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MAHI Team  

1st Floor  
The Corn Exchange  

31 Gordon Street  
Belfast  

BT1 2LG 
 

09 December 2022  
By Email Only 
Ms Jane McManus 
Solicitor Consultant 
Directorate of Legal Services 
2 Franklin Street 
Belfast 
BT2 8DQ 
 
 
Dear Ms McManus 
 
Evidence Modules 2023 
 
You will be aware from the Chair’s statement of 20 October 2022 that, in the next 
phase of evidence, the Inquiry intends to hear evidence relating to the legal and 
regulatory framework, organisational structures, policies, methods and governance.   
 
The purpose of this correspondence is to issue a request to the Belfast Health and 
Social Care Trust in the first instance for a statement or, if appropriate, statements that 
will assist the Inquiry in that phase of evidence.  It should be regarded as a request for 
the purposes of Rule 9 of the Inquiry Rules 2006.  It is anticipated that the maker(s) of 
the statement(s) will be called to give oral evidence in March – April 2023. 
 
Please find enclosed the document “Evidence Modules March - April 2023”, which 
provides an outline of the topics to be addressed.  The Belfast Health and Social Care 
Trust is asked to provide a statement or statements for the purpose of addressing the 
topics highlighted in red text in the document.   
 
Please note that the primary objective of this phase of the evidence is to ensure that 
the Panel is fully informed of the legal and regulatory framework, the organisational 
structures that are relevant to the Terms of Reference and the relevant policies, 
procedures and practices that were applicable during the timeframe with which the 
Inquiry is concerned.  It is anticipated that the Inquiry will wish to hear further evidence 
at a later juncture to address the adequacy and effectiveness of the systems and 
processes in place at the relevant time. 
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The content of the modules is set out in some detail in the enclosed document, but the 
following may also assist with an understanding of some of the matters on which the 
Inquiry wishes to hear evidence: 
 

Module 2: Health Care Structures and Governance 
 
2e.  The historical overview should include the history of placement of 

patients at MAH and the provision of alternative inpatient beds. 
 
2f. The account of the management and governance structure should 

include an explanation of directorate, divisional and corporate structures 
and the flow of information between them. 

 
2g. The account of the interrelationship between Trusts relating to patients 

admitted to Muckamore should include detail of contracting 
arrangements and accountability agreements that were in place at the 
relevant time.  

 
2h. There may be some overlap between this and the preceding topics, as 

well as Modules 3 and 4.  The Trust is asked to identify and explain the 
key mechanisms in place to promote quality of care at MAH. 

 
2i. The account of provision for community based services should include 

information on the use of learning disability teams and their staffing and 
on any differences between community based support for children and 
for adults with learning disability. 

 
 
Module 3: Policy and Procedure 
 

The Trust may wish, if appropriate, to include reference to other policies 
and procedures that touch on the Terms of Reference. 

 
 

Module 4: Staffing 
 

Evidence relating to the issue of training should include the training of all 
staff in areas such as safeguarding, use of restraint, use of seclusion, 
use of medication and side effects of medication, choking risks, 
communication strategies for persons with learning disabilities, positive 
behavioural support in respect of learning disability, autism and 
challenging behaviour. 

 
 
Module 6: MAH Reports and Responses 

 
The Inquiry wishes to receive evidence at this stage detailing the formal 
responses by the Trust to the reports referenced in this module.  It is 
anticipated that the Inquiry will wish to examine further in evidence at a 
later stage the adequacy and effectiveness of such responses. 
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The Inquiry also wishes to ensure that all higher level reports in relation 
to the hospital and of relevance to the Terms of Reference are identified 
at this stage (for example, the Report of the Independent Assurance 
Team 2018 and the Independent Review of the Learning Disability 
Resettlement Programme 2022).  The Inquiry would welcome input from 
the Trust in respect of that exercise. 

 
Please see enclosed Statement Format Guide.  It is important that statements made 
for Inquiry purposes should be consistent in format.  It is appreciated that the number 
of required sections will depend on the range and breadth of issues to be covered and 
that some flexibility will be needed to ensure the most effective presentation, but you 
are asked to adhere to the Guide to the extent that is possible. 
 
For planning purposes, you are asked to inform the Inquiry of the identity and role of 
the person(s) who will be making the necessary statement(s) and a brief summary of 
their qualifications and experience by Friday 16 December 2022.   
 
You are requested to furnish the Inquiry with the completed statement(s) by Friday 10 
February 2023; if any statement is completed prior to that date, please do furnish it to 
the Inquiry as soon as possible following completion in order to assist with scheduling. 
 
If you have any queries about this correspondence please contact the Solicitor to the 
Inquiry at solicitor@mahinquiry.org.uk. 
 
 
Yours faithfully, 

 
 
Lorraine Keown  
Solicitor to the Inquiry 
 
 
 
Enclosure: 
 

1. Evidence Modules March – April 2023. 
2. Statement Format Guide. 
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EVIDENCE MODULES MARCH - APRIL 2023 
 

The Inquiry intends to hear the following evidence modules in March – April 2023:  
 

Module 1:  Bamford and Mental Health Law in Northern Ireland 

Module 2:  Health Care Structures and Governance 

Module 3:  Policy and Procedure 

Module 4:  Staffing 

Module 5:  Regulation and Other Agencies 

Module 6:  MAH Reports and Responses 

 
 
 
Module 1: Bamford and Mental Health Law in Northern Ireland 
 
a. Overview of Bamford Review and subsequent developments. 

b. Analysis of different models for learning disability services.  

c. Focused Study of the “Equal Lives Learning Disability” Review (September 2005). 

d. Focused Study of “A Comprehensive Legislative Framework” (August 2007). 

e. Mental Health (Northern Ireland) Order 1986: key provisions. 

f. The new legislative framework: Mental Capacity Act 2016. 

g. Comparative analysis: law in UK (outside NI) and elsewhere. 
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Module 2: Health Care Structures and Governance 

a. Budget for learning disability and mental health services: 
 
 Northern Ireland and elsewhere in UK; 
 children and adults; 
 health care and social care; 
 institutional and hospital provision and community support. 
 

b. Department of Health: oversight of learning disability services. 

c. Public Health Agency: role in organisation and commissioning services at MAH 

and quality improvement. 

d. Health and Social Care Board/ Strategic Planning and Performance Group. 

e. The Trusts and MAH: historical overview. 

f. BHSCT and MAH management and governance structure. 

g. Interrelationship between Trusts re patients admitted to Muckamore. 

h. Explanation of structures in place to promote quality of care at MAH. 

i. Outline of provision for community based services. 

 

 

Module 3: Policy and Procedure 

a. Policies for delivering health and social care to learning disability patients 1999 – 

2021. 

b. Nursing care delivery model. 

c. Policies regarding restraint/ seclusion. 

d. Safeguarding policies. 

e. Policies and procedures re medication/ auditing of medication. 

f. Policies and procedures concerning patients’ property and finances. 

g. Policies and procedures re psychological treatment, speech and language therapy, 

occupational therapy and physiotherapy. 

h. Resettlement policies (and provision for monitoring of resettlement). 

i. Complaints and whistleblowing: policies and procedures. 

j. Overview of mechanisms for identifying and responding to concerns. 

k. Risk assessments and planning regarding changes of policy. 

l. Procedures to provide assurance regarding adherence to policies. 

m. Policies and procedures for further training for staff/ continuing professional 

development. 
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Module 4: Staffing 

a. Workforce plans for disability care 1999 – 2021 (Trust and Department of Health). 

b. Training and recruitment of learning disability nurses. 

c. Leadership education for ward managers and senior nurses/ key performance 

indicators. 

d. Training, recruitment and deployment of learning disability psychiatrists, 

psychologists, speech and language therapists, occupational therapists and 

physiotherapists. 

e. Measures relating to staff retention and support. 

f. Induction programme for new unregistered staff and temporary workers. 

g. Practice regarding supervision of unregistered staff. 

h. Programme at MAH for clinical audits/ University placement audits/ NIMDTA 

placement audits. 

i. Provision for trend analysis of Datix incident reporting and response. 

j. Overview of turnover and vacancy rates on wards. 

k. Exit interviews: management and analysis. 

l. Impact of (and response to) suspensions and increased use of agency staff. 

 
 
Module 5: Regulation and Other Agencies 
 
a. Regulation and Quality Improvement Authority (and MHC):  

 
 history, statutory remit, objectives, inspection procedures and methodology; 
 procedures for ensuring improvement; 
 roles and responsibilities re MAH. 
 
 

b. Health and Safety Executive Northern Ireland (HSENI): 
 
 history, statutory remit, objectives, procedures and methodology; 
 roles and responsibilities re MAH. 
 
 

c. Patient and Client Council (PCC): 
 
 history, statutory remit, objectives and methodology; 
 roles and responsibilities re MAH. 
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Module 6: MAH Reports and Responses 

 

a. EHSSB/ NWBT Review (December 2005): 
 

 overview; 
 analysis of recommendations; 
 examination of response. 

 
 

b. Ennis Ward Adult Safeguarding Report (August 2013): 
 

 overview; 
 analysis of recommendations; 
 examination of response. 

 
 

c. Review of Safeguarding at MAH - A Way to Go (November 2018): 
 
 overview; 
 analysis of recommendations; 
 examination of response. 
 
 

d. Review of Leadership and Governance at MAH (July 2020): 
 

 overview; 
 analysis of recommendations; 
 examination of response. 

 
 

e. Identification of other key reports concerning MAH. 
 

 
09 December 2022 
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CONFIDENTIAL 

 
Muckamore Abbey Hospital 

 
Briefing by M Mannion – 19 December 2012 

  
As commissioned by Catherine McNicholl, Director of the Adult, Social and Primary Care 
Directorate and Brenda Creaney, Executive Director of Nursing and User Experience.   
 
Moira Mannion, Co-Director of Nursing was commissioned to complete the following: 
 
 Commit time to engage in and complete ward observation of Staff behaviours, Patient 

care as professionally independent from the service, 

 To complete unannounced leadership visits, 

 To lead the team of monitors engaged in the monitoring activity, 

 To review all the monitoring forms submitted, 

 To provide an executive report of actions completed, 

 To provide an improvement plan to the Director of the Adult, Social and Primary Care 
Directorate and the  Executive Director of Nursing and User Experience and the strategy 
group members for discussion and agreement. 

 
Actions completed  
 
 Two unannounced leadership walk arounds 3hrs x 2 =6hrs, 

 Monitored the ward environment for 10 hrs, 

 Met with the monitors as a group for 2hrs,  
Issues identified: 
o Key concern about the impact of monitoring on patients behaviours, 
o Monitors welcomed the meeting as it was their first, 
o Not aware if there was a time frame for the monitoring plan, 
o Poor information about the investigation process. 

 A draft improvement plan was submitted to the Executive Director of Nursing, the 
Director of the Adult, Social and Primary Care Directorate, the Co-Director of the Adult 
Social and Primary Care Directorate and the lead investigating officer. 

 Meetings completed x 4: 
o Director of the Adult, Social and Primary Care Directorate, 
o Executive Director of Nursing,  
o Associate Director of Nursing, 
o Co-Director of the Adult Social and Primary Care Directorate, Associate 

Director of Nursing and the Lead Investigation Officer. 
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CONFIDENTIAL 
 

Muckamore Abbey Hospital 
 

Briefing by M Mannion – 19 December 2012 
 
 

 Thematically reviewed all monitoring forms submitted using an early indicator of abuse 
guide and the RCN dignity standards. To date, 85 monitoring forms have been 
submitted over a 5 week period by 20 independent senior nursing staff, 840 hours 
observed practice over a 24 hour cycle. 
Results from the thematic review were are follows: 

o 24 forms out of 85 had noted a concern, 
 The 3 key themes; 
 Staff levels at key times in the day  
 Environmental issues 
 Impact of male monitor on patients who remove clothing 

o 61 did not identify any concerns, 
o All 85 forms identified many examples of best practice and positive interaction 

by staff with patients, 
o There was no indication of any possibility of a culture that may be accepting 

of behaviours or communications that could be referred to as abusive.  
 
 
 
 
 
Moira Mannion 
Co-Director of Nursing: Education and Learning 
19 December 2012 
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1.0 Introduction 

The Regulation and Quality Improvement Authority (RQIA) is a non- 
departmental public body established under the provision of the Health and 
Personal Social Services (Quality, Improvement and Regulation) (Northern 
Ireland) Order 2003. RQIA is responsible for providing independent assurance 
concerning the quality, safety and availability of health and social care 
services in Northern Ireland. Moreover, RQIA endeavours to encourage 
improvements in the quality of services and to safeguard the rights of service 
users. RQIA undertakes a range of responsibilities for people with mental ill 
health and those with a learning disability, following the transfer of duties of 
the former Mental Health Commission to RQIA under the Health and Social 
Care (Reform) Act (NI) 2009. 
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2.0 Ward Profile 

Trust Belfast Health and Social Care Trust 

Name of hospital/facility Muckamore Abbey Hospital 

Address 1 Abbey Road 
Antrim 
BT 41 4SH 

Telephone number 02894463333 

Email address Linda.mccartney@belfasttrust.hscni.net 

Person in charge on day of 
inspection Linda McCartney, Ward Manager 

Nature of service - MH/LD Learning Disability 

Name of ward/s and category of 
care Resettlement/ Challenging behaviour 

Number of patients and occupancy 
level on days of inspection 

17 beds 

17 patients 

Number of detained patients on day 
of inspection One detained patient 

Date and type of last inspection 10 and 11 November 2010 

Date and time of inspection 
13 November 2012 

09.30 – 18.00 

Name of Inspectors Margaret Cullen 
Siobhan Rogan 
Brenda Gallagher 
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Ennis Ward is a 17 bed resettlement female ward for adults with a learning 
disability who present with challenging behaviour .  The ward is on the 
Muckamore Abbey Hospital site and is managed by the Belfast Health and 
Social Care Trust.  The ward consists of three areas.  To the right of the main 
entrance there are facilities for six patients; a bright and homely furnished 
living and dining room, a well maintained toilet and bathroom and three single 
bedrooms and one  bedroom accommodating three patients, all of which are 
personalised by the patients.  The patients in this part of the ward are more 
independent than other patients on the ward and this is reflected in the range 
and choice of furniture.  All rooms have televisions and music equipment. 
 
To the left of the entrance there are facilities for 11 other patients.  There are 
two bright day rooms and each day room is appropriately furnished to reflect 
the needs of patients who are less able and less independent.  One of the 
rooms has a range of furnishings and a television with DVDs and Wii for 
patient's use, while the other has more protective furnishings and is used by 
patients with more challenging behaviour.   
 
The ward has a spacious well maintained garden with swings and a barbeque 
area.  There is a smoking shed and chair outside the door to accommodate 
this.  It was noted that storage facilities on the ward are limited. 
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3.0 Purpose of Inspection 

An unannounced inspection of Ennis Ward Muckamore was undertaken on 13 
November 2012 from 09.30- 18.00. The inspection team included Margaret 
Cullen, Siobhan Rogan and Brenda Gallagher, Mental Health and Learning 
Disability team Inspectors, RQIA.   The inspection was in response to serious 
concerns reported to RQIA on 8 November, by telephone, by the 
Management of Bohill Nursing Home.  This manager stated that a member of 
their staff had been on Ennis ward the previous day as part of a planned 
resettlement strategy.  On leaving the ward on the night of the 7 Novemeber 
2012 they sent a text message to their line manager to state they had 
concerns about observed practices on the ward.  This manager contacted the 
member of staff early on 8 November 2012 and was informed of a number of 
alleged instances of abuse to patients.  As they were unable to contact an 
appropriate manager on the Muckamore site to report the allegations they 
contacted RQIA as the alleged perpetrators were on duty at that time. RQIA 
immediately reported vulnerable adults concerns to Senior Management in 
Muckamore regarding allegations of physical, verbal and emotional abuse by 
ward staff to  four patients on Ennis ward.  Interim safeguarding arrangements 
were put in place along witha joint protocol investigation.  

The purpose of this inspection was to:   

Review the QIP from the last inspection on Fairness, 10 and 11 November 
2010. 

Review of the current safeguarding arrangements on Ennis Ward.  To focus 
on the monitoring arrangements over the weekend and on-going 
arrangements to complement the current investigation rather than duplicate 
aspects of it. 
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4.0 Methods of Inspection  

The inspection was unannounced and inspectors reviewed records and 
documentation, interviewed the Ward Manager, the Responsible Medical 
Officer (RMO), the Senior Social Worker and Designated Officer for 
Safeguarding, the Senior Nurse Manager for the ward, the Operations 
Manager monitoring over the weekend and Hospital Services Manager.  
Inspectors also spoke informally to patients who were able to communicate.  
These patients reside in the front section of the ward and not in the part of the 
ward where the alleged abuse took place.  Those patients were unable to 
communicate with inpectors.  Inspectors were informed by the Ward Manager 
and RMO that the increased activity on the ward as a consequence of the 
safeguarding arrangements and investigation was making these patients more 
unsettled.  Inspectors were introduced to the patients but in view of this advise 
did not sustain a presence on this side of the ward. 

During the inspection the inspectors focused on the staffing compliment and 
allocation, incident reporting, staff training and care plans.  The summary of 
findings is presented on page 17 of this report. 
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5.0 Inspection findings 
 

5.1 Review of the Quality Improvement Plan(QIP) from RQIA inspection 
of November 2010. (The returned QIP is included as Appendix 2) 

Inspectors confirmed that some of the recommendations had been 
implemented, however, a number require to be re-stated.  The Ward Manager 
indicated that there is enhanced and proative involvement of advocacy 
services.  All families were offered the input of this service in relation to the 
resettlement programme  for the ward, as yet no family have accepted this 
offer.  Any patients on the ward who do not have family to represent their 
views in relation to resettlement have an advocate to provide transparency in 
the process.  One patient who has availed of this service has since been 
resettled and the Advocate attended all meetings in relation to this.  An 
advocate also attends the patient forum meetings.  However, as the patients’ 
meeting occur monthly inspectors concluded there is not a sufficiently 
proactive presence of advocacy on the ward.  In view of the current 
safeguarding issues and the profile and vulnerability of the patients on the 
ward, the need for transparency and independent support is required.  This 
recommendation will be re-stated.   

Inspectors were informed that the minutes of patients’ meetings were adapted 
to define outcomes of the meeting and evidence taking tasks forward and 
reviewed for the following meeting.  Unfortunately the minutes were not 
reviewed due to time limitation of the inspection.  These will be reviewed at a 
follow up inspection.  . 

As the ward has a resettlement focus recommendations made regarding 
discharge planning have been processed and incorporated into the MDT 
resettlement meetings on the ward.  The patients on the ward orginated from 
three trusts (BHSCT, SEHSCT and NHSCT)  There are weekly resettlement 
meetings on the ward which have replaced the previous monthly MDT 
meetings.  This change was agreed as it was planned to close the ward within 
one year.  As a consequence the recommendations made by RQIA in relation 
to patient involvement in their care and MDT processes have not been 
sustained.  The Ward Manager indicated that practice was modified and then 
ceased once the focus on resettlement changed ward processes.  Inspectors 
examined minutes of the resettlement meetings which confirmed that patients 
discharge arrangements are reviewed on a rotational basis each week so that 
all patients’ individual cases are discussed at MDT wthin a monthly cycle.  
There was a typed record of all meetings which indicated attendees and 
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patients and issues discussed.  However there was inconsistent evidence of 
patient/ family involvement.  Furthermore it was confirmed that 1:1 named 
nurse contact with patients is not recorded on a daily basis.   

As the annual MDT review of patients is to continue along side the 
resettlement processes it is recommended that the recommendations of the 
QIP are included in this review. 

Inspectors were informed that a ward clerk is assigned to the ward one 
morning per week and they are used to minute the resettlement meeting 
discussions.  The Ward Manager confirmed that the records are monitored in 
the EQC audit and the outcome and adherence to professional requirements 
and discussed with staff at staff meetings. 

There were additional recommendations made in the QIP in relation to 
staffing, the ward environment, patient transfers and social activity.   

Staffing levels are discussed in the additional section of the report.  It was 
agreed in the QIP that the Senior Manager would monitor and review staffing 
in relation to the process of taking staff from Ennis to relieve other wards and 
the impact this had on patient care.  Inspectors were not assured that this was 
achieved robustly or that improvements had been made regarding this.   

The Ward Manager advised inspectors that the environmental  issues 
highlighted in the previous QIP had been actioned and that new flooring had 
been provided except for a back bed room.  Inspectors were informed that 
parts of the ward had been painted a few times but it remains a constant 
challenge to maintain the décor with the beviour and needs of the patients.  
As the ward is due for closure this recommendation will be kept under review. 

Inspectors were advised that good use is made of the ward car as part of the 
resettlement programme.  Inspectors were advised that the activity book for 
the ward, care plans and improved onsite facilities for day care have improved 
patient activity.  This requires to be followed up robustly at the next inspection.  

The recommendations which were not fully implemented will be re- stated in 
the QIP for this unannounced inspection. 
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5.2 Review of the monitoring arrangements 

Inspectors interviewed the Operations Manager who had provided monitoring 
cover for the ward over the weekend.  Inspectors also interviewed the Senior 
Social Worker who is the Designated Officer for the hospital site, the Senior 
Nurse Manager for Ennis Ward and the Responsible Medical Officer (RMO). 

The Operations Manager who provided monitoring over the weekend 
indicated that they visited to the ward periodically.  A report had been 
completed  for the Service Manager and a copy of this report was provided to 
inspectors  on request.  They indicated that patients had been unsettled, 
many of them suffering from Urinary Tract Infections and the impact of 
additional activity from monitoring and forensic photograhers.  One patient has 
a history of stripping and there are difficulties preserving her dignity.  Staff 
endeavour to use screens appropriately but inspectors were advised that clear 
guidance is needed in relation to preserving the dignity of this patient.  The 
Operations Manager indicated that relatives were visiting the ward and had 
free access to the environment.  While this indicates transparency it reinforces 
the need to protect patients’ dignity.   

Inspectors were advised that all patients’ relatives were informed about the 
current investigation and safeguarding procedure.  None of the relatives have 
raised further issues.   

The Operations Manager indicated that they understood that the role of the 
monitor was to look for poor practices,examine staffing levels and ensure safe 
and effective care.  Additional staff were assigned to the ward during the 
safeguarding process: a night supervisor, a Band 6 nurse, another Band 7 to 
support the Ward Manager and the consideration of a Deputy Manager.  
Inspectors were advised that the allocation of staff was difficult.  Patients 
require constant supervision and there is significant disinhibited behaviour and 
pushing and shoving as a consequence of poor communication.  While the 
Operations Manager did not personally witness any assaults between patients 
over the weekend they were aware that one incident required the attention of 
two to three staff to de-escalate.  The report of this manager indicated that 
they assessed the staffing requirements from their observation to be seven 
staff.   

The Ward Manager provided evidence that they had raised concerns about 
the staffing levels and competency of staff to work with the level of challenging 
behaviour of the patients over the six month period prior to the safeguarding 
investigation.  A tour of the ward indicated that the layout of the ward is such 
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that it represents two separate units.  The six patients accommodated in the 
front area have better communication skills and are generally less dependent 
then the 11 patients to the back section of the ward.  The Ward Manager 
advised that there is major potential for behavioural problems at both sides of 
the ward, such as pushing, shoving, punching and hair pulling.   One of these 
patients requires level three observation (within eye sight at all times) due to 
the level of potential aggressive, unpredictable  behaviour.   On the back 
section of the ward one of the patients has Pica and requires level three 
observation.   There are usually seven other patients in the same area as this 
patient so two staff are always required.  However, this is not always provided 
in the staffing complement on duty.  Another  patient is very demanding to the 
extent that staff need to be rotated and a high level of skill is required to divert 
and manage the patient appropriately.  Repetitive behaviours can be 
challenging for staff.  An inspector examined staffing records and confirmed 
that there was a history of low staffing levels on this ward.  The Ward 
Manager indicated that the function and profile of Ennis ward has changed as 
hospital retraction has continued.  It no longer resembles the continuing care 
ward it represented and that staffing levels should reflect this.    

The Ward Manager referred to the incident in relation to the patient who was 
allegedly hit in the bath room and came out with a bloody nose.  They stated 
that while abusive practices would not be tolerated this patient had a condition 
which caused regular bleeding.  Inspectors examined the patient’s notes 
which confirmed that nose and mouth bleeds were an identified problem for 
this patient.  The Ward Manager indicated shock and dismay at the 
allegations made. 

The RMO confirmed that the patients on the ward are very sensitive to 
outsiders and environmental change.  They indicated shock and surprise to 
hear of the allegations and reinfornced the need to support patients and staff 
through the investigation.  The RMO referred to one other allegation of abuse 
in relation to the ward which was six to seven months previously.  The Ward 
Manager provided the details explaining that the incident happened at day 
care and was reported by a day care staff member.  The staff member 
subsequently resigned.  This incident was notified to RQIA.  The outcome of 
the subsequent investigation has been requested.  The RMO had not been up 
updated on the outcome of the Forensic Medical Officer’s assessment of the 
patients.  His intial consideration from his knowledge of the patient was that of 
the four patients involved three would not have the capacity to be interviewed 
and while one patient could engage in an interview they would not have the 
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capacity to give a statement.  However he considered that some patients 
could be interviewed. 

He referenced the issue of patients stripping on the ward and indicated that 
with one patient they had tried to use a swim suit to maintain her dignity but 
this was unsuccessful.  This behaviour was problematic in relation to their 
resettlement plans as three female patients were to go to a placement with 
three male patients from Erne.  A single gender environment is now required. 
He highlighted the difficulty in getting appropriate placements for patients. 

The RMO indicated that there is good medical cover to the ward which has 
increased further since these allegations.  He stated that a Medical Officer 
was on the ward every day and he would attend the ward at least once per 
week for resettlement reviews.  Patients’ notes confirmed this statement. 

Interviews with all staff indicated that they had similar interpretations of the 
definition of monitoring requirements for the ward though no specific 
explaination of monitoring role was documented.  The reporting mechanism 
for monitors was also left to their discretion and inspectors were unclear if this 
was after each shift or as in the week end a report for the whole period.  
Inspectors referenced RQIA’s review of the Western Health and Social Care 
Trust Safeguarding Arrangements for Ralphs Close Residential Care Home.  
It recommended clarity on the monitoring and reporting role.   
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6.0 Other areas reviewed: 
 

6.1 Training records for all staff 

Twelve staff training records were examined during inspection. The following 
training was observed to have been completed within accepted timeframes for 
all staff 

 MAPA 

 Abuse of Vulnerable Adults  

 Child Protection 

 Manual Handling 

 Fire training 

 Basic Life skills 

A training file was observed with names of all staff who attended training with 
dates. There was no training content or hand outs retained of the training 
given.  When the Ward Manager was questioned further regarding this she 
said they never retained the content or handouts of any training they 
completed. She said she could get copies of the training content if we needed 
them. 
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6.2 Policies 

The following Policies & Procedures were observed and read by the inspector 
and were accessible to staff.  

 Child protection policy (Operational date: 19.1.2009 Review date: 
19.1.2010) 

 Use of Restrictive Practice in Adults (Operational date: 2011 Review date: 
Jan 2014) 

 Use of physical intervention by staff from Mental Health & Learning 
Disability Services (Operational date: June 2010 Review date: June 2013) 

 Raising Awareness Exploitation (Operational date: 19.5.10 Review date: 
14.12.11) 

 Safeguarding Vulnerable Adults Protection Policy & Procedures 
(Operational: 14.12.11) 

 Whistle Blowing Policy: (Operational 2008 Review Sept 2012). 

All policies had a cover page with all staff names and each member of staff 
had signed off that they had been made aware of policy.  Inspectors also 
noted a quick reference guide to the Safeguarding Procedures displayed in 
the office. 

Inspectors were provided with a copy of the Levels of 
Supervision/Observation policy. This policy became operational in April 2007 
and was reviewed in 2010 however the copy provided to inspectors by senior 
management was not signed by the author or Chief Exceutive. 

The observation policy states clearly that level three and four observations 
should be provided by a designated nurse who has no other duties. (See 
section 4) Discussion with the Senior Nurse Manager indicated that in relation 
to practice they use the first level three within the staffing complement of the 
ward.  Clarification is requested in relation to this practice and adaptation of 
the policy if required. 
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6.3 Careplans 

The careplans of four patients where reviewed by inspectors. Evidence that 
information was being collated to support resettlement of patients was 
available in the careplans. This took the form of ‘All About Me’ booklets and 
included historical and current information about the patient in terms of 
preferences, family etc. The Ward Manager did outline actions that were being 
taken by nursing staff to prepare patients for their new home however the 
careplans reviewed did not detail activities that patients participate in as part 
of skills development in preparation for moving to community settings. In 
addition, specific details of challenging behaviours patients present with in 
terms of topography and function, and how best to care for meet the needs of 
individuals whom present with challenging behaviours where not detailed in 
the careplans. Careplans reviewed did not consider potential restriction to 
patient’s liberty under the Department of Health DoL’s Guidance 2010. 

6.4 Incident reporting 

Incident reporting over the last  number of months was viewed by inspectors. 
A variety of incidents had been recorded to include incidents relating to 
physical aggression and incidents relating to patient safety due to staffing 
levels. The records reviewed relating to specific patients had been 
documented appropriately in the patients’ careplan. Despite discussion with 
Senior Management, inspectors were unable to clarify how incidents reported 
by the Ward Manager relating to patient safety due to staffing levels  over a 
six month period were addressed. 
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7.0 Safeguarding 
 

Examination of patients’ notes evidenced a significant numbers of vulnerable 
adult referrals to indicate that staff understood the process for referring 
patients appropriately.  An Inspector interviewed the Designated Officer for 
Safeguarding who indicated that with enhanced training for staff the number of 
referrals had risen significantly.  The Designated Officer on request arranged 
for the Inspector to have a print out of referrals for the ward in the previous six 
months.  It was noted that one patient had been referred on eight occasions 
from April 2012  in relation to physical assaults from other patients.  A 
significant number of these were from a patient who was on level three 
observations.  Inspectors asked the Senior Nurse Manager and the Service 
Manager what goverance arrangements were in place to monitor protection 
plans and analyse vulnerable adult referrals as this level of assaults could not 
be deemed acceptable.  Inspectors were informed that safeguarding 
Vulnerable Adults is a standing item on the agenda on a fortnightly core 
managers’ meeting and the medical meeting.  The Designated Officer will 
being forward trend data to the meeting and highlights particular cases for 
discussion if additional staff or a transfer of a patient is required.  They weigh 
up the risks to reach a balanced outcome for patient safety.  Inspectors did 
not have evidence that goverance was sufficiently robust and this matter has 
been escalated for clarification. 
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8.0 Summary of the inspection findings. 
 
An unannounced inspection was undertaken on Ennis Ward on 13 November 
2012 in response to allegations of serious abuse by staff to patients on the 
ward. 
The  focus of the unannounced inspection was to review improvements 
following the QIP of an inspection in November  2010 and to review the 
monitoring arrangements for the ward in relation to safeguarding.   Patient 
interviews in relation to the allegations were being planned under the joint 
protocol investigation. 
 
The  nature of the ward has changed over recent years with hospital 
resettlement and the ward has changed from a continuing care ward to a 
resettlement ward.  Inspectors were informed by the Ward Manager that the 
profile of patients had changed with a more volatile mix of patients and high 
levels of challenging behaviour.  However, despite this inspectors were 
advised that the staffing complement for the ward is unchanged.  A Telford 
rating assessment for the ward was completed in October 2012 but the 
appropriate complement of staffing for the ward remains unclear.  Inpectors 
could not decipher the allocation of tasks and the duty list and clarity has been 
sought and recommendations made in all these issues.  Assurances were 
required in relation to the maintainance of safe staffing levels on the ward. 
 
Inspectors discussed the progress of the QIP with the Ward Manager.  Some 
improvements were documented; such as advocacy provision on the ward, 
environmental issues, discharge planning, compliance with professional 
standards for recording.  Inspectors were advised that other recommendations 
had been taken forward and then lapsed such as the recommendation for a 
format for recording MDT review and patient/carer involvement  in care 
planning processes when the MDT meetings became more resettlement 
focused.  These and the other recommendations will be restated in the QIP. 
 
Inspectors spoke informally to the patients on the first part of the ward who 
were able to communicate.  Patients indicated that they were well cared for 
and comfortable.  Inspectors did not maintain a presence in the other section 
of the ward as all staff interviewed indicated that patients were unsettled with 
the enhanced activity on the ward as a consequence of the safeguarding 
investigation.  
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A number of concerns were raised by inspectors to include 
 

 Staffing levels (including allocation, complement and mix of staff) 
 Safeguarding  
 Governace 
 Guidance on dignity protection 
 Deprivation of Liberty 

 
These issues were all escalated to the Trust post inspection in relation to 
seeking clarity and assurance of appropriate safeguards, care and treatment 
for patients. 
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9.0 Additional concerns noted by Inspectors 
 
9.1 Staffing 
 
The issue of staffing on Ennis Ward was clearly highlighted as a main area of 
concern. The inspectors were given assurances that staffing levels would not 
fall below six.  Inspectors indicated that they expected that consideration is 
given to the experience and skill mix of staff on the ward. On further 
discussion of our findings and from observations, review of documentation 
and discussions with the Ward Manager, the RMO and monitoring officer’s 
report, the inspectors concluded that the staffing levels are currently 
insufficient to safeguard and protect patients and these should be increased 
to a minimum ratio of seven staff for the current population profile.  
 
This view is based on the following information; 
  
 The Operations Manager for the ward indicated to inspectors that in the 

review of staffing levels, the Telford Assessment was used to facilitate the 
inclusion of the first level three observations within the minimum staffing 
levels.  There was only one enhanced staff for the second level three 
observation on the ward.  This contradicts the Trust Policy on Levels of 
Supervision/Observation. (Operational April 2007, reviewed November 
2010) which was provided. Point 4.3 of this document states: 

 
“Level three –Within Eyesight 1:1 The Patient should be kept within sight 
by a designated member of staff at all times.  The staff member will not 
have any other duties….” 

 
 The report from the monitoring officer for the ward over the weekend 

indicated that patients were unsettled and that there were high levels of 
challenging behaviour.  He identified in this report that the total number of 
staff required should be seven. 

 The Responsible Medical Officer and Ward Manager re-affirmed the 
complex needs of the patient group and that challenging behaviour 
displayed in the locked section of the ward requires appropriate staffing, 
experience and skill mix. The ward appears to have been understaffed for 
a significant period of time and there was clear evidence that the current 
investigation is having a negative impact on patients and making them 
more unsettled. 

 The high number of Vulnerable Adult referrals referenced in relation to one 
patient who was allegedly assaulted eight times, from April 2012, indicated 
the level of potential aggression among patients.  

 Inspectors noted incident reports in relation to staffing issues and 
requested evidence that this was highlighted by the Ward Manager to 
senior staff. 
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 Review of the QIP, following the Inspection to the ward, in November 
2010, indicated that the recommendation in relation to staffing was not 
appropriately implemented by the Senior Nurse Manager.  There was no 
evidence that staffing levels for the ward had been audited or of how the 
unmet need was escalated by senior management. 

 
9.2 Staff allocation 
 
Inspectors reviewed documentation relating to the allocation of staff on the 
ward to meet the care need of patients however it was difficult to ascertain 
from this information 

 what staff were on the ward eg instead of a name,the allocation sheet 
stated ‘Erne relief’ 

 what responsibilities were allocated to staff at each time period 
throughout the shift 

It is recommended that this system is reviewed so that the number of staff 
available, the name of each staff member and their allocated responsibilities 
throughout their shift in Ennis is clearly documented. 
 
9.3 Telford system 
 
Senior management with the hospital reported to inspectors that the 
complement of staff for Ennis had been assessed using the ‘Telford system’. 
However, there appeared to be a lack of clarity in relation to staff complement 
required for Ennis. It is recommended that ward mangers should be included 
in the Telford assessment process and the outcome of this assessment 
should be clearly communicated to all ward staff. In addition this information 
should be recorded on the ward and in the nursing office. 
 
9.4. Actual Duty worked 
 
On the day of the inspection the ‘actual duty worked’ recording could not be 
located which made the task of identifying staff allocation more difficult.  
 
9.5 Dignity 
 
Inspectors were informed that some patients strip on the ward and one patient 
strips naked on a frequent basis.  The Operations Manager who was 
monitoring the ward indicated the level of challenge this presents for staff in 
relation to protecting the dignity of the patients.  They indicated that no clear 
guidance is available and that staff use screens for this purpose.   
Inspectors noted that one patient on the ward is detained under the Mental 
Health (Northern Ireland) Order 1986.  The entrance to the ward was open but 
the doors to the back section of the ward which accommodates 11 patients is 
locked. These patietns all experience deprivation of their liberty as they are 
locked in and staff control access on and off the ward. Inspectors examined 
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patients’ notes and confirmed that the need for a locked environment is written 
in patients’ care plans.  However, the documentation does not reflect the 
trust’s adherence to the Deprivation of Liberty Safeguards- Interim Guidance 
2010. 
 
All of these issues were escalated to the Service Manager following the 
inspection. 
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Appendix 1 – Quality Improvement Plan 
 

 

 
QUALITY IMPROVEMENT PLAN 

UNANNOUNCED INSPECTION 

Ennis Ward, Muckamore> 

13 November 2012 
The issue(s) identified during this inspection are detailed in the Quality Improvement Plan. 

The findings of the inspection were discussed with the Ward Manager, Senior Nurse Manager and Service Manager. 
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1. RECOMMENDATIONS RESTATED FROM PREVIOUS INSPECTION 
 

RECOMMENDATIONS RESTATED FROM PREVIOUS 
INSPECTIONS 

NUMBER 
OF TIMES 
STATED 

DETAILS OF ACTION TO 
BE TAKEN TIMESCALE 

It is recommended that the Trust is proactive in the delivery of an 
independent advocate service to the ward.   
 

2   A meeting has taken place 
with advocates to confirm their 
roles and responsibilities, the 
outcome of this has been 
disemminated to all wards. 
Advocates are invited to and 
attend patient meetings. 
Advocates are invited to and 
attend patient resettlement 
meetings. Advocacy input is 
recorded in the patients care 
plan.  Senior managment will 
also review availability of 
advocacy to this ward.   

Immediate and on going 

It is recommended that patients are asked to sign their care plans 
to evidence consent to change. 

It is recommended that there is a record to evidence patients 
being asked for their views for multi-disciplinary meetings and 
reviews and to evidence informing them of outcomes. 

2 
 
 
2 

  Patients are involved in the 
review of their care plan, when 
changes are made,  patients 
who are able to sign are asked 
to sign the progress evaluation , 
if patients refuse to or are 
unable to sign this is recorded  
 

Immediate and on going 
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When the MD meetings and 
reviews take place, if applicable 
patients are asked for their 
views prior to the meeting and 
this is recorded in the care plan 
with the details of the meeting, 
if the patient is unable to attend 
staff will discuss outcomes of 
the meeting with the patient, 
this is also recorded in the 
progress evaluation 

It is recommended that the format for recording reviews includes: 

 Tasks identified. 
 Who has responsibility for tasks. 
 Who attends, including designation. 
 Capturing patient views prior to the meeting. 
 How the patient is informed. 

 
 
 

2  The format for recording MD 
meetings and reviews has been 
revised. This has been shared 
with all staff and is as detailed 
 
Who attended, including 

designation 

 - Patients views prior to the 

meeting recorded 

- Relatives prior to the meeting 

recorded (if applicable) 

- Was the patient invited and 

attend and if not why not 

- How the patient was informed 

of outcomes, if the patient has 

Immediate and on going 

BT Mod 6 Witness Statement 26 Apr 2023 & Exhibit Index & Bundle (combined) (2141 pages) 392 of 2141

MAHI - STM - 107 - 392



 

25 

 

not been informed the reason 

why  

- Patients views following the 

meeting recorded 

- Relatives views recorded  

- Who is responsible for 
tasks/outcomes identified 

  
It is recommended that 1:1 meaningful engagement with the 
named or allocated nurse is recorded as such to evidence this 
expectation statement 

2 The named nurse is recording 
all 1:1 meaningful engagement 
in the care plan, each time this 
will be highlighted as 1:1 with 
named nurse and patient   
       

Immediate and on going 

It is recommended that the process of taking staff from the ward 
to relieve other ward is reviewed and monitored as it impinges on 
patient care. 

 

2   Staffing levels will be 
monitored by the ward 
manager and senior nurse 
manager and appropriate 
staffing levels maintained. 
Recruitment processes are 
underway to fill any current 
vacancies    
     

Immediate and on gonig 

It is recommended that onsite social activity is monitored for all 
patients. 

To be 
reviewed at 
next 
inspection 

 There is a range of activities for 
patients both on and off the 
ward. Patients are encouraged 
to attend. There is an activity 

Immediate and on going 
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timetable in the ward, 
participation is recorded in the 
care plan, if patients do not get 
the opportunity to participate, 
the reason for this is also 
recorded    
     

Additional Reccommendations  
 

  

It is recommended that a clear pathway for reporting 
safeguarding issues on a 24 hour basis is implemented and 
mainitained. 

1 Staff follow all policies , 
procedures and guidance 
pertaining to safeguarding 
vulnerable adults. There is a 24 
hour senior nurse on duty, with 
instruction  for all staff to report 
all concerns through this duty 
system.     

    

Immediate and on going 

It is recommended that Patient care reflects the trust’s 
implementation of the DHSSP Deprivation of Liberty Safeguards- 
Interim Guidance 2010 

1 The patient care plans have 
been updated to reflect the 
Trust’s implementation of the 
DHSSP Deprivation of Liberty 
Safeguards- Interim Guidance 
2010    
       

January 2013 

It is recommended that the practice and policy in relation to 
observation levels is reviewed and clarified. 

1  The observation  policy is on 
the policy meeting agenda to be 
reviewed in January.  Individual 
observation levels for patients 
will be reviewed by the ward Dr 

February 2013 
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and the nurse in charge weekly, 
outcomes of the review will be 
recorded in the care plan.  

       
It is recommended that staffing levels for the ward are reviewed 
regulary. 
It is recommended that there is a clear system of governance in 
place to audit and respond to alerts by Ward Managers. 
It is recommended that the outcome of assessments for staffing 
are clear and disseminated accurately to the Ward Manager. 
It is recommended that the allocation of responsibilities to staff on 
duty is clearly recorded 

1  Staffing levels reviewed and 
shared with ward.  
 
Regular review is planned to 
reflect changing needs of the 
ward 
 
The review and any changes will 
be discussed with ward sister 
and shared with her and her 
team 
 
The ward manager is reviewing 
and revising the way in which 
staff allocation of 
responsibilities and duties are 
recorded       
    

Immediate and on going 

It is recommended that the current governance arrangements for 
Safeguarding are reviewed and the outcome forwarded to RQIA 

1  Additional safeguarding 
officers are in post and a review 
of the current arrangments will 
be completed  within the 
agreed timeframe       
  

February 2013 

It is recommended that the dignity of patients on the ward is 
reviewed and that guidance in relation to preserving the dignity of 

1  Maintaining patients dignity is 
individually assessed, actioned 

Immediate and on going 
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patients is provided to staff. and reviewed. Where necessary 
patients have been referred to 
behaviour services for further 
assessment and guidance    
   

It is recommended that the system for work allocation is reviewed 
so that the number of staff available, the name of each staff 
member and their allocated responsibilities throughout their shift  
is clearly documented. 

1  The ward manager is reviewing 
and revising the way in which 
staff allocation of 
responsibilities are recorded   

                

Immediate and on going 

It is recommended that activities as part of resettlement 
preparation are clearly outlined in individual patient care plans. 

1 All patients being prepared for 
resettlement have an individual 
discharge plan in their care 
plan. A summary of the 
outcomes is recorded in the 
care plan following each 
meeting using the agreed 
format for MD meetings.   
       

Immediate and on going 

It is recommended that patient care plans should detail 
presenting behaviours in terms of topography and function and 
how best to address individual behaviours. 

1  Presenting behaviours are 
individually assessed, actioned 
and reviewed. Where necessary 
patients have been referred to 
behaviour services for further 
assessment and guidance        
       

Immediate and on going 

It is recommended that functional communication systems are 
developed and implemented for all patients with communication 
deficits. 

1 All patients with communication 
difficulties have a 
communication passport. These 
are currently being reviewed 

Immediate and on going 
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and updated with Speech & 
Language Therapy        
   

It is recommended that the Trust considers  the 
recommendations of RQIA’s review of the Western Health and 
Social Care Trust Safeguarding Arrangements for Ralphs Close 
Residential Care Home in undertaking this investigation. 

1  The Trust will take cognaisance 
of the recommendations 
referred to in undertaking this 
investigation         

Immediate and on going 

 
 
 
 
 
 

 
 
The Quality Improvement Plan is to be signed by the Chief Executive and returned to: 
 
Mental Health and Learning Disability Team 
The Regulation and Quality Improvement Authority 
9th Floor 
Riverside Tower 
5 Lanyon Place 
Belfast 
BT1 3BT 
 
SIGNED: _________________________________________ 
 
 
NAME:  _______________ __________________________ 
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DATE:  ___________________________________________ 
FOR OFFICE USE ONLY: 
 
 
 

 
 
 
 
 

QIP viewed by inspector on: 
 
DATE: __________________________________________ 
 
 
SIGNED: ________________________________________ 
  
NAME: __________________________________________ 
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Appendix 2 – Quality Improvement Plan November 2010 
 
The Inspection Findings contained within this report is an electronic copy.  If you require a hard copy of this information please 
contact the RQIA Mental Health Department: 
 
Telephone: 028 90517530 
Email: Team.mentalhealth@rqia.org.uk 
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1.0 Introduction 
 
The Regulation and Quality Improvement Authority (RQIA) is a non- 
departmental public body established under the provision of the Health and 
Personal Social Services (Quality, Improvement and Regulation) (Northern 
Ireland) Order 2003. RQIA is responsible for providing independent assurance 
concerning the quality, safety and availability of health and social care 
services in Northern Ireland. Moreover, RQIA endeavours to encourage 
improvements in the quality of services and to safeguard the rights of service 
users, following the transfer of duties of the former Mental Health Commission 
to RQIA under The Health and Social Care (Reform) Act (NI) 2009. 
RQIA undertakes a range of responsibilities for people with mental ill health 
and those with a learning disability. 
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2.0 Ward Profile 
 

Trust Belfast Health and Social Care Trust 

Name of hospital/facility Muckamore Abbey Hospital, Ennis 
Ward 

Address 
1 Abbey Road, 
Antrim, 
BT41 4SH 

Telephone number 028 94463333 

Person in charge on day of 
inspection Linda McCartney 

Nature of service - MH/LD Learning Disability  

Name of ward/s and category of 
care Resettlement / Challenging Behaviour  

Number of patients and occupancy 
level on days of inspection 

17 beds 
17 patients 

Number of detained patients on 
days of inspection 1 

Date of last inspection 13 November 2012 

Name of Inspectors 
Margaret Cullen 
Siobhan Rogan 
Brenda Gallagher 

 
3.0 Purpose of Visit 
 
An unannounced inspection was undertaken by Margaret Cullen, Inspector 
from RQIA, on 20 December 2012. This followed a safeguarding strategy 
meeting, held on the 13 November 2012, in relation to allegations made on 8 
November 2012, by a member of staff from Bohill House, Nursing Home. The 
member of Bohill staff had been placed on the ward as part of a planned 
resettlement programme, agreed between the Priory Care Homes, Number 2 
Limited, and the Belfast Health and Social Care Trust (BHSCT). The staff 
member made a number of allegations concerning the physical, emotional 
and verbal abuse of patients by trust staff. 
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The purpose of the inspection was to clarify the action taken by the Belfast 
Trust in relation to the safeguarding investigation and review the safeguarding 
processes in place, in Ennis Ward, in response to the allegations of abuse of 
on 8 November 2012. 
 
As part of the RQIA duties under Article 86(1) and (2) of the Mental Health 
(Northern Ireland) Order 1986, RQIA also attended the Belfast Trust’s 
safeguarding strategy panel meeting, on 20 December 2012, to independently 
review the process of investigation and the monitoring of care and treatment 
provided to patients on the ward. 
This report should be read in conjunction with the previous inspection report of 
the 13 November 2012, as RQIA had sought clarity on a number of issues 
from the previous inspection.  
Additional assurances were sought, during the inspection, from the service 
manager, Muckamore Abbey Hospital, to the trust’s response to RQIA, of the 
12 December 2012, in respect of actions taken to address the previous 
concerns raised by inspectors. 
 
The inspector investigated all of the following issues, during the course of this 
inspection: 
 
 A review of the number of staff employed each day over the previous 

week, as the trust indicated that the staffing complement had increased to 
seven staff following the inspection of 13 December 2012. 

 the compliment of staff available in relation to mix and status, i.e. agency, 
bank, relief, temporary or permanent.  

 verification of the current observation levels on the ward.  
 review of the most up to date policy on supervision of staff and observation 

of patients. 
 review of the recruitment process, any advertisements and the timeline 

between the advertisements being approved and staff being recruited. 
 evidence of the staffing problems being highlighted at trust governance 

forum and / or at senior management core group meetings, and with the 
trust’s director of nursing 

 evidence of the decision making process, regarding the planned closure of 
Finglass ward. 

 copies of the community integration meetings to confirm if there was any 
previous negative comments received from Bohill staff. 

 copies of the induction plan provided for Bohill staff by the trust. 
 

Clarification was also sought following the strategy meeting held on 12 
December 2012 of; 

 
 the outcome of the Telford Staff Assessment which was undertaken by the 

trust in October 2012 
 the number of level three observations. 
 evidence that the contact details for the Chair of the Strategy Panel, was 

provided to staff, (it was agreed, at the previous strategy meeting, that this 
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information would be made available if staff needed support or wished to 
discuss any concerns). 

 
4.0  Methodology  
 
An unannounced inspection was undertaken following a response provided by 
the service manager on 12 December 2012, in relation to concerns raised at a 
strategy meeting held on 3 December 2012.  
 
The inspector requested additional information from the service manager and 
interviewed the ward manager and deputy ward manager. 
 
The inspector also examined two sets of patients’ notes, copies of the staff 
rota for the previous week, the communications book and the induction 
programme made available to Bohill staff.  
A quality improvement plan (QIP) is attached in Appendix 1, setting out the 
recommendations made as a result of this unannounced inspection. 
 
5.0  Interview with Service Manager 
 
The inspector requested, and was provided with, a copy of the trust’s Policy 
on Supervision and Observation.  Copies of additional correspondence, about 
actions taken by the service manager, were also requested but not 
immediately available on the day of the inspection.  The Inspector was 
informed by the service manager that the rest of the material could not be 
collated at that time, but would be forwarded subsequently to the Director of 
Mental Health and Learning Disability.  The correspondence was received by 
RQIA on 28 December 2012.   
The inspector informed the service manager that, despite being told at the 
strategy meeting that only one patient on Ennis Ward was on level three 
observations the inspection of patients’ records indicated that two patients 
remained on level three observations.  
Further clarity was sought in relation the staffing complement for the ward as 
the safeguarding panel was informed, at the strategy meeting that the staffing 
complement required for the ward was seven.  This was to include one staff 
member to facilitate the level three observations, who would have no other 
duties, in line with the staffing policy. 
The service manager advised that she understood that there was discussion 
in relation to the cessation of observations for one of the patients, but if this 
was not the case, that the complement would remain at seven (the Telford 
Assessment allows for the first level three observations to be absorbed by the 
designated staffing complement).  
The chair of the safeguarding meeting had also requested clarity, at the 
strategy meeting, on 12 December 2012, regarding this matter.  The inspector 
indicated that they would advise the Director of Mental Health and Learning 
Disability, RQIA, the Independent safeguarding monitor and the chair of the 
strategy meeting, of the RQIA concerns about staffing levels. 
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5.1 Interview with Ward Manager 
 
The inspector was informed by the ward manager of her concerns, in relation 
to the competency levels of some of the agency staff. Copies of email 
correspondence were sought from the ward manager highlighting evidence of 
these concerns being raised with senior management in the trust, and this 
was reviewed by the inspector, validating that such concerns were made 
known. 
 
6.0  Findings from the Inspection on Ennis Ward. 
 
6.1 Consequence of Additional Monitoring 
 
The ward manager and deputy manager advised the inspector that staff on 
the ward were anxious that the on-going monitoring was taking a toll on staff 
in terms of persistent scrutiny of practice. She indicated that staff were hoping 
that the additional monitoring would cease following the strategy meeting that 
morning. The ward manager advised that she was supporting staff as much 
as possible however staff indicated they did not feel informed about what was 
happening. The Inspector advised that the chair of the safeguarding 
investigation had asked that her contact details and those of the PSNI were 
made available to staff. This was agreed at the second strategy meeting, held 
on 12 December 2012. The Inspector was advised that these contact details 
were not available to ward staff. The Inspector was informed that there was 
inconsistency in the staff used to provide duty cover, and that patients remain 
unsettled with the changes in staff and the additional monitoring 
arrangements. There could be up to five monitors per day on the ward 
resulting in different people coming in and out throughout the day. 
RQIA staff acknowledged that this was a difficult time for staff and patients. 
 
6.2 Observation Levels and Staff Rotas 
 
The Inspector asked what changes had been made to the observation levels 
since the previous inspection. The ward manager and deputy manager 
advised that no changes had been made. 
Two patients remain on level three observations, on separate sections of the 
ward. This level of observation was required consistently for significant 
periods. The Inspector was provided with patients’ notes on request, which 
corroborated this information. 
The Inspector examined the staff rotas and requested a copy of the rotas for 
the previous week. This information and feedback from staff indicated on-
going problems in relation to staff being used as relief staff for other wards.  
The Inspector asked for the date when the staffing complement for the ward 
was increased to seven and this was unclear. Staff provided the Inspector 
with copies of the duty rotas for the previous week. This information indicated 
that on the day of the Unannounced Inspection (20.12.12): 
 

 There were seven staff, including one bank and one relief in morning 
(07.30-13.00).   
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 In the afternoon (13.00- 18.00) there were six staff including two bank 
staff. 

 From 18.00 – 20.30 there were seven staff on duty including two bank 
staff.  

 From 20.30-23.00 there were four staff including one bank with two 
staff on night duty. 

 
The rotas indicated a lack of a consistent cohort of staff available and having 
seven staff on duty appeared to be the exception, rather than the rule. Staff 
indicated that efforts were made to get seven staff, but the current demands 
on staffing across the hospital site prevent this. The rotas also indicated an 
over reliance on agency, bank and relief staff in the ward. The rotas confirm 
that the staffing complement daily is made up of over half agency, bank and 
relief staff. The Inspector was advised that other wards on site have core staff 
who could be transferred to support the management of patients on Ennis 
Ward. 
 
6.3 Telford Assessment 
  
The Telford assessment of October 2012 was discussed with the ward 
manager.  The inspector was advised, by the ward manager, that the 
assessment was not completed with her involvement.  
The Telford assessment was completed by the operations manager indicating, 
i.e. Day time rota; 6 staff (two registered nurse (RN) and one nursing assistant 
(NA)), rota 8.30 pm to 11 pm (one RM and four NA), night rota two staff (one 
RN and one NA). The ward manager questioned this decision at the time and 
asked for an explanation of how Telford worked out this staffing complement 
but indicated to the Inspector that she remained unclear about this. The ward 
manager indicated that they had stated this clearly at a meeting on the ward 
the previous day. The service manager had arranged a one to one meeting 
with the manager on the day of the inspection to explain the decision; the 
Inspector noted this meeting did not occur, due to other issues requiring 
attention on the day. 
The Inspector concluded that there was a lack of clarity about the staffing 
requirements for the ward, as RQIA was informed, at the earlier strategy 
meeting, that there was only one patient requiring level three observation on 
the ward, on the day of the inspection. The ward manager, deputy ward 
manager and patients’ notes indicated, however, that two patients required 
this level of observation. One patient has required it consistently since 22 
March 2012 and one patient arrived to the ward on 6 December 2011 and was 
on level three observations from 19 May 2011. Both patients require this from 
7.30 am to 11pm. The Inspector was concerned at the delay in allocating a 
consistent core group of appropriately trained and experienced staff to Ennis 
Ward in view of the safeguarding concerns, raised by staff from Bohill Home. 
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6.4 Induction of Bohill Staff 
 
The process for the induction of Bohill staff on the ward was raised by the 
Inspector.  The Inspector was advised that this involved use of the ward 
induction book for Trust staff.  The inspector was also advised that there was 
poor communication in relation to where Bohill staff were to be placed and 
their specific roles on the wards.  An example was given of a group of Bohill 
staff arriving on Ennis Ward without clear instructions about their placement, 
and some needed to be relocated to Erne Ward.  The ward manager stated 
that the full ward induction programme takes five days and this was not 
completed with all staff.  
The Inspector enquired about the Resettlement Integration Project.  She was 
advised that the ward manager attended this project for a six week period and 
that while a copy of duty sheets were provided, there was no clear discussion 
of roles and responsibilities of the visiting staff.  The ward manager stated that 
the responsible medical officer and senior house officer wanted to be involved 
but were, allegedly, informed that the induction meetings were only for nursing 
staff.  The ward manager advised that they had two meetings with the Bohill 
manager after Bohill staff commenced work on the ward and she asked Bohill 
staff to raise any concerns they may have with her.  
 
6.5 Case Notes 
 
The inspector reviewed two sets of notes in relation to patients identified as 
requiring level three observations.  The deputy manager evidenced from the 
other patients’ notes that level three observations were provided consistently 
since 22 March 2012. The inspector was advised that this level of restriction 
was reviewed weekly.  However examination of notes indicated that this 
practice, while not consistently evidenced weekly, was achieved more robustly 
by the multidisciplinary team (MDT) up until March 2012. The process of MDT 
meetings appeared to change, from this date and to become more focused on 
resettlement.  There was poor evidence of reviewing observation levels after 
this period. 
 
The notes examined, however, indicated good practice in relation to: 
 

 essential life planning 
 best interest documentation 
 family being informed and updated 
 alerts and observation needs being clearly displayed 
 the need for observations being clearly outlined in the nursing care plan 

and reviewed by nurse. 
 restrictive practices being documented in nursing care plan. 
 range of assessments and care plans evidenced on patients’ notes, 

e.g. Braden assessment, epilepsy management. 
 while risk assessments were reviewed, the level of observation was not 

included. 
 vulnerable adult (VA) referrals in file and appropriate referral. 
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Gaps identified included: 
 

 no behavioural management service involvement. 
 the comprehensive risk assessment was not updated. 
 the protection plans in relation to VA processes lacked clarity.  RQIA 

have asked for a review of these processes in the quality improvement 
plan from the inspection on 13 November 2012. 

 
7.0 Recommendations 
 
Staffing 
 
The inspector recommended that; 
 

 the staffing complement for Ennis Ward be more clearly defined and 
monitored to ensure that at all times suitably qualified, competent and 
experienced persons are working in such numbers as are appropriate 
for the health and welfare of patients. 

 the ward manager should be centrally involved in agreeing the 
appropriate staffing numbers required, in order to meet the needs and 
safety of the patients on the ward. 

 the staffing requirements in relation to special observations are clearly 
defined, and if the Telford and/or the Trust Observation Policy, is being 
adhered to.  Both of these policies should be reviewed for consistency 
with each other. 

 RQIA is informed of any deficits in staffing levels on Ennis Ward, i.e be 
advised if complement of seven staff is reduced to a lower number and 
on what basis.  

 the ward manager, deputy ward manager or monitors raise, as a 
priority, any concerns in relation to staff competence.  

 a designated person should be identified with the responsibility for 
reporting this information to RQIA. 

 
It is recommended the staffing on Ennis Ward is reviewed to ensure there is a 
core complement of staff to meet the needs of the patients. 
 
Safeguarding Strategy Meetings 
 
It is recommended that any agreed actions / recommendations from 
safeguarding meetings are processed accurately and in a timely manner to all 
relevant staff. 
 
Care Plans 
 
It is recommended that the MDT team review special observation levels in 
compliance with Trust Observation Policy and any best practice guidance, and 
document this in care plans.  “A Medical/Nursing Review of patients on level 
2,3 and 4 should occur on a daily basis and be reviewed by the full 
multidisciplinary team regularly”. (Trust Policy December 2012). 
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Process of Resettlement 
 
It is recommended that any learning from the induction of all internal and 
external staff under the terms of the proposed new resettlement strategy is 
reviewed and any lessons learned is documented / shared with staff and 
forwarded to RQIA. 
 
Conclusions 
 
Due to the serious nature of the allegations of abuse of patients, RQIA will 
continue to monitor staffing levels closely, the recording of incidents, the 
actions taken and adherence to clear governance protocols by the trust. This 
will be done through the process of on-going inspections from assurances 
sought from the Belfast Trust as a result of RQIA’s monitoring of information 
received from Ennis Ward.
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Appendix 1 – Quality Improvement Plan 
 

 

 
QUALITY IMPROVEMENT PLAN 

UNANNOUNCED INSPECTION 

Ennis Ward, Muckamore Abbey Hospital 

20 December 2012 

 
The issue(s) identified during this inspection are detailed in the quality improvement plan.
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1. RECOMMENDATIONS  

 

RECOMMENDATIONS  FROM  INSPECTION 
NUMBER 
OF TIMES 
STATED 

DETAILS OF ACTION TO 
BE TAKEN TIMESCALE 

It is recommended that the total staffing complement for Ennis 
Ward be clearly defined and monitored to ensure that at all times 
suitably qualified, competent and experienced persons are 
working in such numbers as are appropriate for the health and 
welfare of patients. 
 

2   Staffing levels are 
based on the outcomes 
of the Telford Review 
which was carried out for 
this ward        

Immediate and ongoing 

It is recommended that the Ward Manager should be centrally 
involved in agreeing the appropriate staffing complement 
required in order to meet the needs and safety of the patients on 
the ward. 
 
 

1   The ward manager was 
involved in the Telford 
review for the ward and 
was involved in agreeing 
the outcomes from this. 
The ward manager is 
currently on sick leave 
but another band 7 ward 
manager has been 
appointed to the ward in 
their absence and who 
has responsibility to 
ensure that staffing 
levels are maintained in 
accordance with the 
outcomes of the Telford 

Immediate and ongoing 
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Review. The ward 
manager also works in 
conjunction with the 
MDT to agree enhanced 
observation levels when 
these are deemed 
necessary.        

It is recommended that staffing requirements in relation to special 
observations are clearly defined, and that RQIA is advised in 
writing, if the Telford and /or the Trust Observation Policy, is 
being adhered to and a review of both is undertaken for 
consistency with each other. 
 

2    Special or enhanced 
observations are agreed 
by the MDT, however in 
the absence of the MDT 
being available, the 
nurse in charge will 
make a decision on level 
of observation required 
based on the patient’s 
presentation at the time. 
The Observation policy 
is currently subject of 
review and its outcomes 
will be communicated to 
all staff on site.       

15 February 2013 

It is recommended that RQIA is informed of any deficits in 
staffing levels on Ennis ward, i.e.  

 to be advised if complement of seven staff reduced and on 
what basis. 

 Ward Manager, Deputy Ward Manager or monitors raise 
as a priority, any concerns and advise RQIA of action 
taken in relation to staff competence and that; 

2   Duty Nurse Manager is 
responsible for checking 
staffing levels in this 
ward on a daily basis 
and Ward manager in 
Ennis has been advised 
to work with the Duty 

Immediate and ongoing 
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 a designated person should be tasked with the 
responsibility for reporting this information to RQIA. 

 

Nurse Manager to ensure 
that staffing levels do 
not drop below those 
agreed within the Telford 
Review. Hospital 
Management have been 
raising the staffing levels 
in this ward and this 
remains on-going. 
Processes are in place to 
have any concerns noted 
within the ward 
forwarded to RQIA and 
there is an identified 
person within the 
hospital to do this.        

It is recommended the staffing on Ennis ward is reviewed to 
ensure there is a core complement of staff to meet the needs of 
the patients 

1 A core complement of 
staff have now been 
identified for this ward 
as a result of on-going 
recruitment. 

Immediate and ongoing 

It is recommended that any agreed actions from safeguarding 
strategy meetings are processed accurately and in a timely 
manner, to all relevant staff. 

1   The ward manager will 
ensure that outcomes 
from VA Processes are 
incorporated into the 
patient’s care plan – this 
will be audited by the 
Senior Nurse Managers 
and will be included 

Immediate and ongoing 
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within the Evaluating 
Quality Care Audit.        

It is recommended that the MDT team review compliance with 
the special observation Trust Policy and best practice guidance.   
“A Medical/Nursing Review of patients on level 2,3 and 4 should 
occur on a daily basis and be reviewed by the full Multi-
Disciplinary Team regularly” (Trust Policy December 2012). 
 

1    The Trust Special 
Observation Policy for 
Learning Disability is 
currently under review. 
This will incorporate how 
patients who are on 
levels 2, 3, and 4 are 
reviewed. The policy will 
specify that patients who 
are acutely unwell will be 
reviewed on a daily basis 
by medical/nursing, 
those who are on special 
observations for 
behavioural issues will 
be reviewed weekly by 
medical/nursing and 
those who are on special 
observations as a result 
of the Vulnerable Adult 
Process will be reviewed 
by the VA Team at each 
subsequent VA meeting 
relating to the patient.      

Immediate and ongoing 

It is recommended that any learning from the induction of any 
internal / external staff, under the terms of the new resettlement 
strategy, is reviewed and any lessons learned, documented and 

1   Induction Processes 
are being reviewed at 
present – the internal 

Immediate and ongoing 
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shared with relevant staff. 
 

induction process is now 
complete and is in 
operation and it is 
anticipated that the 
external induction 
process should be 
complete within the next 
four weeks.        
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The Quality Improvement Plan is to be signed by the Chief Executive and returned to: 
 
Mental Health and Learning Disability Team 
The Regulation and Quality Improvement Authority 
9th Floor 
Riverside Tower 
5 Lanyon Place 
Belfast 
BT1 3BT 
 
SIGNED: _________________________________________ 
 
NAME:  _______________ __________________________ 
 
DATE:  ___________________________________________ 
FOR OFFICE USE ONLY: 
 
 

 
 
 
 
 

 

QIP viewed by Inspector on: 
 
DATE: __________________________________________ 
 
 
SIGNED: ________________________________________ 
  
NAME: __________________________________________ 
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