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MAHI Team

1st Floor

The Corn Exchange
31 Gordon Street
Belfast

BT12LG

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

Overview of Bamford Review and subsequent developments.

Analysis of different models for learning disability services.

Focused Study of the “Equal Lives Learning Disability” Review (September 2005).
Focused Study of “A Comprehensive Legislative Framework” (August 2007).
Mental Health (Northern Ireland) Order 1986: key provisions.

-~ 0o o 0 T ®

The new legislative framework: Mental Capacity Act 2016.

Comparative analysis: law in UK (outside NI) and elsewhere.

@
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Module 2: Health Care Structures and Governance

a.

S0

= @

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.

Department of Health: oversight of learning disability services.

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

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

The Trusts and MAH: historical overview.

BHSCT and MAH management and governance structure.

Interrelationship between Trusts re patients admitted to Muckamore.

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

Outline of provision for community based services.

Module 3: Policy and Procedure

a.

~ 0o oo T

.

Policies for delivering health and social care to learning disability patients 1999 —
2021.

Nursing care delivery model.

Policies regarding restraint/ seclusion.

Safeguarding policies.

Policies and procedures re medication/ auditing of medication.

Policies and procedures concerning patients’ property and finances.

Policies and procedures re psychological treatment, speech and language therapy,
occupational therapy and physiotherapy.

Resettlement policies (and provision for monitoring of resettlement).

Complaints and whistleblowing: policies and procedures.

Overview of mechanisms for identifying and responding to concerns.

Risk assessments and planning regarding changes of policy.

Procedures to provide assurance regarding adherence to policies.

. 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.

> @ -

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

Training, recruitment and deployment of learning disability psychiatrists,
psychologists, speech and language therapists, occupational therapists and
physiotherapists.

Measures relating to staff retention and support.

Induction programme for new unregistered staff and temporary workers.

Practice regarding supervision of unregistered staff.

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

Provision for trend analysis of Datix incident reporting and response.

Overview of turnover and vacancy rates on wards.

Exit interviews: management and analysis.

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

Module 5: Regulation and Other Agencies

a.

b.

C.

Regulation and Quality Improvement Authority (and MHC):

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

Health and Safety Executive Northern Ireland (HSENI):

¢ history, statutory remit, objectives, procedures and methodology;
e roles and responsibilities re MAH.

Patient and Client Council (PCC):

¢ history, statutory remit, objectives and methodology;
e roles and responsibilities re MAH.
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Module 6: MAH Reports and Responses
a. EHSSB/ NWBT Review (December 2005):
e overview;

e analysis of recommendations;
e examination of response.

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

e overview;
e analysis of recommendations;
e examination of response.

c. Review of Safeguarding at MAH - A Way to Go (November 2018):

e overview,
e analysis of recommendations;
e examination of response.

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

e overview;
e analysis of recommendations;
e examination of response.

e. ldentification of other key reports concerning MAH.

09 December 2022
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NORTH AND WEST BELFAST HEALTH AND SOCIAL SERVICES TRUST
MUCKAMORE ABBEY HOSPITAL

MEMORANDUM

From: Mrs M Somerville To: EMB Members
Director of Hospital & Community
Learning Disability Services

Ref: ES/ba

10.1.06
RE: REVIEW OF CHILD PROTECTION PROCEDURES

Please find a copy of the report produced following a joint review by EHSSB and the
Trust. This report has now been presented to the Chief Executive of the Eastern Health
& Social Services Board.

Mrs Mairead Mitchell will take responsibility for the implementation of the
recommendations which relate to the Trust. Mrs Mitchell will produce a report in the
Summer of 2006 detailing progress with implementing those measures and any
outstanding actions from the 2004 SS| Report.

This report will be noted at EMB on 18" January 2006.

MIRIAM SOMERVILLE

c.c. Mr R G Black, Chief Executive DIRECTOR OF NURSING
1 3 JAN 2008

Enc.

DI
~RECEIVED
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NORTH A D WEST BELFAST
HEALTH AND SOC AL SERV CES TRUST

TITLE:

CONTENT:

PREPARED BY:

DATE:

Review of Policies and Procedures to
Safeguard Children and Vulnerable Adults
in Muckamore Abbey Hospital

This report sets out current practice at
Muckamore Abbey Hospital which seeks to
ensure that Children and Vulnerable Adults
are safe during their stay in Hospital

Eastern Health & Social Services Board &
North & West Belfast H&SS Trust

(See Appendix 10 for membership of
review team)

December 2005
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Introduction 1-2
Context 2-3
Monitoring Mechanisms — Child Protection 3-10

Monitoring Mechanisms — Protection of Vulnerable Adults 11 - 12
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Recommendations 18-19
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Eastern ealthand Soca Servces oa and orth
and est elfast Hea th and Socia Serv ces Trust

Review of Policies and Procedures to Safeguard Chi dren and
Vulnerable Aduts n uckamore Abbey Hospital

1.0 Introduction

The report has been written following a joint review carried out by North
and West Belfast Trust and The Eastern Health and Social Services
Board. This report sets out current practice at Muckamore Abbey Hospital
to ensure that children and vulnerable adults are safe during their stay in
hospital. It details policies and procedures used within the hospital,
training and support provided for staff and monitoring mechanisms. The
report also addressed how these systems work in practice. As part of the
process, a number of recommendations have emerged which will further
improve practice.

1.1Terms of Reference
The terms of reference agreed by the group for the review are as follows;-

To produce a report which assures North & West Belfast H&SS Trust
and EHSSB that appropriate child protection measures are in place at
Muckamore Abbey Hospital.

To describe how these measures are monitored and what reporting
mechanisms are in place.

To assure the Trust and EHSSB of the robustness of vulnerable adult
procedures.

1.2 Process of the Review
in
ed
to

Vulnerable Adults policies and procedures are being implemented.

1.3 It was agreed that the files of all EHSSB children ung
under 19 years who had been treat :d on an adult urin
be reviewed.

There were 7 such children and Young People; 4 female aged 14-17 years
and 3 male aged 15 years and 16 years.

Also the files of a 40% sample of all children admitted to Conicar Ward
were reviewed.
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There were 6 children in the sample. All were boys aged 9-16 years.

The files of all the EHSSB patients who had been involved in Vulnerable
Adults Procedures during 2004 and 2005 were also reviewed. The files of
9 people involved in 8 Vulnerable Adults investigations were reviewed.
These involved 7 men and 2 women.

Appropriate social work and nursing professionals from outside the
hospital reviewed these files.

A Consultant Paediatrician with responsibility for Child Protection within
the Trust reviewed five files. Three of these are children in adult wards
and two are children in Conicar.

2.0 Context

2.1

2.3

24

The review must be set in the context of a hospital for people with
learning disabilities which is in a state of transition. Patients in the

h Ithough the majority of people
a )- The hospital is moving from
b ital to one, which offers shorter-term

assessment and treatment services for people who require a period of in-
patient care. Patients will, in future, be admifted because of mental
iliness or severe challenging behaviour. Phase 1 of the redevelopment
programme provides new accommodation for 35 assessment and
treatment beds.

pital has also hi he
disabilities who la
behaviour (forensic services). Pha of

also provides 23 forensic beds. Until the new unit is opened, such patients
are accommodated elsewhere in the hospital and receive supervision as
indicated by clinical risk assessments.

A children’s ward, Conicar is still on the hospital site. A business case
was developed by the Trust in 1995 to relocate this to a more appropriate

c n. bu d at the time and
a ca in ed to the Boards
a nt. en

The Trust and the EHSSB remain concerned that young people continue

S , ho nin
h dis uire
of

alternative provision and if Conicar is unsuitable, young people are
ed business case for the redeveloped
t services for adolescents were not to
ital and this remains an issue yet to be
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2.5 p vulne e and e va
s | The pital a Is
N € may be admitted from the other two

learning disability hospitals because of the severity of the condition
requiring treatment. A variety of therapeutic approaches are therefore
required to manage people appropriately and safely. This also means that
complex decisions about managing risk are being taken by all clinical /
professional staff on a daily basis.

2.6Muckamore Abbey Hospital is recognised as a centre of good practice in

the field of learning disabilities. The majority of learning disability nurses in
Northern Ireland undertake student placements at the hospital. 1t is also a
centre approved by the Royal College of Psychiatrists for the training of
doctors in the psychiatry of learning disability. There is close collaboration
with the University of Ulster to provide student placements for allied health
professionals. The hospital has also been able to attract high calibre staff
across all the professional groups including allied health professionals,
social work and clinical psychology.

2.7The review team noted that the hospital has a strong track record of

reform and modernisation. Recent achievements include the following:-
The third successive charter mark for the hospital was awarded in
2005.

¢ The hospital has been designated as a Good Practice site in 2005
as part of the Public Service Reform Unit. -

A Service Improvement Project undertaken at the Hospital in 2005
has been selected as the N.I. entry in the International Quality
Healthcare Forum.

» The Hospital has been selected by the Home Office as a pilot site
for a recently devised Adapted Sex Offenders’ Treatment
Programme. This will be delivered in partnership with the Probation
Service.

The development of a multidisciplinary quality audit tool specifically
for learning disability services. This is called Evaluating Quality

Care (EQC) and may shortly be copyrighted and shared across the
province.

3.0 Monitoring Mechanisms - Child Protection Procedures

3.2 Fol

hich complies with and complements
et out in Co-operating to Safeguard
gional Child Protection Policy and
gional Policy and Procedures make
n in hospital settings and to the needs
pital procedure has been drafted with

ing an Inspect
hos | undertook to

am that the
ures and

SSI in 2003, the re
then child protection s, p
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training of staff. It wa considerable progress has been made
in this field, including
The development of specific procedures for hospital staff, which
provide id and co with Trust and regional policies
and pro e have n developed in association with
members of the Trust Child Protection Panel and specific advice
from the Trust Child Protection Nurse. (Appendix 1)

Hospital representation on the Trust Child Protection Panel

The availability of the Trust Child Protection Nurse and Consultant
Paediatrician for specialist advice.

Hospital staff receive the Trust Child Protection training programme
with some adaptations to take account of the hospital environment.
Two nurse managers have been trained as trainers and this training
programme is now mandatory for all nursing staff. Although
considerable progress has been made with the training programme,
it must be recognised that it will take some time to train all staff and
priority is given to those who have most contact with children.
Targets are being set for the numbers and type of staff who should
receive training each year and progress will be
monitored.(Appendix 2)

3.3 Children’s and young people’s files were specifically reviewed in search of
evidence of awareness by staff of child protection issues, policies and

procedures and adherence to the Looked After Children(LAC)
arrangements. ‘

Good Practice Examples

In all social work files reviewed of children and young people on
adu!t_wards, there was clear evidence of awareness of the
additional risks posed by the adult environment.

Nursing notes indicated a number of instances where ward staff
reported child protection concerns to social workers. Both social
work and nursing files indicated the outcome.

3.4 Spef:ific C_:hild Protection Issues raised in the Files. There were three
specific child protection issues raised in the files reviewed.

Issue 1
Ward staff reported to Social Services their concerns about the account of
a 17 year old had been ‘sitting on the lap of her Grandmother’s

partner while ng'.
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A referral was made to Social Services in the community, investigation
interviews took place with the young person and with the adults involved.

Ad hat no r action to be taken within the child protection
pro was re totheH tal.

The Grandmother and partner were advised of the inappropriateness of
this action.

Social work, nursing and medical files all contained reference to this
incident and to the outcome.

Issues 2 and 3
A 15 year old in an adult ward also raised issues, which were discussed in
terms of child protection.

Firstly, a report that the boy had seen self-harm by another patient is
discussed in terms of ‘invoking child protection protocols’. After a
discussion with Social Services, the Manager an y Social
Services, no further child protection was taken.

supervision was in place already.

Secondly, a graze was noticed on the boy’s head and brought the
following reaction from the consultant to the Senior Social Worker in the
hospital, ‘Given the importance of Child Protection Procedures | would be
grateful if you might investigate the circumstance’.

These examples indicate both awareness of the issues on the part of all
professional staff involved and the appropriate use of child protection
policies and procedures.

es indicated good practice in
Team considered that there were
ments could be made to nursing

These are:-

nis regularly updated in all areas.
r children
Care Plan highlights a child’s likes

one case requires further discussion
rician and the Consultant Psychiatrist
ur noted in the medical file. This will
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3.7 The review team considered that although much progress has been made
in addressing the child protection recommendations in the SSI report,
taking some additional measures could further strengthen child protection

work in the hospital. The Review Team re i ing
hos rep tation on Trust Child by
incl gad ornursein  membership. A further suggestion

has been made that a Child Protection Committee is established at
the hospital. This would meet every six months, would have
representation from Family and Childcare Services, Trust Child
Protection Nurse and Consultant Paediatrician as well as hospital
staff. This Committee would provide advice and monitor progress
with training and other aspects of child protection.
(Recommendation 6)

3.8 LAC Reviews. All children and young people are reviewed under the
Looked After Children (LAC) guidance. Establishing a LAC Review is the
responsibility of the “owning” community trust.

3.9 Evidence from the notes indicates that LAC reviews are often late and can
be unproductive as it is difficult for staff in community trusts to prioritise the
needs of children and young people in the hospital. Across the range of
children and young people in the Adult and the Children’s wards, there
was a 100% involvement with Looked After Children arrangements evident
from the files.However, the levels of compliance with the required
timescales and recording fell below the acceptable levels in a number of
cases.In particular there seemed to be difficulties in adhering to the 6
months timescale for reviews.

In some cases it was obvious that efforts were being made to convene the

meatings but gaps of 9 months were not uncommon and in one case a
year elapsed.

3.1

ports
ity for
es, unsigned p r
s present. The
person th wn Community S re
approp ly
3.11 It shoul  so be noted that gene an ked
Children ews was very good in ult ary ance,
family attendance and professional co
3.1 ns na ths of
co ity
- pact in ving this situation.
This revi ndicated ed fort s to be inded of their
responsi ies in res of LAC reviews. (Recommendation 5)
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Examples of Good Practice in LAC Reviews.

e Nursing Reports to LAC Review were of a particularly high
quality and were highlighted by the review team.

3.13 Advocacy Services for Children. Evidence from the notes indicate the
use of independent advocacy services for some children. The review
team considered that it would be helpful if community trusts were
able to increase the availability of advocacy for children and
adolescents who were already or in danger of becoming
delayed discharges. (Recommendati

3.1 It pl wards to which ch n and young
e a to a weekly multi plinary ward

n is 1S t psychiatris attended by the

r a variety of pro onal staff. managers and

a mmunity staff are invited to this meeting. The review
team noted that this is the main clinical decision-making process for
be guised in nt terminol
meeting. Exa on ofthe n
ction plans are recorded in a number
of different places. The review indicated however, that it would be
| lusion of a sepa sheet that rly
s How best to rationalise is
tl n.

Example of Good Practice

e Behaviour Nurse Therapy’s framework for Risk Assessment
was identified by the review team as a useful tool that could
be adapted for the multi-disciplinary team.

outcome of discussions in relation to
nd actions taken were found recorded
s indicates that although the practice is

to recording systems. The procedure
this issue and will be implemented.

3.16 es ct e
S p I ct n
d m nt [3 a

not used consistently by staff. It is
ws the use of EPEX to explore how
multidisciplinary working and risk
8)
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3.17 Supervision Policies. A regular feature of the ward meetings is how

best to supervise patients who may be particularly vulnerable or those who

e n ant
ti Is of
d o I 4)

Individual patients who are subject to constant supervision are reviewed
regularly by the multidisciplinary team. The mix of patients in outdated
accommod can such ision d t. ing the
necessary of su ion to this is adi balance
between safety, availability of staff and affordability and can from time to
time create financial challenges for the trust. High levels of supervision
an rvation can a e ant c for the patient. The priority
ho is always the y of p staff.

Examples of Good Practice

Nursing notes highlighted good recording of the levels of
supervision, complaints and incidents and the appropriate
action taken was well recorded. '

Each file contained references to the young persons status as
a child and regularly noted the presence of one to one staffing
in place to afford the child and young person additional
protection.

safety on an adult ward’ taken from Looked After Children
Review report.

3.18 Admissions of adolescents to adult wards. This is an undesirable

posi but on occ unavoida The deci to admit is taken
follo discussion en the re ing consul the consultant for
Conicar and the Medical or Clinical Director at the hospital. The reasons
why an admissi the children’s is inapp is d.
Admission only rs when it is that an t is

ailable. The decision to admit to an
Itant psychiatrist in consultation with
sional staff in the hospital. This is
care plan. An Incident Report is also
d to adult wards. The Trust Chief
I Health Commission and the EHSSB.
procedure, which covers all patients.
admission protocol be developed
ount of the fact that this should be
mediately raises awareness of
tion. This will be implemented and
rrals and children transferred from
ndation 1)
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3.19 ed " ward at least 1 ision
o) ad This ed as ap and
c on

they will continue to receive this le

hospital, others are provided with s

their level of independence. Const

for the most therapeutic of enviro

staff at your side may not be help
It is , the most riate
in ad and in the a of a
ition will remain unchanged.

3.20 e ng
gi g
in o] dm
to d
In t situ risks posed by the young person to other
child oung in Conicar were taken into account in the decision
making about admitting an adolescent to an adult ward.
3.21 notes that time to time, young
am found onsent for the use of

ented. This is in the process of being
addressed by the clinical team at the hospital.

Examples of Good Practice

A1 d admitted ward from Conicar is
pla eturn to Co

It was also clear from a number of files that when

ch ng ple ing
as to ect
nvi
id e pra to
rc and for
dat
9
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32 rvice in hos d by

of the tin Plan

Many of the actions have been

m.
rep
x 5.

reference to the planned relocation of

Conicar into the community. This will not ver, take place for some

time and does not address the nee 's of ado nts.

10
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4.0 Monitoring Mechanisms — Protection of Vulnerable Adults

4.1 The hospital complies with the Vulnerable Adults Policies and Procedures

hin the trust 200 Specific guidance for hospital
written and with as part of the training process.

4.2 When to use Vulnerable Adults Procedures. The review team noted

that the implementation of Vulnerable Adults procedures has meant a
change in practice for hospital staff. Before the introduction of Vulnerable
Adults procedures, many of the issues were dealt with through the formal
complaints process. Patients and carers will still use the complaints
system to raise matters as this is a more familiar process for them. The

he le Adults proc s as opposed

nd tools such as Cause

uir nsideration of a number of factors.
Obviously, all patients within the hospital are vulnerable. There are also a
large n incidents ach is ex in a learning
disabili l. Not all uld Id be ered under

Vulnerable Adults Procedures. Consideration is therefore given to such
factors as the patient’s current mental health, whether or not the incident is
atypical and what is known about the circumstances surrounding the
incident.

d by the appropriate
in w  will a view on how an issue

ad nal improvement is that all complaints

and potential Vulnerable Adults ca

management team on a weekly
ns of th two processes
ful cons ation of the iss

Decisions are recorded in notes of the ent s, and in
patients’ notes. A complaints file is tw how the
complaint has been managed.

44 The review highlighted that rding be by
ensuring that one file note is that ms o and

ation of a Vulnerable Adults case.
guidance as to the factors which
ble Aduits. A process for decision-
ithin the hospital, which clarifies
icer. The procedure outlined in
be implemented. (Recommendation

. The lead in setting up a Vulnerable
ing” community trust. As described
ws, staff in community trusts have
hospital patients can remain low on
d a Vulnerable Adults process can

11
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defeat the purpose and so it often falls to hospital staff to take the lead.
This is not the most satisfactory practice. It is recommended that
community trusts are reminded of their responsibility in relation to
this. (Recommendation 5)

46 s ind difficulty
g Ad
y e and to chair. The review team

noted confusion in one Trust's reluctance to become involved in the
Vulnerable Adults process because it involved an allegation against a staff
member and it was their view therefore that it was a disciplinary issue for
the hospital Trust.

4.7 Supervision Policies for Adults. The use of the Constant Supervision
Policy and Procedure operates for all patients within the hospital as
described above in 3.4. Itis evident from notes that decisions in relation to
changes in levels of supervision or a move from one ward to another need
to be made quickly and a bureaucratic process which would slow this
down is to be avoided. Nevertheless, it is difficult to track from records
how these decisions are made and by whom. The review team
recommend that a set of “guiding principles” are produced which
provide a framework within which these decisions are made. This
will not hinder the need to take action but will provide reassurance
that a number of issues, including the vulnerability of others, have
been fully explored as part of the decision making process.
(Recommendation 3)

4.8 Patients who have the potential to offend. The review team noted that
the hospital will continue to provide a regional service for people with

]
n
assessment and treatment of this group. Much of this work relates to
a designated Home Office pilot site for
x Offenders Treatment programme.
uts others at risk are assessed and
tools. Full multiagency reviews take
n package is organised as required.
of the management of these patients
ftidisciplinary team meeting.
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5.0

5.1

5.2

133

Ot alm
Th vera » Which provide additional safety
for | nd v
perates a p ve laints
in the ho I po to as
to complainants are signed by the Chief
Executive or Deputy Chief Executive. All complaints are recorded and
summarised in a report which is te he s Committee
on a quarterly basis. This Com is of governance
n
d
in
c ints by n S
a cus ho t
a ag

complex considerations e.g. about when a complaint should be
investigated through the Vulnerable Adults process can be thoroughly
explored.

Incident Reporting. Staff are encouraged to report all incidents no
m t wa
th n re
in n for
ility. cident are seen by an  er of senior staff
the cal Di and Assistant ctor of Service

Improvement and Governance. Medical Staff Committee reviews
individual incident reports on a regular basis, as does the head of
nursing. The Chief Executive receives reports on any patients or staff

- ry or been admitted to hospital as the

management team ves erly
is taken to the 's tive
the s of a compre ive
rent Is to raise a of

concern at a number of different stages in the process.

isters. Risk management is not an
ch as Muckamore Abbey, decisions
ral times a day. Notes indicate that
appropriately, be found in several
indicating a change in supervision
e ward consultant psychiatrist; actions

ng e of challenging

rel is good. It is

of a ents and when
improved. Consideration is therefore
in 3.3.
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5.4 The Trust maintains a Risk Reg

5.5

Governance Committee and me

Disability Governance Group,

reviews and reports on the issues

invited to contribute, through the ce Gr submit any
matters that they believe should be dasa k.

This register is a living document that records risks identified and
highlights control measures that are in place and further actions planned.

Reporting to Organisations Outside the Trust. Serious untoward
a to an adult ward r rted
h mission. The Co s has

at should be reported and the hospital
complies with this.

5.6 Evaluating Quality Care. This is an audit tool which has been devised

5.7

5.8

by the hospital and provides a r sive ion against
standards for every department, ¢ non within the
hospital. Reports following audits are reported to the management team
and appropriate action taken. The tool has been piloted and the Trust is
now considering copyrighting this work and sharing it with other
organisations.  The tool has recently been sent to the Health
Improvement Authority for their view on its effectiveness.

Patient Discussion Groups. Many wards and departments operate
patient groups where discussion can take place between patients and
staff about a variety of issues. These can be a most useful focus for
patients who can communicate well and who wish to contribute to the
running of the hospital. Senior managers attend from time to time and

ts an op to raise any ¢ ns with them. Patients

re ble to icate are more ndent on staff, family or
other advocates.

Independent Advocacy. The EHSSB provides funding for a limited
tal. The ce
process he

s and procedures are in place within
ision of staff. As part of supervision,
ance of reporting any concerns that
chanism is normally through the line
staff are told that they can address

satisfa resolved to any

. The Child Protection
ble to staff who may wish to raise a
Staff are informed of this during their

14
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5.10 Management of Visitors. The hospital has a draft procedure for

hospital visiting taking into account children and vulnerable adults
(Appendix 8)

15
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6.0 External Monitoring Mechanisms
In addition to the internal monitoring systems described above, there are
a number of external mechanisms which provide an additional check on
service quality and areas of risk. These include:-

6.1 Mental Health Commission Visits. The Commission makes regular

an o the hospital. | as 0
pa on members vi riety s
an most recent report received from the

Commission is attached in Appendix 9.

6.2 Visits by Trust Board. The Trust arranges a programme of visits to
services by non-executive and executive directors as well as the
Chairman and Chief Executive. Staff and patients are encouraged to
raise any particular concerns with any member of Trust Board during
these visits.

6.3 The Society of Parents and Friends. Although membership of the
Society is reducing as the nature of the hospital changes, they still play
an active and enthusiastic role in the life of the hospital. Any parents or
carers who are unclear about processes or have concerns may ask the
Society for assistance. Officers of the Society meet regularly with senior
managers to discuss a variety of matters.

7.0 Staff Training

It is recognised that the most effective systems can be in place but are of
little value if front-line staff do not understand them or are not trained to
use them. Staff training is a major part of the hospital's work. Training
relevant to this report is described below.

711 g Nu a
i ehe g
n r th n

process, staff receive training which
d processes within the hospital and
arning disability services. Induction is

7.2 Prog . y of training is for all staff, some

is ma expected to u training in all the

areas listed below and to attend regular updates. Records are kept of
attendance at these programmes and are monitored by line managers.

Child P ion Training. This is mandatory for all ing

with ch and young people. It is also man all
nursing and social work staff.
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Vulnerable Adults Training. As the procedures are still relatively
new, this is in the process of being rolled out to all staff. This is
mandatory for all nursing and social work staff.

e Training in Personal Relationships. This training was introduced
in the 1990s. it has been regularly updated and the Guidance
produced by the EHSSB is now used as the basis for training for
all staff.

Incident reporting. Regular updates are provided for staff on how
this should be done and how the reports are used to effect
improvements in services. :

Management of challenging behaviour and physical intervention.
The hospital has its own trainers who are accredited by the British
Institute of Learning Disabilities to deliver a programme tailored to
meet the needs of the hospital. All staff receive training and
regular updates. :

8.0 Communication Processes

The review team noted that the hospital has a culture of openness and
accessibility. A number of mechanisms assist with this and include: -

The provision of accessible information leaflets for patients to
assist them in understanding their rights and who they can turn to
for help. .

The Trust provides clear information on how complaints can be
made and this is distributed throughout the hospital.

Families/carers are informed by ward staff about incidents that
involve their relative.

Wards operate an open door policy for families who wish to visit.
(There are occasionally circumstances in which this is not
possible because of the needs of an individual patient. This is
usually short-term and families are informed. )

Open days es are reg in the wards and
families and r orsareinvit
17
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9.0 Recommendations

A review such as this is welcomed as a means of identifying areas for
continuous improvement. Members of the review team have agreed the
following recommendations. For the most part, these represent
refinement of existing policies and procedures. The hospital management
team will work towards implementation.

Recommendation 1. Written admission procedures. That an admission
procedure, which captures existing good practice, in relation to the
admission of children and adolescents is produced. This should
specifically address the issues of adolescents admitted to adult wards
and transfers to and from Conicar.

Recommendation 2. Risk Assessment. That a single, multidisciplinary
‘risk assessment” sheet is produced and copied in all notes. This will
improve the current practice of clinical risk assessments, which are
evident in a number of different places in the patient’s notes.

Recommendation 3. Supervision of Patients. That guiding principles are
produced which describe the framework within which decisions are
currently made about levels of supervision following a clinical
multidisciplinary risk assessment.

Recommendation 4. Patients who abscond. That the current procedures
for managing patients who abscond are reviewed, with a particular
emphasis on ensuring continuing appropriateness in respect of children
who abscond.

Recommendation 5. Responsibilities of Other Trusts. That the EHSSB is
asked to ensure that all community trusts understand their responsibilities
in relation to children in the hospital who require LAC reviews and adults
who require implementation of the Vulnerable Adults Procedures.

Recommendation 6. Child Protection Committee - That the hospital
establishes a Child Protection Committee in association with Family and
Childcare, the Trust Child Protection Consultant Paediatrician and Child
Protection Nurse. This would meet every six months or more often if
necessary and review relevant issues for the hospital. In addition it is
recommended that representation on the trust Child Protection Panel is
strengthened by the addition of a nurse or medical representative.

Recommendation 7. Documentation of Decision making Processes.
The hospital should develop a process whereby outcomes of decisions
made in relation to child protection and vulnerable adults procedures are
documented in one clinical file. This will provide a single point of
reference for outcomes of investigations and action plans.

18
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Recommendation 8. Use of the EPEX System. The trust should review the
use of the EPEX system within the hospital to examine its further
potential to capture multidisciplinary working and risk assessment.

Recommendation 9. Advocacy Service. That Trusts should be contacted
to discuss the availability of advocacy for children and adolescents who
were in danger of becoming delayed discharge.

- END -
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APPENDICES

1 Muckamore Abbey Hospital Child Protection Procedures
2. Training Report

3. Child Protection Flow Chart

4. Supervision Policy

5. S8l Action Plan

6. Vulnerable Adults Policy

7. Vulnerable Adults Flowchart

8. Hospital Visiting Policy

9 Mental Health Commission Report

10.  Review Panel Membership

1. Overview of steps taken in management of Child Protection
and Vulnerable Adults

140 of 2141

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



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

VAH

STM -

107

- 141

Appendix 1
JULY 2005

NORTH AND WEST BELFAST HEALTH AND SOCIAL
SERVICES TRUST

MUCKAMORE ABBEY HOSPITAL

u ital Chi tection P has n
r Il staff t hout the bou al
s tection of children from abuse and significant harm.

This procedure complime with

procedures set out in "Co fegu

and the "Regional Chil 1 y an !

It should be noted that this hospital procedure deals only with aspects which
will be rtant to in their everyday work with children with suspected
and/or ously id ed abuse and significant harm.

The hospital will ensure that the procedure will be implemented and the
hospital will have representation on the Trust Child Protection Panel.

All chi right to be protected from abuse and significant harm.
Staff t adut to ensure that abuse or significant harm does not
oc i y of the

ch ng asse aff

will potentially be in conta

The d

cy and
refe P

ures makes particular
spital s

Each hospital should have an admission and discharge policy, which states:

¢+ that the doctor or nurse admitting a child for whom there are concerns

ng or neglect should obtain all relevant information known
he from whatever source, when making decisions about the
child's future care and management.

rg S all information
m o] decisions
are and management.
Chig Protection Procsdures - JULY 05 1
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¢ that decisions made and actions taken about a child's welfare are made on
the basis of available information.

¢ thathosp  social work staff are involved in discussions about the needs
ofthe chi  nd their family.

. ity of (s)r s  forag n, a flag which
that ions b comp who actually
completed them.

) and rigoro to the in gation and
possible h on a par other
¢ p ssion to rge the child should be sought from the Consultant in
c e of the case.
¢ ar uld be in place to safeguard the child's welfare on return
to
¢ consultation ical, nursing staff and social services staff in the
community s e place.
+ ted disc plan, which has the s rt of the
r the chi eds, including health s, will
3
sure the
ction Policy and Pro also ma cific
children with disabil their pa
Disability

Prol:adures =JULY 05 2
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Abuse of Children with Disabilities

Disabled children have the same rights to protection from harm as all other
children. This requires the responsibility of parents , the community
and voluntary and statutory agencies to ensure the e prevention of

child abuse and neglect. Disabled children have the same needs as other
children.

They may also have additional needs associated with their disability, however
which may increase their vulnerability to abuse.

Vulnerability to Abuse

Children with Disabilities

* ., in their
nt adults.
i
¢ child ma unable to ab jour
beca lea difficultie of of
educ n, and se they may have reduced exposure

to the norm of adult/children i ions. For example, a child with
disabilities may have difficulty in differentiating between appropriate and
inappropriate touching.

¢ many children, particularly those with physical disabilities, have a poor
and/or incomplete body image and therefore may not recognise
inappropriate behaviour.

¢ ch with a
ex ces to

cation
adults

may be unable to
unable to commun

ey their
with them.

¢ children with disabilities often have low-self esteem and may not be
confident about the outcome of telling of the abuse.

¢ adisabled child's behaviour might be modified through medication.

SocietalIProcedural

* oppo ities created for dis of abuse often do not meet the needs
ofch  nwith disabilities e phone helplines.
*b indica is p d to be behaviour
with i th n
* 'tis not the impairment ~ that p these children at risk, but adult

r

®Sponses to that impair " (Ke y, 1998)

Prolec(lon Procedures =JULY 05 3
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+ the still soci | possibly p ional reluctance to accept that
chil withdis |i  could be a

¢ adisabled child spends time in segregated services.

¢ the devaluation of children with disabilities in our culture creates fertile

g for a a clear message which creates
v bility

¢ adi is d by an abuser because he/she seems unlikely
tob lw taken place.

Intimate Care
red t the onal care

the , car d the
dvise on the intimate care needs of

¢ washing

¢ dressing/undressing
¢+ toileting

¢ oral care

¢ menstrual care

¢ feeding

¢ treatments such as enemas, suppositories, enteral feeds.

are need to be sensitive to their
aware that some adults ma

e children and have to bear d
open to misinterpretation.

an d ertake the intimate care of
the r red should be clearly
d.

sed or uncomfortable when personal

re tasks should stop immediately. Try
provide reassurance and report this -
anager/teacher and parent/carer. Itis
reporting and recording procedures.

Procodures -JULY 05 4
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Each agency providing services that necessitate or include intimate care
services should have an Intimate Care Policy and Guidelines regarding
children.

All staff must be trained in the specific types of inti hat the
out, and also be familiar with, and fully understand e Care
within the context of their work.

The Children Order defines a child as € under eighteen years of age
and therefore includes young persons ult wards.
PN rding welfare will act in

ildren the Regional
res.

¢ to ensure that all staff working with children will:

a. un raini awareness about thei  sponsibility regarding the
de and ement of abuse and s ficant harm.
b. be ect cases of ected, alleged and
ab ant harm thr the recognition of nd symptoms.
C. nsibilities with regard e

din writing - of suspe or

d. respond appropriately to known cases in a timely manner.

Response to all cases of suspected or alleged abuse or significant harm.

tion Team. Concerns about
h will include referral to the police
from reporting suspicions of child

Procadures - gyLy o5
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Harm

- fal ur categories - physical abuse, emotional abuse,
a nd

A child may suffer or be at risk of suffering from one or more types of abuse
and abuse may take place on a single occasion or may occur repeatedly.

Physical Abuse

ical injury to a child, or the wilfu! or

ors
ng o
orin to
control behaviour.
Emotional Abuse
Emotional abuse is the persistent emo il-treatment of a child such as to
cause severe and persistent adverse on the child's emotional
to a child that he is worthless or
of other
or
mo nal
of a ough it may occur
thp and parental
otio e.

Sexual Abuse .

g a child to take part in sexual

ysical contact, including penetrative or
non-contact activities, such as

prod nof, p phic material
ging ren to in sexually

Neglect

ack of stimulation or lack of

ganic failure to thrive (faltering growth).

Significant Harm

Harm j
he;ﬂ]hlz Children O as "ill treatment or the impairment of
". This incl -
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¢ sexual abuse and forms of ill treatment which are not physical.
¢ health means physical or mental health.

¢+ development means physical, intellectual, emotional, social or behaviour
development.

Whether harm icant is determined health and development of
the child as co with that which coul ol ably be expected of a
similar child.

Confidentiality

of
ies

ramount.

Chiig p
"Ofecuon Procedures -JULY 05 7
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NORTH AND WEST BELFAST HEALTH AND SOC AL
SERVICES TRUST

MUCKAMORE ABBEY HOSPITAL

CHILD ION PROCED

Procedure for any member of staff wh

O suspects that a child may be
subject to abuse or significant harm.

of
of
a child
s such as
nce over
1. member of st o has co must protect the
ty of the child alerting
2. Once an

y member of staff has concerns he/she should report the case but

should not proceed with any further direct interviewing of the child.

The staff member should discuss the case orally with r line manager. If
concerns remain these should be documented and a rral should be
e hospital social work team who will refer the
o Child Protection Team in the Trust area where
n the evenings, weekends or on public holidays the
I Work Team should be contacted - numbers are
ours ts
Aw I to

ediately and this will be
o the local Child Protection Social Workers.

the reasons for concern about the suspicion of
tharm. This must include details of any
cal, behavioural and
ts/carers. Relevant
other person must be
hould be made to any

Protection Procedures . JULY o5
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explanatory statements about the aspects of the child's state which have
given cause for concern.

4. All actions should be recorded in in the child's notes and copies of
referral letters should be filed app ely.
5. Where concerns are shown to be unfoun age in ocess a
ho e Id's clini | work
an si vi ly contacted should be of
pa d a e that no further child p n

measures will be taken.

Medical and nursing notes should contain medical/nursing information in

respect of the chil shoul ncethes alserv invest  jon.
The outcome of a e con orinvest tion sh be no
Other p onal reports should not ed in the clinical/care plan notes
but reta ithin the social services rds.
s to remove the child
t the child at risk of si
by als
ion er.

contacted, hospital staff should contact the police directly.

6. res c o ni igated in relation to
es n is wi appropriate
ec n ices. )
Py IC
fotection Procedures JuLy os 9
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NORTH AND WEST BELFAST HEALTH AND SOCIAL
SERVICES TRUST

MUCKAMORE ABBEY HOSPITAL

N Cc RE

Guidelines for Medical staff on the Management of Suspected Cases of
Abuse or Significant Harm.

ed
to and
lic
1. Any member of medical staff who h cerns mu protect
the safety of the child who is in hos hilst alert
2. Medical staff should not, either before rrep case, proceed
with further direct child or family invest son
3. (a) Where there are concerns about an injury an physical or
emotional welfare of the child medisal staff shou ine the child and if

there are significant cause should:
¢ discuss the concerns with the child's parents/carer.
¢ ensure that the child's immediate medical needs are met.

¢ report e Consu in charge who will in turn liaise with the Trust's
design medical er.

¢ hospital medical staff will continue to assist at the request of the
designated medical officer.

¢ document the investigation with appropriate photographic evidence.

exual abuse the Consultant

iately trained rienced
n will follow t rotocol
| Abuse.
Hospi . .
Wgﬁg'rtea cal staff should advise the strategy sion on the mental

child and his/her capacity to give ¢

Procedures =JULY o5
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Child P onP

All medical notes to be retained/discarded in line with Regional Chilg
Protection Policy and Procedures (May 2005).

Hospital medical staff should attend any case conferen Meeting
to which they are invited. If unable to attend or send a a
written report should be sent to the chairperson, ideally at least two working
days prior to the meeting.

Hospital medical staff should advise on the nature of the abuse, its likely
cause and compatibility or otherwise with any history given.

Good contemporaneous notes should be kept:-
Date and time of attendance.
¢ Who accompanied the child.

¢ What was the history of the presenting complaint. If patients or carers are
quoted make sure this is clearly denoted.

* the child's physical, behavioural and emotional state and his/her
s with adults and carers.

¢ Make drawings to identify sites and types of injury.
¢+ Relevant information given by the patient or carers should be noted and

particular attention should be given to the patient or carer's explanation
about the aspects of the child's state which has given cause for concern.

Id p
fotection Procedures - JULY 05 1 1
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NORTH AND WEST BELFAST HEALTH AND SOCIAL
SERVICES TRUST

MUCKAMORE ABBEY HOSPITAL

10 ED
Gu for Nurses on the Management of Suspected Cases of Child
Ab Significant Harm

Nurses have a major contribution to m
is being or is at risk of being
ential that they discuss their
must also ediately m
Itant in ch ofthew -w
the appropriate Social Services Team

¢ thenursem

their caus on/s cion of the child abuse in
the patients

in black, d nds d.

¢ itisim clear, con fa s are recorded on the
child's nal and/or avi |
¢+ then uld also record the patients/guardians answers to questions,
attitu reactions.
* from the child (if p d/or siblings and other -
nificant change/de
ff must
own
ger i ocial or Duty Socia r.
urs h se is table to comm
cer o and the Consultant.

Procedures -JuLy o5
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child protection procedures from the Child Protection Nurse or Social Work
Team.

rents/guardians should attem id e spital
there is reason to believe tha he in
should immediately contact the Senior or ty

Worker on call as legal procedures may need to be invoked.

S must ere to
is resp ble for

MC's guidelines about documentation. The
menting in the child's care plan:-

date and time

concerns/suspicions

whom they have consulted - giving full name, dates and time
planned actions/outcomes

sign and date same

OB wN -~

The nurse's notes must be clear, concise and factual as these can be used in
legal proceedings.

Prot,
*eton Procedures . yyLy o 13
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NORTH AND WEST BELFAST HEALTH AND SOCIAL

Procedures for known cases of child abuse o

SERVICES TRUST

MUCKAMORE ABBEY HOSPITAL

CHILD PROTECTION

be on the Child Protection

There may be situations when children already known to be on the Child

ion Registrar are either being transferred from another hospital or
d from the community.

Careful attention is required at admission to ensure that detailed written
admission procedures, as under noted, are adhered to.

¢ Any lim
and me

Pror:udures -JULY 05

pital or social services should be

tto th Ire nt mation
nfo is sfe wi e child.
€ ward social worker.

of o] or

m h

nt a sis

carers have to access must be clearly recorded in nursing
es.

abuse, the child and carer should be

cont is to any
d be o} I

14
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Appendix 2

S on Chil
within M

Training
of Aggre

on, Vulnerab
Abbey Hosp

dult and Management

It is anticipated that all these wil| be mandatory i.e. within first six months of
employment.

Child Protection

Since April 2005, Child P ered

Muckamore and staff ha nium

Centre ded by the & nit).

Two m rs of the Sen n trained to deliver the

training locally in partners
Training Unit.

Belfast Social Services

The training consists of-

1 day — Level 1 for:

Senior Management

To date 78 staff have attended this course within the hospital.

In add 16 sta Conicar, Movilla B and Fintona South have attended
this co at the nium Centre.
Iti of the re staff will this training
by this the g will be at the
Mi

alled n ui

Il be a d ny

Awareness Training

Two hoyr awareness sessions will commence in February 2006 for-

- All unqualified Nursing Staff
- Daycare staff
- Support Service Staff

will be g

been tra t Muckamore

ey and will be ongoing until all staff
timated time,

year.
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Newly i staff to Muc Abbey will receive this training as soon

as pos lified staff at ium Centre. Unqualified staff will receive
as part of local induction programme at Muckamore.

Vulnerable Adult Training

For nursing and day care staff, vulnerable adult training is acce through
the Beeches In-service Consortium. This is a two hour session ona
monthly basis.

All n g and day care staff are ted to attend this to date 107 nursing
staff 50 day care staff have a d.

from va disciplines ey have
training the Social nit,
awareness and Specialis ers

training 6 Senior Nurse Managers are due to have Designated Officer
refresher training early in 2006.

It is estimated that all Nursing Staff will have appropriate Vulnerable Adult
Training by December 2006.

Vulnerable Adult ng will also be a first for newly appointed staff within six
months of taking st.

Management of Aggression Training

gement of Ag aining at Mucka A is'delivered by
tal based Tra ave received sp st ng.
The ing is provided by an organisation called Positive Options — based in

Engl

c ited by BILD (British Insti Learning
a X trainers with full accred with an
sed.
The training consists of-
Five day course
d th | nursing
has n given to the

ur.
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Two day refresher

Each member of staff who attends a five day course must attend a
refresher within 18 months (failure to do so results in the person having
to repeat the five day course).

One day breakaway

This is designed to staff who may come into contact with patients who
display challenging behaviour and may need to react quickly to keep
themselves safe and to be aware of the triggers of aggression.

Two day course for bank staff

This course has been designed to manage the awareness of bank staff
who do not work permanently in the hospital but by the nature of their
employment may frequently be faced with challenging behaviour.

Since 1997, staff who have had full training

Senior Nurse Manager/Asst Director 6 100%
Night Supervisory  Staff 5 100%
Ward Based Nursing Staff 321

Since training began these are the staff who have had a five day
training course.

With staff turn over approximately 40 new staff per year require
training. This pattern is likely to continue for the next few years. It is
anticipated that the current staff should have received a five day course
within the next 18 months — with priority given to the high-risk area.
Day Care — All staff have received the training.

Bank Staff — 63 have either attended full course (i.e. permanent
employees or attended the back staff course.

Frequency of training

ar
ar
ar
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Appendix 3
Concern Expressed About The Incident Report
Treatment Of A Child In The - Completed
Hospital
Family Duty Nurse Manager Informed Medical Officer
Informed Informed
Investigation Hospital Social Consultant
Worker Informed Informed
Trust Child Community Social Noted at Ward
Protection Worker Informed Round Or Other
Nurse Informed Multi-
Decision Made Disciplinary
About Using Child Meeting
Protection
Conclusion & Discussion
Relevant Actions
Reported To Asst. i
Director of Hospital )
Services Community
Paediatrician
Informed
Nurse, Ms Helen Tomb, Tel No 02890 320840
atrician, Dr Joanne Nelson Tel No 02890 327613
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Appendix 4

- North & West Belfast Health O.P. REF NO. 70
& Social Services Trust Da sue:
MUCKAMORE ABBEY HOSPITAL Re :

NURSING OPERATIONAL POLICY

TITLE: LEVELS OF SUPERVISION/OBSERVATION

AIM
istent a hin deﬁriing apprbpriate levels of observation
f patien -
(@ Reduce The Risk Of:--
- Accidental or'deliberate self harm
- Harmto 'others
- Absconding from hospital.
- Vulnerability from other patients
(b) Allow for the development of a positive therapeutic relationship
between the member of staff and the patient by sensitive monitoriﬁg of
the patient's behaviour or mental state and allow for a rapid réspdnse
to any change.
Principles: .
1. All Staff will have 'rébeived induction training on the policy on leve| of

Observation 1 — 4

2 When allocating staff to levels 2 ~ 4 it is important that the Nurse I

Charge ensures that the designated staff are fully conversant with the
Uirements of the policy and be familiar with the patient, their history and

Curre . . .
Nt needs in Particular the reason for their enhanced level of
Observation_

Page 1 of 6
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North & West Belfast Health O.P. REF NO. 70
& Social Services Trust Date of Issue: December 2001
MUCKAMORE ABBEY HOSPITAL Reissued: September 2003

NURSING OPERATIONAL POLICY
TITLE: LEVELS OF SUPERVISION/OBSERVATION

3. The patient is entitled to information why they are under observation, how
long it will be maintained and what may happen.
Information should be provided in a form accessible to the batient.

4. Aims and the level of observation should be communicated, with the

patient’s approval, to the nearest relative, friend or carer. -

Four Levels of Observation

Level 1 - Genera Observation
Staff must always be aware of the general whereabouts of al| patients
in their care

. Particular attention must be paid to patients with known behavioural
problems or in specific situations. These should be documented in the
Nursing Care Plan and reviewed éppropriately. |

. Some patients will require a daiiy assessment of their mental state by
nursing staff as agreed by the multi disciplinary team. This should be
recorded in the Care Plan. The patient should be referred to the:

Medical Officer if a deterioration of their mood or mental state is

Suspected,

Page 2 of 6
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North & West Belfast Health O.P. REF NO. 70
& Social Services Trust Date of Issue: December 2001
MUCKAMORE ABBEY HOSPITAL Reissued: September 2003

NURSING OPERATIONAL POLICY

TITLE: LEVELS OF SUPERVISION/OBSERVATION

Staff are responsible for ensuring that unescorted patients in their care
arrive at their destination and shoul.d initiate early action when a patient

does not arrive where he/she should be.

Level 2 — Intermittent Observation

The pati.ent must be directly observed at specific intervals (e.g. 30 minutes) by
a designated member of staff who may have other duties. The time interval
will be determined by the Multi Disciplinary team and documented in their
clinical notes and care plan.

The designated staff member will make a written record of each obseri)étibnl
Reasons for the use of this level of observation should be well defined in the

clinical notes and care plarf.

Level 3 — 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 distance the
SUpervising member of staff is from the patient will vary depending upon
Individual circumstance. This should be documented in clinical notes and care

Plan, practical steps should be taken to ensure the patient and others are

kept safe.

Page 3 of 6
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O.P. REF NO. 70
sue:

NURSING OPERATIONAL POLICY

TITLE: LEVELS OF SUPERV[SIONIOBSERVATION

Level 4 - Within Arms Length

A designated member of staff shall keep the patient under conétant
Supervision and within arms length

On rare occasions more than one member of staff may be necessary

environmental dangers and the gender of staff to be allocated These issues

must be incorporated into the nyrsing care plan,

Guidelines

obsen_/ation should have the Opportunity to participate
in structured thera utic activities ang training Programmes including
daycare
The Medical Offi

Tor levels of Supervision lies with the Consultant,

Page 4 of 6
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North & West Belfast Health O.P. REF NO. 70
& Social Services Trust Date of Issue: December 2001

MUCKAMORE ABBEY HOSPITAL  Reissued: September 2003

NURSING OPERATIONAL POLICY

LEVELS OF SUPERVISIONIOBSERVATION

The Nurse in Charge may if he/she feels it appropriate increase the
level of supervision on a daily basis in consultation with the Medical
Officer and inform the Nurse Duty Officer of this decision as soon as
possible,

The Medical Officer should attend and assess the patient as soon as

possible thereafter,

The Nurse In Charge will ensure that the staff members engaged in
Supported observations of patients on levels 3 and 4 are given a break
at appropriate times,

These times may vary depending upon the circumstances buyt no
individual staff shgq_fd not be engaged in this level of observation for
mo}'e than 4 hdufé :except in exceptional and agreed circumstances.
On occasions staff May require a break more frequently depending
upon individual circumstances which should be discussed and agreed
by the Multj Disciplinary team.

A MedicaI/Nursing Review of patients on Level 2, 3 and 4 should occur
On a daily basis and be feviewed_by the full Multi D»isciplihary Team

regularly.

Page 5 of 6
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North & West Belfast Health O.P. REF NO. 70
& Social Services Trust Date of Issue: December 2001
MUCKAMORE ABBEY HOSPITAL Reissued: September 2003

NURSING OPERATIONAL POLICY
TITLE: LEVELS OF SUPERVISION/OBSERVATION

This policy relates to Trust Policies regarding Clinical and Social Care
Governance. .
* This policy was agreed by the Core Hospital Management Team on o'

September 2003

Page 6 of 6
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Appendix 6

Operational Policy
Title Policy on the Protection of Vulnerable Adults

General Policy

made to the following:

4% Policy and Procedures for the Protection of vulnerable Adults -
EHSSB May 1997

. rets — Home Office/Dep ntof  Ith-2000

. ng Best Evidence in Cri Proc ngs (NI) Home
Office 2002

8 Protocol for Joint ion of A nd Suspected Cases

of Abuse of Vulne lts — De 2003

Policy

1. Referrals

1.1 Allre Is receiv ff should immediately be

discu with Lin ers.

1.2 Cases concerning alleged suspected or confirmed abuse
should be referred to the Designated Officer.

1.3 The Designated Officer will co
Protocol for Joint Investigation
Cases of Abuse of Vulnerable
with the relevant Police Liaiso
Reports of alleged or suspect
criminal offence, will be categ

(@) Sexual (eg rape, indecent assault)
(b)  Non-sexual (eg physical assault, theft)

Protocol for joint investigation may 2004/file vul auds 2004 1
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Alleged or Suspected sexual abuse should be reported to the

Detective Inspector (CARE).

Alleged or Suspected non-sexual abuse should be reported to
the Police District Command Unit (Crime Unit).

1.4

1.5

1.6

1.7.

1.8

1.9

Referrals regar

should also be

Unit. Reference should b
is Y Registration an

“J otocol for the Inve
Exploitation of Vulnerable

Homes and in Hostels”.

in residential or nursing
the Registration and Ins
arate protoco]

the Mental Health Commission is notified of approp e

Action may inc| di on
regarding the p ut su

Senior Man ment .
ision/relocat of staff

out-of-hours should pe made to the Trust's
¢y Out-of-Hours team (028 90565444),

The Design aking a decision to initiate
discussion und the
competenc n and their
willingness ould be made
to section 5 onsibilities”.

2. Joint Agency Consultation

* ATrust/ |Units e ag investigation
* A crimin nvestig nby e
Protocol for joint investigation may 2004/file vul auds 2004 2
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A joint investigation involving Trust/R&l Unit and Police

3. Strategy Planning Meeting

3.1 Following the d cy C tation to
initiate a joint in sd O will
arrange a strategy

3.2 The strategy planni as soon as jt
is pract  and wili om the
relevan  encies. ys include

esentati on : (and the
istration ns ppropriate).

3.3 w the stra ng ing c at a
vu ble adu th m of use or

c abu that issues arise
e ual, owing points

Whether action ig needed to protect the vulnerable adult

and who will be | action; 1
* The need to con acity to consent and
appropi ith it; '
irement 1ation to be

undertake and if |
tissues of Special needs, race, culture, gender, or
on are raised in the case, how and by who are
“to be addressed and what advice needs to be s
What specialist Support or advice might be needed and
who will obtain it;

Protoco for joint investigation may 2004/file vul auds 2004 2 181 of 2141
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What other inform:

investigation ang

The order in which

will carry out the in
cal arran

in ed in the

ents
stiga

omplete the
.ake place and who

eporting back to those

3.4 The Designated Officer should ensure that a record of the

stra
age

meeting is
ixC - (Se

3.5 Although strat
formally consti
this may neeqd
should be the

4. Joint Investigation Interview
4.1 Interviews with

accordance wit

Evidence in Cri

4.2 Only.Trust and e o}
specialist trajni

c

4.3  Trust staff who ¢
appropriate leve
who have been

4.4 Before proceedi
necessary to hay
counterparts in t
Discussion js:

To establish w

an allegation o

referral. The s
disclosure shoi
Discussion.

To assess the vulnerable
pursue the matter to court

Protocol for joint investigation may 2004/file vyl auds 2004

and shared between
hed).

'€ conducted in
ed in “Achieving Best

who eceived
nt int S.
uld
ma
wing it will be
sion with

of the Clarification

rable adult has been
ich have led to the
the allegation or
larification

adults willingness and ability to
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To inform the Police decision about which format should
be used for the interview, g, videotape, statement or

question and answer. Videotaping P rred
method of interviewing Vulnerable a S ments are
the alternative and questions and answers should only be
used when neither vj aping or enta sible.
Whether the use of v in the in is lik

ise the quality of that particular vulnerable adult’s

5. Joint Interview

3.1 Trust staff will € and conduct the joint interview in line
with guidance .

5.2 A written state Joint Interview, will be
retaine I by Po ded to Trust/Registration
and Inspection Unit w ent of the vulnerable
adult.

5.3 Where 3. 1 interview has been video
recorded 2 labelled and Secured for court
purposes - Working copy will be available for
viewing b Ion and Inspection Unjt staff by

arrangement with the officer in charge of the case.

6. Review of ongoing Management of the case

_ in the case,
6.2 ignated Officer wilj range a case conference to

address these issyes with colleagues in the Police and other

nt agencies.

6.3 ltation should also pe considered on the inter-agency

basis to identify the need for staff debriefing/c

which may be required as a result of the work n.
Protocol for joint investigation may 2004/file vul auds 2004 5 183 of 2141
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7. Accident and Emergency and Hospit | In-Patients

7.1

7.2,

7.3

7.4

7.5

8.0

8.1

8.2

8.3

All referrals o
in ct of
re to th

co abuse made
Id ately be

Hospitalv Designated Officers will immediately liaise with

unity ' Officers an

nves er.

The Designat
Management c
Agency Consy

If it has been 3
Designated O
transferred to a

d agree the appointment

re  nsible for
st ing a Joint

t investigation the
Sure that the case s
social worker.

The Officer m
Desi er(Hos )
and e that € arran
the rge of t to the unity.
Muckamore Abbey Hospital
Muckamore Abb : ab Cy on
Referrals, Joint / Logy g,
Joint atio /1ew of Ongoing
Mana in €
T es d Officer within the tal.
A ts place to provide 24 cover (see
below)

abuse, made

Protocol for joint investigation may 2004/file vul auds 2004

cer.

ately be

die &

e c horaigms |
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8.10 Action may include discussion with Senior Management
within the Hospital and Trust ré precautionary
Suspension/relocation of staff.

8.11 Inthe early stages of the in
" relevant staff should make
by the Hospital Designated
intervals,
8.12 A Training Strategy for Hospital staff is in place.

8.13 Investigations rable Adults Policy should be
notified to the l h Commission.

Protocol for joint investigation may 2004/file vul auds 2004

b - e R ol
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APPENDIX B

| . AJP1
ADULT PROTECTION - RECORD OF JOINT AGENCY CONSULTATION

Referral by telephone on / /

To: Designation:
Person referring: Designation:
Address: '

Contact Tel No-

Name of Vulnerable Adult: DOB: __/
Home Address:

Present Location:
Gender*: MO F O

N [J Frail Older Person O Dementia
O Physical/Sensory Disability [0 Mental Hiness

the Vulnerable Aduit Subject ny legal/statutory status?*
* Guardianship, Non Molestation r) YesO NoOQ
yes please provide details:

ils of any current or past involvement 'with Sociaf Services, Palice and/or
istration and Inspection Unit:

me of Carer/Next of Kin:
dress:
Contact Tel No:

NAT IS THE MAIN FORM OF SUSPECTED, ADMITTED OR KNOWN ABUSE?*
Sexual O h cal/Emotional
Neglect O u [ Abuse
THERE BEEN PREVIOUS CONCERN OR EVIDENCE OF ABUSE?*

Q No OO Don't know [
» What was the nature of the concern and the outcome:

b
"%3se lick appropriate box/es ORIGINAL FOR POLICE FiLE 35

AND COPY TO SOCIAL SERVICES
187 of 2141
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Outcome of Joint Agency Consultation*

Single Agency Investigation by:

Social Services O Police O Registration & Inspection O
Joint Investigation by:

Social Services O Police [ Registration & Inspection O

OR

Proto fo investigation-of alleged and suspected cases of abuse of

vulne le O
Please specify if any other follow up will take place.

Signature of person completing form:
Designation:

Date:

ORIGINAL FOR POLICE FILE 36

* Please tick appropriate box/es
AND COPY TO SOCIAL SERVICES

BT Mod 6 Witness Statement 26 Apr 2023 & Exhibit Index & Bundle (combined) (2141 pages)
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APPENDIX ¢
ADULT PROTECTION - STRATEGY FOR INVESTIGATION APz
Name of Vulnerable Adult
(A)  PEOPLE N ATTENDANCE/INVOLVED (NAME
OTHERS CONSULTED:
(B) INITIAL STRATEGY: Date: /]
Next of Kin/Carer to be mformed YES/NO By Whom:
() Amendments to strategy Date
Telephone/M *
Persons Invo esignation;

(i) Amendments to strategy  Date:

Telephone/Meetlng
Persons lnvolved/DeSIQnatlon:

C)  PERSONS TO BE INTERVIEWED

Person making the allegation to Clarify all facts about referral
Name:

Address:

%ase delete as appro riat
ppropriate NAL FOR POLICE FiLg R7

A A\ A A
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2 Next of kin or other carers:

Name: Relationsh_‘ip to Vulnerable Adult:
Address:

3 Significant others o
(attach separate sheet if necessary) Sate &. Time:
Name: enue:

' Who will conduct:
Relationship: SW:
. PSNI:
Address: Other-
The Vulnerable Adult Date & Time:
Name: Venue:
) Who will conduct:
Address: SW:
PSNI:
Other:
5 The Alleged Perpetrator Date & Time:
. . Venue:
Name: Who will conduct:;
DOB SW:
. PSNI:
Address: Other-

Relationship to Vulnerable Adult:
(D) Has a statement of complaint been made? YES/NO*
By whom:
Does the vuinerable adult have the capacity to:
(a) Consentto interview? YES/NO*
(b) Cdiisent to medical examination? YES/NO*
Has the vulnerable adult consented to:
Interview? YES/NO*
Medical? YES/NO*

On what basis were these decisions made?

Signature of person completing form:
Date:

ORIGINAL FOR POLICE FILE
AND COPY TO SOCIAL SERVICES

Designation:

*Please delete as appropriate

BT Mod 6 Witness Statement 26 Apr 2023 & Exhibit Index & Bundle (combined) (2141 pages)
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APPENDIX D
ADULT PROTECTION - CLARIFICATION DISCUSSION o
Name DOB: B
Address;
Date: Time:
Venue:

Persons Present:

CONSIDERATIONS:

1 Has the adult previously made a cléar di'sclo'sure of abuse or are there

substantive grounds for suspecting abuse has occurred?
Comment: |

2 Is fthe adult wiHing.to engage in an interview?
Comment:

3 Is the adult able to engage in an interview?
Comment:

4 Hasthe purpose of the interview been explained to the adult?
Comment:

§ Which format is the most suitable for the interview? If a video inteNiew

a th i : Al
bg ore1 é priate option assess the adult's willingness to
Comment:

% Decision: VIDEO STATEMENT
(Circle format to be used)

QUESTION AND ANSWER

ORIGINAL FOR POLICE FILE 39
AND COPY TO SOCIAL SERVICES

189 of 2141
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NATURE OF DISCUSSION:
CONTEMPORANEQUS, VERBATIM RECORD OF DISCLOSURE:

Incident Report
Adult On Aduit Ward When Completed
Concerns Are Raised —» Includes Mental

/ Health Health

Commission

Family
Informed
m Medical
Officer
Duty Nurse Manager
nformed Informed
Consultant/
Hospital Social Worker Responsible
Informed Medical
Officer
y Informed
Hospital Designated
- —— Officer Under
Vulnerable Adults Noted At Ward
Informed Round Or
Other Multi-
Disciplinary
Team Meeting
Community Social
e with diagonal line Worker Informed -
(Please close with diag ) Agreement On Who
PERSON MAKING NOTES: 1akes Next Steps.

Decision Recorded

Responsibility for completion rests with either:
Police or Social Services

Note Of Final Outcome Sent to Asst. Director of
Hospital Services And Copy Of Protection Plan

ORIGINAL FOR POLICE FILE 40
AND COPY TO SOCIAL SERVICES
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Appendix 8

NORTH & WEST BELFAST HEALTH O.P. Ref No.
& SOCIAL SERVICES TRUST Date of issue:
MUCKAMORE ABBEY HOSPITAL

OPERATIONAL POLICY

TITLE: POLICY ON VISITING

The aims of this of this policy are as follows:

To ensure that the needs of the patient are paramount in considering any request
for a visit.

* To provide the best possible environment for visits to take place.
To ensure the safety of all patients and visitors during visiting
1. Policy Statement:

1.1 The safety of patients and visitors is paramount when considering and deciding
upon visiting arrangements.

ortance and therapeutic value in

the pat of
hat the es are

1.3 ility in ing if constraints e.g.
to be d upon visits. These
e wishes of patients, and their

visitors including children and vulnerab .

1.4 Patients may only leave the Unit with their visitors with prior consent of the
Nurse In Charge in liaison with the Clinical Team.

2. Definitions:
2.1. Visitors:
This term is used to refer to Family, Children, Friends and Non-Hospital staff.
2.2. Family:
This term is used to refer to extended family, carers and partners
2.3. Children and Vulnerable Adulits

2.3.1 Children: This term is used to refer to any person under the age of 18
years.

2.3.2. Vulnerable Adult: Applies to Aduits who are:

191 of 2141
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(a) 18 years old and over

al
re

2.4. Other Visitors:

This term is to refer to friends, neighbours and other patients on the
Muckamore

2.5. Non-Hospital Staff:

Th is refer to non-hospital munity Staff and other
As d onal staff who may w nts

2.6.Legal Representatives:
This term is used to refer to Police Service, Northern Ireland (PSNI), Court

and So rs. The hospital has an open policy regarding
d liaise wards re suitable times.

. Children Visitng

3.1.The needs of al n (0-1 rs) Young P ns (16-18) visiting the
hospital must b sed p the ttaking p

3.2.Children under the of 16 st be accompani sponsible
who will be respon for th supervision at al ile on the tal
site.

192 of 2141
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Appendix 9

Mental Health Commis,..
Jor NORTHERN IRELAND

IN CONFIDENCE

REPORT OF THE MENTAL HEALTH COMMISSION VISIT TO
MUCKAMORE ABBEY HOSPITAL ON 2151 OCTOBER 2004

On the 215t October 2004 five Mental Health Commissioners visited
Muckamore Abbey Hospital for an unannounced visit, The
Commissioners were Mr Noel McKenna (Team Leader), Dr C Kelly
(Reporter), Ms H Lendrum, Mr Max O’Brien and Mr P Convery,

At an Initial Meeting the Commissioners kin,
Clinical Director, and Miss N e

Community Learning Disa »ili re were
two parts of the hospital, (

Wards. The aim is to redu via a
resettlement process, Curr bey
Hospital. Phase one of the t plans s

foundations for new buildin n laid. e ind phase three

plans would also take the current Children’s Ward in Muckamore Abbey

it site. Are t problem has

d Ity wi p out heir own ward
into other wards because of overcrowding. One example of this would be
in the Male Ward where, on forty-eight patients have been
present with only thirty-six t ble in the ward., The

Commissioners were pleased to hear that this situation will be resolved
imminently with thc opening of twenty new beds to deal with this overspill
principally from patients with delayed discharged.

eommission rehabilitation from Muckamore Hos but expect
this to be provided by Trusts into which the are ed. The
impression was of a rather cumbersome arrangement which is gate kept
through Care Managers in the community. Again the impression was that
this contributed to delayed discharge in patien partly to the
difficulties in sleeping out arrangements noted .

193 of 2141
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Mental Health Commission
Jor NORTHERN IRELAND

aucity of planning to

Staff issues
Consultant
sts in Psychology
iencies in
€main.
ing
) Ward
sa
the building was
The entrance to the war and pot
ese in the
all )
encompas a full rang including one patient
who was ¢ ntly on one
1d

ed to the toilet area,

period.
In difficulties are dealt
wi ) r astic
be e at
more crowded. Staff conc re not ideal byt
provided an element of co ehaviours they

encountered.
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Mental Health Commission
Jor NORTHERN IRELAND

(b) The day care centre in Moyola where

(¢) Two Commissioners also visited Mallow Ward and were able to
interview wup of residents. One resid i

detail, Mr Wwas complimentary about the
rehabilitation. Hijs long-

community. He has a are programme, his
only complaint was in. i i i
Health Review Tribunal
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Mental Health Commission
Jor NORTHERN IRELAND

' most not hy
Previous d , is about
resolved. | end that the
management of Muckamore A n with the Health
-.Boards should produce clear : difficulties of
adolescents being admitted to 1 the hospital. The
Commission would be gratefu plans.
2. The availability of ca should be ¢ early disseminated
throughout the ho le .
3.
rd
4, Consideration should be given to pro the excellent day care
facilities from the effects of st ff shor s.
Documents enclosed with the report in ort,

plans for the development of the new h
summaries of each ward and the levels
policy.

Reports/Hospital /MuckamoreOct04
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Mrs Miriam Somerville

Mrs Eilish Steele

Mrs Mairead Mitchell

Mrs Pauline McDonald
Mr Aidan Murray
Mrs Deirdre Webb

Miss Anne McGarry

Mr Tommy Boyle

Di r of | & munity Learning
Di tyS (C

Asst. Director of Hospital Services

Director of Service Improvement &
rnance

Operations Manager

Asst. Director — Learning Disability, EHSSB
Asst. Director of Nursing, EHSSB

Senior Social Worker

P al Sacial worker, Community
N HSST

Dr Joanne Nelson, Consultant Paediatrician was co-opted to the group for the

review of Medical Notes.
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- w Es PN
ore Hospital
ad,M ,/Antrim BT41 4SH
Tel: (028) 9446 3333 Fax: (028) 9446 7730
‘MS/ba
- 11.1.06

Asst. Director of Service Improvement & Governance
Muckamore Abbey Hospital

Dear Mairead

RE: REVIEW OF CHILD PROTECTION & VULNERABLE ADULTS PROTOCOLS AT
MUCKAMORE ABBEY HOSPITAL

Please find enclosed your copy of the finished report in relation to this review. The
report has now been presented to the Chief Executive’s of the Trust and of EHSSB.

Mrs Mairead Mitchell will take responsibility for the implementation of the
recommendations which relate to the Trust. Mrs Mitchell will produce a report in the
summer of 2006 detailing progress with implementing those measures and any
outstanding actions from the 2004 SSI Report.

I would like to take this opportunity to thank you for your help with this review Your
contribution in giving both time and constructive advice is much appreciated.

Yours sincerely

MIRIAM
Director of Hospital & Community
Learning Disability Services

Enc. A i
MAH - Protection of Vulnerable Aduits/Children (1)
FileNo: 63493
fw At PW SpiitNo: 63493
l RecordNo: 63493

st Headquarters ® Glendinning House ® 6 Murray Street ® B

63493

(028) 9032 7156 @ Fax: (028) 9024 9109

RG Black: Chief Executive
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s WEg 86 DEC 2008 M A Pmired:;y\\ ¢
k3 » e -
» DIRECTOR CF PLANNI O(olu\@ \dla

o Received
K . Sile

i {1 ROT 20E

RGB/ms

31% October 2006

Dr A McCormick

Permanent Secretary

DHSSPS

Castle Buildings
Stormont Estate
Belfast

BT4 3S5Q

Dear Dr McCormick

Safeguarding Children and Vulnerable Adults in Learning Disability Hospitals and
Mental Health Hospitals

I write in response to your letter of 22 September. The points | outline below relate to
services at Muckamore Abbey Hospital.

as
pat
ep
tection issues for children admitted to other
hospitals. | understand however that the Chief Executive with responsibility for the
hospitals concerned will address these matters.

You may be aware that North and West Trust, in association with the Eastern Board
produced a report earlier in the year which addresses the issues raised in your letter. This
report was sent to Mr Andrew Hamiilton and | attach a further copy for your convenience.
This report served to reassure members of Trust Board and Eastern Board about current
practice in relation to Vulnerable Adults and Child Protection.

have now been actioned and | also enclose a copy of the updated Action Plan to evidence
this.

contd

émg in PMW

Trust Headquarters ® Glendinning House 6 Murray Street ® Belfast BT1 6DP
Tel: (028) 9032 7156 ® Fax: (028) 9082 1285

Awarded for Excellence
Community Dental Services
Residentlal & Supported Living Services

RG Black OBE : Chief Executive Muckamare Abbey Hospita

Asslsted Living Schbme
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Turning to the specific points that you seek reassurance on, | outline the position of the
Trust in relation to Muckamore Abbey Hospital.

Comprehensive risk assessment processes are in place. The report addresses this
issue and highlights some of the complexities in appropriately recording risks. A
recommendation contained in the Report was that a risk assessment proforma
should be developed which is reviewed and updated at multidisciplinary meetings.
The Hospital is currently piloting this and | attach for your information the latest
draft, which is being used in a number of wards. As you will note, this covers the
full range of challenging behaviours and details the likely impact on others and how
the behaviour should best be managed.

| confirm that appropriate Child Protection and Vulnerable Aduit procedures are in
place at the Hospital. Training is delivered through a rolling programme and all
new staff are subject to POCVA checks. Details on how these procedures are
operated and monitored can be found in the attached Report. The Hospital
operates a Child Protection Committee which is attended by a community social
worker, child protection nurse and a community paediatrician. The Committee
reports to the Trust Child Protection Panel.

Recording and reporting mechanisms, both internal and external are in place and
are understood and adhered to by staff. This can be further evidenced in the
Trust's response to the recent Laming self-assessment audit, which covered
recording and reporting mechanisms in children’s services. The Trust also has
policies and procedures for dealing with Complaints and for Incident Reporting.
Together with Child Protection Procedures and Vulnerable Adults procedures,
these provide a range of checking mechanisms undertaken by a wide range of
clinical and managerial staff.

Appropriate policies and procedures to prevent, detect and manage allegations or
incidents of abuse are in place. Within the Learning Disability service reports on
complaints and incidents are tabled at the monthly Governance Group meeting.
Reports are also taken to the Trust Governance Committee. All hospital based
incident reports are examined by medical staff, the head of nursing and two senior
managers. All incidents requiring investigation under Child Protection or Vulnerable
Adults procedures are noted at the weekly hospital management team meeting as
are all complaints. A monitoring form is completed to ensure that progress with an
incident or allegation is appropriately tracked. The Trust's policies are in line with
the measures outlined in Supporting Safer Services.

As you are aware, a retrospective review of notes has been undertaken at the Hospital
and information has been shared with the PSNI who are working with the Trust and
EHSSB on the next steps.

As part of this response, it is important to highlight an area of high risk for the Trust.

Adolescents with learning disabilities continue to be admitted to adult wards at
Muckamore Abbey Hospital.
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This is due to the lack of suitable alternatives for those requiring assessment and
treatment. As you will see from the Report, they are provided with one to one supervision
from staff but this is not always therapeutic for them, and is costly for the hospital.

There is no indication that this position is likely to change in the near future and will
continue to require careful management.

You will also be aware of the Business Case, which is currently being finalised to relocate
Conicar, the children’s ward, away from the hospital site. The safe management of both
children and men with offending behaviours on one site continues to be a high priority for
hospital staff.

I trust that the information provided reassures you about current practice. |, and staff
working in the service, am aware that we cannot be complacent and must continue to
monitor and review policies, procedures and practice. | am also aware that it is not
possible to give an absolute guarantee of safety. It is however, important to ensure that
the best possible practices are in place to assess risks, detect potential abuse and
manage the risks appropriately. This will continue to be a high priority in North and West
Trust.

Yours sincerely

'.." ‘/..-‘ i /
7 )
q /Lq”é—z’ ’/

R G Black e
Chief Executive

Encs: Review of Policies and Procedures to Safeguard Children and Vulnerable Aduits in
Muckamore Abbey Hospital

Updated Action Plan

Draft Risk Management Tool
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Postscript:

1. The child protection training programme for staff at Muckamore Abbey
Hospital provided by Nurse Managers in collaboration with The
Training Team at the Millennium Outreach Centre has been verified by
the Eastern Area Child Protection Committee. This is valid for three
years from May 2006 and is for the Multidisciplinary Child Protection
Training Level 1.

2. The Mental Health Commission did an unannounced visit to
Muckamore Abbey on 2™ June 2006. No recommendations were
made from the visit. The Commissioners commended Muckamore
Abbey Hospital for the high standard of care they found on the visit.

3. A Multidisciplinary Working Group has been set up to action the

recommendations of the Regional S.S.|I for Disabled Children in
Hospital (2004) and Care at its Best (2005).
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BELFAST HEALTH & SOCIAL CARE TRUST

ENNIS WARD ADULT
SAFEGUARDING
INVESTIGATION

Aine Morrison/Colette Ireland/Carmel Drysdale
10/23/2013
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(1) Introduction

Allegations of abuse in Ennis Ward, MAH first came to light on 08/11/12. A care
assistant from the Priory Group, Bohill Care Home had been working on the ward as
part of an introduction programme for patients who were moving to the Bohill. She
alleged that whilst working on the ward on 07/11/12, she witnessed named staff
being verbally and physically abusive to four named patients. Only one patient’'s
surname was provided but the Christian names provided for the other three allowed
the hospital to identify these individuals.

Bohill staff report some difficulty in accessing a Designated Officer at MAH to report
the concerns to. They report first contacting MAH at 9.40am on the 8.10.13 and
asking the receptionist for the Designated Officer. The receptionist did not know who
this was but did put the call through to the service manager’s office. However they
were redirected a number of times before being put through to the social work office
where they were told that . DO was on a call and would phone back. [SE2
did phone back but got no response. At 9.50am, Bohill staff contacted the Trust's
adult safeguarding team and were referred to Colette Ireland, Team leader for
Learning Disability. Colette was not available. Bohill reported the allegation to RQIA
at 10.10am who reported it to MAH. Receptionist staff in MAH have now been
informed about the meaning of the term “Designated Officer “and who they should
contact if asked for one. The adult safeguarding team in the Trust have also been
informed of the correct contact details for MAH safeguarding issues.

The details of the allegations were as follows:-

1 She witnessed [ &3 (staff member) puli '(patient) from
the sofawas sitting on by the hem of her trousers on to the floor and to
be verbally condescending.

2 She witnessed (staff member) speak in an inappropriate
manner, such as, get out of my way/your doing my head in. This was shouted
at patients in general.

3 She witnessed gl (subsequently identified as patient) coming
from the bathroom naked, screaming and shouting ‘I hate her/l hate
, she hit me.” was very distressed and blood was coming from
her mouth.

4 She witnessed sitting naked for a period of time and that
(student nurse) told B that she wouldn’t get her sweets and lemonade if she
didn’t put her nightdress on.

5 She witnessed (staff member) push (subsequently
identified as patient) so hard into her chair that she hit her
head off the back of the chair.
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6 She witnessed %saying to subsequently identified as
patient) when (patient) had attacked her, not to be “a big softie
and hit her back”.

7 She witnessed patients hitting out at staff and each other with no intervention.

An investigation started immediately during which the following actions were taken.
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2a) Interviews with Bohill Staff by PSNI or Belfast Trust
Staff
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2a) Interviews with Bohill staff by PSNI or Belfast Trust staff.

A summary list of all the concerns emerging from both PSNI and social services’
interviews is given at Appendix A.

The details of the Trust’s interviews are as follows:

Initial social services interviews with Bohill staff took place on 15/11/12 and 22/11/12
using an agreed format and set of questions. A total of nine staff were interviewed.
All of the staff interviewed had spent shifts working on Ennis Ward although the
number of shifts staff worked varied from one shift to up to ten shifts over the period
from 4/10/12 until 10/11/12.

Some Bohill staff were interviewed by PSNI and were not part of the group we
interviewed by social services. The following is an account of the interviews
completed by Carmel Drysdale and Colette Ireland. Both Carmel Drysdale and
Colette Ireland are employed as Community Team Leaders within learning disability
service and are trained Designated Officers and ABE Interviewers.

Six out of the nine staff originally interviewed were asked to attend a further
interview. The aim of the second interview was to clarify issues raised in the initial
interview in particular to assist staff to identify which staff members against whom
the allegations were made. Only three attended for interview. One staff member did
not attend due to illness, a second had left the employment of Bohill and the third
declined.

A number of themes emerged from the interviews of Bohill staff (this includes
information obtained from interviews carried out by social work staff and from police
interviews) The full details of concerns noted can be found in Appendix A.(numbers
1-63). The numbers in the following text refer to Appendix A.

This summary of the concerns makes no comment or judgement on the validity of
the issues raised.

Concerns raised about the physical treatment of patients:
There were a total of 22 incidents identified.

Two incidents related to [IIEEZSSE ond the staff member involved was named
as Margaret Hill (5&7). Bohill staff reported that the staff member had pushed |
so hard into her chair that she hit her head of the back of her chair. The same staff
member pulled in to a standing position and shoved, nudged and pushed her
towards her chair.

Fifteen concerns were raised in relation to P39 which were made by

eight members of Bohill staff. Ward staff members were identified for some of these
incidents as [SICYEINS. 16) and SSECEN (1, 34, and 49) One reported

4
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incident (48) involved another staff member named il assisted by another care
assistant. In the remaining incidents (22, 25, 26, 29, 34, 52, 57, 58, and 60) Bohill
staff were not able to identify the staff member. Many of these reports were similar in
nature describing ' being pushed, pulled backwards or grabbed by her clothing
or wrists.

There was one incident when [IEE UM oilcged that [ESEEINad hit her (3)
and was observed to have blood coming from her mouth. One incident (40) involved
a disclosure made by a patient against a staff member ‘
In the remaining three incidents (23, 30, 32), the patients or ward staff members
were not identified.

Concerns raised about the verbal treatment of patients.

There are ten reported incidents of concern about how patients were spoken to,
some directed at one specific patient (1,16,19, 38,49,62) while
others were directed to the wider group (2, 11,14, 31) Staff members were identified
as [EEEEIN (1.2, 1) IEESE (14) and ISSEZAIN (16). One member of
Bohill Staff talked about everyone shouting at [EEEl} to go away or stop it in response
to her stripping behaviour (19, 62). The nature of the concerns ranged from staff
being described as verbally condescending (1) to incidents where the staff member
was reported to have shouted in s face (16, 38).

Concerns raised about the management of behaviour of patients.

There were 16 concems raised about the management of patients’ behaviour. There
was a range of issues raised. Some related to staff advising patients that they
wouldn’t get their meal or a treat in order to manage behaviour (4, 9) On another
occasion (6) it was reported that a member of staff named as IESSEZEE-dvised a
patient to hit back at another patient who had assaulted her. Other concerns related
to advice given to Bohill staff about the management of behaviour for specific
patients. It was reported that EESEZEN 10) advised the staff member not to give
EEEN face contact, to turn her away by the band of her trousers and not to keep
redressing her as this would go on all day. Another staff member was advised not to
give the patients too much attention as they will want it all the time (28) and a
member of Bohill staff reported that she was advised by a member of night staff not
to give attention as she was rewarding bad behaviour (58). There were two
occasions when a staff member reported that ward staff pushed Tracy away when
she was holding the Bohill staff member’s hand (29, 57)

There are a number of specific concerns raised about the management of [EEEN
Two Bonhill staff reported (20, 47, and 61) that ’s shoes were removed and
thrown across the floor and she would go after them. Another staff member reported
(24) that [EEEwas put on a chair with her legs up. The staff member sat in front of
‘ who usually kicked staff away in order to get out of the chair. Other incidents
reported (35) JEEERs tee shirt being stretched and tied between her legs. Also it was

5
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reported that a belt was being used and tightened (36, 45, 48, 49). The staff member
also reported (49) that ' was removed from the room and placed outside in the
rain.

Concerns raised regarding the lack of supervision of patients:

One Bohill staff member reported (13) being left on her own in the day room for
approximately 20 minutes unable to summon assistance, (43) Also referred to a lack
of adequate staffing and patients being left unsupervised. Another report relates to

P43 (17, 50-may be the same incident, 53) who was reported to be
sitting outside on the grass and it was raining and she was described as soaking.

H159 Egel H197 ere reported to have stated that she did not need to
come into the ward and that she had a wet suit.

Concerns regarding the lack of induction for Bohill staff coming on to the
ward:

This was raised by some staff (13/15, 41) However five of the Bohill staff reported
that they did receive induction during their first shift. One staff member reported (12)
that staff ignored her requests for help with a patient. Another, (46) that the care plan
did not tell staff how to manage @s stripping behaviour and there was no
instruction from staff on how to manage this.

Other issues of concern raised:

Reports made about negative comments being made by staff (18, 37, 51, 59) about
patients, two of these reports related specifically to @

A report (21) that when the staff member would arrive at 8 am, |3&E, was standing
naked in the hallway. T

Issues raised around the management of patients waiting to get their meals and the
management of meal times. (25, 30, 54, 55) There was a specific incident involving
m(%) when it was reported that the patient didn't get up for tea as she
said she had a sore head-staff member said if your head is sore you won’t want your
dinner and scraped it into the bin. masked for a tablet for her headache, staff
said she wasn't allowed one as she hadn’t eaten her dinner.

A report of unnamed staff putting two pads on unidentified patients and the reason
provided was that patients were wetting too much (27)

Concerns were raised about the atmosphere on the ward (44, 63) lacking stimulation
and warmth. Very set routines (39, 56), also a lack of staff engagement and
interaction with patients (42)
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2b) Patient Interviews
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2b) Patient Interviews

Patients directly involved in specific allegations were interviewed under joint protocol
procedures where possible. Capacity to participate in interviews was discussed by
the multi-disciplinary team including consultant psychiatry, speech and language

therapy, nursing and social work staff. The PSNI were also involved. Of those
named in allegations, it was deemed possible to interview
and It was not deemed possible to interview INNNIEEIEEN 234

Consideration was then given to interviewing other patients who were not specifically
named to ask them generally about their experience on the ward.
| P46 EWW LS ZEl < identified as potentially having the capacity to

participate in an interview. - Relatives for [INIEESINE and IIRZ objected

strenuously to these interviews going ahead on the basis of potential upset to Ita and
Following consultation with Dr Consultant Psychiatrist, it was
agreed that these concerns were valid and that on balance it was not in these ladies’
best interest to proceed to interview.

Interview with patient || EEZIN heid on 2311/13)

P42 was interviewed in relation to an allegation she made to her brother
that staff member H198 grabbed her by the scruff of her neck and took her
to her bedroom (Appendix A No. 40)

P42 raised no concerns and said that she is very happy on the ward. She later
told her brother that [ESEEEHhad been joking when she made the comment.

When interviewed, H198 said that she would make such comments in a
jokey manner.

staff who know [IEEZwell feel that she would share any concerns she would have.
The investigating team feel that this comment was a likely to be a joke.

Interview with patient [[IIEEZI (held on 23/1/13)

mwas interviewed in relation to an allegation made that staff member

H159 Lk (Appendix A No.3)

It was not possible to engage I in the interview. The interview did not provide any
further information relating to the allegation. Following referral to the dentist, it was
noted that I3l had an abscess in her mouth at the time.
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Interview with [ JEEZI (held on11/1/13)

mwas interviewed in relation to allegations made that a member of staff said
to her “If your head is sore you won't want your dinner “and scraped it into the bin.
asked for a headache tablet, staff said she wasn't allowed one as she hadn't
eaten her dinner (Appendix A — No.33)

The use of direct and closed questions was required during the interview as per the
advice of Rosalind Kyle (Speech and Language Therapist) who advised on L&&ds
communication needs.

12Z%Y did relate an incident when her dinner was scraped into a bin by a staff
er. ,said this was because she didn't like the dinner and refused to eat it.
‘ reported that she was refused a sandwich as an alternative.

It is believed that her dinner was scraped into the bin. However it is unclear what the
context was or whether this was an appropriate response from staff.

At no point during interview did ‘ report that she had a headache at this time.
She was unable to identify any staff member.

interview with R Z held on 19/8/13)

This interview focused on asking [JEZZllfor her views of life on the ward.
was extremely positive about all aspects of ward life and reported no concerns.
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2c) Contact With Relatives
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2c) Contact with relatives

Family Contact

1 Contact was made with family members for [INNIEEEEEE TR
[ P41 EURR on 02/11/12 by a Senior Nurse Manager
from Muckamore Abbey Hospital to inform them of the allegations. No family
member raised any concerns about care on Ennis at that point.

2 At a strategy meeting on the 09/11/12, it was agreed that family members for
all patients on the ward should be informed in general terms about the
allegations. A Senior Nurse Manager from MAH made these calls and again
no concerns were raised and many family members spoke very positively
about the care on Ennis.

3 At a strategy meeting on 12/12/12, it was agreed that family members should
be further updated by telephone call to be followed up by a letter, again family
members were largely positive about the care on Ennis. However a number
of issues were raised.

A 171212 [ IEEAETEZZs vrother said that IEEZMlhad
told him that the nurse in charge |JJJSEEEH (couldn’t remember
surname) had got her by the scruff of the neck and took her to her
bedroom. [Jiijfelt that JJEEZR wouldn't tell lies and may not want to
say anything that would get her into trouble. This was subsequently
investigated (see patient interviews section). The evidence
suggested that this had been a jokey comment made by
and there wasn't evidence of abuse.

B) 08/01/13 — While had previously

- indicated that she had no concerns, she raised some issues when
contacted about an allegation concerning [EY that Bohill staff had
made. The issues she raised were;

i) Felt staff levels often appeared too low, staff were rushed
and she felt that staff should be in dayrooms on all
occasions.

ii) Concerns about supervision —~ reports of ; falling off
cupboards or lifting furniture — would query where staff
where.

11
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iii) An incident where three staff were sitting at dining table in
kitchen chatting. When she and her husband entered the
dayroom to return IEEZM, another patient had removed all
clothing on her bottom half. She said it took quite some
time to attract staff attention. She said this had happened
sometime within the past year.

iv) When Dr reduced .s sedation at il
request, named nurse called [[§EEEgsaid to her
‘for goodness sake — | wish they wouldn't do that, it
makes things harder for us’. On another occasion ward
manager BEEH on being told of sedation reduction by Dr

in s presence, sighed and tutted.

v) Concerned BiEads money wasn’'t being spent on her.
was wearing a cardigan full of holes on one
occasion. She was told has chosen this. Felt
clothes were shabby although this had improved in the
last year.

vi) Within the past year, |EZZH not allowed to go to mass for
a few months, told priest had said she couldn’t because
of her behaviour. SECEIEEE offered to take her herself
but was told this wouldn’t be safe despite being allowed
to take her out for the day — now attends in a wheelchair.
is over sedated again — that she sleeps all
afternoon. ‘

Sister of P44
the bad.

It was agreed with 1 that these issues would be
investigated separately as a complaint by a senior nurse
manager in MAH. subsequently declined to
meet with Senior Nurse Manager in MAH to discuss the
concerns.

also said that overall the good outweighed

Senior nurse management are to proceed with an
investigation in any case.

C) 17/01/13 - VUSSRV other said she was

concerned about the number of recent incidents where had
been assaulted by other patients. Aine Morrison agreed to check if
the responses had been appropriate. This was subsequently

12
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checked with the hospital Designated Officer (Michael Ceaney) and
the actions taken were reviewed. had been assaulted by
other patients three times in one week. Aine Morrison felt that the
protection plan put in place was appropriate.

Further updates to families during the course of the investigation did not result in any
new concerns.

13
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2d) Interviews either by PSNI or social services with staff
named in allegations
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2d Interviews either by PSNI or social services with staff named in
allegations

The allegations against H159 are listed in Appendix A — summary of
concerns raised by Bohill staff.

The PSNI interviewed SO ON 20/02/13. She denied all the allegations
stating that she was very fond of all the patients. The PSNI have referred this matter
to the Public Prosecution Service with a recommendation of prosecution in relation to
the following offences.

1. Common assault and ili-treatment of a patient with a mental

disorder on 09/10/12: belt fastened tightly,
walked to the door and put outside the fire door.

2. ll-treatment of a patient with mental disorder on 09/10/12;

. left to sit outside without appropriate protective
clothing on.

3. Common assault and ill-treatment of a patient with mental

disorder on 07/11/12; | EEEI puled from the sofa and
onto the floor.

4. Assault occasioning actual bodily harm and ill treatment of a
patient with mental disorder on 7/11/12. |NNIEEIEM 2cged
that she had been hit by and was seen to have blood
coming from her mouth.

The allegations against P197 JEEeRL Appendix A- summary of concerns
raised by Bohill staff.

The PsNI interviewed [ EEEZllon 28/02/13. She denied all of the allegations
stating that staff would not do those things. For some of the alleged offences, she
denied that she was the staff involved, despite being given the descriptions matching
hers and the staff rota confirming she was on duty. The PSNI have referred this
matter to the Public Prosecution Service in relation to the following offences.

1. Common assault and ill-treatment of a patient with a mental disorder on

09/10/12- belt fastened tightly, walked to the door and put
outside the fire door.

15
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2. Common assault and ill-treatment of a patient with a mental disorder on

09/10/12- grabbed by the jumper at the chest and told “ get
the fuck out of my face” and / or either “ this is doing my head in” or “she’s
fucking doing my head in”. JE&ERthen pulled across the room and pushed
onto a sofa.

3. lll-treatment of a patient with mental disorder on 09/10/12: P43 left
to sit outside without appropriate protective clothing on.

X 4. Common assault and ill-treatment of a patient with a mental disorder on
05/11/12- unknown patient pushed onto a chair.

5. Common assault and ill-treatment of a patient with a mental disorder on
07/11/12- blood wiped roughly from her mouth using a personal
hygiene mitt.

6. lli-treatment of a patient with a mental disorder on 07/11/12- P22
failed to intervene when [EZwas being assaulted by fellow patient
I3 o encouraged her to hit back.

7. Common assault and lll-treatment of a patient with a mental disorder on
07/11/12- pushed into a chair, causing her to hit her head off
the back of the chair.

H203

B5 | Bohill staff alleged that a MAH member of staff described as
being a care assistant Description of H203

Description of H203 as involved in an incident with [gKE]
XX I she described the incident as follows.

was making crying noises and the care assistant stood up from her
chair and put her hands on [EEElls mid back and pushed her away.
came back, happened quite a few times, and then L2 started to take her
trousers down. Care assistant was getting agitated - could tell by the tone of
her voice. She said “that’s enough” went towards [EkElland was trying to get
her belt tightened but [EEEllwas moving about. Another member of staff (Liz)
came over and held [EKE] [EEEMlhad her hands on the arm of the chair and
was bent over. gggheld JEEEJJby her hips or top half of her body while the
care assistant yanked at her belt forcefully pulling it and fastening it. Her belly
was all pushed up and hanging over the belt, she looked really uncomfortable.

MAH management staff subsequently identified the care assistant as likely to

be H203
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On 21/12/12 Aine Morrison, Operations Manager and Orla McCreary, Social
Worker interviewed % in relation to this allegation. Leonard
Johnston, a UNISON rep was also present.

RSPLEN o rced that she matched the description given of the care assistant.

She denied the allegation. She said that everyone tightens the belt but that
she had never seen it too tight or higher than her waist. She said that IEEER
never takes the belt off - she wriggles out of her trousers. She said that she
sometimes put IEEElls belt on with her buckle at the back as she found this
easier due to [EEERs weight.

Other more general comments are included in the general staff interviews
section of this report.

report is convincing in its detail and the concerns about beit
tightening are echoed in other Bohill staff interviews. However,
EEEIER denies the allegations. There are no other witnesses and MAH
staff deny any practice of belt-tightening.

The investigating team concluded that the allegations about [ESPALK]
ISPIUEIN could not be confirmed.

Bohill staff alleged that a MAH member of staff,
described as being in her IIIIREETEESEY - d a 2™ staff
member were involved in an incident with She described the
incident as follows;

was making crying noises and a care assistant stood up from her chair
and put both her hands on JEEEl]ls mid back and pushed her away. TREE
came back, happened quite a few times, then started to take her
trousers down. Care assistant was getting agitated — could tell by the tone of
her voice. She said ‘that’s enough’ — went towards JEEEN and was trying to
get her belt tightened but JEEERwas moving about. jiillicame over and held
IEEE had her hands on the arm of the chair and was bent over.
held IEEERl by her hips or top half of the body while the care assistant yanked
at her belt forcefully pulling it and fastening it. Her belly was all pushed up
and hanging over the belt. She looked really uncomfortable.

MAH management staff subsequently identified this person as likely to be

H205

Aine Morrison, Operations Manager and Orla McCreary, SW interviewed

SEEHll in relation to this allegation on 21/12/12. Daughtel‘ o
= o0 orosent
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denied the allegation. She said that it only takes one member of staff to
put [EEERs belt on, that it was put on the loops of her trousers and that
can take the belt off herself.

Other more general comments are included in the general staff interviews
section of this report.

s report is convincing in its detail and the concern about belt-
tightening is echoed in other Bohill staff interviews. However
denies the allegation. There are no other witnesses and MAH staff deny any

practice of belt tightening. The investigating team concluded that the
allegations about %cculd not be confirmed.

H206
B conhil staff member identified someone called IEEX as

witnessing another MAH staff member pushing a patient into a chair without
much care, causing her to flop on the couch. She said ‘sit back down’.

was identified by MAH staff as likely to be The other
member of staff was identified as likely to be

was interviewed by Aine Morrison on 8/4/13. Joe McCambridge, RCN
rep was also present. said she had no recollection of any such
incident and said that if this had occurred, she would have reported it. When
asked if she recognised the description of the other staff member, ¥ said
that because she knew [ SSEZ was suspended, she knew that it was
likely to be her. She said that [IESIEZE was a brilliant nurse and that she
had no concerns about her practice.

H198

IS8R was interviewed by Carmel Drysdale and Colette Ireland. Joe
McCambridge was also present. The allegations made against her during the
course of the investigation were put to her.

Allegation made by Brother of P42 that [JJEEZhad
told him that staff member H198 had said to her that she would
grab her by the scruff of the neck and bring her to her room. (Appendix
A No 40)

ISOETA denied the allegation but did say that [JEEZlenjoyed banter and she

thought that it was possible that she would have said something like this in a
jokey fashion.
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Allegation made by a staff member from Bohill, that she was
left on her own with patients while [JSiEEwas in charge of the ward and was
assaulted. (Appendix 20 No13)

H198 denied any knowledge of such an incident saying it had never been reported
to her. However she did comment on staffing on the day.

Extract from interview:

We were working short staffed on that day (7/11/12). It was a stressful day
because of staffing. In the a.m. there should have been seven staff instead there
were four. Many of the staff were not in on their normal shift but were covering extra.
| was in on extra time. From 7.30 to 9 am two of the staff were bankers, one trained
and one new from another ward. At 9 am another assistant came who did not know
the ward. In the afternoon there was five staff instead of six. One staff in the upper
room, one on enhanced supervision, leaving two staff in the day room. | was left very
vulnerable. | had to manage it in the best interests for the care and safety of the girls.

Carmel: What did you do when you were concerned about staffing?

On that day | did ring through and spoke to the girl on the switch board to
highlight that I wouldn't be able to attend vulnerable adult training that day due to
staff shortages. | did speak to the duty manager but | don’t remember who that was.
They said that they were aware that we were short staffed and only had five on duty
but there was no further staff available. That day | had to spend a lot of time in the
office recording and speaking to families about the behaviour of patients.

Allegation made by Bohill staff that [JEEEIhad come
out of the office in response to increased noise levels and shouted into the
day room ‘’m fed up with the lot of you, you’re doing my head in’ (Appendix A
No 14)

ISSCIoid she couldn'’t recall this and said that she wouldn’t use language like this.

In relation to the allegation of grabbing by the scruff of the neck,
IRZZE Gisclosed nothing of concern in a pre-interview assessment conducted

on 23/1/13. IBRLETEZY who had made the allegation subsequently told Aine
Morrison that P42 had later said it was only a joke. Given report
of frequent banter between the two of them, it seems likely that this was a jokey
comment.

In relation to the allegation made by I, Bohill staff member, that she
was left on her own with patients and assaulted, the staffing situation on the day as
reported by [JEIECI could suggest that there was an increased likelihood of

her being left on her own. INIEEZEEE - cknowledged that she did not report the
assault during her shift.

19
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In relation to the allegation made by | EIEZ o H198 shouting, we
have two differing accounts and no other witnesses, and are therefore unable to
draw any further conclusions. The investigating team concluded that the allegation
about shouting could not be confirmed.

20
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2e) Interviews with Ward Staff
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2e) Interviews with ward staff

These summaries report what staff said but make no comment on the validity of the
statements made. Individual records of each interview are available. Conclusions
are drawn in the Conclusions and Recommendations section of this report.

Staff were interviewed by Carmel Drysdale and Colette Ireland DOs
Summaries of emerging themes were as follows organised under the question
headings.

22
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Interviews with registered nursing staff
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1) Profile of staff interviewed:

Band 8A, has responsibility for four resettlement wards including Ennis (as well as
other duties) works eighteen and half hours. Has not always had responsibility for
Ennis Ward but current period has been for the last 4 to 5 years. Would have a
presence on Ennis Ward approximately twice per month but this could vary from
month to month.

Band 8A, job shares with the above Band 8A, has responsibility for a resettiement
ward (as well as other duties) works eighteen and three quarter hours. Covers Ennis
Ward as and when required. Also is copied into e mails, correspondence with regard
to the ward. Within the last year may have been on the ward a handful of times for
planned meetings or in response to something which may have happened on the
ward

Band 7; ward manager, four years working on Ennis ward, longer working in the
hospital. Works full time. On sick leave since January 13.

Band 6 (temp), five years until September 12. Returned to work on the ward in
December 12. Works full time.

Band 5, 3.5 years working on the ward, full time, nights only.
Band 5, 8-9 years on the ward, full time.

Band 5, did bank shifts on Ennis prior to nurse training about four years ago. Has
worked two shifts post November 12 as relief from another ward as qualified staff
nurse.

Band 5 part time worker, working on Ennis for the past four years.
Band 5, full time working on Ennis for the past four years.

Band 5, has worked in hospital 33 years. Moved to Ennis at the same time as the
patients from F4, full time.

Band 5, part time bank staff, has worked in hospital since 1974, does two evenings
per week in Ennis.

Band 5 has worked on Ennis for 16 years, now banks and works a mixture of shifts.

Band 5, has worked in the hospital for 40+ years, 5-6 years in Ennis works day time
shift three days a week.

Band 5, works full time and has been working in Ennis since July 12.
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Question asked and summary of responses

Have you ever had any concerns about the physical treatment of patients on
the ward?

No concerns.

Have you ever had any concerns about staff attitudes towards patients?

No concerns. One staff member commented that she had concerns in the past about
an incident some years ago, she raised it with the line manager and it was
investigated. While the situation was described as stressful, the staff member stated
that she would do this again if she had concerns.

A Band 8A reported that last year she was asked to investigate a concern raised
about a staff member from Ennis Ward who had accompanied a patient to day care
who was on an increased supervision level. The concerns related to how she spoke
to the patient and managed her behaviour. The staff member resigned and did not
engage in the investigation. Despite the fact that the investigation was incomplete
because of the staff member’s lack of engagement, the outcome was that there were
grounds for concern.

One of the 8A’s interviewed said that RQIA inspections of Ennis ward have been
very positive and on one occasion Ennis ward was used as an example of good
practice by inspectors from RQIA when discussing another ward within the hospital.

Have you ever had any concerns about the level of supervision on the ward?

No incidents of concern were raised. However the majority of staff raised the issue
of staff shortages which made it difficult at times. An example given by some staff
was that the 1:1 staffing would sometimes also have to supervise 2 or 3 other
patients in the day room. This is addressed under the next heading.

The Band 8A advised that the Telford formula is used for calculating staffing (
recently introduced prior to November 2012) A key part of this is the requirement for
the first enhanced observation i.e. levels 3 and 4 to be carried out by the existing
staff team. If there was a requirement for a second enhanced observation then a
request would be made for an additional staff member. All decisions to increase the
level of observation are clinical decisions either made by the nurse in charge in
response to an emergency situation and subsequently agreed by the multi-
disciplinary team or as planned intervention agreed at a multi-disciplinary meetings.
Since November 2012 there has been a change and any requirement for enhanced
observation requires an additional staff member.
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Have you ever had any concerns about the levels of staffing on the ward prior
to 8/11/12 or since?

All of the registered nursing staff raised issues about the levels of staffing prior to the
8/11/12

A range of issues were raised:

e The change of patients on the ward e.g. patients moving from Fairview with
more complex needs, more challenging behaviour requiring de-escalation and
physical intervention at times.

e The ward split in half which one staff member described as Ennis being really
two wards.

¢ Some of the patients who were not on 1:1 supervision still required a high
level of individual attention, for example, a patient involved in stripping
behaviour. It was also difficult to cover appointments for patients. Other tasks
such as laundry duties took staff off the floor.

o Staff were managing a period of major change as a result of the new patients.

e Increasing demands placed on staff such as the introduction of e
procurement, electronic recording in addition to training meant there was less
time available for working with patients. Considerable time also spent trying to
find staff to cover shortages. Re-settlement process took up time in preparing
information and attending meetings. Number of staff on sick leave and a lot of
part time staff. Staff being moved to other wards and not replaced.

¢ Often only one qualified staff member on duty.

¢ Sometimes when there was a full compliment of staff, some staff were sent
out to relieve other wards.

Night staff did not experience the same level of difficulty as the shift usually was
covered. Since November ‘12, the number of night staff has increased from two to
three staff on duty.

Staff reported that they were aware that the ward manager was raising these issues
with her line manager. They also reported that they were aware that staff shortages
were being experienced in other wards throughout the hospital.

The ward manager provided a file of evidence of measures she had taken to
highlight to management the staff shortages.
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The Band 8As reported that tough decisions were having to be made by them and
the duty officers to try to prioritise providing cover to wards as there was insufficient
staff available. There is a proforma kept documenting staffing levels per ward and
how or if a deficiency was covered. Discussion would take place with the nurse in
charge about how best to cover situations when there was no staff available to
cover. Examples given were re-arranging outings or hospitals review appointments
(these discussions are not recorded)

After 8/11/12 all staff reported that there was an increase in staffing which presented
its own difficulties in terms of new staff not knowing the patients’ needs and patients
becoming unsettled as they do not cope well with change.

The Band 8As reported that concerns about staff shortages within the hospital go
back at least two or three years and had been raised with senior management and
had gone as far as the Department. One example given related to the closure of
Finglass Ward which it was felt was closed prematurely and staff relocated to other
wards. It was felt that this had limited impact in resolving the staff shortages.

A number of factors were identified which contributed to staff shortages:

+ Not allowed to use over time, some agency staff used (in a few wards) or
banking staff(it was explained that banking staff were often staff with a good
knowledge of the patients and ward )

e Enhanced supervision requirements are not budgeted for and currently it is
calculated that 109 Whole Time Equivalent (WTE) staff are needed each
week to cover enhanced supervision requirements throughout the hospital.

o Level of sick leave as a result of the number of physical assaults, verbal
assaults, pressures on staff covering additional shifts, levels of stress which is
impacting on staff's mental health. Staff are also concerned about the stability
of their jobs; aware of the resettlement time scale.

+ Difficulties with recruitment of staff e.g. delays going through scrutiny because
of re-banding, the length of time it takes for the recruitment process, attracting
applicants because of the posts being temporary and the low numbers of
learning disability nurses being trained.

Workforce planning papers have been prepared and were sent to the Board.

What preparation was there for Bohill staff coming to work on the ward?

Advised by ward manager that trained staff were asked to give Bohill staff an
induction on to the ward. (This was confirmed by a number of staff members) Also
pen pictures and care plans were shared. Ward staff had visited Bohill and Bohill
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management staff attended resettlement meetings and were given information about
the individual patients. The MAH induction booklet was used for the induction of
Bonhill staff. One staff member commented that as Bohill staff changed every few
days, this had to be repeated.

Not all qualified staff had experience of carrying out this induction e.g. night staff and
a staff member who had completed only a few shifts on the ward as relief and some
others who would not have been on duty when Bohill staff arrived on the ward for the
first time or were not working with the specific patients identified to move. Another
hadn’t worked on the ward during the period Bohill staff were present.

Some difficulties were identified. A duty list of Bohill staff was forwarded to the ward
but it didn’t reflect the number of staff attending e.g. one name on the rota but four
turned up on one occasion. This was unsettling for patients. One staff member
commented that it may have been better if key worker staff had come from Bohill .
Staff reported that Bohill staff were not working with the patients transitioning
choosing to spend time with other patients. One staff member commented that Bohill
staff were ‘sitting around’ and not taking an interest in the patients.

The Band 8As reported the following measures:

e« Ward managers were advised that staff were to have induction and a ‘buddy’
system to be put in operation

+ Bohill staff were to come at different times and not all together
e Ward managers were given rotas for Bohill staff coming to the ward

e The Band 8A responsible for this resettlement process met with the manager
of Bohill during this period and the feedback was all positive.

Informed that induction has been revised since November 2012 with regard to
anyone coming into the ward to work with patients.

Have you ever had any concerns about the level and quality of how staff
engage/listen/interact with patients?

No concerns were raised. One staff member felt that post November 12 with the
arrival of new staff it took time for them to get to know the patients and the ward
routines. Generally it was felt that the interaction was good. While there is a key pad
on the front door of the ward, relatives visit the ward regularly and would go through
the ward.

Have you ever had any concerns about the quality and level of care provided
for the patients?
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No concerns identified. One staff member commented that with staff shortages it
limited the opportunities for 1:1 time with individual patients.

A few staff mentioned the benefits to patients getting out in the car when there was
one available to the ward. Many felt the patients really missed this opportunity. Staff
were unsure why the car was no longer available and one staff member felt it was
associated with the allegations made in November 12.

A number of staff commented that they felt the quality of life and standard of care
improved for the patients since they moved from F4 to Ennis Ward.

Have you ever had any concerns about the atmosphere on the ward?

No concerns identified. Described as pleasant, warm and homely. It could be noisy
and the staff member attributed this to the low ceilings and some patients being loud.
However a number of factors identified which had an impact on the atmosphere in
the ward:

e Post November 12, a lot of new staff coming on to the ward plus monitors.
This was stressful for staff who felt demoralised and upset. They said that
they did not having any idea about the nature of the allegations yet nursing
care needed to continue in an atmosphere of uncertainty.

e With new staff a lot of time was spent on induction.
e Patients moving in from F4 and the core hospital

e Lay out of the ward, lack of space. Decoration needs upgrading (this has
started) ’

o Staff feeling rushed at times to cover all the tasks.

« Differing needs and abilities of patients on the ward will determine how much
interaction

Staff felt that they did the best they could and used the space available. Patients
were placed in the most appropriate areas for them to minimise vulnerable adult
incidents. One staff member commented that the team worked well together and the
care of patients was good.

One member of staff felt that the limits placed on having Christmas decorations on
ward was the result of the allegations.

The Band 8A advised that just prior to the allegations being made, the ward manager
had raised a concern about difficulties with the staff group gelling. There were no
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concerns raised about the care of patients and they had talked about possibly
moving a staff member.

It was also raised that the backlog of delayed discharges for example the delay in
the move to Bohill resulted in no reduction in patient numbers within the ward. The
introduction of new patients affects the dynamics of the ward but it was felt that this
was not uncommon. Difficulties with the merging of two staff groups was not felt to
be uncommon. Resettlement patients have completed their treatment and compared
to the acute side of the hospital do not have access to the range of professional staff
e.g. social work, psychology.

Tell us about the activities available to patients?

All staff who worked shifts during the day were able to identify a range of activities
including attendance at day care in the mornings. One staff member mentioned that
over a period these were modified to meet the needs of patients. The loss of the
ward car was raised by a number of staff as it curtailed opportunities for community
based outings. The Band 8A reported that the ward would still have access to the
hospital car.

Tell us about We understand that she presents with
challenging behaviours. Were any restrictive interventions used by staff, if so
were they risk assessed and written up as a restrictive practice? Was this
information accessible/subject to review?

All staff reported on s frequent stripping behaviour and described their
approach to managing this which they felt was recorded in the care plan and not
viewed or written up as a restrictive practice. There were differing views on the
frequency of care plan reviews e.g. 3 monthly, six monthly and updated as situations
changed.

All staff described the belt which was used on [[EEERs jeans but did not feel this was
a restrictive practice. Doesn’t wear a belt at night so night staff had no comments on
this matter. came to the ward with the belt and swimsuit in use written up as
part of her care plan. Some of the reasons given for using the swim suit was to
prevent accessing her pad, protecting her dignity and delaying her stripping
which allowed staff a bit more time to respond.

Not felt to be restrictive practice as she is able to remove both.
Staff reported that when [ikERtripped, you just put her clothes back on.

To distract from stripping, staff described how they would give her attention
and take her out for walks. She doesn't present the same difficulties in day care.
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likes to be with staff and enjoys throwing the ball. The belt was worn to keep
her trousers up. You had to be careful how tight to put the belt, the staff member
described putting her two hands down the back of @5 trousers to ensure the belt

was not too tight.

came from F4 wearing the swim suit to protect her dignity when she stripped.
also wore a belt which was placed through the loops on her jeans. She is able

to get out of her trousers but the belt was felt to slow up her stripping so that staff
could intervene.

IEEER will stand at the dining room door a lot and this can be the cause of her being
hit by other patients who want her to move.

Any current issues about the management of behaviour are discussed at the
handovers during the day at 7.30, 1pm and 8.30pm. Staff are encouraged to record
any changes / concerns on the care plan.

Tell us about We understand that she likes to be outside/sit on

the grass. Does she require assistance on to /off the grass? How does she get
outside/back inside?

Staff reported that is autistic, she likes her own space, her own company and
if she can’t get out to the garden, she will tend to choose to sit in an area in the hall
way or in the muiti-sensory room. will bang or rattle the door if she wants out
to the garden. She has a particular area on the garden where she likes to sit and
pick at the grass. If there is enough staff and weather permitting, she will be able to
go out (protective clothing used). In the summertime this is more likely and the door
would be left open. Two staff members mentioned that has epilepsy and

one staff stated that she needs to be supervised at all times as [JigZJ]has drop
attacks.

Accounts varied in relation to the level of supervision available to when she
is in the garden. A staff member reported that IEZEM necded staff to supervise her
in the garden as she would pick things up from the grass. Others stated that ‘
is on general observation when she is outside. (% is not on 1:1 supervision)if
more patients than [EgEJJare outside then staff are able to be outside also.

There were different experiences about how would get back into the building
ranging from the door has to be open if patients are in the garden and the door is left
open particularly in the summertime to if the door was closed, IEEERwould rattle
the door indicating she wanted in or the door can be opened from the outside.

Staff reported that ‘is able to get off the grass independently.

31

BT Mod 6 Witness Statement 26 Apr 2023 & Exhibit Index & Bundle (combined) (2141 pages) 245 of 2141



MAHI - STM - 107 - 246

Staff reported that is only out for a time limited period. She is in day care in
the morning, goes out around 2 pm, comes in for personal care and break at 3/3.30
and can go out again until 4 pm when it is tea time. It was said that JJEEEIwould sit
outside all day if you let her. She doesn’t tend to be out after 6 pm when the doors
are locked. Some exceptions mentioned when there was recent good weather and
patients were out in the garden in the evening.

P43 8 not out if it is raining, frosty or cold.

Some staff had no experience of this as they worked mornings when . P43 was at
day care or covered the night shift.

What is your experience of mealtimes on the ward? Do you have any
comments about how individual patient’s needs are met during mealtimes?

Staff described how the system has developed in response to the needs of individual
patients. In the earlier days larger groups of 5 -7 patients were tried in the dining
room together but this didn't work. No more than three patients are in the dining
room at any time which reduced the risks and could be supervised better by staff. A
range of individual needs were described by staff. Some patients are on specialised
diets, thickened drinks and require close supervision and / or assistance to eat.
There is also a risk of choking for some patients. Others may grab food and cram it
into their mouth so management is important for safety.

Some patients 4 and ‘ named) wait at the door wanting to get into the
dining room. This was described as not difficult to manage as staff know the patients
who like to eat first and will prioritise them. Patients also know the routine. Staff
know which patients like to eat together and where they like to sit. There is always
staff in the day room to supervise the rest of the patients. Patients can become
impatient but staff try to get their meals prepared so that they can get in next.
Sometimes patients don’t want to leave or don’t want to come in for their meals and
this can lead to delays.

Patients’ needs are well met and alternatives provided if the patient does not want
their meal.

Staff described two staff, sometimes three being present in the dining room during
meal times. One staff is doing medication.

Staff felt that mealtimes are well organised and needs are well met. Arrangements
were discussed at staff meetings re: which patients eat first and reasons why.
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Tell us about where you get your support regarding managing any challenging
behaviours /concerns on the ward:

Referrals to behaviour support

In house discussions, staff described as approachable for informal discussion,
opportunities to discuss concerns at the handover. Good support within the
team. Informal discussion with ward sister and / or the senior on the ward that
shift.

Group supervision for trained staff

Training-MAPA, also can consult with trainers.

Discussion with ward doctor

Supervision with line manager, clinical supervision annually

Informal approach with senior management, access to staff in nursing office
PCP-staff appraisal annually

KSF-annual review, a chance for all levels of staff to identify their training
needs.

Alarm system —responded to by staff from the next ward Erne
Awareness of external supports e.g. Staff Care, Occupational Health

For newly qualified nurses, 4 weekly meetings with preceptor

Comment made by staff member that they felt unsupported in relation to the
allegations. However the general feedback was that staff felt supported. This was
also raised by one of the Band 8A’s who felt unable to provide as much support
as she wanted because of the lack of information about the allegations.

Have you any worries / concerns about other work related issues on the
ward?

¢ Previously staff shortages but this has improved.
¢ New staff are gaining experience and are settling in.
¢ Qualified staff have an increasing amount of paperwork

o Lack of clerical support
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Lack of house keeping and laundry support services.

Have you any suggestions that might possibly improve practice and/ or
improve the quality of care for patients?

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

Ward sister should be supernumerary

Environmental changes, a larger environment —more space for patients
especially quiet areas and more storage space. Decorate the ward.

Clear decision whether the ward is closing or not.

Experienced staff who have a good working knowledge of the patients.
More day care opportunities for patients.

Ensure that the ward is fully staffed at all times.

Full time day care place for P s she doesn't strip in this environment.

Split attendance at day care rather than all the patients being out at the
same time.

Bring back the ward transport.
Staff should not be using their mobile phones while on duty.
The need to move ahead with resettlement.

Patients still under treatment in the core hospital should not be moved to
the ward due to bed shortage.

A change to the assumption that patients in the resettlement wards are
more settled and do not present the same level of complexity as the core
hospital.

Recognition that the work involved in resettlement is substantial. A
proposal has been made to introduce a band 6 staff (deputy ward
manager).

Compatibility of patient’'s needs further consideration. The number and mix
of patients

Staffing levels and skill mix.
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Tell us about what training you have had.

All staff had completed induction training, the mandatory training
requirements, MAPA training, protection of vulnerable adults and child
protection. Some also had life saving training.

Staff felt they had opportunities for training. Suggested training on dementia
as there is a patient on the ward with a diagnosis.

There is a list of training opportunities on the wall and staff can ask to go on
courses. One of the qualified nurses takes the lead for booking all training for
ward staff. One staff member commented that she didn’'t feel there were
enough training opportunities for unqualified staff.

Do you have any questions?
o Can we see the allegations at some point?

e No questions but hopeful that the investigation would soon be
concluded

¢ Some staff requested a copy of minute of their interview

¢ One comment-l have found this process strange as we are not aware
or have any indication about the aliegations made

e Are you investigating a culture of behaviour on the ward, staff member
had heard this said.

o | have concerns about patients moving out to the community. It's sad,
Muckamore has been their home for years. Could you not build
accommodation on site? | don'’t feel that patients have a say. Example

aiven vs IR

e Concern raised by the Band 8A s that the processes in place did not
work on the day when Bohill staff first contacted the hospital to raise
concerns.
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Band 3 Staff Interviews
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Band 3 Staff Interviewed

Profile of staff interviewed

A total of twelve Band 3 staff and a student nurse (management placement) were
interviewed by Colette Ireland and Carmel Drysdale. A further two Band 3 staff were
interviewed by Aine Morrison. Their experience of working in M.A.H ranged from two
— thirty five years and length of time working on Ennis Ward from 2 months to six
years. Two staff members worked night shifts only with the remaining nine staff
working a range of shifts. Only three staff worked fulltime hours (i.e. 37.5hrs p/w).

Have you ever had any concerns about the physical treatment of patients on
the ward?

No staff reported any concern about the physical treatment of patients on the ward.
One staff member noted that they found staff on the ward to be very good to
patients.

Have you ever had any concerns about staff attitudes towards patients?

No staff reported any concerns about staff attitudes towards patients.

Have you ever had any concerns about the level of supervision on the ward?

Eight staff reported concerns about the level of supervision of patients on the ward.
All eight staff attributed this to staff shortages on the ward due to Ennis staff being
taken from the ward to work elsewhere in the hospital. This was reported as a
frequent occurrence with one staff member noting that it happened more frequently
on Ennis ward than any other ward they had worked on. Staff said that this impacted
in a number of ways including:-

¢ Increased stress levels for staff.

« Difficulties for staff to meet the demands of level three observation especially

at night.

o Opportunities for staff to have their full break entitlement.
Some staff were aware of attempts by the nurse in charge/nurse manager's attempts
to improve staffing levels on the ward but this was not always available
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Have you ever had any concerns about the levels of staffing on the ward prior
to 8/11/12 or since?

All staff noted an improvement in staffing levels post November 2012,

Prior to Nov 2012, staff noted that the staffing quota on the ward was not what it
should have been due to staff being taken off the ward to cover elsewhere in the
hospital.

(similar to question 3)

What preparation was there for Bohill staff coming to work on the ward?

All staff interviewed said that they were aware that Bohill staff were coming to work
on the ward and knew which Ennis patients were moving to live in Bohill but due to
shift patterns for some M.A.H staff, they had no contact with Bohill staff and were not
aware of what preparation there was for Bohill staff coming to work on Ennis ward.
One M.A.H staff said they had some informal contact with Bohill staff asking if they
wanted to accompany/shadow her on her shift.

Have you ever had any concerns about the level and quality of how staff
engage/listen/interact with patients?

No staff noted concerns about the level and quality of how staff
engage/listen/interact with patients on the ward.
One staff highlighted that she found staff to be very good at listening to patients but
some staff felt vulnerable if they were working on their own with a patient who could
make an allegation against them. On staff member highlights that not all patients
want interaction although staff still try to do this.

Have you ever had any concerns about the quality and level of care provided
for the patients?

There was a general agreement that the level or quality of care provided to patients
on the ward was good with two staff describing it as

e ‘“first class”

o “A1”
even during periods when the ward was short staffed. One staff member noted that
patients’ care needs always came first which could impact on the ability of staff to
offer other activities to patients.
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One staff member felt that F4 was a better environment for the patients because it
had more space and disagreed with patients moving from F4 to the back ward in
Ennis.

Have you ever had any concerns about the atmosphere on the ward?

In general, staff considered the atmosphere on the ward to be good. One staff
member felt that the day-room was too small for the number of patients on the ward
and on occasions day-time staff appeared stressed due to staff shortages.

One staff member commented that the presence of close relatives working together
on the ward with one being in a supervisory role led to perceived favouritism.

Tell us about the activities available to patients?

All staff were able to identify a wide range of activities available to patients on the
ward including attendance at day-care. There was disappointment noted by staff in
the ward no longer having access to their own transport (car) with staff not knowing
why this resource was no longer available to them. Losing the car limited options
offered to patients who would have previously availed of drives/iweekends
away/outings for meals off site. Some staff also mentioned having an activities room
on the ward but this space was later used for office space. It was also noted that
staff shortages impacted on activities offered to patients.

Tell us about We understand that she presents with
challenging behaviours. Were any restrictive interventions used by staff, if so
were they risk assessed and written up as a restrictive practice? Was this
information accessible/subject to review?

All staff were aware that patient || EEEI ore a swim suit under her clothing
and a belt on her trousers due to her regularly stripping off all her clothing. None of
the staff interviewed considered these as a ‘restrictive practice’ but could identify
them being used to preserve dignity due to her stripping behaviours. Some
staff were unaware of the term ‘restrictive practice’ but were aware that any
necessary information pertaining to patients would be written up in care plans and/or
shared verbally at staff handovers.
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Tell us about P43 We understand that she likes to be outside/sit on
the grass. Does she require assistance on to /off the grass? How does she get
outside/back inside?

Ten staff were able to respond to this question however two staff who only worked
night shifts were unable to comment on [ EZZI coing outside to sit on the
grass.

There was a general consensus that P43 liked to be outside and would indicate
that she wanted to go outside by standing at the door. Three staff noted that .
wore waterproofs to go outside and two staff said that she only went outside if the
weather was good. There was a difference of opinion regarding the level of
supervision I CXMlreceived when she was outside. Four staff said that staff
observe 3R Bwhen she is outside and go in/out to check on her, three staff said
that required supervision when she was outside with one adding that this
was difficult to provide if the ward was short staffed and two staff said if
outside with other patients, staff go outside too. Most staff said that
get up off the grass independently, two staff were clear that needed
assistance. One staff thought may have epilepsy with another noting that
IEZER ook drop attacks. Al staff said that [JigERRcould get back in independently
as the door was left open.

What is your experience of mealtimes on the ward? Do you have any
comments about how individual patient’s needs are met during mealtimes?

All staff noted a maximum of three patients ate in the dining room at any one time
supervised by two staff with one staff member supervising the remaining patients in
the day room. Staff were aware of which patients required assistance with their
meals with two patients requiring a minced diet. It was clear that choices were
offered to patients however the food menu was planned one week in advance and
on most occasions when a patient changed their mind it would only be possible to
provide a sandwich or cold alternative at short notice. Mealtimes were described as
busy and could take up to 50 mins. The dining room can accommodate a maximum
of nine patients however the staff were clear why a maximum of three patients are in
at one time — to reduce patients taking food from each other. Some staff noted that
other patients may try and get into the dining room if they knew people were in there
eating.
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Tell us about where you get your support regarding managing any challenging
behaviours /concerns on the ward:

The maijority of staff identified the nurse in charge as providing support regarding the
management of any challenging behaviours or concerns on the ward. Eight staff
members noted that they also had an annual PCP review. Some staff said that they
got information on patients’ care plans and from colleagues. One staff member said
that she felt very unsupported and that the band 3s were left to manage challenging
behaviour by themselves without any support. She said that she would often do long
periods of time up to five hours without a break in the lower day room and find
herself exhausted due to the intensity of the challenging behaviour she was
managing. She acknowledged that a break should have been given but staffing
levels at the time didn’t always allow for this.

Have you any worries / concerns about other work related issues on the ward?

There were no worries or concerns noted by staff in relation to other work related
issues.

Seven staff were able to identify a range of suggestions that might possibly improve
practice/quality of care on the ward. These include:-

¢ Maintaining current staffing levels

e Better rotation of staff around all wards

e Use of the car

e More space for patients

e 1:1 support for all patients on the ward

e Activity room

e Better planning before wards are amalgamated

Tell us about what training you have had.

Staff were able to identify their mandatory training requirements but some were
unsure if they had ever completed any Adult Safeguarding training. Staff did advise
that there were opportunities to complete training and that there was an identified
staff member on the ward with responsibility for arranging training.
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Do you have any questions?

o One staff member asked why the decision was taken to move so many
patients into such a small space with nothing in it given their needs.

¢ Staff should be getting a 30min break during their shift but staff shortages do
not allow this to happen.

¢ Can | hear the outcome of the investigation?

¢ One staff member asked if a previous interview she gave in relation to Ennis
would be recorded and shared with her?

¢ What happens next? The student nurse expressed how she felt stressed
having been interviewed by the police, university and Trust staff without any
feedback

42

BT Mod 6 Witness Statement 26 Apr 2023 & Exhibit Index & Bundle (combined) (2141 pages) 256 of 2141



MAHI - STM - 107 - 257

Band 2 staff interviews
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Band 2 staff interviews
Profile of staff interviewed:

A total of five Band 2 staff (Domiciliary Support) were interviewed.
Their experience of working on Ennis Ward ranged from 1 -8 years.
All staff worked part-time hours ranging from 12hrs per week — 32.5hrs per week.

Two staff worked in the kitchen area of the ward only.

Have you ever had any concerns about the physical treatment of patients on
the ward?

None of the staff interviewed had any concerns about the physical treatment of
patients on the ward.

Have you ever had any concerns about staff attitudes towards patients?

None of the staff interviewed had any concerns about staff attitudes towards patients
on the ward. One staff member described the staff on the ward as very good,
friendly, helpful, quick to help patients and very hard working.

Have you ever had any concerns about the level of supervision on the ward?

None of the staff interviewed had any concerns about the levels of supervision on
the ward. One staff member noted that staff were good, very helpful, another said
that there were usually a lot of nurses around.

Have you ever had any concerns about the levels of staffing on the ward prior
to 8/11/12 or since?

None of the staff interviewed noted any concerns about staffing levels on the ward.
Two staff interviewed said that they would not be aware of what the staffing levels on
the ward should be because they either worked in the kitchen or at the front of the
ward.

One staff member said that she was on holiday from 27/10/12 and returned to the
ward after events in November and has not noted any concern since her return.
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Two staff said that whilst they had no concerns they would have over heard staff say

“We could do with more staff” or “the ward is short staffed”

Have you ever had any concerns about the level and quality of how staff
engagel/listen/interact with patients?

None of the staff interviewed noted any concern regarding the level and quality of
how staff engage/listen/interact with patients on the ward.

Two staff commented that they thought this was good/very good.

Have you ever had any concerns about the quality and level of care provided
for the patients?

None of the staff interviewed had concerns about the quality or level of care provided
to the patients on the ward. One staff member described the patients as “well looked
after”

Have you ever had any concerns about the atmosphere on the ward?

None of the staff interviewed had any concerns about the atmosphere on the ward.
One staff member described the ward as very homely, a pleasure to work on.
Another staff member said “ the atmosphere was good, everyone is friendly on the
ward”

Have you any worries / concerns about other work related issues on the ward?

None of the staff interviewed had any concerns about other work related issues.

Do you have any suggestions that might possibly improve practice and/or the
quality of care for patients?

Only one staff member suggested better staffing levels. No other suggestions were

noted.
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Do you have any questions?
There were no specific questions however two staff made the following comments:

“l have no idea what happened on the ward, only know there is an ongoing
investigation”

1Y was a very good nurse. | was shocked when | came back from holiday and
151V was gone”
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Interview with Speciality Doctor for Ennis Ward
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4) Interview with Speciality Doctor for Ennis Ward

The speciality doctor for Ennis ward was interviewed. The doctor has been working
in Muckamore Abbey Hospital for a total of 2.5 years with 1.5 years experience on
Ennis Ward.

The doctor works full-time hours (Monday - Friday 9am-5pm) and spends one hour
in Ennis every day as well as responding to emergencies, attending meetings or
ward rounds.

Have you ever had any concerns about the physical treatment of patients on
the ward?

No concerns regarding the physical treatment of patients on the ward were reported.

Have you ever had any concerns about staff attitudes towards patients?

No concerns regarding staff attitudes toward patients were reported.

Have you ever had any concerns about the level of supervision on the ward?

No concerns regarding the levels of supervision on the ward were reported.

Have you ever had any concerns about the levels of staffing on the ward prior
to 8/11/12 or since?

Since November 2012 there have been occasions where staffing levels were low
due to staff suspensions or sick leave.

New staff were assigned to the ward who didn’t know the patients.
Patients became more challenging as a result (Nov/Dec — Jan’13)

Prior to November 2012 there wasn'’t a concern for safety; it would have been nice to
have additional staff.
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What preparation was there for Bohill staff coming to work on the ward?

| knew they were coming to meet the patients regarding learning their routines as the
patients were unable to have a phased discharge to Bohill.

Care-plans were shared with Bohill staff — Bohill manager- who agreed to develop
their own.

Manager from Bohill regularly attended the resettiement meetings.

Have you ever had any concerns about the level and quality of how staff
engage/listen/interact with patients?

No concerns were noted regarding how staff engage/listen/interact with patients.

Have you ever had any concerns about the quality and level of care provided
for the patients?

No concerns were noted about the level or quality of care provided.

Have you ever had any concerns about the atmosphere on the ward?
The atmosphere was tense after the investigation commenced.
Staff were tense and afraid to say something that may be mis-interpreted

The ward became less relaxed/homely.

Tell us about the activities available to patients?

A range of activities were identified including: - day-care, puzzles, T/V, art/craft,
relaxation room, and lying about — patients do what they like and staff help facilitate
this.
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Tell us about We understand that she presents with
challenging behaviours. Were any restrictive interventions used by staff, if so
were they risk assessed and written up as a restrictive practice? Was this
information accessible/subject to review?

Staff would redress her — is this restrictive? — she doesn’t want to wear clothes.
She wears a bodysuit — used to preserve her dignity

She is not physically restricted from removing her clothes; she is dressed in clothing
that would slow-down her stripping that allows staff to intervene.

Information is recorded in the doctor's diary. Behaviour Support Service has been
involved — not new behaviours, behaviour is unlikely to improve.

Information is discussed with medical staff. If it is agreed that an intervention is
required it would be written up in the medical file. Nursing staff record/keep their own
records.

Ward rounds are only attended by the doctor and ward staff. Other professionals
attend as/when required.

did have an annual review that included family but this has been replaced by
the resettlement meetings that are held on the ward.

Tell us about ‘ We understand that she likes to be outside/sit on
the grass. Does she require assistance on to /off the grass? How does she get
outside/back inside?

The doctor was not aware that this patient liked to be outside/sit on the grass and
was therefore unable to comment.

What is your experience of mealtimes on the ward? Do you have any
comments about how individual patient’s needs are met during mealtimes?

I know it is phased x 3 at a time.
The dining room is quite small.

Patients want to be in the dining room when they know it is mealtime or want to eat —
patients are not distressed by waiting outside, but may be upset that they are not
first.

Some patients need fed/closely supervised as they retch, drink too much and have
swallowing difficulties.
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Some patients hit out and require space.
Some patients steal each other’s food.

It is not possible to have everyone in together — safety concerns e.g. patient P22
who has PICA.

Tell us about where you get your support regarding managing any challenging
behaviours /concerns on the ward:

The speciality doctor identified that they received support via their line manager (Dr
i who was easily available

Formal supervision is received on a weekly basis.

Have you any worries / concerns about other work related issues on the ward?
There were no other work related issues identified.

It was noted that the ward is small and noisy.

Tell us about what training you have had.

Apart from medical training, Child Protection Level 2 has also been completed.

No Adult Safeguarding training has been done.

Do you have any questions?

No questions were asked.
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interview with Consultant Psychiatrist for Ennis Ward
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5) Interview with the Consuitant Psychiatrist for Ennis Ward

The Consultant Psychiatrist has been the responsible medical consultant for Ennis
Ward for five years and works full-time hours (Mon-Fri 9am-5pm) and the “on-call”
system.

The consultant has weekly ward rounds (Thursdays) and the focus of this has been
on resettlement work.

The assigned doctor for the ward (Speciality Doctor) has daily contact with the ward
and with the consultant psychiatrist.

Issues/concerns are discussed on a daily basis.

Have you ever had any concerns about the physical treatment of patients on
the ward?

Patients’ physical health care is good — There is room for improvement and we
continue to make the case for enhanced input from G.P’s.

| would not tolerate any physical mistreatment of patients, would report immediately.

Have you ever had any concerns about staff attitudes towards patients?

No concerns were noted.

The needs of patients on the ward and the range of disabilities on the ward, may be
difficult for outside (new staff) to understand.

It was a ward that | considered to be homely/warm and would not have thought there
would be any abuse on the ward.

Have you ever had any concerns about the level of supervision on the ward?

No concerns were noted but it was added that the ladies on Ennis Ward were
sensitive to change.
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Have you ever had any concerns about the levels of staffing on the ward prior
to 8/11/12 or since?

Post November 2012, there was deterioration for 2-3 months in patients’ behaviour
after the allegations.

There were lots of unfamiliar people on the ward — RQIA, monitors, and new staff.

Pre November 2012, across the site, there were a number of patients with specific
supervision requirements that were a drain on resources throughout the hospital
which impacted on staffing levels.

There are not too many patients with high supervision levels — one patient on Ennis
ward on Level 1 supervision due to her PICA.

| would be surprised if there wasn’t an impact on staffing levels because it was well
known that there were staff shortages across the hospital.

Ennis ward is currently settled. Families are concerned regarding the impact of
resettlement.

What preparation was there for Bohill staff coming to work on the ward?
The Bohill managers attended resettlement meetings at Muckamore.

Patient information was shared (assessments etc.) to allow Bohill staff to draw-up
their care plans.

| didn’t meet the staff from Bohill who worked on the ward.

Perhaps there was a need for better planning for less experienced staff coming on to
the ward to work with patients with challenging behaviours and provide explanation
for why things are done in a certain way — rationale

Have you ever had any concerns about the level and quality of how staff
engage/listen/interact with patients?

No concerns were noted. The consultant added that a fair proportion of patients
cannot engage at a particular level however they do have relationships with staff.

The ward sister worked hard to develop the quality of life experiences for patients.
Some patients are very intense, constantly looking for staff attention — trying.

I have never seen anything of concern.
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Staff work hard with a range of ability levels e.g. autism, [l '@228 screams and
doesn't like to be outside.

Have you ever had any concerns about the quality and level of care provided
for the patients?

No concerns were noted however any concerns would have been around staffing
levels, resource levels, quality of life opportunities and environmental restrictions.

Have you ever had any concerns about the atmosphere on the ward?
| thought Ennis a pleasant ward to work on with a caring group of staff.

Atmosphere was more notable after the allegations were made. Staff were afraid of
suspension and fear of allegations being made against them by patients.

The length of time the investigation has taken has impacted.

Monitoring also impacted on staff.

Tell us about the activities available to patients?

The following activities were identified as available to patients:
A lot of outings, community based.

Car use.

Over nights away.

A lot of effort by staff to create a homely environment.

Limited amount of real integration can be achieved due to the ability levels of
patients/limitations.

Staff did the best with what they had.

RQIA regulations regarding infection control impacted on art work or decorations
being put up.
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Tell us about P39 We understand that she presents with
challenging behaviours. Were any restrictive interventions used by staff, if so
were they risk assessed and written up as a restrictive practice? Was this
information accessible/subject to review?

Recording of restrictive practice has improved. P39 needs restrictive practice to
manage her behaviour — she strips, all sorts of efforts were made to preserve her
dignity. Advice from Behaviour Support Service has been sought.

| am not aware of any treatment that will stop her stripping.
Information recorded in her care plan — behaviours are not new.
The use of the belt and bodysuit were necessary rather than restrictive.

The ward manager would report concern in patient behaviour quickly to the
Speciality Doctor/Consultant Psychiatrist.

Would try medication changes and referrals to Adult Behaviour Support may also
have been required.

Restrictive practices maybe not written up as well as it should be as per Philip
Moore's audit.

Tell us about ‘ We understand that she likes to be outside/sit on
the grass. Does she require assistance on to /off the grass? How does she get
outside/back inside?

| know a fair bit about JEXES epilepsy — drop epilepsy- and her physical health
which is the main focus of my work.

She is autistic and likes to be on her own.

There was no knowledge of how P43 got on/off the grass or back inside the ward
if she was outside.

What is your experience of mealtimes on the ward? Do you have any
comments about how individual patient’s needs are met during mealtimes?

| have been on the ward at meaitimes.
The physical environment isn’t good.

Meals are staggered — a lot of effort has been put into compatibility of who eats
together - patient groups are carefully thought out.

Early morning is a pressure time — tablets to give out, preparing patients for day-care
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Some patients need more time/help than others at mealtimes.
Some patients are hungry and eat first.

Some patients require specific crockery.

Tell us about where you get your support regarding managing any challenging
behaviours /concerns on the ward:

| have spoken to H209 | Grainne Healey, and Colette Caldwell.
Second opinions from colleagues regarding medication/treatments.

All staff are MAPA trained — medical staff are “Breakaway” trained in managing
challenging behaviours.

Have you any worries / concerns about other work related issues on the ward?
No additional concerns to those previously noted were identified.

The Consuiltant added that the bulk of work falls to nursing staff and that the job is
hard — he also noted the lack of community placements for patients as a concern

Suggestions to improve practice were noted and included:

- Documentation of restrictive practices

- Improve resources of Behaviour Support Teams

- Stable/settled staff team

- Staff not being pulled out to other wards

- Induction of community staff on to the ward

- Reduction of social work input into the ward has impacted
- Staff morale has been affected by the investigation

Any external scrutiny is welcomed but needs to be realistic to the needs of patients.
Tell us about what training you have had.
| have responsibility for medical staff/staff appraisals — training needs are specific.

| have completed Adult Safeguarding, Child Protection, Autism, Epilepsy, CR144
(Challenging behaviour a Unified Approach) and Mental liiness. '

We have had staff team training/discussion on patient management (akin to Social

Do you have any questions?

No questions were asked.
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2f) Review of Previous Adult Safeguarding Referrals from Ennis Ward

Aine Morrison reviewed a sample of the adult safeguarding referrals received
between 01/06/12 and 07/11/12 and found these referrals were appropriately
made as were responses.
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2g) Review of Incidents/Accidents over the previous six months

Aine Morrison reviewed the incidents and accidents reported from Ennis from
01/06/12 to 07/11/12. The only incidents of potential relevance to this
investigation were:

18/09/12 — low staffing levels reported.

23/10/12 — low staffing levels reported.

Bohill staff have reported a perception of lack of staffing and Ennis staff also
reported that this was a concern in the period before the allegations were
made. The incident reports bear this out.
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2h) Review of previous disciplinary records for ward staff.

Sen. Management provided records for the period Nov.’11 — ’12. This was to
see if there was any evidence of trends or patterns of concern about staff
behaviour.

There was just one incident reported in May 2012 when a MAH day-care staff
member reported a Band 2 bank nursing assistant who was working on Ennis
Ward as handling a patient roughly and threatening them. The incident was
investigated by the police who did not take any further action. MAH undertook
a full investigation. This concluded that there was a case to answer and some
recommendations were sent to H.R. — the member of staff left the
employment of the Trust before disciplinary action took place. The matter was
referred to ISA.

It is potentially significant that this was another occasion when poor care
practice by Ennis staff was reported by non-Ennis staff. However the
investigating team do not feel they can draw any further conclusions about
this.
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2i) Review of care plans

Aine Morrison reviewed the n

ursing care-plans for
o 2

She found that while there were
descriptions of the types of behaviour displayed by patients, details in relation
to the management of these behaviours was sparse. Moira Mannion (Co-
Director of Nursing, Education and Learning) also reviewed care plans and
found these to be satisfactory. (see report of 8/3/13) RQIA found the
guidance in [ IEEENs care plan was not specific enough and that the
support plan was not detailed to her specific requirements.
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2j) Information from monitoring

Twenty-four hour monitoring was put in place following the allegations and regular
reports from these monitors have been received. No concerns about care practice
were raised in these reports. Some staffing issues were raised when the monitoring
was first introduced but these were resolved reasonably quickly. Environmental
issues have also been raised (see point 4 in conclusions section). Recent monitoring
reports continue to report concems about overcrowding and lack of space. They also
continue to report the difficulties caused by the level of challenging behaviour on the
ward.
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Other Issues Raised:- Staff Interviews

There were a number of issues raised in staff interviews that were not thought to be
relevant to the adult safeguarding investigation but were passed on to hospital senior
management or RQIA for comment/clarification or action as required;

1. The use of the car — It was confirmed by hospital management that changes
to the arrangements for the car were not linked to the adult safeguarding
investigation.

2. Staff not knowing about the allegations/investigation. The hospital
management team have met staff on a number of occasions to share as much
information as possible.

3. Relatives in a supervisory role — the hospital senior management team have
changed the arrangements in Ennis Ward to ensure this is not happening and
have reviewed the policy in relation to this.

4. Changes in arrangements about artwork and ward decorations followed a
directive from the Director of Nursing regarding management of infection
control and cleaning standards/hygiene.

5. A Band 8 A member of staff said at interview that Ennis had been noted by
RQIA as an example of good practice. RQIA have commented that while
previous inspection of Ennis highlighted no concerns there was no evidence
to suggest that it was cited as an example of good practice.

6. The comments made by \ have been passed to the hospital senior
management team for internal investigation.

7. Staffing issues — MAH did experience a significant staffing crisis in the months
before the allegations were raised. Hospital senior management report

escalating this crisis to the appropriate authorities and agreeing an action
plan.
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3) Conclusions and Recommendations:
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3) Conclusions and Recommendations:

1) Disciplinary Investigation:
The Trust awaits the outcome of the P.P.S considerations and
recommendations. When these are concluded, the investigating team
believes that there is enouih evidence of concern about the behaviour of

H159 EN% to warrant a disciplinary investigation.

Recommendation: MAH should pursue a disciplinary investigation in

relation to the conduct of | el HI159

2) Analysis of staff reports:

The investigating team had the difficult task of weighing up the very different
evidence provided by two staff teams, the team from Bohill and the team from
MAH. The Bohill team had significant concerns about care practice while the
MAH team had none. The concerns of the MAH team focused on
environmental and staffing issues.

The investigating team gave weight to the amount of concerns raised by
twelve members of Bohill staff, the consistency between accounts and the
level of detail contained in the Bohill staff interviews. The team noted as
potentially particularly concering the reports that the alleged behaviours
happened openly in front of visiting staff.

The investigating team thought it unlikely that Bohill staff would have any
motivation to falsely report.

However the team would acknowledge that the Bohill staff were working in a
new environment where the context of some actions may not have been clear
to them. It is also acknowledged that staff from Bohill were coming from a
newly built, bright, spacious, physical environment in contrast to an older style
hospital ward.

The investigating team recognises that it can be difficult for a staff team such
as the Ennis team to come forward with concerns about their own practice.
However the investigating team’s experience is that this has happened in
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other investigations and therefore gives some weight to the fact that no MAH
staff reported any care concerns. The investigating team also noted the
apparent genuineness and caring attitude shown by MAH staff in their
interviews. o

3) ldentification of Muckamore Staff

A further difficulty in the investigation lay in the identification of MAH staff by

Bohill staff. Many of the Bohill staff had only spent short periods on the ward

and did not know staff names. Descriptions were used to try and identify staff

where possible and Bohill staff were re-interviewed to try and establish further

identification details but this had no success. Staff rotas were also used to try

and help with identifications.

The majority of the incidents relating to identified staff involved
and However there are a number of Bohill reports from staff

who were able to identify [ EIEENN and IEBELEZANN but also alleged that

other members of staff had been involved in poor practice.

Some allegations refer to a bigger group of staff being involved; in particular it
is alleged that many members of staff behaved in an inappropriate fashion

The investigating team believe that of the named staff apart from

and [JESECIIN there is not enough evidence to warrant disciplinary action -

against any of them. e g ( tyh cwloa G acddbdy ,
of alboya -+ wot SelCBal.

The team also believe that there is no way of knowing who, if any, of the other e

staff were involved. _

4) Environmental Concerns:
There is general agreement between all groups of staff including monitoring
staff that the Ennis Ward environment was unsatisfactory. Concerns ranged
from

i} Maintenance issues such as minor repairs, decorating
ii). Lack of privacy for patients as there were no curtains
iii}. Lack of space and overcrowding

Hospital management staff have subsequently ensured significant
environmental improvement by making minor adjustments. More major
structural works are also planned in order to improve the layout of the ward
and maximise the use of the available space.
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The investigating team recognises the physical limitations of some of the
wards on the hospital site. However, it is clear that some positive changes
were relatively easily achievable. The team feels that it is possible for people
who are accustomed to a particular environment not to notice flaws.

Recommendation: The team would recommend that all wards in the
o hospital are reviewed by staff external to the ward to see if any
environmental changes are needed.

5) Staffing Concerns

It is clear that there were significant staffing problems on the ward in the months
prior to the allegations being made. Apart from the general problems this created in
terms of time and attention for patients, there were times when it was not possible to
maintain agreed observation levels. The ward manager appropriately reported her
concerns about staffing to senior management. This is most obvious in the incident
reports completed on 18/9/12 and 23/10/12. When Band 8A were asked about their
general responses to reports of inadequate staffing, they said that this was always
reported to more senior management and advice given to the ward manager about
how best to manage the situation. This was typically not recorded.

I

Recommendation: the investigating team recognise that there was an action
plan in relation to the overall staffing crisis in MAH at the time which would
have included Ennis but recommend that hospital senior management review
their response to these two specific incident reports to see if this was
appropriate.

The Telford Formula was used on the ward prior to the allegations to determine
staffing levels however further review of appropriate staffing levels following the
allegation confirmed that additional staffing was necessary. The team would
therefore question the appropriateness of the Telford Model. The team recognises
that MAH now have adapted their use of this model.

The investigating team did have concerns about the appropriateness of a daughter
being in a position of having to supervise her mother. When this came to light, the
investigating team recommended that the management team review this practice.
This has now been done and the practice discontinued.

6) Bohill Staff Induction

There is a discrepancy between Bohill staff and MAH staff accounts about the level
of induction that was provided to Bohill staff. Band 8A staff report that they were in
contact with Bohill management over this period and the feedback was very positive.
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Recommendation: The investigation team would recommend that in any future
instances where staff from other facilities are spending time in MAH as part of
an introductory process, the following should happen.

i) An induction checklist of necessary information should be agreed
between both facilities before visiting staff start in the ward.

ii) A formal induction going through the agreed necessary information
should be completed before visiting staff start to work with patient.

iii) A clear agreement should be made before each shift about the duties
and responsibilities of visiting staff and MAH staff respectively and
this must be shared with all staff concerned including health care
and nursing assistant staff. The agreement must stipulate what
supetrvision the visiting staff should receive.

iv) Visiting staff must be informed of who they should report any issues
experienced on shift to.

v) Visiting staff should have the opportunity to discuss their experience
with a nominated member of MAH staff at the end of each shift.

The team is aware that practices for inducting visiting staff have been revised
but would wish to ensure that the revised practice covers all the above areas.

7 P43

The MAH staff interviews reveal a lack of clarity and differing views about

support needs when sitting outside on the grass. This related to
the levels of supervision required, the level of physical assistance needed, the
clothing required and the means of access in and out of the garden.

Recommendations: The investigating team recommends that s
support needs in relation to going out and sitting outside on the grass are
reviewed. Clear guidance should be established and implemented by all staff.

9 P39

The investigating team had very substantial concerns about the frequency with which
eatured in the allegations. The consistency in Bohill staff reports in
relation to belt tightening and a practice of throwing away her shoes caries
considerable weight. The team believes that it is significant that [k Mclearly
presented and continues to present major behavioural challenges particularly in
relation to her stripping behaviours. The team believes that it is likely that staff were
at times stressed by gEEl}s behaviour. The monitoring reports indicate that staff
continue to experience considerable challenge in managing patients’ stripping
behaviours. The team believes that the guidance contained in [EEEs care plan was
not sufficient and not specific enough. RQIA also found in an inspection following
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>{’ the allegations that the guidance.....? The team believes that given the level of
=~ challenge presents with, it would have been advisable to involve specialist
behaviour support services for detailed assessment, care planning and review.

The investigating team understand that specialist behaviour support services are
now involved with [ 4634

Recommendation: The team would recommend that band 3 staff are fully
involved in discussions with the behaviour support services about &M The
team would also recommend that specialist behaviour support services review
the support needs of staff working with and make any necessary
recommendations to hospital management about how such support could be
provided.

The investigating team would recommend that the hospital review for
appropriateness what criteria ward staff use for considering referral to
specialist behaviour support services.

There was some debate about whether or not the use of a swimsuit and a belt
withi&Elshould be considered a restrictive practice. The investigating team
feels that as some MAH staff described the use of the swimsuit as a delaying
tactic to allow staff time to intervene, this should be considered as a restrictive
practice. The belt is largely described by MAH staff as a means of keeping her
trousers up which should not be considered restrictive. The team recommends
therefore that hospital policy in relation to the approval and recording of
restrictive practices should be followed in relation to this issue.

The team further recommends that the hospital review for any other practices
on the ward that could be deemed restrictive and that hospital policy should
be applied to them also.

The investigating team notes the suggestion made by staff thathould
be considered for a full time day care placement as she does not strip in this
environment. The team would recommend that the hospital considered if this
would indeed be helpful and if so, consider if it can be provided.

9) Ennis Staff Team Composition

The investigating team is aware that the staff team working in Ennis has changed
substantially since the investigation began with approximately half of the staff being
new to the ward. While the investigating team is unable to draw_definitive
conclusions on many of the allegations, if there had been wider issues about practice
on the ward, the team believe that this would now be an important protective factor.
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10)Impact of the Investigation

The investigating team recognise the stress to staff caused by the investigation. The
inability to share significant details of the allegations and the length of time the
investigation has taken have been particular factors.

Recommendation :The team feels that further information could be shared at
this point and that this would help staff morale. The team would recommend
that advice is taken from both the P.S.N.l. and H.R. about what information
could be shared and that based on that advice, as much information as
possible is shared about the allegations, the investigation process, the
outcomes and the conclusions and recommendations. Again, if there had
been wider issues about practice on the ward, the team believes that sharing
the concerns would now serve as an important protective factor.

The investigating team would recommend that they be involved in facilitating
such discussion with staff.

11) Staff Skill and Experience

The investigating team have noted the universally positive comments made by
monitoring staff about the care provided by ward staff since the allegations were
made. The team have concluded from this that current ward staff have the skills and
abilities necessary to provide good quality care.

12) Adult Safeguarding Training

The investigating team noted that not all staff were sure if they had had safeguarding
training.

Recommendation: The team recommends that hospital management ensure
that all bands of staff working on the ward have received the appropriate level
of safeguarding training. This includes medical staff.

13) Management of mealtimes:

There are varying accounts about the management of mealtimes. It was clear from
Muckamore Abbey staff accounts that considerable thought had been given to
mealtime routines. However the reports of staffing difficulties may have meant that it
was difficult to manage the patients waiting outside the dining room for their meal.
One Muckamore Abbey member of staff did report a patient running up and down
outside the room and there was an acknowledgement that patients found it hard to
wait on meals. The investigating team felt it was possible that visiting staff may not
have known the rationale behind this routine.
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14) Access to a full range of services by re-settlement patients.

The investigating team notes that re-settlement patients do not always have access
to a full range of professionals.

Recommendation: The investigating team recommend that this position is
reviewed.

Signed:

Aine Morrison
Carmel Drysdale
Colette Ireland

Date:
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VA7

BELFAST HEALTH & SOCIAL CARE TRUST
PROCEDURES FOR THE PROTECTION OF VULNERABLE ADULTS
FROM ABUSE AND EXPLOITATION

MINUTES OF STRATEGY MEETING /

CASE DISCUSSION / REVIEW

This provides a template to record who attended the meeting, reports submitted
and
future review arrangements. The Designated Officer will also include a minute
of the essential facts, discussion and decisions taken at the meeting.

NAME:
1.

[SVI S

4.

—= e =
| COMPUTER NO:

1. EA2117
2. NA1720
3. EA 4065
4. SC9490
VENUE:

' CHAIR PERSON:

|

LSS —3

h
:
Py

Ms Aine Morrison

Small mé;f;g_ﬁa)-m

| WAS THE USER INVITED?
WAS THE USER IN ATTENDANCE?

ADDRESS:

Ennis Ward
Muckamore Abbey Hospital

| DATE OF BIRTH:
T
o
3.
4. |

IF NOT KNOWN, PLEASE GIVE
APPROXIMATE AGE:

MmO r O

GENDER:

| DATE

Friday 9" November 2012

| DID THE USER COMMUNICATE THEIR VIEWS BY
OTHER MEANS EG. LETTER
I IF THE USER DID NOT PATICIPATE, PLEASE SPECIFY
REASON
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| OTHERS INVITED IE. ADVOCATE OR CARER

NAME
NAME

[F NOT INVITED OR DID NOT ATTEND SPECIFY REASON

___ INATTENDANCE YESO

IN ATTENDANCE YES O

No O
No O

'NAMES OF THOSE PRESENT:

Mrs Esther Rafferty
Ms Elaine McCormill
Mrs Tracy Hawthorne
Ms Audrey Murphy
Ms Marbeth McKeown

TITLE

Mr Senior Social Worker
Mr Specialist Doctor

Mr Richard Cherry CT3

Mr Operations Manager

Service Manager

Sergeant, PPU, PSNI

Constable, PPU, PSNI

Inspector, RQIA

Senior Practitioner, Northern Trust

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

| INVESTIGATIVE OUTCOME/
ARE THERE ANY REASONABLE GROUNDS FOR ONGOING CONCERN: YES

Aine noted that this was a strategy meeting being held under Joint Protocol procedures to
| investigate allegations of verbal and physical abuse made against staff members on Ennis
Ward.

On the morning of the 8/11/2012, the hospital via Esther Rafferty was informed of the
following;:

A care assistant working on the ward from the Priory Group, Bohill Care Home, alleged that
whilst working on Ennis Ward, Muckamore Abbey Hospital on the 7/11/2012, she witnessed
staff being verbally and physically abusive to four named patients. Only one patient’s
surname was provided but the christian names provided for the other three allowed the
hospital to identify these individuals. Three of the patients are from the BHSCT and one from
the NHSCT.
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; This care assistant stated she witne 'fema member of Muckamore Abbey

| Hospital staff pulli_ rom the sofa "EEElwas sitting on by the hem of her
trousers on to the floor and be verbally condescending. She also stated that she witnessed \I
this same staff member speak in an inappropriate manner, such as, gel out of my way/you’re
doing my head in. The comment from the informant was that this was shouted at patients in
general,

| She witnessed another patient, the bathroom naked
screaming and shouting “ I hate her/I hate her/I hate she hit me.” This patient
i was very distressed and blood was coming from her mouth. i] he named staff member was
the same staff member who alle edlx’&ulleé* R 11 the sofa. The care assistant |
stated that she then witnessed 1tting naked for a period of time and a student nurse, ‘
|
|
1

i who she named tell that she wouldn’t get her sweets and lemonade if

| she didn’t put her nightdress on. L
H197 P3

| The care assistant stated she witnessed'_push _so hard
| into her chair that she hit her head off the back of the chair. This staff :%emher Epvxeﬁrg to |
| have then been witnessed saying to another patient _ _ thenﬂ_.ém

[ attacked her to not be “a big softie and hit her back”. The initial statement from the care

| assistant said she witnessed patients hitting out at staff and each other with no intervention.
|

val

S >

Finally this care assistant left without telling any Muckamore Abbey Hospital staff of what
' she had witnessed as she felt intimidated and that she could not say anything. She reported
this information to her team leader after 10pm that evening.

The immediate protection plan was that the three members of staff alleged to have been
involved in these incidents were subject to a precautionary suspension from work.

Supplementary staff including an additional Band 7 and a Band 6 staff (for evening/nights)
have been moved into Ennis. These are staff who have not had any previous connection with |
| Ennis ward. These staff have been told that there are vulnerable adult concerns and that their
role is 1o monitor for any concerns about practice.

In addition body charts were completed for all patients during the course of their personal
care. Following consultation with the police, a forensic medical examination was carried out
| on the four named patients. |

Relatives of the four named patients were informed that allegations had been received and
were being investigated.

RQIA and the Northern Trust were informed and agreed with the immediate protection plan.
All present agreed that the allegations were of significant concern, both in relation to the

individual reported incidents and a potential culture on the ward which would allow staff to
_act openly in the manner alleged.
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| The PPU reported that thgy had not had any feedback from the FMO as y—ét but would seek to |
get this as soon as possible.

|

[ Dr .and Dr Cherry then reported on the body charts completed for the four named

‘ patients. These had shown a range of bruising and abrasions most of which were not ‘
| immediately clearly identifiable as non accidental. It was noted that all of the four patients |
engaged in self injurious behaviour which could account for many of the injuries. Two of the |
patients did have bruising to the inner legs and arms which may indicate more concem. The |
hospital will make these body charts available to the police. It was subsequently agreed |
[ immediately after the meeting that the PPU would wish to have forensic photography of these I
bruises. As none of the four patients have capacity to consent to this, a discussion of whether ‘
this would be in their best interests was held. It was felt that the photography would not

unduly distress any of them and agreed that a thorough investigation was in their interests.
Senior hospital staff are to seek the assent of relatives and inform the police of family views.

The body charts of the other patients have not been analysed as yet. Hospital staff will start
this process today.

[t was agreed that the care records, incident and accident reports and vulnerable adult
referrals for all patients for the last month should be examined and cross checked against the
body charts to see if explanations could be found for any of the marks.

There was considerable discussion about the whereabouts of other staff on duty on the day
and whether or not there was concern about their actions. The police phoned the witness

| during the meeting and ascertained that she had no specific allegations about other staff. She
said that she had seen very little of the nurse in charge; that she had mostly been in the office.
She said she had not seen the other staff at all. It was noted that Ennis Ward is very
segregated and that it is possible for staff to be stationed in one part of the ward which is
separated by a locked door and to be completely unaware of things that were happening in
another part of the ward. It was agreed that there were no indicators of concern about the
members of staff who had been in the other part of the ward and therefore no protective
action was necessary. There was concern expressed about the role of the nurse in charge.
While there were no specific allegations made against her, there was concern expressed that
she did not appear to have a presence on the ward or be in charge of things. [[§also
expressed his concern about the lack of clarity about staff allocation evident in the duty rota.
It was agreed that there weren’t sufficient grounds for concern to suspend her but that she
should be moved to another ward where she would not be in charge.

It was agreed that hospital staff would examine the duty rota and staff allocation for the ward
that day more closely in order to give the investigation a detailed picture of staff movements
on the ward that day. Hospital staff will also review records to see what other wards the
suspended members of staff may have worked in.

The police are to interview the member of Bohill staff who has made the allegations as soon
as possible.

It was agreed that social work staff should interview the other members of Bohill staff who
have worked in Ennis Ward to see if they have any concerns. Aine Morrison will arrange this.
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| There was discussion about the ability of any of the patients in the ward to give any sort of
statement about what might have occurred. Hospital staff thought that this would not be

‘ possible with any of the patients. However, it was agreed that medical staff, a speech and

language therapist, the police and a ABE trained social services interviewer would meet to

discuss if it was possible to facilitate in any way communication with the patients. JS¥

| B i1l coordinate this.

It was agreed that the relatives of all patients on the ward should be notified of the
investigation and a form of words for this was agreed. Hospital staff are to do this.

| . : =, : : |
| A press statement in the event of media enquiries was also discussed to be finalised after the |
meeting and circulated to all concerned. |

|

|

|

| .

| It was noted that the South Eastern Trust had patients on the ward. Aine Morrison agreed to
| update them on events and invite to the next strategy meeting.

It was agreed that the EHSSB should be notified. Esther Rafferty undertook to do this.
The protection plan was confirmed as follows;

| Three named members of staff to remain on precautionary suspension.

The Nurse in Charge. | | ]} EEJEEE s o b moved to another ward where she will have no
supervisory responsibility.  MSi

An additional Band 7 member of nursing staff is to be on the ward during the day to monitor
for any concerns.

An additional Band 6 member of staff is to be on the ward at night, again to monitor for any |
concerns.

Band 8a staff are to make frequent unannounced visits to the ward to again monitor for
concerns.. '

A further meeting was arranged for Thursday 15™ November 2012 at 3.30pm in the small
meeting room at Muckamore Abbey Hospital.

Aine Morrison
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w Belfast Health and MUCKE&;!;%ABBEY
/4 Social Care Trust Body Chart (s s PRIST AN
: P2
Ward: a)N 5 Patient: j_ Hospital Number:
Date: q IH Time: 1. e A .

REASON(S) FOR COMPLETION:

PLEASE MARK ON DIAGRAM AREAS AFFECTED
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Print Name: Signature:“ Band: 5 Date: 32 } ol
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Belfast Health and ﬂfﬁﬂ%

m Social Care Trust Bod! Chart o & L
. Pu
Ward: éY\\f\\S Patient:_ Hospital Number:
Date: Cf I/ It I/r ) Time:  O¥X" OO0 ¢

REASON(S) FOR COMPLETION:

PLEASE MARK ON DIAGRAM AREAS AFFECTED
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Belfast Health and

. MUCKAMORE ABBE)
Social Care Trust

1

Ward: gfuﬂf‘i Patient: Hospital Number: E™ 406X
Date: rA‘AQ) Time 23D
REASON(S) FOR COMPLETION:

PLEASE MARK ON DIAGRAM AREAS AFFECTED

@ —
. . F]
(([{ ,,/V\\ rd )l{ L’ \ {’
~ oo )
@ s
1: N
= @ = @
=A== ) & ,@
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[
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w Belfast Health and ey )
4 Social Care Trust Bod¥ Chart
Ward: g"‘"“m Patient: 03 Hospital Number: NA 17)20

Date: }?T.J?\;\J W Tirﬁe: *hdfe)

REASON(S) FOR COMPLETION:
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pag

%4 Social Care Trust Body Chart
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w Belfast Health and ’%%
# Social Care Trust Bod Chart TRl ORE ABBE)
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Belfast Health and % )
Social Care Trust Body Chart MUCKAMORE ABDE
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Belfast Health and MUCKAMORE ABBE?
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Social Care Trust Bodv Chart MUCKAMORE ABBEY
Ward: b Hospital Number: E¥ &0
pate: € Voo ‘(L Time: o
REASON(S) FOR COMPLETION:
PLEASE MARK ON DIAGRAM AREAS AFFECTED
®
drezg
®
un e L:"_s l..‘ ,
[ N U ¥
~ « m-t: @ ——\::/— \ e
- { ‘j - L
g™
&)
e. -
@ ‘= =
fr == ) <&
Bau,(
)
Seev\ \o MO -3\—\’\,00\-5 (v 2\’ qﬁa’o’/ﬁ
e.g Bruise Lower left leg (1) Size (2x4 cm) (2) Yellow in colour
® GUQ/‘%V‘:J\ el RerIart Gl
O Qo \ €. o \obo Y v
@ 89 b culb \?—— PMW-’\ é’,_wc(n ,g),wa(f\
Print Name: Signature Band: © Date: € Moy 12
pall WS\
Band: -2 Date: <l11]i2

Print Name:

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

Signatu

302 of 2141



MAHI - STM - 107 - 303
Belfast Health and
Social Care Trust Bodv Chart
-~ 4
Ward: ENVLU/) Patient: Q
Date: N Time: VO 357

REASON(S) FOR COMPLETION:

PLEASE MARK ON DIAGRAM AREAS AFFECTED

¢ )l L
( t
N {
~ -
\ {
TN =T —_
e.g Bruise Lower left leg

(\,c:.a/\rg O~ i~

19

Print Name: Signature:

Print Nam Band S

gna

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

W

N 0
Y,
. -

MUCKAMORE ABBEY

Hospital Number:  £4 S 7€ |

NS

-~

(1) Size (2x4 cm) (2) Yellow in colour

nd: _:S_ Date: 8|11

Date

303 of 2141



MAHI - STM - 107 - 304

Belfast Health and MUCKAMORE ABBE)
Social Care Trust
Ward: 8‘"“‘“‘* Patient: Hospital Number: E haaq
N
Date: 2 Noo 12 Time: 2.2
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Belfast Health and
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Guidance for Supervising Staff in Ennis Ward.

The additional staff members are supernumerary to the usual complement of staff on the
ward.

They should not be allocated any specific duties but should assist with care tasks as
appropriate.

They should not be responsible for any management tasks on the ward.

Their primary role is to observe patient care. Therefore the vast majority of their time
should be spent in direct patient contact. They should aim to spend approximately 70% of
their time at the bottom end of the ward and 30% at the top end.

They should observe for any indicators of concern about poor care practice. This should
include any concern about;

e verbal abuse

e physical abuse

e inappropriate physical intervention
e lack of supervision of patients

e poorcare

If the staff member observes something they are concerned about, they should immediately
raise this with the member of staff concerned and ask them to stop.

Any concerns should also be immediately reported to the nurse in charge of the ward and to
the senior nurse manager on call. These staff should follow the usual protocol for reports of
concern.

The additional staff members should compile a report at the end of each shift detailing
which staff were on and what their duties were, what role did they themselves play in the
shift, any aspects of particularly good practice noted and any concerns noted. These reports
should be submitted to the nursing office who should copy them to Aine Morrison,
Designated Officer.
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Guidance forWard Managers in Ennis Ward.

The additional staff members are supernumerary to the usual complement of staff on the
ward.

They should not be allocated a ny specific duties but should assist with care tasks as
appropriate.

They should not be responsible for any management tasks on the ward.

Their primary role is to observe patient care. Therefore the vast majority of their time
should be spent in direct patient contact. They should aim to spend approximately 70% of
their time at the bottom end of the ward and 30% at the top end.

They should observe for any indicators of concern about poor care practice.

If the staff member observes SOmething they are concerned ab

they should immedi
raise this with the member of staff concerned and ask them o ! eclately

Any concerns should also be im mediately reported to the nurse in charge of the ward and to
the senior nurse manager on call. These staff should follow the usual protocol for reports of
concern,

The ional staff ers should compilear atthe e shift detailing
whi ff were on hat their duties were, role did

shift, any s of particularly ractice no concerns n
should be tted to the nurs ce who sh em to Aine
Designated Officer.

selves play in the
These reports
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VA
BELFAST HEALTH AND SOCIAL CARE TRUST
PROCEDURES FOR THE PROTECTION OF VULNERABLE ADULTS FROM ABUSE AND
EXPLOITATION
REVIEW OF CARE/PROTECTION PLAN
To be completed by the Designated Officer
NAME: P10 COMPUTER NO:
I : 1. EA2117
A P4l 2. NA 1720
3. P39 5. EA 4065
4, P22 4. SC 9390
DATE OF LAST REVIEW: DATE OF THIS REVIEW
FRIDAY 9" NOVEMBER 2012 THURSDAY 15™ NOVERMBER 2012

WHO HAS BEEN CONTACTED?

Vulnerable Adult

0O RQIA

[0 Psycho Geriatrician

O Domiciliary Provider [l

Carer
Relative
Police

O Doctor/Consultant [1 District Nurse

O Psychologis
O Psychiatrist

Social Work Asst. O Other, please specifyl]

t O Hospital Nurse

O Care Manager O
O Res. or Day Care O

O Community Psy. Nurse O Rehab-Worker ]

IN ATTENDANCE

Ms Judith Agnew

APOLOGIES

Ms Aine Morrison (Chair)
Ms Siobhan Rogan, RQIA

Ms Margaret Cullen, RQIA
Ms Elaine McCormill, Sergeant, PPU, PSNI
Mrs Tracey Hawthorne, Constable, PPU, PSNI
Ms Edna McConville, SE Trust
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REVIEW AND AMEND PREVIOUS ANALYSIS OF RISK.
COMMENTS:

Ms Morrison welcomed the group and introductions were made from those who did not attend
the previous meeting. the group read the VA7 dated 09/11/12 and one amendment was
requested on Mr behalf:

Timeline of events to be included.

It was agreed that the investigation, planning and strategy should not include Muckamore
Abbey staff. Ms Morrison to liaise with Trust staff.

ACTIONS UPDATE

Three named members of staff remain on precautionary suspension.

One named member of staff has been moved to another ward with no supervisory
responsibilities.

Relatives have been notified and given contact details for both inside and outside of the
hospital. As yet no concerns from relatives have been expressed.

As yet there has been no request for a press statement from BH&SC Trust.

Ms Morrison contactedg the Managers of Bohill ( B15F and explained the outcome of
the strategy meeting. | Bl conducted a further in-depth interview with the Bohill staff

I\ YAl The staff (¥l continued to express her concerns about the abuse she
witnessed and was quite distressed during the interview. She explained she was used as a
member of staff with no induction, she had felt Muckamore staff did not want her there and had
gave her no support. She gave further in-depth details of incidents which occurred on the
evening she worked in Ennis. She also gave details toon how the Nurse In Charge that
evening stayed in the office and only emerged to shout abuse.

Two other members of Bohill staff expressed their concerns to [ although they had felt
they had been given an adequate induction to the ward. Three more Bohill staff have yet to be
interviewed.

Ms Morrison and a Senior Social Worker visited Ennis Ward on 15" November 2012. They
noted patients queuing outside the dining room at mealtimes.

RQAI made an unannounced visit on Tuesday 13" November 2012 and met with the Ward
Manager. Staff allocation was scrutinised and clarification was requested. All agreed staffing
levels were unacceptable.
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REVIEW AND AMEND PROTECTION PLANS.
COMMENTS:

The protection plan remains in place with the following recommendations:

The matching of Incident/Accidents, care plans against body charts is ongoing. Ms Morrison to
allocate someone to gather this information.

Reporting template recommended for staff to monitor vulnerable adult concerns.

Ms Morrison to allocate someone to analysis staffing allocations and responsibilities and to tie
these in with Bohill staff.

Witness statements requested from Bohill staff as soon as possible.

Communication assessments on Patients. [JJSZdllto arrange.

Patients from top end of Ennis Ward to be interviewed on staff. Ms Morrison to arrange.

It was agreed the Std Nurse previously suspended, be reinstated to work under supervision.
It was agreed the Nurse In Charge,be suspended.

It was agreed an independent person be appointed for monitoring and investigation.

RQAI recommends staffing levels in Ennis should rise to 7 (5+ 2 level/3obs).

Ms Morrison to discuss with Senior Hospital Management overall staffing of hospital and report
findings to RQAI.

Clarification required on night duty role of Band 6.
Clarification to be addressed immediately on role of Band 7.
Date and time of next meeting:

Wednesday 28" November 2012 at 3pm in the Small Meeting Room, Muckamore Abbey
Hospital.

ARE THERE ANY UNRESOLVED ISSUES? YES O NO O
IF YES, SPECIFY HOW THESE MAY BE ADDRESSED.
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WILL THIS ¢
PROCEDURES?

REVIEWED UNDER THE VUI

YES NO
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VAS

IF YES,
WILL THE REVIEW BE VIA:

SUPERVISION DATE:

CASE CONFERENCE DATE:

WILL THE DESIGNATED AND INVESTIGATING OFFICER REMAIN THE SAME

YES NO

IF NO, PLEASE SPECIFY, DESIGNATED OFFICER

INVESTIGATING OFFICER

IF NO,
INVESTIGATING OFFICER WILL CONTINUE WITH A KEY WORKER ROLE
TRANSFER TO OTHER KEY WORKER / SERVICE, PLEASE SPECIFY
CLOSE CASE
OTHER. PLEASE SPECIFY

SIGNATURE OF DESIGNATED OFFICER DATE
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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:

0 Key concern about the impact of monitoring on patients behaviours,
0 Monitors welcomed the meeting as it was their first,

o Not aware if there was a time frame for the monitoring plan,

0 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,
0 Executive Director of Nursing,
0 Associate Director of Nursing,
o]

Co-Director of the Adult Social and Primary Care Directorate, Associate
Director of Nursing and the Lead Investigation Officer.

Page 1 of 2
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CONFIDENTIAL

Muckamore Abbey Hospital

Briefing by M Mannion — 19 December 2012

e 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:
o0 24 forms out of 85 had noted a concern,
= The 3 key themes;
= Staff levels at key times in the day
= Environmental issues
= |mpact of male monitor on patients who remove clothing
0 61 did not identify any concerns,

o All 85 forms identified many examples of best practice and positive interaction
by staff with patients,

0 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

Page 2 of 2
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Ennis Ward Investigation Meeting
Held on 20" December 2012 at 9.30am in Cranfield, Muckamore Abbey Hospital

Present

Aine Morrison, Operations Manager, Belfast HSC Trust Chair

Margaret Cullen, Regulation & Quality Improvement Authority

Elaine Mc Cormill, Sergeant, PSNI, Public Protection Unit, Antrim

Tracey Hawthorne, Constable, PSNI, Public Protection Unit, Antrim

Lesley Jones, Northern HSC Trust Representative

Yvonne McKnight, Adult Safeguarding Specialist, Belfast HSC Trust

Moira Mannion, Co-Director of Nursing: Education & Learning, Belfast HSC Trust

ine Murray, Human ces, Be HSC Trust

Raﬁeﬁy, Service M Mucka Abbey Hospital, Belfast HSC Trust
Apologies
S an Rogan, Regulation fity Im uthority
G Wilson, South Easter Trust ve

introduction
Aine welcomed all to the meeting

Aine circulated copies of:
- amended minutes of the meeting held on 15" November 2012
- the minutes of the meeting held on 12" December 2012
- asummary of the allegations that have been made to date
- positive comments Bohill staff had made about Muckamore staff

Previous Minutes
Moira Mannion requested a copy of minutes of 9" November 2012 to be forwarded

to her as she was not involved in this process at that stage.

As the minutes of 12" December 2012 were only circulated just prior to the meeting,
it was agreed that they would in remain in draft form until everyone had a chance to
read them fully.

It was noted in the previous minutes of 12" December 2012 under the heading
‘Introduction’; that Aine had circulated copies of anonymised minutes of the two
previous meetings by taking out staff and client names and replacing them with
initials and had requested previous copies be destroyed. Geraldine Murray and
Moira Mannion expressed some concern about the destruction of minutes..Aine
explained that the Co-director for Social Work and Social Care Governance for
Belfast Trust had requested that this be done saying that he would prefer that names
of clients and staff were not circulated outside the Trust. Aine explained she had
retained a copy of the original minutes with the full names and that the only changes
were that full names had been replaced with initials. It was agreed that the wording
would be changed to say that the minutes had been redacted.

£:/2012/Learning Disability/Debbie/Ai ison/EnnisWar igati ing20Dec12
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Moira Mannion commented that page 2 of the minutes, Update on Monitoring
Arrangements, Point 1 said that Aine and Yvonne were to meet with her to ensure
she was fully briefed and to agree her role and responsibilities. She wished to point
out that she had been jointly commissioned by the Director of Primary and Social
Care and the Director of Nursing to carry out her role. Aine stated that she had been
asked by the Director of Primary and Social Care to meet with Moira to agree her
role.

Aine asked for any further amendments or wording issues on the previous minutes
be forwarded to her by email.

Investigation Updates
Staff Interviews

Aine noted that the social services interviews with Bohill staff had now been
completed. Three further staff had reported concerns that were potentially criminal in
nature and these have been referred to police. Moira said that she had been
provided with copies of these by Aine and felt that the introduction had provided too
much information to Bohill staff and could be considered leading and could
compromise the investigation.

Aine explained the process used within the Trust for vulnerable adult investigations.
This includes exploratory interviews designed to see if staff had any further concerns
to report as agreed with the PSNI. The questions were based on the issues of
concern that had already been reported. Experience has shown that staff need to be
told why they were being interviewed, often need to be asked direct questions and
that more generalised requests for information often do not result in information

being offered.

The police confirmed that they would conduct their own interviews with anyone who
has made allegations of a criminal nature and would be following their own
procedures in relation to this. They further confirmed that the investigation had been
compromised in any way. Moira expressed herself reassured by this.

Moira said that it was important that all procedures were followed correctly as these
were very serious allegations and professional reputations were at stake.

Geraldine Murray and Moira also said that if disciplinary or NMC action was to be
necessary, then it was important that procedures were sound to ensure the success

of any action.

Aine confirmed that all procedures were being adhered to in line with vulnerable
adult policy.

£:/2012/Learning Disability, iefAine Morri i {gationMeeting20Dec 12
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Summary of Allegations

Aine asked those present to refer to the summary of allegations document she had
circulated and noted which allegations had been referred to the police for
investigation. These were highlighted with an asterix.

Esther noted that some of the allegations could refer to acts which could be
interpreted as abusive whereas they could actually be agreed and accepted physical
intervention techniques. Aine agreed that this possibility needed to be borne in mind
and said that it had already been agreed that the use of physical interventions on the
ward would need to form part of the investigation

Aine stressed the summary of allegations list was just that and that no judgements
had been reached on any of the allegations to date. She said that the document
listed the allegations as first received by the Trust and that the intention of listing
them was to clarify the remit of the investigation.

Outstanding Actions

Independent Advocates

Aine noted that at the last meeting, it had been discussed whether or not
independent advocacy would provide any additional safeguards for the patients in
the investigation. It was felt that the patients were generally unsettled at present
because of new and extra faces on the ward at present and that further new faces
would not be helpful. It was also noted that many of the patients have active family
involvement and that family members act as advocates. It was agreed that Aine
would speak to the hospital team about which patients lacked active family
involvement and might benefit from an advocate. Aine has still to do this.

Esther asked about speech and language therapists acting as advocates for
patients. Aine said that while the speech and language role was vital in ensuring that
the client voice was heard and that she believed that speech and language could be
a useful support for an advocate, she did not feel that a speech and language
therapist as an employee of the Trust could act as independent advocate.

Moira Mannion said that she objected to Aine impugning the professionalism of
speech and language therapists by saying they could not be independent. Aine said
that she did not believe that her words implied this in any way. Aine stated that the
discussion about advocacy had been about whether or not patients needed an
independent voice in the investigation and as the Trust was responsible for the
investigation, she did not believe that a member of Trust staff could also act as
independent advocate.

Aine noted that all staff have an advocacy role. She also noted that by separating
those responsible for investigation planning from the staff involved in patient care,
the Trust felt that it had introduced some independence into the investigatory
process.

F:/2012/Learning Disability/Debbie/Aine Morrison/EnnisWar igati ing20Decl
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Section 8 - ABE
Aine noted she has still to speak to Drregarding this. Yvonne will

forward her the relevant document.

Contact with Relatives

Aine noted that at the previous meeting, it had been agreed to update relatives by
phoning them and then following up by letter. A letter had been agreed by all three
Trusts involved.

To date, telephone contact has been made with nine relatives all of whom have
spoken positively about the ward. The remaining telephone calls have not been
made as yet and letters have not been sent as John Veitch, Co director, Learning
Disability Services, Belfast Trust has expressed some concern that the most recent
redraft may heighten the anxiety of relatives and could also lead to adverse media
attention.

Aine is awaiting feedback on a redraft of the letter and agreed to share any agreed
redraft with the Northern and South Eastern Trusts.

Contact has not been made as yet with all of the families of patients about whom
there have been criminal allegations. When contact is made, the Trust will ask for
permission to share their contact details with the police so that they can also contact
them to update them on progress with the investigation.

The brother of (S said that his sister had repeated the allegation she made
about Staff 1 hitting her. He said that he believed her and wished to make his own
statement of complaint.

Moira noted that this patient had made an allegation that she had hit her. This was
not the case as Moira was at no time alone with her. Moira felt it was important to
note that could make false allegations. MY

Aine said that a new allegation had come to light during the(telephone calls. A
brother of? said that his sister had told him that -had grabbed her by
the scruff of the heck and took her to her bedroom. @l is,curently suspended
because of other allegations. He added he did not believe RIS )s[Tster told lies. Aine
has been trying to contact her brother to clarify when this allegation was made but
without success to date.

Esther Rafferty confirmed that contact details for Aine and Police crimestoppers
number had been sent by email to be posted up in the ward. Esther also noted all
staff have been asked to report any concerns or allegations.

Elaine McCormill will get Crimestoppers leaflets to be placed on the ward.

F:/2012/Learning Disability/Debbie/Aine Morrison/EnnisWar igati ing20Dec12
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Updates on Investigatory Actions

Analysis of Records

The previous minutes noted Aine had received any disciplinary records for ward
staff. Geraldine Murray queried this as only records of staff who were under current
sanction should have been able to be accessed. She explained disciplinary actions
that have expired could not be accessed. Both Aine and Yvonne McKnight felt that it
could be important in an investigation to access previous disciplinary information, not
for the purposes of revisiting the disciplinary action but to see if there were any
relevant factors that would contribute to a current investigation such as evidence of
trends.

Yvonne agreed to take this forward as a general issue in discussions with HR.

In this case, Aine noted that she had been provided with information about one
disciplinary issue. It was clarified that this issue had the status of a disciplinary
investigation. This investigation is now concluded with the staff member no longer
working for the Trust as they resigned. However it was noted had the staff member
not left the service, the Trust would be seeking to pursue disciplinary action and has
subsequently made a referral to the Independent Safeguarding Authority about
concerns.

Aine expressed the view that a recent investigation into an allegation of assault by a
staff member on a patient was potentially relevant to this investigation in case it
provided any information on trends.

Aine said that she believed it had been daycare staff and not ward staff who reported
the incident and asked Esther to clarify the circumstances.

Aine had reviewed the vulnerable adult referrals made from the ward for the last year
and all appeared appropriate. Aine would like to further analyse the responses made
to determine if they were appropriate and will follow this up with
Designated Officer for the hospital. Aine also intends to further analyse the reported
incidents to see if any of them can be linked to incidents reported by Bohill staff.

Staff Rotas

Duty rotas have been collated to ascertain what Muckamore staff were on duty with
each Bohill staff. As many Bohill staff were on duty for many different shifts, they
worked with a wide range of Muckamore staff so it has not been further eliminate
from or include in the investigation other MAH staff.

Pre-Interview Assessments (PIA)
m/ It was agreed at t meeting that there would be a further discussion about how
fo best engage a pre —interview assessment. This discussion was to
involve the police, an ABE trained social worker, hospital staff and a speech and
language therapist. The meeting is currently being arranged. Airﬁ said she had
W Wbrother who was supportive of being interviewed.
Tracey Hawthorne said that evidence obtained from en in the absence
of her capacity to make a complaint could be used as evidence in the investigation.

F:/2012/Learning Dlsability/ ie/Aine Morri: i igati ing20Dec12
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At the last meeting also, it had be r{eed that there would be a further
assessment of whether or notﬂwould be able to be spoken to about her
experience on the ward. Lesley reported that this assessment had occurred with the
conclusion being thatd did not have the capacity to do be interviewed in any

way.

\
¥%

Elaine McCormill, PPU confirmed that a PPS Prosecutor has been identified o liaise
with the police about the progress of the investigation.

New Allegations b

It was noted that was likely to have the capacity to be interviewed about
the allegation that she was grabbed by the scruff of her neck. It was agreed that
once the timescale of this allegation is clarified, Aine will arrange for a PIA as
appropriate. Moira Mannion noted that gets agitated over Christmas and
asked staff to have due regard of €5l eeds. |

b
An allegation was made by a Bohill staff member that when _didn’t get up
for tea as she said she had a sore head., an unidentified staff member said if your
head is sore, you wont want your dinner and scraped it into the bin. The patient is
alleged to have asked for a tablet for her headache and the staff member said she
wasn'’t allowed one as she hadn’t eaten her dinner. This staff member was described
as having short, dark spikey hair and in her 40s.It was noted that il FWould
probably be able to be interviewed in relation to this allegation. The police stated that
this allegation was not criminal in nature and it was therefore agreed that social
services would undertake this interview. Aine is to arrange this.

Report on Police Interviews

The PPU carried out their interviews with Bohill staff on Monday. They summarised
the allegations that had been made but stressed that this was an overview and that
the exact detail was contained in the police statements.

(Bohill staff) gave an account of possibly criminal acts by Staff 3 and Staff 1.
She also noted a very different experience working on Ennis ward as opposed to
Rathmullan and Erne wards where she spoke highly of staff. Elaine McCormill noted
this as a significant point that the allegations were not about care throughout the
hospital but only on Ennis Ward. Aine noted that this was positive. However, it also
potentially further heightened the concern about Ennis as there were clear
differences being reported between it and other wards.

also noted the lack of induction she received on Ennis ward.
mworked on Ennis on 8/10/12 where nothing untoward was noted. However on

9/10/12 when |JiEllalso worked on Ennis she noted a marked difference in Patient
A . JiEEMattributed this to a change in staff which made Patient A more agitated.
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3

oth Bohill staff ) recalled that in the living room wer {MAH

| B3 EIRIB4|@
staff), and When Patient A kept taking her cloth f staff,told her ‘you're
doing my "“{X"* head in’. N (Bank MAH staff) pulled

@5y Rer clothes at the
chest. #then lay on the fl r and tried to take her trousers off. Staff then
pulled a belt tight awm frog marcheg her to the fire exit and threw
her out in the rain. (Bonhill stafBS!et-ﬂaack in from the fire exit.
Another incident was noted whenPwho likes to sit on the grass was seen
sitting on the grass in the rain and her clothes were soaked. When Bohill staff
queried this with MAH staff, they said we will change her if she gets any wetter.

&1 0

was also interviewed. She noted il taking her trousers off
a H staff tightening a belt around her. She also mentioned MAH staff removing

Q\ shoes and throwing them away saying it distracted her. She also said

) was sitting on the arm of the chajf and an older MAH staff kept pushing her

away. The older MAH staff held y the hips while a younger MAH staff

tightened a belt around heg\j making crying noises. There is no

confirmed identification of the MAH staff involved in this incident; the older staff is

described as[INGREETEIIXISCCIENNN =nd may be called [igli The younger staff
member is described as changing her hair colouring regularly. M47

The PPU confirmed that this allegation is subject to further criminal investigation.

\
‘mhowever did note that some staff were good with—

()\'didn't report sooner as she thought this was how the behaviour of patients was
managed. is young and inexperienced, she has only worked in the care sector
for three months. {IEIid say however the actions of the staff made her very
uncomfortable. ¢y

Bohill staff all described Ennis Ward as bleak; with no stimulation and no interaction
from staff.

L was also interviewedg.She had nothing specific to report.
il was given an induction to the ward. JB& oted at break times the dining room
was a hub of activity. Staff brought three patients in at a time and fed them quickly,
patients were then brought out without their mouths wiped. Staff would push past
patients without saying ‘excuse me’. 81

&noted that staff said they changed patients for bed at 7pm.4mwent for her
break at 6.30pm and when she returned all patients were changed. She suggests

that personal care could not have been carried out for all patients in that space of
time.

i

On 5" November 12 it was noted a MAH staff described as a ‘night nurse’ pushed a
patient into a chair.
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‘ (Bohill staff) Senior Staff, has worked for many years within learning disability.
She worked six shifts on Erne ward where there were no issues. B had induction
for Ennis ward and was told of care plans but no information on individual clients. i2s
noted issues in the dining room with pushing and clients being left alone. 3 didn’t
name staff, this was more a g era[ comment However she did note derogatory
comments about not a nice place.

It was noted that and&are currently suspended. In relation to the three

staff who have been described but not named, it was agreed that the allegations
were not clear enough to warrant suspension. It was felt that they needed further
enquiry to establish context and possible explanations. Moira expressed a view that
. further action was not needed in relation to the member of staff who is described as

Q\ having held &as she had “only held her”. Aine disagreed with this, saying
that she would view this with equal seriousness. The police confirmed that they did
not intend to investigate these as criminal allegations. It was agreed therefore, that if
staff were identified, social services would proceed to interview them in relation to
the allegations.

Immediate action
Esther will investigate who the staff are that have been described:

MST
i) older staff member in ST aybe calledEE

i) younger staff member, Care Assistant, who changes her hair colour regularly.
iif) staff on duty on night of 5.11.12, described as night nurse, with reddish brown
spikey hair of stout build.

Aine asked Esther to check if the use of a belt was approved in a care plan or a
physical intervention plan for as a means of addressing her stripping
behaviour. \ NGr H159

The next step for the PPU will be to lnter\new- and S the outcome of
these interviews will then guide the investigation.

M- H197

Geraldine Murray asked if the Trust could proceed with disciplinary interviews before
the police interviews. The police requested that this wouldn’t happen. Geraldine
stressed the need to move ahead with Trust processes as soon as possible and
asked the police for a timescale for their investigation. The police said that they were
not in a position to give a timescale.

Elaine McCormill and Tracy Hawthorne, PPU left the meeting at this point as they
had other appointments.

Review of Protection Plan

It was agreed the grounds remain for the suspension of the three staff currently
suspended.

Trust staff will move to identify and interview the other three staff who have been
described.
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Monitoring
Presently there is 24 hour monitoring on Ennis ward by staff external to the ward

Moira Mannion has been participating in the monitoring and is also overseeing it
She presented a report summarising and analysing the monitoring reports which
should be read in conjunction with these minutes.

Some of the monitoring concerns have been addressed by painting of the ward, new
curtains being put up and curtains around beds being supplied. Support Services
staff have attended to a deep clean of the ward. A capital bid has also been made
for the ward for further improvements as it is envisaged this ward will be operational
for a further year even though it is a resettlement ward.

Moira voiced her concern in relation to the impact the monitoring is having on
patients. Patients are thought to be reacting badly to the presence of strange staff on
the ward.

Aine noted that this factor was presumably also exacerbated by the need to use
bank and agency staff at present to make up staffing numbers.

Moira said that as the monitoring had shown no signs of a culture of abuse on the
ward and indeed indicated a lot of good practice, she felt that the monitoring
arrangements could change and put forward a proposal in relation to this.

The plan proposed that 24 hour monitoring would cease and be replaced by the
implementation of the Fifteen Steps Challenge. This would involve both further
monitoring and inspection but also improvements. Moira said that she would lead a
team of people charged with carrying this out. If any concerns came to light ,24 hour
monitoring would be reinstated immediately.

Aine said that while she welcomed the proposal as a means of moving forward, she
felt it was too early to move away from the 24 hour monitoring. She said that the
allegations were extremely serious in nature and that if they had occurred as alleged,
the fact that they were carried out in an open manner caused grave concern about
the culture on the ward. She felt that the fact that there were a number of unidentified
staff accused of poor and possible criminal practice also made her concerned about
reducing the monitoring until further investigation had been carried out.

Margaret Cullen, Lesley Jones and Yvonne Mc Knight concurred with Aine’s opinion
Moira was keen to agree a date when the monitoring could stop but others felt that
as this was dependent on factors with unknown timescales, it was not possible to fix
a date.

Moira then proposed that the monitoring could be replaced by new staff joining the
core team. Esther said she would probably be in a position to do this from 7%
January on. Aine said that she believed this could be a satisfactory way forward
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although the role of these new staff would need clearly defined and would need to
have a very clear monitoring remit.

It was agreed that arrangements would remain as they were and that the issue
would be discussed again at the next strategy meeting.

Staffing Levels

Aine noted the concern and discussion at the last meeting about staffing levels. She
said that she had clarified this with Esther after the last meeting and had been told
that the Telford assessment had indicated 6 and that this was the current staffing
level at that point. Aine noted that because of the concerns raised by RQIA and
some monitoring staff, she had asked Moira to review the current assessments and
carry out her own assessment.

Moira noted assessment under Telford indicated 6 staff and additional staff as extra
when needed for level 3 obs. Moira said that there was only one patient on level 3
obs at present although at other times, there were two. Moira said that the current
staffing level should therefore be 7, 6 core staff and one extra for the patient on level
3 obs.

Margaret Cullen asked Moira to clarify that the staff for level 3 obs were additional to
the core staffing on the ward. Moira agreed that this was the case.

Margaret also asked about the skill mix on the ward. Moira and Esther said that an
appropriate skill mix was part of their calculations in staffing the ward.

All agreed that 6 staff and additional staff for 1-to-1 was satisfactory

Aine recapped on the protection plan that the three staff currently suspended will
remain suspended and 24 hour monitoring will continue.

It was noted that Ennis ward staff are feeling vulnerable and anxious about the
investigation. Geraldine Murray said there is a need to be careful about what is
explained to ward staff as the staff currently suspended do not know full details.

Aine noted that there had been quite a bit of concern expressed about staff not
being provided with information and it was an area of concern noted in Moira’s
report. Aine said that if Esther thought it would be helpful, she would be very happy
to meet with staff to explain the process and try to allay anxieties as far as possible.
Esther and Moira said that they did not feel this was necessary as staff had been
briefed but it was impossible to avoid some anxiety. Moira said she thought Aine had
done a good job of keeping people informed.

Interviewing Staff

There was a discussion about who should interview the three staff members who
had been described in police interviews, if identified. This could be done as a
vulnerable adult investigation interview only or jointly by investigation staff and
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hospital management. Doing it jointly could avoid the need for reinterview under
disciplinary procedures if this proved to be necessary. It was noted that the interplay
between disciplinary procedures and vuinerable adult investigations is complex and
still the subject of some debate. Yvonne is in ongoing discussions with HR about this
but no agreement has been reached as yet. Geraldine said that until agreement is
reached, it would be her preference to keep the two processes separate. This was
agreed. Aine will identify staff to carry out these interviews.

Human Resources interviews will be done separately.

Care Plans

It was agreed that the investigation should move on to look at the care plans in place
for patients on the ward, with a particular emphasis on behaviour support plans,
restrictive practices and physical intervention plans. Moira agreed to undertake this
piece of work. It was agreed that she would in the first instance look at the care plans
for Patients A, B, C, D and E.

Bohill Staff Reporting

There was concern expressed that some Bohill staff had not come forward with
concerns immediately or without prompting. Margaret Cullen is to raise this as an
issue with Bohill management.

Actions
@ _In relation to the advocacy issue Aine will speak to Esther Rafferty and
about this to determine which patients have limited family contact and
therefore might benefit from independent advocacy.
@ Aine will share the relevant Section 8 ABE document with Dr H50

© Aine will seek agreement to resume the telephone calls to relatives and for
the revised letter to be sent to relatives.

@ Aine will speak to or further analysis of the vulnerable adult
referrals reported.

€ Moira Mannion will look at a selection of behaviour approaches for various
patients.

© A pre-interview assessment will be carried out with Patient F when Aine
clarifies the timescale for the incident that was raised.

© A pre-interview assessment will be carried out for Patient B

@ A pre interview assessment will be carried out for Patient G.
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@ Police will interview Staff 1 and Staff 3. The Trust will await the outcome of
these interviews to decide on further actions.

@ Esther Rafferty will identify the three staff members mentioned in further
allegations and inform Aine

@ Aine will identify an Investigating Officer to carry out interviews with these staff
members.

© Any further amendments to the previous minutes to be sent to Aine for action.

© Moira Mannion will review care plans for the five identified patients.

© Margaret Cullen to address reporting issue with Bohill management.

The next meeting will be held on Wednesday 9" January 2013 at 2pm in Cranfield
Ward, Muckamore Abbey Hospital
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PROPOSAL FOR SERVICE IMPROVEMENT ACTION PLAN IN ENNIS WARD
Muckamore Abbey Hospital

It is proposed that The Productive Ward, 15 steps Challenge would be utilised and
implemented. Material attached with the detail.

This would mean the engagement of a number of staff external to the ward ie the
members of the monitoring team of the ward environment within a productive ward
model.

Action: Moira Mannion as Project Lead
To facilitate a number of staff and identified monitors to visit an existing productive

ward environment.
Action: Moira Mannion, Service Manager / Senior Nursing Team
To review the use of the SIAF indicators to assess the ward performance against

recognised indicators for improvements
Action: Senior Nurse Manager / Ward Sister
Safeguarding material to be shared with staff and where required staff supported

with training to facilitate and sustain improvements in practice.

Action: Nurse Development Lead

Uplift staff knowledge on current policy relevant to the environment as well as
information governance / patient property.

Action: Nurse Development Lead

Commission training restating the strategic objectives of Resettlement
Action: Nurse Development Lead / CEC

Review the ward learning environment for student placements

Action: E McDougall; Practice Education coordinator

Expected completion date for the structured approach could be March 2013
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Action plan recommended following leadership walk round with senior staff.

Resources

Preparation of a graph illustrating the shifts pattern, staffing numbers and patient

dependency levels,
Action: *Em, Senior Nurse Manager, 10" December

Information on high impact times e.g. meal times, getting up and bed times plus staff

ratio.

Action: INIEEEZEEE; Senior Nurse Manager, 10" December
Explore options to increase staff at key times; plus review roster, review shift

patterns, work patterns, activity schedule for patients on the ward.

Action: Senior Nurse Manager, 10" December
Safety

Request a ward Health and Safety Risk Assessment to be undertaken in
conjunction with a fire assessment

Action: 7"" December 2012

A peer hygiene inspection to be undertaken

Action: 12" December 2012

A de-clutter of the ward environment is proposed in discussion with ward staff,
patients and carers.

Action: Assistance for this action via estates December 2012.

Re-designation of ward spaces in discussion with staff

Action: Senior Nursing Team, ward staff commence in December 2012

A review of the monitoring reports to date to identify trends and issues for action
Action: Esther Rafferty; Service Manager 10" December 2012.

Partnerships

Dignity and Privacy, a review of the type of curtains used in the ward on both
windows and bed areas

Action: 12" September 2012

Estates department to review ward to cost sandblast of lower window

Action: 12" September 2012

A review of care planning and functional behavioural analysis of each patient on the
ward

Action: Ward Sister, & staff, multidisciplinary team

RCN Dignity material to be shared with ward staff and monitoring team, with a follow
up training session on dignity issues in learning disability services with the Nurse
Development Lead.

Action: Nurse Development Lead
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Ennis Ward Investigation Meeting
Held on 12" December 2012 in Muckamore Abbey Hospital

Present

Aine Morrison, Operations Manager, Belfast HSC Trust

Margaret Cullan, Regulation & Quality Improvement Authority
Siobhan Rogan, Regulation & Quality Improvement Authority

Elaine McCormill, Sergeant, PSNI, Public Protection Unit, Antrim
Tracey Hawthorne, Constable, PSNI, Public Protection Unit, Antrim
Lesley Jones, Northern HSC Trust Representative

Greer Wilson, South Eastern HSC Trust Representative

Yvonne McKnight, Adult Safeguarding Specialist, Belfast HSC Trust

Introduction

Aine advised that the meeting was a further strategy discussion being held under the
Joint Protocol for Investigation 2009 arrangements. She noted that there had been
two previous strategy meetings and that the purpose of this meeting was to review
the protection arrangements, provide an update on the investigation and discuss and
agree further actions.

Aine circulated a number of papers. These were;
i. Minutes of the two previous meetings which had been redacted.
ii. Copy of the guidance to monitoring staff and ward staff on the role of the
monitors.
iii. A copy of the investigation actions.

Previous Minutes
Aine confirmed that the requested amendments to the first set of minutes have been
made.

Aine asked if everyone was in agreement with the minutes for the second strategy
meeting. RQIA asked for clarification on a number of points.

It was agreed that these amendments would be circulated.

Reinstatement of staff member ™1
The rationale for reinstating -the student and bank staff member was clarified.

Aine advised that this was because; following the police interview with iﬁig
B2 Ml it was clear that there was no specific allegations

against her. Yvonne McKnight asked if anyone present at the meeting had any
concerns about her reinstatement. No concerns were raised.

Media Press

Aine advised that to date there has been no media attention. She noted that a
revised media statement had been circulated. All present confirmed that they were
in agreement with the content of this.

Investigation Updates
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f. Forensic Medical Examinations
No report of these has been received as yet. Elaine and Tracey are to request
these.

ii. Bruise Charts
Aine is awaiting confirmation from hospital medical staff that none of the
bruise charts for patients other than the four who had forensic medicals
showed any evidence of non-accidental injury.

iv. Interviews with Bohill Staff by Social Services
It was agreed at the previous meeting that the Trust would interview seven
Bohill members of staff. Two others who had already come forward with
concerns of a potentially criminal nature would be interviewed by the police..
Aine reported that six of the seven planned interviews had taken place. The
seventh interview is planned. Of the six interviewed, thrée had come forward
with reports of further potentially criminal acts. These have been passed on to
the PSNI. Some of them involve members of staff who are currently
suspended, others involved unidentified staff. In addition to these concerns,
the interviews showed repeated and fairly consistent concerns about:

a. Perceived low levels of staffing and pressure on staff.

b. A poor quality atmosphere on the ward, lack of warmth, lack of
interaction with patients, patients not being treated with dignity and
respect.

c Lack of induction for Bohill staff. 63

Yvonne asked if Bohill staff had raised any of their concerns prior tol
IRZIN coming forward. Aine stated that they had not.

V. Police Interviews with Bohill Staff
The police reported that no interviews with Bohill staff have taken place as yet
but that they hope to organise these shortly.

Elaine noted that she intended to contact the Public Prosecution Service to
have an early discussion about potential offences. At the moment the
offences under consideration are common assault and ill treatment of patients
with a mental disorder.

Update on Monitoring Arrangements

1. Aine noted that a Co-director of Nursing; Education and Learning had been
identified to lead and co-ordinate monitoring arrangements. She had been
unable to attend this meeting but would endeavour to attend future meetings.
Aine and Yvonne are to meet with her tomorrow to ensure she is fully briefed
and to agree her role and responsibilities. It is anticipated that she will spend
both announced and unannounced time on the ward as well as supervise and
support the monitors.

ii. Aine noted that at the last meeting RQIA has raised a concern that the
monitoring staff were not present on the ward 24 hours a day and were not
supernumerary. Aine had said that she believed this was the case. However
Aine now reported that it had not been the case. This situation has now been
rectified and Aine said that she had now been assured that monitoring staff
were in place 24 hours a day and that they were supernumerary.
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iil. Aine said that she had been receiving the monitoring reports. While

considerable good practice was reported, there had also been concerns raised
about low level staffing, lack of stimulation for patients and lack of privacy for
the patients. Aine noted that the privacy concerns were being addressed by

sandblasting the windows on the ward.

Staffing

There was considerable discussion about levels of staffing on the ward. Aine said
that she had been advised by Esther Rafferty that there was currently a staffing
complement of six on the ward with the number of registered nurses being increased

to two on any shift. The six included the two one-to-one staff allocated to specific

patients. The meeting noted the continuing concern about staffing levels noted by
the monitors. It was unclear if the six staff were in place when these concerns were

raised. Aine agreed to check this, RQIA raised a concern that one of the staff
allocated to level 3 observations was considered to be part of the routine staff

complement. They felt this contradicted the hospital's policy for level 3 observations
which says that the member of staff allocated should not have any other duties.
There was discussion about whether or not B Scnior Nurse Manager had

recommended a staff complement of seven following a Telford assessment.

Aine informed the meeting that Esther Rafferty had informed her that IEdhad
recommended a staff complement of between six and seven. Aine agreed to seek

further clarification on the issues raised and inform everyone of the outcome.

yvonne clarified with RQIA that there were no specific staffing requir

ward.

Interviews with Patients

ements for the

Aine reported that a meeting had been set up to consider the capacity of patients to
give evidence about anything that might have occurred. The meeting included the

police, medical and nursing staff, speech and language therapy an
social worker. The meeting concluded that of the five named potenti

might be able to provide some information.

d an ABE trained
al victims, two

Further consideration will be given to how this might be facilitated for these two
patients. Lesley Jones will take this forward for the Northern Trust client and Belfast
Trust for their client. It was noted that in the absence of patient capacity to consent

to give evidence, best interests principles would be applied with nex
consulted. The PSNI undertook to investigate how evidence from those

t of kin being
who would

not have capacity to consent to making a statement of complaint could be used. Of

the 12 other patients, it was agreed that seven of them could give witness

statements if required.

Independent Advocates

The meeting discussed whether or not involving independent advocates with the

patients or with the investigation would be useful. Concern was expres

sed about

involving further people as patients are already upset by the amount of extra people
who have become involved recently. There was also concemn expressed, particularly
by the police, about involving a non statutory service in the investigation planning. It
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Ookcd 1Stz

"REVIEW AND AMEND PREVIOUS ANALYSIS OF RISK.

COMMENTS:

Ms Morrison noted that this was a second vulnerable adult strategy meeting being held under
Joint Protocol procedures to further plan the investigation into Ennis Ward staff.

RQIA requested a number of changes fo the minutes of the first strategy meeting which will be
circulated

Ms Morrison said that, in light of the ongoing concerns about general care practice on the
ward, the Belfast Trust felt that the hospital team should no longer be involved in investigation
planning. Hospital staff will continue to cooperate with other aspects of the investigation such
as information gathering as requested. It was felt that this approach facilitated a more
independent investigation. All present agreed with this strategy. It was agreed that Ms Morrison
would be the main link to hospital staff.

ACTIONS UPDATE

Three named members of staff remain on precautionary suspension

One named member of staff has been moved to another ward where she does not have
supervisory responsibilities.

Relatives have been notified and given contact details to use if they wish to discuss any
concerns. As yet no relatives have come forward with any concerns.

A press statement was agreed and circulated. So far, no agency has been contacted by the
media. Ms Morrison noted that RQIA had asked for some amendments to this press statement
These were agreed and a revised statement will be circulated to all parties by Ms Morrison.

Ms Morrison contacted Manager at Bohill and agreed that Trust staff would
interview staff who had worked in Ennis to see if they had any concerns.
\,\%CD__N When spoke to her staff to arrange these interviews, ther %re two further r, Ports of
concern. It was alleged that a bank staff,‘-‘ grabbed t at-was thrown
on the sofa and told to “get out of my fing face.” It was also alleged by Bohill staff that it had
been said to patients generally, “These girls are up here to get rid of you" The member of staff
who made these allegations said that another hill member of staff will have witnessed these
incidents. It was also alleged that-w g sitting outside on wet grass and that when

| 5 BIRLY, Bohill staff asked if they could bring her in or get something for her to sit on, they were told by

that they couldn't. The police are to carry out interviews with the Bohill members of
staff involved.

Social work interviews with other Bohill staff had been conducted the morning of the meeting,
15.11.12. Ms Morrison had received a telephone update just prior to the meeting starting.
Some further concerns about possible physical abuse had emerged, also poor care practice
and a general concern about an uncaring culture in the ward. There were quite a few reports of
patients being shouted at. Concerns about lack of induction for Bohill staff and lack of
supervision for patients also emerged. Some staff did note positive practice by some Ennis
staff. Interviews with a further 4 members of staff are to be carried out. Ms Morrison will
examine the written records of these interviews and discuss them with the police to determine
who might need to be interviewed by them.
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B3

The PSNI had interviewed IR the care assistant who made the original

H 197 allegations. The PSNI summarised her statement for the meeting. She confirmed _ H159
allegations of physical assault against patieqis by two members of staff,  and..|
‘She also confirmed tha‘tu ad made an allegation ’thatgﬁaﬁQ

hit her. Iso made an allegation that the nurse in charge of the shift (iR M54

had come out of the office in response to increased noise levels and shouted into the
dayroom “I'm fed up with the lot of you — you're doing my head in." The meelgg%s
agreed that this added considerably to the earlier concerns about ¥ practice.

These had involved her management of the ward and potential failure to ensure

appropriate supervision and care of patients. The police said that the information to

date did not indicate any crime committed by her. However Trust staff and RQIA

agreed that there were sufficient concerns about her care practice to recommend a

precautionary suspension to hospital management. MS2

)
The police noted that did not make any specific allegations against-
student nurse and bank member of staff, saying that no one else from Ennis had
witnessed the alleged assaults she had. She may have been in the vicinity of the
bathroom when ¥an from it saying she had been hit but this is not known.
s alleged to have told hat she wouldn't get her sweets and
lemonade if she didn’t put her nightdress on. However it was agreed that more would
need to be known about the context and background of this remark before making a
judgement on it. It was agreed that this remark did not warrant suspension and as
there were no other specific concerns about her, that she should be reinstated. It
was agreed though that she should be transferred to another ward and work under
supervision until the investigation had progressed further.

Ms Morrison noted that she had visited the ward on 13" November 2012
accompanied by MAH SSW and had been shown around by the ward
manager 4 M& Morrison noted that she had been concerned about a number of
things she had observed during her visit. She felt that the ward manager had spoken
inappropriately about patients’ care and support needs in front of them. She was also
concerned about an almost total lack of interaction with any of the patients on the
bottom half of the ward as she was shown around. At one stage a patient sitting
behind the door was ignored with the ward manager pausing to talk to Ms Morrison
and irectly in front of her. When Ms Morrison asked to see the bedroom
corridor at the bottom end of the ward, two patients followed along. When Ms
Morrison acknowledged them, the ward manager ushered them behind the corridor
door, locking it in their faces. She said that this was to prevent one of the patients
becoming involved in her bedtime routine. Ms Morrison did not remember the exact
words used but it had been something like, get back behind the door. Ms Morrison
did not see if there had been any physical intervention used but had felt
uncomfortable with the lack of verbal interaction with the patients while doing this or
any attempt to achieve the end result in another way. Ms Morrison did note that this
had been a very brief visit and that she did not have any knowledge of the patients’

needs. She also acknowledged that the ward might have been nervous
about showing her around. She also noted tha%had not noticed anything of
concern.

BT Mod 6 Witness Statement 26 Apr 2023 & Exhibit Index & Bundle (combined) (2141 pages) 337 of 2141



MAHI - STM - 107 - 338

Margaret Cullen noted that she had met with the ward manager yesterday and that
during that visit; the ward manager had appropriately waited until they were ina
private space to speak of the patients.

The RQIA had carried out an unannounced inspection on the ward on 14"
November. They had noted good practice in recording and care plans. However,
they were concerned about the level of staffing on the ward. [t was reported to RQIA
by Senior Nurse Manager, that in accordance with Trust policy, he felt
that there should be five staff on shift in Ennis, with an additional two staff for the two
patients on Level 3 Observations, bringing the total to seven. RQIA have raised this
concern with the service manager for the hospital, Esther Rafferty. RQIA
acknowledged that the hospital was currently experiencing severe staff shortages
and were conscious of the difficulties 2 requirement for seven staff in Ennis might
cause elsewhere. It was agreed that Ms Morrison would discuss the staffing
possibilities for Ennis with Esther and then discuss further with the RQIA.

Margaret Cullen and Siobhan Rogan sought clarity about the additional staffing
agreed as part of the protection plan asking if these weré peing provided on a 24 hr
basis. They also asked for an assurance that these staff were supernumerary to the
ward staff. Ms Morrison said that it was her understanding that the additional staffing
was there on a 24 hour basis and that they were supernumerary. She agreed to
check if this was actually the case and, if not ,ask for this to be implemented. lt was
agreed that these monitoring staff need to be clear about their role and have
guidance about reporting arrangements. This was one of the recommendations
made by the Ralph's Close review. Ms Morrison agreed to draw up this guidance.

Ms Morrison said that given the concerm that the alleged incidents might reflect a
wider problem with practice on the ward, she thought that it woulld be useful to have
someone with mare independence from the hospital providing the monitoring role.
She noted that an outside perspective is often useful in picking up things that those
more used to a situation can become accustomed to. A more independent person
would be in a position to offer both protection and provide information for the
investigation. All present agreed that a more independent person would be valuable.
It was noted that this was also a recommendation in the Ralph's Close review. It was
agreed that the person or persons would need to have considerable experience in
learning disability to be able to carry out the task appropriately. Ms Morrison agreed
to speak to senior Trust management about progressing this issue.

The investigative actions agreed at the previous strategy meeting have been started
but require a lot more work. These include;
1. The collation of incident/accident reports and mapping these against the body
charts.
2 Charting Ennis staff shifts against Bohill staff shifts.
3. Vulnerable aduft referrals from the ward to be analysed and reviewed for any
concerns.
4. Communication assessments for all patients on the ward to be carried out.

H 1 59 he current protection lan’was conlfirmed as follows;
1. ind to remain on precautionary susEension.

hould be suspended.

2 Recommendation 10 hospital management that

MSk
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3. Band 6 or Band 7 supernumerary staff to be present on the ward at all times

in a monitoring capacity.
4. Senior nurse managers to conti
in a monitoring capacity.

nue with unannounced visits {0 the ward again

Aine Morrison;
Operations Manager
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Ennis Ward Investigation Meeting
Held on 9" January 2013 at 2p.m.

in the Board Room Muckamore Abbey Hospital

Present:

Aine Morrison, Operations Manager, Belfast HSC Trust: Chair

Margaret Cullen, Regulation and Quality Improvement Authority

Siobhan Rogan, Regulation and Quality Improvement Authority

Lesley Jones, Northern HSC Trust Representative

Yvonne McKnight, Adult Safeguarding Specialist, Belfast HSC Trust

Moira Mannion, Co-Director of Nursing: Education& Learning, Belfast HSC Trust
Geraldine Murray, Human Resources, Belfast HSC Trust

John Veitch, Co-Director, Learning Disability Services

Esther Rafferty, Service Manager, Muckamore Abbey Hospital, Belfast HSC Trust

Barney McNeany, Service Manager, Community Learning Disability Services, Belfast
HSC Trust

Greer Wilson, South Eastern HSC Trust Representative
Apologies:

Elaine McCormill, Sergeant, PSNI, Public Protection Unit, Antrim
Tracey Hawthorne, Constable, PSNI, Public Protection Unit, Antrim
Introduction:

Aine Morrison welcomed all to the meeting.

1. Minutes of Meeting of 12" November.
It was recorded that all were happy with the amendments to these minutes as
discussed at the last meeting and no further amendments suggested.

2. Minutes of Meeting of 20" December
John Veitch suggested that on Page 5, under the heading Staff Rotas,the last
sentence should be amended to read —“as many Bohill staff were on duty for
many different shifts, they worked with a wide range of Muckamore staff, it
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has not been ‘possible to’ further eliminate from or include in the investigation
other MAH staff”.

Margaret Cullen asked for confirmation that( on page 4 under the heading
‘Contact with Relatives’ 4th line from the bottom of paragraph) contact
details for Aine Morrison and Police Crimestoppers have been displayed on
the ward noticeboard, and Crimestoppers leaflets were also available on the
ward. Esther Rafferty stated that she would check that this was the case
and report at the next meeting.

On page 6 it was noted under the heading 'New Allegations’ that Patient F
was likely to have the capacity to be interviewed about the allegation that she
was grabbed by the scruff of her neck. Aine Morrison confirmed that a Pre
Interview Assessment would be carried out which would address the issue of
capacity.

3. List of Allegations

John Veitch drew attention to the list of allegations presented by Aine
Morrison at the last meeting and updated today. He noted that whilst some of
the allegations were quite specific, others appeared to be negative comments
i.e. not specific allegations. He emphasised the need to obtain evidence and
facts when allegations are being made and noted a potential difficulty in doing
so with regard to negative comments. Aine Morrison confirmed that the
purpose of the list she distributed was to ensure all issues, allegations etc.
that had arisen were collated to scope the investigation and to ensure all
matters of concern were covered by the investigation. The list was not
prepared in order to categorise or identify how progress on each issue was
progressing; rather it was to act as an aide memoire. Aine Morrison stated
that negative comments had come to her attention as part of the on-going
investigations, may provide important information with regard to the culture on
the ward and would be followed up in accordance with Trust Procedures.

RQIA raised, as a point of clarification, whether Esther Rafferty as a member
of hospital staff should be involved in these meetings as the group had been
previously told that a decision had been that no one involved in the
management of Ennis should be part of the oversight of the investigation in
order to avoid any potential conflict of interest. RQIA stressed that they did not
have an objection to Esther Rafferty’s attendance but were simply seeking
clarification on the reasons for the change.

John Veitch confirmed that initially this had been a decision of management
but that given Mrs Rafferty’s role as Associate Director for Nursing and as
Senior Manager in the Trust in LD, Trust Senior Management had concluded

2
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that it was both important that she was in attendance to clarify any issues
specific to nursing practice on the wards in MAH and to offer her insight and
assistance to the investigation process. Given that Mrs Rafferty had no
operational role in the ward, it was unlikely that she would have any conflict of
interest in this process. Aine Morrison commented that it was helpful to have
Mrs Rafferty as Senior Nurse at the hospital as part of the team as she would
be able to bring clarification to questions and queries which came up during
the investigation. John Veitch and Aine Morrison agreed to review with Esther
Rafferty her attendance at these meetings. The outcome of this review will
be communicated to all attendees.

4. Update on Actions

Advocacy - It was decided that due to the excellent contact with families that
the advocacy service was not required for the majority of patients. Only one
patient has very limited family contact and she has an advocate, - Liz Moore,
Aine Morrison has made contact with her and informed her of the
investigation.

Pre-trial Therapy — Aine Morrison has confirmed with Drthat no pre
trial therapy is taking or likely to take place.

Contact with Relatives — Format has been agreed for letter to relatives. Once
telephone contact has been completed, the letter will be sent out by Aine
Morrison.

?1 ey
P7
Aine Morrison had spoken todsister to discuss interviewing CEiENS
@ in relation to the allegation that had been made about dinner

Q’\‘S __being scraped into the bin. Her sister raised other concerns about the quality
ofa care. Aine Morrison detailed the concerns which her sister had

voiced. After discussion, it was agreed that these concerns should be raised
through the normal Trust procedgﬁ. either formally or informally. Aine

Morrison to check with sister if she would like to raise these issues

through the Trust Complaingg,Procedure. Moira Mannion reported that she
had gone through file and all the issues raised with Aine

Morrison had been reported and documented on P file.
v
) V1S
It was noted that when originally contacted, no negative comments were
expressed by any of the families.
P PS

Recent allegations made concerning-and.will be shared with the
families by Aine Morrison.
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Pl
New Alleqatio_—When contacted by telephone to update on the
Q\O ~investigation, brother had made an allegation that she had told him
she had been grabbed by the scruff of the neck. Aine Morrison clarified with
the brother that this allegation had been made recently. The police, an ABE
trained social worker and a speech and language therapist are to meet this
week to plan an interview with

Release of Disciplinary Records — Yvonne Mc Knight stated that the Trust HR
position was that records of disciplinary actions which were spent could only
be shared in exceptional circumstances. Legal advice is to be sought by
Cynthia Crutchley in Human Resources on this matter.

Analysis of Ennis Vulnerable Adult Referrals - This remained outstanding and
will be completed as soon as possible by and Aine Morrison.

Identification and Interviews of Staff Members - Two members of staff have
been identified and interviewed. It was initially thought that the third member
of staff referred to someone who was already on a precautionary suspension.
However on reading the police report of a withess statement, Aine had
rechecked the names of the staff on duty on the night in question. Rhonda
Scott, Senior Nurse Manager had obtained these from the ward and they
appear to differ from the original names sourced from the duty rotas. Esther
Rafferty will clarify who was on duty on the nights of the 4, 5 and 6"
November.

Q\\

use of belt in care plan er physical intervention plan — An p\
allegation has been made that an older staff member held-/vhilst a
younger member of staff over tightened a belt around her. Aine Morrison
spoke to both staff involved who have denied any such practice. The younger
member of staff expressed extreme difficulty in dealing with-s_ !
behaviour and reported low staffing levels, lack of supervision and support.
They also raised concern about a staff member supervising her mother,
another member of staff, on the ward.

Moira Mannion said that there was no previous reference to problems with
dynamics when family members worked together. John Veitch said that in
principle if would be best to avoid relatives working as line managers of other
family members, especially with regard to how this could be perceived by
other staff.
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Bohill sa ut lure report—RQlAare following up on this
concern with the Priory group

_ Aine Morrison provided the update in the absence of the
PSNI todaylt is anticipated that interviews with two of the suspended
members of staff will be completed by the end of next week. Information will
be fed ba the ng. Aine on confi that the PSNI were due
to hold a ing senior P secutor to discuss nature of
potential offences.

Aine Morrison confirmed that the PSNI had intervi ho stated
that she had neither acted inappropriately herself any other
staff members do so

- Moira Mannion presented her report as agreed at
previous meeting and she apologised for her report only being forwarded to
everyone on the morning of the meeting, due to pressure of work.

during the course of her review she has studied
the notes of eight patients on the ward. She stated that asofa
high standard and very well documented. In relation to ving
articles of clothing, staff had supported the patient putting clothing on and had
engaged appropriate de-escalation techniques €.9. turning the heating down.

Margaret Cullen stated that as far as she could ascertain there was no
specific plan or guidance on this patient's particular behaviours nor were there
specific Behaviour Support Plans for any of the patients. Margaret Cullen
asked Moira Mannion if this was correct. Moira said that there were behaviour

support plans in place.

There followed a discussion about what constituted a behaviour support plan.
Moira Mannion said that the Rogan, Logan and Tierney model which was in
use in the wards containe Ik, Moi a was
asked if there was s s strip b our and
how to manage this

Moira Mannion said that: anning as per the Roper,
Logan and Tierney model with that
Moira Mannion would conduct r to
ascertain exactly what was there in relation to beh

support.

It was agreed that if there was no evidence of specific behavioural advice, that
ould be referred for this input.
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Moira Mannion noted that advice that was givenont ng days not
always have been documented on the p itient’s note d verbal ce from
Behaviour Support services may not have been documented.

The discussion concluded that whilst Moira Mannion had presented evidence
to support that Patient Care/ Nursing Records/Care planning records were
good, there appeared to be a possible gap in Behaviour Support Plans.

. Monitoring Reports

Moira Mannion outlined her review of the 108 monitoring forms received. She
co lg ] itive care. She stated that her review
of fo o e on the ward showed that there was
no evidence of a culture of abuse within the ward. She had found clear
evidence of the Roper, Logan and Tier ey of nursing ca nning to
be in regular use covering all fifteen a viti ving. On this she
proposed to cease monitoring in its current form.

Aine Morrison stated that that she believed the monitoring showed that staff
hat good practice was and had skills and kno essary to
good quality care. She did not eve, however, possible

to extrapolate from this and state that good quality care had been the norm

before the monitoring was put in place.

The meeting he rd that there remained a substantial number of allegations
about staff members where it had not been possible to identify the staff
involved. There is the possibility that some of these unidentified staff could still
be working on the ward. Further investigation needs 10 take place to see if
identification is possible but this work has not started as yet. Aine Morrison
raised concerns that with this risk remaining outstanding, withdrawing
monitoring at present would continue to pose an unmanaged and unmitigated
risk to Ennis patients. Those present agreed this posed an on-going risk.

Siobhan Rogan stated that there remains the possibility that an unidentified
member of staff may have been involved in an assault on a patient. She
stated that the e must be an on-going assurance of patient safety.

n pointed out in the 1519 hours ed by the monitoring

had beennoi  ations of concern ary member of staff
on duty and reiterated her proposal to withdraw the monitoring, as per her
paper.

Esther rty proposed that staff who are new to the w

undert e monitoring role. The staff team in Ennis is ally
altered with the addition of new staff and staff who have m other
wards.
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it was agreed that the meeting would revisit the issue of monitoring when they
discussed the protection plan later in the meeting

Staffing Levels

Moira Mannion gave details of staffing levels. Moira Mannion confirmed that
staffing on the ward should be at 6 with one additional staff member for each
close observation (1:1) required. Moira Mannion and Esther Rafferty
confirmed that here had been initial confusion with regard to the required
staffing levels. This had arisen due to the original Telford model being run to
automatically include at least one patient requiring close observation (1:1).

Esther Rafferty confirmed that the Telford model had been re-run and
confirmed the staffing requirement at 6 plus additional staff where required for
close observation. She also gave details on staff and ward management and
improvements implemented since the group’s first meeting. These included
improved management of laundry, an increase in ward manager support
together with additional support at meal times. She stated that rotas met the
required standards. Night time cover was als atan appropriate level .Esther
Rafferty stated that on several of occasions bank staff had to be used in
Ennis but assured the meeting that those bank staff employed generally had
consistent experience of working on the ward.

Aine Morrison asked Moira Mannion to look at staffing levels from monitoring
reports to confirm that staffing was at of exceeded the required levels. .
Moira Mannion agreed to review the last two weeks'’ monitoring forms and
Esther Rafferty will verify staff on duty.

RQIA noted a concern raised by a member of ward staff about the
competency of some bank staff who were being used. Esther agreed to look
into this concern

6 Further Investigation Proposals

Given the difficulties with staff identification, Ainé Morrison proposed re -
interviewing Bohill staff to see if any further information could be obtained.
Aine Morrison suggested that it might be worth considering if the use of staff
photographs would be accept ble in either aiding identification or eliminating

staff from the enquiry. It was agreed that legal would n be
sought on using photographs of Ennis Ward s he purp f
identification. John Veitch stated that this could only be cons as a last

resort. Discussion took place as to whether this threshold had been reached
John Veitch, Barney McNea VY, Moira Mannion, Esther Rafferty and Aine
Morrison to discuss and bring back to the meeting.
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7. Review of Human Resources attendance at Strategy Meetings

The meeting was informed that the PSNI had raised concerns at the
attendance of human resources staff at the VA meetings and that the police
service had emphasised to Aine Morrison that they would like only core
members of the yulnerable adult investigatio at meetings. John Veitch
stated that this was an issue that the Belfast ced to address and he
agreed to speak to poth Cynthia Crutchley and to review guidance to reach @
decision on this request.

. Review of Protection Plan

BT Mod 6 Witness St
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Review of suspensions — there are three precautionary s jons at
present , Staff 1,, Staff 3 and Staff 4 in it e these should
remain and that these should be contin yr re grounds for
suspension

Review of monitoring -t was agreed that ward staff at the appropriate level
(i.e. Band 5 and above) could become responsible for the monitoring with
appropriate guidance and induction. Esther Rafferty agreed to review rotas to
ensure that Band 5 or above staff, who have not worked on the ward during
the period covered by the investigation, would be rostered in order to meet the
requirements as set by this meeting. Aine Morrison, Maura Mannion and
Esther Rafferty were asked by the group to induct the relevant staff, once
identified, prio to commencing the monitoring role.

In the meantime the arrangements agreed at the previous meetings for on-
going monitoring would continue. it was further agreed that once the
requirements identified today were in place, the change to the monitoring
arrangements could commence.

John Veitch further agreed to set up an arrangement for reporting any on-
going staffing issues to RQIA. . 0
1

Aine Morrison to give details of sist plaints to E

Rafferty to share with the senior nurse manager be investig
these issues.
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Esther Rafferty to confirm that Aine MorrisonlCrimestoppers contact details
are displayed on the noticeboard of Ennis Ward and that Crimestoppers
leaflets are available there.

John Veitch, Aine Morrison and Esther Rafferty 10 review Esther
Rafferty’s attendance at these meetings and communicate decision to all.

Aine Morrison to send out letters to relatives when telephone contact is

completed.

Aine Morrison to check w'\th‘ sister that she is happy 1o raise the

issues she has through the Trust complaints’ procedures

Ai orrison 1o share recent allegations made concerning‘ and
Q(ﬁh their families.

yvonne McKnight to seek advice from Cynthia Crutchley concerning the

release of spent disciplinary records.

Aine Morrison and [EEZ° complete analysis of Ennis Vulnerable Adult

referrals.

Esther Rafferty 10 check who was on duty on the nights of atn, gt gnd 6th of
November and inform Aine Morrison.

RQIA to follow up with Priory Group ré concerns about non reporting by their
staff.

Moira Mannion |[Esther Rafferty to look at staffing levels from monitoring
reports over last two weeks.

John Veitch, Barney McNeany and Aine Morrison to meet to discuss the
use of staff photographs as a means of identification and bring back to next
meeting.

Esther Rafferty to check on competency of agency/bank staff that have
moved into staff team.

John Veitch to review with Cynthia Crutchley the continuing
representation from Human Resources at these meefings.

John Veitch to set up arrangement for reporting any staffing issues 10 RQIA.
Esther Rafferty, Moira Mannion and Aine Morrison to discuss and agree to
changes in monitoring arrangements and give assurances {0 RQIA about
these
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John Veitch wished to record his thanks and appreciation to Aine Morrison for her
ongoing contribution to this investigation, the particularly difficult role she had to

undertake as both chair of this meeting and lead investigator. His thanks and

appreciation was seconded by Moira Mannion.

Date of next meeting — Friday 1%t February 2013 at 9.30 a.m. in Muckamore Abbey

Hospital

Aine Morrison
Operations Manager
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Belfast Health and
Social Care Trust

CONFIDENTIAL

Muckamore Abbey Hospital
2" Briefing report by M Mannion — 9th January 2013

Over the Christmas period, | undertook a further two unannounced leadership walk
arounds time commitment 4hrs x 2 =8hrs,

| have completed a review of patient’s notes, medical files, and drug kardex, 4 files that
were requested to be reviewed by the strategy group and a further 4 files randomly
selected from the remaining population of patients on Ennis. Time commitment 18 hrs.

o | have completed analysis of the monitoring forms submitted since the 19" of December
taking an inclusive approach by integrating and reviewing previous data from the first
briefing completed for the 20™ of Dec 2012. Time commitment 10 hours.

| have completed a review of the learning environment using the Learning and
Assessment Standards created and regulated by the Nursing and Midwifery Council
NMC. This involved reviewing the student evaluations over the last 2 yrs, requesting if
there were any student or external reviewers concerns about the practice environment
or behaviours of staff i.e. the NMC annual reviewers, the nursing Practice Education
Facilitator the clinical tutors who act as the pre-registration nursing students placement
supervisors from Queens University. Time commitment 5hrs. ’

e Update on the draft improvement plan;

- Environmental concerns are being addressed cleaning schedules have been
improved,

- Repair of estates issues progressing,

- Fire safety and environmental issues have been addressed,

- Admin support officer time increased to support the ward sister,

e Communications with:

- Executive Director of Nursing and the Director of the Adult Social and Primary
Care Directorate,

- Associate Director of Nursing,

- Ward Sister and Deputy Ward sister,

- Monitors present on the ward environment when | was present,

- Co-Director of the Adult Social and Primary Care Directorate,

- Service manager of Ennis,

- Behaviour support officers x 2,

- Medical staff in the unit,

- Relatives visiting the unit,

- Ergonomics trainer,

- MAPA trainer.

Preparing this briefing paper time commitment 8 hrs
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Belfast Health and
Social Care Trust

Documents were reviewed and completed in the care environment and at all times
documentation remained in the clinical environment. The information governance policy was
respected in this activity.

There were 8 patients files reviewed, 4 named patients as requested by the strategy group
and a random selection of files from the other 13 patients. A patient who observed me taking
out her records for review asked what | was doing, when an explanation was offered she
declined giving her consent for the review to take place, this request was respected. One
patient is expected to be discharged within the coming week therefore not selected for
review.

There is a corporate commitment for MAPA behavioural strategies to be implemented when
appropriate. All of the current patients in Ennis ward are described as presenting with
challenging behaviours that on occasion will require the MAPA range of interventions.
Registered Nurses, unregistered Health Care Support Workers and Nursing Auxiliaries, are
trained in this process. Staff requiring updates are provided with update training which has
included observation by a recognised trainer of the staff member when required to use this
form of intervention.

There was evidence of an audit conducted in the last year of the MAPA process reported win
the patient notes. The audit outcome was positive.

Active promotion of all other prescribed personal life story work i.e. get to know me
documentation recorded in each note file reviewed, personal de-escalation strategies
particular to individual patients as per care plan is expected and evidence of adherence to
this process is recorded within the notes.

| found within my discussion with the MAPA trainer that the moves noted as potential
allegations (Allegations were not discussed with the Trainer) could have been MAPA moves
designed to protect both patient and others during perceived challenging behaviour
episodes.

In my discussion with the Ergonomics trainer, | was advised that staff need to position
themselves in such a manner to reduce potential harm to themselves and patients therefore
patients with presenting Jerk like behaviours will require a firm and appropriate paced
manoeuvre personal to the individual patient. Also it was noted with patients who are
potentially unsteady in gait and are perceived or known to be somewhat over weight this
must also affect a change of manoeuvres, further acknowledgement of furniture which is set
lowly (as it is in Ennis) although comfortable is also a feature of staff when required to assist
and support movement of patients, this may appear that some one could be “hauled out of a
chair” staff are encouraged to support a patient who has their legs in under their body on a
chair to manoeuvre their legs to the floor as a first step, prior to expecting them to stand or
be assisted to stand. It was also noted that when moving someone who exhibits rocking
movements backwards and forward or side wards rocking that staff are encouraged to move
backwards and forward or sideways with them this reduces the risk of falls during dressing
and moving activities.

Confidential Report - Muckamore Abbey Hospital —January 2013 2
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Belfast Health and
Social Care Trust

In my discussion with the behaviour officers it was noted that behavioural plans are regularly
reviewed and that the nursing team are engaged in behavioural plans on each shift, it was
noted by the 2 staff that much progress has been achieved from previous behavioural base
lines in the previous ward environment prior to the transfer to Ennis this they both said was
extremely positive yet constant.

In my discussion with the Ward sister regarding resettlement and community integration, she
shared the following information. As a team they had been informed that the ward was due
to close in March 2013 and that the Resettlement Process commenced in March 2012. All
patient Annual Reviews were postponed by the Ward Consultant to facilitate weekly
Resettlement meetings.

The Resettlement process began and progressed through the assessments despite working
through times when there were unfortunately high levels of staff sick leave. At times the
staffing suffered gross shortage ie 4 AM staff plus staff at 9.30AM.

This was highlighted with the Nurse Manager for the ward via emails, conversations and
incident reporting. The manager for the ward spoke to me about my concerns.

The nursing staff's interest and morale did not appear to have lessened and every
opportunity was still being provided to introduce the patients to the community. During the
summer of 2012 a leaving party was held for the patients and their families. With Marquee
and a musical entertainment, the patients had a great time on the day. We invited one of our
ex patients, who had been successfully resettled in 2011 and she attended with a group of
her friends to the dance.

Prior to this Allegation there had been a decision taken amongst patient's families,
advocates and Multi disciplinary team that three patients would go to the Bohill Care Home
on Trial Resettlement. Assessments have been collated and care plans drawn up. The team
leader and manager had visited Ennis and had been in attendance at Resettlement
meetings along with R.Scott CIP and Care Managers from the Belfast Trust.

Staff from the Bohill had begun a 6 week period of visiting the patients in Ennis and getting
to know them and their needs. Unsettled behaviours of some patients were noted early on
and reported to me as ward sister, this was relayed to the Resettlement team. | expressed
concern that a period of 6 weeks may be too long if the patients continued to be upset.

At a meeting held in Erne ward to Review the progress of the visiting staff and patients it was
requested that the “Bohill staff come to myself if they had any concerns”, “I had to redirect
member of Bohill staff as a disturbed patient was directing verbal aggression towards them,
during their time on the ward”.

The staff visits by Bohill had commenced before the ward sister in Ennis had a copy of their
duty rota. Staff on duty found this confusing at the time. It was explained that there was

problems with the Bohill Care Homes emailing system. The duty received did not reflect the
names or numbers of all the staff who reported for duty.

Confidential Report - Muckamore Abbey Hospital —January 2013 3
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On one occasion a nurse in charge received four staff who thought they should be in Ennis
that day. The staff rotated on a 3 daily basis, two and sometimes three staff together every
three days. Induction for this amount of people under the conditions we were working proved
to be extremely difficult. The induction process that had been agreed did take place with staff
from Bohill but Bohill had sent additional staff without first communicating with the ward
sister to inform her of the same. This did result in confusion.

| found evidence of adherence to Trust policy and guidance by the nursing team and active
leadership by the ward sister and deputy ward sister.

Documentation review findings;
1. Patient Nursing notes spanning last two years 2011-2012

e Roper, Logan and Tierney model care plans in use, fifteen activities of living
completed and a review process conducted each six months. This is a person
centred care planning process for Nursing Care.

o Named nurse and associate named nurse identified within each set of notes, each
record was signed by the nurse recording the information.

e The ward team is actively implementing the need to care for each individual patient
in accord with the RCN Dignity Standards;

- understand my health,

- respect me,

- get to know me,

- having choices,

- making decisions,

- feeling safe and promoting my safety.

Current Patient Protection Plans evident within the notes.

e Patient body charts were used recording bruise/marks noticed, when supporting
personal hygiene care, with appropriate medical intervention when required.

e Behavioural plans with Antecedent, Behaviour and Consequences charts, known as
ABC charts evident within the plans.

Contemporary daily care reports written by registered nursing staff.

e Incident reports, Vulnerable Adult forms with associated person centred
interventions recorded.

Personal requests made by patients to be reviewed by the medical team regarding
care were recorded.

¢ Nursing staff concerns relating to aspects of care recorded.
¢ Not all notes had a current Social Work report but evidence of an historical report.

e | found evidence of basic personal care, personal hygiene, Oral hygiene, fingernail
and hand care, toe nail and foot care, hair care and clothing care were all
appropriate and respected choice and identified personal preferences of the
patients.
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e For some patients there were transitional plans covering moves from the previous
clinical environment to the present.

Multi-disciplinary care reviews were recorded and more recently the integrated
community plan meetings were recorded with invitation to family to be involved but
not always availed off.

o All patient notes reviewed held the status of delayed discharge from 2007, with many
care environments having been assessed and deemed not appropriate or the
external providers deeming the patients to be complex and challenging and
unsuitable for their environments.

o All files reviewed were consistent with multi professional working relationship, ie the
drug kardex was in line with medical review, nursing record and other records.
There was evidence of active consultation between members of the multidisciplinary
team with record made in the respective notes.

e All patients reviewed had high levels of co-morbidity including learning disability,
sensory impairment, communication difficulties, physical ill health, severe and
enduring mental iliness and challenging behaviours.

2. Drug Kardex

e Pharmacy reviews were present in the files. Current and past documentation
evidenced practice adhering to the controlled drugs standards and drug trolley key ,
storage of drugs, administration of drugs standards by Nursing and Midwifery
Council .

3. Medical file which included Allied Health Professionals interventions

e All eight files had Capably Assessment completed in 2010 for access to personal
funds; Patient Financial review documentation was not reviewed.

e Regular Blood resulits.
e ECGs reports.

¢ Blood test results required for mental health drugs completed at prescribed time
frames.

e Dental care, and recorded pre-intervention drug therapy to calm the individual
patient were appropriate.

e Foot care.

e Speech and Language Therapist involvement.
e Behavioural plans and review.

e Day care plans and review.

e Other medical interventions and associated documentation recorded concerning
physical health issues relevant to individual patients, Heart care, diabetic care,
gynaecological care, assessment for dementia.
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s and Evidence of effectiv

| thematically reviewed all monitoring forms submitted and the evidence found in the patient
files using The Early Indicators of Concern (University of Hull) and the RCN Dignity
Standards.

A total of 118 monitoring forms covering 1519 hours of observed practice have been
submitted over an eight week period by independent monitors, to observe practice over a 24
hour cycle.

Results from the monitoring form review and direct observation:

All 118 monitoring forms identified many examples of good practice and positive interaction
by staff with patients and similar was directly observed.

The positive themes were;

The monitoring forms and patient files showed that concerns about patients care and
wellbeing is a high priority for all staff in Ennis. Each concern is rapidly addressed by
appropriate intervention.

| found evidence from the monitoring forms of proportionate use of supervision and
observation. There was evidence that staff were aware of the need for personal
privacy for patients and that intrusion must be proportionate.

| found evidence that the nursing care and the environment encourages;

- The care of personal processions; where there is minimal family involvement, the
named nurse and associate staff promote personal belongings, as appropriate
with life story work and individual preferences when possible,

- Financial care promoting independency in appropriate manner,

- Supporting patients to care for their personal space promoting self care
appropriate to the skill and needs of each patient,

- Essential records are being kept effectively,

- Known personal choice/ preferences are supported e.g. country and western
music, car outings, garden time, object reference such as bottle tops which
supports one patient to self calm herself, time alone, etc.

e Staff anticipating behaviour escalation between patients and defusing the same
when and where possible by appropriate intervention. The nursing team actively
intervene to prevent challenging behaviours between patients and towards staff.
When an incident occurs it is recorded and reviewed to change practice if required.

e | found evidence of a high level of critical appraisal of evidence i.e. analysis of
patient behaviour, the aim of which was to understand the behaviour and therefore
make an informed decision about care approaches to meet the needs of the
individual. This level of attention to the caring process was complimented by
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knowledgeable staff who demonstrated understanding of the diverse and complex
care needs of the patients in Ennis.

| found evidence of appropriate AHP input to personal protection plans which were
also acknowledged as potential restrictive practice and recorded in patient care
plans e.g;

- Protection plan, that only three patients be present in the lower dining room to
facilitate proportionate support for meal time behaviours which promote reduction
of risk of choking the promotion of fluid intake and self management of dining
cutlery, recommended by Speech therapist,

- Protection plan, for some patients the requirement of doors being locked near
the kitchen area to reduce the risk of self injury,

- Protection plan, locked doors near the hall way close to the Nursing office as
some patients have been assessed as requiring this intervention for self
protection,

- Care plan, promotion of personal dignity by use of bathing suit as an under
garment and belt to “divert” i.e. behavioural therapy approach to reduce the
behaviour of the removal of clothes.

- Care plan recorded oral bleeding and ongoing treatment needs for one patient,
this bleeding generates distress for the patient and she would be known to
scream and cry out when she notices the bleeding. Staff rea at these
times but often she appears inconsolable. She requires drug to each
dental visit and or potential intervention. It is also noted that there is minimal
family involvement and desire to be involved in the community integration plan.

- A patient was diagnosed in 2012 with an emergency condition requiring quick
identification and transfer to the local general hospital along with her specific
medication kept on the ward. A protection Protocol was developed and is
explained to all staff in the practice environment this has facilitated staff
intervening appropriately and the patient remains well.

e | found evidence of communication needs from a person centred care perspective
for each patient in the care plans e.g. Pictorial support aids, Simple verbal
consistent instruction, behavioural redirection, de-escalation strategies, Sensory
stimulation or reduction of stimuli. This evidence was complemented by the
demonstration of staff knowledge within their skills of communicating with individuals
and their correct interpretation of patient's behaviours and what the behaviour may
be aiming to communicate. The outcome within their approaches promoted calm and
responsive care, both within the monitoring reports and my personal observation.

e | found evidence that involvement with external agencies, relatives, multi-
professional staff are all openly facilitated. There is also an unrestricted visiting time
freedom for visitors. The ward was an open environment with the daily contact with
estate management staff, hotel services staff, administration staff, transport staff and
professional staff.

e Patients are encouraged and facilitated to talk to staff and visitors, on the ward and
in private. | did not find any example, during direct personal observation, of staff
preventing patients speaking to staff or visitors, nor was there evidence of such
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restriction on the monitoring returns. Each patient is offered an explanation of who
you are and your purpose within the environment, openness is encouraged.

e | found evidence of dietary needs, choices, preferences and consistency of food
requirements are individual to each patient and are meet, as far as is possible,

| found evidence of fluid intake encouragement is promoted and supported no
restrictions for patients both observed and recorded.

e | found no evidence of a culture that may be accepting of behaviours or
communications that could be defined as abusive or any evidence of systemic
abusive practice.

It has been reported to me by Ester Rafferty has been given 4 induction papers that
were jointly signed off as having had the opportunity and completed the induction
process by Bonhill staff and Ennis staff. This evidence will challenge the comments
alleging that no induction took place. Ester Rafferty will report on this matter.

From the 118 monitoring forms only 67 that had identified concerns the key themes were;

e Staff levels at key times in the day impairing the ability to facilitate the needs of
patients for activity based interventions,

The challenge of keeping the curtains up with the frequency of the patients pulling
them down,

The challenge for staff maintaining dignity for some patients with the behaviour of
removal of clothes,

Prior to this practice allegation there have been no concerns with respect to this practice
placement area over the last 2 years. This is inclusive of professional staff from Queens
University.

Ennis currently has 3 mentors. 2 sign-off mentors and 1 mentor who are registered on the
live mentor register.

The ward area was last audited in September 2012.The outcome of the audit agreed two
students but reduced to one following temporary move of band 6 to Donegore. A Band 6
nursing position had not replaced by an equivalently experienced nurse at the time of the
allegation. This has been resolved in November 2012. This learning environment is audited
to facilitate novice to the final placement in management students, this is a commendation
for the ward practice area.

The student evaluations themed were all positive about the learning and supportive
experience offered them by the nursing staff in the ward some of the quotes were:

“Great support from mentor”, “staff supportive”, “all my learning outcomes achieved”, “the
induction to the ward was informative and gave me knowledge about the ward and practice”.
Progressive development of an orientation pack for students is underway; also a further

member of staff will be commencing the mentor training in Sept 2013.
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The ward area is still open for future student placements although the recent student was re-
allocated therefore no student currently on placement.

We await the outcomes and recommendations of the investigation before advising Academic
Education Institutes (AEls) of any changes to the area prior to the next QUB allocations.

Allocations will take place in January for March students.

Recommendations

e That the current protection plan of continuous monitoring activity be discontinued as
there is no evidence that there is a culture tolerant of behaviours that could be
defined as abusive or support systemic abuse.

e Complete investigations as rapidly as possible to allow normalisation of the care
environment.

e Recommence student allocations to this practice environment for the March students
in Queens University.

e That we progress with the improvement plan for staff in the Ennis environment .

Moira Mannion
Co-Director of Nursing: Education and Learning
8" of January 2013
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Ennis Ward Inves Id 29 March 2013
Present:

Aine Morrison, Operations Manager, Belfast HSC Trust: Chair
John Veitch, Co-Director, Learning Disability Services
Tracey Hawthorne, Constable, PSNI, Public Protection Unit, Antrim
Colette Ireland, Belfast HSC Trust

Theresita Dorman, Discharge Co-ordinator, Northern HSC Trust
Yvonne McKnight, ~Adult Safeguarding Specialist, Belfast HSC Trust

Apologies:
Esther Rafferty, Service Manager, Muckamore Abbey Hospital, Belfast HSC Trust
Moira Mannion, Co-Director of Nursing: Education& Learning, Belfast HSC Trust

Not Present:

Regulation & Quality Improvement Authority representative(s)
South Eastern HSC Trust representative

Setting the Context:

Aine referred to previous email sent on 20 March 2013 where she had advised that
neither Esther Rafferty nor Moira Mannion were available to attend today’'s meeting. She
noted that while consideration was given to postponing the meeting, a decision had been
taken that the meeting go ahead as the Police, who had been unable to attend the last
meeting, had indicated that they could attend and would be in a position to update
regarding the Police investigation. Aine therefore noted that the focus of today’s meeting
would be largely in relation to an update from the Police and further investigation
planning. Aine also advised that RQIA are reviewing their position in terms of
attendance at future meetings.

Minutes of last meeting held 9" January 2013:

Aine sought feedback from the group in relation to the minutes of the last meeting. No
issues or amendments were noted and the minutes were accepted as an accurate
reflection of the discussion at the last meeting.

Police Report:

Tracey advised that a file had been submitted to the Public Prosecution Service (PPS)
and she was hopeful that PPS would progress this to a Court Hearing. John queried
how long the whole process is likely to take and Tracey advised that is impossible for her
to put a timeframe on this. It was noted from past experience that such cases can take
anything from 12 to 18 months. The complexities of investigating cases involving those
with a severe learning disability were discussed. Tracey referenced the fact that Police
had involved the PPS at an early stage in the investigative process to seek guidance.

John highlighted the fact that staff are on precautionary suspension and the importance
of progressing this as quickly as possible, both for the vulnerable adults and the staff

being investigated.
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In terms of progressing the Trust investigation, Aine queried what would happen if during
the course of Trust investigation new information of a possible criminal nature came to
light. Tracey advised that Police would investigate and depending on the nature of the
information it may be added to existing case or form part of a new case.

Some discussion took place regarding the issue of allegations in relation to unidentified
staff. Aine noted that John, Barney and she had met to consider this issue and the
decision had been taken not to use photographs of staff to assist with identification at this
stage. John emphasised that the Trust have dual responsibilities and must consider the
needs of the vulnerable adult but must also consider its responsibilities to its employees.
He described this as a complex legal issue and stated that use of photographs for this
purpose will only be considered as a last resort. John stressed the rights of staff and the
importance of recognising that concerns to date focus on a small number of staff within
Ennis Ward. While recognising that the investigation is incomplete, he emphasised that
we are 5/6 months into this investigation and there is no evidence of institutional abuse.
John talked of the need to balance human rights considerations and agreed that the
issue of use of photographs for identification purposes will not take place at present but
will. be kept under review.

Tracey noted that the two suspects are friends and suggested that their friendship may
have resulted in them being more relaxed about behaving in an unacceptable manner
when on duty together.

Planning of Trust Investigation

Bohill staff to be re-interviewed to establish whether they can provide any further o
information in relation to unidentified staff. Twelve staff are to be interviewed and it is

anticipated that this will take approximately two days

All Trust staff working on Ennis Ward to be interviewed, including domestic staff and
medical staff. Agreed Colette and Carmel to do interviews and will operate to an
agreed script with a semi structured interview questionnaire. Aine noted the
importance of telling staff that information from the vulnerable adult investigation
would, if appropriate, be shared with Trust disciplinary investigations and PSNI. Staff
rights to trade union representation if they so wished was also acknowledged. Aine
advised that she would organise the timetable for interviews and it was agreed
interviews would commence week beginning 15 April. John talked of the importance
of careful planning and requested that Aine link with Esther to discuss this in more
detail. Aine noted that Esther was aware of the plans to interview Ward staff

Update on Actions from last meeting:

Aine confirmed that Esther had reported that Crimestoppers contact details are
displayed on the ward.

A review of Esther’s attendance at the meetings had taken place. John conf_irmed
that, as the service manager for MAH and the Associate Director of Nursing in
Learning Disability, Esther needs to be present at the meetings. As the service .
manager, she is ideally placed to provide information and to ensure agreed actions in

the context of the ward are delivered on.

Advocacy: Aine noted that at the last meeting one patient was identified as not.
having family and requiring an advocate. It had been acknowledged that the patient
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already had an advocate. Aine advised that as agreed this advocate has been briefed
in the same way as other patients’ families.

Contact with Families: Aine advised that as agreed patients’ families had been
updated following the meeting on 9 January 2013 .She suggested that a further
update may be appropriate. After some discussion regarding the content of the
update, it was agreed that PSNI should determine the content of the update, given
that to date it has been a police led investigation. Tracey decided that families of
patients directly involved could be told that the police have interviewed to identified
suspects and that the evidence has been forwarded to the Public Prosecution Service.
Further that we await a response from the PPS and that families should be offered the
PSNI details for any further queries. Families of patients not directly involved could be
told that a file had gone to the PPS but that their relative was not involved.. Aine
asked for and received confirmation from Tracey regarding the names of patients
named in file sent to the PPS. Tracey noted that PPS often contact victims and their
families with decisions regarding whether a case will proceed to Court and often do so
in advance of contact with PSNI. It was agreed that Aine would provide Tracey with
relevant next of kin details to be shared with PPS. Discussed how families would be
updated and who would update them. It was agreed that telephone contact had
worked well and should be used and that the Belfast Trust staff would undertake this.
John referenced that the South Eastern Trust representative is not present and
identified a need to update him re this plan.

Patient Interviews: The importance of talking to patients and seeking their views was
discussed. It was recognised that many of the patients would struggle to
communicate and may not be able to contribute. Linking with Rosalind Kyle, Speech
and Language was seen as critical in terms of maximising their potential to contribute.
Use of talking maps was also identified as an aid to communication. The view taken
was that possibly only 4 or 5 patients may be able to contribute. The agreed approach
was a talk to patients generally about their experience on the ward in order to ensure
that they had been asked for the views. Specific information about the detail of the

investigation will not be given to patients.

Yvonne advised that Alison Conroy, Adult Safeguarding PSNI Lead had suggested
that a session from Crimestoppers may be helpful in terms of tuning patients into what
constitutes a crime and what to do in the event of a crime. While this was not ruled.
out, there was some concern that the patients may not be able to comprehend this in

any meaningful way.

Aine confirmed that she had spoken to patient G’s sister and she had agreed that
concerns she had raised regarding patients G's care would be dealt with under the.
complaints procedure in the first instance. Aine emphasised that the outcome of this
complaint would also be used to inform the vulnerable adults investigation.

Aine confirmed that concerns raised in relation to patients A and B had been shared
with their families.

Patient F: Aine confirmed that, as agreed at the last meeting the policg, an A_BE
trained social worker and the Speech & Language Therapist had met with patient F to

plan an interview.
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Release of disciplinary records: Yvonne agreed to share details of legal advice with
John and Aine for consideration.

e Analysis of Ennis VA referral: Aine advised that this work is ongoing and will report
at next meeting.

Identification and interview of staff members: Aine informed that at the meeting on

9 January 2013 there had been a query rai eg who was on on the
nights of 4™, 5" and 6™, with rotas differing in ion provided erviews.
Aine noted that Esther was checking this out and that the relevant staff member will be
interviewed.

Patient A allegation of inappropriate use of belt: Aine reported that staff named
have been interviewed and both deny that the belt was over-tightened.

Line management of relatives. John confirmed his previous position that, where
possible, it was best practice for the staff members not to line manage close relatives
and that this situation on Ennis ward had been addressed.

Bohill staff failure to report: Aine advised that RQIA are dealing with this but as
they are not present, there is no update for today’s meeting.

Police Update: As per Tracy’s report and information provided at today’s meeting.

Review of Care Plans: Aine confirmed that Moira and Esther are leading on this and
that the work is ongoing to review and update care plans. John stressed that the ward
has been subject to close scrutiny and inspection by RQIA and that a number of
recommendations have been made. He advised that an action plan has been drafted
(a(gd work is well underway in terms of delivering on the Quality Improvement Plan

IP).

Monitoring Reports: Aine reported that she continues to review monitoring reports
and there had been no incidents reported relating to safeguarding concerns. Some
environmental issues continue to be reported.

Staff Levels: Aine advised that since the last meeting there have been two
references to staffing levels being low. It was noted that Moira and Esther are in
regular communication to address any issues arising from monitoring reports and are

working together to deliver on the QIP.

Further investigation to identify unknown staff: As per earlier discussion in
meeting, the sharing of staff photos, without their consent, with Bohill staff in order to
aid identification of unnamed staff was not sanctioned. Concerns were noted and re-
interviewing of Bohill staff to assist with identification of unnamed staff was seen as an

appropriate next step.

Protection Plan:

John explained that part of his role involves regular review of the Trust’s position in
relation to staff on precautionary suspension. He noted that, as part of this, he had in
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consultation with senior staff, Human Resources and Designated Officer, taken the
decision that there was not enough information to justify the ongoing precautionary
suspension of one of the senior staff. He emphasised that this staff member would not
be returning to Ennis Ward. He informed that the staff member would be undergoing a
capacity assessment and subject to close monitoring. In relation to other named staff, it
was confirmed that the precautionary suspensions remain in place.

Aine confirmed that in terms of the protection plan, the protection arrangements remain
in place. She advised that as agreed at the last meeting, the internal monitors remain in
place but are now part of core staff compliment on the ward. She advised that the
monitors retain a clear monitoring brief and continue to link with Moira Mannion. Aine
advised that she continues to review monitoring reports and while there have been a few
quality issues identified there are action plans in place. John highlighted that the VWard
has been subject to close scrutiny and tight surveillance since November. He noted the
stress on staff and impact on patients. He emphasised that at this stage both Moira and
Esther feel there is no indication of institutional abuse.

Actions:

1. Aine to provide PSNI (Tracy) with relevant patients’ next of kin details to be
shared with PPS.

2. Trust to provide update to all patient relatives. Details to be provided as per
agreement with PSNI.

3. As South Eastern Trust representative was not present at meeting, he/she is to be
briefed on plans re follow up with patients’ next of kin, etc.

4. Bohill staff to be re-interviewed by Trust staff, to establish whether they can
provide any further information in relation to unidentified staff or indeed any aspect

of the investigation.

5. All staff working on Ennis Ward to be interviewed by Trust staff, including
domestic staff and medical staff using a semi-structured interview questionnaire.

6. Patient interviews to be conducted by Trust staff. Approach will be informal and
focus will be on their experience on the ward in an attempt to maximise their
opportunity to share their views. Aids will include use of speech & language
Therapist, Talking Mats and any other relevant aids to maximise communication.

7. Release of disciplinary records — Yvonne to update.
8. Seek update from RQIA re issue of Bohill staff failure to report concerns.

9. Aine as Designated Officer to be given access to RQIA Inspection Reports re
Ennis Ward and any QIPs along with Trust action plan.

10.Issue of unidentified staff named in allegations to be kept under review.

Yvonne McKnight
Trust Adult Safeguarding Specialist
Belfast HSC Trust
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Ennis Audit April 2013

The purpose of the audit was to ascertain the care plans included protection plans for the patients with regard to vulnerability
to actual or potential physical harm from others

7 patients files/records were examined

4 were patients files belonging to the patients had been involved in the investigation in November 2012
3 were patients who were not involved in the investigation

The 3 files belonging to the patients not involved in the investigation were randomly selected from the patients in the ward at
the time of the audit

Evidence was gathered from
Patients care plans

The recording of restrictive practice (all 7 patients) and behavioural interventions were also examined for the 4 patients
involved in the investigation

April 2013
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1. Is there evidence of a protection plan in relation to vulnerability in the patients care plan?
Yes 7 100%
No 0 0%
NA 0 0%
April 2013
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2. In relation to the 4 patients involved in the investigation, is there evidence the protection
plan was reviewed daily?

Yes 4 100%
No 0 0%
NA 0 0%

The other 3 patients protection plans stated that a review would take place following the next strategy meeting.

April 2013
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3. s there evidence in the patients assessment regarding the use of restrictive practice?

Yes 5 71%
No 2 29%
NA 0 0%

4. Is there evidence of behavioural intervention?

Yes 4 100%
No 0 0%
NA 0 0%
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Recommendations

o |ssue guidelines to staff re the recording of vulnerable adult issues and restrictive practices in the patients care plan

April 2013
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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
1 Abbey Road
Address Antrim
BT 41 4SH
Telephone number 02894463333
Email address Linda.mccartney@belfasttrust.hscni.net

Person in charge on day of

. . Linda McCartney, Ward Manager
inspection

Nature of service - MH/LD Learning Disability

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

care
Number of patients and occupancy 17 beds
level on days of inspection 17 patients

Number of detained patients on day

. . One detained patient
of inspection

Date and type of last inspection 10 and 11 November 2010

13 November 2012
Date and time of inspection
09.30 - 18.00

Margaret Cullen
Siobhan Rogan
Brenda Gallagher

Name of Inspectors
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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

BT Mod 6 Witness Statement 26 Apr 2023 & Exhibit Index & Bundle (combined) (2141 pages) 376 of 2141



MAHI - STM - 107 - 377

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

10
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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.

12
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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

e MAPA

e Abuse of Vulnerable Adults
e Child Protection

e Manual Handling

e Fire training

e 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.

13
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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)

e 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)

e 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.

14
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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

e Staffing levels (including allocation, complement and mix of staff)
e Safeguarding

e Governace

¢ Guidance on dignity protection

e 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;

e 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....”

e 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.

e 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
e what staff were on the ward eg instead of a name,the allocation sheet
stated ‘Erne relief’
e 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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391

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.

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: | 2

Tasks identified.

Who has responsibility for tasks.

Who attends, including designation.
Capturing patient views prior to the meeting.
How the patient is informed.

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)

24

392 of 2141




MAHI -

STM -

107

393

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

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.

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 1
safeguarding issues on a 24 hour basis is implemented and
mainitained.

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 1
implementation of the DHSSP Deprivation of Liberty Safeguards-
Interim Guidance 2010

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 1
observation levels is reviewed and clarified.

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

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

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

Maintaining patients dignity is
individually assessed, actioned

Immediate and on going

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

27

395 of 2141




MAHI -

STM -

107

396

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.

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.

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.

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.

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 1 The Trust will take cognaisance | Immediate and on going
recommendations of RQIA’s review of the Western Health and of the recommendations
Social Care Trust Safeguarding Arrangements for Ralphs Close referred to in undertaking this
Residential Care Home in undertaking this investigation. investigation

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:
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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@rqgia.org.uk

31
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Our ref: TN/CH

15 November 2012

Dear Esther,

An unannounced inspection of Ennis Ward was undertaken by the Mental Health
Team on 13 November 2012, following an allegation of abuse by staff made on the
morning of 8 November 2012.

The focus of this inspection was to:

e Review of the QIP from the last inspection on Fairness undertaken on 10 and
11 November 2010.

e Review of the current safeguarding arrangements.
This focused on the monitoring arrangements put in place over the weekend
and the on-going monitoring arrangements to safeguard patients in view of
the current on-going investigation.

Feedback at the end of the inspection was provided to H377 Operation
Manager, H491 Ward Manager, and to you as Service Manager by the

two RQIA Inspectors as follows;

e The issue of staffing on Ennis Ward was clearly highlighted as a main area of
concern. The inspectors were given assurances by you, 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, [JEEend
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;

° indicated to inspectors that in the review of staffing levels, the
Telford Assessment was used to facilitate the inclusion of the first level 3
observations within the minimum staffing levels. There was only one
enhanced staff for the second level 3 observation on the ward. This
contradicts the Trust Policy on Levels of Supervision/Observation.
(Operational April 2007, reviewed November 2010) which was provided by
Point 4.3 of this document states:

“Level 3 —Within Eyesight 1:1
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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....”

e 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 was seven.

e 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.

e The high number of Vuinerable Adult referrals referenced in relation to one
patient who was allegedly assaulted 8 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.

¢ 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 Manager. There was no evidence that staffing
levels for the ward had been audited or of how the unmet need was escalated
to senior management.

I would ask that you review these issues and particularly the current staffing levels
on Ennis Ward and provide me with an account of your plan of action to improve and
monitor the situation to enhance the safety and quality of services provided for
patients on Ennis Ward, by Friday 23 November 2012.

Your cooperation with this matter is greatly appreciated.

Should you have any queries regarding this correspondence please do not hesitate
to contact me directly to discuss.

With many thanks

Theresa Nixon
Director of Mental Health &Learning Disability and Social Care
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Action Plan submitted to RQIA 20" November 2012
Action Plan for Ennis ward

Appropriate Staffing with Experience and Skill Mix

Staffing in the ward has been reviewed by the Senior Nurse Manager and
Ward Sister taking full cognisance of Mr Mills monitoring report. A Telford
assessment was completed October 2012 by ward sister and Senior Nurse

Manager.
Action Complete

Staffing ratio will be reviewed formally on a monthly basis for three months or
more often if independent monitoring reports indicate.
Monthly

An assurance that a minimum of six staff on day shifts and additional
resources will be deployed where possible. A minimum of two registrants on

day duty.
Action Complete

Night Duty reviewed and a minimum of six staff until 11.00 pm then 2
overnight. Staffing on night duty to be reviewed weekly to reflect independent
monitoring reports.

Action Complete

A Deputy Ward Sister will take up post with effect from 25 November 2012
Action Complete

An additional Ward Sister has been redeployed to Ennis Ward on 8 November
2012 for an initial period of two months.
Action Complete

Independent Senior Nurse monitor to continue across 24 hour span until
safeguarding concerns addressed.
Action Complete

Duty Nurse Hospital Co-Ordinator to undertake periodic checks to ward
Action Complete

All other HSC Trusts contacted for additional resources in line with
recommendations made in Review of Ralphs Close .
Action Complete
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Additional staff recruited through contracted nursing agencies, the Trust
Nurse Bank and support from other service groups within the Trust.

Action Complete

All WTD documentation reviewed to ensure compliance with Trust guidance &
policy. —
Action Complete.

Vulinerable Adult Referrals

1. The Trust will review the governance arrangements in place for the
management and review of Vulnerable Adult Referrals in the hospital.
Action by 31 January 2012

2. The Safeguarding Team will be enhanced by an additional Designated Officer
on 3™ December 2012.
Action Complete

3. A review of all current protection plans in place in this ward will be undertaken
to ensure robust arrangements in place for each patient ,
Action by 17 December 2012

Hospital Staffing
» Thirty whole time equivalent Healthcare workers band 3 appointed awaiting

access NI checks and Health checks
31% January 2012.

» 18 whole time equivalent Staff Nurse posts advertised 27" November 2012 to
include those due to register with NMC in February 2012.
28" February 2012
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23" November 2012

Theresa Nixon
RQIA

Dear Theresa
Re Ennis Ward Unannounced Inspection 13" November 2012.

Thank you for your letter of 15" November. | would wish to assure you that the
hospital management team is taking all appropriate steps to ensure safe and
effective care for the patients in Ennis ward and for all those also inpatient in other
wards in the hospital. The enclosed action plan is now in place with associated
timescales.

A recent strategy meeting was held on 15" November 2012 to update the interim
protection plan implemented on the 8" and 9th November 2012 upon receipt of the
allegations received on the 8" November 2012. The action plan takes account of the
requirements of the protection plan agreed.

It is noted that the new staff introduced as part of the protection plan did unsettle the
patients who then displayed more challenging behaviours; a number were upon
medical review found to have underlying health concerns which contributed to and
manifested some of the behaviours observed. The ward is now becoming more
settled but due to the nature of the patients residing therein at times they can pose
challenges and on occasions will display challenging behaviours.

The Trust has reviewed the staffing ratios for this ward with the ward sister in
October 2012 following review of concerns raised regarding staffing ratios. This will
be kept under review monthly through supervision and periodic senior nurse
manager visits during this time. Patients from this ward do also attend day care
facility on site which has its own independent staffing compliment. There is also a
duty nurse on call 24 hours per day on the hospital who is undertaking periodic visits
to this ward and others. The Senior Nurse Managers will continue to monitor to
ensure changes in patient dependency levels or acuity are updated and responded
to. Any changes will be communicated to the duty nurse office to ensure appropriate
staffing levels.

The Trust can confirm that appropriate action was taken in October following
escalation of patient safety concerns by ward managers with the earlier closure of a
ward to reduce the staffing vacancies on site and ameliorate the staffing situation.
These vacancies arose due to an unusual number of staff resignations over a short
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period of time. The Trust has already commenced recruitment processes and a
number of new staff nurses have been recruited. Additional posts will be recruited
with an advert planned for Tuesday 27" November.

Therefore in giving the assurance we will provide a minimum of 6 staff on duty from
7.30am until 11pm at night we can provide the necessary care and support to this
group of patients whilst maintaining appropriate staffing level to afford patient safety
in the other wards. Additional staff over this ratio will be provided where available.

| trust this information plus the enclosed action plan will address your concerns but
should you have any further queries | am happy to discuss.

Yours Sincerely

Esther Rafferty
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The Regulation and
Quality Improvement
Authority

Our ref: CH/TN

3 December 2012

Esther Rafferty

Hospital Services Resettlement Manager
Muckamore Abbey Hospital

1 Abbey Road

Antrim

BT41 4SH

Dear Esther

arrangements including;

¢ The provision of 24 hour band 6/7 monitoring staff on a supemumerary basis.

* The appointment of M. Mannion to oversee the safeguarding monitoring
arrangements for Ennis ward.

The appointment of a Deputy Manager to Ennis Ward.

The temporary provision of an additional Band 7 staff to Ennis ward.

The submission of daily reports by independent Monitoring Officers.

The on-going joint protocol investigation.

From the outset of the recent investigation, the level of staffing on Ennis ward has been
raised and continues to be raised by a variety of informants including RQIA staff: Ennis
Ward Manager; Senior Nurse anager B. Mills; Bohill staff: and Senior Staff allocated to

Our inspectors confirmed that staffing levels on Ennis ward had been raised by the ward
manager and recorded on the incident records prior to 8 November 2012. You indicate in
your correspondence that “the Trust can confirm that appropriate action was taken in
October following escalation of patients' safety concemns by ward managers with the
earlier closure of a ward to reduce the staffing vacancies on site to ameliorate the staffing
situation. These vacancies arose due fo an unusual number of staff resignations over a
short period of time.”

However, inspectors did not receive a satisfactory assurance from you or the senior
nurse responsible for the ward that adequate steps had been taken to address the
staffing shortages on Ennis ward, as identified by the Ward Manager in the six month
period prior to the inspection. Pk R W T

informing and improving health and social care

aNvon Flace, Beliasi Bi i 3R1 Northern lielonc
37501 email nfo@iqic: org Uk wels vaviy e oG uk
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| remain unclear about the procedure you used to respond to the issues raised by the
ward manager and how these concerns where discussed with your governance leads
and senior management within the trust.

Having considered your response to our letter of 15 November 2012, | therefore require
further clarification in following areas

» Confirmation of the compliment of staff identified following the October 2012
Telford assessment to meet the needs of the patients on Ennis ward and advise if
this included cover for level three observations.

e Current BHSCT Policy on Levels of Supervision/ Observation for patients in
Muckamore Abbey Hospital

o Clarification of expected governance and clinical lead responsibilities in the event
of ward managers reporting patient safety concems due to inadequate staff
resources

The action plan for Ennis ward states that staffing on the ward ‘will be reviewed formally
on a monthly basis...or more often if independent monitoring reports indicate'. However,
despite feedback from monitoring staff indicating that staffing levels are inadequate to
meet the needs of patients in Ennis, it is our understanding that staffing levels have
remained unchanged at 6 staff from 7.30am — 11pm. In light of the feedback from these
staff | remain unclear if staffing levels were reviewed as part of your action plan?

| am aware of the difficulty adhering to the agreement of maintaining six staff on the ward
and the regular use of relief staff from other wards and bank staff. This however also
raises concerns regarding the potential care and safety of other patients throughout the
site. As a consequence of discussing these concerns with HSCB, | understand that a
review of staffing levels has now been requested by Molly Kane, Regional Lead Nurse
Consultant at the PHA.

Given that the volume of vulnerable adult referrals has risen dramatically, the
appointment of two additional designated officers is positive. However, the impact of the
current staffing crises also raises concerns regarding the trust's ability to implement and
maintain protection plans to ensure patient safety following any vulnerable adult referrals.
| would be pleased if you would confirm that all protection plans for patients on the
Muckamore are being fully implemented and adhered to currently.

I'am concerned about the limited evidence available to inspectors in relation to the overall
govemance arrangements in respect of monitoring the effectiveness of safeguarding
procedures. This matter was discussed with Mairead Mitchell last week by Margaret
Cullen and Patrick Convery, Mairead agreed to follow up our concerns and provide
feedback to RQIA on the volume and analysis of referrals sent to the Governance Leads
and the timeliness of these reports.

I'am also aware that Inspectors were advised by Barry Mills, Operations Manager:;
following his weekend of monitoring Ennis Ward that staff require clear guidance in
respect of the care of a patient who repeatedly strips off her clothes in her interest of
monitoring her dignity. | would be grateful if you could confirm that this guidance has now
been made available to all relevant staff.
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Muckamore Abbey Hospital
Belfast Health and 1 Abbey Road, Muckamore, Antrim BT41 4SH
Social Care Trust Te: (028) 94463333 Fax: (028) 94467730

Our Ref:
12 December 2012

Mrs Theresa Nixon

Regulation & Quality Improvement Authority
9" Floor

Riverside Tower

5 Lanyon Place

Belfast

BT1 3BT

Dear Theresa

I refer to your correspondence of 3 December 2012 in relation to Ennis Ward and
can provide assurance that the Senior Management Team at Muckamore Abbey
Hospital continue to ensure appropriate staffing levels at Ennis taking cognisance of
the complex needs of the patients and safeguarding requirements.

This process has taken account of the issues raised by those parties highlighted in
your letter in response to which staffing levels were increased at critical periods and
those arrangements remain the subject of continuous review by the Senior
Management Team.

Of necessity this continuous review of staffing by the Senior Management Team is
also ensuring that due cognisance is afforded to the clinical and safeguarding needs
of all patients within hospital with particular reference to staffing requirements at all
times and the deployment of agency and bank staff.

in relation to your reference to specific concerns being raised by the Ward Manager
in Ennis in the in the six month period prior to the current investigation, records have
been reviewed and | can confirm that this related to the need to maintain the
continuous recruitment processes with the Hospital due to the increased turnover of
staff and an increase of long-term sick leave associated with genuine medical
conditions. Management response took full account of the governance
requirements associated with concerns of this nature. Due emphasis was given to
ensuring that continuous recruitment processes were maintained and approved at
Director Level through the Trust's internal scrutiny processes. The issue was also
highlighted and reviewed at the Service Group’s Governance Forum and at the
regular Hospital Senior Management Core Group Meetings.

As you should be aware this issue was also specifically added to Trust's Risk
Register during March/April 2012. In addition to the action this issue was also

1
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highlighted and reviewed through the Trusts Corporate Senior Nursing Forum and
included in our earlier discussions and correspondence the Trust response included
the considered dacision to bring forward the planned closure of Finglass Ward.

As you have requested | can also confirm that the Telford Assessment undertaken
during October 2012 identified specific requirements for staffing levels at Ennis and
arrangements werre immediately put in place to ensure this standard continued to be
met. This included cover requirements for the first level 3 observation and took
account of the possible requirement for additional observations at this level. The
staff allocated or Level 3 Observations do not have any other allocated tasks whilst
discharging this duty. This is consistent with the Trust Policy; a copy of which can
be provided on request.

I also can clarify that any report of concern regarding patient safety due to staffing
levels is immediately reported and addressed through line management and
governance arrangements and as Senior Manager at Muckamore | discharge the
clinical lead responsibility.

In relation to the arrangements to review staffing at Ennis | can confirm as outlined
earlier that this has received aftention and staffing levels have been increased to 7
during the morning period. An increase was also introduced during the late evening
shift to 2.00 am.

I can also confirm that the additional designated officers to assist with Vulnerable
Adult Referrals nave now taken up post and | can assure you that all protection
plans relating to patient safety are being fully implemented and this important issue
remains the subject of continuous monitoring and review. In relation to this |
understand that Mrs Mitchell has also provided all requested information.

In respect of care of the patient who repeatedly strips off her clothes, specialist
behavioural support and guidance has been provided and her care plan has been
reviewed in conjunction with the nursing team.

Finally in relation to Bohill staff | can confirm that a number of meetings were held
prior to Bohill staff working on wards to agree shifts, span of shifts, identified
patients to be worked with and for completion of person centre assessment and
discharge plans. Ward sisters were aware of the agreed shifts and of induction
requirements for any staff being present on their wards. Timescales were agreed
directly between the ward sisters and medical team with the Bohill Manager.

A meeting was held with a Senior Nurse Manager, Ward Sisters and Bohill Home
Manager to discuss progress and report any concerns, none were raised, and
compliments were noted about the process.

The ongoing process was then documented weekly in the community integration
meetings held on the ward and no negative comments were received by either

party.
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We would also wish to confirm that there has been no negative impact of the current
investigation on the resettlement of any patient to Bohill Nursing Home, in fact a
number of patients have moved from an adjoining ward to their new home.

| trust the above information fully addresses the issues you have raised and | wish to
assure regarding the seriousness with which the Trust regards the importance of
continuing to meet all requirements to ensure the complex clinical and safeguarding
needs of all patients in Muckamore Abbey Hospital are met. As you are aware
particular challenges have been presented by the recent unexpected high number of
resignations of staff and this has reinforced the critical importance of the Trust
continuing to maintain its active and focused recruitment strategy.

Regards

%ﬂ_@/ Q@M&@

MRS ESTHER RAFFERTY
Service Manager of Muckamore Abbey Hospital
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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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Trust

Belfast Health and Social Care Trust

Name of hospital/facility

Muckamore Abbey Hospital, Ennis
Ward

1 Abbey Road,

Address 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

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.

o verification of the current observation levels on the ward.

e 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.

e 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

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

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

e 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;

o the outcome of the Telford Staff Assessment which was undertaken by the
trust in October 2012

¢ the number of level three observations.
e 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):

e 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.

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

e 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.

e range of assessments and care plans evidenced on patients’ notes,
e.g. Braden assessment, epilepsy management.

e while risk assessments were reviewed, the level of observation was not
included.

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

e no behavioural management service involvement.

e the comprehensive risk assessment was not updated.

e 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;

o 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.

¢ RAQIA 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.

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

e 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).

10
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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.

11
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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.

12
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1. RECOMMENDATIONS

424

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.

' 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 | 2
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.

. 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 2
staffing levels on Ennis ward, i.e.
e to be advised if complement of seven staff reduced and on
what basis.
e 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;

' 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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426

e 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 7
hospital to do this. |

It is recommended the staffing on Ennis ward is reviewed to 1
ensure there is a core complement of staff to meet the needs of
the patients

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 1
strategy meetings are processed accurately and in a timely
manner, to all relevant staff.

' 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 1
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).

' 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 1
internal / external staff, under the terms of the new resettlement
strategy, is reviewed and any lessons learned, documented and

' Induction Processes
are being reviewed at
present — the internal

Immediate and ongoing
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428

shared with relevant staff.

induction process is nhow
complete and is in
operation and it is
anticipated that the
external induction
process should be
complete within the next
four weeks.

17

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

428 of 2141




MAHI - STM - 107 - 429

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: | l
FOR OFFICE USE ONLY:

QIP viewed by Inspector on:

DATE:

SIGNED:

NAME:
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