practice 
development department is endeavouring to develop 
a five-day course focusing on the management of 
violence and training in restraint techniques. The 
Inspectorate has subsequently been informed by nurse 
management that staff in all wards have received 
training in breakaway techniques. The service is 
awaiting recommendations on alternative strategies 
and techniques for training from the National Review 
Group relating to the management of violence and 
aggression established by the HSE.

ENVIRONMENT
Bearing in mind this was an interim arrangement 
the Inspectorate were aware that this unit was not 
an appropriate environment for the patient group. 
It is imperative that the work on the home ward is 
completed in order to return to this facility. The bed 
capacity of the temporary unit was fifteen and there 
were too many beds in this cramped bedroom space. 
The unit is situated in the main hospital and there 
are ongoing maintenance issues that have been 
identified as the staff become more familiar with the 
surroundings. They had only been in this unit for ten 
days at the time of the inspection. There was disabled 
access as the unit is all on one floor. The standard of 
decor was reasonable and there was plenty of natural 
light. The unit was clean and there were sufficient 
toilets and bathrooms. There was a small dining area 
in the lounge. There were no quiet areas and interview 
rooms and the nurses’ station was extremely small and 
not conducive to report writing or for facilitating staff 
meetings. There was no dedicated staff area. 
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RECOMMENDATIONS

1.  Essential maintenance must be carried out and the 
unit returned to its original base. 

2.  Each service user must have a multidisciplinary 
team care plan that meets the requirements of 
the Mental Health Act 2001 (Approved Centres) 
Regulations 2006 published by the Department of 
Health and Children on 1 November 2006.

3.  The unit should be self-staffing.

ST. PETER’S WARD
Date of inspection: 14 November 2006

Number of beds: 14 male (with two extra patients 
sleeping in the unit at night)

DESCRIPTION
This was an open unit for male patients. On the day 
of the inspection all patients were Voluntary. There 
are two nursing staff on duty during the day and one 
at night. It was reported that the population on the 
unit is static, with no new admissions this year. There 
are 14 patients, with an additional two patients from 
other units who sleep in the unit overnight. It was 
reported to the Inspectorate by nursing staff that there 
is concern about the future placement of this unit. Staff 
stated that it is rumoured to be moving to Unit 10. The 
staff interviewed were concerned as they believed 
Unit 10 was a locked unit and expressed reservations 
whether the patients from this unit would move to 
a locked environment. The situation needs to be 
clarified. Nursing management have since supplied the 
Inspectorate with the following clarification: “St Peter’s 
Ward (Unit 3) is to be refurbished to accommodate 
the relocation of the patients from St. Martin’s Ward. 
Medical and nursing staff support the relocation 
of patients currently in Unit 3 to the Rehabilitation 
Assessment Unit (formerly Unit 10) where they will 
have an opportunity for assessment and preliminary 

rehabilitation training, prior to relocation to the 
community, in due course. This is a positive and 
progressive move for the Male Ward 3 patients. These 
matters have been discussed with senior nursing staff 
in Male Ward 3 Unit.”

MULTIDISCIPLINARY TEAM
The consultant psychiatrist with responsibility for this 
unit also has responsibilities within the sector and other 
wards within the hospital. There are NCHDs attached 
to this unit. There is access to clinical psychology, social 
worker, occupational therapy services through the 
sector team. There is no regular input on the unit from 
these disciplines. 

The doctors and nursing staff meet weekly to review 
the patients. The consultant visits on a monthly basis. 
The minimal review a patient receives is a six-monthly 
physical and mental state review. However if needs 
dictate they are reviewed more often. The sector team 
has a multidisciplinary team meeting weekly and the 
staff can attend this meeting if they are concerned 
about a particular patient. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING
In the absence of a core multidisciplinary team it 
is not possible to undertake multidisciplinary team 
care planning on the unit. Care plans are nurse led 
and are based on the Orem King nursing model. The 
standard review interval is monthly. The nursing staff 
are allocated to a group of patients on a daily basis. 
The unit is not self-staffing therefore continuity of 
care is hindered by the central rostering process. It 
was reported that the multidisciplinary team can be 
accessed by phone referral. If any multidisciplinary 
team member is involved their involvement is 
documented in the file.

The current care planning system does not meet the 
requirements set out in the Mental Health Act 2001 
(Approved Centres) Regulations 2006 published by the 
Department of Health and Children on 1 November 
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2006. The definition of an individual care plan in the 
regulations is as follows: 

“An individual care plan means a documented 
set of goals developed, regularly reviewed and 
updated by the resident multidisciplinary team, 
so far is practicable in consultation with each 
resident. The individual care plan should specify 
the treatment and care required which shall be 
in accordance with best practice, shall identify 
necessary resources and shall specify appropriate 
goals for the resident. For a resident who is a 
child, his or her individual care plans should 
include education requirements. The individual care 
plan should be recorded in one composite set of 
documentation”. 

As stated the current care plan system does not fulfil 
the requirements of this regulation. 

THERAPEUTIC PROGRAMMES
The patients from this unit are free to come and go 
from the unit and this includes the choice of going to 
the activation department. The staff are aware of which 
activities within activation the patients like to attend 
and encourage them to do so. However, the philosophy 
is very much based on the patient’s choice. 

ECT
There are no ECT facilities in the unit. 

SECLUSION
There is no seclusion facilities on the unit.

MECHANICAL RESTRAINT
There is no mechanical restraint in use on the unit. 

PHYSICAL RESTRAINT
Nursing staff reported that they received no training 
in the management of violence and aggression. 
They informed the Inspectorate that the practice 
development department is endeavouring to develop 
a five-day course focusing on the management of 
violence and training in restraint techniques. The 
Inspectorate has subsequently been informed by nurse 
management that staff in all wards have received 
training in breakaway techniques. The service is 
awaiting recommendations on alternative strategies 
and techniques for training from the National Review 
Group relating to the management of violence and 
aggression established by the HSE.

ENVIRONMENT
This was a 16-bed unit situated in the main hospital. 
Maintenance was reported as satisfactory. The unit is 
not fully compatible with disabled access. The standard 
of decor was good there was plenty of natural light and 
the unit was clean. The unit had a nice homely feel and 
was well furnished. The bathroom had been upgraded 
since the last inspection and was renovated to a very 
high standard. The toilets are sufficient and there is a 
shower room. The bedroom area is situated upstairs 
and consists of one large dormitory. The furniture 
within the dormitory was homely and everyone 
had their own individual space. There was a nicely 
furnished dining area and comfortable lounge area. 
Within the unit itself there is a nurse’s station, clinical 
room and a staff area. There are some rooms set aside 
for the storage of patient’s belongings. 

RECOMMENDATIONS

1.  The future plans for the unit should continue to be 
communicated to patients and staff. Both patients 
and staff should be involved in the plans to transfer 
the unit. Families of patients should also be kept 
informed of the plans. 

2.  Each service user must have an multidisciplinary 
team care plan that meets the requirements of 
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the Mental Health Act 2001 (Approved Centres) 
Regulations 2006 published by the Department of 
Health and Children on 1 November 2006.

ST. RITA’S UNIT 
Date of inspection:  14 November 2006 
Number of beds:  14 female

DESCRIPTION 
This is a locked unit for female patients. On the day 
of inspection, there were no involuntary patients. The 
unit is described as a facility for patients who have 
challenging behaviours and are in need of continuous 
care. Five nursing staff are on duty during the day, 
although on the day of inspection there were four due 
to sickness, and there are two nursing staff at night. 
The population of the unit is fairly static: there have 
been two admissions this year and one discharge. 

MULTIDISCIPLINARY TEAM
The consultant psychiatrist who has responsibility 
for the unit also has responsibilities for other wards 
within St. Joseph’s Hospital and for a sector team. 
There are three NCHD posts within this sector team. 
There is access to clinical psychology, social work and 
occupational therapy through the sector team. The 
clinical psychologist is available for one day a fortnight 
and would prefer to have more time on the unit 
but due to pressures elsewhere this is not possible. 
The same work pressure applies for social work and 
occupational therapy. An art therapist facilitates a 
weekly session on the unit. This also access to pastoral 
care, the St. Vincent de Paul Society, a physiotherapist 
and chiropody. 

The consultant psychiatrist, NCHD and staff nurse meet 
at a set time weekly on the unit to review patients. 
Any changes in care are documented in the integrated 
file. The weekly reviews do not include clinical 
psychology, occupational therapy or social work. If any 
of these disciplines have been involved, a report is 

filed in the patient’s notes. The patient does not attend 
the meeting and their views are represented by the 
nursing staff. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
In the absence of a core multidisciplinary team it is 
not possible to undertake multidisciplinary team care 
planning on the unit. Care plans are nurse led and are 
based on the Orem King nursing model. The standard 
of review is monthly. The nursing staff are allocated 
to a group of patients on a daily basis. The unit is not 
self-staffing therefore continuity of care is hindered 
by the central rostering process. It was reported that 
the Multidisciplinary Team can be accessed by phone 
referral. If any Multidisciplinary Team member is 
involved their involvement is documented in the file.

The current care planning system does not meet the 
requirements set out in the Mental Health Act 2001 
(Approved Centres) Regulations 2006 published by the 
Department of Health and Children on 1 November 
2006. The definition of an individual care plan in the 
regulations is as follows: 

“An individual care plan means a documented 
set of goals developed, regularly reviewed and 
updated by the resident Multidisciplinary Team, 
so far is practicable in consultation with each 
resident. The individual care plan should specify 
the treatment and care required which shall be 
in accordance with best practice, shall identify 
necessary resources and shall specify appropriate 
goals for the resident. For a resident who is a 
child, his or her individual care plans should 
include education requirements. The individual care 
plan should be recorded in one composite set of 
documentation”. 

As stated the current care plan system does not fulfil 
the requirements of this regulation. 
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THERAPEUTIC PROGRAMMES
There is no programme on the unit. Patients can attend 
the activation department within the hospital and the 
staff have prioritised individual preferences for the 
patients to attend specific sessions or groups.

Again in relation to the regulations, the service falls 
short of providing an appropriate range of therapeutic 
services and programmes in accordance with an 
individual care plan. Programmes available do not 
ensure the patient is working towards or restoring 
or maintaining optimum levels of physical and 
psychological levels of functioning. 

ECT
No patient is currently having ECT.

SECLUSION
There is a seclusion facility on the unit. There are some 
issues regarding the seclusion room. The main problem 
is its location, which is off the main lounge of the ward 
and is therefore observable by the patient group, staff 
and visitors. The room itself has padded walls ensuring 
that there are no unsafe fittings. The room was dark, 
there is minimal natural light and artificial lighting. 
There is no access to a toilet or communication facility. 
Observation is through a glass window in the door. 
There is no CCTV. 

Seclusion has only been used three times this year. It 
has not been used since the new rules were published 
by the Mental Health Commission in November 2006. 
The old register was inspected on this visit and was 
appropriate. However, the new forms for recording the 
use of seclusion were not available to the Inspectorate. 

In discussion, the staff in the unit revealed they are 
unhappy with the seclusion facilities and feel it does 
not meet the rules on seclusion. The main concern 
is the position of the room and the lack of toilets 
and wash facilities. With this in mind it is notable 
to the Inspectorate that the use of seclusion has 
decreased this year. It is obvious that the staff are 

making alternative means of managing threatening 
and aggressive behaviour. This is to be commended 
and staff should be supported in the management of 
violence and aggression with access to appropriate 
courses and training. 

MECHANICAL RESTRAINT
There is no mechanical restraint used in the unit. 

PHYSICAL RESTRAINT
Nursing staff reported that they received no training 
in the management of violence and aggression. 
They informed the Inspectorate that the practice 
development department is endeavouring to develop 
a five-day course focusing on the management of 
violence and training in restraint techniques. The 
Inspectorate has subsequently been informed by nurse 
management that staff in all wards have received 
training in breakaway techniques. The service is 
awaiting recommendations on alternative strategies 
and techniques for training from the National Review 
Group relating to the management of violence and 
aggression established by the HSE.

ENVIRONMENT
The unit has a 14-bed capacity and is situated in the 
main hospital over two floors. There are some ongoing 
maintenance needs and the bathroom and shower 
room need to be modernised. The unit is not fully 
compatible with disabled access. The standard of decor 
is satisfactory but there are some areas that need re-
painting and there is an area of damp in the dormitory. 
The unit gets too warm; ventilation is minimal and 
the heating is either turned on or off without any 
means of controlling the temperature. There is plenty 
of natural light and the unit was clean. There is no 
dedicated visitor’s area. The bedroom area consists of 
two dormitories situated upstairs and is locked during 
the day. There are a sufficient number of toilets but 
they need modernising. There is one bath. There is an 
appropriate-sized dining area and lounge room. There 
is no activity or recreation area and no quiet room. 
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There is a nursing office which also contains the clinical 
room. The overall impression of the unit was that it 
was small, bearing in mind there are 14 patients who 
exhibit challenging behaviour. The noise levels can get 
loud, which increases the patients potential to act out. 

RECOMMENDATIONS

1.  The care plans must meet the requirements of an 
individual care plan stated in the Mental Health 
Act 2001 (Approved Centres) Regulations 2006 
published by the Department of Health and Children 
on 1 November 2006.

2.  The therapeutic programme available to the patients 
must also meet the requirements as specified in the 
regulations.

3.  A core multidisciplinary team should be responsible 
for the patients on the unit and the emphasis of 
care and assessments should be linked to the 
patients’ rehabilitation.

4.  The seclusion facility must meet the requirements of 
the rules on seclusion and bodily restraint published 
by the Mental Health Commission in November 
2006.

5.  Nursing staff must have training in the management 
of violence and aggression and continue to use 
alternative strategies to seclusion.

REHABILITATION UNIT
Date of inspection:  14 November 2006 
Number of beds:  16 integrated

DESCRIPTION
This is a rehabilitation assessment unit intended to 
form part of the rehabilitation service, which was due 
to commence work in January 2007. It is an integrated 
unit located over two floors. The decision to focus the 

unit (formerly known as Unit 10) on rehabilitation had 
only made a number of weeks prior to the inspection. 
On the day of the inspection there were seven male 
and seven female patients aged between 20 and 70 
years. One patient was detained under the Mental 
Health Act, 2001 on Form 24. All sector consultant 
psychiatrists currently have admitting rights to the 
ward. A CNM2 and two staff nurses staff the unit during 
the day and there are two staff nurses at night. The 
main door is open with the option to lock if needed. 

MULTIDISCIPLINARY TEAM
There are set review times by the sector teams. 
There is a key nurse system in place and ward staff 
are consistent. Following the weekly reviews, the 
files are updated. The patients have access to all 
multidisciplinary team members. All disciplines write in 
a single file. On the day of the inspection, the number 
of posts and the skill mix that had been funded for 
the rehabilitation team it were unclear . The nursing 
staff on the ward identified the need for training in 
rehabilitation. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING
There is no formal multidisciplinary team care plan. The 
nursing care plan is based on the Orem King model. 
Care plans are reviewed monthly and regular progress 
notes are recorded. In addition, a number of patients 
have been assessed using Hall and Barker assessment, 
as well as a social functioning questionnaire. Psychiatric 
reviews and physical examinations are completed at 
set intervals. The notes reviewed during the inspection 
were current, legible, well laid out and contained 
reports and progress notes from the sector occupational 
therapist. It was reported that the Irish Advocacy 
Network visits the ward every six weeks. There were 
no admission, transfer or discharge forms for Voluntary 
patients. The notes of the patient detained did not 
contain evidence that the patient’s rights had been 
explained. There was no copy of the patient notification 
form in the file.
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THERAPEUTIC PROGRAMMES
This is unstructured. A number of patients attend 
activation programme off the ward. Feedback on 
performance is verbally given to the staff. A number of 
patients access facilities in town independently. This is 
an urgent need and will need to be addressed in the 
context of developing an individualised rehabilitation 
programme for each patient. 

PHYSICAL RESTRAINT
Staff reported that they had received training in the 
past on breakaway techniques. Refresher courses were 
not active at present. All incidents are recorded on a 
common incident reporting form. 

ENVIRONMENT
The ward is located over two floors. The upper floor 
contains the dormitory areas and some bathroom 
facilities. The day area is a large open plan area that 
also contains an internal smoking room and nurses’ 
office. There is a large dining room, with a small 
seating area. There is a kitchen and doctors’ office 
located off the dining area. The patients have access 
to the hospital grounds. The gender-based dormitories 
are located on the first floor. These areas have been 
repainted, partitions removed and the floors polished. 
There are gender-specific toilets and bathrooms. The 
bathrooms need to be upgraded: there is paint peeling 
from the walls. Each patient has an individual locker 
and key. It is planned to upgrade the kitchen and create 
a kitchenette where patients can practise and learn 
skills. The third floor in the building is being upgraded 
to accommodate patients from a different ward. This is 
part of the closure of old unsuitable wards. 

RECOMMENDATIONS

1.  A full rehabilitation multidisciplinary team should be 
put in place and training provided to all staff.

2.  Each patient should have a multidisciplinary team 
assessment and care plan developed.

3.  An individual rehabilitation plan and programme 
should be developed following the assessment. 

4.  The ward should continue to be upgraded and 
ongoing maintenance provided. 

SECTOR B CMHT (LIMERICK)
Date of inspection:  15 November 2006 
Population:  46,000

DESCRIPTION
Until recently one team provided the general adult 
mental health service to this sector, which has a 
population of 46,000. Recently a second consultant 
psychiatrist post was added to this team. This post had 
six sessions with the adult mental health team and 
five sessions to develop a forensic team. Subsequently 
this consultant post has been filled and the sector has 
been divided into two: a population of 30,000 and a 
population of 16,000. The new consultant psychiatrist 
has taken responsibility for the population of 16,000 
and also for the development of the forensic team. 
This report will focus on the general adult mental 
health component of the service. The team operates 
Monday to Friday from 0900h to 1730h. There is a 
business plan in place for 2006 and the budget is held 
centrally. The infrastructure of the team consists of a 
modernised sector headquarters that also facilitates a 
day hospital and outpatient clinics. There is sufficient 
office accommodation for the current team along with 
the forensic team, which is also based here. The sector 
has a day centre, a low support community residence 
and access to homeless hostels. 

MULTIDISCIPLINARY TEAM COMPOSITION
There are two consultant psychiatrists in this team, one 
full-time and one employed to provide six sessions. 
There are three NCHDs and a senior registrar. There is 
one basic grade clinical psychologist who is currently 
in an acting senior post to accommodate a student 
placement. There is one principal social worker who 
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shares responsibility with another sector team and 
there is an occupational therapist who also shares 
responsibilities with another sector team. There is a 0.5 
whole-time-equivalent addiction counsellor. There is 
one clinical nurse specialist and one community mental 
health nurse. Within the day centre there is a CNM2 
and a staff nurse and within the day hospital there 
are two CNM2s (one of these posts is shared with the 
forensic team). There are 3.5 whole-time-equivalent 
nurses in the general adult service. There is one full-
time administration post. 

REFERRAL PROCESS
The main source of referral to this team through 
GPs. There are also referrals from liaison psychiatry, 
community care and the crisis team. The service is 
developing a referral pro forma. Currently all referrals 
are discussed at the team meetings and allocated 
to the members of the team to undertake an initial 
assessment. The team has developed two separate 
meetings, one for the sector population of 30,000 and 
one for the sector population of 16,000. However, it 
must be stated that the majority of the team members 
work across both teams, the only exclusion being 
the medical staff. With regard to the team that works 
with the 30,000 population there is a waiting list of 
between four and six weeks for routine cases and for 
the 16,000 population there is a ten-week waiting list. 
Emergency referrals are seen on the same working day. 

An issue pertinent to the number of cases seen by the 
team was raised. Some 51 per cent of the case load is 
accounted for in the 30,000 population and 49 per cent 
in the 16,000 population. Further clarification has been 
received by the Inspectorate stating that the current 
number of people attending the 16,000 team is 223 
which is a high figure for one third of the population.

Following an initial assessment, the referral is 
discussed at team meetings and allocated to relevant 
team members if appropriate. There are both verbal 
and written individual disciplinary referrals and all staff 
record their interventions in integrated files. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
Currently the service does not implement a 
multidisciplinary team care planning format. Each 
individual discipline has its own plan of care. The 
nursing staff implement their care plans based on 
the Orem King model, in line with the in-patient 
services within the Limerick service. Service users are 
involved in the care plans as much as possible and 
family involvement is encouraged. Support is offered 
to families from the team. There is access to an 
advocacy service. The team recognise that they need 
to develop a care planning process to enhance the 
multidisciplinary team philosophy. 

TEAM FUNCTIONING:
Each team meets weekly to discuss referrals, 
initial assessments and review service users in 
the community. The meeting occurs in the sector 
headquarters at a regular time slot and all the team 
attend. Any changes in care are documented in the 
files and the care plans are updated. 

There is also a monthly combined sector meeting to 
discuss business issues. It is also reported that there is 
good informal links and support within the team. 

PARTICIPATION OF SERVICE USER
The service user attends the clinics but not the 
team meetings. Staff represent their views at these 
meetings. There is at a minimum a three-monthly 
review but this is dependant on need. More frequent 
reviews occur. Service users have access to a 
multidisciplinary team and have knowledge of their 
treating team and key worker. The team are linking 
with the Irish Advocacy Network, Schizophrenia Ireland 
and Mental Health Ireland to provide support for carers. 
There are established links with community services. 
The team has a good working relationship with Focus 
Ireland and other community facilities. Focus Ireland, 
who provide supported housing, have agreed with the 
team that 40 per cent of their accommodation will be 
ring-fenced for people with mental health problems. 
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In return, the team provide a high level of support to 
residents in this accommodation. 

DAY SERVICES/COMMUNITY RESOURCES
The day hospital receives referrals from GPs and 
facilitates a number of groups and also one-to-one 
work. The day centre has referrals from the team and 
16 or 17 people attend on a daily basis. The team 
has strong links with vocational services and is in the 
process of developing a directory to inform service 
users and staff of all the services that are available.

POLICIES AND PROCEDURES
There is an operational procedure document in place 
which profiles the team. There are policies in place 
for referrals, people who do not attend appointments, 
waiting times and key working.

TRAINING AND AUDIT/RESEARCH
The team has facilitated a number of team-building 
days which have proved to be successful. Funding 
can be an issue to provide training. There have been 
a number of clinical audits undertaken by the team 
and the team will continue to undertake audits and 
research projects. One project is intended to establish a 
research protocol with the expressed aim of exploring 
best practices in multidisciplinary team workings. This 
was to begin in January 2007. Clinical supervision is 
available to all staff. 

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING:
The main issue for the team is managing the 
development of the forensic team within the current 
arrangements and with the numbers of staff available. 
There seems to be confusion within the team as to 
how best to proceed with the current arrangements 
and the development of the forensic service. The 
allocation of the 16,000 people to the consultant 
psychiatrist has had a detrimental affect on the 
development of the forensic service. 

As already highlighted 49 per cent of the case load is 
under this consultant’s care. It is debatable whether the 
forensic team can develop as part of a sector team. The 
breakdown of the population that the forensic service 
must provide for is as follows:

Limerick   175,304

Clare   78,771

North Tipperary  46,100

Total   300,175

In addition, the team provides a service to Limerick 
Prison, which has a population of 300 (280 male and 
20 female). The number of referrals since August 2006 
was 156 (132 male and 24 female). There is also a 
service need to be met in relation to establishing court 
diversion schemes.

The service provides a consultant liaison psychiatry 
service to Milford Hospice. The service was established 
in 2001 and has increased over the years and now 
caters for over 150 consultations per year. The service 
has been funded following research by an unrestricted 
educational grant that has been matched by the HSE.

Another main issue for the team is the hope that 
primary care teams will develop in order to support 
the mental health needs of service users who do no 
need to come into contact with the community mental 
health team. 

RECOMMENDATIONS

1.  The forensic team should be a dedicated 
multidisciplinary team separate from a community 
mental health team.

2.  In conjunction with the research protocol the CMHT 
should develop a system of multidisciplinary team 
care planning and be appropriately resourced to 
meet the mental health needs of the sector.
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PSYCHIATRY OF LATER  
LIFE TEAM 

Date of inspection:  15 November 2006 
Population:  20,000 over 65

DESCRIPTION
This team serves the county and city of Limerick. 
The total population over 65 years is 20,000, 
subdivided in 12,000 rural and 8,000 urban. There is 
mixed deprivation rate and the catchment is a large 
geographically spread area, which presents challenges 
for service delivery. The team is operational over five 
days. There is no team allocated budget and a business 
plan has been requested this year with minimal notice 
for completion. The team has limited office space in 
St. Camillus’ Hospital. This is also the team base for 
dedicated beds for patients with dementia. Units 9A 
and 9B are not approved under the Mental Health Act, 
2001, however this is being sought. The team has 
admission rights to the acute admission unit at Limerick 
Regional Hospital (Unit 5B). The beds are not dedicated 
but in theory there is access to six beds.

MULTIDISCIPLINARY TEAM COMPOSITION
The team is in a period of transition. There are 
currently two acting consultant psychiatrists in post. 
The Inspectorate was informed that two permanent 
posts are approved, interviews have taken place and 
the people are likely to be in post by spring 2007. 
The second consultant post is a new position. The 
other full-time permanent posts are one senior clinical 
psychologist and three community mental health 
nurses. There is a 0.5 whole-time-equivalent social 
worker who also works in a general adult team. There 
is one full-time clerical post. In addition the team has a 
0.5 research officer and 0.5 art therapist. Both of these 
posts are temporary contracts. There is no occupational 
therapy post on the team. There are plans to appoint 
an Assistant Director of Nursing. The nursing staff report 
to the Matron of St. Camillus’ Hospital and the team is 
funded from the Old Persons Services. There are two 
medical training posts at senior NCHD and NCHD level. 

REFERRAL PROCESS
The vast majority of referrals are received from GPs 
and through a liaison service in Limerick Regional 
Hospital and various other smaller hospital units in the 
area. It was reported that the rate of new referrals is 
40 a month. All new referrals are assessed primarily 
in the home environment within ten working days. 
A consultant psychiatrist always completes the initial 
assessment. Referrals are discussed at the weekly team 
meeting and allocated. All new referrals are logged 
on a database. Before July 2006 there was a waiting 
list. This list was reviewed and currently there are 69 
patients awaiting assessment. The clinical psychologist 
received a small number of direct referrals from GPs 
and all are discussed at the team meeting. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
There is a single note set that follows the patient 
through the service. There are separate sections for 
in-patient notes, identified by colour. Each file contains 
a medical assessment, nursing assessment and other 
discipline assessments. The team use standardised 
assessments for this elderly population. In addition, 
for the past three years the team has been using 
the Functional Analysis of Care Environment (FACE) 
assessment. A care plan is discussed at the weekly 
team meeting, and is then agreed, printed and filed. 
There is a risk assessment component. All disciplines 
write in a common continuation sheet. The clinical 
psychologist and art therapist keep separate therapy 
notes and record outcomes in the main file. It is hoped 
that a copy of the care plan can be given to the patient 
in the future. 

TEAM FUNCTIONING
The full multidisciplinary team meets weekly. There is 
a set agenda for each meeting, which is minuted. All 
new patients who require a care plan are discussed, 
a plan agreed, printed and filed in the file. There is a 
three-monthly care plan review in place. There is a 
separate meeting in St. Camillus’ Hospital attended by 
the medical staff and ward-based nursing staff. There 
are active case reviews of these patients, including 
families where possible. 
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PARTICIPATION OF SERVICE USER
The service user and relevant personnel are key to 
the assessment and care plan formation. There are 
frequent family meetings and the team is accessible. 
The team provides a carers’ group two to three times 
yearly over an eight-week programme. The team is 
also actively involved in providing information and 
training to various organisations and nursing homes. 

DAY SERVICES/COMMUNITY RESOURCES
The team has very limited day services. It currently 
provides a day hospital service one day a week in 
St. Camillus’ Hospital, for patients with a functional 
disorder. A community mental health nurse and nursing 
attendant facilitates it. Given the geographical spread 
and lack of appropriate transport services this service 
is very limited. The team has developed very good 
relationships with generic elderly services and refers 
people to their day services. There are strong links with 
the relevant voluntary agencies and follow-up care is 
provided in nursing homes as required. 

POLICIES AND PROCEDURES
The team has a clear structured system of working, 
however this is not documented in an operational 
policy. There are no written team-specific policies and 
procedures. 

TRAINING AND AUDIT/RESEARCH
The art therapist and clinical psychologist have 
recently completed a piece of research looking at the 
effectiveness of art and music therapy in reducing 
the level of challenging behaviours in people with 
dementia. The project was funded by the Irish World 
Academy of Music and Dance at the University of 
Limerick. The research is due for publication in an 
international journal soon. The funding was not 
continued despite the positive outcomes. 

There is a patient database maintained. Clinical 
supervision is provided through individual disciplines 
at set intervals. In addition the clinical psychologist 

and art therapist have external supervision, funded 
independently. Continued professional is developed at 
individual levels. There have been journal club and in-
service training in the past. 

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
There is a quarterly service development day. The 
format is that the previous three months are reviewed 
in the morning and actions and implications for practice 
discussed and acted upon. In the afternoon there is 
a lecture, usually by an external person. All staff are 
invited, including nurse management, and minutes are 
taken. 

CHALLENGES FOR THE TEAM
The team are in transition with two new consultant 
psychiatrists due in 2007. The additional consultant 
post will have a direct impact on all team members’ 
case loads. This will occur without key personnel to the 
team, occupational therapy and with some members 
being only part time. The appointment of an Assistant 
Director of Nursing grade to the team, and the role of 
this post, will need discussion. There are also service 
delivery challenges outlined in the report. 

RECOMMENDATIONS

1.  The team membership and skill base needs to 
be increased to reflect patient need, especially in 
relation to occupational therapy.

2.  The team should write an operational policy 
document. 

3.  An application to have St. Camillus’ Hospital gain 
approval under the Mental Health Act, 2001 needs 
to be completed urgently. 
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NENAGH CMHT
Date of inspection:  8 November 2006 
Population:  31,000 approximately

DESCRIPTION
The Nenagh general adult community mental health 
team serves a population of approximately 31,000. The 
population is a rural/urban mix spread across a wide 
geographical area. The core team is operational over 
five days with an on-call service to the in-patient unit 
in Clonmel. This team, along with the sector team in 
Thurles, is in the unique position of having its in-patient 
beds some 110 kilometres away and under a different 
HSE area. The budget is held centrally. The team’s new 
sector headquarters opened in June 2005 and provides 
office space, outpatient clinics and one-to-one space 
for interventions. The team has access to a day centre. 
There are no other services the team can access in 
the area. There is a day hospital, and no supported 
community residences. There is no speciality team in 
the area. 

MULTIDISCIPLINARY TEAM COMPOSITION
A consultant psychiatrist is the team leader. This post 
also has the responsibility of acting clinical director. 
The other full-time posts to the team are a senior 
clinical psychologist, a basic grade clinical psychologist, 
a principal social worker, community mental health 
nurse, a 0.5 whole-time-equivalent addiction 
counsellor, and one clerical officer. There are two 
nurses graded at CNM2 based in the day hospital and 
day centre and two nurses in the day hospital. There 
is no occupational therapy service to the team or the 
catchment. The team is proactive in facilitating student 
posts; there are currently one senior NCHD, one NCHD, 
and two trainee clinical psychologists.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
There is a single file for each service user in the 
community. There is a separate in-patient file. It 
was reported an initial common assessment form is 
completed on each new referral. All disciplines write in 
the case file on a single continuation sheet. There is no 
formalised care plan, no formalised involvement by the 
service user or family /carers. All files are held centrally 
in the community mental health centre (the sector HQ).

REFERRAL PROCESS
There is a single point of entry for all referrals to the 
team. The majority of referrals are from GPs. It was 
reported that the current waiting time for a new 
patient appointment is 2 to 3 weeks. Urgent referrals 
can be assessed within the same day if necessary. 
Other sources of referrals to the team include the 
liaison service at Nenagh hospital and community care. 
Within the team there are internal referral systems and 
individual discipline waiting lists. The addiction service 
has a six-month waiting list. It was reported that 
there is a priority system in place. This service accepts 
referrals from people who have no mental illness. 
It was reported that this accounts for 20 per cent of 
all referrals. This has been audited and a decision is 
pending on how to proceed. The clinical psychology 
service has a system where all referrals are assessed 
and then placed on a waiting list for treatment. The 
waiting time for interventions currently stands at 2.5 
years. The nursing staff reported that there is a six-
week waiting time for an anxiety management group 
programme. 

TEAM FUNCTIONING
The team meets weekly in Nenagh. The service 
currently has 480 active cases. Minutes of the meetings 
are recorded. Clinical files are updated. There is no 
multidisciplinary team meeting in the in-patient unit for 
practical reasons. 

NORTH TIPPERARY
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PARTICIPATION OF SERVICE USERS
The social work service, in conjunction with service 
users, is developing an information leaflet on the 
team members and roles. There is an active carers’ 
group with a professional link to the principal social 
worker. Each discipline involves the service user in care 
planning.

DAY SERVICES/COMMUNITY RESOURCES
The team has a day centre that opened in 2002. 
There is a referral system and patients are reviewed 
in the day centre twice yearly. There are a number 
of modules facilitated by VEC teachers in computers 
and ceramics. There is a day hospital in the sector. 
Vocational services are limited to one National Learning 
Network focus programme, which is due to end at the 
end of the year. There is a tradition of people having to 
travel to Limerick to access other training programmes. 
The team has developed links with the VEC and FÁS 
in order to develop work opportunities for people. 
Nenagh is well served by a bus service. 

POLICIES AND PROCEDURES
Given the size of the catchment, there is a single 
set of policies and procedures. It was reported that 
there is an operational document in place. There is no 
formal policy as to how individual disciplines prioritise 
referrals. 

TRAINING AND AUDIT/RESEARCH
The two teams in the catchment had a two-day 
facilitated strategic planning session last December. 
The current audit being undertaken consist of auditing 
the referrals to addiction counselling. Within clinical 
psychology, a qualitative study of the experiences of 
service users who access psychology intervention is 
in progress. The audit of referrals to addiction services 
is completed and a decision is pending on how to 
reorganise the service based on the outcomes. 

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
There is an expectation within the team that a formal 
meeting with the management team should be 
held every six weeks. There have also been joint 
sector team meetings looking at overall service 
developments.

CHALLENGES FOR THE TEAM
The North Tipperary service remains uncertain as to the 
future direction and provision of services. This has been 
a long and protracted debate without any outcome. As 
a direct result, the team members, carers, and the Irish 
Advocacy Network have all expressed concern to the 
Inspectorate at the lack of services in the catchment. 

RECOMMENDATIONS

1.  A written plan for the development of services 
should be formulated at HSE level in collaboration 
with North Tipperary. 

2.  The team needs to appoint additional human 
resources, especially in occupational therapy.

3.  The team should critically review its referral systems 
and internal waiting lists. 

4.  The team needs to develop a formal care planning 
process and copy the plan to the service user. 

5.  The team develops an information leaflet on the 
service. 
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THURLES CMHT 
Date of inspection:  8 November 2006 
Population:  32,000–33,000

DESCRIPTION 
The team serves a population of approximately 
32,000–33,000 people. This is a general adult team, but 
also incorporates people over 65 and people requiring 
rehabilitation as there is no dedicated psychiatry of 
later life team or rehabilitation team in the area. The 
team operates Monday to Friday from 0900h to 1700h. 
There is a business plan for the catchment and the 
budget is held centrally. The infrastructure of the team 
centres around the sector’s headquarters in Thurles, 
which also has a day hospital and day centre on site. 
The headquarters also facilitates outpatient’s clinics. 
There is also an outpatients clinic twice a month in 
Roscrea. The team accesses beds in the acute unit 
in Clonmel and there are no staffed community 
residences in the sector. 

MULTIDISCIPLINARY TEAM COMPOSITION
There is one consultant psychiatrist who has an 
NCHD attached to the post. There is a vacant clinical 
psychologist post. There is access to four sessions from 
the psychology department in the Nenagh sector but 
this is insufficient to meet the need of this sector. A 
basic grade post for this discipline remains unfilled. 
There is one basic grade social worker. There is no 
occupational therapist and it has been highlighted as a 
priority to employ an occupational therapist manager. 
There is shared access to an addiction counsellor 
between the Nenagh and Thurles teams and there is a 
plan to recruit another counsellor. There are two clinical 
nurse specialists based in the day hospital and day 
centre and also in the community and a community 
mental health nurse and staff nurse in the day hospital. 
There is full-time administration support. 

REFERRAL PROCESS
The main source of referral is GPs. Other sources of 
referral are the liaison psychiatry service in the Nenagh 
General Hospital and community care. It was reported 
that the social worker and addiction counsellor may 
receive referrals from the probation service. There are 
two new patient clinics facilitated each week, which 
has significantly reduced the waiting list. The waiting 
list in Roscrea is higher due to the limited number of 
clinics available. Any emergency referral is seen on the 
same day. Referrals are discussed initially at the team 
meeting and an appropriate team member undertakes 
the initial assessment. The assessment is then 
presented at the team meeting and the appropriate 
staff allocated. The referral meeting occurs weekly and 
official minutes are kept. There are individual discipline 
referrals, which ensure that the appropriate member of 
the team is involved and there is a short waiting time 
for each discipline. All staff write in an integrated file 
for service users within the community, but there is a 
different file for in-patients due to different HSE areas 
providing the services. It is reported that there are four 
hundred and six active cases within the team. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
Each individual discipline undertakes its own initial 
assessment. Following the initial assessment, progress 
notes are written following each intervention. There are 
no care plans in evidence within the team. There is a 
comprehensive initial assessment and detailed progress 
notes.

A carers’ group is facilitated in Thurles on a monthly 
basis. One of the community nurses is linked into this 
group. 

TEAM FUNCTIONING
The entire team meets weekly in the sector 
headquarters at a set time to discuss referrals and 
undertake reviews of service users in the community. 
Official minutes are kept and any changes in care are 
documented in the files. 
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A business meeting is held every two months, focusing 
on the development of the service, budgets, health and 
safety issues and communication. 

The social worker facilitates family therapy in the sector 
area. The liaison psychiatry service in Nenagh General 
Hospital is currently facilitated on a part-time basis on 
Monday and Thursday evenings, and on an emergency 
basis. It is hoped to develop a full-time service in the 
near future. It is reported that 91 people have been 
assessed since January 2006. The liaison nurse has 
good links with the team. 

PARTICIPATION OF SERVICE USER
Service users do not attend team meetings but their 
views are represented by the nursing staff. There is 
access to part of a multidisciplinary team but there is 
no psychologist or occupational therapist. 

DAY SERVICES/COMMUNITY RESOURCES
The team is linked positively with a number of 
mainstream community resources. Good links are 
reported with the local council, homeless team and 
community welfare officers. The team maintains a 
high profile in the area. It facilitates debates in schools, 
along with Mental Health Ireland. Mental Health Ireland 
also facilitates a social club in the area twice a week for 
the service users. Within Roscrea, there is a voluntary 
group called Roscrea 2000 that runs specific groups 
in the area. The day hospital in Thurles is the main 
outpatient clinic. The day centre operates out of the 
same building and an average of fifteen people attend 
daily. There are a number of links with the vocational 
services and service users are able to undertake 
specific courses. There is a community employment 
scheme in the grounds of the sector HQ focusing on 
gardening and horticulture. This is facilitated between 
FÁS, Mental Health Ireland and the team. 

Within Roscrea there is evidence of good inter-
agency work. It is an area with high unemployment, 
programmes have been established to look at 
overcoming the stigma of mental health problems. A 

psycho-educational programme has been established 
in conjunction with the Ascend and Barnardos to 
support women who are victims of domestic violence. 
The team hopes to develop services in Roscrea as 
there are difficulties for people to attend services in 
Thurles. It was reported that there is a better transport 
infrastructure and communication between Nenagh 
and Roscrea but they are tied by the sector boundaries. 

POLICIES AND PROCEDURES
There are policies in place for referrals, people who 
do not attend appointments, waiting times and key 
working. There is also an operational procedure 
document. 

TRAINING AND AUDIT/RESEARCH
The team has an annual away day with key themes. 
The team also provide training to local services. There 
is a quantitative assessment undertaken on the impact 
of an anxiety management group. Clinical supervision 
is available to each individual discipline and there is 
also supervision obtained through the team meeting. 
Continued professional development is encouraged. 
Although there is only a small budget, training has 
been approved in the past. It is reported that the 
school of nursing provide good training and there is a 
comprehensive in-service programme. 

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
The main issues for the team are as follows:

 The recruitment of the core multidisciplinary team 
and an extra nurse in the day centre. Currently the 
team do not have a psychologist or occupational 
therapist and they share an addiction counsellor.

 The development of the service is in Roscrea is a key 
issue for the service. 

 To develop a day centre off site in Thurles. There is 
a capital plan in place that would enable the day 
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hospital to increase its capacity within the sector 
headquarters. 

 The local Lions Club is keen to develop a community 
hostel at a low support level. The team would prefer 
a medium-to-high support hostel and the team will 
provide staff to the hostel. This is to be developed 
further.

 The team would like to extend their service to cover 
weekends and evenings and extend the liaison 
service to full time.

 The issue of in-patients being admitted in Clonmel 
is completely unsatisfactory. The community service 
is managed within the HSE West and the in-patient 
service is managed within the HSE South. It is a long 
distance for staff, service users and families to travel. 
There are proposals to move the in-patient service to 
the acute unit in Limerick or to develop an acute unit 
in Nenagh. 

 The team has secured funding for a third consultant 
psychiatrist post in adult mental health who will 
be based in the acute unit in Clonmel to meet 
the increasing demands of the Mental Health Act, 
2001. There is also funding agreed for 0.5 whole-
time-equivalent consultant psychiatrist and 0.5 
whole-time-equivalent clinical nurse specialist for a 
psychiatry of later life service. 

RECOMMENDATIONS

1.  The team should comprise a core multidisciplinary 
team to meet the mental health needs of the 
community.

2.  Services for the community of Roscrea should be 
enhanced and consideration given to accessing 
services in Nenagh, which is more commutable than 
Thurles.

3.  The provision of community residences should be 
explored to meet service user demand.

4.  The provision of acute in-patient beds must be 
resolved to ensure that the service users’ needs are 
best met. 

5.  The liaison service in Nenagh General Hospital 
should be enhanced.
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CHAPTER 2

Galway East
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ST. BRIGID’S HOSPITAL, 
BALLINASLOE 

ST. DYMPNA’S AND 
OUR LADY’S UNIT

Date of inspection:  4 September 2006 
Number of beds:  St. Dympna’s 20, Our Lady’s 15  
 (both integrated)

DESCRIPTION
Since the inspection last year, St. Luke’s Ward has 
closed. It is being redeveloped as a psychiatric 
intensive care unit (PICU) for men. There are plans 
to relocate Ward 5, the 12-bed secure ward, to the 
newly refurbished St. Luke’s PICU when it reopens. The 
therapy area which had been housed in Our Lady’s 
Unit has been relocated to St. Mel’s upstairs in the 
admissions block and Our Lady’s has been redeveloped 
as an acute upstairs unit. There are no plans currently 
to develop a PICU for females.

As Our Lady’s Unit is located on the first floor and there 
is no lift or disabled access, less ambulant patients tend 
to be admitted downstairs to St. Dympna’s Unit. Apart 
from having fewer beds and being located upstairs 
there are no differences between the functioning of 
the two units. Both units take patients on an alternate 
basis. The wards have separate nursing staff but the 
same care processes apply to both. A number of the 
patients who come from West Galway are admitted 
directly to Ward 5. Both units are open. On the day 
of inspection there were a total of five Temporary 
patients in the acute units. There were no patients on 
a Person of Unsound Mind (PUM) form on the day of 
inspection. There are four nursing staff on duty on each 
of the units by day and by night. There are plans to 
have two sectors admit to each unit, apart from when 
somebody has a mobility problem. At the entry to this 
open unit there is an assessment office that consists of 
two interlinking rooms, a waiting area and an interview 
room with an examination couch. The ECT suite is also 
adjacent to St. Dympna’s downstairs.

MULTIDISCIPLINARY TEAM 
Four sectors admit to each of the two units. There is 
a weekly unit meeting on a Monday morning which 
is attended by all the consultant psychiatrists, NCHDs, 
CNM2s for both units, and the Assistant Director of 
Nursing. The agenda for this meeting is to review the 
week-end, the admissions, discharges and the bed 
availability. Occasionally administrative matters and 
policy may be addressed. No minutes are kept. There 
is a weekly clinical review conducted by each of the 
teams on the patients. Two of the sectors, in addition to 
recording in the case files, record in a multidisciplinary 
team book the outcome of those meetings. One sector 
reviews the recovery care package at those meetings. 
The other sectors do not have multidisciplinary care 
planning nor review the nursing care plan at the clinical 
review meeting. The patient does not attend the team 
meeting. There is a primary nurse system in operation 
which is sector based and the primary nurse where 
possible represents the views of patients at the team 
meetings. Depending on the sector there is limited 
access to the multidisciplinary team. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
A nursing care plan is initiated following admission 
based on the Roper Logan Tierney model. It is kept 
separately and continuation nursing notes are recorded 
in the card index system. These care plans are 
reviewed by the nursing staff on a weekly basis. In 
addition, on admission, a risk assessment is conducted. 
This is repeated within 72 hours and again prior to 
discharge. The risk assessment is conducted jointly by 
the medical and nursing staff on assessment and a risk 
prescription is formulated. 

Sector B uses a recovery care package which is 
generated at the first multidisciplinary team meeting. 
This is reviewed on a weekly basis. Sector C also has a 
multidisciplinary team review system. There is no key 
worker but a primary nurse is identified for the sectors. 
The nursing staff have welcomed the recovery care 
package and feel it has been a useful initiative. There 
is also a mechanism for ensuring that there is review 
of the nursing care plan. The patient is not routinely 

GALWAY EAST
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involved in the care plan meeting but is involved after 
the ward review. 

The advocacy service visits the unit regularly but does 
not attend the care planning meetings. Family or carer 
needs are generally assessed prior to discharge in the 
case of elderly patients. A chaplain visits the unit every 
week and if requested. A mass is held on the unit. The 
interpreter service is described as being available and 
a multilingual phrase book has been made available 
on the unit to improve communication. The nursing 
care plan identifies needs. One of the specific issues 
addressed in the nursing care plan is how comfortable 
patients are about being treated in an integrated 
setting. 

The integrated care and treatment plan, depending on 
the team, does specify the roles and responsibilities 
of the multidisciplinary team and the treatment to be 
provided. It does contain a written risk assessment. 
The nursing care plan includes a discharge plan. As 
mentioned the nursing care plan is recorded separately 
to the main clinical file. The risk assessment is kept 
in the patient case files and includes the observation 
prescription. The recovery care plan package is carried 
out in the community as well. There are policies for the 
service on admission, transfer and discharge. There was 
no policy on lodging available although this practice 
regularly occurs.

THERAPEUTIC PROGRAMMES
There are no ward-based activities. Patients who 
are well enough attend St. Mel’s upstairs. The staff 
from St. Mel’s will attend the wards and meet 
patients on a one-on-one basis if they are unable 
to attend St. Mel’s. Staff from St. Mel’s attend the 
clinical review meetings. They also complete a daily 
record of patients’ progress in the programme that 
is kept in the case file. A therapeutic programme is 
formulated with the staff on the ward through the 
clinical review meetings. The resources available to 
conduct the programme are a large converted ward 
that includes a relaxation room, a group room, music 
room, activity room, library, horticultural area and a 

smoking area. The whole unit was pleasantly furnished 
and decorated. The therapeutic rationale for the 
programme is psycho-educational, recreational and 
activation. The programme is regularly contributed 
to by 10 to 12 outside agencies including Aware, 
GROW, horticultural experts and art therapists. The 
programme is redesigned on a regular basis depending 
on availability of outside agencies. These staff reported 
there had been some difficulty in receiving referrals to 
the programme. They would like to receive the services 
of a music therapist. 

The programme is conducted seven days a week, 
twelve hours a day. There is a weekly unit orientation 
meeting that tends to generate many of the issues 
that clients have with their treatment and care. The 
advocate attends the programme on a regular basis. 
There is a suggestion box in the unit. Some of the 
programmes have clearly defined goals, which are 
recorded in the case files. A daily activity plan is drawn 
up on request and the outcomes are recorded in the 
individual care and treatment plan progress sheets. The 
programme is reviewed on a daily basis.

ECT
There is a fully equipped ECT suite adjacent to St. 
Dympna’s downstairs. It contains a waiting room that 
has comfortable seating, a treatment room and a 
recovery room. There is a nominated ECT consultant 
psychiatrist and nursing staff. There is a detailed 
policy and procedure. The consent for ECT, while it is 
explained to the patient by the consultant psychiatrist, 
is obtained by the junior doctor. Written information 
is available on ECT. The waiting room, treatment room 
and recovery room are all satisfactory. The ECT machine 
is due to be changed and upgraded. There are pre-ECT 
and post-ECT nursing assessments and a record of ECT.

SECLUSION
Seclusion is not used in these units.
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MECHANICAL RESTRAINT
Mechanical restraint is not used on these units.

PHYSICAL RESTRAINT
The staff in general have been trained in physical 
restraint but have not received any refresher courses in 
the last number of years. 

ENVIRONMENT
St. Dympna’s which is located on the ground floor 
has a bed capacity of 20 consisting of a 9-bed male 
dormitory, two female bedrooms with four and five 
beds respectively and two single rooms. A third 
interview room can also be converted into a single 
room when required. There are separate toilet and 
shower facilities. The bathrooms in general need 
refurbishment and repainting. There is a very small 
serving room/kitchenette leading into the dining 
room-cum-day room. The veranda is subdivided into 
a TV room and a smoking area. This is a pleasant part 
of the unit where the visitors could be met. There was 
also a meeting room and nurses’ station. Medications 
are kept in the nurses’ station which is bright and 
spacious and has a high counter. General cleanliness 
was satisfactory however there were peeling walls and 
cobwebs high up. There was a problem with damp in 
the bathrooms. They are open all day and locked at 
1930h. There is a separate admission area.

Our Lady’s Unit has 15 beds and is located on the first 
floor. It had recently been refurbished. It was bright 
and cheerful. There was no disabled access. Ventilation 
and lighting was satisfactory. The unit was clean. 
Information boards were on display. There was no 
designated visitors’ area but there are plenty of spaces 
available on the ground floor, or the day room, or in 
the bedrooms. The reception area is downstairs. There 
is one 5-bed room. There is one 2- to 3-bed room for 
males which had en suite facilities. In addition there 
was a 3-bed female room and a 4-bed room with en 
suite facilities. There were gender-specific bathrooms 
and toilets. There was a day room. The serving room 
was very small with difficulty in accommodating the 
serving trolley.

POSITIVE DEVELOPMENTS
Welcome practice developments have been the 
introduction in some sectors of the multidisciplinary 
team care plan, the risk assessment and the catchment 
management meetings.

RECOMMENDATIONS

1.  The multidisciplinary team care plan system should 
be introduced in all four sectors.

2.  Patients should have an opportunity to attend the 
multidisciplinary care planning meeting.

3.  Therapy services should be expanded.

4.  Regular refresher courses in the management of 
disturbed behaviour should be conducted.

UNIT 5
Date of inspection:  5 September 2006 
Number of beds:  12 male

DESCRIPTION
This is described as a male secure unit. There are 
12 beds and on the day of inspection there were 
11 patients, one of whom was on leave. There are 
four people who are Temporary, three on Person of 
Unsound Mind (PUM) status and the rest are Voluntary. 
The unit is locked. Four staff are on duty during the 
day, one CNM2 and three staff nurses, and there are 
two staff on duty at night. The majority of admissions 
to the unit are transfers from the two admission wards 
in the hospital. Unit 5 also receives admissions from 
West Galway who are brought to the hospital by the 
Gardaí. It was reported that the hospital is planning to 
open a new psychiatric intensive care unit (PICU) in the 
admission area of the hospital. Once this unit is open 
Unit 5 will close and the majority of current patients on 
Unit 5 will transfer to the PICU. The remaining patients 
will be transferred to other units within the hospital.
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MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist who is responsible 
for the longer term patients on the unit and also for 
those service users from West Galway. The sector 
consultant psychiatrists maintain contact with their 
patients during their time on the unit. Each consultant 
psychiatrist has an NCHD. It was reported that access to 
psychology, social work and occupational therapy is via 
a referral system. There is evidence of regular reviews 
in the case notes for both acute and long-stay patients. 
The meetings occur on the ward usually on Thursday 
or Friday and they are attended by the medical and 
nursing staff only. In the files reviewed there were 
no interventions from psychology, social work or 
occupational therapy. It was reported that the patient 
attends the team review.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans. 
Although this was recommended last year there has 
been no change in the care plan system within this 
unit. It was reported that there is now a practice 
development nurse who is leading a piece of work 
focusing on documentation. The nursing care plans 
focus on assessments of daily living using the Roper 
Logan Tierney model. The baseline assessment leads 
to a care plan and daily progress notes are written. 
Nursing care plans are reviewed on a regular basis 
but there is no key worker system. As stated the 
patient has access to the full multidisciplinary team 
via a referral system. However there is no evidence to 
support that there is regular contact with psychology, 
social worker or occupational therapy. There is access to 
advocacy. There are hospital-wide admission, transfer 
and discharge policies. 

THERAPEUTIC PROGRAMMES
There are no therapeutic programmes in place on this 
unit. There are no meaningful activities for the patients. 
It was reported that they are encouraged to rest as 
much as possible. Again it was recommended last year 
that there should be needs-based therapeutic activities 

available to all patients, linked to individual care plans. 
There has been no progress with this recommendation. 

ECT
There are no patients currently having ECT. If a patient 
requires this treatment they are transferred to the 
admission unit. 

SECLUSION
Two rooms in the unit are classified as seclusion 
rooms. It was reported and the records verify that 
seclusion has not being used on this unit since 2004. 
This begs the question of the appropriateness of 
having two rooms for the purpose of seclusion. It was 
recommended last year that the seclusion room if not 
in use should be decommissioned. Currently one of the 
rooms is being used as a bedroom.

MECHANICAL RESTRAINT
There was no mechanical restraint in use on the unit. 

PHYSICAL RESTRAINT
It was reported that staff are trained in restraint 
techniques but that they all need an update. Trainers 
are reported as being hospital based. Any incident 
requiring physical restraint is documented in the notes 
and recorded on an incident form. 

It was reported that training is widely available within 
the hospital. However there does not appear to be any 
clinical supervision for nursing staff.

ENVIRONMENT
This is a 12-bed unit situated on the ground floor of 
the old building in the main hospital. There were some 
minor maintenance issues that needed to be resolved. 
There was disabled access to the unit. The standard 
of decor was reasonable. There was good ventilation 
and natural light and the staff tried to keep the unit 
as clean as possible. There was a dedicated visitors’ 
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area. The unit is locked so access to the garden and 
grounds of the hospital is at the nurses’ discretion. The 
bedroom areas consist of double rooms. Each room has 
beds and wardrobes. However there are no curtains 
separating the beds and there are no attempts to 
make the bedroom areas more homely with personal 
effects. There are three single rooms and one patient 
has chosen to sleep in the seclusion room as he prefers 
to be on his own. There are sufficient toilets and a 
shower room. There is one dining area that could 
accommodate all patients in one sitting. There are two 
lounge areas, one for smoking and one non-smoking. 
There has been no attempt to make them a more 
homely environment. There is one interview room that 
has clear observation points. The nurses’ station is an 
office situated in the main corridor. The clinical room is 
small but has appropriate equipment and storage.

SERVICE USER INTERVIEWS 
One patient asked to be seen by the Inspectorate on 
this inspection. He was uncertain as to why he was in 
the hospital and asked to go home. It was explained to 
him that the Inspectorate had no powers to discharge 
him but certainly would ask the nursing staff to explain 
to him why he was in hospital and the mechanisms for 
being discharged from hospital.

RECOMMENDATIONS

1.  This unit should close and service users moved 
to the new PICU service as soon as is practicably 
possible.

2.  When the unit transfers to the new PICU there 
should be a full multidisciplinary team providing 
a service and all patients should have a 
multidisciplinary care plan.

3.  There should be needs-based therapeutic activities 
available to all patients, linked to their individual 
care plans. This was recommended last year and 
attention needs to be given to ensuring that there is 
a meaningful day for the patients. 

4.  Patients’ privacy and dignity must be a priority.

5.  Nursing staff must be in receipt of clinical 
supervision.

UNIT 6
Date of inspection:  5 September 2006 
Number of beds:  11 male

DESCRIPTION
This is a locked unit on the first floor of the hospital. It 
was described as providing continuing care for male 
patients in the 50 to 80 age group, some of whom had 
intellectual disabilities. There were 11 patients on the 
day of inspection. One man had Temporary status. One 
had Person of Unsound Mind (PUM) status and nine 
had Voluntary status. The unit is staffed by two nurses 
during the day and by two nurses at night, although at 
night one nurse may have to go to Unit 5 on occasions.

MULTIDISCIPLINARY TEAM 
There is no formal multidisciplinary team input into 
this unit. One consultant psychiatrist provides care 
to patients on this unit and an NCHD visits regularly. 
The consultant psychiatrist visits the unit weekly and 
nursing staff indicate which patients need to be seen. 
There is no input from a clinical psychologist, social 
worker or occupational therapist. There is no formal 
ward round or meeting. Changes to the treatment plan 
are documented in the patients’ files. A list of annual 
physical reviews is kept in the nursing office and 
these assessments are carried out by the NCHD. Staff 
reported that no annual mental state examinations are 
scheduled but that nursing staff indicate to the doctor 
when such reviews need to be carried out. 
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no system of multidisciplinary care planning 
on this unit. The current system of nursing care plans in 
inadequate. Some of the nursing assessments on which 
the care plans are based are over ten years old. Care 
plan evaluations occur every few months and progress 
notes are written monthly unless there is a significant 
event or incident that needs to be noted. There is no 
key worker system in place. 

THERAPEUTIC PROGRAMMES
There is no programme of therapeutic activities in place 
on the unit and there is no occupational therapy input. 
There was a TV in the lounge but no radio or music 
system was available. Nursing staff reported that they 
take some of the patients for walks and that there are 
occasional outings.

ECT
ECT is not provided on this unit. 

SECLUSION
There is no seclusion room on this unit and no one is 
secluded.

MECHANICAL RESTRAINT
There was no mechanical restraint in use on the unit.

PHYSICAL RESTRAINT
Nursing staff reported that there is a policy in the 
use of physical restraint and that they have received 
appropriate training. A training register is kept by 
senior nurse management. A system is in place for the 
recording and auditing of serious incidents. 

ENVIRONMENT
Unit 6 had a capacity of 14 beds and 11 were in use 
at the time of inspection. The unit was situated on the 
first floor of the hospital. Maintenance was provided 
by a team situated on the campus. It was reported 
that major requests had to be sent to the Director of 
Nursing. A fire officer carried out regular checks of the 
building and equipment and a health and safety policy 
was in place. Staff were concerned about the potential 
difficulties involved in evacuating patients with serious 
mobility problems in the event of a fire. There was no 
disabled access to the unit. The decor of the unit was 
very poor. It had not been painted in recent years and 
it was sparsely furnished. While there was plenty of 
natural light and the unit was clean, ventilation was 
not great. There were two information boards. There 
was a dedicated visitors’ area. There was no access to 
a garden but most of the patients could be escorted 
to a garden downstairs. Bedroom accommodation 
comprised two single rooms, three twin rooms and a 
3-bed room. There were no individual curtains around 
the beds and the curtains were missing from some of 
the windows. An unused bedroom was being used as a 
quiet room. There were sufficient toilets and bathrooms 
in the unit. Water from leaking taps had worn tracks 
through the tiles in one toilet area and there were 
large cobwebs on the ceiling. There was a dining area 
and an adjoining kitchen area, which was in a poor 
state of repair. There were two lounges, one smoking 
and one non-smoking. The nurses’ station was located 
at the centre of the unit and was large but poorly 
furnished. The clinical room had appropriate equipment 
and storage for medication. Staff had a toilet and 
shower and access to a staff dining room.

SERVICE USER INTERVIEWS 
The patient who asked to meet the Inspectorate was 
dissatisfied with his detention and complained of lack 
of exercise and access to the grounds of the hospital.
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RECOMMENDATIONS

1.  A decision on the long-term future of this unit 
should be made as soon as possible. Unless there is 
considerable investment of resources to bring it up 
to an acceptable standard this unit should be closed 
as soon as possible

2.  The unit should be under the care of a dedicated 
multidisciplinary team and integrated care and 
treatment plans should be put in place for each 
patient.

3.  A needs-based therapeutic programme should be 
put in place on the unit.

4.  A risk assessment should be carried out on each 
patient to determine how many of these people 
need to be in a locked environment. Those who do 
not should be relocated as soon as possible.

UNIT 7
Date of inspection:  5 September 2006 
Number of beds:  18 male

DESCRIPTION
This is a locked unit on the ground floor of the hospital. 
It was described as providing continuing care for male 
patients in the 59 to 85 age group. There were 18 
patients on the day of inspection. The unit is staffed by 
three nurses during the day and by two nurses at night. 

MULTIDISCIPLINARY TEAM 
There is no formal multidisciplinary team input into 
this unit. One consultant psychiatrist provides care 
to patients on this unit and an NCHD visits regularly. 
According to staff, the consultant psychiatrist visits the 
unit every three months to review the patients and 
the NCHD visits whenever requested to do so. There 
is no input from a clinical psychologist, social worker 
or occupational therapist. There is no formal ward 

round or meeting. Changes to the treatment plan are 
documented in the patients’ files. Annual physical 
reviews are carried out by the NCHD. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no system of multidisciplinary care planning 
on this unit. The current system of nursing care plans is 
inadequate. Many of the nursing assessments the care 
plans are based on have not been updated recently. 
Care plan evaluations occur every month and progress 
notes are written on a regular basis and all significant 
events or incident are noted. There is no key worker 
system in place. 

THERAPEUTIC PROGRAMMES
There is no programme of therapeutic activities in place 
on the unit and there is no occupational therapy input. 
There was a TV and radio available in the lounge. Five 
of the patients can leave the unit unescorted for walks 
while others have to be accompanied by staff. Staff 
provide a newspaper and discussion group. There are 
occasional music and singing sessions and some games 
are also available. 

ECT
ECT is not provided on this unit. 

SECLUSION
There is no seclusion room on this unit and no one is 
secluded.

MECHANICAL RESTRAINT
There was no mechanical restraint in use on the unit.

PHYSICAL RESTRAINT
Nursing staff reported that there is a policy in the 
use of physical restraint and that they have received 
appropriate training but were in need of refresher 
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courses. A training register is kept by senior nurse 
management. A system is in place for the recording 
and auditing of serious incidents. 

ENVIRONMENT
Unit 7 had a capacity of 25 beds but 18 were in use 
at the time of inspection. The unit was situated on 
the ground floor of the hospital. Maintenance was 
provided by a team situated on the campus. It was 
reported that the response to minor requests was slow 
while requests for major works went on a waiting list 
following prioritisation. A fire officer carried out weekly 
checks of the building and equipment and a weekly fire 
drill took place. A health and safety policy was also in 
place. There was disabled access to the unit. The decor 
of the unit was poor and it needed to be painted. There 
was plenty of natural light and the unit was clean but 
the ventilation was not good. There were information 
boards. There was no dedicated visitors’ room but there 
were tables and chairs set out along the main corridor 
for visitors. 

Bedroom accommodation comprised single, double, 
3-bed and 4-bed rooms. There were no individual 
curtains around the beds. There were sufficient toilets 
and bathrooms in the unit but no toilet adjoining 
the main bedroom area. There was a dining area, 
which was nicely decorated, and an adjoining kitchen 
area. There were two lounges, one smoking and one 
non-smoking. Attempts had been made to create as 
homely an atmosphere as possible. The nurses’ station 
was located at the centre of the unit. The clinical room 
had appropriate equipment and storage for medication. 
Staff had a toilet and shower but no access to the 
lockers provided. 

SERVICE USER INTERVIEWS 
One patient interviewed expressed satisfaction with the 
care he received from nursing staff. 

RECOMMENDATIONS

1.  A decision on the long-term future of this unit 
should be made as soon as possible. Unless there is 
considerable investment of resources to bring it up 
to an acceptable standard this unit should be closed 
as soon as possible.

2.  The unit should be under the care of a dedicated 
multidisciplinary team and integrated care and 
treatment plans should be put in place for each 
patient.

3.  A needs-based therapeutic programme should be 
put in place on the unit.

4.  A risk assessment should be carried out on each 
patient to determine how many of these people 
need to be in a locked environment. Those who do 
not should be relocated as soon as possible.

UNIT 10
Date of inspection: 5 September 2006 
Number of beds: 24 integrated

DESCRIPTION
This unit is described as a long-stay rehabilitation unit. 
It has an open door policy. On the day of inspection, 
there were 13 patients, eight male and five female. 
Two of the patients are Temporary status. There are 
three nursing staff on duty during the day, sometimes 
this drops to two and two staff at night. Admissions to 
the unit are internal transfers. Recently there were two 
patients transferred in and there have recently been 
two discharges.

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist with responsibility 
for the unit who is also the rehabilitation team 
consultant. There is an NCHD attached to this 
post. There is one social worker who rotates on a 



52BOOK 5 – HSE WestREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

monthly basis from the sector teams available to the 
rehabilitation team and also a part time occupational 
therapist. There is no clinical psychology input and 
there is a referral system to an addiction counsellor.

The team meets at a set time weekly to review 
patients on the ward. This meeting is attended by the 
consultant psychiatrist, junior doctor and nursing staff. 
Any changes to the patient’s care is documented in 
the files and there is evidence of regular reviews. The 
consultant psychiatrist also holds a weekly community 
meeting with the patients and members of staff. 

There is a monthly rehabilitation team meeting where 
all disciplines are encouraged to attend as well as 
the advocate from the Irish Advocacy Network with 
responsibility for East Galway. The hostel staff also 
attend this meeting. The main purpose of the meeting 
is to review specific patients from the unit and also 
from within the community residences. It is also an 
opportunity to enhance the links between the unit and 
the hostel with 24-hour nursing staff supervision. The 
patients do not attend the team meetings. The nursing 
staff represent their views. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
In the absence of a full multidisciplinary team it is 
difficult for the unit to introduce multidisciplinary 
team care planning. As a result the care plans are 
nurse led. It is noted there is no formal referral and 
assessment system for patients to this unit. A number 
of the patients have been in the unit for a long time 
and some patients have a profound learning disability. 
In the absence of a full multidisciplinary team and an 
appropriate group of patients who have the capability 
and potential for rehabilitation, the ward is struggling 
to function as a rehabilitation unit. The nursing staff 
undertake assessment of daily living assessments 
linked with the Roper Logan Tierney model. The care 
plans are evaluated. There is no key worker system. 
Nursing staff act as primary nurses for groups of 
patients. The nursing staff are rostered onto the unit 
at regular intervals. The patient is involved in the care 

plans through one-to-one sessions with the primary 
nurse and there is also access to advocacy and carers 
are involved wherever possible. There is a hospital-
wide admission, transfer and discharge policy. 

THERAPEUTIC PROGRAMMES
There are some ward-based activities and regular 
trips out into the community. Some of the patients 
attend St. Teresa’s Therapy Unit in the hospital or the 
training centre. Again, in the absence of a regular 
full multidisciplinary team, it is difficult to introduce 
individual rehabilitation programmes. The mix of 
patients also hinders this and again the unit really 
needs to have a core multidisciplinary team and a mix 
of patients who have the potential for rehabilitation.

ECT
No patients are in receipt of ECT. If they are they are 
transferred to the admission unit. 

SECLUSION
There are no seclusion facilities on this unit.

MECHANICAL RESTRAINT
There is no mechanical restraint in use on this unit.

PHYSICAL RESTRAINT
It was reported that physical restraint is not used 
on the unit. The nursing staff have access to both 
mandatory training and long courses.

ENVIRONMENT
This is a 24-bed unit that had only 13 patients residing 
in the unit. It is situated on the first floor of the main 
building. There is no disabled access. The decor of 
the unit is of a reasonable standard and there is good 
ventilation and plenty of natural light. The unit was 
clean. There is a dedicated visitor’s area and there is 
a computer in this room for patients to use. There is 
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access to the grounds of the hospital. The bedroom 
areas consist of double rooms and single rooms. There 
are dedicated female and male sleeping areas. There 
are an appropriate number of toilets, bathrooms and 
shower rooms. They are situated near to the respective 
bedroom areas. There is one large dining area. It was 
reported that patients cannot access the kitchen to 
undertake any cooking assessments due to HACCP 
regulations. There is an exercise room with some 
equipment. There is one large lounge area which is 
very nicely furnished. There is also a smoking lounge. 
The nurses’ station doubles up as a clinic room and is 
situated in the centre of the unit.

SERVICE USER INTERVIEWS 
Three patients asked to be interviewed by the 
Inspectorate. The first patient requested to be moved 
back home to her local area. She complained of having 
very little to do on the unit and lacked motivation. The 
other patient said she had a fall a number of years ago 
and was complaining of physical symptoms. It was 
suggested to her that she have a physical examination. 
The third person feels that he should not be on a 
Temporary certificate and feels badly wronged. It was 
suggested that he writes to the Inspector. He stated 
that he has asked his consultant psychiatrist to do this 
on his behalf. He was also given advice regarding the 
tribunals which will soon be in place once the Mental 
Health Act, 2001, is fully operational. He also said that 
he had been separated from his children for a number 
of years. All of these issues were fed back to the nurse 
in charge. 

RECOMMENDATIONS

1.  As recommended last year the rehabilitation team 
with responsibility for this ward should be a full 
multidisciplinary team. 

2.  Each patient should have a multidisciplinary care 
plan with emphasis on individual rehabilitation.

3.  There should be needs-based therapeutic activities 
in place for the patients. 

4.  The multidisciplinary team should carry out pre-
admission assessments regarding the suitability of 
the patients to the rehabilitation ward.

5.  There should be self-staffing for the nursing staff on 
this unit to ensure continuity of care.

UNIT 16
Date of inspection:  5 September 2006 
Number of beds:  25 female

DESCRIPTION
This is a locked unit situated on the first floor and is 
described as a long-stay facility for people who have 
been placed in community residences but unfortunately 
have not managed well in that environment. There 
were 13 patients on the ward during this inspection, 
all female. All the service users were Voluntary. During 
the day there were two nursing staff on duty and two 
nursing staff at night. It is proposed within the plans 
for the hospital that this ward will transfer to Unit 21 
which is on the ground floor.

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist responsible for 
the patients on this unit. There is one NCHD post 
attached to the consultant psychiatrist post. There 
is no regular input from psychologist, social worker 
or occupational therapist. It was reported that the 
social worker is involved in facilitating home visits. If 
the psychologist or occupational therapist is needed, 
there is access although there does not appear to be 
any regular input. It was reported that it is planned to 
have physiotherapy sessions on the unit. Long term 
efforts have been made to obtain a physiotherapist to 
no avail. Currently, approval has been sought from the 
National Employment Monitoring Unit for a post.
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The consultant psychiatrist holds a review meeting 
every two weeks where selected patients are 
reviewed. The meeting occurs on the ward and is 
attended by nursing and medical staff. Any changes 
to the care are documented in the files and there is 
evidence of regular reviews in the files inspected. The 
patient attends the review and it was reported that 
they know who their treating consultant psychiatrist is 
and who their nursing staff are.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans, the 
care plans are all nurse led, based on the Roper 
Logan Tierney model. There is an initial assessment 
which leads to a care plan. It some cases the initial 
assessment was carried out a number of years ago. 
There is no key worker system. There are two nursing 
staff on duty responsible for reviewing the care plans. 
The nurses write progress notes on a monthly basis and 
record any significant events. The patient is involved 
wherever possible. 

THERAPEUTIC PROGRAMMES
There is no regular therapeutic programme in place on 
the unit. The nursing staff encourage the patients to 
go out for walks and arrange visits out of the hospital. 
There is no regular occupational therapist input.

ECT
None of the service users are currently having ECT.

SECLUSION
There are no seclusion facilities on the unit.

MECHANICAL RESTRAINT
There was no mechanical restraint in use on the unit.

PHYSICAL RESTRAINT
According to nursing staff, it is not necessary to use any 
forms of physical restraint on the unit.

ENVIRONMENT
This unit has a capacity of 25 beds but there are only 
13 currently in use. The unit is situated on the first floor. 
There are some small maintenance issues. There is 
no disabled access. The decor was of a high standard 
and the unit had a homely feel. Ventilation was 
good, there was plenty of natural light and the unit 
was clean. There is a dedicated visitors area which is 
nicely furnished. The bedroom areas consisted of three 
dormitories and three single rooms. The dormitory 
beds had screens around them and each area had its 
own wardrobe and was nicely decorated. There were 
sufficient toilets and bathrooms in the unit. There 
was one large dining area. There was a new smoking 
lounge on the unit following last year’s inspection and 
there was a nicely furnished main lounge. The nurses’ 
station was an office situated centrally in the unit 
and the clinical room had appropriate equipment and 
storage for medication.

SERVICE USER INTERVIEWS 
No service users asked to meet with the Inspectorate.

RECOMMENDATIONS

1.  The unit would benefit from the input of a 
physiotherapist.

2.  The care plans should be more of a multidisciplinary 
team nature involving all disciplines working with 
the patient.

3.  There should be regular occupational therapy input 
on the unit providing a needs-based therapeutic 
programme.
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UNIT 17
Date of inspection:  6 September 2006 
Number of beds:  13 integrated

DESCRIPTION
The unit is described as an Alzheimer’s Unit for both 
men and women. On the day of inspection, there were 
13 patients, 12 male and one female. There were 
two people on Temporary status. The unit is locked to 
prevent people from wandering off the unit. There are 
three nursing staff on duty during the day although one 
of these nurses frequently has to cover other wards. 
There are two nursing staff on duty at night, one male 
and one female. There are no regular admissions to the 
unit, only internal transfers.

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist with responsibility 
for the unit who has an NCHD attached to this post. 
There is minimal input from psychology and social 
work, if an assessment is required it is accessed 
through a referral system. There is access to 
occupational therapy but no regular sessions. A number 
of the patients have had a seating assessment and 
individual chairs have been purchased. The patients 
looked comfortable in these chairs. The nursing staff 
are allocated to the unit on a rotational basis. It was 
highlighted that there is a need for physiotherapy 
input.

The consultant psychiatrist reviews the patients at 
least fortnightly. The reviews occur on the unit and 
are attended by the medical and nursing staff. There 
was evidence of regular reviews in the case notes 
inspected. Patients are involved in their own care as 
much as possible and family members are consulted. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no multidisciplinary team care plans. The 
care plans are all nurse led and are based on the Roper 
Logan Tierney model. There is an initial assessment 
undertaken, in some cases dating back to the 1990s 
and obviously in need of update. Following the initial 
assessment a care plan is devised and this is evaluated 
on a regular basis. Weekly progress notes are written 
on each service user. The care planning system was in 
need of modernisation and the practice development 
coordinator is looking at overseeing a project regarding 
documentation. There is no key worker system. The 
multidisciplinary team are involved in patient care by a 
referral system. The patient is involved in the care plan 
wherever possible and there was advocacy available. 
There are hospital-wide admission, transfer and 
discharge policies. 

THERAPEUTIC PROGRAMMES
There are no structured programmes for the patients. 
The staff offer whatever activities they can. The 
emphasis is on ensuring the physical needs of the 
patients are met. 

ECT
No patient is having ECT on this unit.

SECLUSION
There are no seclusion facilities on this unit.

MECHANICAL RESTRAINT
The majority of the patients have cot sides on their 
beds. Some have belts on the chairs that were 
purchased for them. In the notes inspected there is 
a written intervention by the consultant psychiatrist 
explaining why a patient requires the belt.
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PHYSICAL RESTRAINT
It was reported that it is rare for any of the patients to 
be restrained. On occasion a patient may get distressed 
when being moved. The staff are trained in breakaway 
techniques and in control and restraint techniques. Any 
adverse incident requiring restraint is recorded on an 
incident form.

It was reported that there is a wide range of training 
available to nursing staff but it can be difficult at times 
to free staff for it from the wards.

ENVIRONMENT
This was a 13-bed ground-floor unit in part of the 
newer building. There are ongoing maintenance issues, 
in particular the toilet and shower areas are too small. 
There is disabled access throughout the unit although 
limited access to the toilet and shower. The decor of 
the unit is of a good standard. It is well ventilated, 
bright and clean. There is a daily information board. 
There is a visitors’ area which was homely. One slightly 
worrying aspect is that this area may be shared with 
the ward next door. There is access to a garden where 
patients can be accompanied by staff. The bedroom 
areas consist of single, double and 4-bed rooms. There 
are curtains around the beds in the shared rooms. The 
toilets and showers are narrow and small in design and 
are in need of renovation. There is a well furnished and 
decorated lounge which has a dining room adjacent to 
it. The nurses’ station is adjacent to the visitors’ area 
and next to the day room.

RECOMMENDATIONS

1.  The patients would benefit from the input of a 
physiotherapist.

2.  The care plans should be more of a multidisciplinary 
team nature involving all disciplines working with 
the patient.

3.  There should be regular occupational therapy input 
on the unit providing a needs-based therapeutic 
programme.

4.  The bathrooms and toilets are in need of renovation 
to make them more accessible for people in 
wheelchairs.

UNIT 19
Date of inspection:  6 September 2006 
Number of beds:  22 male

DESCRIPTION
This is a locked ground-floor unit in what is called the 
“new building” on the grounds of St. Brigid’s Hospital. It 
was described as providing continuing care for elderly 
male patients, 10 of whom are in the high dependency 
category. There were 22 patients on the day of 
inspection. One patient had Temporary status and 18 
had Voluntary status. The unit is generally staffed by 
four nurses during the day and by two nurses at night. 

MULTIDISCIPLINARY TEAM 
There is no formal multidisciplinary team input into 
this unit. One consultant psychiatrist provides care 
to patients on this unit and an NCHD visits regularly. 
According to staff, the consultant psychiatrist visits 
the unit every couple of weeks, or more frequently 
if necessary, to review the patients and the NCHD 
visits on a frequent basis and whenever requested to 
do so. There is no input from a clinical psychologist 
or social worker. An occupational therapist has been 
undertaking seating assessments but is not involved 
in providing therapeutic activities. There is no formal 
ward round or meeting. Changes to the treatment plan 
are documented in the patients’ files. Annual physical 
reviews are carried out by the NCHD. A chiropodist 
visits the unit, as does the hospital chaplain.
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no system of multidisciplinary care planning 
on this unit. The current system of nursing care plans is 
inadequate. Many of the nursing assessments the care 
plans are based on have not been updated recently. 
Care plan evaluations occur every month and progress 
notes are written on a regular basis, with all significant 
events or incident noted. There is no key worker 
system in place. 

THERAPEUTIC PROGRAMMES
There is no programme of therapeutic activities in 
place on the unit. There was a TV and radio available 
in the lounge. Newspapers are also available and there 
is some music and singing from time to time. Staff 
reported that there is little for the patients to do during 
the day. There are plans to create a garden area for the 
units that occupy this building. 

ECT
ECT is not provided on this unit. 

SECLUSION
There is no seclusion room on this unit and no one is 
secluded.

MECHANICAL RESTRAINT
Appropriate chairs and belts are used for the safety 
of patients. This is written up by the consultant in the 
patients’ files. 

PHYSICAL RESTRAINT
Nursing staff reported that there is a policy on the 
use of physical restraint and that they have received 
appropriate training but were in need of refresher 
courses. A training register is kept by senior nurse 
management. A system is in place for the recording 
and auditing of serious incidents. 

ENVIRONMENT
Unit 19 had a capacity of 22 beds and all were in use 
at the time of inspection. The unit was not designed 
to cater adequately for this number of patients and 
it felt overcrowded. Management were planning to 
refurbish this and other units in this building and create 
further facilities for the use of these units. This unit 
was situated on the ground floor. Maintenance was 
provided by a team situated on the campus and it was 
reported that the response to requests was rather slow. 
A fire officer carried out weekly checks of the building 
and equipment and a weekly fire drill took place. A 
health and safety policy was also in place. There was 
disabled access to the unit. The decor of the unit was 
adequate. The main thoroughfare of the unit had been 
painted recently but the side rooms also needed to 
be painted. There was plenty of natural light and the 
unit was clean, but the ventilation was not good. There 
was an information board in the day room. There was 
no dedicated visitors’ area but an area inside the door 
to the unit had been sectioned off for the purpose of 
receiving visitors. 

Bedroom accommodation comprised large 12-bed and 
10-bed dormitories. There were sufficient toilets and 
bathrooms in the unit. The dining area was open plan 
alongside the day room, which was overcrowded. The 
nurses’ station was located at the centre of the unit 
and doubled as an interview room. The clinical room 
had appropriate equipment and storage for medication. 
Staff had access to a toilet. 

SERVICE USER INTERVIEWS 
A number of patients were interviewed and they 
expressed satisfaction with the quality of care they 
received on the unit. 

RECOMMENDATIONS

1.  A decision on the long-term future of this unit 
should be made as soon as possible. Considerable 
investment of resources will be required to bring it 
up to an acceptable standard. 
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2.  The unit should be under the care of a dedicated 
multidisciplinary team and integrated care and 
treatment plans should be put in place for each 
patient.

3.  A needs-based therapeutic programme should be 
put in place on the unit.

UNIT 21
Date of inspection:  6 September 2006 
Number of beds:  30 female

DESCRIPTION
This is a locked ground-floor unit in what is called the 
“new building” on the grounds of St. Brigid’s Hospital. It 
was described as providing continuing care for elderly 
female patients, all of whom require a high level of 
care. Three of the patients had intellectual disabilities. 
There were 20 patients on the day of inspection, a 
number of whom were under 65 years of age. One 
person had Person of Unsound Mind (PUM) status, 17 
had Voluntary status and there were two Wards of 
Court. The unit was staffed by four nurses during the 
day and by two nurses and a ward attendant at night. 

MULTIDISCIPLINARY TEAM 
There is no formal multidisciplinary team input into 
this unit. One consultant psychiatrist provides care 
to patients on this unit and an NCHD visits regularly. 
According to staff, the consultant psychiatrist visits the 
unit weekly, or more frequently if necessary, to review 
the patients and the NCHD contacts the unit daily 
and visits when necessary. There is no input from a 
clinical psychologist or social worker. An occupational 
therapist has been undertaking seating assessments 
but is not involved in providing therapeutic activities. 
There is no formal ward round or meeting. Changes to 
the treatment plan are documented in the patients’ 
files. Annual physical reviews are carried out by the 
NCHD. Other professionals who visit the unit include a 
dietician, a chiropodist and a hairdresser.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no system of multidisciplinary care planning 
on this unit. The current system of nursing care plans 
in inadequate. Many of the nursing assessments the 
care plans are based on have not been updated for 
several years. Care plan evaluations occur every month 
and progress notes are written on a regular basis, with 
all significant events or incident noted. There is no key 
worker system in place. 

THERAPEUTIC PROGRAMMES
There is no programme of therapeutic activities in place 
on the unit. One patient attends St. Joseph’s centre 
for people with intellectual disabilities daily and one 
patient attends St. Teresa’s, an activity centre in the 
grounds of the hospital. An artist visits the unit weekly 
for one hour. Flower arranging is also undertaken for 
one hour weekly. There was a TV and radio available in 
the lounge. Newspapers are also available and there is 
some music and singing from time to time. There are 
plans to create a garden area for the units that occupy 
this building. 

ECT
ECT is not provided on this unit. 

SECLUSION
There is no seclusion room on this unit and no one is 
secluded.

MECHANICAL RESTRAINT
Appropriate chairs and belts are used for the safety 
of patients. This is written up by the consultant 
psychiatrist in the patients’ files. Staff reported that 
patients are moved and exercised approximately every 
hour.
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PHYSICAL RESTRAINT
There is a policy on the use of physical restraint and 
staff reported that they have received appropriate 
training but were in need of refresher courses. A 
training register is kept by senior nurse management. 
A system is in place for the recording and auditing of 
serious incidents. 

ENVIRONMENT
Unit 21 had a capacity of 30 beds, 20 of which were 
in use at the time of inspection. Management were 
planning to refurbish this and other units in this 
building and create further facilities, including a garden 
area, for the use of these units. This unit was situated 
on the ground floor. 

Maintenance was provided by a team situated on the 
campus. There was evidence of corrosion on some 
of the sinks and taps. There was also evidence of 
dampness and some of the ceiling tiles were missing. 
A fire officer carried out weekly checks of the building 
and equipment and a weekly fire drill took place. A 
health and safety policy was also in place. There was 
disabled access to the unit. The decor of the unit was 
pleasant and the unit had been painted recently. There 
was plenty of natural light and ventilation and the unit 
was clean. There were several photo boards around the 
unit which provided a reminder of happy occasions but 
there was no information board in the main part of the 
unit. There was no dedicated visitors’ area but an area 
inside the door to the unit had been sectioned off for 
the purpose of receiving visitors. 

Bedroom accommodation comprised two single rooms, 
one 4-bed area, one 10-bed dormitory and one 14-bed 
dormitory. There were sufficient toilets on the unit but 
these were not wheelchair accessible. There were two 
bathrooms with Parker baths. An area close to the 
day room could be curtained off in order that nurses 
could attend to the personal care needs of patients 
who were not mobile. The dining area was open plan 
on the corridor alongside the day room. The nurses’ 
station was located alongside the dormitory areas and 
doubled as an interview room. It was planned to create 

another nurses’ station alongside the day area. There 
was a large lounge area which was nicely decorated, a 
day room and a small smoking room. The clinical room 
had appropriate equipment and storage for medication. 
Staff had access to a toilet and shower and a changing 
room. There were a number of storage rooms. 

SERVICE USER INTERVIEWS 
Two patients were interviewed and they expressed 
satisfaction with the quality of care they received on 
the unit. 

RECOMMENDATIONS

1.  A decision on the long-term future of this unit 
should be made as soon as possible. Considerable 
investment of resources will be required to bring it 
up to an acceptable standard. 

2.  The unit should be under the care of a dedicated 
multidisciplinary team and integrated care and 
treatment plans should be put in place for each 
patient.

3.  A needs-based therapeutic programme should be 
put in place on the unit.

LOUGHREA/ATHENRY CMHT
Date of inspection:  4 September 2006 
Population:  25,000

DESCRIPTION
The service operates Monday to Friday 0900h to 1700h 
and provides a comprehensive mental health service 
for a population of 25,000. The team currently provides 
for a general adult, rehabilitation and elderly care 
service. There is no team manager in post. It is hoped 
to appoint a CNM3 in the future to coordinate new 
referrals. Although there is no business plan for 2006 
the service is linked in with the Towards Best Practice 
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document published within East Galway. The budget 
for this service is held centrally. Senior staff within 
the team were unaware of what this budget was and 
would prefer a devolved budget. 

The infrastructure of the buildings and accommodation 
for the team consist of a day hospital, a day centre, a 
clubhouse, community residences, a training centre and 
a sheltered workshop. The day hospital is very small 
and in the absence of a dedicated sector headquarters 
provides the majority of office accommodation for 
the team. There is insufficient office space within the 
building. The day hospital also caters for various groups 
and outpatient clinics. The team has access to a small 
building in Athenry where outpatient clinics are held 
and staff from the Loughrea day hospital carry out 
assessments. This building is unsatisfactory to meet 
the service needs. It is difficult to access, there is no 
disabled access, the building is too small and is in need 
of renovation. In both Loughrea and Athenry, potential 
new sites have been identified that would be suitable 
for providing a modern mental health service and 
provide sufficient office space for the staff.

The clubhouse is a service run by service users for 
service users. It is an excellent resource and the service 
users who form the committee to run this service 
state there is an excellent working relationship with 
the team and they attend team meetings on a regular 
basis. They have found that the clubhouse has reduced 
stigma around mental health considerably in the area. 
A number of voluntary services use the facility. 

The team provide acute assessment, continuous care, 
early intervention, crisis intervention, a home-based 
service and assertive outreach. 

MULTIDISCIPLINARY TEAM COMPOSITION
There is one full-time consultant psychiatrist and two 
NCHD posts. There is a full-time psychologist who is 
a basic grade, a full-time social worker who is a basic 
grade, and two sessions of occupational therapy. There 
are two addiction counsellors and two community 
mental health nurses. The Inspectorate was informed 

that a third community mental health nurse has 
been appointed. The day hospital has one CNM2 and 
four staff nurses. The day centre has one CNM2 and 
two staff nurses and the community residence have 
one CNM2 and seven staff nurses and a health care 
assistant. Three domestics provide a service to the 
community residences. The training centre has a full-
time manager, clerical officer, two instructors who are 
full-time, three part-time instructors and a 0.5 whole-
time-equivalent job coach. The training centre also 
offer outreach to the Portumna and Gort sectors. There 
is one member of staff at the sheltered workshop. 
There is 1.5 whole-time-equivalent administration staff. 

It was reported that if one more staff nurse was 
available to the day hospital they would be able to 
facilitate a seven-day service. It was also reported that 
the team require more administrative support.

The main source of referral is the GP. The team meets 
on a regular basis with GPs and other primary care 
providers. It was reported that there is a good working 
relationship with the GPs in the area and this was 
enhanced by including them in some project work. The 
service meets weekly to discuss new referrals. In 2005 
the team set about establishing a core assessment. This 
has now been developed from a working group and 
is based on a bio-psycho-social model. The working 
group instigated training for all the team and piloted 
the assessment for six months. 

Following the six-month pilot, the assessment was 
adapted and has subsequently been rolled out to the 
core team. At the referral meeting it is decided which 
discipline is the most appropriate to undertake the 
initial assessment. Once the assessment has been 
completed, a report is made to the referral meeting 
and a care coordinator is allocated. Currently the CNM2 
from the day hospital triages the referrals as well as 
the consultant psychiatrist. All emergency referrals 
are seen on the same day at the day hospital and 
subsequently there is no waiting list. Since the new 
system has been introduced referrals have nearly 
doubled and admissions to the hospital have reduced 
considerably.
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CMHT MULTIDISCIPLINARY CARE 
PLANNING
In November 2005, two groups were established 
to introduce the role of care coordination and 
multidisciplinary care planning. Both of these groups 
provided feedback to the team in March 2006 and 
new systems have been introduced as a result of these 
two pieces of work. Following the core assessment a 
care plan is established, focusing on the service user’s 
strengths and needs. The care coordinator is allocated 
at the referral meeting and can be from any discipline. 
The service user is involved in the whole process of 
care planning and they sign the care plan and are 
given a copy. The service user’s carer and advocate are 
involved in the process. 

The care plan clearly specifies the roles and 
responsibilities of the multidisciplinary team. There are 
goals set and it is also stated who is responsible for 
supporting the service user in achieving the goals. The 
care coordinator takes an overseeing role ensuring that 
the care plan is implemented. The care plan contains 
a risk assessment. There is also a comprehensive 
discharge plan that fully involves service users and 
their families. The service has established a number 
of standards to measure against the care plan system 
to ensure a high standard of care. A date is set for 
review meetings and all appropriate parties attend the 
meeting.

Although in its infancy this is clearly a comprehensive 
model of multidisciplinary care planning. The notes 
inspected on the inspection were detailed, clearly 
outlining roles and responsibilities of each member of 
the team. It is demonstrable that this is a collaborative 
approach between the team and the service user. 
This team should be commended for undertaking this 
piece of work and implementing a comprehensive 
multidisciplinary care planning system. 

TEAM FUNCTIONING
The team meets weekly to discuss new referrals, 
facilitate case presentations and undertake service 
user reviews. There is also a weekly meeting in the 

day hospital between the consultant psychiatrist and 
nursing staff to discuss acute cases. The community 
psychiatric nurses review their case load every three 
months as a minimum standard. In the day centre and 
community residences there are monthly reviews, 
which must be recorded in the service users file. There 
is a regular time slot for all the meetings and all team 
members attend. 

PARTICIPATION OF SERVICE USER
The service user is fully involved with their care. They 
are invited to attend team meetings and there is 
service user representation at all team meetings. The 
service user has full access to the multidisciplinary 
team and has knowledge of the treating team and care 
coordinator. One of the most pertinent aspects of this 
inspection was the positive feedback from the service 
users who met with the Inspectorate. They reported 
seeing considerable changes over the years and feel 
they now belong to a service that has promoted the 
positive side of mental health and has considerably 
reduced stigma in this area. 

DAY SERVICES/COMMUNITY RESOURCES
The team link with mainstream community resources 
and the voluntary sector. As stated there is a day 
hospital, a day centre and a clubhouse. There is also 
a training centre which equips people to undertake 
employment or training courses. The clubhouse is seen 
as a vital component of the resources available. The 
service users have access to the clubhouse on two 
evenings a week and it is hoped at the weekend in the 
near future.

POLICIES AND PROCEDURES
There are appropriate policies on referrals, people 
not attending appointments, waiting times and care 
coordinating. There are also policies for care planning 
and standards attached to care planning and care 
coordinating.
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TRAINING AND AUDIT/RESEARCH
The team has a monthly meeting that rotates between 
audit, training and service development. The service 
users attend each of these meetings. The team are 
currently researching the changes in practice that have 
occurred due to the new core assessment and care 
planning system. They have also undertaken audits in 
the use of depot medication and also audited the use 
of other medications. The team meets on an annual 
basis with primary care providers. Clinical supervision 
is available within the service and there is also a 
psychotherapist who provides supervision. The team 
has an annual away day.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING 
The team has evolved considerably over the last two 
to three years. It has proved enormously beneficial to 
meet with the GPs on a regular basis. The team are 
service user focused, multidisciplinary team based 
providing a bio-psycho-social approach in collaboration 
with the service user. The team has found that they 
are now using less medication and transfers back to 
GPs are quicker. The team are working to introduce 
a more recovery-focused model and this philosophy 
is encouraged and will continue to be part of the 
team’s development. They have a full multidisciplinary 
team which is highly trained and well developed 
academically. There is a strong focus on service user 
involvement. It is unfortunate that there is no full-
time occupational therapist attached to the team and 
that a career structure is not in place offering more 
senior posts for psychologists, occupational therapists, 
social workers and the development of clinical 
nurse specialist posts. All of these issues should be 
considered by senior management. The team cover all 
aspects of mental health providing a service for people 
aged 16 and upwards. It is described as beneficial to 
have all services accessible to one team. The team 
also provide a comprehensive solution to wellness 
programme. 

The team has identified some challenges. They provide 
a Monday to Friday 0900h to 1700h hour service, but 

would prefer to run a seven day service and as stated 
one extra nurse would enable them to provide this. 
The team report that they need a CNM3 to coordinate 
referrals and would also like to have more healthcare 
assistants. One of the major issues for the team is 
the lack of adequate buildings. The team has grown 
considerably over the last two to three years but the 
facilities have not moved with this change. In the 
absence of a sector headquarters, the day hospital 
has to provide office accommodation and it is clearly 
too small to do this. The team has identified a larger 
building within the area that is available for to rent 
and would more than meet the needs of the sector 
headquarters and provision of a day hospital. The 
Outpatient Department in Athenry is not adequate to 
meet the needs of the service and service users. The 
IT infrastructure is not progressed enough to meet the 
needs of this developing team. All team members 
should have access to a personal computer. 

It must be stated that this team functions extremely 
well and has developed strongly in the last two to 
three years. The core assessment, care coordination 
and care planning systems they have introduced are 
excellent and again must be stated are a credit to this 
service. 

RECOMMENDATIONS

1.  A career structure should be put in place for all 
disciplines that promotes the retention of highly 
skilled and trained staff.

2.  The occupational therapist should be a full-time 
post.

3.  Consideration must be given to relocating the two-
day hospital facilities in Loughrea and Athenry to 
more appropriate accommodation.



63BOOK 5 – HSE WestREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

REHABILITATION TEAM
Date of inspection:  4 September 2006 
Population:  108,000

DESCRIPTION
The East Galway Rehabilitation Team is a relatively 
recently appointed team that provides rehabilitation 
services to all four sectors. There is no formal team 
manager. A business plan for 2006 has been partly 
developed as part of the business plan for the East 
Galway services, which is a five year plan. There 
was no annual report for 2005. There is no budget 
allocation for 2006. The team has no resources such as 
a headquarters or office. Clinical review meetings take 
place on site in Unit 10 and in Riverview House. Other 
meetings take place in the conference room in St. 
Brigid’s Hospital. The secretary for the team is based in 
the admissions unit. 

MULTIDISCIPLINARY TEAM COMPOSITION
There is no team coordinator. There is one whole-
time-equivalent consultant psychiatrist who is also the 
nominated consultant psychiatrist responsible for ECT. 
There is one NCHD, and a half-time Assistant Director 
of Nursing. There are no clinical nurse specialists or 
community mental health nursing staff on this team. 
There are two CNM2s for the community residences 
and two CNM2s based on Ward 10. There is no social 
worker on the team, but a post has been advertised 
for the social worker and is due to be interviewed and 
appointed shortly. The plan is for this social worker 
to be exclusively associated with the rehabilitation 
team. Similarly there is no occupational therapist at 
present, however approval has just been approved 
for an occupational therapist post. Social work and 
occupational therapy input to the service is at present 
on demand only. The seniors in these disciplines 
attend the unit meetings. There is no psychologist 
on the team, or psychology input into the service. 
There are no addiction counsellors. There is a full-
time secretary based in the admissions area. There 
are ward attendants and nursing staff associated with 

the ward. The nursing staff for Unit 10 are part of the 
general staff for the hospital and rotate through the 
service. A request has been put in for dedicated nursing 
for the rehabilitation service. At present there is no 
multidisciplinary team key worker system in place 
although some sectors do have a key worker such as 
Loughrea.

The majority of referrals come from the admissions 
unit. Patients can also be referred by sector teams for 
patients who are in the hospital and the community. 
There are no direct referrals from GPs. Although Unit 
10 has 24 places at the time of inspection there 
were only 12 residents. Unit 10 is not being seen as 
being suitable for its function and if it is felt that the 
rehabilitation service has nothing to offer to patients 
they are not taken over to it. Referral is usually made 
by the sector team consultant psychiatrist contacting 
the consultant psychiatrist for the rehabilitation team 
who then goes to assess the patient. The patient is 
discussed at the clinical review meeting either on the 
unit or in Riverview House, depending on where the 
appropriate placement might be. A nurse from that 
service goes and assesses the patient. There is no 
central referral meeting or standardised assessment 
although this is being looked at.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
The staff in the hostel are looking at introducing 
standardised assessments and multidisciplinary team 
care planning throughout the hospital although this 
has yet to be introduced. A risk assessment has been 
introduced in some areas, but not in the rehabilitation 
programme. Currently to formulate a care plan 
the standardised psychiatric assessment, medical 
examination and standard nursing assessment using 
the Roper Logan Tierney model are undertaken. As 
many of the referrals now come from the assessment 
unit the patients coming from there would have a risk 
assessment. This assessment is done on admission 
within 72 hours and prior to discharge. The practice 
development coordinator is collecting information 
regarding assessments at the moment. At present 
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there is little involvement by the multidisciplinary 
team in service user care. Efforts are underway at 
the moment to fully staff the multidisciplinary team. 
If a patient is seen by a psychologist, social worker 
or occupational therapist this is documented in the 
case notes. The senior social worker and occupational 
therapist attend the monthly unit meeting. Following 
the clinical review meetings in Ward 10 and Riverview 
House, the nursing staff meet with the service user 
and communicate the outcome. The service user is not 
involved in the care planning.

TEAM FUNCTIONING
Apart from the clinical review meetings mentioned 
there is a unit meeting every month in the conference 
room, attended by a full team. The agenda comprises 
three parts. The first part is clinical, the second part 
is administrative and looks at policies, staffing issues, 
and more recently an educational component has 
been introduced. These meetings take place in the 
conference room. They are attended by the secretary 
and minutes are taken. A recently introduced initiative 
has been a catchment management meeting. This 
takes place on a monthly basis and is attended by the 
heads of department, all the consultant psychiatrists 
and Assistant Directors of Nursing and the managers of 
the training centres. The Local Health Manager does not 
attend. This meeting is chaired by the clinical director. 
Each of the components of the service have been 
involved in making presentations regarding their plans 
and aims for their services. The rehabilitation team has 
recently presented to this catchment management 
meeting. It has since been reported that the catchment 
area management team meeting has no direct 
relevance to the rehabilitation unit. 

PARTICIPATION OF SERVICE USER
The service users do not attend the team meetings. 
Their views are represented at the team meeting by 
the nursing staff. They are reviewed weekly. There is 
very limited access to a multidisciplinary team. They 
are reviewed following the team meeting. 

DAY SERVICES/COMMUNITY RESOURCES
The rehabilitation service comprises Ward 10 which is 
a 24-bed unit, Riverview House which has a ten-bed 
unit, and Garbally Oaks which has six places. There are 
no day hospitals for the rehabilitation team. Each sector 
has a day hospital, a day centre and a training centre. 
The rehabilitation residents have access to St. Teresa’s, 
which is a therapy area for St. Brigid’s Hospital. There 
are plans for St. Teresa’s to redevelop as a day centre. 
The staff from the training centre in Crea, Ballinasloe 
attend the monthly meeting. 

POLICIES AND PROCEDURES
There are referral, admission and discharge policies. 
There are plans to develop an operational procedure 
document.

TRAINING AND AUDIT/RESEARCH
At this stage there has been no team training and little 
audit or research. The educational component has been 
introduced into the monthly meeting and there are 
plans for doing team building days. Several members 
of the team complained about lack of a base or centre. 
Funding apparently has been obtained to develop a 
team headquarters behind Riverview but the team 
were unaware of any plans to progress this further. 

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING 
The team has been involved in making presentations 
to the catchment management group. They have 
identified key deficits in their service. There is an urgent 
requirement for occupational therapy, social work and 
psychology staff to be appointed. There is a need to 
have self-staffing on Ward 10 to improve continuity 
and efficacy. This team has also stated that they require 
assertive outreach community mental health nurses, 
creative or recreational therapists, research assistants 
and a senior registrar. They have identified that there 
are difficulties about not having staff specifically trained 
in rehabilitation. 
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The structure of Ward 10 is poor for patient care, 
therapy and safety. There are restrictions placed on 
the use of laundry and cooking facilities. There is no 
dedicated rehabilitation budget. The team also raised 
the issue of a legacy of long-stay patients who are 
reluctant to return to their area of origin and who are 
described as of limited rehabilitation potential. They 
have highlighted the need to prioritise rehabilitation 
in the mental health service plan and the need to 
promptly establish a multidisciplinary team and to 
obtain and manage a specific rehabilitation budget. 

An alternative to Ward 10 is required. There is 
a proposal to develop Riverview and expand it 
to incorporate a second unit as a slow stream 
rehabilitation area and to have Riverview designated 
as an approved centre. The team would like to possibly 
establish or take over the care of patients in hostels in 
other areas of East Galway. They would like to develop 
a close relationship with the workshops and to set up 
and implement internal training and a development 
plan. The team request a dedicated vehicle for the 
rehabilitation service.

RECOMMENDATIONS

1.  The multidisciplinary team should be fully staffed.

2.  Self-staffing should be enabled for the rehabilitation 
service.

3.  The target population needs to be clarified.

4.  A team base and headquarters needs to be 
developed.
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UNIVERSITY COLLEGE 
HOSPITAL, GALWAY

DEPARTMENT OF PSYCHIATRY
Date of inspection:  13 September 2006 
Number of beds:  43 integrated

DESCRIPTION
The Department of Psychiatry is a 43-bed integrated 
unit located in a single storey building on the grounds 
of the University College Hospital in Galway. Four 
general adult sector teams have admitting rights to 
the unit. On the day of the inspection there were 
19 male and 22 female patients. Six patients were 
detained under the Mental Treatment Act, 1945. The 
unit is staffed by two CNM2s and eight staff nurses. For 
management purposes the unit has two sides, A and 
B. The unit serves a local population of 120,000 people 
and 20,000 students. The city area is not sectorised, 
while the county is divided into four sector teams. The 
unit is achieving less than 90 per cent occupancy rate 
to date this year.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no formal multidisciplinary team care plan 
for each patient. There are two sets of notes, nursing 
and medical. The nursing staff assess each patient 
on admission using the Roper Logan Tierney model. 
The plan is reviewed weekly, or as needed. The notes 
are recorded in a card index system. The medical 
notes examined contained evidence of assessment, 
regular review and outcomes from multidisciplinary 
team meetings. The community mental health nurses 
have a typed report in the file on each patient. The 
other disciplines do not document within the main 
file. Formal typed assessments were reported to be 
included if available. The files reviewed during the 
inspection did not contain these reports. The activity 
nurse reported that a daily note is placed in the nursing 
card index on each patient daily. The service had 

admission and discharge policies dated August 2006. 
There was a specific admission policy for detoxification.

THERAPEUTIC PROGRAMMES
There is a five-day activity programme in the unit. It 
is an open group programme facilitated by nursing, 
occupational therapy and sessional staff. The staffing 
complement on the day of the inspection was one 
CNM2, two staff nurses, six hours of occupational 
therapy staff input, four hours of artist sessions and 
two hours from a horticulture teacher. All referrals are 
made at the multidisciplinary team meetings. Patients 
must be in day clothes and off high-risk observation in 
order to attend. The group programme is primarily task 
based. 

The Irish Advocacy Network visits the unit weekly 
and staff have established links with other voluntary 
agencies. The activity nurses reported that they record 
daily into the nursing card index. The occupational 
therapy staff record into the main notes only when a 
formal assessment has been requested. It was reported 
that staff review the programme informally on a 
regular basis. There is currently no audit or research on 
any interventions offered. Levels of satisfaction are not 
measured formally. The service has plans to introduce a 
formal patient satisfaction questionnaire. The area has 
a kitchen, multi-sensory room, art room and offices. In 
addition, there is a garden space that includes a plant 
tunnel.

ECT
The ECT suite and procedure used has received 
Electroconvulsive Therapy Accreditation Service (ECTAS) 
accreditation for three years, until 2008. There is a 
designated consultant psychiatrist and 0.5 whole-
time-equivalent nurse with responsibility for ECT. The 
service has adequate paperwork in the following areas 
– consent form, information, pre-ECT assessment and 
post-ECT assessment checklists. The ECT register was 
reviewed and in order. The file of one patient receiving 
ECT was examined and was in order. ECT is provided 

GALWAY WEST
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twice weekly. The waiting room doubles as a quiet 
sitting room.

SECLUSION
There is no seclusion room in the unit. Patients 
who require one-to-one nursing are nursed in their 
bedrooms.

MECHANICAL RESTRAINT
It was reported that no form of mechanical restraint is 
in use in the unit.

PHYSICAL RESTRAINT
The staff are about to commence training in de-
escalation techniques. Two members of staff have been 
trained as instructors. It was reported that the use of 
physical restraint is very rare.

ENVIRONMENT
The unit is a 43-bed unit managed in two units A and 
B. The unit is currently being decorated. The bedrooms 
are configured as two single rooms, three 6-bed rooms 
and one 4-bed room on each side. There is a self-
service dining room and lounge. There are adequate 
bathroom facilities. There is a nurses’ station on each 
side and a clinical nurse manager’s office. There are 
plans to develop a 6-bed high observation area. It was 
reported to the Inspectorate that planning permission 
had been received and work would commence in 
January 2007. The unit has two external garden areas, 
one adjoining the activity area.

SERVICE USER INTERVIEWS 
A number of patients asked to speak to the 
Inspectorate during the visit. All expressed a high level 
of satisfaction with their care and treatment. Each was 
aware of his or her primary nurse and reported having 
regular contact with the consultant psychiatrist. They 
reported attending the activity programme and felt it 
was of benefit.

DEVELOPMENTS
The service has just commissioned a new outpatient 
department. It was hoped that the area would be fully 
operational in the next two weeks. The office space 
would then be available to all team members to book 
for patient consultation. 

The area also provides a large office space for the 
community mental health nurses. 

There is a clinical room for the two nurses with 
responsibility for the management of patients on 
clozaril. There is input of 0.5 whole-time-equivalent 
pharmacists to this service. There are currently 90 
patients on this treatment.

RECOMMENDATIONS

1.  Each patient should have a multidisciplinary team 
care plan.

2.  All disciplines should record assessments, 
interventions and outcomes in a single 
multidisciplinary team notes set.

3.  The building of a high observation area should 
commence.

4.  Plans to introduce a formal patient satisfaction 
questionnaire should proceed when the resources 
are available.



68BOOK 5 – HSE WestREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

MERLIN PARK HOSPITAL

UNIT 9A
Date of inspection:  13 September 2006 
Number of beds:  30 integrated

DESCRIPTION
This 30-bed unit is described as having patients with 
mixed needs, a number of long-term continuing care 
patients and some suitable for rehabilitation. The unit is 
open. On the day of inspection, there were 26 patients, 
three of whom were Temporary. There were 18 male 
and 8 female. There are four nursing staff on duty 
during the day and two at night. The nursing staff are 
regular on the unit. There is a waiting list for the unit 
and referrals are processed through a management 
committee which makes a decision on admissions. 
Referrals are from the sector teams. In previous years 
there were a number of patients transferred from the 
acute unit to create space there. This has occurred only 
twice this year.

MULTIDISCIPLINARY TEAM 
The four consultant psychiatrists in the catchment area 
maintain clinical responsibility for the patients. There is 
a senior registrar in post based on the unit four days a 
week. There is also a GP trainee who attends two days 
a week. It was reported that there is access to clinical 
psychology and social work through sector teams. A 
recent development has been the acquisition of an 
occupational therapist for one morning a week. The 
service also has access to an art therapist weekly, a 
dietician and pharmacy. 

The senior registrar reviews the patients weekly. A 
new multidisciplinary team review system has been 
implemented. The consultant psychiatrists attend the 
unit on a monthly basis to carry out their reviews, but 
they visit more often when requested. The weekly 
meetings are attended by the senior registrar, nursing 
staff and the occupational therapist. The meetings 

are recorded on the review sheet which is filed in the 
notes. There is evidence in the files inspected of regular 
reviews on the patients. There is also evidence of six-
monthly physical examinations. The nursing care plans 
are reviewed on a regular basis with interventions 
written weekly, but more frequently where this 
was needed. The patient attends the weekly team 
meetings.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Care plans on the unit have medical and occupational 
therapist input but are predominantly nursing led. 
Nursing assessments are based on Roper Logan Tierney 
and Orem models of care. There is a primary nurse 
identified and associate nurses. There is a referral 
system to the multidisciplinary team with enhanced 
medical input from the senior registrar. Interventions 
are recorded in both the nursing and medical notes. 
The patient is involved as much as possible. There are 
no specific admission, transfer and discharge policies 
for this unit. These need to be developed in conjunction 
with an operational policy. 

THERAPEUTIC PROGRAMMES
Five of the current patients have been identified 
to move to a hostel with 24-hour nursing staff 
supervision. Their programme involves intensive 
activities of daily living assessments focusing on 
their cooking skills, budgetary skills, access to the 
community and helping to prepare them for the move 
from the hostel. A number of the patients attend a 
training centre nearby and one works in the grounds 
of the hospital. The unit also has music groups, art and 
crafts and a number of outings to the community.

ECT
None of the patients have ECT. If they did, they would 
be transferred to University College Hospital in Galway. 
However this has never occurred. 
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SECLUSION
There are no seclusion facilities. 

MECHANICAL RESTRAINT
There is no mechanical restraint.

PHYSICAL RESTRAINT
It was reported that physical restraint was rarely used. 
Staff are trained in control and restraint techniques 
and more recently in crisis prevention intervention and 
breakaway techniques.

ENVIRONMENT
The unit was in the process of refurbishment. The 
refurbishment was nearly complete and had been 
carried out to an extremely high specification. The unit 
has a bed capacity of 26. It is situated in the grounds 
of Merlin Park Hospital. There is disabled access 
downstairs. The decor of the unit is now a very high 
standard. There was good ventilation, and the unit 
was bright and clean. There was access to a beautiful 
garden which had recently been developed with a 
patio area and two gazebos. 

The bedroom areas consist of a number of single 
rooms downstairs, single rooms upstairs with double 
bedrooms. All the women have single rooms. There 
are sufficient toilets, bathrooms and shower rooms, 
all of which have been upgraded. There is an assisted 
bath. The dining area is small and will be extended 
as part of the plans. There is a training flatlet that has 
a renovated kitchen. There is an activity area. The 
lounges have been modernised and contain furniture of 
a high standard and the service has recently installed 
a snoezelen. The nurses’ station is an office situated 
centrally and the clinical room has moved from where 
it was previously and now has good storage and 
appropriate equipment. There was a staff area. 

SERVICE USER INTERVIEWS 
Two patient asked to meet with the Inspectorate and 
they were both positive about their experiences within 
the unit. 

RECOMMENDATIONS

1.  The service must enhance the multidisciplinary team 
to ensure that there is a core team.

2.  The service should continue to develop as a 
rehabilitation service and come under the care of a 
rehabilitation team.

3.  Each patient should have an individual rehabilitation 
programme facilitated by the multidisciplinary team.

ST. ANNE’S CHILD AND 
ADOLESCENT UNIT

Date of inspection:  13 September 2006 
Number of beds:  8 integrated

DESCRIPTION
This is a child and adolescent mental health service for 
the catchment areas of Galway, Mayo and Roscommon. 
While there are eight beds in the unit the capacity of 
the unit to cater for any more than four children at a 
time is dependent on enhanced staffing and a more 
appropriate facility conducive to the care of children. On 
the day of inspection, there was one patient and the 
Inspectorate was informed that no other patients could 
be admitted while this person was there due to their 
challenging behaviour. When this situation is resolved, 
which it was hoped would be soon, the service could 
only accommodate five patients due to staffing issues. 
The issues centre on the staffing ceiling, which limits 
recruitment to posts. Although this inspection focuses 
on the in-patient unit there is a strong emphasis to 
care for people in the community and there are a 
number of community teams attached to the unit. 
There are always two staff members on duty on the 
in-patient unit. 
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MULTIDISCIPLINARY TEAM
The in-patient unit has a consultant psychiatrist and an 
NCHD attached. There is a senior clinical psychologist, 
principal social worker and an occupational therapy 
manager. All of these posts have responsibilities 
elsewhere in the service and link with the community 
teams. There is a referral system to an addiction 
counsellor. There are a number or community teams 
within the Galway, Roscommon and Mayo area but 
not all have community mental health nurses. There 
are two clinical nurse specialists within the unit 
covering specific areas of treatment. There is minimal 
administrative support, which again is hindered by the 
staffing ceiling. It has to be pointed out the staffing 
ceiling cap has restricted the service in recruiting 
nurses and overtime has had to be used to cover the 
shortfalls, which is not cost effective. 

The multidisciplinary team meets within the 
unit weekly at a set time for case reviews. The 
multidisciplinary team attends the meetings. There 
are a number of other meetings within the service 
that include a weekly team meeting for development, 
training and management issues, a monthly meeting 
for all the nurses in the Child and Adolescent Mental 
Health Services (CAHMS) service and there is also a 
heads of department meeting. Any changes to care are 
documented in the files and the files examined on this 
inspection showed detailed notes and care plans. The 
patient does not attend the team meeting but there 
is ample opportunity to have their views represented. 
They have access to the multidisciplinary team and 
knowledge of their treating team and key worker.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are a number of specific programmes run within 
the unit depending on the need of the patient. Each 
patient also has a contract, which they sign, based on 
their individual need. Each programme has a specific 
assessment. A core assessment is taken by the nursing 
and medical staff. The nursing assessment is based on 
the Roper Logan Tierney and Peplau model. Following 
an initial medical and nursing assessment, discussion 

takes place at the review meetings for multidisciplinary 
team involvement, which includes a risk assessment, a 
decision on what level of observation the patient will 
be placed on, and which programme is appropriate 
for them. A key worker is identified and patient and 
family are involved in the care planning process. Care 
plans specify roles and responsibilities of the team and 
there are clearly identified goals within appropriate 
timescales. There is a comprehensive discharge plan in 
place.

THERAPEUTIC PROGRAMMES
There is a multidisciplinary team approach to the 
therapeutic programme. It must be noted that there 
is a school on site for patients to attend and this is 
obviously is a priority in developing a programme. 
However during the multidisciplinary team meeting 
there is a planning section for the programme and 
a sub-group then meets to devise the programme 
on individual work. There are a number of activities 
available including pottery, discussion groups, goal-
setting groups, role plays and outings. 

SECLUSION
There are no seclusion facilities within the unit. 

MECHANICAL RESTRAINT
There are no forms of mechanical restraint.

PHYSICAL RESTRAINT
It was reported that there is minimal use of physical 
restraint within the unit. Staff are trained in Therapeutic 
Crisis Intervention (TCI) techniques, they have their 
own trainer and refresher courses available. However 
it was pointed out that there is limited opportunity for 
training and it is imperative that all staff are trained 
and regularly kept updated in the TCI techniques.
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ENVIRONMENT
The special care unit has capacity for eight beds. The 
condition of the unit is a matter of concern for the 
Inspectorate. It was planned to move this unit to a 
purpose-built facility on the grounds of Merlin Park 
Hospital, but the Inspectorate was informed that 
although the plans have moved to a tendering stage 
there is no planning permission or building in progress. 
Therefore the condition of the current environment 
needs urgent attention. It is not sufficient to say to the 
service and the patients that they will be moving to 
a new purpose-built unit as this does not justify the 
conditions that people currently have to reside in and 
work in. Maintenance issues are huge. It has taken long 
periods of time to get repairs undertaken and recently 
it has taken a number of weeks to have the only 
shower facility fixed. This is completely unacceptable. 
The unit is in need of complete redecoration and 
new carpets need to be fitted. Windows need to be 
repaired, as it is often draughty. The unit is on the first 
floor so there is no disabled access. At the top of the 
stairwell there is no safety mechanism to prevent a 
patient from jumping over the banister and causing 
severe injury. 

The unit is cramped. The bedroom areas consist of 
three bedrooms, two 3-bed and one double. There are 
insufficient toilets, bathrooms and showers to meet 
the need of the unit. There is one bathroom, which is 
unusable due to mould on the walls and the condition 
of the equipment. The whole bathroom area needs 
complete renovation and modernising. There is a small 
kitchen area within the unit. There are no quiet rooms 
or interview rooms. There is one lounge area that has 
multiple uses from activities to meetings. There is one 
office for the nursing staff, and this contains the clinical 
room. One example of considerable concern and risk is 
that the pipes in the main corridor are accessible and 
could be used to loop a ligature around. In the past one 
patient has actually done this and half the corridor has 
the pipes boxed in but the other half remain open. It 
is hard to comprehend why only half of this job was 
completed.

ISSUES FOR THE INSPECTORATE
As one of only two residential child and adolescent 
mental health services in the country the Inspectorate 
was astounded at the lack of investment and 
development for this unit. The service recently received 
written correspondence from the General Manager 
regarding budgetary deficits. This has completely 
demoralised the team. There have been a number 
of restrictions imposed. These include no automatic 
replacement for any vacant posts, purchase of any 
equipment with a value in excess of Ð1,000 must be 
approved in advance by the Local Health Manager, all 
routine maintenance is to cease and an immediate 
implementation of a 10 per cent reduction in travel has 
to be instituted and all staff training and development 
was to be curtailed to the year end.

There is incredibly high motivation within the unit. The 
staff should be congratulated for this. However the staff 
goodwill will be eroded if investment and support from 
senior management is not facilitated. It is imperative 
that the unit is enhanced and staff receive appropriate 
specialist training and supervision to carry out this 
highly valued work with an extremely vulnerable 
client group. While the staff endeavour to provide a 
comprehensive multidisciplinary package of care they 
are hindered by the ceiling on staff, lack of investment 
from management, lack of senior management support 
and forced to provide a service in a decaying old 
building that is in need of modernisation and redesign. 
While it is rightly reported that a new unit will be built 
within Galway this is not a sufficient excuse to neglect 
this service.

RECOMMENDATIONS

1.  The unit must undergo a programme of 
refurbishment.

2.  Appropriate training and clinical supervision must be 
in place.
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3. Senior management must support the development 
of this specialist service to meet the increasing 
demands placed on it. 

CLIFDEN/CARNA SECTOR CMHT
Date of inspection:  14 September 2006 
Population:  26,874

DESCRIPTION
This is a general adult team that serves a population 
of 26,874 with a wide geographical spread. The team 
serves the sector of Clifden and Carna. In addition, the 
city centre is allocated between all four teams in the 
catchment. The population is growing in the sector 
areas and there is an increased presentation of alcohol 
and drug addiction. The team has discipline bases in 
the Department of Psychiatry at University College 
Hospital in Galway. There is no sector headquarters. 
The team has admitting rights to the Department of 
Psychiatry and a day hospital in the city that serves all 
four teams. In Clifden there is a day centre, a hostel 
with 24-hour nursing staff supervision, low support 
hostel and a number of independent flats. The team 
has recently re-organised its operational procedure 
to maximise its human resources. There is no specific 
budget allocation to the team and the business case is 
completed at catchment level.

MULTIDISCIPLINARY TEAM COMPOSITION
Since September 2005, two consultant psychiatrists 
who are both part time lead the team. One of these 
posts is at professorial level and has responsibility for 
development of education and research. In order to 
develop services, the team has split the consultant 
psychiatrist into specific areas of responsibility, 
in-patients and community. It was reported that 
this is working well and that patients are satisfied. 
The team has one senior social worker, one basic 
grade occupational therapist and two community 
mental health nurses. There is also a 0.5 whole-
time-equivalent clinical psychologist, one addiction 

counsellor (one day a fortnight) and one administration 
grade. The team has core nursing staff and seven 
VEC staff based in the day centre and community 
residences in Clifden. Medical personnel in training 
include two NCHDs and one 0.5 whole-time-equivalent 
lecturer. In addition the team contracted 15 hours 
clinical psychology time to the Clifden area on a 
sessional basis but this service was withdrawn and not 
replaced in September. In the Department of Psychiatry, 
the team has shared access to clozapine and ECT 
clinical nurse specialists.

REFERRAL PROCESS
There are two distinct referral pathways, based on 
geographical location. All city centre referrals are made 
to the duty consultant psychiatrist, staffed through a 
one in four rota. New referrals from the Clifden/Carna 
sector primarily come from a GP or from A&E. A letter 
of referral is sent to the consultant psychiatrist. It 
was reported that the waiting time for a new patient 
appointment is no greater than 4 or 5 weeks. Referrals 
to other disciplines are discussed at the weekly 
meeting depending on their individual needs. The 
waiting times for these disciplines was reported as 
being not significant. There is also a weekly in-patient 
meeting.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
The file from the Department of Psychiatry follows 
the patient throughout his or her care. Currently the 
medical team and community mental health nurses 
actively document all contacts into this file. It was 
reported that social work, occupational therapy and 
clinical psychology maintain separate notes and file 
formal assessment reports only to the file. The team 
based in the community is aiming to address this in the 
coming year and introduce a formal key worker system. 
At the team meetings, a log of patients discussed and 
actions planned is recorded by the NCHD.
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TEAM FUNCTIONING
There are two multidisciplinary team clinical meetings 
weekly, in-patient and outpatients. Both are facilitated 
in the Department of Psychiatry and have a clinical 
focus. The full multidisciplinary team attend. The CMHT 
multidisciplinary meetings discuss patients who have 
been discharged from the in-patient unit in the last 
week and link the treatment plan continuation to the 
service user’s situation in the community. All new 
referrals are discussed and allocated to specific team 
members. Both consultant psychiatrists meet fortnightly 
to ensure continuity of care. The service has introduced 
assessment and brief treatment clinics to facilitate 
rapid treatment and stabilisation. There is a defined 
protocol for all referrals to this clinic. There is a weekly 
consultant psychiatrist session in psychodynamic 
psychotherapy. Regular clinics are also held in the day 
hospital, in Clifden, and in the psychiatric unit, the 
continuing care clinic and consultant clinic.

PARTICIPATION OF SERVICE USER
At the weekly in-patient meeting all patients are 
invited to attend. The community team orally feed back 
information to service users in the community. The 
team members have developed links with a number 
of relevant agencies in the community. In addition, the 
social work department facilitate a psycho-educational 
group over an eight-week period for patients with 
schizophrenia. All teams can refer to this group.

DAY SERVICES/COMMUNITY RESOURCES
The team has shared access to a day hospital in the 
city. In Clifden the team has a day centre, a hostel 
with 24-hour nursing staff supervision, low support 
hostel and an increasing number of independent 
flats. The staff based in Clifden have developed very 
strong working relationships with all community 
agencies in an effort to be fully integrated into the 
community. Seven VEC teachers facilitate the day 
centre programme. The independent flats have 
been developed in conjunction with the Connemara 
Sheltered Housing Association. The team has links with 

all relevant employment agencies. The Irish Advocacy 
Network visits both Clifden and the in-patient unit.

POLICIES AND PROCEDURES
The team currently does not have specific policies and 
procedure for its functioning. They are available in the 
day centre and Department of Psychiatry.

TRAINING AND AUDIT/RESEARCH
The team is actively looking at team training that 
will be externally facilitated before the end of 2006. 
In-service training and discipline-based continuing 
professional development (CPD) is actively encouraged. 
The team’s link with University College Hospital in 
Galway ensures that there is ongoing medical based 
research. 

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING 
The team has been established for the past year. The 
main focus has been on re-organising the resources 
and how the service is delivered. It was reported that 
this has had a positive impact on the team and on 
usage of in-patient beds.

RECOMMENDATIONS

1.  The team should introduce multidisciplinary team 
care planning and that all disciplines record into a 
single case file or record.

2.  The team needs to have a written operational policy 
document.

3.  The team should establish a formal opportunity, at 
least yearly, to review performance and set targets 
for the coming year.



74BOOK 5 – HSE WestREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

PSYCHIATRY OF LATER LIFE 
TEAM

Date of inspection:  13 September 2006 
Population:  8,500 over 65 (estimated for   
  Galway City and Clifden Sector)

DESCRIPTION
A consultant psychiatrist was appointed to the post in 
2003 with no other human resources. Without a team 
the service has been unable to develop. On the day 
of the inspection, there was one acting consultant 
psychiatrist, one community mental health nurse and 
one temporary senior clinical psychologist. The team 
currently provides a service to the Galway city and 
Clifden area only. In addition they provide a liaison 
service to University College Hospital and Merlin 
Park. The team is operational Monday to Friday and is 
currently based in one large office that is housed in a 
Portacabin adjoining the Department of Psychiatry.

REFERRAL PROCESS
The current system is that all new referrals must be 
over 65 years and have not been in receipt of mental 
health services before. All referrals must be made by a 
medical doctor or GP. The waiting list is very short, with 
most new referrals being seen within one week. The 
team has 19 active cases and 30 discharged patients. 
Each Monday, the team reviews all new referrals 
and initial assessments are completed by two staff 
members, usually in the patient’s home.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
The team has a single case record. The notes are 
divided and colour coded for each discipline. The initial 
assessment is completed and located in the front of the 
file. The community mental health nursing notes are all 
typed. Each discipline has its own continuation sheet. 
The team is actively discussing the development of a 

multidisciplinary team care plan. A Folstein mini-mental 
and depression scale is completed on each patient.

TEAM FUNCTIONING
The team meets weekly and review the active cases 
and new referrals. The case notes are updated at the 
meeting. Each Wednesday there is an outpatient clinic 
for follow-up care and carer intervention.

PARTICIPATION OF SERVICE USER
Each patient receives oral information on his or her 
care plan. The team places a large emphasis on family 
and carer education and support and is developing key 
relationships with relevant voluntary organisations.

DAY SERVICES/COMMUNITY RESOURCES
The team has no day services or community resources. 
It has links with nursing homes and provide follow-up 
as required. The team has no dedicated beds. 

POLICIES AND PROCEDURES
The team does not have a team-specific operational 
policy or team-specific written policies. The policies are 
at developmental stage and the community nurse has 
completed a course in developing policies.

TRAINING AND AUDIT/RESEARCH
The team is building up a library of resources. Clinical 
supervision is provided within disciplines and also 
within the team informally at the weekly meetings. 
Training opportunities are being limited by budgetary 
constraints.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING 
The team were beginning to meet weekly to discuss 
management and operational issues.
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CHALLENGES FOR THE TEAM
The small core team is providing a limited service to a 
fraction of the total population. They are constrained by 
lack of human and physical resources. It is unacceptable 
to the Inspectorate that a significant proportion of 
Galway West sector cannot access a specialist team for 
psychiatry of later life.

RECOMMENDATIONS

1.  The necessary human resources need to 
be employed in order to establish a full 
multidisciplinary team including secretarial support.

2.  A five-year development plan that will plan for a 
day hospital and office base to meet the needs of a 
growing population should be devised.

3.  The team should continue to develop care plans and 
operational policies that reflect current and future 
practice.
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ROSCOMMON COUNTY 
HOSPITAL

ACUTE UNIT
Date of inspection:  7 September 2006 
Number of beds:  30 integrated

DESCRIPTION
This is an acute admission ward in the Roscommon 
County Hospital. On the day of inspection there were 
24 patients, 17 male and seven female. There were 
six people on Temporary status under the Mental 
Treatment Act, 1945. The ward door is generally open, 
although it is locked on occasions. There are six nursing 
staff on duty during the day and four at night. Three 
teams admit to the unit. There are plans to redesign 
the unit to incorporate a high observation area.

MULTIDISCIPLINARY TEAM 
As stated there are three teams who have admitting 
rights to the unit. Each team meets weekly at a set 
time to review the patients and a subsequent review 
is carried out later in the week. The multidisciplinary 
team attends the meetings and any changes in care 
are documented in the medical files and care plans 
are updated accordingly. The patient attends the team 
meeting and has access to the multidisciplinary team. 
There is an occupational therapy department within the 
unit.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are plans to introduce multidisciplinary care plans 
within the unit. The Inspectorate was shown a draft 
example of the proposal. It was not clear whether the 
draft was to be implemented. This needs to be clarified 
and communicated with staff.

Currently care plans on the unit are nurse led. They 
are based on the Roper Logan Tierney model. An 

activities of daily living assessment is undertaken on 
admission. Daily reports are written and there are 
weekly evaluations of the care plans. There is a nurse 
allocated to each consultant psychiatrist’s team. On 
admission, the patient is classified under a coding 
system depending on their level of risk and need. 
There are four levels. The first level (special) involves 
one-to-one nursing. The second level (red) involves 15-
minute observations, with the patient remaining in the 
observation bay in their night clothes. The next level 
(orange) applies to patients who have access to all 
of the ward but remain in their night clothes, and the 
fourth stage (green) is where they have access to the 
shop and they have their day clothes. Changes in the 
coding system are recorded in the case notes, which 
on occasions on this inspection were hard to find in the 
notes. It was suggested that there should be a review 
section on the red prescription sheet highlighting the 
review time and signatures of the reviewers. The 
medical notes inspected showed evidence of regular 
review. There was a separate folder of occupational 
therapy notes for individual patients available for 
inspection. They contain only progress notes; there was 
no assessment present. The documentation standards 
across all the notes need to be improved in line with 
standards in documentation.

The patient has access to other members of the 
multidisciplinary team through the team review. The 
nursing staff attend the review and give feedback on 
the care plan. The patient attends the team meeting 
and meets with the key nurse on a regular basis. Carer 
involvement is encouraged and there is advocacy 
available. Families are met on admission, given 
information regarding the unit and are also consulted 
during their relative’s stay in the hospital. 

There is an admission policy in place. However it still 
remains part of the policy to have people admitted 
under a lodging system. This involves an initial 
assessment, a decision taken to lodge for a period of 
a maximum of 24 hours. Last year there were 106 
such cases and to date in the current year there were 
47. Although this practice is allowed under the current 
regulations, under the new Mental Health Act there is 

ROSCOMMON
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no such place for lodgings and this practice must cease. 
There is an internal transfer policy and discharge policy.

THERAPEUTIC PROGRAMMES
Initial interviews are undertaken by occupational 
therapy staff as soon as is practicable following 
admission. A referral form is received from the 
consultant psychiatrist for the occupational therapy 
department. The department itself has a group room, 
a small room with a computer, and a relaxation room. 
One of the main issues of the department is that 
it is at the end of a long corridor and a number of 
patients have complained about the location of the 
unit. The philosophy of the programme is to provide 
social contact and a certain level of enjoyment for 
the patients in participating in groups. The patient is 
involved in the programme. At the beginning of the 
week there is a planning meeting at which decisions 
are made as to which groups will run. At the end of 
the week, there is a review of the week meeting 
where the programme is reviewed. The occupational 
therapy staff and clinical nurse specialist deliver the 
programme. There is a community meeting as part 
of the programme. A number of voluntary sector and 
advocacy groups participate in the programme. There 
is a regular and ongoing review of the performance 
of the programme and records are kept by the 
occupational therapy staff in their own files. These 
files are made available to the nursing staff on a daily 
basis. Currently the occupational therapy staff do not 
write in the case notes. The programme is reviewed 
weekly and it is reported that an annual strengths, 
weaknesses, advantages, threats (SWAT) analysis 
takes place, reviewing the occupational therapy 
system and department. There is currently no research 
being undertaken. The service is devising a patient 
satisfaction questionnaire that will be in place in the 
near future.

ECT
No patient has received ECT since 2005. There is an ECT 
register in place, an ECT consultant psychiatrist and ECT 
nurses. There are appropriate consent forms obtained 
by the consultant psychiatrist or the NCHD. There is 

written information available and an ECT policy. The 
accommodation consists of a waiting room, treatment 
room and recovery room. On occasion, the anaesthetist 
has requested that ECT be carried out in the main 
theatres of the hospital. There is a pre-ECT assessment. 
A record of ECT is maintained and there is a post-ECT 
assessment.

SECLUSION
There is a seclusion facility within the unit. It is a 
purpose-built room with safe finishings and a safe 
bed. There is a toilet and shower adjacent to the room. 
There is a window that provides plenty of natural light 
but no ventilation. There is a fan within the room. 
There is good observation through a window in the 
door and there is no CCTV. 

The seclusion register was available for inspection., 
but it was somewhat confusing on reading. Whilst it 
was recorded that seclusion took place, the exact time 
and duration of seclusion is not clear and there are 
brief comments made about restraint which was not 
relevant. The issue of recording seclusion needs to 
be more robust and in line with best practice. There 
should be clear guidelines for medical staff on how to 
complete the register. The nursing staff maintain a 15-
minute observation sheet on each patient in seclusion. 
The file inspected was in order.

MECHANICAL RESTRAINT
The only form of mechanical restraint is the use of cot 
sides on a few of the beds. These are for safety and a 
nurse observes a patient who is agitated while in bed 
with cot sides. 

PHYSICAL RESTRAINT
It was reported that staff have been trained in 
breakaway techniques and control and restraint 
techniques although the staff interviewed were unclear 
as to when the staff would have had refresher training. 
There are in-house instructors. Any adverse incidents 
are recorded on an incident form.
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ENVIRONMENT
This was a 30-bed unit situated on the ground floor of 
a general hospital. Maintenance was reported as being 
good and there was an appropriate fire certificate and 
fire drills. There was disabled access. The decor was 
of a good standard, there was plenty of natural light, 
and the unit was clean. There were information boards 
with relevant and up-to-date information. There was 
no dedicated visitors’ area. There was access to a small 
garden. There was a reception area, which was just 
outside the unit, and an admission area. 

The bedrooms consisted of single, double rooms 
and dormitories. Each of the beds had curtains 
around them, and these were collapsible. The toilets, 
bathrooms and shower rooms were under renovation. 
One end of the unit had been done and the other 
bathrooms was to be done before Christmas. The 
Inspectorate was informed that this work remains 
incomplete as of January 2007. There is an occupational 
therapy area at the end of a long corridor. The dining 
area was sufficient to meet the needs of the unit. There 
was a lounge area and night sitting room. There were 
no quiet rooms. There was one interview room and the 
nurses’ station was a large office. There was a clinical 
room with appropriate storage and equipment. The 
only high observation area was two 4-bed dormitories 
either side of the nursing station. 

SERVICE USER INTERVIEWS 
A number of patients were interviewed on this 
inspection. The majority stated that they were in 
receipt of excellent care and that generally they 
experienced a positive stay in the hospital. Two 
people had issues regarding their detention and were 
advised about the new Mental Health Act and their 
right to a tribunal. One person complained about the 
shower facilities and was informed that an upgrade 
of these facilities was in place. Two of these patients 
complained about boredom on the unit, in particular in 
the evenings and at weekends. All of these views were 
relayed to the nurse in charge. 

RECOMMENDATIONS

1.  The care plans should be based on assessments by 
the multidisciplinary team.

2.  There should be a single set of notes for each 
patient that all disciplines access.

3.  Individual discipline assessment should be complete, 
up to date and located in a single case file.

4.  The recording of seclusion must be clearer and in 
line with best practice.

5.  The coding system for risk should be easily 
accessible and clear in the notes.

6.  All documentation should be regularly audited to 
ensure they meet the standards in documentation.

CASTLEREA CMHT
Date of inspection:  7 September 2006 
Population:  15,471 (Census 2006 over 16)

DESCRIPTION
The Castlerea community mental health team serves 
a population of 15,471 (census 2006 over 16). It is a 
general adult team however there are no specialist 
teams in the catchment. The population served is 
mixed rural and urban population. The population is 
growing and there is an increasing number of asylum-
seekers based in the area. The team has office space 
in Castlerea and the County Hospital. The team has 
two day centres, one hostel with 24-hour nursing staff 
supervision and three medium support hostels. There is 
one 34-bed psycho-geriatric unit within the sector.

MULTIDISCIPLINARY TEAM COMPOSITION
Two job-sharing consultant psychiatrists lead the team. 
The team has one senior occupational therapist, a 
0.3 whole-time-equivalent clinical psychologist, a 0.3 
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senior social worker and 1.5 community mental health 
nurses. The clinical psychologists, social worker, family 
therapist, recreational therapist, and clozaril nurse all 
serve all three sector teams. An Assistant Director of 
Nursing is assigned to the team. There is no dedicated 
secretarial support.

REFERRAL PROCESS
All new referrals are assessed medically and following 
assessment referrals are sent to other disciplines. It 
was reported that there is a current waiting list of 2 
to 3 weeks for a routine appointment. Urgent referrals 
can be assessed within one week. Individual disciplines 
have internal priority systems in place. The community 
mental health nurses have case loads of about 30 
patients.

MULTIDISCIPLINARY CARE PLANNING
There are no multidisciplinary team care plans. 
Each individual discipline complete discipline-based 
assessments. It was reported that social work, 
occupational therapy and clinical psychology forward 
typed reports to the main file. The community mental 
health nurses hold independent notes. Individual cases 
are reviewed at a weekly team meeting. It is planned 
to introduce a formal key worker system.

TEAM FUNCTIONING
The team meet weekly. This meeting is clinically 
focused and outcomes and actions are recorded in 
a logbook. Care and treatment plans are updated if 
necessary by the NCHD in the clinical file.

PARTICIPATION OF SERVICE USER
Service users are informed individually of care and 
treatment plans. While there is currently no formal key 
worker system, some service users have informal key 
workers. Progress is discussed at weekly team meeting. 
Service users have access to a range of voluntary 
agencies. There is no carers’ group in Castlerea but 
carers can access a group in Roscommon.

DAY SERVICES/COMMUNITY RESOURCES
The team has access to two day centres. The profile of 
the users attending is of an older group with enduring 
mental illness. One of the day centres operates a 
seven-day service. There is no day hospital; all acute 
admissions are to Roscommon County Hospital. There 
is a crisis bed (for known service users) in one of the 
medium support hostels. There is a poor transport 
service within the county; as a result the service 
provides a minibus service for users attending day 
centres. The service has a capital development plan 
for a training centre lodged with the HSE. The National 
Learning Network provides a service in Castlerea.

POLICIES AND PROCEDURES
The team does not have an operational policy 
document or specific policies. It was reported that there 
is active discussion around this area at the moment.

TRAINING AND AUDIT/RESEARCH
The team does not have a training budget. Mandatory 
training is delivered by the HSE to all disciplines. 
Individual requests for training are authorised through 
the disciplines. Supervision is provided at various 
levels. Where there is no line management structure in 
place there is no supervision. Continuing professional 
development (CPD) is driven at discipline and individual 
level.

OPPORTUNITIES FOR TEAM DISCUSSION/
PLANNING
The team aspires to a monthly sector meeting. 
The agenda should alternate between clinical and 
operational issues. The team are planning a sector-
planning day. The team raised a number of immediate 
issues that impact on their work. The main item is 
the growing asylum-seeking population attending the 
service and the need for an interpreter service. The 
funding of this service is somewhat confused. The team 
have limited IT access and no dedicated secretarial 
support impacts directly on time available for clinical 
time. It was reported that additional social work and 
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psychology posts have been awarded to the three 
sectors.

RECOMMENDATIONS

1.  A written operational policy needs to be formulated.

2.  A key worker system and standardised assessment 
form need to be intriduced.

3.  Each individual should have an individual care and 
treatment plan on a single case file.

4. Additional human resources and IT need to be 
provided to support the team.
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MAYO GENERAL HOSPITAL

ACUTE UNIT
Date of inspection:  12 September 2006 
Number of beds:  32 integrated

DESCRIPTION
This is the acute admission unit for Mayo mental health 
services, situated in Mayo General Hospital. The unit is 
locked and on the day of inspection there were seven 
patients detained under the Mental Treatment Act, 
1945. There were 22 Voluntary patients on the day of 
inspection. Six teams admit to the unit, five sectors and 
the psychiatry of later life team. Eight staff, four male 
and four female, are on duty during the day and five 
staff at night.

MULTIDISCIPLINARY TEAM
Each of the teams admitting to the unit facilitates 
weekly reviews. Four of the sector teams have their 
reviews on the unit and one has its review at the 
sector HQ. It was reported that a verbal report is 
given to this team, as nursing staff do not attend. 
The psychiatry of later life team reviews its patients 
weekly. The meeting is attended by the medical staff, 
nursing staff, occupational therapist, social worker and 
psychologist. Minutes of the meetings are kept and 
any changes in care are documented in the files. The 
files are extremely detailed. There are integrated notes 
and all disciplines write in their own space within the 
file. The patients do not attend the team meeting. They 
are reviewed during the week and their views are 
represented at the team meeting by staff. The patient 
has access to the rest of the multidisciplinary team 
via a referral system. It was reported that they have 
knowledge of their treating team and key worker.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The new multidisciplinary team care planning system 
introduced by Mayo mental health services is being 
introduced on the ward. The pro forma is filled in at the 
reviews but evidence needs to be provided to show 
that it is being implemented. Some of the reviews 
do not have the forms filled in, other dos but – as 
with An Coillín – the implementation and evaluation 
needs to be undertaken by a full multidisciplinary 
team. The nursing care plans are based on the Tidal 
model and are working well. The key worker is 
identified through the sector and is responsible for the 
implementation and review of the nursing care plan. 
The multidisciplinary team is involved with the patient 
via a referral system and their involvement is recorded 
in the integrated notes. The care plan is communicated 
at handover and written in the nursing notes. The 
patient is involved in the process. Advocacy is available 
on a weekly basis and family contact is encouraged.

There is an admission policy in place with a 
specific policy for A&E. People who are admitted 
on a Temporary form or referred directly from the 
community mental health teams go directly to the unit, 
otherwise they are seen in A&E. Discharge planning is 
part of the Tidal model. 

THERAPEUTIC PROGRAMMES
There is a six-day activities programme. At the 
weekends there is an alternative day programme. The 
programme is designed and delivered by two staff 
nurses. The programme is primarily recreational and 
provides opportunities for creative expression through 
various mediums. A number of sessional staff provide 
specific programmes in art, yoga and music. There is 
a blanket referral system. The nursing staff introduce 
themselves and the programme to each patient. The 
staff have access to two rooms, one art room and one 
discussion room. All groups are open, however every 
effort is made to direct patients to specific groups 
based on needs. There is no specific written record of 
assessment or outcomes. The staff currently verbally 
report to the key nurse on the ward. They do maintain 

MAYO
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statistics on records of attendance. There is currently 
no ongoing audit or research on any activities. The 
unit facilitates a monthly community meeting, official 
minutes are kept and outcomes recorded. The Irish 
Advocacy Network has a regular slot in the programme 
and sees people individually.

ECT
There is an ECT suite with waiting room, treatment 
room and recovery. There is a lead nurse in ECT 
and a dedicated consultant psychiatrist. There was 
documentation to support information, informed 
consent and ECT procedure. ECT is available twice 
weekly. There had been no ECT since July 2006. During 
2005 there were 17 treatments. Outpatients are 
also referred for ECT treatment. The ECT register was 
reviewed and in order.

SECLUSION
There is one seclusion room. It is a safe room with 
soft finish and safe bed. There is adequate light and 
ventilation. A camera is located in the room and 
there is a notice indicating this. The monitor is located 
outside the room in an enclosed cabinet and a high 
level. Patients placed in seclusion must access toilet 
facilities on the corridor. There is no communication 
system. The seclusion register was reviewed and in 
order. The nursing staff record 15-minute observations. 
No clinical file was reviewed, as there was no patient 
in seclusion. There is a draft seclusion policy in place.

MECHANICAL RESTRAINT
It was reported that no mechanical restraint is used and 
there was a mechanical restraint policy.

PHYSICAL RESTRAINT
Staff are trained in crisis prevention intervention 
techniques but reported that updates are needed. The 
service has their own trainers. Any adverse incidents 
occurring as a consequence of physical restraint is 
recorded on appropriate incident forms.

ENVIRONMENT
The unit is situated in a general hospital and has a 
bed capacity of 32. Maintenance is reported as very 
good. There is disabled access. The decor is of a good 
standard and ventilation is satisfactory. There was 
natural light and the unit was clean. Contract cleaners 
provide a cleaning service. There were plenty of 
information boards and information leaflets available 
throughout the unit. There is no dedicated visitors’ 
area. People visit in lounge areas and beside beds. 
There is access to a garden. There is a reception area 
and an admission area. The bedroom areas consist of 
single rooms, and 4-bed and 5-bed bays. The 5-bed 
bays are located closest to the nurses’ station for 
observation. There are sufficient toilets, bathrooms and 
shower rooms for the service and they are all working. 
The dining area is of a good size and nicely furnished. 
There are activity and recreation rooms. There is a 
lounge area and all smoking is external to the unit. 
There are a number of quiet areas and interview 
rooms. There is a nurses’ station with an office behind. 
There is a clinical room with appropriate storage and 
equipment and also a treatment room where all bloods 
and physical examinations are undertaken. There is a 
dedicated staff area and sufficient storage space. 

There is a high observation area, which consists of four 
single rooms, a dining area-cum-sitting room, toilet, 
bathroom and an external smoking area. The seclusion 
room is situated within the high observation area and 
its management is under review at present. Two of 
the single rooms in the main part of the unit can be 
used as mother and baby rooms. It is unusual to have 
a mother and baby admitted to the unit although if a 
mother was admitted the baby would have access to 
her throughout the day. There are appropriate facilities 
for babies as and when needed.

SERVICE USER INTERVIEWS 
A number of patients asked to speak with the inspector 
and were facilitated.
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RECOMMENDATIONS

1.  The nurses who deliver the activities programme 
should have a section in the integrated notes 
and record directly assessment, observations and 
outcomes.

2.  The philosophy of multidisciplinary team care 
planning needs to be enhanced within the unit. 
The ethos of implementation and evaluation 
of the multidisciplinary team care plan by the 
multidisciplinary team must continue.

3.  Staff should have regular updates of the crisis 
prevention intervention training.

AN COILLÍN REHABILITATION 
UNIT

Date of inspection:  11 September 2006 
Number of beds:  10 integrated

DESCRIPTION
An Coillín rehabilitation unit was opened in March 
2006. It is a 10-bed unit located in a 40-bed unit. 
The building was renovated to accommodate patients 
from St. Mary’s Hospital, which is now closed. The 
rehabilitation unit is under the care of a clinical team. 
On the day of the inspection there were nine patients 
resident, six male and three females. All patients were 
Voluntary status.

MULTIDISCIPLINARY TEAM 
In the absence of a rehabilitation team, personnel 
who also have clinical responsibility to a general 
adult sector team manage the unit. The core staff 
are nursing. A CNM2 and one staff nurse are on duty 
during the day and at night there are two nursing 
staff. There is sessional input from a consultant 
psychiatrist, clinical psychologist, basic grade social 
worker and occupational therapist manager. There is a 

full-time occupational therapy assistant who provides 
an activities programme. This post is shared with the 
continuing care unit. There is sessional input from two 
artists, musicians and an aromatherapist. There is a 
visiting hairdresser and chiropodist.

TEAM FUNCTIONING
The core team meets weekly on the unit and reviews 
all nine patients. It was reported that this is a formal 
structured meeting with an agenda and minutes. The 
nursing and medical staff update clinical files after each 
meeting.

SERVICE USER PARTICIPATION
The patients are all former patients of St. Mary’s 
Hospital. The age range is from 43 to 68 years. Each 
patient was assessed prior to being transferred to the 
rehabilitation unit. The key nurse informs the patient of 
meeting outcomes.

TRAINING/AUDIT/RESEARCH
There is a monthly business meeting. At this stage in 
the service development there is no formal training 
audit or research ongoing.

 MULTIDISCIPLINARY TEAM CARE 
PLANNING
The care plans are based on assessment information 
prior to the opening of the unit and individual discipline 
assessment. There is a single file, which is divided 
into colour-coded sections for each discipline. The files 
reflect the current episode of care, all old files have 
been archived. Inside each file there is a detailed 
typed history of the patient. The nursing staff base 
their assessment on the Roper Logan Tierney model of 
nursing. Other disciplines have individual assessments 
in the file. The notes reviewed were tidy and easy to 
follow. There was clear evidence of regular input from 
nursing, occupational therapy, social work and medicine 
in the files. Each patient has a three-monthly physical 
examination. The nursing care plans are reviewed 



84BOOK 5 – HSE WestREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

every three months also. The staff reported that the 
single case file was a very welcome improvement, 
together with the weekly team meeting. The team 
will need to now develop personalised individual 
rehabilitation plans and goals for each patient. There 
are currently no specific policies on admission and 
discharge for the rehabilitation unit. None of the 
patients was self-medicating. The 0.5 whole-time-
equivalent social worker post has established contact 
with all the families of patients and this is documented 
in the notes. Each patient has an individual financial 
cash sheet, which is co-signed. The Irish Advocacy 
Network is establishing a service in the unit and visit 
monthly.

THERAPEUTIC PROGRAMMES
The activity programme is currently based on leisure 
and recreational model. It is a joint programme for 
rehabilitation and continuing care. It runs over five days 
and is facilitated by an occupational therapy assistant 
and other staff. Significant efforts have been made 
to include sessional input from artists and musicians 
and it was reported that this has been successful. A 
number of patients also attend the rural training centre 
and Castlebar training centre computer programme. 
The programme will need to develop in order to meet 
the needs of individuals for rehabilitation and include 
considerable amount of individual work. It is hoped that 
the patients will be able to do some individual cookery 
in the near future. There are a number of group rooms, 
multipurpose rooms and an art room. The current group 
of patients have engaged in the programme and are 
developing skills in exercising choice.

ENVIRONMENT
This newly renovated 10-bed unit is located in a 
single storey building. There are eight single rooms 
and one double room. Seven of the single rooms 
have en suite facilities. Patients do not have keys. The 
decor is bright and clean and there has been a great 
effort to make the environment homely. The patients 
have access to a TV lounge, visitors’ room and a 
seated area at reception. Each bedroom has a built-in 

wardrobe and many are personalised. There is a staff 
office and clinical room also. The garden area is under 
development.

RECOMMENDATIONS

1.  The rehabilitation team needs to be fully staffed 
and adequately resourced. There should be a social 
worker, an occupational therapist and a clinical 
psychologist employed full time on the team at an 
appropriate grade. There should also be a sufficient 
number of nursing staff based on the needs of the 
population.

2.  Each individual should have an individualised 
rehabilitation and recovery plan with identifiable 
goals and target dates.

3.  The therapeutic activities should begin to reflect 
the rehabilitation needs of patients and build on 
progress to date. Every effort should be used to 
access mainstream community facilities.

4.  The team needs to write an operational policy 
document including admission and discharge 
policies.

AN COILLÍN FEMALE UNIT
Date of inspection:  11 September 2006 
Number of beds:  18 female

DESCRIPTION
This unit is described as providing continuing care 
for female service users. The unit has an open door 
philosophy and is part of the new service following the 
closure of St. Mary’s Hospital. The service users were 
transferred from Unit 19 in St. Mary’s Hospital and from 
the acute unit. On the day of inspection, there were 11 
patients. During the day there are four nursing staff on 
duty and three at night. 
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MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist who is responsible 
for the patients on this ward. There are two NCHD 
posts attached to this consultant psychiatrist. There is a 
referral system to psychology and social work and there 
is part-access to an occupational therapist manager 
and an occupational therapist assistant. Nursing staff 
are rostered to the unit. The unit also receives input 
from a physiotherapist, an aromatherapist, chiropodist, 
hairdresser, an art therapist and music therapist.

The multidisciplinary team meets weekly and meetings 
are attended by the consultant psychiatrist, NCHDs 
and nursing staff. Minutes of the meeting are kept 
and any changes in the care are documented in the 
file. In the notes examined on the inspection, there 
were detailed reviews linked with changes in the care 
noted. The nursing care plans are regularly reviewed, 
with daily progress notes. There was also a monthly 
multidisciplinary team meeting that is attended by the 
full team. Patients are reviewed before the meetings 
and feedback is given afterwards.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
At the monthly multidisciplinary team meeting, all 
disciplines contribute to an overall plan of care. The 
same process prevails on the male side. While it 
is noted that the care has a multidisciplinary team 
emphasis, the written interventions need to be more 
multidisciplinary team focused and the evaluation 
needs to be facilitated by the multidisciplinary team.

THERAPEUTIC PROGRAMMES
It was noted that since the move to An Coillín a 
number of activities have been provided for the 
patients. This is a significant improvement from their 
time as St. Mary’s. There are a number of groups 
facilitated by the occupational therapist assistant and 
the occupational therapist. They include reminiscence, 
videos, aromatherapy, arts and music. There have been 
some seating assessments undertaken and appropriate 
chairs purchased. 

ECT
No patients are having ECT.

SECLUSION
There are no seclusion facilities within the unit.

MECHANICAL RESTRAINT
A number of patients have cot sides on their bed 
and one woman has her movement restricted in a 
chair. This needs to be documented in the files and a 
mechanical restraint policy needs to be implemented. 

PHYSICAL RESTRAINT
Staff report they have training in control and restraint 
techniques and have refresher courses. It was reported 
that it is very rare that any physical restraint is used.

ENVIRONMENT
This unit has a capacity for 18 beds. On the day of 
inspection, there were 11 people. After moving into 
the unit it became evident that the female side 
needed its own lounge area. As a result, one of the 
dormitories was converted into a small lounge, which 
is well furnished and has been a positive acquisition 
to the unit. Maintenance is reported as being very 
good. There is disabled access throughout the unit. The 
decor was of an excellent standard. Although it can get 
hot in the unit, there are plenty of windows that can 
be opened. There is plenty of natural light. The unit 
was spotless. There is a nice visitors’ area, beautifully 
furnished. A garden is being developed. There is a 
reception area for the whole unit. The bedroom area 
consists of a mixture of single rooms, 3-bed rooms 
and 4-bed rooms. Most of the rooms have en suite 
facilities. There is an assisted bathroom and shower 
room. The dining area is shared with the male side, as 
is the activity and recreation area. This unit does have 
a room for hairdressing and beauty therapy. The nurses’ 
station is situated in an office centrally to the unit and 
the clinical room is shared with the male side.
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OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING 
Since the closure of St. Mary’s Hospital and the move 
to An Coillín, the Inspectorate has noticed a dramatic 
improvement. The implementation of the philosophy 
of multidisciplinary team care planning is to be 
encouraged. As stated in the report there is still some 
work needed to go with the implementation and 
evaluation of multidisciplinary team care planning. 
The introduction of a therapeutic programme ensures 
that the patients have a choice of activities to take 
part in and this gives more meaning to their day. The 
environment of the unit is excellent. Conditions that 
the patients are now living in are far better than they 
experienced in St. Mary’s. Patients who spoke with the 
Inspectorate were all positive about the move and the 
staff are to be congratulated on the smoothness and 
effectiveness of the move from the old hospital to this 
new unit. 

RECOMMENDATIONS

1.  The philosophy of multidisciplinary team care 
planning needs to be enhanced within the unit. 
The ethos of implementation and evaluation 
of the multidisciplinary team care plan by the 
multidisciplinary team must continue.

2.  The occupational therapist assistant should be made 
permanent.

3.  There should be a core multidisciplinary team 
working with the patients on this unit. The team 
should consist of medical staff, nursing, psychology, 
occupational therapy and social work. The staff 
should be graded at appropriate levels to ensure 
high quality care is provided and that career 
progression is maximised.

4.  The unit should become self-staffing.

AN COILLÍN MALE UNIT
Date of inspection:  11 September 2006 
Number of beds:  22 male

DESCRIPTION
This is a 22-bed male continuing care ward situated 
in a newly renovated unit following the closure of St. 
Mary’s Hospital. Previously the patients on this ward 
were in-patients on Unit 4 or Unit 7 in St. Mary’s. Two 
patients were transferred from the acute unit. The unit 
has an open door philosophy. There were no detained 
patients and there were four staff on duty during the 
day and two staff at night. 

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist with responsibility 
for the patients in this unit. There are two NCHDs 
attached to this post. There is access to psychology 
and social work services via a referral system. The 
occupational therapist manager has been involved 
with the unit and in devising a programme for it since 
it opened. An occupational therapist assistant is in 
post on a temporary contract. Due to the success of 
this post the post should be made permanent. The 
nursing staff are rostered to the unit so there is a need 
to develop self-staffing. The unit also has input from a 
physiotherapist, an art therapist and a music therapist. 

There are weekly review meetings on the unit. There 
is a regular time slot for these meetings and they are 
attended by the consultant psychiatrist, NCHDs, nursing 
staff, social worker, psychologist and occupational 
therapist. Minutes of the meetings are kept and any 
changes to the patients’ care are documented in 
the files. The files contain six-monthly reviews and a 
summary of discussions at the meetings. The patient 
sometimes attends the meetings but is always seen on 
the ward by the consultant psychiatrist. The frequency 
of reviews is every six weeks. It was reported that 
most of the patients have knowledge of their treating 
team and who their key worker is.
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Within the framework of the review meetings the 
service has designed a pro forma that reflects the 
discussions of the multidisciplinary team and plans for 
each discipline. The system needs to be enhanced. 
Currently each discipline has a description of its 
involvement and signs the care plan. However there 
are limited written interventions in the progress notes 
from other disciplines and also the evaluations are not 
carried out by the full multidisciplinary team.

Nursing care plans are reviewed and there are daily 
progress notes. It was reported that assessments were 
undertaken prior to the move to this unit but they were 
not available in the notes. A key worker is identified 
but this is hindered by the transfer of staff between 
the three units to cover night duty and annual leave. 
There is no element of a risk assessment in the care 
planning process. The service now provides integrated 
files which all disciplines are encouraged to write their 
interventions in. There was evidence of medical and 
nursing interventions but in the notes inspected there 
was limited written interventions from psychology, 
occupational therapy or social work. The patient is 
involved in the process wherever possible. The unit 
has regular visits from the Irish Advocacy Network 
and family involvement is encouraged. Currently 
there are no specific admission, transfer or discharge 
policies; a committee has been formed to look at 
policies and these three areas need to be included. 
There have been internal transfers from the unit to the 
rehabilitation unit in An Coillín. 

THERAPEUTIC PROGRAMMES
It was noted that since the move to An Coillín a 
number of activities have been provided for the 
patients. This is a significant improvement from their 
time as St. Mary’s. There are a number of groups 
facilitated by the occupational therapist assistant 
and the occupational therapist manager. They 
include reminiscence, videos, aromatherapy, arts and 
music. There have been some seating assessments 
undertaken and appropriate chairs purchased. 

ECT
There are no patients currently having ECT.

SECLUSION
There are no seclusion facilities on the unit. 

MECHANICAL RESTRAINT
There is one patient who has to be in a chair with his 
movement restricted due to his physical condition. 
While this is noted by the staff, and reported to the 
Inspectorate, to be for the patient’s safety and well-
being there is no written intervention documented in 
his file. There is also no policy on mechanical restraint. 
A number of the patients have cot sides on their beds. 
These issues need to be included in a mechanical 
restraint policy.

PHYSICAL RESTRAINT
Staff report that they have been trained in the use of 
control and restraint techniques and there are refresher 
courses available. Any adverse incident occurring as 
a consequence of physical restraint is recorded on an 
appropriate incident form.

ENVIRONMENT
This was a 22-bed continuing care unit situated in a 
50-bed complex that has recently been renovated. The 
unit provides an excellent standard of accommodation 
and there is a dramatic improvement from the 
conditions in St. Mary’s Hospital. The maintenance 
system is reported as positive, with a good response 
rate. There is disabled access, the unit is on the ground 
floor. The standard of decor was excellent, there 
was good ventilation, plenty of natural light and the 
unit was spotless. There is a garden currently being 
developed which will be a positive acquisition. There is 
a reception area. 

The bedrooms consist of a number of single, double, 
3-bed and 4-bed rooms. Most of the rooms had en 
suite facilities. All of the beds in communal rooms 
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had curtains around them and individual wardrobe 
space. For those rooms that are not en suite there 
are a sufficient number of toilets, bathrooms and 
shower rooms. There are assisted showers and a 
bath. The dining area is small and has to be used 
in two sittings. It was beautifully furnished. There is 
an activity and recreation area for the whole unit. 
The lounge areas were large and well furnished and 
there was a smoking lounge. The nurses’ station is a 
large office situated centrally within the unit. There 
is a clinical room shared with the female side and 
this has appropriate storage and equipment. There is 
a dedicated staff area. It was reported that although 
there is storage there is a shortage of space and it 
would be appreciated if more storage were to be 
available.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING 
Since the closure of St. Mary’s Hospital and the move 
to An Coillín the Inspectorate has noticed a dramatic 
improvement. The implementation of the philosophy 
of multidisciplinary team care planning is to be 
encouraged. As stated in the report there is still some 
work needed with the implementation and evaluation 
of multidisciplinary team care planning. 

The introduction of a therapeutic programme ensures 
that the patients have a choice of activities to partake 
in which gives more meaning to their day. 

The environment of the unit is excellent. The conditions 
that the patients are now residing in are far better 
than what they experienced in St. Mary’s. Patients who 
spoke with the Inspectorate were all positive about 
the move and the staff are to be congratulated on the 
smoothness and effectiveness of the move from the 
old hospital to this new unit. 

RECOMMENDATIONS

1.  The philosophy of multidisciplinary team care 
planning needs to be enhanced within the unit. 

The ethos of implementation and evaluation 
of the multidisciplinary team care plan by the 
multidisciplinary team must continue.

2.  The occupational therapist assistant should be made 
permanent.

3.  There should be a core multidisciplinary team 
working with the patients on this unit. The team 
should consist of medical staff, nursing, psychology, 
occupational therapy and social work. The staff 
should be graded at appropriate levels to ensure 
high quality care is provided and that career 
progression is maximised.

4.  The unit should become self-staffing.

5.  The assessments undertaken prior to the move to 
An Coillín must be made available in the files on the 
unit.

TEACH AISLING
Date of inspection:  12 September 2006 
Number of beds:  10 integrated

DESCRIPTION
This unit opened in December 2003 following the 
closure of the intensive therapy unit in St. Mary’s 
Hospital. Ten patients transferred to the unit at that 
time and have remained since and have mixed 
needs. They all exhibit different levels of challenging 
behaviour and there are a mixture of learning 
disabilities and mental illness. The current philosophy 
of the unit is to move towards a more intensive 
rehabilitation service. On the day of inspection, there 
were ten patients, six men and four women. Two of 
the patients are detained. One patient was currently 
in University College Hospital in Galway following a 
severe episode of self-harm. There are five nursing staff 
on duty during the day and night. There is a referral 
procedure for admission to the unit from the catchment 
area. 
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MULTIDISCIPLINARY TEAM 
The unit is the responsibility of the sector consultant 
psychiatrist. There is one NCHD post attached to the 
consultant psychiatrist. Both the consultant psychiatrist 
and NCHD have responsibilities and commitments 
elsewhere in the service. There is currently no 
psychology input. There is a 0.2 whole-time-equivalent 
basic grade social worker and a 0.5 whole-time-
equivalent basic grade occupational therapist. There 
are nursing staff working on the unit on a regular basis 
although temporary staff are rostered in as cover. There 
is access to an addiction counsellor through the sector 
team. There is no dedicated clinical nurse specialist 
on the unit although there is access to a cognitive 
behavioural therapist. The service is about to contract 
private psychotherapy for one of the patients. 

The sector multidisciplinary team meets twice a week 
and there is a weekly meeting within the unit to 
review the patients. Over the past nine months all 
the patients have been reviewed regularly and most 
have had a case conference attended by relatives 
and concerned others. Meetings occur on the unit and 
there is a regular time slot and the team members 
attend. Official minutes are kept and changes in care 
are documented in the notes which on review were 
extremely detailed. The nursing care plans were also 
updated.

The patient attends the meeting wherever possible and 
their views are represented either by themselves or 
nursing staff acting as advocates. They have access to 
medical nursing staff, social worker and occupational 
therapist but there is no psychology input. It was 
reported that the patients know who their treating 
team are and who their key worker is. The team also 
has a regular business meeting.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The philosophy of multidisciplinary team care planning 
is evident within the unit. However in the absence 
of a core multidisciplinary team with full whole-
time-equivalent posts it is difficult for the service to 

implement a comprehensive multidisciplinary care 
plan. The nursing staff undertake an assessment based 
on the Orem model of care. The degree of need varies 
across the ten patients currently within the unit. One 
person with a learning disability is on a waiting list 
for a transfer to a more appropriate unit. One person 
has been identified as requiring low security and may 
move to more suitable long-stay accommodation. More 
suitable accommodation is being sought for a patient 
who has physical disabilities and will require long-stay 
accommodation. There are two people presently with 
serious challenging behaviour and funding has been 
secured for private psychotherapy for one of these 
residents but at present neither is deemed suitable 
for independent living. The rest of the patients are 
deemed suitable for rehabilitation and ultimately 
will move on to independent accommodation. There 
is a primary nurse allocated to each of the patients 
and associate nurses. The patient is involved in their 
care plan and family involvement and advocacy are 
encouraged. All patients have had a case conference 
within the last nine months. The care plan specifies 
roles and responsibilities of the multidisciplinary team 
and there is good feedback but the implementation 
is hindered by the limited number of posts and time 
available. Care plans identify needs-based goals that 
are appropriate and within realistic timescales. Risk 
assessment is discussed at the case conferences but 
an assessment tool needs to be developed. There is a 
risk manager in post who is closely involved with the 
unit. As people become more involved in intensive 
rehabilitation a discharge plan becomes more evident. 
There are two training flats attached to the unit to 
assist with rehabilitation. Care plans are reviewed 
according to need and at regular intervals. 

The service has developed a draft operational policy 
and also an information booklet. Both of these 
interventions are to be commended. 

THERAPEUTIC PROGRAMMES
Considering the service only has access to 0.5 whole-
time-equivalent of an occupational therapist there is 
a tremendous amount of work being undertaken to 
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implement a therapeutic programme. It is evident 
there is an excellent working relationship amongst 
the team and in particular the partnership between 
the occupational therapist and the nursing staff. 
The occupational therapist uses a functional needs 
assessment and the model of human occupation 
assessments. An interest checklist is also completed. 
Physical resources available are a kitchen and a 
recreation room. The functional needs assessment is 
based on skills and is dependent on need. The patient 
is involved in design and implementation of the 
therapeutic programme. The occupational therapist 
provides one-to-one work and also group work in 
partnership with the nursing staff. The primary nurse is 
involved in the one-to-one work. 

Recently there was a wellness programme that 
involved patients visiting a local gymnasium and 
swimming pool. There is a strong emphasis on using 
off-site facilities to enhance normalisation and the 
rehabilitation process. There is an advocacy component 
to the programme. There are regular reviews of the 
programme and the patient’s performance within 
the programme. Each group has identified goals 
that are needs based and appropriate to the mix of 
patients. The outcomes are recorded using the COAT 
scale and recorded in the multidisciplinary team 
file. The programme is reviewed through the clinical 
meeting. The groups are audited and each group has a 
satisfaction questionnaire for the patients.

ECT
None of the patients are currently having ECT.

SECLUSION
In the past this unit had seclusion facilities. For the 
past nine months the seclusion room has been 
decommissioned. Although the facility remains, the 
staff are keen to create a more collaborative and 
interactive approach to the management of challenging 
behaviour. The service is to be commended for this and 
the Inspectorate welcomes the fact that seclusion is no 
longer used on the unit.

MECHANICAL RESTRAINT
There is one form of mechanical restraint in use on 
the unit which consists of a belt with hand restraints. 
The reason for the use of this restraint is clearly 
documented in the patient’s notes and the team would 
prefer to use alternative restraints but at the moment 
the patient is particularly threatening and aggressive 
and has assaulted a number of staff and fellow 
residents. There is a high level of risk associated with 
this particular patient but the team are keen to look at 
alternatives to this level of restraint.

PHYSICAL RESTRAINT
All staff are in the process of receiving training in crisis 
prevention intervention techniques. It is imperative that 
all staff are trained and have access to regular refresher 
courses to update their skills. Breakaway techniques are 
also part of the crisis prevention intervention training.

ENVIRONMENT
This was a 10-bed unit that had two flatlets attached. 
It is in its own grounds and situated close to the main 
hospital. The maintenance was described as good and 
there is a need for frequent repairs due to some of 
the challenging behaviour. There is disabled access. 
The decor was of a good standard and ventilation was 
good. There is plenty of natural light. The cleaning is 
provided by contract cleaners. The unit was spotless. 
There is a dedicated visitors’ area away from the main 
body of the ward which was nicely furnished. There is 
access to a beautiful garden which has proved to be 
therapeutic. All bedrooms are single rooms which have 
en suite facilities. There are sufficient toilets, bathrooms 
and shower rooms throughout the unit. There was a 
nicely furnished dining area, an activity and recreation 
area, and a lounge and smoking room. There are plenty 
of quiet areas and the room that was formerly the 
seclusion room is to be developed as a quiet room for 
the patients. The nurses’ station is situated centrally 
within the unit. There is a clinical room and a staff area. 
There is adequate storage. 
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DISCUSSION POINTS
It appears that this unit has developed over the past 
nine months. Already the evidence is there that a 
dedicated multidisciplinary team is developing the 
service. The team needs to be enhanced for the 
unit to meet its full potential. As the unit develops 
its rehabilitation philosophy a decision needs to be 
made whether this service comes under the care 
of a rehabilitation team. While all ten of the current 
patients have been in the unit since it opened, it is 
important that throughput of patients is developed and 
supported. It is imperative that the service is assisted 
in ensuring this throughput by changing the profile that 
appears to be evident within the catchment. This needs 
to change and the philosophy needs to be promoted 
as a rehabilitation unit. This is to facilitate rehabilitation 
and patients will be re-graded as soon as is feasible. It 
is expected that most patients will be Voluntary to fit in 
with the ethos of rehabilitation.

It is hoped to develop a team in the unit to a dedicated 
level of multidisciplinary activity that will cater for 
the needs of patients who are resident in the unit. 
In the meantime, those patients deemed suitable 
for movement into the community will be provided 
with that opportunity and the support to do so. Those 
patients who are currently deemed inappropriately 
placed will continue to be assessed, and alternative 
placement sought to meet their needs.

The service needs to be supported by senior 
management in trying to achieve the rehabilitation 
ethos.

RECOMMENDATIONS

1.  The rehabilitation focus of the unit needs to be 
enhanced and supported by senior management.

2.  A decision must be made whether the service 
remains under the care of the sector consultant or 
a rehabilitation team. Either way the service must 
have a core multidisciplinary team.

3. All patients must have an individual rehabilitation 
programme or be moved to a more appropriate 
environment where their needs can be best met. 

SWINFORD TREATMENT 
CENTRE

Date of inspection:  12 September 2006 
Number of beds:  5 integrated

DESCRIPTION
Swinford Treatment Centre is a residential and day 
service for people who require treatment but whose 
needs do not warrant admission to Mayo General 
Hospital. The centre is currently located in temporary 
accommodation on the grounds of Áras Attracta. The 
centre is under the clinical direction of the Swinford 
community mental health team. The core staffing on 
a daily basis is a CNM2, a staff nurse and two care 
assistants. At night there are two staff nurses on duty. 
On the day of the inspection there were two men and 
three women resident in the house. The centre is not 
registered under the Mental Treatment Act, 1945 and 
the residents have no legal status.

MULTIDISCIPLINARY TEAM 
The care and treatment is delivered primarily 
by nursing staff. The consultant psychiatrist and 
junior doctor visit at least three times weekly and 
are also available at other times to review the 
residents. Other members of the multidisciplinary 
team, addiction counsellor, occupational therapist 
and social worker receive referrals at the weekly 
community mental health team meeting. There 
are 1.5 whole-time-equivalent community mental 
health nurses, 0.5 senior occupational therapist, 1.5 
social workers and one addiction counsellor on the 
team. The Swinford Treatment Centre staff attend the 
weekly multidisciplinary team meeting in the sector 
headquarters in Claremorris. Care plans are reviewed 
and updated following the meeting.
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The centre has a single case file. Each discipline 
has a section within the file for its notes. A medical 
and nursing assessment is completed on admission. 
Primarily patients are seen in outpatients clinics or 
in the acute unit prior to referral to the centre. The 
nursing staff have introduced the King model of nursing 
assessment on a pilot basis. The notes examined 
during the inspection included a plan of care, current 
and up-to-date medical and nursing notes. Families 
are involved in the care process and the Irish Advocacy 
Network visits on a regular basis. The admission and 
discharge policies are in draft format and awaiting 
signing off by the multidisciplinary team policy group.

THERAPEUTIC PROGRAMMES
The residents are provided with opportunities in a 
number of activities both practical and recreational. 
The groups and individual work are facilitated by 
nursing and care attendant staff. The residents do 
not make any meals, though in the past a module in 
home management has been facilitated by a sessional 
teacher. A number of residents continue to access 
training centres as appropriate.

ECT
If a resident requires ECT during their stay they are 
referred to Mayo General Hospital as an outpatient.

ENVIRONMENT
Swinford Treatment Centre is currently located in 
a bungalow on the grounds of Áras Attracta. There 
are three single rooms and one double room. The 
rooms are spacious and have sinks in place. There is 
an adequate amount of toilet and bath/showering 
facilities. In addition there is a dining area, sitting room, 
kitchen and small interview-cum-quiet room. There is 
a staff office and staff room. The centre has a clinical 
room and maintains a stock of medications.

POSITIVE DEVELOPMENTS
The original Swinford Treatment Centre has been 
renovated to a very high standard and will form the 
basis for a day centre and office space for the team. 
In addition there are plans to build a 9-bed residential 
unit. These plans are currently at planning stage. It was 
hoped to open the day centre from mid-November 
2006.

RECOMMENDATIONS

1.  There should be agreed policies for admission and 
discharge.

2.  All documentation should meet the standards in 
recording as laid down by relevant professional 
bodies.

SECTOR 5 CMHT (MAYO)
Date of inspection: 1 3 September 2006 
Population:  25,000 approximately

DESCRIPTION
This is a general adult community mental health team 
that operates Monday to Friday from 0900h to 1700h. 
The sector serves a predominantly rural population 
of approximately 25,000, located over a wide 
geographical area with significant levels of deprivation. 
Because the psychiatry of later life team does not 
offer a service to this area at the moment, services for 
people with dementia are limited. There is no business 
plan for the team. Statistics are collected but there is 
no annual report. The budget for the service is held 
centrally by administration. The geographical spread 
of the sector makes it difficult for the team to have a 
central base and, according to the team, has led to the 
development of community model of care with close 
links to community care and primary care services. The 
sector headquarters comprises two interview rooms 
or offices and one secretarial office in the Community 
Hospital, Belmullet, where most of the team are based. 
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Other members of the team are based in the acute unit 
in Mayo General Hospital, Castlebar, over 80 kilometres 
away, and in the Ballina sector headquarters. The team 
has no day hospital or day centres of its own but can 
access generic day and respite services provided by the 
local primary care and community care services. 

MULTIDISCIPLINARY TEAM COMPOSITION
The CMHT is under-resourced in terms of personnel. 
The full-time complement includes one consultant 
psychiatrist, one NCHD, and two community mental 
health nurses. Other personnel, including a social 
worker, an occupational therapist, an addiction 
counsellor, an Assistant Director of Nursing, a clinical 
nurse specialist and a community nurse are involved in 
the team on a half-time (0.5 whole-time-equivalent) 
basis and have commitments to other sector teams. 
There are three care assistants who are part time 
and a team secretary, who also provides a service 
to the Community Hospital. There is no clinical 
psychologist on the team, although limited access to 
a psychologist is possible by referral to the psychology 
department in Castlebar. This under-resourcing of the 
team is unsatisfactory, especially in the context of the 
demographic difficulties already mentioned.

REFERRAL PROCESS
Referrals to the CMHT come from GPs, public health 
nurses, other HSE personnel, including community 
welfare officers, and there are a number of self-
presentations. The community nurses frequently 
undertake joint visits with GPs and there is no waiting 
list for the team. New referrals are discussed at a 
weekly meeting of the team. Outpatient clinics are 
held at various intervals in nine centres throughout the 
sector. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
There is no system of integrated care and treatment 
planning in operation at the moment. Initial 
assessments are undertaken by the community 

mental health nurses or by the doctors at clinics. The 
cases are then discussed at the weekly meeting in 
the acute unit in Castlebar and referrals are made to 
other members of the team when necessary. It was 
reported that the consultant psychiatrist circulates 
letters to each of the team regarding the plan for 
each patient. Each team member maintains their own 
file on the patient. The community mental health 
nurses act as de facto key workers. They undertake 
assessments that focus on activities of daily living and 
formulate care plans. The team has considered the 
possibility of creating multidisciplinary files but, in the 
absence of suitable IT facilities, they have found that 
the geographical difficulties of maintaining single files 
are insurmountable at present. The team reported 
that there is good communication, both formal and 
informal, between team members regarding cases. 
At the weekly team meeting there is an opportunity 
for each team member to report on their involvement 
in particular cases. The team has found that the care 
assistants play an invaluable role in maintaining several 
service users in their own homes in the community.

TEAM FUNCTIONING
The team meets each Monday in the acute unit 
in Castlebar. They discuss in-patients and focus on 
discharge planning. They also discuss new referrals and 
cases in the community. There is a regular time slot for 
this meeting and there is a full attendance of the team. 
Decisions taken at these meetings are documented in 
the patients’ files. Each Thursday there is a meeting 
before the clinic in Belmullet. This is attended by the 
consultant psychiatrist, NCHD and community mental 
health nurse.

PARTICIPATION OF SERVICE USERS/
CARERS
There is no formal key worker system in place in this 
sector but, because of the rural setting and the close 
involvement of the community mental health nurses 
with GPs and community care services, the community 
mental health nurses are known to the service users 
and their families. The service user is not involved in 
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community team meetings but in-patients are invited 
to ward rounds and carers and families are also met in 
the acute unit and are involved in discharge planning 
meetings. No particular assessment is undertaken of 
family and carer needs. A Plan of Care form is used on 
the acute unit and the patient is invited to sign it.

DAY SERVICES/COMMUNITY RESOURCES
There are no day hospitals or day centres provided by 
the mental health service in this sector. Service users 
can access a range of mainstream day services such as 
generic day centres for the elderly and the clubhouse 
in Ballina. Vocational services are provided by the HSE 
Disability Guidance Service, which can link service users 
with job coaches or facilitate access to mainstream 
training centres or community employment schemes. 
Close links have also been developed between the 
mental health service and the housing section of Mayo 
Co. Council, which has been located in Belmullet. 
Voluntary organisations such as Schizophrenia Ireland 
and Aware provide services in Mayo but these are 
difficult to access for service users in this sector.

POLICIES AND PROCEDURES
There is no operational policy for the team. 

TRAINING AND AUDIT/RESEARCH
There has been no team training to date but such 
training is difficult to organise due to the part-time 
commitment of many of the team members. The team 
reported that training is available to each of the team 
members individually through their own disciplines. 
A programme of training is provided by the mental 
health service in the catchment area and some of the 
staff are participating in Higher Diploma in Primary Care 
and the Diploma in Psychosocial Intervention courses. 
Community mental health nurses have access to peer 
supervision and undertake case load reviews with the 
Assistant Director of Nursing. The social worker and 
occupational therapist receive regular supervision from 
their line managers. There have been no audits or 
research projects undertaken by the team to date.

RECOMMENDATIONS

1.  The multidisciplinary team needs to be fully staffed 
and adequately resourced. There should be a social 
worker, an occupational therapist and a clinical 
psychologist employed full-time on the team. There 
should also be a sufficient number of nursing staff 
based on the needs of the population.

2.  A system of integrated care and treatment planning 
should be introduced. This could be piloted initially 
for more complex cases.

3.  An operational policy should be developed for the 
team.

PSYCHIATRY OF LATER  
LIFE TEAM

Date of inspection:  12 September 2006 
Population:  18,000 approximately

DESCRIPTION
This is a psychiatry of later life team that operates 
Monday to Friday from 0900h to 1700h. The team 
serving a population of approximately 18,000 in an 
area of significant deprivation over a wide geographical 
area. The team has been evolving for approximately 
three years and the service is gradually being extended 
to all sectors of the catchment area. The team does 
not have a business plan as yet as the budget for 
the service is held by central administration and not 
devolved to the team. Statistics are collected but there 
is no annual report. In-patients are accommodated in 
the acute unit in Mayo General Hospital, Castlebar. The 
team also has responsibility for St. Anne’s, an in-patient 
unit in the Sacred Heart Hospital, Castlebar. The team 
headquarters and offices for team members are also 
located in the grounds of the Sacred Heart Hospital. 
There are sufficient offices for all team members 
and good facilities for team meetings. The building 
has recently been refurbished and seems to be well 
resourced in terms of telephone and IT facilities. 
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MULTIDISCIPLINARY TEAM COMPOSITION
The team comprises one consultant psychiatrist, two 
NCHDs, an Assistant Director of Nursing (0.5 whole-
time equivalent), a CNM3, three community mental 
health nurses, a social worker, an occupational therapist 
and a team secretary. Funding has been approved 
for a clinical psychologist and it is planned to appoint 
someone on a temporary basis in the near future. 
There is no team manager but the CNM3 currently 
plays a coordinating role. 

REFERRAL PROCESS
Referrals to the team are only accepted from a patient’s 
GP or from a consultant psychiatrist. There is currently 
a waiting time of two to three weeks before new 
patients are seen, except in the case of emergency 
when patients are seen urgently. New referrals are 
discussed by the consultant psychiatrist and community 
nurses at a weekly allocation meeting. Records are 
kept of all new referrals. The newly referred patients 
are usually seen and assessed at home by the 
community mental health nurse. Some are seen at 
the clinics. Referrals to other members of the team 
are made by the community nurse or the consultant 
psychiatrist. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
There is no system of integrated care and treatment 
planning in operation at the moment. It is usual for 
the community nurses or the consultant psychiatrist 
to undertake the initial assessments. These are 
comprehensive and include assessments of risk, daily 
living skills, mini mental state and geriatric depression. 
The social worker and occupational therapist undertake 
specialist assessments when requested. Each discipline 
formulates their own care or treatment plan and 
separate files are kept by each discipline. The team 
reported that there is good communication, both formal 
and informal, between team members regarding 
cases. There is an opportunity for each team member 
to report on their involvement in particular cases at 
the weekly team meeting. A number of the files were 

inspected and all were in very good order. The role of 
key worker is normally assumed by the community 
nurses but, in some cases, the social worker or 
occupational therapist may take on that role.

TEAM FUNCTIONING
Two formal team meetings are held each week. The 
allocation meeting is attended by the consultant 
psychiatrist, NCHDs and community nurses. A case 
discussion meeting is attended by all disciplines. 
These meetings are held at regular times in the team 
headquarters. Minutes of these minutes are kept in a 
central location and each discipline records decisions 
relevant to them in their own files. The team reported 
that each team member received regular clinical 
supervision from senior management personnel within 
their own disciplines. There is also a formal induction 
period for each new team member. It is hoped to have 
a team business meeting every three months in the 
future.

PARTICIPATION OF SERVICE USERS/
CARERS
As far as possible, service users are involved in 
discussion of their care and treatment. Family 
members and carers are also included through informal 
discussions, attendance at clinics and family meetings. 
The team reported that they are considering adapting 
plans of care so that relatives or carers can sign the 
care plans. While the team does not provide a formal 
education programme for carers and families, they did 
participate in a community education and awareness 
day that was attended by several hundred people. 

DAY SERVICES/COMMUNITY RESOURCES
At present the psychiatry of later life service does not 
have day facilities of its own. The team reported a good 
working relationship with the generic services for the 
elderly in the community and can occasionally access a 
day care facility in the Sacred Heart Hospital. Specialist 
services are also provided by voluntary organisations 
such as the Western Alzheimer’s Association and 
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Alzheimer’s Society of Ireland and activities of a social 
nature are provided by the active retirement group and 
other social service organisations.

POLICIES AND PROCEDURES
The team has an operational policy that gives a 
description of the service and details the composition 
of the team and how it functions. It also includes 
information on referrals, systems and procedures and 
an outline of the specialist roles of team members. 

TRAINING AND AUDIT/RESEARCH
The team has an explicit commitment to training and 
development and should be commended for this. 
Almost all the team members have undertaken, or are 
in the process of undertaking, further specialist training. 
Some team members have already carried out audits 
of aspects of the team functioning. Apart from in-
service training that has been provided by the mental 
health service, the team has also received training in 
challenging behaviour, dementia and psychological 
approaches to treatment.

RECOMMENDATIONS

1.  A system of integrated care and treatment planning 
should be introduced.

2.  All disciplines should be involved in the allocation 
and initial assessments of new referrals.

3.  The budget for the service should be devolved to 
the team.
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SLIGO MENTAL HEALTH 
SERVICE

FEMALE ADMISSION UNIT
Date of inspection:  3 October 2006 
Number of beds:  21 female

DESCRIPTION
The female admission unit is 21 bed acute unit on the 
first floor of the Sligo Mental Health Service building. 
On the day of inspection, there were 20 patients. Six 
patients had Temporary status, two had Person of 
Unsound Mind (PUM) status and 12 had Voluntary 
status. Psychiatric care is provided by six consultant 
psychiatrists. Five sector teams and the psychiatry of 
later life team all admit patients to the unit. The unit 
is staffed by four nurses (including one CNM) during 
the day and by two at night. There are two domestic 
staff on duty during the day. The unit has an open door 
policy but it was reported that it may be locked on 
occasion in accordance with the policy. 

MULTIDISCIPLINARY TEAM 
There are six multidisciplinary teams providing input 
into this unit. According to staff, team meetings take 
place on the unit weekly. The meetings are also 
attended by an occupational therapist and a nurse 
from the unit. There are no occupational therapists 
on the sector teams. There are 2.5 whole-time-
equivalent social workers in the service but no clinical 
psychologists. The consultant psychiatrist makes 
referrals to other disciplines if deemed necessary. All 
disciplines maintain their own files but the occupational 
therapists also make entries in the main files. A 
stamp is used to indicate an entry regarding a team 
meeting and the names of those who attended the 
team meeting are also entered. New patient files that 
have been introduced contain separate sections for the 
different disciplines. The consultant psychiatrists and 
NCHDs visit the unit frequently to meet with nursing 
staff and review the patients. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no system of integrated multidisciplinary care 
planning in place on this unit. An assessment is carried 
out and the initial treatment plan is formulated. This 
stipulates the level of observation, the medication and 
whether the patient should be nursed in night clothes. 
Nursing assessments are carried out according to the 
Roper Logan Tierney model and focus on activities of 
daily living. There is no formal risk assessment carried 
out. Of concern is the fact that the admission policy 
requires that a pregnancy test is carried out on all 
women who have not reached menopause unless they 
refuse to have the test. Nursing staff record the result 
of the test on the initial assessment sheet and are 
required to record a refusal on the part of the patient 
if she is unwilling to have this test carried out. The 
care plans are evaluated weekly and progress notes 
are made on a daily basis. It was reported that some 
patients may not be aware of their care plans or the 
goals that are set and that the patients are not involved 
in reviewing these plans. There is no key worker 
system but each day a named nurse is allocated to 
patients on a sector or team basis. It was reported 
that there is no advocate involved in the patient’s care 
planning and that family meetings do not normally 
take place on the unit. There are generic policies in 
place on admission and discharge. There is a policy on 
transfer to the special care unit.

THERAPEUTIC PROGRAMMES
There is a programme of individual needs based 
therapeutic activities available on this unit, provided 
by two occupational therapists. There is a written 
programme that is posted in the unit. A large activity 
room and a kitchen are available for these activities. It 
was reported that most of the patients are referred to 
occupational therapy. Following an initial assessment, 
short-term and long-term goals are set in conjunction 
with the patient. A special feedback sheet recording 
participation in groups is used and the occupational 
therapist makes individual entries in the patients’ files. 
The programme is reviewed weekly. An art teacher 
also provides a service on the unit and a clinical nurse 

SLIGO/LEITRIM
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specialist runs a “Solutions For Wellness” programme 
as well. A weekly patient education programme is 
provided by the multidisciplinary teams. 

SECLUSION
There is no seclusion room on the unit and no one 
is secluded. If a patient requires seclusion she is 
transferred to the special care unit in the same 
building, following consultation with the staff of the 
special care unit.

PHYSICAL RESTRAINT
Nursing staff are trained in control and restraint and a 
training register is maintained by nurse management. 
The method used is the care and responsibility 
approach and a five-day training programme is 
provided in-house. A two-day course in breakaway 
techniques is also provided. Serious incidents are 
recorded on special forms and in the nursing notes. 

ECT
ECT is not provided on the unit. Patients requiring ECT 
are accompanied by a staff nurse to Sligo General 
Hospital for this purpose. There is an ECT policy and a 
designated ECT consultant psychiatrist and ECT nurse. 
Consent forms are available and an information booklet 
is provided to the patient. Comprehensive records of 
ECT sessions are kept in the patients’ files.

SERVICE USER PARTICIPATION
Two patients were interviewed during the inspection. 
They were generally satisfied with the level of care 
and the facilities provided in the unit. One patient 
complained about lack of activities on the unit at 
weekends. Another patient was unaware of any 
planning for her eventual discharge from the unit.

ENVIRONMENT
This was a 21-bed unit on the first floor of the Sligo 
Mental Health Building, which comprised three units. 
Maintenance was provided by a maintenance team 
on the campus and staff reported that an immediate 
response was forthcoming for urgent maintenance 
issues. According to staff, there were was a rolling 
programme of lectures from the fire officer and that 
fire drills took place periodically. All fire equipment 
was checked every six months. The unit was open 
on the day of inspection in accordance with policy. A 
health and safety policy was in place. The first floor 
was served by a lift and most of the unit, with the 
exception of the toilets, had disabled access. The 
decor of the unit was pleasant. Ventilation was poor, 
due in part to the fact that the windows could only 
be opened using a window pole, which was kept by 
staff for safety reasons. The unit was clean and had 
good natural light. There were plenty of information 
leaflets and notices available and an information board 
displayed names of sector team members. There was 
no separate visitors’ room or garden area for the unit. 
Patients with mobility problems had difficulty accessing 
the grounds. The reception area was located downstairs 
and there was a receptionist. There was no dedicated 
admission area. 

Bedroom accommodation was provided in three single 
rooms and a mix of 4-bed and 5-bed rooms. Patients 
had their own wardrobes and lockers and curtains 
around their beds. Two of the single rooms had no 
handles on the inside of the doors and there were no 
electrical sockets in some of the rooms. There were 
two showers, one bathroom and adequate provision 
of toilets. There were two lounges, one smoking and 
the other non-smoking. A multipurpose room was 
sometimes used as a quiet room. The nursing office 
was long but narrow and could be cramped when a 
number of teams were visiting the unit and using the 
office for report writing or in order to access files. There 
was a clinical room that had all necessary emergency 
equipment. Staff had a rest area and access to separate 
toilet, shower and lockers. The corridor of the unit was 
used by patients from other units in order to access the 
occupational therapy area.
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RECOMMENDATIONS

1.  A system of integrated care and treatment planning 
should be put in place.

2.  All sector and specialist teams should be fully 
staffed.

3.  The policy of requesting that a pregnancy test 
be carried out on all new patients who had not 
yet reached menopause should be reviewed 
immediately.

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

5.  Door handles should be installed.

MALE ADMISSION UNIT
Date of inspection:  3 October 2006 
Number of beds:  21 male

DESCRIPTION
This is an acute admission unit for men. On the day of 
inspection, there were 14 patients, four of whom were 
Temporary. The door to the unit was locked on this 
occasion due to uncertainty surrounding one service 
user but normally the door is open. There are four 
nursing staff on duty during the day and two at night 
with one nurse floating between the two admission 
units. Five sector teams and the psychiatry of later life 
team admit to the unit.

MULTIDISCIPLINARY TEAM 
There are five sector consultant psychiatrists and one 
consultant psychiatrist from the psychiatry of later life 
service who have access to this unit. Each of them 
has an NCHD. There is a referral system to clinical 
psychology in community care. Access to a social 
worker is shared between the sector teams. There is 
an occupational therapy department within the acute 

unit. This unit is situated in the female admission ward. 
There is regular contact with addiction counsellors. 
Community mental health nurses keep in contact with 
the unit and attend the reviews. There is a referral 
system for cognitive behavioural therapy and family 
therapy. 

The clinical teams meet weekly on the ward at 
set times to review the patients. Medical, nursing, 
occupational therapy, social work and community staff 
attend the meetings. Any changes to the patients’ care 
is documented in the medical files and the nursing care 
plans are updated accordingly. Currently the nursing 
and medical files are separate.

The patient attends the team meeting if they choose 
to do so. They have access to a multidisciplinary 
team apart from psychology, where there is a referral 
system. It was reported that the patients have 
knowledge of who their treating team is. There is 
an information board within the ward informing the 
patients who their team is. It was reported that there is 
training is available to nursing staff on the unit.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The care plans on the unit continue to be nurse led 
although in the notes inspected there were written 
interventions by the medical staff, occupational 
therapist and psychology reports. The care planning is 
based on the Roper Logan Tierney model of nursing. 
An initial assessment is undertaken by the team 
nurse who is responsible for reviewing the care plan. 
However central rostering continues to hinder the 
continuity of care as only the CNM2 is regularly placed 
on this unit. It is imperative for continuity of care that 
these units become self-staffing. Patients have access 
to social work, occupational therapy, medical and 
addiction staff, all of whom write in the same file. The 
care plan is communicated at the team review and the 
patient is involved through one-to-one sessions and 
the team meeting. Family involvement is encouraged. 
The nursing staff on duty on the day were unaware of 
any formal arrangements with an advocacy service. 
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There is an admission, transfer and discharge policy. 
The transfer and discharge policies state that it is a 
medical decision to transfer or discharge a patient. 
A team ethos may be more appropriate to decide a 
future placement.

THERAPEUTIC PROGRAMMES
There is a programme of individual needs based 
therapeutic activities available in the occupational 
therapy department situated on the female unit, which 
is provided by two occupational therapists. There is a 
written programme that is posted in the unit. A large 
activity room and a kitchen are available for these 
activities. It was reported that most of the patients are 
referred to occupational therapy. Following an initial 
assessment, short-term and long-term goals are set 
in conjunction with the patient. A special feedback 
sheet is used recording participation in groups and the 
occupational therapist make individual entries in the 
patients’ files. The programme is reviewed weekly. An 
art teacher also provides a service on the unit and a 
clinical nurse specialist runs a “Solutions For Wellness” 
programme as well. A weekly patient education 
programme is provided by the multidisciplinary teams. 

ECT
ECT is administered at Sligo General Hospital. There is 
an ECT register and policy in place. Consent is obtained 
by the consultant psychiatrist. There is a nurse with 
responsibility for ECT. 

SECLUSION
There is no seclusion facility on this unit. If a patient 
becomes unmanageable on the acute unit the patient 
is referred to the special care unit and the consultant 
psychiatrist undertakes an assessment. 

MECHANICAL RESTRAINT
There is no mechanical restraint in use on the unit.

PHYSICAL RESTRAINT
The staff are trained in care and responsibility 
techniques and there is an in-house training 
programme providing different modules, including 
breakaway, de-escalation and restraint techniques. 
Any adverse incidents occurring as a consequence of 
physical restraint an incident form is filled out. 

ENVIRONMENT
The unit has a bed capacity of 21. Maintenance is 
generally good but can be a slow process. There is a 
health and safety policy and there is good disabled 
access. The decor is of a reasonable standard. 
Ventilation can be problematic as the windows have 
restrictions on opening them fully. The unit was clean 
and bright. There is a dedicated visitor’s area and 
there is access to the grounds. There is a reception 
area and two multipurpose rooms that can be used for 
admissions. The bedroom areas consist of four single 
rooms, three dormitories, two with six beds and one 
with five beds. The toilets, bathrooms and shower 
rooms are sufficient in numbers although there is 
peeling paint in one of the toilets. There is a good-
sized dining room and two lounge areas, one smoking 
and one non-smoking. There is an occupational therapy 
department upstairs. There are two interview rooms, 
nurses’ office and clinical room. There is a dedicated 
staff area and adequate storage space.

SERVICE USER INTERVIEWS 
No patients requested to meet the Inspectorate on this 
visit.

RECOMMENDATIONS

1.  The unit should be self-staffing to increase continuity 
of care. 

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

3.  Patients should have access to a core 
multidisciplinary team.

SPECIAL CARE UNIT
Date of inspection:  4 October 2006 
Number of beds:  10 (6 male residents,   
 2 female residents)

DESCRIPTION
The special care unit is a locked unit located in the 
in-patient mental health service. It is a locked unit with 
a high complement of staff. All patients in the unit are 
detained under the Mental Treatment Act, 1945. Six of 
the patients are deemed to be long stay. Two of these 
are from Donegal. There are eight nursing staff on 
duty by day and four at night. There is one consultant 
psychiatrist with responsibility for the unit. Patients 
range in age from 40 to 60 years. There have been 31 
admissions since the beginning of the year. There are 
detailed criteria for admission and these are included in 
the special care unit operational policy.

MULTIDISCIPLINARY TEAM 
All the patients in this unit are under the care of one 
consultant psychiatrist and his team. The consultant 
psychiatrist for this unit also manages the South Sligo 
catchment area. There is no psychologist or social 
worker on the team although it was reported that 
a social worker attends the team meeting. There is 
limited access to psychology services. There are three 

occupational therapists who provide input to this unit. 
This input consists of assessments, a daily one-hour 
group on the unit and attendance at the weekly ward 
round. There are no community mental health nurses 
and there is a group nursing approach to patients 
on this unit as opposed to a key worker system. 
There is access to the secretary in the CNMs office in 
the admission unit. There is a weekly meeting that 
takes place in the multipurpose meeting room. The 
occupational therapist, nursing and medical staff attend 
the meeting. The pharmacist attends once a month. 
Reviews are documented in the file. The patient is 
seen in advance of the team meeting and is given the 
option of attending the meeting. If they do not attend 
their views are represented by the nurse in charge. 
The reviews as mentioned occur weekly and patients 
can get access to the social worker and psychologist 
on request. Feedback following the team meeting is 
given by the nursing staff. In addition there is a case 
review meeting. While there was evidence of detailed 
assessment and consultation occurring as part of this 
review process there was no identifiable integrated 
care plan document.

At the time of inspection, the Inspectorate was 
informed that an NCHD was conducting an audit of 
admissions to the unit and pathways to care.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
All patients have had a formal risk assessment 
conducted since last year. An integrated care and 
treatment plan cover sheet has been introduced. 
While this is a welcome initiative this needs to 
provide more detail of the specific interventions, goals 
and timescales. The Sligo nursing care plan, which 
is conducted on all patients following admission 
and includes a needs assessment, is commenced 
on admission and is completed within four to five 
days. There are no direct admissions to the unit. In 
general the nursing care plan is commenced in the 
admission unit. The nursing care plan is reviewed 
weekly in the case of new patients and in the case of 
long-stay patients is reviewed approximately every 
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three weeks. The Inspectorate was informed that 
patient involvement in the care plan meeting is being 
introduced, along with involvement of the advocate. 
The Inspectorate was advised that patients are regularly 
offered second opinions. The care plan also contains 
a risk assessment and includes a discharge plan. The 
care plan is a documented part of the case file and is 
reviewed at the team meeting. There is evidence of 
full discussion of patients at review meetings. The roles 
and responsibility of the multidisciplinary team, the 
care and treatment to be provided and the identified 
timescales are generally identified at the weekly 
review meeting and case reviews. There is a need to 
have a separate multidisciplinary working document 
which delineates the overall goals and plans.

THERAPEUTIC PROGRAMMES
The occupational therapy department is based upstairs 
in the female admission unit and many of the patients, 
if well enough, attend there. The occupational therapist 
attends the unit each day and conducts a group or 
individual one-to-one work. Programme activities 
include music groups, crafts, pottery, individual activity, 
card games and baking. Some of these activities are 
conducted on the unit in the occupational therapy room 
and some are conducted in the occupational therapy 
kitchen upstairs. Patients are unable to use the kitchen 
on the ward. There is access to an enclosed garden. 
A key component of the programme is regular social 
outings and bus trips. Residents are brought to football 
matches, fishing trips and on escorted walks. The 
therapeutic rationale for the design of the programme 
is based on areas of concern identified in the care 
plans, long-term goals and short-term objectives. 
There is no key worker identified to design the weekly 
programme. There are no external agencies involved. 
There is no community meeting as part of the weekly 
programme. The occupational therapist keeps separate 
files where there is ongoing and regular review of 
goals and performance. The programme is reviewed 
weekly. Patients have input in deciding the content of 
the programme. Currently the occupational therapists 
are researching the benefits of occupational therapy in 
the special care unit.

ECT
Patients on this unit have the same access to ECT 
facilities as the admission units.

SECLUSION
There is one seclusion room. There was a seclusion 
register. The last documented episode of seclusion was 
in August. The patient has since been discharged. The 
register was accurate and up to date and was signed 
by the NCHD and the consultant psychiatrist. The length 
of time was specified along with the termination 
time, the reason for seclusion was given, 15-minute 
observation records were kept and there was an up-
to-date seclusion policy. The seclusion room was clean 
and safe and had a soft support finish on the walls and 
floor. It was well ventilated. It was monitored by CCTV 
and a built-in microphone. Access to the toilet was on 
request. Refractory clothing is not used. 

However one patient, who has been mentioned in 
previous reports, was being managed in one end of the 
ward where he was placed alone with the exit door 
locked and fastened. He was able to wander freely 
through this area from sleeping areas to corridors. 
While the Inspectorate recognises that all efforts were 
made to develop a more humane management plan 
and that this has been the best possible solution 
to date, this man’s management plan and lack of 
documentation of what is effectively seclusion gives 
cause for concern. 

MECHANICAL RESTRAINT
Mechanical restraint is not used.

PHYSICAL RESTRAINT
All staff are trained in care and responsibility. They 
have regular training and updates. An incident book is 
used to record adverse incidents occurring as a cause 
of restraint.
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ENVIRONMENT
The special care unit is a long corridor with rooms at 
either side. On entrance to the unit there was a visitors’ 
room with CCTV monitoring and a sign displayed 
to that effect. The corridor, seclusion room and the 
visitors’ room are on CCTV. There was a large, bright, 
nicely furnished multipurpose room that is used for 
meetings and visits. There is a pleasant occupational 
therapy room with table tennis tables, pool tables, 
music equipment and art equipment. There was a 
non-smoking day room with comfortable furniture 
and a day room that was a smoking area. There was a 
separate dining room. There were reinforced perspex 
windows between the last number of rooms enabling 
clear visibility from the dining room through to the 
occupational therapy room. There was also an office 
for the nursing staff, a staff toilet and interview room. 
There was a quiet room, an observation bedroom with 
shower and toilet area for patients in seclusion. There 
was also a seclusion room as previously mentioned. 
The bedroom areas are all locked during the day. The 
unit consists of four bedrooms. There was a female 
wash room area with toilet, shower and wash-hand 
basin and separate bathing facilities for males. 

SERVICE USER INTERVIEWS 
Patients were interviewed.

POSITIVE DEVELOPMENTS
1.  The introduction of a form detailing the integrated 

care and treatment plan. This however needs to be 
developed further and completed. 

2.  The introduction of risk assessment on all clients.

3.  Detailed care reviews have been introduced, though 
they need to occur on a more frequent basis. 

RECOMMENDATIONS

1.  The future role of this unit needs to be determined 
so that staff can work to an agreed agenda. 

2.  The management plan of the man who is managed 
in a locked area of the unit also needs to be 
addressed.

3.  There is a need to have a separate multidisciplinary 
working document that delineates the overall goals 
and plans.

NORTH LEITRIM/WEST SLIGO 
CMHT

Date of inspection:  4 October 2006 
Population:  18,000 approximately

DESCRIPTION
This is a general adult community mental health team 
that operates Monday to Friday from 0900h to 1700h. 
The sector serves a predominantly rural population of 
approximately 18,000 and contains areas of significant 
deprivation. It is split into two distinct geographical 
areas with 10 miles between the nearest points. One 
part of the sector runs along the border with Northern 
Ireland. There is no business plan for the team. 
Statistics are collected but there is no annual report. 
The budget for the service is held by administration. 
The team does not have a sector headquarters and 
the members of the team are located throughout the 
sector. New sector team offices and a day centre are 
being built in Manorhamilton but this will only serve 
the North Leitrim part of the sector. There are a number 
of day centres in the sector at present.

MULTIDISCIPLINARY TEAM COMPOSITION
The CMHT is seriously under-resourced in terms of 
personnel. It comprises one consultant psychiatrist, one 
NCHD, an Assistant Director of Nursing, who acts as 
coordinator for the team, 2.5 whole-time-equivalent 
community mental health nurses, 0.3 social worker, 0.4 
addiction counsellor, 0.4 cognitive behavioural therapist 
and a number of nurses who staff the day centres and 
high support community residences. There is no clinical 
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psychologist or occupational therapist attached to the 
team. There is no dedicated administration support. 
The social worker, addiction counsellor and cognitive 
behavioural therapist have commitments to other 
teams. 

REFERRAL PROCESS
Referrals to the CMHT come from GPs in the area, 
from the acute unit, from A&E, and through self-
presentations. There is no waiting list but referrals are 
categorised into urgent and non-urgent cases. The 
maximum time someone waits for a clinic appointment 
is approximately six weeks. Discussion of new referrals 
takes place at a weekly team meeting. Day services 
operate an open referral system. The community 
mental health nurses provide a liaison service to 
some GP practices for a small number of primary 
care patients. These cases are not discussed at the 
multidisciplinary team meeting but are discussed with 
some members of the team. Addiction services operate 
an open referral system. There are no official minutes 
of team meetings. Each team member takes their own 
minutes instead.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
There is no system of integrated care and treatment 
planning in operation at the moment. It was reported 
that each team member undertakes their own 
assessment of the service user and records their 
own care plan in single-discipline notes within the 
clinical file. The team reported that there is very good 
communication, both formal and informal, between 
team members regarding cases. At the weekly team 
meeting there is an opportunity for each team member 
to report on their involvement in particular cases. 

TEAM FUNCTIONING
The CMHT meets at a regular time weekly in the 
acute unit in Sligo to discuss both in-patients and 
outpatients. All team members attend. Any decisions 
taken regarding particular patients are entered in the 

patients’ files by the NCHD. Quarterly team meetings 
are held with the service manager to discuss business 
issues. Apart from reviewing the service, the team 
offers initiatives such as the introduction of crisis 
cards. The team has also had away days to focus on 
service development and to promote team building. 
All members of the team have access to clinical 
supervision, provided in most cases by their line 
managers.

PARTICIPATION OF SERVICE USERS/
CARERS
When possible, the service user is involved in 
community team meetings. Families and carers are 
invited to discharge planning meetings. There is no 
independent advocacy service in place as yet. No 
particular assessment is undertaken of family and 
carer needs but the needs of families are addressed 
when they arise. Weekly psycho-education groups are 
provided for in-patients and in the day hospital in Sligo. 
A number of staff and some carers are involved in an 
eleven-week training programme called Caring For 
Carers. This is a cross-border initiative with input from 
the Meridian Training Centre in the UK. A number of 
peer support groups are provided by voluntary groups 
in the community.

DAY SERVICES/COMMUNITY RESOURCES
A number of day centre facilities are available 
throughout the sector. Service users also have access to 
the clubhouse in Sligo. Vocational services are provided 
by the National Learning Network, FÁS and the HSE 
Disability Guidance Service. 

POLICIES AND PROCEDURES
There is no operational policy for the team. There are 
many generic policies in place in the mental health 
service. Different members of the team have their own 
policies regarding appointments and discharges. The 
team has formulated its own referral form, which is 
available in all GP surgeries. Crisis cards, which include 
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the names and contact details of all team members, 
have been distributed to all service users.

TRAINING AND AUDIT/RESEARCH
In-service training has taken place at the team’s 
quarterly meetings and outside speakers have been 
invited in. The team has engaged in audits of service 
need and have participated in cross-border needs 
analysis projects. The mental health service also offers 
a range of training programmes in which the team 
members can participate.

RECOMMENDATIONS

1.  The multidisciplinary team needs to be fully staffed. 

2.  There should be a dedicated administration worker 
attached to the team. 

3.  A system of integrated care and treatment planning 
should be introduced.

4.  The facilities available to the sector team should be 
upgraded.

5.  Sector boundaries in the catchment area should be 
redrawn.

PSYCHIATRY OF LATER  
LIFE TEAM

Date of inspection: 4 October 
Population:  14,000 over 65 years

DESCRIPTION
This team was established in 2001. It serves a large 
geographical area across four counties, Sligo, Leitrim, 
South Donegal and the west of Cavan. It spans two 
Local Health Office areas and has a higher than the 
national average percentage of persons over 65 years. 

There is high deprivation across the counties, as well 
as a high returning-migrant population. The team is 
operational over five days. The sector headquarters 
and day hospital are based in Sligo town. The team 
has access to four acute in-patient beds. Long term 
care beds are accessed from various providers in the 
area. Clinics are facilitated at various locations, Sligo, 
Manorhamilton, Carrick-on-Shannon and Ballyshannon.

MULTIDISCIPLINARY TEAM COMPOSITION
A consultant psychiatrist leads the team. A team 
coordinator has been appointed and this post 
also carried a small case load. There is one senior 
occupational therapist who provides an input into the 
day hospital and also provides a community service. 
There is a full-time senior social work post, five 
community mental health nurses, and 1.5 whole-time-
equivalent clerical officers (Grade III and IV). There is 
core staffing to the day hospital including a CNM2, 
staff nurse and a domestic staff member. There are 
two training medical posts, one NCHD and one senior 
registrar. The medical staff are part of the general 
on-call rota to the whole service. There is no clinical 
psychology input dedicated to mental health services in 
the area. All referrals are to a central pooling system in 
community care. 

REFERRAL PROCESS
Referrals originate from the GP, geriatricians in the 
general hospital, and physicians in general and 
community hospitals. All new referrals are screened 
by the team coordinator and allocated for initial 
assessment. The case is presented at the weekly team 
meetings and, where necessary, other disciplines are 
asked to complete additional assessments. Each patient 
is allocated a key worker. The primary role of the 
team is to provide a service to those with first onset 
over 65 years. The team will provide a second opinion 
to other patients within the adult mental health 
services. Patients are taken on by the team if deemed 
appropriate, on a case-by-case basis. There is currently 
no waiting list. All urgent referrals are assessed 
immediately. The rate of new referrals is increasing. On 
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average, the team receive 35 new referrals per month. 
The community mental health nurses have an average 
case load of 30 patients.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
The team operate a single case file system. Each file is 
subdivided into sections for each discipline including 
in-patient and day hospital sections. There is a generic 
initial assessment form and an initial management 
plan is agreed and documented. Each discipline 
completes its own assessment process. The key worker 
documents outcomes in the file following each team 
meeting.

TEAM FUNCTIONING
There are two clinical review meetings, both attended 
by the full multidisciplinary team membership. The 
weekly meeting is held in the sector headquarters. 
There is a set agenda covering all new referrals, 
patients requiring review attending the day hospital 
and a review of the clinics. In addition there is a 
monthly day hospital case review. The key worker 
records official outcomes in the case file. Each month 
the team reviews all acute cases.

PARTICIPATION OF SERVICE USER
The patient and families or carers are involved 
and central to the care planning process. Family 
meetings and carer information are facilitated. Each 
patient is asked to give consent for family or carer 
involvement at the initial assessment stage. The team 
has established links with the carers’ development 
officer. They recently completed a joint research project 
looking at carers’ stress. The outcome and findings will 
result in a standardised assessment form for carers’ 
stress. All families or carers can access the generic 
carers’ group. The team contributed to an 11-week 
training programme for carers entitled “Caring for 
Carers”. This was a cross-border programme.

DAY SERVICES/COMMUNITY RESOURCES
Due to the geographical spread of the population 
served, the team has to be creative in accessing 
community resources. The day hospital in Sligo has 
12 places and services a population within a 20-
mile radius. Transport is provided by the HSE or by 
other local projects. Families and carers also provide 
transport for patients attending. The team actively use 
generic older services and day services in local rural 
areas. Where appropriate, they also use the resources 
provided by the general adult mental health services. 
There is an emerging need for vocational options 
for the more active patients who wish to continue a 
work role either paid or voluntary. The team has been 
involved in this area with a number of patients. The 
team has developed relationships with community care 
personnel, including occupational therapy and nursing.

POLICIES AND PROCEDURES
The team are guided by the generic policies and 
procedures for the mental health services. They 
also have a written mission statement, operational 
guidelines and guiding philosophy.

TRAINING AND AUDIT/RESEARCH
The team has an active monthly in-service training 
programme. Team members actively give presentations 
and external people are also invited to the team. 
There are links with the psychiatry of later life team 
in Donegal. Individual disciplines have special interest 
groups in this clinical area and all team members are 
active there. The team provides information lectures to 
other teams in community care, especially public health 
nurses and GP practice nurses. The team has an active 
audit and research base. Individual team members 
have completed research projects based on special 
interests. The occupational therapist, in conjunction 
with a community physiotherapist, completed a 
project on falls prevention programme and this won 
an award. The consultant psychiatrist and the carers’ 
development officer completed research on carer 
burden. This also won an international award and will 
be published in the International Journal of Geriatric 
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Medicine. The CNM2 In the day hospital is currently 
looking at patients’ experiences and perceptions of 
attending the day hospital. All projects have influenced 
and changed practice. The team is continuing to look 
for a continuation of the falls prevention project and is 
sourcing funding to employ a physiotherapist. Clinical 
supervision is provided within the team and within 
disciplines through a formal structured manner.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
There is a monthly in-service programme and a three-
monthly business meeting. The business meeting has 
an agenda and is goal directed. A number of specific 
items have developed from this meeting that influence 
clinical practice. The team does not have an individual 
budget. They complete a service plan yearly, and this is 
submitted to the service management team. Funding 
for training for nursing staff is difficult to access and is 
not specialty based.

CHALLENGES FACING THE TEAM
Given the growing population over 65 years and the 
geographical spread there is a need for a mobile 
day hospital with human resources (occupational 
therapist and nursing) to meet an increasing demand. 
The continued development of a liaison service in 
the general hospital and A&E requires an additional 
nursing post. The team are experiencing an unmet 
need for patients with dementia who do not require 
the speciality services of the team but who continue to 
seek help in the absence of any wider response.

RECOMMENDATIONS

1.  Clinical psychology structures need to be put 
in place to mental health services and clinical 
psychologists need to become team members.

2.  A mobile day hospital service should be developed.

3.  Financial support needs to be given to the 
continuation of projects that have a positive 
influence on clinical practice.

4.  The team should continue to develop and evolve 
and build on its very positive working outlook.

SLIGO REHABILITATION TEAM
Date of inspection:  4 October 2006 
Population:  93,000

DESCRIPTION
This is a new rehabilitation team serving a population 
of 93,000. The team is not yet operational as some 
members of the team have not been so far recruited. 
It is planned that the service will be based on 
an outreach model operating seven days a week 
from 0800h to 2000h. There is a comprehensive 
business plan and a draft operational policy in place. 
The business plan is being supported by senior 
management and the draft operational policy is 
currently with the senior management team for Sligo 
Mental Health Services. It is hoped that the team will 
take responsibility for the community residences with 
24-hour nursing staff supervision in Sligo/Leitrim 
and will have access to acute beds. With regard to 
the community residences, it is envisaged that one 
premises (Ashbrook House) will soon come under the 
care of the rehabilitation team on a pilot basis. The 
team has a modern headquarters situated adjacent to a 
primary care facility on the outskirts of Sligo town.

MULTIDISCIPLINARY TEAM COMPOSITION
There is one whole-time-equivalent team coordinator 
at Assistant Director of Nursing grade. This is a two-
year assignment to establish the team. There is a 
full-time consultant psychiatrist and an NCHD. There 
is no clinical psychologist. There was initial funding 
for a post but it was not advertised. Currently the 
psychologists are based in community care in Sligo. 
There is a full-time basic grade social worker and a 
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full-time occupational therapist at acting senior grade. 
The team has access to addiction counsellors through 
referral. Currently there are no nursing staff attached to 
the team; the team are awaiting HSE clearance for the 
posts and the posts will be filled by vacancies created 
from the closure of one of the community residences. 
There will be six nursing posts at CNM2 grade and it 
is hoped to develop clinical nurse specialist posts in 
the future. A contentious issue for the team presently 
is that senior management are anticipating that the 
nursing posts will be on a three-year rotation basis. 
This will not be conducive to continuity of care and the 
development of the team. It has subsequently been 
reported by management that the grading of nursing 
posts and the rotation of posts are subject to ongoing 
discussion.

The drawing up of the job description for the nursing 
posts is proving to be a complication as the CNM2 job 
description is based on a management role whereas 
these posts will be more clinical and will differ from 
the current job descriptions. This situation needs to be 
resolved.

The team will offer a service initially to Sligo and South 
Donegal. It is then planned to develop a service for the 
Leitrim area. The recruitment of these nursing posts 
must include the consultant psychiatrist and team 
coordinator as part of the interview panel. There is 
one full-time administrator who provides support to 
the team. It is hoped to recruit support workers in the 
future. The team also have a referral process to obtain 
cognitive behavioural therapy, family therapy and there 
are good links to other primary care services. 

REFERRAL PROCESS
The main source of referral will come from the 
community mental health teams and the psychiatry of 
later life team. The service is a tertiary service. Triage 
of referrals will be through the team coordinator and 
they will be allocated at a referral meeting attended 
by all the multidisciplinary team. There will be an initial 
assessment to establish if the referral meets the criteria 
for the team. This assessment will be discussed at a 

clinical meeting and allocated to appropriate staff who 
will be responsible for providing the care. 

CMHT MULTIDISCIPLINARY CARE 
PLANNING
The care planning system needs to be developed and 
the team are looking at incorporating the Camberwell 
Assessment of Needs (CAN). The care plans will be 
based on a multidisciplinary team approach.

TEAM FUNCTIONING
The team are receiving referrals from services currently 
but do not have active case loads. They carry out 
assessments and have weekly team meetings. It is 
also planned that there will be meetings within the 
community residences to review the service users 
there. The location of the main team meeting will be at 
the team base. There will be a regular time slot and all 
the team will attend. 

PARTICIPATION OF SERVICE USER
The service user will be closely involved in their care 
planning process and the draft operational policy clearly 
outlines how this will happen. There is already a carers’ 
group running in the mental health service which the 
team is supporting.

DAY SERVICES/COMMUNITY RESOURCES
The team are establishing strong links with mainstream 
services. There is initial contact with STEER an advocacy 
service in the North West area. The team are part of 
a committee of the National Learning Network and 
attend its quarterly meetings and there are strong links 
with the housing department. The team also meet 
with a consumer panel representative from Sligo and 
Leitrim. There is also a clubhouse in the area. The team 
are also planning to develop links with the NTDI and 
FÁS.
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POLICIES AND PROCEDURES
Policies are in draft format at the moment. There is a 
comprehensive draft operational procedure document. 

TRAINING AND AUDIT/RESEARCH
The team are utilising the time available to them to 
have access to training. There is team supervision in 
place and individual supervision for all disciplines needs 
to be developed especially for nursing staff. Supervision 
is available for occupational therapist, social worker 
and NCHD.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING 
The team stated that they will provide an outreach 
model based within a large geographical area. They are 
reluctant to regionalise the service as the philosophy 
of the outreach model is that the whole team are 
involved in providing the care to all patients under the 
care of the team. Therefore it is expected that all of the 
team will provide a service to the full region.

RECOMMENDATIONS

1.  The team should have sufficient members of a 
core multidisciplinary team to provide the service 
required. Issues around the nursing posts need to 
be resolved, including the job description issues. The 
consultant psychiatrist from the team and the team 
coordinator must be involved in the interviewing 
process.

2.  The team should have responsibility for each 
supervised residential unit (SRU) in the region. Care 
of these units should be handed over on a gradual 
basis. 

3.  The care planning process must include all members 
of the multidisciplinary team.

4.  All staff must have access to clinical supervision, 
including nursing staff.
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LETTERKENNY GENERAL 
HOSPITAL

ACUTE ADMISSION UNIT
Date of inspection:  3 October 2006 
Number of beds:  54 integrated (29 male,   
 25 female)

DESCRIPTION
This acute unit based in Letterkenny Hospital was 
opened in the 1970s. There are currently 29 male 
beds and 25 female beds. On the day of the inspection 
there were 25 male patients and 23 female patients. 
A total of 15 patients were detained under the Mental 
Treatment Act, 1945. Six consultant psychiatrists have 
admitting rights to the unit. The nursing staff are under 
the direction of a CNM3 post. The staff complement 
during the day is 12 Nurses which includes two CNM2s. 
At night six nursing staff are rostered on duty. The 
unit is open. It has about 80 per cent occupancy at 
any given time. It was reported that there are five 
patients in the unit who require long-term placement 
in alternative accommodation. There are a significant 
number of admissions to the unit for alcohol and drug 
abuse.

MULTIDISCIPLINARY TEAM 
There are five general adult teams, one psychiatry of 
later life team and a developing rehabilitation team. 
Each of the teams has a weekly team meeting. The 
medical file is updated at the meeting. The nursing 
staff maintain a written record of outcomes from the 
meetings. The medical team speaks to the patient 
individually after the meeting.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are no formal multidisciplinary team care plans. 
The nursing staff have a care plan based on the Orem 
model of nursing. This is completed on admission and 

reviewed based on clinical need. Progress notes are 
written daily. The medical staff have a separate file. The 
notes inspected showed evidence of regular reviews 
and a treatment plan. There were no entries in the 
notes from occupational therapy, social work or clinical 
psychology staff. The STEER advocacy group visits the 
ward. Primarily the key nurse provides information 
orally to the patient on care plans. The admission 
policy is currently under review. There are transfer 
and discharge procedures in place. There is a separate 
discharge policy for the psychiatry of later life team.

THERAPEUTIC PROGRAMMES
There is a nurse-led and nurse-delivered activities 
programme. It is a diversional programme with some 
education. The service operates from a blanket referral 
system. There is no assessment completed and staff 
reported that they use the assessment completed 
on admission. The area has a CNM2 nurse, recently 
appointed. Four staff nurses linked to the ward staff 
facilitate the group programme daily. There is sessional 
input from an arts and crafts teacher (two sessions) 
and a hairdresser. The resources available are one 
large room, one small group room and a room with 
gym equipment. The programme runs over five days 
with some activities provided at the weekends. All 
patients attending the programme must be dressed in 
day clothes. At the beginning of each week the clients 
suggest groups that they would like and a programme 
is devised from those suggestions. The age groups 
and functional ability of the clients attending is mixed. 
It is difficult to provide an open group programme 
that meets everybody’s needs. The CNM2 reported 
that a daily note on attendance and performance is 
recorded in the ward nursing notes. The staff do not 
attend the multidisciplinary team meetings. There is 
no audit or research currently ongoing into any of the 
group interventions provided. A small number of the 
long-stay male patients attend industrial therapy in St. 
Conal’s Hospital.

DONEGAL
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ECT
ECT is provided in the main theatre area of the general 
hospital. The numbers receiving ECT are low. The 
paperwork for the procedure was received and in order. 
There is an ECT policy in place. A nurse from the ward 
accompanies the patient to theatre. No patient was in 
receipt of ECT on the day of the inspection.

SECLUSION
There is no seclusion room in the unit.

MECHANICAL RESTRAINT
There is no form of mechanical restraint in use on the 
ward.

PHYSICAL RESTRAINT
All staff are being offered a five-day training course in 
control and restraint techniques. A number of nursing 
staff are trainers. Incidents are reported to the nursing 
management structure. There is a separate report for 
the recording and monitoring of violence.

ENVIRONMENT
The unit was opened in the 1970s and was not purpose 
built as an acute psychiatric admissions unit. It is a 
single-storey building with an enclosed garden space. 
The building is unsuitable for its purpose and is in 
need of repair and redesign. Capital money has been 
provided for this work. It was hoped that work would 
commence in December 2006. The exact and final 
design brief and layout had yet to be finalised. There is 
a working group in place. The staff and patients will be 
relocating to a stand-alone building in the community. 
This building was built as a nursing home and will be 
used as an acute admission unit for a period of up to 
two years. The location and layout of this temporary 
building will also accommodate discipline office spaces 
and rooms for mental health tribunals. A number of 
operational procedures have yet to be finalised as well 
as minor structural changes. The rooms are mostly 
individual with en suite facilities. The move will result 

in a reduction in beds to 42 and having to relocate 
the outpatient department, which currently functions 
from the acute admission unit in Letterkenny General 
Hospital.

SERVICE USER INTERVIEWS 
A significant number of patients asked to speak with 
the Inspectorate. A number spoke highly of the care 
and treatment they were receiving. Consistently 
patients expressed concern about being nursed in night 
clothes. One patient asked that there should be a tea 
break in the evening on the ward.

RECOMMENDATIONS

1.  Each patient should have a multidisciplinary team 
care plan. Each discipline should write in the notes 
available on the ward.

2.  The design brief and proposed layout of the new 
unit should be inclusive of all staff 

3.  The community mental health teams need to reflect 
a core multidisciplinary team.

4.  The therapeutic programme should be developed 
and reviewed in order to ensure that the groups 
provided meet the individual needs of patients and 
are linked to the multidisciplinary team care plans.

5.  The policy of nursing patients in night clothes should 
be reviewed.

6.  The unit should be self-staffing.



112BOOK 5 – HSE WestREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

ST. CONAL’S HOSPITAL, 
LETTERKENNY

ST. BERNADETTE’S AND 
ST. CIARAN’S UNITS

Date of inspection:  3 October 2006

Number of beds:  St. Bernadette’s 6 (18 beds),   
  St. Ciaran’s 17 (20 beds)

DESCRIPTION
These are the two open wards remaining in St. 
Conal’s Hospital which are described as rehabilitation 
or continuing care wards. St. Bernadette’s Ward is a 
female unit and St. Ciaran’s Ward is a male unit. There 
has been a proposal to amalgamate the two units 
to redeploy some staff. At the time of the inspection 
there were three detained patients. Since the last 
inspection in 2005, all patients are now managed 
by the consultant psychiatrist with responsibility for 
rehabilitation and his team. There are three nursing 
staff on duty in each unit during the day and two at 
night. Patients are no longer transferred from the acute 
unit to create vacancies. If a patient is admitted into 
these units they are admitted rather than transferred. 

MULTIDISCIPLINARY TEAM 
The rehabilitation team is based in Willow House and 
also provide a service to the staffed residential unit in 
Letterkenny, the day centre and supervised hostels. 
There is more than one full time psychologist on the 
team and two occupational therapists who provide 
a service to the in-patients. It was unclear whether 
there was any social worker attached to these units. 
There were no addiction counsellors on the team. 
There is no key worker system. Each of the two units 
has a weekly ward review. Clinical reviews of patient 
meetings take place in the interview room or group 
room at a regular time. The full team and the patient 
attend this meeting. These are documented in the 

case files. The nursing care plans of those patients 
who are having a review are reviewed at the team 
meeting. The care plan is based on the Orem Leniger 
model. On inspection of the medical notes, the team 
meeting was found to be not always clearly identified. 
The medical notes are not always signed. The NCHD 
attends the ward when requested only. Patients who 
had been needs assessed as being suitable to move 
on to alternative placement were subject to detailed 
review. It was unclear whether there was a system in 
place to ensure that all other patients were reviewed 
on a regular basis. However it was reported that most 
patients were reviewed most weeks. 

There is a weekly rehabilitation team meeting in the 
Willows. At the meeting, discussion about patients was 
all minuted. Part of this meeting is devoted to team 
building, procedures and policies and organisational 
issues.

 MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no multidisciplinary team care plan at present. 
The care plan is based on the nursing care plan model. 
Assessments undertaken include the nursing care plan 
nursing assessment and the psychiatric and physical 
examination. Regular case summaries are performed 
on patients in these wards. There is no key worker 
identified. The occupational therapist and psychologist 
attend the team meeting and the rehabilitation 
meeting. The multidisciplinary team are also involved 
by referral. At the time of inspection, it appeared that 
the other disciplines kept their own notes separately 
although this issue is being addressed by the team. The 
care plan is communicated by the nursing staff after 
the team meeting, or during the team meeting if the 
patient attends. In general the patient is involved. The 
carer or advocate may attend the team meeting. It was 
reported that there were written policies regarding 
admission to St. Conal’s Hospital, transfers between 
service and discharge policy. However these were 
not available on the units. There is a need to develop 
an admission policy and also a discharge policy to a 
staffed residential unit. 
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THERAPEUTIC PROGRAMMES
Each patient receives a full occupational therapy 
assessment that includes productivity, leisure and 
activities of daily living analysis. A standardised 
assessment tool is not used. The occupational therapist 
attends the units on Tuesdays and Thursdays and brings 
the patients to the Willows for the afternoon. There 
are some activities conducted on the units. There is a 
visiting art therapist. Apart from having activities on the 
ward provided by the occupational therapist and the 
nursing staff, the psychologist has one-to-one sessions. 
There is also a music group once a week. There is no 
community meeting. The senior occupational therapist 
informed the Inspectorate that there was a regular 
review of goals and performance on the programme 
recorded in patients’ files which were kept separate to 
the main clinical file. These goals were needs based, 
with timescales. The occupational therapist receives 
supervision with the occupational therapy manager. 
Outcomes were not recorded in the nursing care plan. 
The programme was reported to be reviewed during 
supervision and at the time of inspection there was no 
ongoing research or audit into any of the interventions 
offered and levels of satisfaction were not being 
formally assessed. 

The nursing staff in addition do one-to-one work with 
the patients. There is a computer in the day room. 
There is a visiting hairdresser and chiropractor. At 
the time of inspection there was no multidisciplinary 
team charting although an away day was planned for 
November to look at this issue. The rationale for the 
design of the programme was on enabling expanding 
lifestyle and providing choice. There is no key worker 
identified to design the weekly programme. The service 
user is involved in their care plan in deciding what 
interventions best suit their needs. 

There is a music therapist who provides a session once 
a week.

Apart from the activities available on the unit the 
‘occupational therapy’ department is located and 
available on the unit downstairs. This is run by nursing 
staff and again the art therapist visits the service. This 

occupational therapy area on the unit downstairs is 
open to other service users. Service users can have a 
cup of coffee there and interact. 

On the day of inspection a rehabilitation house had 
just been opened and the first clients had moved in 
there from the supervised residential unit (SRU). It was 
expected that this would facilitate a patient to move 
from these units into the SRU. 

ECT
ECT is not provided in St. Conal’s Hospital. 

SECLUSION
There is no seclusion in either of these units. 

MECHANICAL RESTRAINT
Mechanical restraint is not used.

PHYSICAL RESTRAINT
There is a training register. Staff are trained in care and 
responsibility. The training is provided by a company 
from Derry and a number of staff have now trained to 
be facilitators. A recording of violence incident form 
must be completed in all incidents of violence or 
threatened violence. There was no incident book as 
such available on either unit.

ENVIRONMENT
Both wards are located in the grounds of an old 
psychiatric hospital and they are subject to regular 
maintenance review. The female ward was on the 
ground floor and the male ward was on the first floor. 
Both units were bright spacious and well ventilated 
with good natural light. They appeared to be quite 
clean and there were information boards prominently 
displayed. There was a visitor’s area and access to the 
external gardens. The reception area in the building 
was off the unit. The admission area was in the 
general hospital. There were a number of single rooms 
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and 3-bed or 4-bed rooms. With regard to activity 
or recreation areas, there were time out rooms, day 
rooms, a TV, video and computer. There was a smoking 
room, conference room or interview room available 
for meetings. The quiet area or quiet room was 
actually full of stored items and appeared to be little 
used. There was a nursing station and clinical room. 
There were adequate staff areas. The occupational 
therapy area was located downstairs on the opposite 
side of the bedrooms. This consists of two large 
interconnecting rooms which were amply supplied with 
art and craft resources. There was access to an outdoor 
smoking area. There was a large number of patients in 
the occupational therapy area and those spoken to said 
how much they enjoyed the art in particular.

POSITIVE DEVELOPMENTS
The introduction of a single team managing all 
residents in both these units. Staff are actively involved 
in plans to develop multidisciplinary team care 
planning and multidisciplinary clinical files. 

RECOMMENDATIONS

1.  A core fully staffed multidisciplinary team should 
be available to these units to meet the needs of the 
patients. 

2.  Space needs to be redeployed to create a more 
home-like environment. The personal care areas 
where patients were able to attend to their hygiene 
were no longer used for doing their own laundry. It 
would be useful to develop this again.

3.  There should be a system of centralised notes that 
are easily accessible to all team members.

4.  Incident books should be available on the units.

DONEGAL CENTRAL CMHT
Date of inspection:  2 October 2006 
Population:  43,000 approximately

DESCRIPTION
Donegal central team is a team in the early stages of 
formation. It will bring together two smaller sector 
teams to serve the total population of 43,000. The 
population is a mixed profile with an increasing number 
of non-nationals. It is planned that the new team will 
be fully operated by December 2006. The individual 
teams currently have shared access to a day hospital, a 
day centre and in-patient beds in Letterkenny General 
Hospital. The outpatient clinics are based in the acute 
unit. The business plan and budget allocations are all at 
catchment management level. 

MULTIDISCIPLINARY TEAM COMPOSITION
The team is lead by the clinical director for Donegal 
Mental Health Services. The merging of the two 
sector teams will result in a team with two consultant 
psychiatrists. There is one clinical psychologist, five 
clinical nurse specialists and four community mental 
health nurses. The clinical nurse specialists offer 
services in cognitive behavioural therapy, family 
therapy and generic counselling. There are no 
dedicated social workers or occupational therapists 
on the team. There are two medical secretaries and 
one administrative officer in the day hospital. There is 
an acting Assistant Director of Nursing who has dual 
responsibility for coordinating the team and the acute 
admission unit. The team also has access to a senior 
addiction counsellor.

REFERRAL PROCESS
The two sector teams operate independently at 
present. All referrals received from the GP are 
screened by the consultant psychiatrist and prioritised 
accordingly. Urgent referrals are assessed in the acute 
admission unit if necessary. On both teams, routine 
referrals receive a new patient appointment within 
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six to eight weeks. Individual disciplines each receive 
referrals via two pathways: direct GP referrals and 
referrals from the consultant psychiatrist. The numbers 
of direct referrals from GPs to the clinical nurse 
specialist were reported as small. The referral process 
and pathway is under discussion pending the merging 
of the two teams.

CMHT MULTIDISCIPLINARY CARE 
PLANNING
There is no formal multidisciplinary team care planning 
system in place. The current system is that there is an 
outpatient file and an in-patient file. Each of the clinical 
nurse specialists and the community mental health 
nurses maintain their own independent notes. Formal 
reports are typed and sent to the consultant psychiatrist 
and filed on the medical notes. 

TEAM FUNCTIONING
Each sector has a weekly team meeting in the day 
hospital and the centre admissions unit. The outcomes 
and decisions are recorded in the medical notes. The 
day hospital staff also maintain a logbook following the 
weekly team meetings.

PARTICIPATION OF SERVICE USERS
Service users have access to an advocacy group 
known as STEER. It was reported that in some complex 
cases the advocate would attend case reviews with 
the patient. The advocacy group is also involved in a 
number of planning groups reviewing the development 
of services. There is a Donegal-wide carers’ group 
currently facilitated by two nursing staff. The group is 
primarily for first and early presentations of psychotic 
disorders. The project is linked with a service in Dublin. 
The team can access this group.

DAY SERVICES/COMMUNITY RESOURCES
The teams shared a day hospital located on the 
grounds of St. Conal’s Hospital. This facility is staffed by 
various grades of nursing staff. The team can also refer 
to a day centre. Cara House is a voluntary organisation 
and drop-in centre that is part-funded by the HSE. 
Vocational services are provided though a number of 
projects – Worklink, TOS Training Occupational Services 
and Open Door, a vocational educational training 
programme. All the above services are accessible to 
service users. It was reported that transport is provided 
if necessary.

POLICIES AND PROCEDURES
The new revised team plan does not yet have an 
operational policy or team-specific policies and 
procedures.

TRAINING AND AUDIT/RESEARCH
The service has identified the need for specific training 
in multidisciplinary team working in advance of the 
teams merging. It was reported that the nursing school 
will roll out a programme developed with input from 
all disciplines. There are a number of local audits and 
research nearing completion. The service is part of a 
multi-centre national study known as the Insure Project 
(Ireland North-South Urban Rural Epidemiological 
Project on Suicidal Behaviour in Major Psychiatric 
Disorders). This project was due to be published before 
the year-end. The clinical director has been involved 
in an audit of over 60 cases of involuntary detention 
in the acute admission unit for 2005. The day hospital 
staff maintain statistics on allowances and number of 
attendees.

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING
The sector teams across the service can submit plans to 
the overall catchment’s business plan.
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CHANGES/DEVELOPMENTS FOR THE 
TEAM
The two sector teams face the challenge of successfully 
merging. There is ongoing work to try and find suitable 
premises as a sector HQ and to secure finance to 
rent. The acute admissions unit is in need of major 
refurbishment. This work will commence in early 2007 
and the service will be located off campus in a new 
nursing home for a period of two years. There will be a 
reduction of ten acute admission beds. The community 
team is under-resourced with core members. It was 
reported that a social worker has been appointed and 
will commence shortly.

RECOMMENDATIONS

1.  The team should proceed with the merging of the 
two sector teams and put in place an operational 
system that will meet the needs of patients and 
efficiently utilise the resources and skill currently 
available.

2.  The team needs to be enhanced in terms of clinical 
psychology, social work and occupational therapy. 
A suitable sector HQ and OPD base needs to be 
identified and funded. 

3.  The newly developing rehabilitation team needs to 
be enhanced and become fully operational across 
the service.

4.  The development of forensic services, mental health 
services for those with an intellectual disability and 
an eating disorder programme will be planned and 
developed in the context of meeting regional needs.

PSYCHIATRY OF LATER LIFE
Date of inspection: 2 October 2006 
Population: 18,000 approximately

DESCRIPTION
This is a service for older people with mental 
health problems. The service operates Monday to 
Friday 0900h to 1700h and serves a population 
of approximately 18,000. There is a service plan 
completed for 2006 and there is a centralised budget. 
The infrastructure of resources includes a team base, 
four satellite bases around the catchment and access 
to community hospitals, day hospitals and mainstream 
services in the community. There is access to four beds 
in the acute unit in Letterkenny. There is also access 
to a hospital in Stranorlar for dementia cases. There 
is a strong emphasis on maintaining people in the 
community. 

MULTIDISCIPLINARY TEAM COMPOSITION
There is a team coordinator at the grade of Assistant 
Director of Nursing. There is one full-time consultant 
psychiatrist with an NCHD attached to the post. There 
are two part-time senior psychologists, one full-time 
basic grade social worker and one part-time basic 
grade occupational therapist. There is one clinical nurse 
specialist and four community mental health nurses. 
There is 1.5 whole-time-equivalent administration staff.

REFERRAL PROCESS
The main source of referral is GPs. The referrals are 
triaged by the team coordinator and discussed at the 
weekly multidisciplinary team meeting. An appropriate 
person is allocated the task of undertaking the initial 
assessment. There is a minimal waiting time for a 
routine appointment, with emergency response for 
people in higher need. Each discipline attends the 
weekly multidisciplinary team meeting and takes its 
referrals from this meeting. 
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CMHT MULTIDISCIPLINARY CARE 
PLANNING
Following a referral there is an initial assessment 
undertaken by the most appropriate profession. There 
is a generic assessment undertaken and presented 
at the multidisciplinary team meeting. The service is 
looking to develop multidisciplinary team care planning 
to enhance the systems they already have in place. 
Service user involvement is encouraged and there is 
a strong emphasis on family involvement. Although 
it was stated each discipline is clear about their role 
within the care planning process, the team is looking 
to enhance the multidisciplinary team care plans. There 
are specific assessments undertaken by each discipline 
and these are discussed at the multidisciplinary team 
meeting. The nurses undertake their own care plans 
and although there is an integrated set of notes at 
the team base the nursing staff keep their own set of 
notes in the satellite unit. The average case load size 
is between 30 and 40 people. The service is currently 
piloting a new format of care planning based on the 
Roper Logan Tierney and Peplau models of nursing. The 
care plans have identified goals and they are regularly 
reviewed. A risk assessment is incorporated into the 
generic assessment but the service are looking to 
develop a risk assessment as part of the ongoing care 
process. The plan of care includes a discharge plan and 
all relevant parties are made aware of this plan.

TEAM FUNCTIONING
The team meets weekly at the team base. There is a 
regular slot for this meeting and all the team attend. 
The consultant psychiatrist keeps a written record of 
the meetings and the changes of care are documented 
in the care plans. There is also a business meeting held 
monthly. It was reported that there is a good IT system 
and all staff have access to a personal computer. 

PARTICIPATION OF SERVICE USER
The service user does not attend the team meeting, 
but the staff advocate on their behalf. Once a person 
has been presented at the team meeting the changes 
in care are communicated by the key worker. The 

frequency of reviews is dependent on need. There is 
access to a full multidisciplinary team and the family 
have knowledge of who the treating team are. There 
are various carers’ groups facilitated in the area and the 
team link in closely with these groups.

DAY SERVICES/COMMUNITY RESOURCES
The team are strongly linked with the mainstream 
community resources. The team relies on these links to 
maintain the service. A number of people are placed in 
community hospitals with support from the team. The 
team carries out a number of educational roles within 
community hospitals, nursing homes and with public 
health nurses. There are good links with community 
occupational therapists and day hospitals. 

POLICIES AND PROCEDURES
There are policies in place for referrals. If people do 
not attend appointments a letter is sent to their GP 
advising that an appointment has been missed and the 
team discuss the cases that they are concerned about 
and follow up accordingly. There is a key worker policy 
and all disciplines undertake the role.

TRAINING AND AUDIT/RESEARCH
The team has recently had a team building day which 
was a positive day with good feedback. There are good 
opportunities for individual training. A number of audits 
have been undertaken focusing on record keeping, 
care planning and the generic assessment. Clinical 
supervision is available for all disciplines. All staff meet 
with the team coordinator to review their case loads 
and there is individual supervision pertaining to each 
discipline. A recent piece of research undertaken was 
looking at the need for a clinical nurse specialist in 
liaison psychiatry for older people. 



118BOOK 5 – HSE WestREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

OPPORTUNITIES FOR TEAM DISCUSSION 
AND PLANNING 
The team has close links with geriatricians in the 
area. There have been problems with people being 
admitted to the general hospital and the team not 
being informed, indicating changes in care are not 
communicated. This was identified as an ongoing 
need and part of the research into the role of a clinical 
nurse specialist. It was also noted that there was 
lack of training available for general nurses to deal 
with people who have dementia. The team provides 
training to a number of courses, undergraduates, care 
assistants, the adult mental health course and they 
are developing a post-graduate course focusing on 
older people with mental health problems. The team 
has students from different professional backgrounds. 
They have recently had a public information day on 
dementia, which was a tremendous success.

The main issues for the team are as follows:

 Accessing community services: A mental health 
assessment is undertaken but a large component 
of care has to be provided by community resources 
where budgets are held separately. For example 
public health nurses carry out an assessment for 
home help and the assessment is strongly based on 
physical need. Therefore sufficient time is not always 
given to people with mental health problems. 

 Liaison: Following a research project undertaken by 
one of the nurses, a need for a liaison post within 
the general hospital was identified. 

 Access to beds: The absence of beds for continuing 
care. Access to beds generally is low. There is the 
admission unit which is not an appropriate place to 
admit a person with dementia. There is a high use of 
community hospital beds which is inappropriate for 
people with mental health problems. The team has 
developed positive links with community hospitals 
and provide liaison and support to these services. The 
access to beds for continuing care is seen as a high 
deficit in service delivery. 

 Acute admissions: The admission of people to the 
acute unit. There is not an adequate system in place 
for reviewing the patients in the acute unit. There 
is no formalised ward round. The team are reluctant 
to admit to the acute unit due to the fact that it is 
inappropriate. 

 Team base: The team base is proving to be too 
small for the team. The team has grown considerably 
in recent years, which is commendable but 
unfortunately the team has outgrown the facility. 

 Mobile day hospital: The team hope to facilitate 
a peripatetic day hospital service. The purpose of 
this day hospital would be to move around the 
catchment providing a day hospital service. 

 Dementia care: The team are looking to develop an 
advanced nurse practitioner post for dementia care. 
They are looking for funding for this post. Currently 
there is a high demand in the area and the post 
would be split into three areas – research, clinical 
input and education. 

RECOMMENDATIONS

1.  A liaison post should be established within the 
general hospital specifically to meet the needs of 
older people with mental health problems.

2.  The availability of in-patient beds needs to be 
reviewed in order to ensure the needs of the 
service user can be met in the most appropriate 
environment.

3.  The provision of day hospital care should be 
examined taking into account the teams plans to 
provide a peripatetic service.

4.  The team base should be appropriate in size to meet 
the team’s requirements.
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BLOOMFIELD CARE CENTRE
Date of inspection:  22 August 2006 
Number of beds:  35 integrated

DESCRIPTION
Bloomfield is a long-established care centre, managed 
under the guidance of the Quaker community in 
Ireland. It provides a range of services, including mental 
health care, nursing home care and independent living 
facilities for older persons. Bloomfield special needs 
unit is registered as a mental health facility. The unit 
has a bed capacity for 35 patients. On the day of the 
inspection there were 11 male patients, 23 female 
patients and one vacancy. Two patients were Wards of 
Court. There were no Temporary patients on the unit. 
The unit is a tertiary care hospital with referrals coming 
primarily from two consultant psychiatrists. One clinical 
nurse manager, two staff nurses, and four care staff 
are rostered on duty by day. At night there is one staff 
nurse and two care staff rostered on duty. There is a 
mixture of fee paying and HSE contract beds. The unit 
is locked. Bloomfield has recently appointed a clinical 
director/consultant psychiatrist and acting Director 
of Nursing (part-time) to the service. The Director of 
Nursing holds qualifications in general, psychiatric and 
intellectual disability nursing.

MULTIDISCIPLINARY TEAM 
Each patient prior to admission has a full psychiatric 
and medical assessment. To determine suitability, the 
nursing staff also assess all new referrals. Core nursing 
and care staff deliver the day-to-day care. A medical 
superintendent/GP visits three times weekly, or as 
required. It was reported that the NCHD attached to 
the consultant psychiatrist visited the ward weekly 
to review patients. In addition the chiropodist visits 
quarterly and physiotherapy sessions are provided 
based on need. There are a number of other personnel 
who also provide activities to the patients on a 
sessional basis. Each patient has a full medical review 
every three months. The nursing care plan is also 
reviewed at this time. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are separate medical and nursing notes. The 
medical notes are recorded on a computerised system 
known as Health One. It contains all consultations and 
medication prescriptions. The system is working well. 
The nursing care plan is a paper-based system. The 
Roper Logan Tierney model is in use. In addition, the 
Norton Scale and Modified Creighton Royal Behaviour 
Rate Scale is completed on each patient. The care is 
reviewed every three months and daily progress notes 
are recorded on continuation sheets. It was reported 
that the physiotherapist writes notes into the electronic 
patient record. The notes reviewed during the 
inspection were current and up to date. Families and 
carers are encouraged to be actively involved with the 
patient’s care. The nursing staff are establishing links 
with the Irish Advocacy Network and the Alzheimer’s 
Society of Ireland. Families can access a carers group, 
which is facilitated by a staff member and available 
to all families of residents throughout the campus. 
This is run twice yearly. Each patient has an allowance 
of money depending on means. At ward level, each 
patient has an individual purse but not an individual 
account notebook. Financial means and the ability of 
each patient to manage his or her money should be 
incorporated into their overall care plan.

THERAPEUTIC PROGRAMMES
An open group activity programme is delivered by 
sessional staff over four days. The activities include 
exercises, music, art, bingo and reminiscence. It was 
reported that the patients had welcomed the recent 
introduction of art. In addition the patients can access 
enclosed garden space and a full range of religious 
services are provided to meet the various needs of 
the patient population. It was reported during the 
inspection that Bloomfield is in discussion with the 
Occupational Therapy School in Trinity College Dublin 
with a view to providing a clinical placement based on 
long-arm supervision in October 2006. 
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POLICIES AND PROCEDURES
The policies for the service are currently being 
reviewed and updated by the senior management and 
clinical personnel. There is a specific admission policy 
for the special needs unit.

ECT
ECT is not provided on campus.

SECLUSION
Seclusion is not practised on the unit.

MECHANICAL RESTRAINT
The unit has a number of Kirton chairs which have a 
safety belt attached. The belt is front fastening and can 
be opened by the patient. This is used to prevent falls 
or where a patient is immobile. There is a consent form 
signed by a relative and medical staff. There is currently 
a written policy.

PHYSICAL RESTRAINT
The unit caters for patients who have challenging 
behaviour. No form of physical restraint is used. 
Currently nursing staff or care staff do not receive any 
formal training on techniques for managing challenging 
behaviour. It is hoped to include it in the induction 
programme, which includes manual handling training. 
A register is kept of this training and was available on 
the unit for inspection.

ENVIRONMENT
The special needs unit is located on the first floor and 
can be accessed by elevator or stairs. The ward is 
configured over three wings, Douglas, Pim and William 
Tuke. The decor and furnishing are very pleasant, and 
there are impressive views of the Dublin mountains 
and the bay. There are three four-bed rooms, the 
remainder are single and all with en suite facilities. The 
bathrooms are fully accessible. There is a dining room, 
lounge, quiet room, smoking room, hairdressing room 

and activity room. In addition there is a nursing office 
and clinical room. Patients have access to TV, radio and 
videos in the communal areas. At an individual level, 
patients also have these items in their own room.

FUTURE PLANS
Bloomfield in association with the HSE have plans to 
build additional continuing care beds, provide respite 
care, day services and a community outreach team. It 
was reported that the plans are completed, planning 
permission has been secured and the project is 
awaiting capital funding to procedure.

RECOMMENDATIONS

1.  There should be an individual multidisciplinary team 
care plan and treatment plan for each patient. 

2.  Consideration should be given to incorporating the 
nursing notes onto the computerised system.

3.  Each patient should have an individual written 
financial account at ward level and a financial policy 
should be developed.

4.  There should be a set ongoing review of the activity 
programmes to ensure that they are meaningful to 
the patients.

5.  All policies for the unit should be updated, signed 
and a review date set. They should all be in a 
standardised format.

6.  Nursing and care staff should have regular in-service 
training on the management of patients with 
challenging behaviour.

7.  The unit should continue to develop links with 
relevant advocacy agencies.
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HIGHFIELD AND HAMPSTEAD 
HOSPITAL

HAMPSTEAD UNIT
Date of inspection:  23 August 2006 
Number of beds:  41 (18 high dependency,  
 23 less dependent)

DESCRIPTION
Hampstead is a 41-bed unit split over two floors. On 
the ground floor, there are 18 high dependency beds 
for people with dementia. On the first floor, there are 
23 beds for people who are less dependent and who 
have a range of mental health conditions and enduring 
mental illness. It is a male unit. The doors downstairs 
are locked to prevent people from wandering off the 
unit but the service users upstairs have access to the 
gardens. On duty during the day are five care staff and 
one staff nurse on the downstairs unit and two care 
staff and one staff nurse on the first floor. There is a 
clinical nurse manager on duty Monday to Friday from 
0900h to 1700h. At night there are three care staff and 
one staff nurse and there is also a night nursing officer 
covering the hospital.

MULTIDISCIPLINARY TEAM 
There is one consultant psychiatrist with responsibility 
for all the service users. There is no dedicated 
psychologist but if a service user needs to be assessed 
by a psychologist a contract would be negotiated with 
a health care provider. There is no social work input 
and it was reported to the Inspectorate that the needs 
of the service users did not warrant the input from 
a social worker. There is one full-time occupational 
therapist who oversees all units in the hospital and 
provides sessional input on the Hampstead unit. There 
was an activity coordinator based full time in the 
Hampstead unit. As stated earlier there is a mix of 
qualified nursing staff and care staff. There is sessional 
input from an aromatherapist, a physiotherapist, a 
singing therapist, hand massage and pastoral care. 

The consultant psychiatrist holds a daily ward round 
and meets on a regular basis with the clinical nurse 
manager and occupational therapist to review each 
service user. Any changes to service users’ care are 
documented in the files and care plans are updated 
accordingly.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The care plans on the unit are nurse led. They are 
based on a nursing assessment focusing on activities of 
daily living. There is a key worker system in place. The 
qualified staff are allocated to a group of service users 
and are responsible for implementing and reviewing 
care plans. Care plans are recorded in a separate file 
and progress notes that pertain to the care plans are in 
another file. Family involvement is strongly encouraged 
and there is a good working relationship between the 
unit and families. There is a hospital-wide admission 
policy.

THERAPEUTIC PROGRAMMES
The occupational therapist has been in post for three 
months and is beginning to provide a structured 
occupational therapy service. The focus at the moment 
is on individual assessments based on obtaining a 
history from the service user, family and the notes 
focusing on physical capabilities. The Hampstead unit 
has access to a summer house where arts and crafts 
are undertaken and to a woodwork shop. Highfield 
has its own occupational therapy room. The focus of 
the programme is to occupy the service users and give 
them a meaningful day. There are two staff supporting 
the occupational therapist, one based in Highfield 
and one in Hampstead. It was reported by the clinical 
nurse manager in Hampstead that the programme 
meets the needs of the service users, in particular the 
service users on the first floor. Service users in the 
downstairs unit are not active but they have all had 
seating assessments and have had appropriate chairs 
purchased. It is anticipated that the programme will be 
regularly reviewed. Interventions from the occupational 
therapist are recorded in the service users’ charts. The 
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occupational therapist reported that it is too early to 
say how often the programme will be reviewed and it 
is in her plans to implement audit and research as part 
of the evaluation process. 

ECT
There are currently no service users having ECT. If ECT 
was required the unit would contact a HSE health 
provider and transfer the service user there for the 
course of treatment. 

SECLUSION
There is no seclusion in use on this unit. 

MECHANICAL RESTRAINT
There is a comprehensive policy regarding the use of 
restraint. The service is awaiting the rules on restraint 
from the Commission in order to update their policies. 
Each service user who is in need of any form of 
mechanical restraint has a certificate of restraint given 
to them, their family and filed in their notes.

PHYSICAL RESTRAINT
The nursing staff report that there is no need for 
any form of physical restraint within the unit. All 
the staff are trained in breakaway techniques. There 
is a comprehensive training programme within the 
unit which is coordinated by an in-house training 
coordinator. All staff are in receipt of an induction 
and mandatory training. They are also encouraged to 
undertake longer courses and any training that is on 
offer from the in-house training department.

ENVIRONMENT
This is a separate unit based on two floors. Downstairs 
there are 18 beds and upstairs there are 23. There is 
an on-site maintenance department and the hospital 
employs its own maintenance staff. The response rate 
is reported as very good. The gardens are beautifully 
maintained. There was an appropriate fire certificate 

and health and safety policy. A new alarm system was 
recently installed within Hampstead and this alerts 
staff to anyone who may be in difficulty. There is 
disabled access downstairs but not upstairs. Although 
the unit has undergone some refurbishment since the 
last inspection, it was described as being difficult to 
make significant changes due to the building being 
listed. However the unit was in a good state of repair, 
the decoration was good, well ventilated, had plenty 
of natural light and was spotlessly clean. There is a 
dedicated visitors’ area which is well furnished and was 
a popular facility. There is access to the gardens for the 
service users in the upstairs unit and the service users 
downstairs are accompanied to the garden. 

On the ground floor, the bedroom areas are a mix 
of single and double rooms and upstairs there are 
single and double rooms and one six-bed dormitory. 
All the service users recently had new quilts and linen 
provided. There are sufficient toilets, bathrooms and 
shower rooms to meet the needs of the service users. 
The dining area upstairs is spacious and well furnished. 
There is a recreation area situated close to the unit 
in the summer house which is for arts and crafts and 
a woodwork workshop. There is a lounge area in the 
downstairs unit. There is a smoking area between the 
downstairs and upstairs unit and one well-furnished 
lounge upstairs. There is a quiet area for staff called 
the reading room and this also has an IT facility with 
internet access for staff. There is a nursing station that 
doubles up as a clinical room which is a innovation 
since last year and it is much bigger than the previous 
clinical room. 

The management team highlighted a number of 
improvements that have been made in Hampstead 
since the last inspection. These include

 a new shower and bath upstairs

 a new press to the bathroom downstairs as well as a 
new sink unit

 new curtains for all the rooms and duvets
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 a staff panic alarm system installed

 new chairs for high dependent service users

 a new clinical room

 a computer and printer for the clinic room

 an oxygen converter

 a new TV set

 new beds

 posy bell alarms

 new fixed wardrobes in some rooms

 a gazebo for the garden plus furniture

 new information boards

 a new medication press

 a woodwork shed.

SERVICE USER INTERVIEWS 
The service users who spoke to the Inspectorate 
expressed themselves satisfied with their care and the 
facilities within the Hampstead unit.

HIGHFIELD UNIT
Date of inspection:  23 July 2006 
Number of beds:  46 female

DESCRIPTION
Highfield is a stand-alone 3-story unit in the grounds 
of Highfield Hospital. On the day of inspection there 
were 45 patients, none with Temporary status, ten 
Wards of Court and 35 with Voluntary status. Highfield 
provides a service to older women with serious mental 

health problems, many of whom have a diagnosis of 
dementia. The unit is normally staffed by a ward sister 
and three nurses during the day and by one nurse 
at night. Several care assistants are employed on all 
shifts. The unit is locked for reasons of safety.

MULTIDISCIPLINARY TEAM 
One consultant psychiatrist provides a service to 
the unit. There is an occupational therapist, but no 
psychologist or social worker is employed by the 
service. Ward rounds are held each morning Monday to 
Friday at a set time and are attended by the consultant 
psychiatrist, occupational therapist, ward sister and 
primary nurses. Each primary nurse presents three of 
their caseload for discussion. Decisions are recorded 
in the medical and nursing notes. The consultant 
makes referrals to the occupational therapist and 
to an external psychological service if required. A 
primary care doctor is on call regarding physical needs 
of patients. Patients have access to a range of other 
therapists, including chiropodist, physiotherapist, 
optician and dentist. There are two sets of files kept 
on each patient. The doctor and occupational therapist 
record their interventions in the same file. Nursing 
entries are made in separate files. A system is now 
being used where the daily nursing notes are kept in 
the same file as is used by the doctor and occupational 
therapist. A chaplain is also employed to facilitate the 
spiritual needs of the patients.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no system of integrated care and treatment 
planning in place. Initial assessments are made by a 
clinical nurse specialist and the admitting doctor. The 
primary nurse of the unit then makes an assessment 
and formulates a care plan in accordance with 
the Roper Logan Tierney model. A number of risk 
assessment tools are used, including the Waterlow 
risk assessment and a Falls assessment. Goals and 
objectives are set for the patient. The primary nurse 
has contact with the patient on a daily basis and care 
plans are reviewed weekly or more often if necessary. 
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Daily activity sheets, monthly observation flow charts, 
and head injury charts are also used. All nursing staff 
were scheduled to attend forthcoming training on care 
planning. The policies on admission and discharge are 
generic to the hospital. 

THERAPEUTIC PROGRAMMES
The occupational therapist and two activity staff are 
responsible for the therapeutic programme. A weekly 
activity programme is printed and the activities for 
each day are also written on a board near the reception 
area. Activities include reminiscence work, newspaper 
groups, music, arts and crafts, discussion, walks, pet 
therapy and excursions. The occupational therapist is 
undertaking individual assessments of all patients and 
carries out individual work with some patients. The 
involvement of patients in activities is not recorded 
in the files. Verbal feedback is given when deemed 
necessary. TV, music, newspapers and games are also 
available. 

ECT
There is no ECT on this unit. 

SECLUSION
There is no seclusion room on the unit and no one is 
secluded. 

MECHANICAL RESTRAINT
There is a policy on the use of mechanical restraints. 
Cot sides, posy belts and special chairs are in use 
on the unit for safety reasons. This type of restraint 
is prescribed by the consultant psychiatrist and a 
certificate of restraint is signed by the consultant and 
by the nurse in charge. This details the type of restraint 
and the reason for its use. It is also signed by the 
patient’s relative. 

PHYSICAL RESTRAINT
A training programme on control and restraint is 
provided in the hospital and a training register is kept 
in the nursing office. Adverse incidents are recorded 
on serious incident forms and analysed by the risk 
management team. 

ENVIRONMENT
Highfield unit is a 46 bed, three storey period house on 
the grounds of the hospital. Maintenance is provided by 
a full-time team in the hospital. A maintenance book 
is kept in the nursing office and it was reported that a 
quick response was forthcoming. There is an ongoing 
programme of maintenance and many improvements 
were made since the last inspection. Call bells are 
being installed throughout the unit on a phased basis. 
Responsibility for the fire equipment was contracted 
out to an outside company and regular checks were 
made. A health and safety policy was also in place. 
There is disabled access to all areas of the unit except 
for one landing. The decor of the unit was to a high 
standard. Light and ventilation were good. The unit 
was also clean and the cleaning work was contracted 
out. There was an information board and leaflets in the 
front hallway. There was no dedicated visitors’ room 
but two rooms on the ground floor were suitable for 
entertaining visitors. There was no admission area or 
reception area. Bedroom accommodation was provided 
in 17 single rooms, seven twin rooms, one 3-bed, one 
4-bed and two ground floor 4-bed high dependency 
rooms. The bedrooms were comfortable with adequate 
space and storage. The toilets had disabled access 
and over riding locks. There was one bathroom with a 
Parker bath and three shower rooms. There were two 
dining areas within the unit. Downstairs there is a large 
room, which was used for groups, and an adjoining 
room for arts and crafts and occupational therapy 
activities. There were two comfortable lounge areas 
downstairs and one upstairs. The nursing office doubled 
as a clinical room. It had sufficient space for storage 
and report writing. Staff had access to a dining area 
and locker and changing facilities.
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RECOMMENDATIONS

1.  A system of integrated care and treatment planning 
should be put in place.

KYLEMORE CLINIC
Date of inspection:  28 August 2006 
Number of beds:  37 integrated

DESCRIPTION
The Kylemore Clinic is a 37-bed registered psychiatric 
hospital established in 1947. On the day of the 
inspection, there were 36 patients, 15 male and 
21 female. The patients range in age from 35 to 91 
years and have mixed range of diagnoses. The clinic’s 
primary function is to provide continuing care. There is 
a mixture of fee-paying and HSE-contracted beds. The 
clinic is under the clinical direction of two consultant 
psychiatrists. The nursing staff are all registered general 
nurses. The clinic is staffed during the day by a mix of 
nursing staff and care staff. The clinic is locked. 

MULTIDISCIPLINARY TEAM 
Two consultant psychiatrists who each visit weekly 
lead the multidisciplinary team. There is a Director 
of Nursing and secretary manager. The core nursing 
and care staff are permanent staff members, 
providing consistent staffing with little reliance on 
agency staff. There are a number of sessional staff: 
occupational therapist (seven sessions), extend 
therapist (one session), social therapist (four sessions) 
and hairdressing (one session). Referrals are made to 
physiotherapist massage therapist and GP as required.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are two sets of notes, medical and nursing. 
The care planning process is led by nursing staff. They 
use the Roper Logan Tierney model. Each patient is 
assessed on admission, with subsequent set reviews. 

The nursing assessment also includes a manual 
handling assessment, Waterlow score and Bristol stool 
form scale. The notes reviewed during the inspection 
were current and up to date. The medical notes were 
tidy and contained regular reviews by each consultant 
psychiatrist. There is no routine schedule for the 
completion of physical examinations. The clinic can 
access a GP service for medical needs. This does not 
include regular physical examinations. 

The occupational therapy notes are separate and 
were not reviewed. The clinic has an admission policy 
including inclusion and exclusion criteria. The policy is 
not dated or signed by the management team. There 
is no discharge policy all patients remain resident long 
term. The clinic does not have a written financial policy 
and procedure for the documentation of the collection 
and management of individual patient’s money. An 
individual’s ability to manage his or her own money 
should be recorded in the care plan. The nursing staff 
are key workers for a set number of patients. The 
record sheet is recorded daily by any staff member.

There are no multidisciplinary team structured weekly 
meetings. Each consultant psychiatrist attends weekly 
and reviews all the patients with the Director of 
Nursing. Patients can request to speak to the consultant 
psychiatrist and this is facilitated. Families and relatives 
are welcomed to the clinic and can speak to any staff 
member. Information packs from the Alzheimer’s 
Society of Ireland are provided if necessary.

THERAPEUTIC PROGRAMMES
The programme is designed and delivered by 
sessional staff over five days. The staff members 
are an occupational therapist, extend therapist and 
social therapist. It was reported that the groups are 
based on level of functioning. The activities are varied 
to meet individual needs. One-to-one intervention 
is also provided to encourage hobbies and skills in 
independent living. There is a small therapy room 
located in the courtyard, which has a computer and 
access to the internet. A number of patients have 
e-mail addresses and communicate with family and 
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friends through this medium. The occupational therapist 
holds her own notes separately. Informal reviews are 
facilitated with the patients.

MECHANICAL RESTRAINT
There is a policy in place dated August 2005. 
Mechanical restraint is not in use in the clinic. One 
patient is seated in a purpose-designed chair for safety 
and mobility reasons. Cot sides are sometimes used in 
order to prevent falls. 

PHYSICAL RESTRAINT
The staff does not use physical restraint. It was 
reported that staff have received training in this area. 
All incidents regarding patients are reported to the 
Director of Nursing. 

ENVIRONMENT
Kylemore Clinic is a large Victorian house set in private 
gardens. There are three floors, with access to all floors 
by a lift or stairs. The building is difficult to navigate 
for those with limited or decreasing mobility. Some 
patients remain at ward level at all times. Downstairs 
is a 16-bed area for patients with dementia or high 
dependency needs. It is a locked, mixed area with an 
enclosed garden space. There are two single rooms, 
one double room and two dormitory areas with 
six beds each. The area has low ceilings. A curtain 
separates the dormitory beds. There is a dining room, 
which opens into the enclosed garden. The ground 
floor has a reception, Director of Nursing office, sitting 
room, television room and dining area. The first floor is 
for the more independent patients. There are six beds 
in total, two single rooms and two double rooms. The 
top floor has 15 beds and houses the more physically 
dependent patients. There are seven single rooms, 
one double room and two 3-bed rooms. There is a fire 
escape. The fire officer has approved the building for 
a fire certificate. The bathroom and toilet areas need 
to be upgraded. The garden is very well maintained. 
There are plans to build a smoking shelter. 

TRAINING AND AUDIT/RESEARCH
There is a training budget. Staff have accessed a 
6-week course in dementia care. There is bi-annual 
training provided in manual handling. There is 
also access to wound management and fire drill 
courses. There is currently no audit or research being 
undertaken.

FUTURE PLANS
The clinic has decided to relocate to the Bloomfield 
hospital site over the next two years. All patients and 
their families have been informed. The new purpose-
built building will provide more modern facilities and 
will be fully accessible. 

RECOMMENDATIONS

1.  Each patient should have an overall individual care 
and treatment plan. 

2.  The occupational therapist should integrate her 
notes into the main care plan, including individual 
assessment and goals for each patient.

3.  Each patient must have an annual physical 
examination. 

4.  Each patient should have an individual financial 
account and the clinic should have a written policy 
detailing financial procedures. 

5.  All admission policy should be signed, dated and a 
review date set. 

6.  Patients and relatives should continue to be 
informed of the progress to move to a new site at 
regular intervals. 

7.  All staff should be facilitated to complete Mental 
Health Act training. 
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STEWART’S HOSPITAL

PALMERSTOWN VIEW
Date of inspection:  18 August 2006 
Number of beds:  6 integrated

DESCRIPTION
Palmerstown View is a locked 6-bed unit for people 
with a learning disability and a mental disorder. It is 
registered under the Mental Treatment Act 1945.

On the day of inspection, there were no detained 
patients and the six patients had no legal status under 
the Mental Treatment Act 1945. 

The current patient profile ranges in age from 18 to 52 
years. There were two female patients and four male 
patients on the day of the inspection. 

MULTIDISCIPLINARY TEAM 
The unit is under the clinical direction of a named 
consultant psychiatrist. It does not have a fully staffed 
dedicated mental health team; nursing and care staff 
provide the core daily staffing. The nursing staff are 
registered on the learning disability nursing register. 
They are not dual trained. It was reported that every 
effort is made to have consistent nursing and care staff 
present. There are two nurses and two care staff on 
duty during the day and two care staff on duty at night. 
A night sister is available to assist at night if required.

There is one consultant psychiatrist and one NCHD 
in addition to the rostered nursing and care staff. 
The medical staff also have responsibility for other 
areas of Stewart’s Hospital Services and services 
elsewhere. There is input from a clinical psychologist, 
social worker and clinical nurse specialist/behaviour 
therapist. Referrals are made as appropriate to the 
physiotherapist, speech and language therapist and 
dietician. The hospital has recently appointed an 
occupational therapist manager but no service is 

provided as yet to this unit. A GP attends the hospital 
daily and is available as required. Staff who run the day 
services also support the team.

There is a weekly team meeting held in the unit. All 
members of the team attend it and minutes are kept. 
The agenda is focused on dealing with day-to-day case 
management. Outside of this weekly meeting there are 
regular individual patient reviews and family meetings. 
Service users do not attend the meeting. Information is 
primarily communicated by the key nurse to the service 
user. There is currently no research or audit ongoing 
in the unit. There are a number of sub-groups looking 
at policies and procedures and future direction for the 
service.

MULTIDISCIPLINARY TEAM CARE 
PLANNING
In the absence of a dedicated mental health team, care 
plans are led and developed by the nursing staff. All 
staff who have input to the care of the patients in the 
unit attend the weekly clinical review of each patient. 
Each patient has two files; one is the main chart and 
the other the care plan. The main chart is divided into 
sections for each discipline, which are colour coded. 
The charts are very extensive and large in volume. The 
charts reviewed during the inspection showed clear 
evidence of weekly psychiatric review and nursing 
progress reporting. The care plan chart consists of a 
Social Training Achievement Record (STAR). This is 
completed on admission if not undertaken earlier, 
e.g. in day services, and reviewed every two years. 
The individual care and programme plan is reviewed 
yearly. This also contains a key worker communication 
sheet. This sheet is updated as required. There is 
also a behavioural support plan. Family needs are 
assessed by the social worker and addressed where 
possible. It was reported that for many patients family 
contact varies. As a result the staff facilitate individual 
and group outings or holidays. The advocacy service 
does not visit the unit. There is no admission policy 
specifically for Palmerstown View, however there is 
one for the hospital services and this deals with long 
term admissions to residential services, short term 
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admissions to residential services and day services. 
There is no reference to admissions for treatment of 
mental disorder.

THERAPEUTIC PROGRAMMES
Each individual on the unit has a plan based on their 
behaviour and mental health needs. It was reported 
that four out of six patients attend day services. Staff 
from day services attend the weekly team meetings. 
There is no specific day service for people with a 
mental illness. Leisure activities and hobbies are 
supported in the unit by staff. Outings, swimming and 
gardening are provided. Each patient receives a weekly 
financial allowance. There is one room in the unit 
where activities can be provided. Currently one patient 
requires two staff members’ care to be off site for the 
day (0800h to 2000h). This limits the time and staff 
available to other patients. It was reported that the 
day services close for three weeks during the summer 
and for shorter periods at other set breaks. The lack of 
structured routine impacts directly on behaviour. This 
issue is being addressed by members of management 
who schedule and resource alternatives during this 
time and are considering the possibility of keeping the 
day service open throughout the year.

ECT
ECT is not administered in this service.

SECLUSION
There is one seclusion room in Palmerstown View. 
It is located on the main bedroom corridor. The 
seclusion room is clean, safe with natural light and 
it is ventilated. CCTV monitors the room and there 
are 15-minute recorded nursing observations. There 
is no communication facility. The seclusion register 
was reviewed and in order. There was no patient in 
seclusion during the inspection. It was reported that 
one bedroom is fitted with safe furniture and used as a 
seclusion space if necessary. This is also recorded.

MECHANICAL RESTRAINT
There is a restraint prescription sheet for each patient. 
Various team members can prescribe different forms 
of restraint. There is a restraint policy. A committee 
has been established to study restraint and to develop 
policies and forms. These are currently under review in 
light of the proposed rules on restraint developed by 
the Mental Health Commission in line with the Mental 
Health Act, 2001.

PHYSICAL RESTRAINT
All staff are trained in crisis prevention intervention 
techniques. The clinical nurse specialist is the senior 
instructor. There are six instructors throughout the 
campus. Nursing and care staff receive training and 
the human resources department maintains a register. 
There is an incident reporting system. In addition, 
the unit staff have a notebook recording incidents to 
staff and patients using a three point scale: (1) no 
detectable injury, (2) mild injury, and (3) serious injury.

ENVIRONMENT
This 6-bed bungalow was opened as a registered unit 
in 1996. It was not purpose built and this presents 
some problems. There are four single rooms and one 
double room. There is a lounge area with a television, 
beanbags and hard-wearing furniture. The bedrooms 
have individual wardrobes and each patient has 
personal items and, in some cases, television and 
music systems. There is a female shower room with 
level access shower. There is a male bathroom with an 
assisted bath and three toilets. One toilet is currently 
used as a storeroom. There is one multipurpose room 
that patients and staff use for activities. At the end of 
the corridor there is an enclosed garden space with 
garden furniture. Patients must be accompanied at 
all times in the garden and it remains locked outside 
these times.
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RECOMMENDATIONS

1.  The function and purpose of the unit needs to be 
defined.

2.  There should be a fully staffed multidisciplinary 
team dedicated to mental health within Stewart’s 
Hospital Services.

3.  There needs to be a 5-year strategic plan specifically 
for mental health services in this area.

4.  An advocacy service to the unit needs to be 
developed.

5.  A multidisciplinary team care plan needs to be 
developed and recording streamlined to ensure that 
necessary information is captured and that the chart 
remains tidy and easy to access. Consideration might 
be given to starting a computer record system.

6.  Nursing observations of a patient in seclusion every 
15 minutes should include his/her activity at that 
time.

ST. JOHN OF GOD HOSPITAL

ST. PETER’S SUITE
Date of inspection:  15 July 2007 
Number of beds:  18 integrated

DESCRIPTION
St. Peter’s is described as a locked high dependency 
unit. It is located on the first floor of St. John of God 
Hospital. On the day of inspection there were 17 
patients, ten male and seven female. Thirteen patients 
had Temporary status and four had Voluntary status. 
Nine consultant-led teams admit patients to the unit. 
The unit is normally staffed by six nurses during the 
day, by five in the evening and by four at night. 

MULTIDISCIPLINARY TEAM 
Nine consultant led teams provide a service to the 
unit. There are NCHDs attached to each team. Each 
team has social workers and has clinical psychology 
input. An occupational therapist provides a therapeutic 
programme for patients on the unit. Each team holds a 
weekly meeting on the unit and patients are reviewed 
daily. The consultant psychiatrist makes referrals to 
other disciplines. There are two sets of files kept on 
each patient. Doctors, social workers, occupational 
therapists and clinical psychologists record their 
interventions in the same file. Nursing entries are 
separate. Colour-coded ink stamps are used in the 
nursing notes to indicate incidents, team reviews, care 
plan evaluations, nursing entries and patients’ views 
and this system makes it easier to scan the notes for 
particular types of entry. Medical notes are less user 
friendly as they are often written on paper that bears 
neither a heading nor the name of the patient.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no clear system of multidisciplinary care 
planning in place although it was reported that good 
multidisciplinary team working takes place and that 
verbal communication between team members is 
of a high standard. Following the assessments of 
the admitting doctor and nurse, a nursing care plan 
is formulated in accordance with the St. John of God 
Nursing Treatment Plan. Goals and objectives are set. 
A primary nurse has contact with the patient on a daily 
basis and care plans are reviewed weekly or more 
often if necessary. The patient is not asked to sign the 
care plan. The social workers make contact with the 
families and arrange family meetings when necessary. 
The policies on admission and discharge are generic to 
the hospital. Patients who have become disturbed on 
other units within the hospital can be transferred to St. 
Peter’s.
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THERAPEUTIC PROGRAMMES
An occupational therapist provides two one-hour 
group sessions in the group room off the unit. It is 
hoped to expand this service. A record of the groups 
provided and the attendance is kept in the nursing 
office. As patients in St. Peter’s are not allowed off 
the unit, they are unable to attend the occupational 
therapy department in the hospital. Apart from the 
group sessions, there is no set therapeutic programme. 
Patients have access to TV, radio and a selection of 
games. 

ECT
The ECT suite for the hospital is on St. Paul’s unit but, 
on occasion, ECT has been administered in a room close 
to the nursing office. 

SECLUSION
There is a seclusion room on the unit. As it was in 
use on the day of inspection it was not possible to 
inspect it. The door to the room is narrow and opens 
outward. It was reported that there is no natural light 
in the room and that there is a blind spot. There is an 
observation panel on the door but CCTV is also used 
to monitor the patient. The seclusion room is located 
in what is called the high observation area. There is 
access to a toilet and shower room, which does not 
have a lock on the door. There is a seclusion policy and 
a register, which was in good order. A nursing seclusion 
treatment plan is formulated for each episode and a 
typed report on the episode of seclusion is included in 
the file. 

MECHANICAL RESTRAINT
No mechanical restraint is used on this unit.

PHYSICAL RESTRAINT
A training programme on control and restraint is 
provided by staff from the Central Mental Hospital. 
Not all of the current staff group have been trained. 
Adverse incidents are recorded on serious incident 

forms and the incidents are documented and 
highlighted in the nursing notes. 

ENVIRONMENT
St. Peter’s unit is located on the 1st floor of the 
hospital. It was a locked unit with a capacity of 18 beds 
although it was reported that more than 18 patients 
have been accommodated on the unit at times. 
Maintenance was provided by a team from within 
the hospital and the service was reported to be of a 
satisfactory standard. There was a health and safety 
officer in the hospital and fire drills were conducted 
regularly. An issue to be addressed was the possible 
need for extra staff to evacuate patients from the unit 
in the event of a fire. 

Not all areas of the unit were wheelchair accessible. In 
particular, the toilets and showers were not designed 
for people with mobility problems. The decor of the 
unit needed upgrading. Ventilation of the unit was 
poor, especially in the smoking room. There was 
plenty of natural light in the unit with the exception 
of the nursing office, the seclusion room and the high 
observation room. The unit was cleaned by household 
staff twice daily. There was an information board in the 
smoking lounge but the patients’ charter and several 
items of signage had been removed throughout the 
unit. Information leaflets were available in the group 
room and notices were posted on the inside of the 
nursing office window. 

There was no admission, reception or visitors’ area 
on the unit. There was no unsupervised access to 
the garden, which was two floors down. Bedroom 
accommodation was provided in one 4-bed dormitory 
and in seven double rooms. There was individual 
wardrobe space for all patients. There were gender-
specific toilets and showers and one bathroom on the 
unit. The tap heads were missing from some of the 
taps. 

The dining area was shared with St. Paul’s unit and 
there was insufficient space. There was a shortage of 
activity or recreation areas and the group room, which 
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was accessed through a locked corridor area doubled as 
an interview room and an office for the unit manager. 
There was a smoking lounge and some open plan 
seating throughout the unit. The only quiet area was 
the high observation/time out room alongside the 
nursing office. 

The nursing office was small but was private and had 
telephone, IT and space for report writing. The clinical 
room was very small and had to be accessed through 
the nursing office. It contained all necessary equipment 
and also stored some of the patients’ belongings. Staff 
had access to a toilet and changing rooms off the unit. 
There was one storage room on the unit. 

There are plans to redesign and develop this unit to 
provide additional bedroom space, a second lounge, an 
interview room, an enclosed outside deck overlooking 
the garden and separate access to a garden area 
downstairs. The nursing office is to be moved to a more 
central location and the seclusion and high observation 
area is also to be re-located.

SERVICE USER INTERVIEWS 
A number of patients were interviewed. Some 
expressed satisfaction with the quality of nursing 
care on the unit and the frequency of doctor review. 
Complaints were expressed about the lack of exercise 
and recreation facilities on the unit and one person 
expressed difficulty is accessing any money from her 
account while on the unit. There is no community 
meeting and no independent advocate visits the unit 
as yet, although discussions are taking place with the 
Irish Advocacy Service to provide a service. 

RECOMMENDATIONS

1.  Consideration should be given to the provision of 
high observation areas in some of the other units 
so that patients do not have to be transferred to St. 
Peter’s if they become disturbed for short periods of 
time.

2.  No more than 18 patients should be accommodated 
on the unit at any time. 

3.  An integrated system of multidisciplinary care and 
treatment planning should be put in place.

4.  An individual needs based therapeutic programme 
should be established.

5.  The purpose of the high observation/time out area 
needs to be clarified.

6.  The medical notes should be entered on headed 
paper and the name of the patient should be 
written at the top.

ST. JOSEPH’S SUITE
Date of inspection:  16 July 2006 
Number of beds:  32 integrated

DESCRIPTION
St. Joseph’s is described as an acute admission unit. It is 
located on the second floor of St. John of God Hospital. 
On the day of inspection there were 31 patients, 22 
female and nine male. Two patients had Temporary 
status and 29 had Voluntary status. Five consultant-led 
teams admit patients to the unit. The unit is normally 
staffed by five nurses during the day, by four in the 
evening and by two at night. It is an open unit.

MULTIDISCIPLINARY TEAM 
Five consultant-led teams admit and provide a service 
to the unit. There are NCHDs attached to each team. 
Each team has social work and clinical psychology 
input. There is a full multidisciplinary meeting on the 
unit weekly and patients are reviewed on a daily basis. 
The consultant psychiatrist makes referrals to other 
disciplines. There are two sets of files kept on each 
patient. Doctors, social workers, occupational therapists 
and clinical psychologists record their interventions 
in the same file. Nursing entries, assessments and 
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care plans are kept in a separate file. Colour-coded 
ink stamps are used in the nursing notes to indicate 
incidents, team reviews, care plan evaluations, nursing 
entries and patients’ views and this system makes it 
easier to scan the notes for particular types of entry. 
Medical notes are often written on paper that bears 
neither a heading nor the name of the patient. Patients 
are given a leaflet with information about the hospital 
services and the names of their doctors and key 
nursing staff. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no clear written system of multidisciplinary 
care planning in place. Following the assessments of 
the admitting doctor and the patient’s primary nurse, 
a nursing care plan is formulated in accordance with 
the St. John of God Nursing Treatment Plan. Goals and 
objectives are set out. Basic risk screens are sometimes 
included. If a patient has Temporary status, a separate 
sheet is included. A primary nurse has contact with the 
patient on a daily basis and care plans are reviewed 
weekly or more often if necessary. The patient is not 
asked to sign the care plan. The social workers make 
contact with the families and arrange family meetings 
when necessary. The policies on admission and 
discharge are generic to the hospital. 

Patients are interviewed by their primary nurse in the 
formulation of their care plan. Families and carers can 
meet by appointment with the treating consultant 
or the multidisciplinary team. The patients are given 
information leaflets about the hospital service and 
information boards are available displaying relevant 
information. There is no community meeting on this 
unit nor is an independent advocate available as yet, 
though discussions have taken place with the Irish 
Advocacy Service about the provision of one.

THERAPEUTIC PROGRAMMES
Patients on this unit are usually on level 3 observation 
and can leave the unit to attend the occupational 
therapy department. The majority of patients do so for 

therapeutic activities and staff reported that feedback 
is given at team meetings, or by phone if there are 
immediate concerns. Patients who do not attend the 
occupational therapy department can avail of relaxation 
tapes and there is a quiet group room available on 
the unit. Patients also have access to TV, radio and a 
selection of games. 

ECT
The ECT suite for the hospital is on St. Paul’s unit. The 
ECT suite is described in the St. Paul’s unit report.

SECLUSION
There is no seclusion room on the unit. Patients, who 
become disturbed can be transferred to St. Peter’s unit 
if they cannot be managed on this unit.

MECHANICAL RESTRAINT
No mechanical restraint is used on this unit.

PHYSICAL RESTRAINT
A training programme on control and restraint is 
provided by staff from the Central Mental Hospital. 
A policy on training is in place and a training register 
is kept on the unit. Adverse incidents are recorded 
on serious incident forms and the incidents are 
documented and highlighted in the nursing notes. 

ENVIRONMENT
St. Joseph’s is a 32-bed unit located on the second floor 
of the hospital. Maintenance was provided by a team 
from within the hospital. There was a health and safety 
policy and regular fire drills and fire checks were carried 
out. The unit was generally wheelchair accessible and 
could be accessed by a lift and spacious corridors with 
double doors. The decor of the unit was of a very high 
standard and there was good ventilation and natural 
light. The unit was very clean and well furnished. 



18BOOK 6 – INDEPENDENT HOSPITALSREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

There was no dedicated visitors’ room but most 
patients could take visitors to the café downstairs. 
Visitors could also be seen in the group room. Patients 
had access to a small kitchenette on the unit at all 
times. Access to the grounds of the hospital was via 
the lift or stairs. There were information boards that 
displayed relevant information and notices. The dining 
room was shared with an adjoining unit. It was nicely 
furnished but seemed small for upwards of 50 people. 
There was a closed TV lounge, where patients were 
allowed to smoke. This was bright and had comfortable 
chairs. Another TV and open seating area was provided 
at the centre of the unit. 

The nursing station was centrally located. It was well 
designed, with an open area in front and a private 
office behind a glass partition. The office contained 
telephone, IT facilities and adequate space for report 
writing and storage. Two rooms were also available 
for interviewing patients or for meetings. There was a 
large clinical room that contained all the appropriate 
equipment. All the bedrooms were en suite and had 
adequate room for storage of patients’ possessions. 
There were several single rooms on the unit and some 
single rooms on the adjoining unit were also part of 
the bed complement. Only one single bedroom was 
fully wheelchair accessible. There was one bathroom 
on the unit.

SERVICE USER INTERVIEWS
No patients took up the offer of meeting with the 
Inspectorate. 

RECOMMENDATIONS

1.  The medical notes should be entered on headed 
paper and the name of the patient should be 
written at the top.

2.  An integrated system of multidisciplinary care and 
treatment planning should be put in place.

ST. CAMILLUS SUITE
Date of inspection: 15 August 2006 
Number of beds: 27 integrated

DESCRIPTION
St. Camillus Suite is located over two floors. It functions 
as an admission unit for general adult psychiatry, 
(Owenvale Corridor) and for alcohol and substance 
misuse. Naomh Eoin Corridor is for the alcohol 
rehabilitation programme. On the day of the inspection 
there were 13 male and 11 female patients. There is 
a bed capacity of 27 and the suite is open. The ward is 
primarily under the clinical responsibility of one named 
consultant psychiatrist.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There are separate medical and nursing notes. Other 
members of the team write into a defined section in 
the medical notes. There is no multidisciplinary team 
care plan. The notes reviewed were of a high standard. 
The nursing care plan is reviewed weekly or when 
necessary. There is a specific insert sheet and care 
plan for those undergoing alcohol detoxification. The 
medical notes reviewed were in order and showed 
evidence of frequent reviews.

THERAPEUTIC PROGRAMMES
There are two distinct programmes. Those patients 
on the admission ward attend occupational therapy 
following a referral. The occupational therapy 
programme is described in a separate report after the 
individual ward reports. Those patients attending the 
alcohol rehabilitation programme commence on a 
28-day programme. Each patient accepted onto this 
programme is on level 4 observations. There is a 5-day 
group and individual programme in the St. Richard 
Pampuri Unit. The programme is delivered by members 
of the multidisciplinary team and includes group 
therapy, lectures and educational information, family 
interventions and occupational therapy. Engagement 
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and participation in Alcoholics Anonymous on and off 
site is an integral part of the programme. 

Once a week there is a formal family day. Family day 
is delivered by various members of the team. The 
programme is coordinated by a clinical nurse specialist 
in conjunction with the team. There is extensive 
paperwork detailing assessment, exercises and family 
involvement. Outcomes are recorded in an insert sheet 
in the individuals’ chart. Aftercare follow-up is provided 
once weekly for two years. There is currently no audit 
or research ongoing, however it is planned for the 
future. The team have access to a number of group 
rooms and offices.

ENVIRONMENT
The unit is very pleasant and located over two floors. 
All the bedrooms are single rooms with en suite 
facilities. There are viewing panels on each door but 
these are usually closed. There is a kitchenette on 
both corridors where patients have access to hot drinks 
facilities.

RECOMMENDATIONS

1.  Each patient should have an integrated 
multidisciplinary team care and treatment plan.

ST. BRIGID’S SUITE
Date of inspection:  16 August 2006 
Number of beds:  20 integrated

DESCRIPTION
St. Brigid’s is a 20-bed open unit. It has eight beds 
dedicated to the Eating Disorder Recovery Programme 
(EDRP). On the day of the inspection there were six 
male patient and 14 female patients. There were four 
patients in the EDRP. One consultant psychiatrist has 
clinical responsibility for the ward, but all consultant 
psychiatrists have access if required.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no formal multidisciplinary team care plan. 
There are separate medical and nursing notes. Other 
members of the team write into a defined section in 
the medical notes. They only insert formal reports. Day-
to-day interventions and outcomes are not recorded. 
The nursing notes and care plans reviewed were in 
order. The chart is tidy and easy to follow. There are 
specific inserts for patients attending EDRP. There is a 
weekly meeting of the EDRP team. The medical notes 
reviewed were current and up to date. The chart is 
easy to read and the stamps used aid the reader to 
identify team meetings, care plan review and patients’ 
views.

THERAPEUTIC PROGRAMME
There are two programmes: patients attending the 
EDRP have a specific team programme, other patients 
attend occupational therapy programme. The EDRP is 
a 12-week course of intensive group and individual 
sessions. The team consists of a clinical nurse 
specialist, consultant psychiatrist, registrars, senior 
social worker, senior occupational therapist, principal 
clinical psychologist, art therapist and nursing staff. All 
patients admitted to the programme must sign the 
therapy contract. The group programmes are based 
on a cognitive behavioural model. It is delivered in 
specific rooms in the occupational therapy department 
and in a specific EDRP group room. Each of the groups 
has specific aims and these are documented in an 
information pack on the programme. The programme 
is delivered over five days and includes a community 
meeting. The team reviews the programme every three 
months. There is currently ongoing research within 
the psychology department into the effectiveness of 
cognitive behavioural therapy groups run as part of the 
programme. Also, pre-programme, post-programme 
and three-month follow-up questionnaires are given 
to patients on the overall effectiveness of the EDRP. 
A group therapy record sheet for each patient is 
completed by team members and filed in the medical 
chart under programme section. An aftercare group is 
offered to people who have completed the in-patient 
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programme. It consists of one group a week for the first 
eight weeks and then every second week for a further 
16 weeks. The team also facilitates student education.

ENVIRONMENT
This ward is located on the top floor of the hospital. 
It is an open unit with 20 beds, configured as eight 
single rooms all en suite and six double rooms also 
en suite. Patients in single rooms have an individual 
bedroom door key. Patients in double rooms have an 
individual key to a wardrobe. The dining area is shared 
with St. Joseph’s. It is a self-service area. There is also 
a kitchenette for patients to make hot drinks. The unit 
bathrooms are not wheelchair accessible. Patients can 
access facilities in St. Joseph’s Ward. There is a nurses’ 
station, office, clinical nurse manager office, interview 
room, lounge and smoking room. CCTV signage is in 
place.

RECOMMENDATIONS

1.  Each patient should have an multidisciplinary team 
care and treatment plan.

2.  Consideration should be given to the appointment of 
a dietician to the EDRP.

ST. RAPHAEL’S SUITE 
(CARRAIG DUBH)

Date of inspection:  15 July 2006 
Number of beds:  16 integrated

DESCRIPTION
Carraig Dubh is a 16-bed locked unit for people 
aged over 65 years of age on the ground floor of 
the hospital. On the day of inspection there were 15 
patients, eight female and seven male. 14 patients had 
Temporary status and one had Voluntary status. Carraig 
Dubh is described as a high dependency unit with 

many of the patients having a diagnosis of dementia. 
Ten consultant-led teams admit patients to the unit. 
The unit is normally staffed by five nurses during 
the day, by four in the evening and by two at night. 
Carraig Dubh is one of two units in St. Raphael’s Suite. 
The other unit, Carrickfergus, was closed since the last 
inspection. It is due to open again during the coming 
months. 

MULTIDISCIPLINARY TEAM 
Ten consultant-led teams provide a service to the 
unit. There are NCHDs attached to each team. Each 
team has social worker and clinical psychology input. 
There is input from the psychiatry of later life service 
in St. Vincent’s Hospital. Other therapists who provide 
a service to the unit include a speech and language 
therapist, a physiotherapist, a chiropodist, a wound 
specialist and an infection control nurse. 

Each team holds a weekly meeting on the unit and 
patients are reviewed on a daily basis. The consultant 
psychiatrist makes referrals to other disciplines. 
Two sets of files are kept on each patient. Doctors, 
social workers, occupational therapists and clinical 
psychologists record their interventions in the same 
file. Nursing entries are made in a separate file and 
colour-coded ink stamps are used to indicate incidents, 
team reviews, care plan evaluations, nursing entries 
and patients’ views.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
There is no clear system of multidisciplinary care 
planning in place. Assessments are made by the 
admitting doctor and a nurse on the unit and a nursing 
care plan is formulated in accordance with the St. John 
of God Nursing Treatment Plan. Goals and objectives 
are set for the patient. A primary nurse has contact 
with the patient on a daily basis and care plans are 
reviewed weekly, or more often if necessary. Family 
meetings are held in relation to patient care and 
placement. The policies on admission and discharge 
are generic to the hospital. Patients are placed on 



21BOOK 6 – INDEPENDENT HOSPITALSREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

observation levels one and two, which necessitate 15-
minute and 30-minute checks respectively. A number 
of risk assessment tools are used in relation to the 
physical needs of the patients.

THERAPEUTIC PROGRAMMES
The patients on Carraig Dubh unit cannot access the 
occupational department; individual work is done 
with some of the patients instead. It is hoped that an 
occupational therapist will begin a specific programme 
on this unit in the near future. Nursing staff engage the 
patients in relaxation, walks, music therapy and reality 
orientation. TV, music, newspapers and games are also 
available.

ECT
The ECT suite for the hospital is on St. Paul’s unit. It is 
described in that unit’s report.

SECLUSION
There is no seclusion room on the unit and no one is 
secluded. 

PHYSICAL RESTRAINT
A training programme on control and restraint is 
provided in the hospital by staff from the Central 
Mental Hospital. Adverse incidents are recorded 
on serious incident forms and the incidents are 
documented and highlighted in the nursing notes. 

ENVIRONMENT
Carraig Dubh unit is located on the ground floor of 
the hospital. It was one of two units in St. Raphael’s 
Suite. The other unit (Carrickfergus) was closed on a 
temporary basis at the time of inspection. It was a 
locked unit with a capacity of 16 beds. Maintenance 
was provided by a team from within the hospital and 
the service was reported to be of a good standard. 
There was a health and safety officer in the hospital 
and fire drills were conducted regularly. The unit was 

wheelchair accessible. The decor of the unit was very 
pleasant. Ventilation of the unit was good and there 
was plenty of natural light. The unit was cleaned by 
household staff on a regular basis. 

There was an admission area for the unit but no 
designated visitors’ area. Bedroom accommodation was 
provided in single rooms and a number of dormitories. 
There were sufficient toilets and bathrooms. There was 
individual wardrobe space for all patients. The unit had 
a dining area of its own. The nursing office was located 
in a central area of the unit and had telephone, IT and 
space for report writing. The clinical room contained 
all necessary equipment. Staff had access to a toilet 
and changing rooms off the unit. There was sufficient 
storage room on the unit. There was a large lounge 
and, at the time of inspection, patients in this unit 
had access to the lounge in Carrickfergus unit, which 
was used as a quiet room and as a place to have 
visits. There was an information board and relevant 
information was posted. 

RECOMMENDATIONS

1.  The medical notes should be entered on headed 
paper and the name of the patient should be 
written at the top.

2.  An integrated system of multidisciplinary care and 
treatment planning should be put in place.

GINESA SUITE
Date of inspection:  16 August 2006 
Number of beds:  12 integrated

DESCRIPTION
Ginesa Suite is a 12-bed integrated unit that provides 
a service for young people aged between 14 and 18 
years old. On the day of the inspection there were 
seven young people in the suite. The suite opened in 
August 2005 under the care and clinical direction of a 
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child and adolescent multidisciplinary team. On the day 
of the inspection there were five male young people 
and two female young people. The nursing staff are 
consistent to the suite. There is a senior clinical nurse 
manager and five staff nurses rostered on duty during 
the day. There are two staff nurses rostered on duty at 
night.

MULTIDISCIPLINARY TEAM
A consultant psychiatrist leads this multidisciplinary 
team. There is one senior nurse manager and two 
nurse managers. There is a full-time senior social 
worker and a part-time senior occupational therapist 
and senior clinical psychologist. There is also an 
administrator for the team. In addition, the team 
has sessional input from art therapist, dietician, 
drama therapist, well-being therapist and speech 
and language therapist. A liaison teacher is due to 
commence in September.

The team meet daily to review process. All team 
members attend. Outcomes and actions are recorded 
in a diary. Each young person has an individual case 
conference at set intervals. There is a fortnightly 
business meeting to review the programme.

All people admitted to the unit are referred to as 
“young person”. Each young person is assessed on 
admission and a full review meeting is set for four 
weeks after admission. The young person can attend 
this meeting and complete a review sheet. Each young 
person is allocated two nurses on admission and can 
be referred or request a referral to any member of the 
multidisciplinary team. In addition there is a weekly 
community meeting as part of the overall programme.

MULTIDISCIPLINARY TEAM CARE 
PLANNING
There is no formal multidisciplinary team care 
plan established yet. Each discipline completes an 
assessment process. Results are recorded and reports 
filed in a single chart. Progress notes are team based; 
a discipline stamp with each entry makes the entry 

readily accessible to the reader. Each young person 
is assigned a key worker who coordinates the overall 
care and treatment. The medical notes were detailed, 
though written on blank pages with no patient 
identifier and no organisation identifier. Each file has a 
detailed consent form signed by the parent or guardian 
of the young person.

THERAPEUTIC PROGRAMME
The multidisciplinary team members deliver the 
programme. There is a group room space located in a 
building away from the sleeping and living areas. It is 
accessed through the garden. The group programme 
is very structured and is reviewed monthly by the 
team. The programme is needs based and includes 
group therapy work, leisure activities and educational 
programmes. In the evenings the young people have 
access to music, TV, games, sports and individual time 
with nurses. Visitors are welcome after the main group 
programme finishes. The suite also has a “chill out” 
room, which can provide quiet space. The programme 
is varied to meet the various age ranges and 
developmental needs of the young people. Outcomes 
and progress are documented in the progress sheets.

SECLUSION
It was reported that any young person who requires 
seclusion would be transferred to the adult ward St. 
Peter’s. Policies regarding this are in draft form. No 
young person to date has been transferred to St. Peter’s 
Ward.

ENVIRONMENT
Ginesa Suite is located on the ground floor. Access to 
the unit is by means of an intercom. This is to meet 
the child protection guidelines. Each young person can 
leave the suite from the inside. The suite has 12 beds, 
two single rooms and five double rooms. The space 
is brightly painted appropriate to the age group. In 
addition to the lounge area there is a “chill out” room. 
The team have access to an office and nursing station. 
The latter is very small. There is an enclosed garden 
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space with an external smoking veranda. Other wards 
over look the garden. The group room is accessible 
through the garden. The dining room is located 
downstairs. Although not ideal in its location the space 
is bright and has very modern decor. The young people 
and staff also use the pitch and putt facilities available 
on the hospital grounds. There are plans to introduce 
gym equipment. CCTV is in the public areas and signs 
are in place.

SERVICE USER INTERVIEWS
A number of young people asked to speak to the 
Inspectorate during the visit. They all expressed 
satisfaction with the service and they felt they were 
getting help. They also reported that the staff were 
very helpful.

RECOMMENDATIONS

1.  Each young person should have a multidisciplinary 
team care plan.

2.  Policies on admission and transfer to St. Peter’s 
should be finalised.

3.  The medical assessment should be recorded on 
headed paper, dated and signed in accordance with 
best practice in documentation.

4.  Plans to install gym equipment should proceed.

ST. PAUL’S SUITE
Date of inspection:  15 August 2006 
Number of beds:  34 integrated

DESCRIPTION
St. Paul’s is a 34-bed integrated acute admissions 
ward located on the second floor. On the day of 
the inspection there were 19 male and 14 female 
patients. Nine patients were detained under the Mental 

Treatment Act 1945. The unit is open. All teams have 
admitting rights to the ward.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
The nursing and medical notes are separate. Other 
members of the multidisciplinary team write into 
a defined section in the medical notes. There is no 
formal multidisciplinary team care plan. However the 
notes are very comprehensive and easy to access. 
Each patient on admission has a nursing assessment 
and an initial 72-hour care plan is drawn up. The care 
plans are reviewed weekly or as required. There are 
colour-coded inserts for the chart for various treatments 
and interventions, as well as an insert detailing that an 
individual patient has received information on his or 
her rights. The medical notes reviewed were current 
and contained a treatment plan and evidence of regular 
multidisciplinary team meetings. Each profession 
also writes into a sectioned area in the notes. Patient 
views are recorded in both the medical and nursing 
notes. The ward has admission, transfer and discharge 
policies. These are common to the hospital and are 
due to be reviewed in August 2007. The hospital is in 
discussion with the Irish Advocacy Network and it is 
planned to commence an advocacy service in the near 
future.

THERAPEUTIC PROGRAMMES
The generic therapeutic programmes available to 
patients are described in a separate section at the end 
of the individual unit reports.

ECT
The ECT suite for the hospital is located in St. Paul’s 
Ward. It comprises a treatment and recovery room. 
The ward is about to undergo reconstruction, which 
will include the creation of a waiting room. Work is 
due to commence in September 2006. ECT is provided 
three times weekly. A chart of a patient receiving ECT 
was reviewed. It contained clear paperwork detailing 
consent, treatment and information on the procedure. 
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A diary is kept, logging all the ECT procedures. There 
is a named consultant psychiatrist with responsibility 
for ECT. The nursing staff on the ward are trained in 
ECT procedure and facilitate the treatment. A nurse 
accompanies patients attending from other wards.

SECLUSION
Seclusion is not provided on this ward. If necessary, the 
patient is transferred to St. Peter’s Ward.

MECHANICAL RESTRAINT
No form of mechanical restraint is in use on the ward.

PHYSICAL RESTRAINT
All nursing staff are trained in control and restraint 
techniques. It is used on the ward. Where appropriate, 
patients are transferred to St. Peter’s Ward. A register 
of attendance at training is maintained by nursing 
administration.

ENVIRONMENT
St. Paul’s Ward is located on the second floor and 
overlooks an internal Japanese-style garden space. 
The ward is about to undergo complete reconstruction 
to allow for a waiting room in the ECT suite, tribunal 
rooms and external smoking areas. It was reported that 
this work would commence in September 2006. The 
bedrooms are configured as four single rooms, eleven 
double rooms and two 4-bed rooms. The dining room 
is shared with St. Peter’s Ward.

SERVICE USER INTERVIEWS 
A number of patients asked to speak to the 
Inspectorate during the inspection and expressed 
satisfaction with the service.

RECOMMENDATIONS

1.  Reconstruction work on the layout and design of the 
ward should commence.

2.  Each patient should have an integrated 
multidisciplinary team care and treatment plan.

3.  An advocacy service for patients should be 
introduced to the hospital.

THERAPEUTIC PROGRAMMES
Date of inspection:  15 August 2006

The majority of therapeutic programmes in the hospital 
are provided in the Occupational Therapy Department 
on the lower ground floor, which operates Monday to 
Friday from 0930h to 1615h. It was reported that about 
70 per cent of all patients attend this centre, which is 
staffed by four occupational therapists and a woodwork 
instructor. An art therapist provides three sessions and 
engages in individual and group work. Other members 
of the hospital staff are also involved in the Education 
programme. 

In-patients must be at level three or level four of 
observation in order to access and be referred to this 
department. Outpatients can also attend on a private 
basis. There is an initial interview and each new 
person referred is asked to carry out a self-assessment, 
which includes a leisure interest checklist and a self-
evaluation that focuses on identifying strengths and 
difficulties in the various areas of their lives. Goals are 
then set for the duration of the person’s attendance. 
The therapeutic activity programme is one of structured 
group activities in the areas of physical, psychological, 
cognitive and social functioning and well-being. 

A weekly programme of activities is posted in the 
centre and around the hospital. The programme 
consists of the following range of groups: Educational; 
Task Activity; Social; Cognitive; and Self-Expression. 
Records are kept of a person’s attendance and 
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performance and a report is placed in the person’s 
file. There is no on-going written feedback but 
occupational therapists attend the meetings regarding 
private patients and give immediate feedback to 
ward staff if they have concerns regarding any 
patient. Patients are routinely asked to fill in a client 
satisfaction questionnaire when they have concluded 
their participation in the programme. Detailed records 
are kept of the group programmes, attendance and 
feedback and the programme is reviewed on a weekly 
basis by the occupational therapy team. The centre is 
spacious and well resourced in terms of personnel and 
equipment. 

The clinical psychology department comprised two 
principals, a part-time senior and an assistant. Services 
were provided to both outpatients and in-patients. A 
group programme of six months duration is run twice 
yearly for outpatients on Self-Esteem. A closed group 
on understanding illness is run for in-patients using a 
cognitive behavioural therapy (CBT) approach. A group 
on managing anxiety is also run on a regular basis. 
A CBT group also forms part of the Eating Disorder 
Recovery Programme (EDRP). 

The clinical psychologists are also involved in providing 
individual assessments and therapy. They attend the 
multidisciplinary team meetings and include individual 
reports and progress notes in the patient files. A 
research programme was carried out on work with the 
elderly in the hospital and all group work is audited on 
an ongoing basis.

RECOMMENDATIONS

1.  There should be ongoing written input in the clinical 
file for each patient.

ST. PATRICK’S HOSPITAL

DEAN SWIFT UNIT
Date of inspection:  21 August 2006 
Number of beds:  31 integrated

DESCRIPTION
This is a 31-bed locked admission unit for patients 
who are acutely ill and require intensive care. Patients 
remain on the unit until they are well enough to move 
to a general admission ward from where they can 
attend treatment programmes. All teams admit to this 
unit.

MULTIDISCIPLINARY TEAM 
Each team has a consultant psychiatrist, registrar 
and nursing staff. The nursing staff are based on the 
ward and allocated to a team. Teams share access 
to psychology, social work and occupational therapy 
via a referral system. There is access to a cognitive 
behavioural therapist and the various programmes 
facilitated within the hospital. There is also access to 
the addiction counsellors who are part of the dual 
diagnosis and alcohol programme.

The consultant psychiatrist, registrar and nursing staff 
meet at least twice a week and in some cases the full 
multidisciplinary team meets. This does not appear 
to be on a consistent basis with all teams. The time 
of the review meetings can be problematic for ward 
staff in that there can be an overlap and sometimes 
there are more than two consultant psychiatrists 
requiring nursing input and this is not always possible. 
The meetings occur on the unit. The service has 
recently introduced a “treatment plan interdisciplinary 
team meeting” report form which is supposed to be 
completed at the multidisciplinary team meeting, 
signed by the consultant psychiatrist and inserted into 
the case file. This is a welcome initiative.
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The service users attend all but one of the clinical 
reviews. One team’s consultant psychiatrist sees the 
service users first and then has the ward round. There 
is regular contact with the consultant psychiatrist, 
registrar and nursing staff. However there is a referral 
process to see a psychologist, social worker and 
occupational therapy. There is an activity department 
linked with occupational therapy and there is access to 
the activities on offer. It was reported that the service 
users have knowledge of their treating team and their 
key worker.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
All admissions are initially assessed in the admissions 
area, which is adjacent to the Dean Swift unit. 
A decision is then made on which ward is most 
appropriate. Once a decision has been made to admit 
to the ward a detailed nursing and medical assessment 
is undertaken. These assessments and the initial team 
meeting identity impairments which are used to 
formulate a care plan. Nursing staff are allocated to 
each consultant psychiatrist team and are responsible 
for the service users in that team. It was reported that 
if a psychologist, occupational therapist or social worker 
is involved in the person’s care they also contribute to 
the care plan. 

Within the care plan there are clear roles and 
responsibilities highlighted for each discipline. If 
a service user has been referred to one of the 
programmes a detailed assessment is carried out by 
one of the staff within this programme and action to 
be taken is identified. Appropriate goals are identified, 
within realistic timescales. All service users have 
an initial risk assessment undertaken on admission. 
This is completed by the registrar and reviewed on a 
regular basis. The care plan is filed in a single chart 
and includes discharge planning. All disciplines write 
in this chart in chronological order. Regular programme 
progress updates are documented in the case file. The 
care plan is reviewed on a regular basis. 

THERAPEUTIC PROGRAMMES
A pre-discharge group is facilitated on the unit. The 
additional generic and specific therapeutic programmes 
available to patients off the ward are described in 
a separate section at the end of the individual unit 
reports.

ECT
There is a fully accredited ECT facility in the hospital. 

SECLUSION
Seclusion is not used in St. Patrick’s Hospital. 

MECHANICAL RESTRAINT
There are no forms of mechanical restraint in use on 
this unit. There is a comprehensive restraint policy in 
place within the hospital.

PHYSICAL RESTRAINT
The nursing staff are trained in crisis prevention 
intervention techniques and have an annual refresher 
course. There is a training register, held centrally within 
the hospital. Any adverse incident requiring restraint is 
recorded on appropriate forms.

ENVIRONMENT
This is a 31-bed locked admission unit for men and 
women who are acutely ill and require intensive care. 
Within it there is a 12-bed Special Care Unit. Both 
Dean Swift and the Special Care Unit have individual 
gardens where patients can relax in a secure setting. 
It is situated on the ground floor of the main building 
adjacent to the admissions office for the hospital. It is 
bright and pleasantly decorated with artwork on the 
walls. For staff, the design offers efficient use of space 
and maximum safety.

There is a clinical nurse manager office, a TV area 
outside the nurse’s station and interview rooms. There 
were a number of interconnecting doors between the 
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two areas and a interconnecting clinical room, office 
and interview area.

There were two 3-bed bay areas in the main area 
which afforded direct observation from the nurses 
station. The remaining beds in the unit were all in 
single rooms which had a shower and toilet en suite. 
There were adequate toilet and bathing facilities with 
one assisted bath. The bedrooms in the Special Care 
Unit were all observable from the nurses station. Each 
area had a dining room, TV room and internal smoking 
area.

Maintenance is reported as being good. There were 
appropriate fire certificate and health and safety 
policies.

RECOMMENDATIONS

1.  Each unit should have access to a core 
multidisciplinary team who facilitate regular 
multidisciplinary team reviews.

2.  The mandatory policy of nursing new admissions in 
their night clothes should be reviewed and a more 
individualised policy should be introduced based on 
individual risk assessments.

DELANEY UNIT
Date of inspection:  21 August 2006 
Number of beds:  32

DESCRIPTION
This is a 32-bed admission unit for men and women. 
There are dormitory facilities for nine men and for five 
women and there are 18 single rooms. On the day of 
inspection there were no Temporary patients. There are 
four nursing staff on duty during the day and two at 
night. Up to nine teams can admit patients to the unit.

MULTIDISCIPLINARY TEAM 
Each of the nine consultant psychiatrists has a registrar 
and there are dedicated ward-based nursing staff. 
There is a system of referral to occupational therapy, 
psychology, social work, cognitive behavioural therapy 
and any other programmes that are facilitated within 
the hospital.

The consultant psychiatrists review their patients at 
least twice a week. The review meeting is usually 
with the consultant psychiatrist, registrar and nursing 
staff. Some consultant psychiatrists meet with the 
full multidisciplinary team. Any changes to the 
service user’s care are documented in the file and 
the care plans are updated accordingly. There are 
comprehensive notes kept on this ward with evidence 
of regularly updated care plans. The service user 
attends the team meetings and has frequent access to 
the consultant psychiatrist, registrar and nursing staff. 
However they have to be referred to a psychologist, 
occupational therapist and social worker. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
As with all admission wards, a new referral is initially 
assessed in the admissions area. When a decision 
to admit is made, the staff on the unit undertake a 
nursing and medical assessment. It was reported that 
there is a mandatory policy that new patients are 
nursed initially in their night clothes. Once a service 
user has been assessed, “impairments” are identified 
and this leads to a care plan. There is a single sheet 
within the file for the service user to fill in, expressing 
their expectations for their stay in hospital. The notes 
reviewed showed evidence of nursing and medical 
input and also where people had been referred to 
programmes. Care plans specified individual roles and 
responsibilities for staff and incorporated a rating scale 
outlining need. Goals are identified within appropriate 
timescales. A risk assessment is undertaken on all new 
admissions and this is reviewed subsequently. There is 
an ongoing discharge plan.
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THERAPEUTIC PROGRAMMES
A pre-discharge group is facilitated on the unit. The 
additional generic and specific therapeutic programmes 
available to patients off the ward are described in 
a separate section at the end of the individual unit 
reports.

ECT
There is an ECT facility on site and this has an 
appropriate ECT register and policy. There is a 
dedicated ECT consultant psychiatrist and nurse. 
Consent is obtained from the consultant psychiatrist 
and the anaesthetist and there is written information 
available for the service user. There is appropriate 
accommodation for ECT. There is a waiting room, 
treatment room and recovery room. Each service user 
has a pre-ECT assessment. There is a record of ECT 
kept and each service user is assessed following each 
treatment. 

SECLUSION
There are no seclusion facilities on Delaney Unit. It was 
reported that if a service user’s condition deteriorated 
to a point where they were unable to be managed on 
Delaney they are transferred to the Dean Swift Unit as 
early as possible. This can at times be problematic due 
to pressure on beds and there are no seclusion facilities 
on the Dean Swift Unit.

MECHANICAL RESTRAINT
There are no forms of mechanical restraint in use on 
this unit. There is a comprehensive restraint policy in 
place within the hospital.

PHYSICAL RESTRAINT
As with other units within the hospital, nursing staff 
are trained in crisis prevention intervention techniques 
and have an annual refresher course. This technique  
was reported to be satisfactory for use on this ward, 
however staff questioned whether it would be 
appropriate for somebody who is severely agitated or 

aggressive. It was reported that there is a good training 
support within the hospital for mandatory and for 
degree and masters courses in nursing.

ENVIRONMENT
This is a 32-bed unit on the third floor of the main 
building. Maintenance is reported to be satisfactory 
and there is an appropriate fire certificate and health 
and safety policy. There was good disabled access 
and the unit had been recently redecorated. It was a 
bright clean unit and ventilation was good. There were 
information boards with up to date and appropriate 
information. There was no dedicated visitors’ area. The 
unit has an open door policy so people have access 
to the grounds of the hospital. The bedroom areas 
contained three dormitories areas and a number of 
single rooms. The single rooms had en suite facilities. 
It was noted that that the single rooms cannot be 
locked from the inside. There were sufficient toilet and 
bathroom facilities. There was one dining area which 
is sufficient to meet the needs of the unit. There is 
no activity or recreation area. There are two lounge 
areas, one for smoking and one non-smoking. There 
is one interview room which is not sufficient. There 
was a nursing office and clinical room with appropriate 
storage and emergency equipment. There was a 
dedicated staff area and room for storage.

SERVICE USER INTERVIEWS 
Two service users asked to be interviewed on the 
unit. A service user reported that there was very good 
care on the unit and she was happy with the care she 
was receiving. However she was not sure who her 
key worker was. The second person also was positive 
around general care on the unit but was dissatisfied 
with not having access to a counsellor for her specific 
needs, and to a social worker. These concerns were fed 
back to the nurse in charge.
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RECOMMENDATIONS

1.  The mandatory policy of nursing new admissions in 
their night clothes should be reviewed and a more 
individualised policy should be introduced based on 
individual risk assessments.

2.  The unit should have access to a core 
multidisciplinary team who facilitate regular 
multidisciplinary team reviews.

GRATTAN UNIT
Date of inspection:  21 August 2006 
Number of beds:  42 integrated    
 (35 pre-discharge unit,  
 7 eating disorder unit)

DESCRIPTION
This is an integrated pre-discharge unit. It also takes 
admissions of patients well known to service and for 
respite. It was undergoing major renovation at the time 
of inspection. There are plans to increase the level 
of observation available on this unit by developing 
six admission and observation beds beside a nursing 
station so that it will function as an admission unit. 
Consideration is being given within the hospital so that 
each of the admission units is managed by a specific 
team or teams.

Since the last inspection a seven bed Eating Disorder 
Programme (EDP) unit has been located at one end 
of this unit with its own therapy areas, group rooms, 
dining facilities upstairs. Specialised staff have been 
appointed and the programme developed. The CNM2 
for Grattan oversees both areas but both areas are 
managed separately. This programme is described after 
the pre-discharge section.

A. PRE-DISCHARGE UNIT

MULTIDISCIPLINARY TEAM 
Each team has a consultant psychiatrist, registrar and 
nursing staff. The nursing staff are based on the ward 
and allocated to a team. There is shared access to 
psychology, social work and occupational therapy via 
a referral system. There is also access to a cognitive 
behavioural therapist and to the various programmes 
facilitated within the hospital. There is access to the 
addiction counsellors who are part of the dual diagnosis 
and alcohol programme.

There is a weekly team meeting for new patients 
attended by the consultant psychiatrist, registrar 
and nursing staff and in some cases the full 
multidisciplinary team meets. This does not appear to 
be on a consistent basis with all teams. The meetings 
occur on the unit in the interview rooms. Some families 
are seen during the ward rounds. The service has 
recently introduced a “treatment plan interdisciplinary 
team meeting” report form and this is supposed to 
be completed at the multidisciplinary team meeting, 
signed by the consultant psychiatrist and inserted into 
the case file. There was variable compliance with this 
procedure but it is a welcome initiative.

The service users attend all but one of the clinical 
reviews. One team’s consultant psychiatrist will see the 
service users first and then conduct the ward round. 
There is regular contact with the consultant psychiatrist, 
registrar and nursing staff. However there is a referral 
process to see a psychologist, social worker and 
occupational therapy. There is an activity department 
linked with occupational therapy and there is free 
access to the activities on offer. It was reported that the 
service users have knowledge of their treating team 
and their key worker.
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MULTIDISCIPLINARY TEAM CARE 
PLANNING 
Patients here have generally been transferred from 
another admission unit. The service is currently in 
transition. All admissions are initially assessed in the 
admissions area. A decision is then made on which 
ward is most appropriate. Once a decision has been 
made to admit to the ward a detailed nursing and 
medical assessment is undertaken. These assessments 
and the initial team identify impairments which 
are used to formulate a care plan. Nursing staff are 
allocated to each consultant psychiatrist team and are 
responsible for the service users in that team. It was 
reported that if a psychologist, occupational therapist or 
social worker is involved in the person’s care they also 
contribute to the care plan. 

Within the care plan there are clear roles and 
responsibilities highlighted for each discipline. If 
a service user has been referred to one of the 
programmes, a detailed assessment is carried out by 
one of the staff within this programme and action to 
be taken is identified. Appropriate goals are identified, 
within realistic timescales. All service users have an 
initial risk assessment undertaken on admission. This is 
completed by the registrar and reviewed on a regular 
basis. The care plan includes discharge planning, and 
the care plans are filed in a single chart. All disciplines 
write in this chart in chronological order. There are 
regular programme progress updates documented in 
the case file. The care plan is reviewed on a regular 
basis. 

THERAPEUTIC PROGRAMMES
A pre-discharge group is facilitated on the unit. The 
additional generic and specific therapeutic programmes 
available to patients off the ward are described in 
a separate section at the end of the individual unit 
reports.

ECT
There is a fully accredited ECT facility in the hospital. 

SECLUSION
Seclusion is not used in St. Patrick’s Hospital. 

MECHANICAL RESTRAINT
There are no forms of mechanical restraint in use on 
this unit. 

PHYSICAL RESTRAINT
The nursing staff are trained in crisis prevention 
intervention techniques and have an annual refresher 
course. There is a training register, held centrally within 
the hospital. Any adverse incident requiring restraint is 
recorded on appropriate forms.

ENVIRONMENT 
The ward was arranged around long wide corridors that 
were nicely decorated. There were numerous seating 
areas along the corridors, some with TV and there was 
a separate smoking room. There were 42 single rooms, 
seven of which were designated for the Eating Disorder 
Programme and located together at one end of the unit 
beneath the therapy area for that programme.

The ward was being renovated with plans to close 
seven of the single rooms and to develop a six bed 
observation area. There were adequate toilet and 
bathroom facilities, all in good condition. There was 
a temporary clinical room and a satisfactory nurses 
station.

B. EATING DISORDER UNIT
The Eating Disorder Programme (EDP) used to be part 
of Vanessa and has now been relocated to Grattan 
because of expansion of service and provision of day 
care. There is a programme coordinator the clinical 
nurse specialist in Eating Disorders. The team in 
addition consists of a consultant psychiatrist, who 
has other clinical responsibilities in the service, an 
NCHD and a family therapist. There is access to a 
psychologist. An occupational therapist provides 1.5 
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hours per week for self-development and 2.5 hours 
per week for cookery. The EDP has its own dedicated 
staffing with two staff nurses and one CNS, one staff 
nurse and one catering officer and one cleaner. A 
dietician provides input for two hours per week. It is a 
Monday to Friday service. One consultant psychiatrist 
oversees the programme and there is a family therapist 
on the team.

The unit consists of seven bedrooms downstairs and is 
supervised by a separate night nurse. Patients spend 
most of the day upstairs, only going downstairs to 
sleep. There was a pleasant entrance to the unit and 
artwork on display. The lounge room was a bright, 
nicely decorated and cheerful room which on the day 
of inspection was being enjoyed by the residents. 
There were a number of therapy rooms for group work, 
body image work, cooking and family therapy. There 
was a separate dining room and interview rooms. 
Outpatient clinics are conducted in this area.

There was a detailed description of the clinical 
programme design/service available dated July 2003. 
This also included details of the relevant policies.

RECOMMENDATIONS

1.  Each unit should have access to a core 
multidisciplinary team who facilitate regular 
multidisciplinary team reviews.

KILROOT UNIT
Date of inspection:  21 August 2006 
Number of beds:  31 male

DESCRIPTION
This is a male admission ward with an open door 
policy. On the day of inspection there were four 
vacancies. It was reported that there are five teams 
who admit to the unit on a regular basis but that if 
there is a vacant bed other consultant psychiatrists 
from the hospital admit to these beds.

MULTIDISCIPLINARY TEAM 
Each team has a consultant psychiatrist, registrar and 
nursing staff. The nursing staff are based on the ward 
and allocated to a team. There is shared access to 
psychology, social work and occupational therapy via 
a referral system. There is also access to a cognitive 
behavioural therapist and to the various programmes 
facilitated within the hospital. There is access to the 
addiction counsellors who are part of the dual diagnosis 
and alcohol programme.

The consultant psychiatrist, registrar and nursing staff 
meet at least twice a week and in some cases the full 
multidisciplinary team meets. This does not appear to 
be on a consistent basis with all teams. The time of 
the review meetings can be problematic for ward staff 
in that there can be an overlap and sometimes there 
are more than two consultant psychiatrists requiring 
nursing input and this is not always possible. The 
meetings occur on the unit. 

The service users attend all but one of the clinical 
reviews. One team’s consultant psychiatrist will see 
the service users first and then have the ward round. 
There is regular contact with the consultant psychiatrist, 
registrar and nursing staff. However there is a referral 
process to see a psychologist, social worker and 
occupational therapy. There is an activity department 
linked with occupational therapy and there is access to 
the activities on offer. It was reported that the service 
users have knowledge of their treating team and their 
key worker.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
All admissions are initially assessed in the admissions 
area. A decision is then made on which ward is 
most appropriate. Once a decision has been made 
to admit to the ward, a detailed nursing and medical 
assessment is undertaken. These assessments lead 
to the identification of what are called “impairments” 
and which form the basis of a care plan. Nursing staff 
are allocated to each consultant psychiatrist team and 
are responsible for the service users in that team. The 
initial care plan is decided by the nursing and medical 
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staff. It was reported that if a psychologist, occupational 
therapist or social worker is involved in the person’s 
care they also contribute to the care plan. Within the 
care plan there are clear roles and responsibilities 
highlighted for each discipline. If a service user has 
been referred to one of the programmes there is a 
detailed assessment carried out by one of the staff 
within this programme and action to be taken is 
identified. Appropriate goals are identified, within 
realistic timescales. All service users have an initial 
risk assessment undertaken on admission. This is 
completed by the registrar and reviewed on a regular 
basis. The care plan includes discharge planning, 
and the care plans are filed in a single chart and all 
disciplines write in this chart in chronological order. The 
care plan is reviewed on a regular basis as needed.

THERAPEUTIC PROGRAMMES
A pre-discharge group is facilitated on the unit. The 
additional generic and specific therapeutic programmes 
available to patients off the ward are described in 
a separate section at the end of the individual unit 
reports.

ECT
There is an ECT facility on site, with an appropriate ECT 
register and policy. There is a dedicated ECT consultant 
psychiatrist and nurse. Consent is obtained from the 
consultant psychiatrist and the anaesthetist and there 
is written information available for the service user. 
There is appropriate accommodation for ECT. There is 
a waiting room, treatment room and recovery room. 
Each service user has a pre-ECT assessment. There is 
a record of ECT kept and each service user is assessed 
following each treatment. 

SECLUSION
There are no seclusion facilities on Kilroot Unit. It was 
reported that if a service user’s condition deteriorated 
to a point where they were unable to be managed on 
Kilroot they are transferred to the Dean Swift Unit as 
early as possible. This can at times be problematic due 

to pressure on beds and there are no seclusion facilities 
on the Dean Swift Unit.

MECHANICAL RESTRAINT
There are no forms of mechanical restraint in use on 
this unit. There is a comprehensive restraint policy in 
place within the hospital.

PHYSICAL RESTRAINT
The nursing staff are trained in crisis prevention 
intervention techniques and have an annual refresher 
course. There is a training register, held centrally within 
the hospital. Any adverse incidents requiring restraint 
are recorded on appropriate forms.

ENVIRONMENT
This is a 31-bed acute admission ward for men situated 
on the second floor of the main building. Maintenance 
is reported to be good and the ward was currently 
being repainted. There were appropriate fire certificate 
and health and safety policies. There was limited 
disabled access within the unit. There was a lift serving 
the unit but the shower areas are difficult to access 
for people in wheelchairs. The toilets are disability 
accessible. The ventilation is generally good although it 
can get hot and the unit has been provided with extra 
fans. It was a bright, clean unit. There was relevant 
up-to-date information on the information boards. 
There was no dedicated visitors’ area. The bedroom 
areas were contained in three dormitory areas and 17 
single rooms. Each single room has en suite facilities. 
There is a sufficient number of toilets, bathrooms and 
showers. The dining area was small but sufficient to 
meet the needs of the unit. There was no activity or 
recreation area. There were two lounges in the unit, 
one for smoking and one for non-smokers. There was 
one interview room, which is not sufficient to meet the 
needs of the unit. The nursing station was a counter 
in the main corridor with an office behind it. There 
was a dedicated staff area and an appropriate area for 
storage.
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SERVICE USER INTERVIEWS 
No service users requested to see the Inspectorate on 
this visit.

RECOMMENDATIONS

1.  The environment should be fully accessible for 
people with a disability.

2.  Each unit should have access to a core 
multidisciplinary team who facilitate regular 
multidisciplinary team reviews.

3.  The mandatory policy of nursing new admissions in 
their night clothes should be reviewed and a more 
individualised policy should be introduced based on 
individual risk assessments.

LARACOR UNIT
Date of inspection:  22 August 2006 
Number of beds:  38

DESCRIPTION
This is a 38-bed admission unit for men and women. 
The unit caters for people on the alcohol programme. 
On the day of inspection there was one Temporary 
patient. There are four nursing staff on duty during the 
day and two at night. There are two staff on duty at 
the weekend. Up to six teams can admit service users 
to the unit and other consultant psychiatrists within the 
hospital can admit to vacant beds.

MULTIDISCIPLINARY TEAM 
Six consultant-led teams can admit to the ward. Each 
consultant psychiatrist has a registrar and there are 
dedicated ward-based nursing staff. There is a system 
of referral to occupational therapy, psychology, social 
work, cognitive behavioural therapy and any other 
programmes that are facilitated within the hospital.

Each consultant psychiatrist reviews their patients at 
least twice a week. The review meeting is usually 
with the consultant psychiatrist, registrar and nursing 
staff. Some consultant psychiatrists meet with the 
full multidisciplinary team. Any changes to the 
service user’s care are documented in the file and 
the care plans are updated accordingly. There are 
comprehensive notes kept on this ward with evidence 
of regularly updated care plans. The service user 
attends the team meetings and has frequent access to 
the consultant psychiatrist, registrar and nursing staff. 
However they have to be referred to a psychologist, 
occupational therapist and social worker. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
As with all admission wards a new referral is initially 
assessed in the admissions area. When a decision 
is made to admit, the staff on the unit undertake 
a nursing and medical assessment. It was reported 
that there is a mandatory policy that new patients 
will be nursed initially in their night clothes. Once a 
service user has been assessed “impairments” will 
be identified and these lead to a care plan. There is a 
single sheet within the file for the service user to fill in, 
expressing their expectations for their stay in hospital. 
The notes reviewed showed evidence of nursing and 
medical input and also where people had been referred 
to programmes. Care plans identify specific roles and 
responsibilities for staff and incorporate a rating scale 
outlining need. Appropriate goals are identified within 
realistic timescales. A risk assessment is undertaken on 
all new admissions and this is reviewed subsequently. 
There is an ongoing discharge plan.

THERAPEUTIC PROGRAMMES
Three groups pertaining to the alcohol programme 
are facilitated on the ward. The additional generic and 
specific therapeutic programmes available to patients 
off the ward are described in a separate section at the 
end of the individual unit reports.
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ECT
There is an ECT facility on site with an appropriate ECT 
register and policy. There is a dedicated ECT consultant 
psychiatrist and nurse. Consent is obtained from the 
consultant psychiatrist and the anaesthetist and there 
is written information available for the service user. 
There is appropriate accommodation for ECT. There is 
a waiting room, treatment room and recovery room. 
Each service user has a pre-ECT assessment. There is 
a record of ECT kept and each service user is assessed 
following each treatment. 

SECLUSION
There are no seclusion facilities on Laracor Unit. It was 
reported that if a service user’s condition deteriorated 
to a point where they were unable to be managed on 
Laracor they are transferred to the Dean Swift Unit as 
early as possible. This can at times be problematic due 
to pressure on beds and there are no seclusion facilities 
on the Dean Swift Unit.

MECHANICAL RESTRAINT
There are no forms of mechanical restraint in use on 
this unit. There is a comprehensive restraint policy in 
place within the hospital.

PHYSICAL RESTRAINT
As with other units within the hospital, nursing staff are 
trained in crisis prevention intervention techniques and 
have an annual refresher. This technique was reported 
to be satisfactory for use on this ward, however 
staff questioned whether it would be appropriate for 
somebody who is severely agitated or aggressive. 
It was reported that there is a good training support 
within the hospital for mandatory and for degree and 
masters courses in nursing. 

ENVIRONMENT
This was a 38-bed single storied admission ward 
situated in the grounds of the hospital. Maintenance 
is reported as satisfactory and there is an appropriate 

fire certificate and health and safety policy. There was 
good disabled access. It was a bright clean unit and 
ventilation was good. There were information boards 
with up-to-date and appropriate information. The unit 
has an open door policy so people have access to the 
grounds of the hospital. 

All bedrooms were single rooms. There were sufficient 
numbers of toilets, bathrooms and shower rooms. The 
dining area had sufficient space for all patients at one 
sitting. There are two lounge areas, one for smoking 
and one non-smoking. There is one interview room. 
There was a nursing office and clinical room with 
appropriate storage and emergency equipment. There 
was a dedicated staff area and room for storage.

SERVICE USER INTERVIEWS 
No service users asked to meet with the Inspectorate 
on this visit.

RECOMMENDATIONS

1.  The mandatory policy of nursing new admissions in 
their night clothes should be reviewed and a more 
individualised policy should be introduced based on 
individual risk assessments.

2.  The unit should have access to a core 
multidisciplinary team who facilitate regular 
multidisciplinary team reviews.

STELLA UNIT
Date of inspection:  21 August 2006 
Number of beds:  31 female

DESCRIPTION
This is a female admission unit. It was reported that 
there are five teams who admit to the unit on a regular 
basis but if there is a vacant bed other consultant 
psychiatrists from the hospital admit to these beds.
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MULTIDISCIPLINARY TEAM 
Each team has a consultant psychiatrist, registrar and 
nursing staff. The nursing staff are based on the ward 
and allocated to a team. There is shared access to 
psychology, social work and occupational therapy via 
a referral system. There is also access to a cognitive 
behavioural therapist and the various programmes 
facilitated within the hospital. There is also access to 
the addiction counsellors who are part of the dual 
diagnosis and alcohol programme.

The consultant psychiatrist, registrar and nursing staff 
meet at least twice a week and in some cases the full 
multidisciplinary team meets. This does not appear 
to be on a consistent basis with all teams. The time 
of the review meetings can be problematic for ward 
staff in that there can be an overlap and sometimes 
there are more than two consultant psychiatrists 
requiring nursing input which is not always possible. 
The meetings occur on the unit. The service has 
recently introduced a ‘treatment plan interdisciplinary 
team meeting’ report which form is supposed to be 
completed at the multidisciplinary team meeting, 
signed by the consultant psychiatrist and inserted into 
the case file. There was variable compliance with this 
procedure but it is a welcome initiative.

The service users attend all but one of the clinical 
reviews. One team’s consultant psychiatrist will see 
the service users first and then have the ward round. 
There is regular contact with the consultant psychiatrist, 
registrar and nursing staff. However there is a referral 
process to see a psychologist, social worker and 
occupational therapy. There is an activity department 
linked with occupational therapy and there is free 
access to the activities on offer. It was reported that the 
service users have knowledge of their treating team 
and their key worker.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
All admissions are initially assessed in the admissions 
area. A decision is then made as to which ward is 
most appropriate. Once a decision has been made 

to admit to the ward a detailed nursing and medical 
assessment is undertaken. These assessments and 
the initial team meeting lead to identification of 
“impairments” which are used to formulate a care 
plan. Nursing staff are allocated to each consultant 
psychiatrist team and therefore are responsible for 
the service users in that team. It was reported that if 
a psychologist, occupational therapist or social worker 
is involved in the person’s care they also contribute 
to the care plan. Within the care plan there are clear 
roles and responsibilities highlighted for each discipline. 
If a service user has been referred to one of the 
programmes there is a detailed assessment carried out 
by one of the staff within this programme and action to 
be taken is identified. Appropriate goals are identified, 
within realistic timescales. All service users have an 
initial risk assessment undertaken on admission. This is 
completed by the registrar and reviewed on a regular 
basis. The care plan includes discharge planning, and 
the care plans are filed in a single chart. All disciplines 
write in this chart in chronological order. There are 
regular programme progress updates documented in 
the case file. The care plan is reviewed on a regular 
basis.

THERAPEUTIC PROGRAMMES
A pre-discharge group is facilitated on the unit. The 
additional generic and specific therapeutic programmes 
available to patients off the ward are described in 
a separate section at the end of the individual unit 
reports.

ECT
There is a fully accredited ECT facility in the hospital. 
At the time of inspection one patient was receiving 
ECT. The documentation was satisfactory in all respects. 
Consent was obtained by the consultant psychiatrist.

SECLUSION
Seclusion is not used in St. Patrick’s Hospital. 
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MECHANICAL RESTRAINT
There are no forms of mechanical restraint in use on 
this unit. 

PHYSICAL RESTRAINT
The nursing staff are trained in crisis prevention 
intervention techniques and have an annual refresher 
course. There is a training register, held centrally within 
the hospital. Any adverse incident requiring restraint is 
recorded on appropriate forms.

ENVIRONMENT
This is a 31-bed acute admission ward for women 
situated on the first floor of the main building. 
Maintenance is reported to be good. There were 
appropriate fire certificate and health and safety 
policies. There was limited disabled access within the 
unit. There was a lift serving the unit but the shower 
areas are difficult to access for people in wheelchairs. 
There was one assisted shower and toilet which was 
accessible for the disabled.

The ventilation is generally good although it can get 
hot and the unit has been provided with extra fans. 
It was a bright, clean unit. There was relevant up-to-
date information contained on the information boards. 
There are pay phones on the unit. There was no 
dedicated visitors’ area. The bedroom areas consisted 
of 17 single rooms and three observational areas two 
with five beds and one with four. Each single room 
had en suite facilities. The dining area was small but 
sufficient to meet the needs of the unit. There was no 
activity or recreation area. There were two lounges in 
the unit, one for smoking and one for non-smokers. 
There was one interview room, which is not sufficient 
to meet the needs of the unit. The nursing station was 
very small and warm and consisted of a counter in 
the main corridor with a small office behind it. There 
was a dedicated staff area and an appropriate area for 
storage. There was no ward clerk.

SERVICE USER INTERVIEWS 
No service users asked to see the Inspectorate on this 
visit.

RECOMMENDATIONS

1.  Each unit should have access to a core 
multidisciplinary team who facilitate regular 
multidisciplinary team reviews.

VANESSA UNIT
Date of inspection:  22 August 2006 
Number of beds:  33 female

DESCRIPTION
This is a female admission ward with an open door 
policy. It was reported that there are six teams who 
admit to the unit on a regular basis but if there is a 
vacant bed other consultant psychiatrists from the 
hospital admit to these beds. Five staff are on duty 
during the day and three staff at night.

MULTIDISCIPLINARY TEAM 
Each team has a consultant psychiatrist, registrar and 
nursing staff. The nursing staff are based on the ward 
and allocated to a team. There is shared access to 
psychology, social work and occupational therapy via 
a referral system. There is also access to a cognitive 
behavioural therapist and to the various programmes 
facilitated within the hospital. There is access to the 
addiction counsellors who are part of the dual diagnosis 
and alcohol programme.

The consultant psychiatrist, registrar and nursing staff 
meet at least twice a week and in some cases the full 
multidisciplinary team meets. This does not appear to 
be on a consistent basis with all teams. The time of 
the review meetings can be problematic for ward staff 
in that there can be an overlap and sometimes there 
are more than two consultant psychiatrists requiring 



37BOOK 6 – INDEPENDENT HOSPITALSREPORT OF THE INSPECTOR OF MENTAL HEALTH SERVICES 2006

nursing input and this is not always possible. The 
meetings occur on the unit. 

There is regular contact with the consultant psychiatrist, 
registrar and nursing staff. However there is a referral 
process to see a psychologist, social worker and 
occupational therapy. There is an activity department 
linked with occupational therapy and there is free 
access to the activities on offer. It was reported that the 
service users have knowledge of their treating team 
and their key worker.

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
All admissions are initially assessed in the admissions 
area. A decision is then made on which ward is most 
appropriate. It was reported that there is a mandatory 
policy that new patients will be nursed initially in their 
night clothes. Once a decision has been made to admit 
to the ward a detailed nursing and medical assessment 
is undertaken. These assessments and the initial 
team meeting lead to identification of impairments 
“impairments” which are used to formulate a care 
plan. Nursing staff are allocated to each consultant 
psychiatrist team and therefore are responsible for 
the service users in that team. The initial care plan 
is decided by the nursing and medical staff. It was 
reported that if a psychologist, occupational therapist 
or social worker is involved in the person’s care they 
also contribute to the care plan. Within the care plan 
there are clear roles and responsibilities highlighted for 
each discipline. If a service user has been referred to 
one of the programmes there is a detailed assessment 
carried out by one of the staff within this programme 
and action to be taken is identified. Appropriate goals 
are identified, within realistic timescales. All service 
users have an initial risk assessment undertaken on 
admission. This is completed by the registrar and 
reviewed on a regular basis. 

The care plan includes discharge planning, and the 
care plans are filed in a single chart and all disciplines 
write in this chart in chronological order. The care plan 

is reviewed on a regular basis as needed by the service 
user.

THERAPEUTIC PROGRAMMES
A pre-discharge group is facilitated on the unit. The 
additional generic and specific therapeutic programmes 
available to patients off the ward are described in 
a separate section at the end of the individual unit 
reports.

ECT
There is an ECT facility on site with an appropriate ECT 
register and policy. There is a dedicated ECT consultant 
psychiatrist and nurse. Consent is obtained from the 
consultant psychiatrist and the anaesthetist and there 
is written information available for the service user. 
There is appropriate accommodation for ECT. There is a 
waiting room, treatment room and recovery room. Each 
service user would have a pre-ECT assessment. There is 
a record of ECT kept and each service user is assessed 
following each treatment. 

SECLUSION
There are no seclusion facilities on Vanessa Unit. It was 
reported that if a service user’s condition deteriorated 
to a point where they were unable to be managed on 
Vanessa they are transferred to the Dean Swift Unit as 
early as possible. This can at times be problematic due 
to pressure on beds and there are no seclusion facilities 
on the Dean Swift Unit.

MECHANICAL RESTRAINT
There are no forms of mechanical restraint in use on 
this unit. There is a comprehensive restraint policy in 
place within the hospital.

PHYSICAL RESTRAINT
The nursing staff are trained in crisis prevention 
intervention techniques and have an annual refresher 
course. There is a training register, held centrally within 
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the hospital. Any adverse incidents requiring restraint 
are recorded on appropriate forms.

ENVIRONMENT
This was a 33-bed female admission ward situated on 
the first floor of the main building. Maintenance of the 
unit was of a high standard and there were appropriate 
fire certificate and health and safety policies. There 
was disabled access. It was a bright clean unit and 
ventilation was good. There were information boards 
with up-to-date and appropriate information. There was 
no dedicated visitor’s area although there was access 
to a garden area where visits take place weather 
permitting.

The bedroom areas consisted of four 4-bed bays and 17 
single rooms. There were toilet and washing facilities in 
each bay and in all single rooms. There was an assisted 
bathroom and assisted shower facilities, which were to 
a very high standard.

The dining area was sufficient to meet the needs of 
the unit. However it was reported that there is an 
issue with nursing staff having to serve the meals, 
taking them away from other duties. There was a 
well-equipped group room, smoking lounge and non-
smoking lounge. There was only one interview room. 
There was a large nurses station with an office behind 
it. The clinical room was of good size with appropriate 
storage for medicines. There was a dedicated staff area 
and good use of space for storage.

SERVICE USER INTERVIEWS 
Two service users asked to see the Inspectorate. One 
person had concerns about feeling unprepared for 
leaving hospital. These concerns were shared with the 
Clinical Nurse Manager. The other person was not sure 
if she had been referred to one of the programmes. 
The Clinical Nurse Manager was informed of this as 
well.

RECOMMENDATIONS

1.  The mandatory policy of nursing new admissions in 
their night clothes should be reviewed and a more 
individualised policy should be introduced based on 
individual risk assessments.

2.  The unit should have access to a core 
multidisciplinary team who facilitate regular 
multidisciplinary team reviews.

THERAPEUTIC PROGRAMMES
The following programmes are provided within the 
hospital:

 Alcohol Treatment Programme

 Anxiety Management Programme

 Bipolar Disorder Programme

 Cognitive Behaviour Programme

 Depression Treatment Programme

 Dual Diagnosis Programme

 Eating Disorder Programme

 Evergreen Programme for Mental Health of Later Life

 Young Adult Programme

The occupational therapy department facilitate 
individual work and a group programme. There is also 
the activity centre, which is an open referral for the 
service user and includes activities such as art and 
crafts, pottery, computer literacy and a recreation hall 
that has a fully equipped gymnasium. If a service user 
is identified for one of the specific programmes the 
appropriate team assesses them. If a service user is 
referred to occupational therapy they are referred to 
an occupational therapist linked with the consultant 
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psychiatrist team. If service users go to general 
activities they are allowed to visit without a referral. 

The occupational therapy department has 6.5 whole-
time-equivalent posts: one manager, 3.5 seniors and 
two basic posts. The programme is skills based and 
each of the occupational therapy staff have skills in a 
specific area linked to the hospital programme. There 
is a collaborative assessment process involving the 
service user. 

The occupational therapy staff facilitate group work and 
individual work. The activity programme is facilitated 
by two nursing staff and a number of teachers who 
specialise in art, craft and pottery. Each service user, if 
accepted to the programme, has a focused treatment 
package for a set period of time. It has been known for 
a service user to be discharged from the occupational 
therapy department prior to their discharge from 
hospital. This is because their needs have been met 
within the occupational therapy programme. The 
occupational therapy staff write in the chart on the 
ward if they are involved in individual one-to-one work 
or group work.

Eight programmes are facilitated within the hospital 
and the occupational therapists have input into each 
of these programmes. Occupational therapy staff work 
with day patients, outpatients and patients on the 
wards. The department is undertaking research on 
group work; two staff are in the process of completing 
a master’s course and they will be conducting research 
as part of this course. 

ST. EDMUNDSBURY HOSPITAL
Date of inspection:  22 August 2006 
Number of beds:  50

DESCRIPTION
St. Edmundsbury is a 50-bed integrated unit set in a 
tranquil environment near Lucan. It is an open acute 
unit. There are plans to redevelop part of the unit as 

a higher dependency area with capacity to increase 
observation levels and monitor movements in and out 
of the unit when clinically indicated.

MULTIDISCIPLINARY TEAM 
There are two full-time consultant psychiatrists based 
in the service and two part-time to the service. There 
are three full time registrars with a doctor on site at all 
times. There is one full-time senior clinical psychologist 
with special expertise in psychodynamic work and 
one part-time psychologist who is a counselling 
psychologist with Interpersonal psychotherapy 
training. There is one full time senior occupational 
therapist based in this service and two part-time 
occupational therapists. There are no social workers in 
St. Edmundsbury. If required, patients access the social 
work service in St. Patrick’s Hospital. In addition there 
is a family therapist (clinical nurse specialist), four days 
per week and a cognitive behavioural therapist two 
days per week.

From a nursing perspective there is a three quarter 
time Assistant Director of Nursing, two full-time 
CNM2s, 14 registered psychiatric nurses with seven 
full-time and six part-time or job-sharing, one part-
time registered general nurse and four full-time care 
assistants. In addition there is a visiting physiotherapist 
two afternoons per week and a part-time masseuse. 
There is also clerical and secretarial support.

There is regular contact with the consultant psychiatrist, 
registrar and nursing staff. However there is a referral 
process to see a psychologist, social worker and 
occupational therapy. The psychology and occupational 
therapy staff are shared and attend all the team 
meetings. There is no multidisciplinary key worker 
system but rather an allocated nurse who is assigned 
to a particular consultant. 

The consultant psychiatrist, registrar and nursing staff 
meet at least twice a week and there is a weekly 
full multidisciplinary team meeting for both full-
time consultant psychiatrist teams. This review is 
conducted in meeting rooms upstairs in the service. 
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The care plan is reviewed at this meeting and the 
record of the interdisciplinary team meeting form is 
inserted in the case file. The client does not attend the 
multidisciplinary team meeting but is reviewed by the 
consultant psychiatrist afterwards.

There is a monthly meeting with the clinical director 
for both services, the consultant psychiatrists and the 
Assistant Director of Nursing.

There are two full-time research registrars and some 
nursing staff conducting research on long-term 
outcome following first-episode depression and 
auditing feedback from service users. 

MULTIDISCIPLINARY TEAM CARE 
PLANNING 
On admission a detailed nursing and medical 
assessment is undertaken. These assessments and 
the initial team meeting lead to identification of 
“impairments” which are used to formulate a care 
plan. Nursing staff are allocated to each consultant 
psychiatrist team and therefore are responsible for 
the service users in that team. It was reported that if 
a psychologist, occupational therapist or social worker 
is involved in the person’s care they also contribute 
to the care plan. Within the care plan there are clear 
roles and responsibilities highlighted for each discipline. 
If a service user has been referred to one of the 
programmes there is a detailed assessment carried out 
by one of the staff within this programme and action to 
be taken is identified. Appropriate goals are identified, 
within realistic timescales. All service users have an 
initial risk assessment undertaken on admission. This is 
completed by the registrar and reviewed on a regular 
basis. 

The care plan includes discharge planning, and the care 
plans are filed in a single chart. All disciplines write 
in this chart in chronological order. There are regular 
programme progress updates documented in the 
case file. The care plan is reviewed on a regular basis. 
There are detailed policies on admission, transfer and 
discharge.

THERAPEUTIC PROGRAMMES
A therapeutic programme conducted on site in St. 
Edmundsbury Hospital runs on a four-week cycle. There 
are three components to the programme: anxiety, 
depression and bipolar. The programme includes 
education, relaxation, task management, individual 
work and pre-discharge group. There are also links 
with rehabilitation services. There are plans to have a 
coordinator for the programme and to expand it. Day 
care services are available here and at the time of 
inspection it was reported that there were one or two 
daily attendees. The occupational therapy department 
on site provides individual and group programmes and 
has input into the above group programmes. There is 
one full time senior occupational therapist based in this 
service and two part-time occupational therapists. The 
programme is skills based and each of the occupational 
therapy staff have skills in a specific area linked to 
the hospital programme. There is a collaborative 
assessment process involving the service user. The 
occupational therapy staff write in the patient chart on 
the unit following individual work or group work.

There is also access to the programmes facilitated 
within St. Patrick’s Hospital. 

 Alcohol Treatment Programme

 Anxiety Management Programme

 Bipolar Disorder Programme

 Cognitive Behaviour Programme

 Depression Treatment Programme

 Dual Diagnosis Programme

 Eating Disorder Programme

 Evergreen Programme for Mental Health of Later Life

 Young Adult Programme.
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There is access to the addiction counsellors who are 
part of the dual diagnosis and alcohol programme. AA 
meetings are held weekly in St. Edmundsbury Hospital.

ECT
There is a fully accredited ECT facility available in St. 
Patrick’s Hospital. 

SECLUSION
Seclusion is not used in St. Edmundsbury. 

MECHANICAL RESTRAINT
There are no forms of mechanical restraint in use on 
this unit. There is a comprehensive restraint policy in 
place within the hospital.

PHYSICAL RESTRAINT
The nursing staff are trained in crisis prevention 
intervention techniques and have an annual refresher 
course. There is a training register, held centrally within 
the hospital. Any adverse incident requiring restraint is 
recorded on appropriate forms.

ENVIRONMENT
This is a 50-bed acute integrated admission unit on 
14 acres. It is an open unit. Maintenance is reported 
as being good and is provided by St. Patrick’s Hospital. 
There were appropriate fire certificate and health and 
safety policies. There was good disabled access. Decor, 
ventilation, light and cleanliness were all satisfactory. 
There were information boards with patient rights 
displayed. There were three double rooms and 44 
single rooms with en suite facilities. There was one 
assisted bath available. At the time of inspection there 
was no observation area, but plans were under way 
to renovate and modify the unit, and to introduce a 
buzzer system on the door and an observation area. 
If patients are acutely ill and need to be observed 
closely they are either placed on one-to-one nursing or 
transferred to St. Patrick’s Hospital.

There was a clearly defined reception area and adjacent 
admission office. Just off this area is an oratory which is 
sometimes used a quiet area.

The sleeping areas were away from the day areas. 
There was access to a garden which is being enclosed. 
A committee has reviewed safety and observation 
procedures as patients who may be confused have left 
the unit and there are concerns about proximity to the 
motorway and other issues.

There is a sitting room with a TV set. There was a 
clinical room in which an emergency trolley and 
defibrillator is maintained. All the staff are trained in 
advanced cardiac life support (ACLS). The dining area 
is adjacent to the therapy area. This is in the older 
part of the building and is very pleasant and inviting 
with a high standard of decor. There are lounge rooms 
available to relax after meals. There were machines 
with snacks and drinks available. There were therapy 
rooms for art, a kitchen, the masseuse, for groups and 
office spaces.

Nine outpatient clinics are conducted here on a weekly 
basis.

SERVICE USER INTERVIEW
One patient seen complained about the lack of 
individual therapy. 

RECOMMENDATIONS

1.  Policy on cot sides should be developed in 
conjunction with MHC guidelines.

2.  All teams to adhere to the proposed 
multidisciplinary team care planning procedures and 
documentation.
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