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Personal, Professional, Protective Policing

8" September 2014

For the attention of:

Fionnuala McAndrew, (Director of Social Care & Children)
Joyce McKee, (Regional Adult Safeguarding Officer)
Martin Quinn, (Regional Child Safeguarding Officer)

¢/o Health & Social Care Board
12 — 22 Linenhall Street
Belfast

BT2 8BS

Dear Fionnuala, Joyce & Martin,

Further to our meeting on the 17th June, please find attached a resume of the number
of incidents which require further enquiry in the operational arena. A summary of the
outcome of the meeting was as follows:

1. It was agreed that the strategic aims and objectives of Operation Danzin had
been achieved.

2. The final report on behalf of the group has been completed and submitted to
the Department.

3 The current incidents outstanding within the operational arena of joint protocol
arrangements do not require strategic oversight.

4. The purpose of the group has achieved its function and can now be formally
closed.

Regards

™ A8 gl
o w’&il %éﬁ/}é
Donald Glass *

D/C/Inspector
C2 Crime Operations

Northern ireland
@=.{ CRIMESTOPPERS
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From: Neil Magowan
Learning Disability Unit

Date: 21 May 2013

1. Maura Briscoe
2. Edwin Poots

UPDATE ON INVESTIGATION AT ENNIS WARD MUCKAMORE HOSPITAL

Issue: Update on the ongoing investigation at Ennis

Ward in Muckamore Abbey Hospital.

Timescale: Urgent.

FOI Implications: May not be fully disclosable at this time.

Presentation issues:

Special Adviser’'s Comments:

Recommendation: That you note this briefing and lines to take.

Backaround
1. In November 2012 the Department and HSC Board were notified by way of an

Early Alert notice, about a case of alleged physical and verbal abuse involving
four patients at Ennis Ward in Muckamore Abbey Hospital (Sub/1137/2012

refers).

2. This was subsequently converted to a Serious Adverse Incident — which
remains open, pending the Trust Final Report on the incident (normally on
completion of the Police Investigations). It is expected that this will be

completed in early June.
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. Safeguarding action was taken in respect of the patients and three members
of staff were placed on precautionary suspension pending the outcome of the
investigations. It is understood that one of the staff, a junior nurse, was
subsequently reinstated. All relevant organisations (PSNI, Trusts, RQIA and

the Department) were notified.

. In taking forward this investigation of allegations of abuse the Trust has
adhered to the practice guidance set out in “Protocol for Joint Investigation of
Alleged or Suspected Cases of Abuse of Vulnerable Adults” (2009).
Additional monitoring staff have been present on the ward for every shift since
last November.

. The PSNI have been leading on the investigation of suspected criminal
activity. I understand that the Police believe there is sufficient evidence to
consider taking forward charges of common assault and ill treatment in
relation to 2 members of Belfast Trust staff and they submitted a file for
consideration by the PPS in March 2013. Any decision to prosecute rests of
course, with the PPS.

. In the meantime, the 2 members of staff concerned remain on precautionary
suspension, pending the outcome of both the police investigation and the
Trust investigation into the professional conduct of both staff members. One
member of staff is a Registered Nurse and the NMC has been kept informed
of the progress of this investigation. The other staff member is employed as a
Health Care Assistant and is thus not subject to any regulatory processes.

The Trust continues to provide additional oversight and mentoring of staff
within Ennis Ward as part of the Protection plan put in place in November
2012.

The PSNI has now concluded their investigation and the findings have been

sent to the Director of Public Prosecutions.

The RQIA have sought assurances from the Trust regarding the follow-up
actions in the light of the PSNI findings.
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10. RQIA will continue to inspect this Ennis Ward unannounced in the forthcoming

weeks.

Recommendation

11.  That you note this briefing and lines to take.

Lines to take

e Patient safety is my first concern. Additional safety arrangements are in
place.

e Ennis ward is under continuous monitoring by RQIA.

e lunderstand that the matter is still subject to the processes of the law, and
a full investigation under the Abuse of Vulnerable Adults Protocol. |
cannot therefore make any comment on the detail of the allegations.

Neil Magowan
X 22554

cc Andrew McCormick

Sean Holland
Linda Devlin

Ronan Henry
lan McMaster
Neil Magowan
Julie Stewart
Carol Green
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From: Rosaline Kelly

To: Stewart, Julie

Subject: FW: Ennis Ward - Muckamore
Date: 26 February 2014 13:03:27
Julie

| am so sorry — | missed this in my e-mails.

Ennis ward has amalgamated with Erne Ward and Mallow Ward — it is now just
called Erne.

An unannounced inspection was undertaken on 20 January 2014 to the new Erne
Ward.

Recommendations made at the last inspections of all three wards were evaluated.

With particular reference to Ennis, eight recommendations were made following
the inspection on 29/05/13.

It is good to note that seven recommendations had been fully met. One
recommendation was not assessed — the extra monitoring arrangements were no
longer in place and therefore no evaluation was required.

| hope this information is what you were looking for. Please call me if you require
anything further.

Many thanks
Rosaline

Rosaline Kelly

Head of Programme

Mental Health and Learning Disability Team
Regulation and Quality Improvement Authority

9t Floor Riverside Tower
5 Lanyon Place

Belfast

BT1 3BT

Tel: 028 9051 7500
Mob: 07796797972

Rosaline.kelly@rgia.org.uk

WWW.rgia.org.uk

Assurance, Challenge and Improvement in Health & Social Care


mailto:Rosaline.Kelly@rqia.org.uk
mailto:/O=NIGOV/OU=EXCHANGE ADMINISTRATIVE GROUP (FYDIBOHF23SPDLT)/CN=RECIPIENTS/CN=0281205
mailto:Rosaline.kelly@rqia.org.uk
http://www.rqia.org.uk/
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From: Theresa Nixon

Sent: 26 February 2014 11:56 AM

To: Rosaline Kelly

Subject: FW: Ennis Ward - Muckamore

Rosaline
Will you respond and say any further queries to come to you now thanks Theresa

From: Kathy Fodey

Sent: 25 February 2014 16:06

To: Theresa Nixon

Subject: FW: Ennis Ward - Muckamore

Theresa — this one is for you

Kathy Fodey

Director of Regulation & Nursing

RQIA

Tel: 028 9051 7440

WWW.rgia.org.uk

Assurance, Challenge, Improvement in Health and Social Care

From: Stewart, Julie [mailto:Julie.Stewart@dhsspsni.gov.uk]
Sent: 25 February 2014 2:02 PM

To: Kathy Fodey
Cc: McRobbie, Muriel; Magowan, Neil
Subject: FW: Ennis Ward - Muckamore

Kathy

I emailed Rosaline and Patrick below but have had no reply. | was wondering if you
could provide an update please.

Many thanks and happy to discuss.

Julie Stewart

Learning Disabilty Unit, DHSSPS
Room D2.17, Castle Buildings
Stormont, BT4 35Q

Tel: 02890 522256

Ext: 22256

From: Stewart, Julie

Sent: 17 February 2014 13:34

To: 'Patrick.Convery@rgia.org.uk'; 'Rosaline.kelly@rgia.org.uk'
Cc: Magowan, Neil; McRobbie, Muriel

Subject: Ennis Ward - Muckamore

Rosaline/Patrick

The last correspondence the Department received in respect of RQIA inspections on
Ennis Ward, Muckamore Abbey Hospital was an unannounced inspection on 29 May
2013. This reported that 4 of the 8 recommendations from an earlier inspection had
been met.

Can you advise if any further inspections have taken place or can you provide an


http://www.rqia.org.uk/
mailto:Julie.Stewart@dhsspsni.gov.uk
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update.
Many thanks and happy to discuss.

Julie Stewart

Learning Disabilty Unit, DHSSPS
Room D2.17, Castle Buildings
Stormont, BT4 35Q

Tel: 02890 522256

Ext: 22256

--------------------------------------------------- Privileged, confidential and/or copyright
information may be contained in this email, and is only for the use of the intended
addressee. To copy, forward, disclose or otherwise use it in any way if you are not the
intended recipient or responsible for delivering to him/her is prohibited. If you receive this
email by mistake, please advise the sender immediately, by using the reply facility in your
email software. We may monitor the content of emails sent and received via our network
for the purposes of ensuring compliance with policies and procedures. This message is
subject to and does not create or vary any contractual relationships between RQIA and the
recipient.
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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

Thank you for your correspondence of the November 2012 in respect of Ennis Ward
(MAH). Having reviewed the action plan you provided, and in light of the strategy meeting
on 28 November 2012 | am satisfied with the following monitoring and follow up
arrangements including;

 The provision of 24 hour band 6/7 monitoring staff on a supernumerary basis.

e 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 Manager B. Mills; Bohill staff; and Senior Staff allocated to
Ennis in a monitoring capacity as part of safeguarding arrangements. Research in
relation to institutional care with patients with challenging behaviour as you are aware
indicates a correlation between staffing levels and care practices on wards.

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 concerns 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 to 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.

informing and improving heaith and social care

oth Floor, Riverside Tower, 5 Lanyon Place, Belfasi BT1 3BT Northern Ireland .
tel: 028 9051 7500 fax: 028 9051 7501  emuail: info@rgia.org.uk  web: www.rgia.org.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

e 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 concerns 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
governance 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.

| 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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Engagement with Bohill Staff

The Social Service interviews with other Bohill staff members suggest a variation in the
induction process for visiting staff and a perceived level of reluctance from some
Muckamore staff to engage effectively with them and share knowledge. It would be
helpful to know:

What preparatory work was completed in relation to preparing all staff concerned
in clarifying role and responsibilities?

Was an induction process was agreed for Bohill staff and if so who was
responsible for organising and implementing this?

What level of monitoring and feedback arrangements were put in place to review
any issues that might arise during the resettlement process?

It would also be helpful to know if the current investigation had an impact on the
resettlement process.

| would appreciate your response to these issues and particularly the current staffing
levels on Ennis Ward and 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
Monday 10 December 2012.

Should you have any queries regarding this correspondence please do not hesitate to
contact me directly to discuss.

Your cooperation with this matter is greatly appreciated.

With many thanks

JL‘H‘-’J/- (\-J{><

Theresa Nixon
Director of Mental Health & Learning Disability
and Social Work
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From the Deputy Secretary, Social Services Policy Group/ Department of

Chief Social Services Officer . .

Mr Sean Holland Health, Social Services
and Public Safety
www.dhsspsni.gov.uk

Ms Theresa Nixon Castle Buildings

Director of Mental Health, Learning Disability & Social Work ~ Stormont Estate
Belfast BT4 3SQ

RSIA Tel: 028 9052 0561

9" Floor Fax: 028 9052 0574
Riverside Tower Email: sean.holland@dhsspsni.gov.uk
5 Lanyon Place our Ref:

BELFAST BT13BT Date: 15 April 2014

Dear Theresa
RQIA REPORTS 2013

Many thanks for your correspondence dated 13 January 2014, which | received on

7 February 2014, highlighting the serious concerns identified by RQIA in mental health and
learning disability wards through your inspection programme in 2013. | apologise for the
delay in responding.

My comments on each of the reports are set out below:

Ennis, Muckamore

RQIA highlights a number of concerns about the lack of involvement of behaviour support
specialist services, implementation of safeguarding procedures and lack of therapeutic
and recreational activity.

RQIA confirmed to the Department in February 2014 that 7 of the 8 recommendations
made have been fully met and one no longer applies. On this basis, | have no further
concerns.

lveagh Centre

The Department is fully aware of the matters raised by RQIA regarding Iveagh and is
satisfied that the Belfast HSC Trust is working with the HSC Board and RQIA to ensure
implementation of the recommendations. We are continuing to liaise with HSC Board on

its role as commissioner of this Tier 4 service, and the Belfast Trust through the
Accountability Review procedure (last meeting on 13 January 2014).

Tobernaveen, Holywell

| would be grateful if you could provide an update on whether the risk assessment of the
ward in relation to ligature points has now been completed.

& ™
: ] Y INVESTORS
Working for a Healthier People IN PEOPLE
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Ward 27, Ulster Hospital

The Department is fully aware of the position regarding Ward 27 at the Ulster. We are
continuing to liaise with the SEHSCT in relation to Ward 27 and through the Accountability
Review procedure.

Ward 27, Downshire

RQIA has identified concerns regarding risk assessment, behavior management plans and
protection plans where a risk from one patient to another is identified. | would be grateful if
you could provide an update on progress against the RQIA recommendations.

Gillis Memory Centre, St Luke’s Hospital

| would be grateful if you could provide an update on action taken to address the concerns
raised and whether the planned unannounced inspection has demonstrated satisfactory
progress.

Longstone

The Department is fully aware of this case and the most recent Trust update was that the
patient was to transfer w/c 3 March 2014.

Carrick and Evish Wards, Grangewood Hospital

The Department was aware of the RQIA concerns regarding the Carrick and Evish wards.
| would be grateful if you could provide an update on progress against the RQIA
recommendations.

Waterside 1

The Department was not aware of the concerns highlighted in RQIA’s report. Whilst |
would intend to write to the Trust regarding the wider concern about leadership and
governance, | would be grateful for an update on whether action has now been taken to
address the recommendations restated in your report.

Oak A and Oak B, Tyrone and Fermanagh Hospital (Aug 13)

The Department was not aware of the concerns highlighted in RQIA’s report and | would
be grateful for your assessment of whether the Trust's response of 23 August satisfactorily
addresses these concerns.

ECT Suite, Tyrone County Hospital (Nov 13)

The Department was fully aware of this report which was sent to Andrew McCormick. |
understand that the Western HSC Trust promptly took measures to address the issues. |

would be grateful if you could provide an update on progress against the RQIA
recommendations.

Working for a Healthier People
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WHSCT - Training

The issues raised by RQIA about staff training across a number of adult mental health,
learning disability and dementia facilities in the Western HSC Trust, in particular training in
the Management of Challenging Behaviours and Safeguarding Vulnerable Adults, cause
me some concern. | would be grateful if you could provide an update on progress against
the RQIA recommendations.

There seem to be a number of common threads identified in these reports pointing to
issues regarding ssafeguarding, provision of therapeutic and recreation activity in learning
disability and dementia facilities and staff training in the use of restraint and seclusion. |
will be writing separately to the HSCB highlighting my concerns and seeking their
assurance that action is being taken to address these issues.

I look forward to receiving your response.

Yours sincerely

SEAN HOLLAND
Chief Social Services Officer/Deputy Secretary

Working for a Healthier People
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From the Deputy Secretary, Social Services Policy Group/ Department of

Chief Social Services Officer - .

Mr Sean Holland Health, Social Services
and Public Safety
www.dhsspsni.gov.uk

Mr Tony Rodgers Castle Buildings

Acting Director of Social Care and Children Stormont Estate

HSCB Belfast BT4 3SQ

. Tel: 028 9052 0561

12/22 Linenhall Street Fax: 028 9052 0574

BELFAST Email: sean.holland@dhsspsni.gov.uk

BT2 8BS

Our Ref:
Date: 15 April 2014

Dear Tony

RQIA REVIEWS OF MENTAL HEALTH & LEARNING DISABILITY FACILITIES 2013

| recently received correspondence from Theresa Nixon, RQIA advising of a number of
serious concerns identified through their 2013 inspection programme of mental health and
learning disability wards.

Having reviewed the RQIA concerns and reports, there appear to be a number of common
issues of concern:

e Safeguarding: Concerns were highlighted about the effective implementation of
safeguarding procedures for vulnerable adults and appropriate staff training in a
number of facilities including the Ennis ward (now Erne) in Muckamore, Ward 27 at
the Downshire and the Carrick and Evish wards at Grangewood.

In their report Safeguarding in Mental Health and Learning Disability Hospitals

Feb 2013, RQIA also found that safeguarding policies and procedures were not
always appropriately and consistently applied, and recommendations were made to
improve this. This issue is particularly important, given the current cases under
investigation, particularly Ralph’s Close;

e Provision of therapeutic and recreation activity in learning disability and
dementia facilities: Lack of such provision was noted by RQIA in Ennis,
Muckamore and in Gillis Memory Centre at St Luke’s. | am aware that similar
concerns were also raised in the inspection of Beechcroft in 2012.

e Appropriate staff training in the use of restraint and seclusion: RQIA found that
staff did not have up-to-date training on the use of restraint and seclusion in the Gillis
Memory Centre at St Luke’s and across a number of adult mental health, learning
disability and dementia facilities in the Western HSC Trust including the Evish and
Carrick wards at Grangewood.

Again, RQIA raised concern about the training of staff in physical interventions for

restraint in the Safeguarding in Mental Health and Learning Disability Hospitals
Feb 2013 report, and made recommendations for improvement included staff training

£ ™
. - Y INVESTORS
Working for a Healthier People IN PEOPLE
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in the management of challenging behaviour and in seclusion, restraint and close
observation.

Whilst | trust that these issues are being addressed through the Trust Quality Improvement
Plans for each of the facilities inspected, given that the themes above have arisen in more
than one facility, | would ask that the HSCB consider whether these may be more
widespread issues and if that is the case, if you could confirm what action the HSCB is
taking to ensure consistent application of policy guidance and good practice across all
Trusts in these areas.

| look forward to your response.

Yours sincerely

SEAN HOLLAND
Chief Social Services Officer/Deputy Secretary

Working for a Healthier People
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EA 98/17 RECEIVED 08/09/2017

Initial call made to: | sean Scullion (DHSSPS) on | 07/09/2017 ATE)

Follow-up Proforma for Early Alert Communication:

Details of Person making Notification:

Name Mairead Mitchell Organisation BHSCT — EA/17/32

Position | Head of Service Telephone 028 95 047394

Criteria (from para 1.3) under which event is being notified (tick as appropriate)
urgent regional action

contacting patients/clients about possible harm

press release about harm

regional media interest

police involvement in investigation x

events involving children

suspension of staff or breach of statutory duty

Nouo,rwbhE

Brief summary of event being communicated: *If this relates to a child please specify BOD,
legal status, placement address if in RRC. If there have been previous events reported of a similar nature
please state dates and reference number. In the event of the death or serious injury to a child — Looked
After or on CPR — please confirm report has been forwarded to Chair of Regional CPC.

On 21% August 2017 adult safeguarding concern raised regarding alleged assault of patient in PICU ward Muckamore
Abbey hospital on 12" August 2017. Named staff member was not on duty but was placed on precautionary suspension
on 22" August 2017 pending outcome of investigation. Patient examined 21t August no noted injuries. Delay in reporting
noted and staff training records checked and up to date. Staff reminded of their responsibilities regarding timely
notification of any adult safeguarding concerns. Referred to Designated Adult Safeguarding Officer and PSNI, single
agency PSNI agency agreed. Interviews scheduled for week commencing 11" September 2017 due to officers leave.

Appropriate contact within the organisation should further detail be required:

Name of appropriate contact | gsther Rafferty

Contact details: Telephone (work or home) 02895047225
Mobile (work or home) XS
Email address (work or home) esther.rafferty@belfasttrust.hscni.net

Forward proforma to Patient/Client Safety Services, Risk & Governance Department
using the ‘EarlyAlertNotificationMedDir’ mailbox.

FOR COMPLETION BY DHSSPS:
Early Alert Communication receivedby: ........cccccveveeeiiiiiiiiciiiieeeeeen, Office: v,

Forwarded for consideration and appropriate actionto: ....................... Date: ...coooeeiiiiiiieeeeeeee

Detail of follow-up action (if @ppliCabIE) .........oeviieeiiii e —————
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From: Matthews, Chris (Resource and Corporate Management)

To: Barney.mcneany@belfasttrust.hscni.net

Cc: Mel.carney@belfasttrust.hscni.net; Holland, Sean; Fionnuala McAndrew; McGrady, Finola; McCaffrey, Alison;
Scullion, Sean

Subject: Incident at Muckamore

Date: 30 August 2017 16:59:43

Attachments: image003.jpg

Barney,

Gavin Robinson MP called me this afternoon about an incident in Muckamore involving an in-

patient named || EECIN- Father of P96 . is a constituent of Mr Robinson’s

who is acting on his behalf.
Mr Robinson’s understanding of the incident is as follows:

It was reported by hospital staff to thatm had been assaulted by a member of
staff on 22/8/17. The details of the assault were not given at the time. It then became clear that
the assault had actually taken place on 12/8/17. It is understood that the member staff alleged
to have committed the assault has been suspended and that the incident has been reported to
the police.

The concern of the father is both that there was a gap of 10 days in reporting the incident and
that Trust staff will not provide him with any details about the incident. He has been advised
that this is not possible due to the police investigation.

Would you mind having a look into this please and providing me with an update for Mr
Robinson? | understand that there are processes to be followed, but presumably some liaison
and information with the family is required in such circumstances?

Please give me a shout if you need to discuss,

Thanks,
Chris.

Chris Matthews

Director of Mental Health, Disability and Older
2] People

Department of Health

(028) 905 20724


mailto:Chris.Matthews2@health-ni.gov.uk
mailto:Barney.mcneany@belfasttrust.hscni.net
mailto:Mel.carney@belfasttrust.hscni.net
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Chris Matthews Department of
Mental Health, Disability & Older People Health

An Roinn Slainte

Mannystrie O Poustie

www.health-ni.gov.uk

Email: gavin.robinson.mp@parliament.uk

Tel: 028 90 520724
Fax:

Mr Gavin Robinson, MP Email: chris.matthewsg5@health-ni.gov.uk

Democratic Unionist Party

Strandtown Hall Your Ref:
96 Belmont Avenue Our Ref:
Belfast Date: 20 September 2017

BT4 3DE

Dear Mr Robinson

| refer to your phone call to me on Wednesday 30 August, when you raised concerns that had
been brought to your attention by one of your constituents, Mr, about an
incident involving his son who is an in-patient at Muckamore Abbey Hospital.

During the call you told me that Mr |jjijijjilij had been advised by hospital staff that [ELg had
been assaulted in the hospital by a member of staff on 22 August. The details of the assault
were not given at the time, and Mr |l88Sl subsequently became aware that the assault had
actually taken place on 12 August. He understood that the member of staff alleged to have
committed the assault has been suspended and that the incident has been reported to the
police. Mr BBl wWas concerned both that there was a gap of 10 days in reporting the
incident and that Trust staff would not provide him with any details about the incident.

Following your call, | contacted the Belfast Trust to raise these concerns. The Trust have now
advised me that an adult safeguarding concern was raised on 21 August regarding an
alleged assault of a patient in the Psychiatric Intensive Care Unit in Muckamore Abbey
hospital, which occurred on 121" August 2017. The named staff member involved was not on
duty on 21 August, but in their absence was placed on precautionary suspension on 22
August pending the outcome of the investigation. The patient was examined on 21 August,
but had no noted injuries.

| understand from the Trust that the delay in reporting the incident was due to a combination
of a staff member who witnessed the incident going on leave, and some subsequent
confusion over who was responsible for reporting the incident in their absence. The delay in
reporting has been noted by the Trust, and staff have been reminded of their responsibilities
regarding the timely notification of any adult safeguarding concerns.

In line with established safeguarding procedures, the allegation has been referred to the
designated Adult Safeguarding Officer and the PSNI, and the PSNI are taking the lead in the
investigation. Interviews have been scheduled for this week (commencing 11" September).
The Trust have advised me that il s family are being kept informed.

g"‘*-g INVESTORS
L NP4 IN PEOPLE
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| hope this reply will allow you to reassure Mr |jjjjjiiifj that appropriate action is being taken to
address the concerns he raised, but | do appreciate this will have been an upsetting
experience for him and his family.

Please pass on my best wishes to him, and if | can be of any further assistance, please don’t
hesitate to get in touch.

Yours sincerely

CHRIS MATTHEWS
MENTAL HEALTH, DISABILITY & OLDER PEOPLE
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RECEIVED 27/10/2017

(DHSSPS) on

07/09/2017 ATE)

Follow-up Proforma for Early Alert Communication: UPDATE 27/10/2017

Details of Person making Notification:

Name

Position

Mairead Mitchell

Head of Service

Organisation

Telephone

BHSCT — EA/17/32

028 95 047394

Criteria (from para 1.3) under which event is being notified (tick as appropriate)

Nouo,rwhE

urgent regional action
contacting patients/clients about possible harm
press release about harm
regional media interest

police involvement in investigation x
events involving children
suspension of staff or breach of statutory duty

Brief summary of event being communicated: *If this relates to a child please specify BOD,
legal status, placement address if in RRC. If there have been previous events reported of a similar nature
please state dates and reference number. In the event of the death or serious injury to a child — Looked
After or on CPR — please confirm report has been forwarded to Chair of Regional CPC.

On 21°* August 2017 adult safeguarding concern raised regarding alleged assault of patient in PICU ward
Muckamore Abbey hospital on 12" August 2017. Named staff member was not on duty but was placed
on precautionary suspension on 22" August 2017 pending outcome of investigation. Patient examined
21°* August no noted injuries. Delay in reporting noted and staff training records checked and up to date.
Staff reminded of their responsibilities regarding timely notification of any adult safeguarding concerns.
Referred to Designated Adult Safeguarding Officer and PSNI, single agency PSNI agency agreed.
Interviews scheduled for week commencing 11*" September 2017 due to officers leave.

Update (22 September 2017)

CCTV footage has now been viewed by Senior Trust Personnel. There are grave concerns regarding the
contents of CCTV footage.

Update (20 October 2017)

The further incident in Sixmile ward on 1% oct involving a nurse allegedly hitting a patient has been
referred to PSNI to include in this investigation and has also been reported as an SAIl. The staff member is
on precautionary suspension. The trust has met with PSNI and it is hoped that the PSNI interviews with
staff will be concluded in November and the Trust can then begin its investigation. Staff remain on
precautionary suspension. A meeting of the strategic communication and decision making group under
the memorandum of understanding is being organised for November.
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Update (27 October 2017)

As part of the ongoing protection plan, CCTV footage from 1°* August 2017 is being reviewed for all wards
who have CCTV. The viewings are a sample of different shift patterns. To date viewings have been done
for PICU, Six mile and Cranfield 2 wards. The viewing teams are senior professional staff from outside the
hospital with support from 2 senior staff from within the hospital.

Further Adult safeguarding concerns have been identified for PICU ward on 15/8/17 viewed on 26
October 2017 in relation to HCA staff member currently suspended. These incidents include
inappropriate restraint, pushing and dragging patients and lack of required supervision at meals .

Measures, including additional extra level of supervision have been put in place to protect patients:
e Continue viewing of CCTV footage, both past and live.

e Increased monitoring of wards by basing the Senior Nurse Manager’s on the wards and daily
updates to the Senior Management Team.

e Charge Nurse for PICU has increased supervision and management of staff in the ward to ensure
safe practice and care of patients. He has put in place mechanisms to ensure he is informed of
any concerns or poor practice on all shifts.

An interagency involving PSNI DOH RQIA is scheduled for Monday to share information and agree actions

Appropriate contact within the organisation should further detail be required:

Name of appropriate contact Esther Rafferty

Contact details: Telephone (work or home) 02895047225
Mobile (work or home) [ XL
Email address (work or home) esther.rafferty@belfasttrust.hscni.net

Forward proforma to Patient/Client Safety Services, Risk & Governance Department
using the ‘EarlyAlertNotificationMedDir’ mailbox.

FOR COMPLETION BY DHSSPS:

Early Alert Communication receivedby: .........cccccoceeiiiiiiiiiiiiiiieceeee, Office: o
Forwarded for consideration and appropriate actionto: ............ccc........ D= (= S

Detail of follow-up action (if @ppliCabIE) .........oeviiieiiii e —————
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From the Deputy Secretary, Social Services Policy Group/
Chief Social Work Officer Department of

Sean Holland Hea]_th

An Roinn Slainte

Méannystrie O Poustie

www.health-ni.gov.uk

Mr Martin Dillon Castle Buildings
Chief Executive Stormont Estate

. Belfast
Belfast Health & Spual Ca_lre Trust Northern Ireland
A Floor, Belfast City Hospital BT4 3SQ
Lisburn Road Tel: 028 9052 0561
BELFAST Email: sean.holland@health-ni.gov.uk
BT9 7AB

Our Ref: SH5

Date: 20 October 2017

Dear Martin

We are writing to you in order to raise a number of significant issues around the
recent allegations of abuse made against staff working in Muckamore Abbey
Hospital, and the related suspension of staff.

You should take our decision to raise this directly with you as a measure of our
growing concern as to the handling by your Trust of this very serious issue. This
relates both to the way we became aware of this incident, and the partial and
imprecise nature of information provided in response to a number of requests for
information from Departmental officials.

As you will be aware, there is a clear procedure in place for the reporting of incidents
such as this, as set out in Departmental Circular HSC (SQSD) 64/16: specifically
criterion 7, which specifies incidents resulting in ‘an immediate suspension of staff
due to harm to patient/client’ and further stipulates that such incidents should be
notified to the Department ‘promptly (within 48 hours of the event in question)’.

In light of this very clear guidance, it is wholly unacceptable that the Department was
not made aware of these allegations through an Early Alert notification until 7t
September. Indeed, this alert seems to have been raised only after the Department
had been prompted to make enquiries following a phone call on 30" August to a
senior official by an elected representative acting on behalf of the father of the
patient in question.

It was further troubling to learn that there were also delays in the reporting of the
incident within the Trust. Based on the information in the Early Alert received on 7t
September, an adult safeguarding concern had been raised on 215t August regarding
an alleged assault of a patient in the Psychiatric Intensive Care Unit in Muckamore
Abbey hospital, which had actually occurred some nine days earlier on 12" August.
This delay was separately explained to Departmental officials as due to a
combination of a staff member who withessed the incident going on leave, and some
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subsequent confusion over who was responsible for reporting the incident in their
absence. It was on the basis of this advice from the Trust that the attached response
was issued to Gavin Robinson MP who had initially alerted the Department to the
incident.

The Early Alert also advised that the named staff member involved was not on duty
on 21stAugust, but in their absence was placed on precautionary suspension on 22
August pending the outcome of the investigation. In line with established
safeguarding procedures, the allegation was referred to the designated Adult
Safeguarding Officer and the PSNI, who we were advised were taking the lead in the
investigation.

Subsequently, however, an update to the original EA notification from the Trust was
received by the Department on 26™ September, advising that CCTV footage of the
incident had been viewed which had given rise to ‘grave concerns’. The nature of
these concerns was not specified, prompting the Department to again contact the
Trust to request further details.

Indeed, it was in response to this further request for information that we became
aware that a second patient was involved in the incident, and a second member of
staff had been placed on precautionary suspension, as well the nurse in charge of
the ward on the day of the incident. Information regarding the redeployment of two
other staff nurses to another ward pending the outcome of the investigation was also
referred to in this update. These were clearly significant developments, and given the
Department’s clear interest in the incident, we cannot understand why this
information was not relayed to us in the early alert.

In addition the Department is deeply concerned to learn following contact with the
HSCB/PHA that the incident was not reported as an SAI until 22 September 2017.
Given the seriousness of the circumstances and potential public interest the Trust
should have reported this incident with 72 hours as an SAI as outlined in the HSCB
Procedure for the Reporting and Follow up of SAI Section 4.2 and Section 6. As this
did not happen it is clearly a breach of agreed procedures. We also now understand
that the investigation initiated by the Trust into the alleged assault that took place on
12t August is now not PSNI led as originally reported, but is a Joint Agency
investigation and that an SAIl Level 3 Root Cause Analysis review has also been
instigated by the Trust.

In view of the foregoing, it was with some considerable alarm that that we learned,
through subsequent enquires made by the Department, that there had been a
separate safeguarding concern raised relating to a patient in another ward in
Muckamore and also involving a nurse now on precautionary suspension.

Again we are profoundly disturbed that this further incident was not formally reported
to the Department through the Early Alert notification system (indeed no such report
has been made at the time of writing).
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To be clear: the lack of comprehensive, accurate and timely information to date, as
outlined above, has made it difficult for the Department to be assured that the
relevant adult safeguarding policy and procedures have been appropriately
implemented in relation to these incidents. This is a situation which we find both
unacceptable and unsustainable.

We ask now that, as a matter of urgency, you provide comprehensive written
accounts both of the incidents in question, the actions of the Trust in managing them
and provide an explanation for the apparent non-compliance with the relevant
guidance as set out above.

Yours sincerely

F _'i_L—,. ¥ ; s
Slagtello) G, Ohobl 1AL

Sean Holland Charlotte McArdle
CHIEF SOCIAL WORK OFFICER CHIEF NURSING OFFICER
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From the Deputy Secretary, Social Services Policy Group/
Chief Social Work Officer Department of

Sean Holland Hea]_th

An Roinn Slainte

Méannystrie O Poustie

www.health-ni.gov.uk

Mr Martin Dillon Castle Buildings
Chief Executive Stormont Estate
. Belfast
Belfast Health & Social Care Trust Northern Ireland
A Floor _ _ BT4 3SQ
Belfast City Hospital
Lisburn Road Tel: 028 9052 0561
BELFAST _ _
BT9 7AB Email: sean.holland@health-ni.gov.uk
Our Ref: SH20
Date: 30 November 2017
Dear Martin

MUCKAMORE ABBEY HOSPITAL

We are writing following the meeting with Marie Heaney and Brenda Creaney on
17 November. As you will know, this meeting was to discuss the detail of your letter
of 2 November and the subsequent briefing report which was prepared for the
Trust’s Quality Assurance Committee.

This letter now seeks further written assurances on the range of issues which were
raised during the 17 November meeting and on related matters which have emerged
in parallel.

The Department acknowledges the Trust's apology and the subsequent steps the
Trust has taken to address our concerns. In particular, we note you have indicated
that ‘management and leadership behaviours would be subject to further
investigation and action’. We would welcome clarity on the Terms of References
and modality for this investigation.

Trust Briefing Paper

Turning to the briefing paper which was prepared for the Trust's Assurance
Committee, regarding Incidents in Muckamore Abbey Hospital, the Department has
a number of observations and areas requiring further clarification.

Whilst the Department acknowledges the issues with regards to resettlement and
delayed discharged, we are concerned that this could be interpreted as a
contributory factor. | am sure you would agree under no circumstances should
resettlement and/or delays in discharge be considered a causal factor for abuse and
mistreatment of patients. Muckamore Hospital as a regulated facility is required
regardless of patient status to deliver safe and person-centred care and to ensure all
staff act with the highest degree of professional conduct.
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We also note with particular concern that the paper presented to the Trust
Assurance Committee made no reference to the Department’s concerns as outlined
in our letter to you on 20" October 2017. We would therefore seek assurance that
your Board Senior Management Team and Assurance Committee have received a
full chronology about the circumstance and concern regarding the initial
management of events.

The Trust paper provides data on the number of ‘Abuse by Staff to patient incidents
on the Muckamore Abbey Hospital Site April 16 — Oct 17° which indicates 18
incidents in just 18 months. Unfortunately no explanation about the nature of the
abuse or staff involved was provided. The data presented in the charts shows a
worrying pattern, therefore the Department is seeking assurance that all these
incidents have been thoroughly and comprehensively investigated by the Trust and
that a full trend analysis has been completed to ensure that there are not recurring
themes emerging.

We also believe the Trust now needs to review all allegations of abuse by staff over
the last five years and the action taken by the Trust as part of its investigation. We
therefore ask that this is now incorporated into the Terms of Reference for the ‘Level
3’ SAl investigation. As part of this, we also ask that the TORs include and
examination of the failures to communicate the incident with the Department as well
as the subsequent difficulties we faced in securing timely information from the Trust.

Proposed Turnaround Team

On 27™ October the Department was contact by the Directors of Nursing and Adults
Services to advise additional information had come to light following the review of
CCTV footage which give rise to further and serious cause for concern. At this stage
both Brenda and Marie indicated that the Trust was considering installing a
‘Turnaround Team’. Following a meeting with the Trust on 30" October it would
appear the Trust adjusted its position. It would be helpful if you could clarify the
factors which contributed to the Trust's change of position, and how the Trust is
assuring itself, in light of a number of failures to report by staff, that the practice of
staff including managers is of the highest standards.

Safequarding Investigation

In respect of the current adult safeguarding and police investigation, we are aware
that a number of staff have been suspended pending investigation whilst others have
been redeployed to other wards with enhanced supervision. In terms of ensuring
patient safety, it would be helpful to understand how the Trust is ensuring safe and
effective practice from those staff for whom there are significant concerns regarding
their failure to report abuse yet they remain working within the hospital.

It is also our understanding that the Adult Safeguarding Investigation by the Trust
has been completed and a report has been presented to the Director of Adult
services, we are therefore requesting that the findings be made available to the
Department.
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Other Issues

We also note the Trust initially proposed to review 25% of CCTV footage, however in
light of our responsibly to safeguard the public we do not believe this is adequate.
We therefore are requesting that 100% of the footage is reviewed. Can you confirm
the Trust’s commitment to review all the CCTV footage?

In relation to the various investigations the Department expects the highest
standards of independence and therefore anticipates the Trust will source an
independent team from outside of Northern Ireland. Given our concern we request
that you share a copy of the Terms of Reference with the Department.

We further understand that another team has been appointed to provide assurance
about Nursing and Care Practice and again we are requesting a copy of the Terms
of reference for this review.

You will also be aware of specific comments being made on social media, which
indicates that some ex-patients may have experienced abusive treatment and that
senior Trust officials knew and failed to act. Given the seriousness of these
allegations can you outline Trust plans to reach out to those making these
comments?

Future Reporting

As we trust is clear from the foregoing, we consider that the issues raised here are of
the utmost seriousness. We are being guided in our approach by the standards of
accuracy, detail and timeliness that we anticipate would be required were a Minister
in place. With this in mind, and as this is an evolving Investigation, we are formally
requesting a fortnightly update. We are happy to be copied into any updated
information being provided to you and your senior team.

You will also appreciate that it may well prove necessary to write to you further as
more details emerge.

Yours sincerely

SEAN HOLLAND | CHARLOTTE McARDLE

Chief Social Work Officer Chief Nursing Officer
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#94) Belfast Health and
HSC Social Care Trust

caring supporting improving together

Chief Executive
Mr Martin Dillon

Chairman
Mr Peter McNaney, CBE

22 December 2017

Mr Sean Holland/Prof Charlotte McArdle

Chief Social Work Officer/Chief Nursing Officer
Castle Buildings

Stormont Estate

BELFAST

BT4 3SQ

Dear Charlotte/Sean

| am writing in response to your letter of the 30 November 2017 to provide the further
written assurance requested therein.

Like the Department, | expect and have requested the highest level of independence
for the Level 3 SAI Panel and this review.

Trust Briefing Paper

With regard to the written update provided to the Trust's Assurance Committee, the
Chairman had specifically requested that Board members be updated on the total
number of patients currently residing in Muckamore, a profile of the various wards and
an update on resettlement to include an update on the number of delayed discharge
patients. Hence the inclusion of the context setting section.

The Trust did not seek to imply or infer — nor would it ever do such a thing — that the
challenges of managing patients with complex needs and very challenging behaviours
was or is in any way a contributory factor to or a mitigating factor for staff behaviours
which were utterly unacceptable. Muckamore Hospital as a regulated facility is
required to deliver safe and person-centred care with all staff acting with the highest
degree of professionalism. This is what we expect and what we overwhelmingly find,
the small number of recent serious incidents notwithstanding.

| can provide assurance that the DoH correspondence of 20 October was shared with
the Chairman and Trust Board. The Assurance Committee were also fully informed of
the initial chronology and management of events.

The data related to ‘abuse by staff to patients’ on Muckamore Abbey Hospital between
April 2016 and October 2017 is part of the collation of the regular key data used for
trend analysis and monitoring.
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Again, the purpose of the paper to the Trust's Assurance Committee where this data
appears was not to provide detailed information on each of the incidents. | can
provide assurance to the Department that all of these incidents have been
investigated by Adult Safeguarding and any appropriate actions followed up.

Proposed Turnaround Teams

The Trust did initially consider the concept of an independent ‘turnaround’ team
however on reflection concluded that this was not feasible or likely to produce the
outcome needed. They key reasons include the difficulties related to identifying and
securing the appropriate expertise in a timely way. Furthermore the level of
complexity involved in undertaking the necessary comprehensive investigation and
analysis requires a multi-layered and sequenced approach.

Currently the Trust has put in place a number of additional supports which provide
assurance that the current practice of staff and managers is of the highest standards.

These are detailed below.

a) Directors Oversight Group - A number of Directors (Medical Director/Deputy Chief
Executive, Director of Adult Social and Primary Care, Director of Nursing, Director
of Social Work and Director of Human Resources) have been meeting the
Muckamore Abbey Hospital Multi-Disciplinary senior team on a weekly basis. This
meeting is used to hold to account and monitor the implementation of the action
plan which has been developed to provide the Trust with the assurance it requires
in relation to patient safety. This Director’ Group provides an open door invitation
to all staff to directly engage in relation to any issues or concerns they wish to
raise.

b) Enhanced Monitoring of Practice — This remains in place across all the wards at
Muckamore Abbey Hospital.

c) Patient Protection Co-ordination Group - A group of senior managers with
operational responsibilities meet on a weekly basis to monitor and review practice
supervision arrangements for all wards. This group to date have had responsibility
for viewing and reporting on the CCTV images. This group is responsible for
implementing actions identified for the protection of patient’s action plans and
reporting progress to the Directors Oversight Group on a weekly basis.

d) Strategic Multi Agency Group - The second meeting of the multi-agency group is
scheduled to meet on the 8 January 2018. This meeting ensures that all involved
organisations are informed and actions co-ordinated.
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This group includes:

Northern HSC Trust
RQIA

HSCB

PSNI

DOH

Belfast HSC Trust

e) External Support Team - The Trust has appointed an independent support team
consisting of:

Yvonne McKnight — Senior Adult Safeguarding Specialist
Professor Owen Barr — University of Ulster
Frances Canon — NIPEC

This group has two key roles:

1. Toreview all actions taken to date by the Trust and provide feedback and
advice

2. To support the Adult Safeguarding Investigations in respect of specialist
nursing expertise

The Terms of Reference for this group are being developed and will be shared with
DOH when agreed.

Adult Safequarding Investigations

The Joint Agency Investigation remains ongoing in relation to the incidents of the 12
August and 1 October. The PSNI have indicated that they hope to complete their
interviews with staff prior to Christmas.

The Trust’s Adult Safeguarding is also ongoing and action plan is in place with HR and
Adult Safeguarding processes closely aligned.

The two staff referred to in terms of their alleged failure to report have been returned
to PICU ward on restricted practice and enhanced supervision. Their actions will be
subject to a disciplinary investigation once PSNI have completed their interviews.

I can clarify that the Adult Safeguarding Investigation is not complete. Progress
reports and action plans are developed and updated regularly. To date Adult
Safeguarding investigation processes have focused on the individual incidents. The
next step in this will be the screening interviews with staff, patients and relatives and
this will require the additional support of the Trusts Adult Gateway Safeguarding
Team. The Trust would wish to highlight that a further two staff have been suspended
following a report of a historical allegation and the management of this matter. This is
being investigated under Adult Safeguarding procedures.
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Other Issues

I can confirm that in the interest of regaining public and other stakeholders’ confidence
the Trust intends to review all of the CCTV footage and is currently identifying
additional independent support to complete this.

Independent Level 3 SAI

A fully independent panel is being appointed and is due to commence its work in late
January 2018. The Terms of Reference are currently under consideration by the
HSCB Designated Review Officer (DRO) and once agreed will be forwarded to you.

The panel members who have been appointed are as follows:

Name Role Expertise

Margaret Flynn Chairperson Significant experience in
leading serious case
reviews in Learning
Disability including
Winterbourne.

Professor Michael Brown  Policy Queens University

Dr Ashok Roy Consultant Psychiatrist,
Coventry & Warwickshire
Partnership Trust/Chair,
Faculty of Intellectual
Disability Psychiatry/Royal
College of Psychiatrists

The remaining members of the panel are being considered in consultation with the
HSCB DRO to ensure full independence and will be confirmed in the coming weeks.

| can confirm that the Trust has included the need for a review of all allegations of
abuse by staff over the last 5 years and the actions taken in response thereto in the
Terms of Reference. | can also confirm that the Terms of Reference include an
examination of the recent communication failures.

Social Media Comments

The Trust has examined the posts on social media, which mention a small number of
previous patients (3). All of these patients have been cared for in Muckamore in the
past, over 20 years ago. None have been recent In-patients. With regard to staff
posts, there are no current staff posting, the individuals who posted are retired.
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Eurther Reporting

I wish to assure Department colleagues that the Trust is actively aware of the
seriousness of the concerns and are deeply committed to conducting this investigation
to the highest standards of independence and competence.

The Trust will provide fortnightly updates from the date of this letter. In addition the
Trust would like to suggest and extend an invitation to both of you to meet with the
Directors Oversight Group at Muckamore Abbey Hospital to provide ongoing
assurance.

Yours sincerely

1, ’/) ((,}0ﬂ

Martin Dillon
Chief Executive

Copy Mr Peter McNaney, Chairman

Trust Oversight Group:
Dr Cathy Jack

Mrs Marie Heaney

Miss Brenda Creaney
Mr John Growcott

Mr Damian McAlister
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From the Deputy Secretary, Social Services Policy Group/
Chief Social Work Officer Department of

Sean Holland Hea]_th

An Roinn Slainte

Mannystrie O Poustie

www.health-ni.gov.uk

By email Castle Buildings
Stormont Estate
Belfast

Mrs Valerie Watts Northern Ireland

Chief Executive BT43SQ

HSCB

12-22 Linenhall Street Tel: 028 9052 0561
BELFAST

Email: sean.holland@health-ni.gov.uk

Our Ref: SH139

Date: 4 December 2018
Dear Valerie

MUCKAMORE ABBEY HOSPITAL SAI REPORT

As you will be aware, an independent Level 3 SAI review was commissioned earlier
this year into the allegations of physical abuse of patients by staff at Muckamore
Abbey Hospital.

This review came about as a result of the collective action taken by all parts of the
system to what was emerging from the viewing of CCTV footage.

Given the seriousness of the allegations, and the level of public interest, it was our
clear expectation that the SAI process would be handled without any unnecessary
delay. It was therefore disappointing that, at a recent meeting with colleagues from
HSCB and PHA, | was met with what | considered to be unconvincing arguments to
my questions as to why this critical report has not yet been signed off.

It is of further concern that nearly two weeks on from that meeting we are no clearer
about when this will happen.

It is my view that any further delays in this process have the potential to pose a
significant risk to the credibility of the system and its ability to respond to what is a
very serious matter in an effective and timely way.

| would therefore ask you for an urgent response indicating when the Department
can expect this report to be signed off.

Yours sincerely

| 2

_, Lo 1

s VSN0 O

SEAN HOLLAND
Chief Social Work Officer
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Permanent Secretary apologisesto
Muckamore families

Date published: 17 December 2018

Topics:_Governance in health and social care (topicsigovernance-health-and-social-care) ,_SOcial

SEerVICeS (topics/social-services)

Department of Health Permanent Secretary Richard Pengelly
today apologised to families of Muckamore Abbey Hospital
patients at a meeting with them at the Co Antrim facility.

Mr Pengelly also made a series of
rm commitments to the families,
asregards future care provision.

Latest news

He was accompanied at the
meeting by Chief Social Worker
Sean Holland and Chief Nursing
O cer Charlotte McArdle.

Commenting after the meeting, Mr Pengelly said: “It was important to me
to apologise to families face-to-face for what happened to their loved ones
while in the care of Muckamore Abbey Hospital - rather than through a
press statement. | am both appalled and angered that vulnerable people
were let down.

“At the same time, action is urgently needed by the HSC system as a whole
in response to the recommendations of the Serious Adverse Incident (SAIl)
review.

“I fully endorse the view of the SAI panel that no one should have to call
Muckamore their home in future, when there are better options for their
care — | am now con rming to the families that this will be the case.

“That means Muckamore returns to being a hospital providing acute care,
and not simply a residential facility.
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accommodation and staff training to meet the complex needs of people
who no longer need to be in hospital.”

Mr Pengelly said he expects the resettlement process to be completed by
the end of 2019. That means nding suitable alternative accommodation
for patients who have been living at Muckamore on a long-term basis,
despite not requiring in-patient hospital care.

The separate issue of delayed discharge will also be addressed as a top
priority, with the HSC system tasked to provide an action plan to the
Permanent Secretary in January. Delayed discharges involve patients
staying longer than medically required due to di culties securing
appropriate alternative arrangements.

Mr Pengelly added: “I fully recognise that the December 2019 deadline for
the resettlement process will be challenging, but the Department owes it to
patients and their families to be demanding.”

The Permanent Secretary continued: “I also know that, while this report has
highlighted appalling behaviours that fell well short of what is acceptable,
there are many working in the HSC who work tirelessly to deliver high
guality and safe services to families and people with learning disability, and
will rise to this challenge. We have seen this as recently as this weekend in
the actions of those staff who have provided much needed support and
exibility to ensure the safe and effective care of our most vulnerable
patients in Muckamore. It is important in the midst of this not to overlook
the dedicated and compassionate care that families have also
experienced.

“I will be holding the HSC system to account and closely monitoring
progress.”

During the meeting, Mr Pengelly also directly addressed the call from some
of the families for a public inquiry. “I want to take this opportunity to
reassure the families that | have not ruled out any options regarding further
scrutiny of the serious failings at Muckamore.

“Active investigations into wrongdoing are ongoing by both the PSNI and
the Belfast Trust as employer. The ongoing police investigation clearly
takes primacy over any other process at present.

“The HSC system will continue to cooperate fully with the PSNI inquiry
while also rigorously pursuing its own disciplinary procedures.”



Mr Pengelly also took the opportulityHto up@&ikdithe £20nilies 8dplans for a
new model of acute care for people with learning disability through the
transformation agenda, saying: “This work will now be prioritised as part of
awider project already initiated to transform learning disability services,
and will take account of the ndings of the SAI report which states very
clearly that the current model is not working. We need urgently to nd
pragmatic solutions to the issues laid out in stark terms in this report.”

Addressing the core purpose of the SAI, to review safeguarding practice at
the hospital, Mr Pengelly con rmed that, in addition to closely scrutinising
the actions now required by the Trust to address the ndings of the report,
the Department is actively considering a proposal to introduce adult
safeguarding legislation in Northern Ireland. He said: “Any new legislative
proposals will have to take account of lessons learned in other
jurisdictions, and would be subject to a full public consultation and
ministerial approval.”

Mr Pengelly expressed his thanks to the families for taking the time to
meet with him, and for sharing their concerns and issues. He also thanked
the SAI independent panel for their work.

He added: “I remain very concerned about the HSC system’s current
structures and attitudes regarding concerns and complaints from service
users and their families. All too often, it seems the onus is on citizens to
persuade the system that something is wrong.

“While important work is already underway on establishing advocacy rights
and arrangements that empower citizens, | will want to pay close attention
that this has the desired impact.

“In the interim, the Patient Client Council has been tasked with enhancing
its complaints helpline for patients, families and other service users.”

Finally, Mr Pengelly stated that it was his intention to have regular meetings
with the families to keep them updated on developments and to listen to
any new concerns that they may have.

Notes to editors:

1. For media enquiries please contact the Department of Health Press
O ce team on 028 9052 0575 or email presso ce@health-ni.gov.uk ¢

mailio:presso ce@health-niaov.uk). FOF OUt Of hours please contact the Duty Press
O cer on 028 9037 8110 and your call will be returned.

2. FO"OW uson TW|tter https://twitter.com/healthdpt
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Latest news

- Tr|bute '[O fOI‘mer NIFRS Chair(/news/tribute-former»nifrs»chair)
10 June 2024

- Publication of FPS General Medical Services for Northern Ireland, Annual Statistics 2023/24

(/news/publication-fps-general-medical-services-northern-ireland-annual-statistics-202324)

06 June 2024

- B@get documents DUb“Shed (/news/budget-documents-published)
06 June 2024

- Update on C|Osure Of MUCkamOI’e Abbev HOSD|taI (/news/update-closure-muckamore-abbey-hospital)
05 June 2024

More News ... (news)
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HSC SUMMIT ON MUCKAMORE SAI REPORT
30" January 2019- Castle Buildings
In attendance:
Richard Pengelly — Permanent Secretary DoH
Sean Holland — Chief Social Worker DoH
Dr Michael McBride — Chief Medical Officer DoH
Rodney Morton — Deputy Chief Nursing Officer DoH
Jerome Dawson — Director of MHDOP DoH
David Gordon — Director of Communications DoH

Alison McCaffrey — LDU (Note taker) DoH

Dr Lourda Geoghegan — Director of Improvement and Medical Director RQIA
Marie Roulston — Director of Social Care and Children HSCB

Paul Cummings — Director of Finance HSCB

Tony Stevens — CE NHSCT

Shane Devlin — CE SHSCT

Hugh McCaughey — CE SEHSCT

Martin Dillon — CE BHSCT

Anne Kilgallen — CE WHSCT (by phone)

Introductions/Expectations

1  After a round of introductions, Richard thanked everyone for attending at
relatively short notice and opened the meeting by referring to the key
commitment in his statement of 17" December that, within a year, no one should
call Muckamore their home where there are better alternative options for their
care. He emphasised that, while this must be the system’s guiding principle going
forward, he does not underestimate the scale and complexity of the challenges
involved.

2. Adiscussion followed around the progress that had already been made in terms

of the resettlement of hundreds of learning disability patients, and the complex
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needs of the remaining population to be resettled that may require the
deployment of new solutions/models, and significant resources.

Richard acknowledged these points, but made clear that the initial task for the
system was to set out how we plan to deliver on the commitments and the
recommendations in the report. He then set out his expectations in relation to the

Action Plan.

Action Plan

4.

Richard stated that it is his intention that the Action Plan will be the roadmap for
change in the same way as Delivering Together has been for the wider HSC
system. Funding implications will be for Ministers to consider in due course, and
decisions would necessarily take into account the potential release of resources
from different parts of the system as we change how care is provided to this
group in the future.

At this point in the discussion, Richard also stressed that he was not concerned
with symbolic or token gestures being mooted around, for example, the closure
of Muckamore, and that the focus should be on moving forward on the basis of
evidence-based and co-produced options for the future.

Rodney Morton referred to the work being led by the HSCB to review the
provision of acute care in hospital and community settings for people with
learning disability. Sean Holland also noted the need to complete on the
aspirations in the Bamford Review around this, and to revisit current business
cases to ensure appropriate provision is made for the future based on the

outcomes of the current review.

Governance arrangements

7.

The discussion moved on to governance arrangements. Marie Roulston made
reference to the recently established structures around the transformation project
to develop a new learning disability service model as a potential vehicle through
which to drive and monitor progress. Michael McBride enquired about the current
status of the Bamford cross-departmental group, and the need for something

similar going forward.
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Concluding this part of the discussion, Richard asked for all efforts to be
concentrated on the development of the Action Plan at this stage. Once agreed,

decisions could follow on the appropriate governance arrangements.

Cultural Issues

9

10.

14.

Richard also took the opportunity to raise concerns about the wider cultural
issues exposed by the report, and the need to learn lessons and ensure that they
are also addressed in the Action Plan. He mentioned a recent whistle-blowing
letter relating to another unit that has recently been drawn to his attention.
There was general consensus around the table that addressing these issues
would perhaps be the most challenging aspect of the work that lies ahead, but it
was also acknowledged that there is already work ongoing in other areas of the
Department in response to the Hyponatraemia Inquiry for example that would be
relevant and these should be cross-referenced in the Action Plan. Sean Holland
also emphasised the relevance of the Mental Capacity Act (enacted in 2016 but
not yet commenced) given that it contains a range of new legislative safeguards
that if implemented would help address many of the cultural issues highlighted
in the report.

At this point, Sean Holland also updated the group on recent developments
relating to the police investigation, including the searches of eight properties that
took place earlier that day, and the expectation that further incidents will emerge
from the ongoing viewing of the CCTV footage.

In light of this, Richard emphasised the need for clear and consistent messaging
that conveys the unacceptable nature of what has happened and ongoing HSC
support to those carrying out the police investigation, but also provides the
necessary assurances to the public and crucially the families of those affected
that current services are safe and action is being taken to ensure meaningful
change in the future.

Appropriate support for those working in this field and dedicated to providing high
guality and safe services was also emphasised by a number of attendees.

Paul Cummings raised the need for assurances also to be sought in relation to
services currently being provided by the independent sector, and implications for
this sector more widely. Lourda Geoghegan advised that the role of the
independent sector was discussed at a meeting between the RQIA and the
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BHSCT this week. Current challenges were also noted around the cost of current
packages in the community, and the dynamic nature of the situation on the
ground was highlighted by Tony Stevens who referred to the difficult reality of
managing “placement breakdowns” in the community often leading to hospital
admissions, and a growing numbers of delayed discharges.

Way forward

15.

Richard acknowledged the complexity of the issues involved, and the need in the
first instance for everything to be captured in the Action Plan before we begin to
find solutions. As a starting point, Richard asked for a first cut of the Action Plan
to be drawn up and submitted to Jerome early next week. This should start with
the recommendations in the SAI report and his commitments, and be circulated
to the group to ensure that all of the pertinent issues have been captured. Once
this has been done, roles and responsibilities will be allocated; timeframes set in

which to find solutions; and appropriate governance arrangements put inplace.

Engagement with families. MLAS, charities

16.

17.

Martin Dillon outlined the extensive work carried out with families by the BHSCT
to build relationships during the course of the resettlement process and more
recently to emphasise their key role in making plans for any future models of
care. Marie Roulston echoed this, and the need to think further about co-design
arrangements and supports in this particular context. The important role of
charities was also noted.

Richard reiterated the importance of keeping the families informed, and in line
with the commitment he had given when they met in December, he asked for a
further meeting to be arranged, as well as a letter to issue to them referring to
today’s meeting and his commissioning of further work on the Action Plan which
he would brief them on at the meeting.

Sean Holland advised that he and Charlotte McArdle are to meet Colm Gildernew
MLA (SF) in February. Discussions had also taken place with Gavin Robinson
MP (DUP). Martin Dillon indicated that a briefing for MLAs was planned for

February also.

Alison McCaffrey — Learning Disability Unit, DoH
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From: Valerie McConnell

To: McCaffrey, Alison

Subject: Action Plan for Muckamore

Date: 13 February 2019 12:07:33
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“This email is covered by the disclaimer found at the end of the message.”

Alison — would you cast your eye over this to see if it's more in line with what the Perm
Sec requires. | have taken your list more of less verbatim, but tried to theme them
together a bit more coherently.

Number of actions that are for BHSCT only so I'm about to send it out to them as well.
Valerie

Valerie McConneldl

Programme Manager MH & LD

HSC Board

442895 363363

Personal Sec: Dorothy Taggart 442895 362576 (Mon — Wed am) / Sonya Robinson 442895
362809 (Wed pm - Friday)

valerie.mcconnell@hscni.net
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“The information contained in this email and any attachments is confidential and intended solely for the attention and use of the named
addressee(s). No confidentiality or privilege is waived or lost by any mistransmission. If you are not the intended recipient of this email,
please inform the sender by return email and destroy all copies. Any views or opinions presented are solely those of the author and do not
necessarily represent the views of HSCNI. The content of emails sent and received via the HSC network may be monitored for the
purposes of ensuring compliance with HSC policies and procedures. While HSCNI takes precautions in scanning outgoing emails for
computer viruses, no responsibility will be accepted by HSCNI in the event that the email is infected by a computer virus. Recipients are
therefore encouraged to take their own precautions in relation to virus scanning. All emails held by HSCNI may be subject to public
disclosure under the Freedom of Information Act 2000.”
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ACTION PLAN TO DELIVER THE RECOMMENDATIONS OF WINHIITo co — & TWAw-or 2 qUARDINGD WUCKAMORE ABBEY HOSPITAL” (MONTH 2018)

Exh

OBJECTIVE

RECOMMENDATION/COMMITMENT

SOURCE

ACTION

RESPONSIBILITY

LEAD OFFICERS

TIMESCALE

Develop a regionally
agreed Learning
Disability Service Model
for Northern Ireland

Develop “an updated strategic framework for Northern
Ireland’s citizens with learning disability and neuro
developmental challenges which is co-produced with
self-advocates with different kinds of support needs and
their families.”

SAl Review Team

Constitute an Project Board
comprised of HSC Directors
across HSCB, PHA, HSC Trusts and
DoH to oversee the LDSM
Project, and a Steering Group of
HSC Assistant Directors and
Bamford Monitoring Group
Representatives to operationally
manage to project

HSCB/PHA

Marie Roulston,
HSCB; Mary Hinds,
PHA

Present a proposal for a new
regional service model for
Learning Disability for DoH
approval and formal consultation
as required

LSDM Project Board

Marie Roulston,
HSCB; Mary Hinds,
PHA; Marie Heaney;
BHSCT; Bria Mongan,
SEHSCT; Oscar
Donnelly, NHSCT;
Karen O'Brien,
WHSCT; Barney
McNeany, SHSCT;
Jerome Dawson, DoH

By 31/03/19

The transformation required in learning disability
services must be values driven and well led. The three
main stakeholders — people with learning disabilities,
their families and advocates; the Learning Disability
service providers in NI and commissioners should work
as equal partners so that the service can be transformed
— perhaps as an accountable group.

BHSCT Senior
Managers; DoH

* Engage TILLI to develop peer
advocate groups to participate in
co-production of LDSM

¢ Invite Bamford Monitoring
Group to nominate Care
representative to the Project
Steering Group

HSCB/PHA

LDSM Steering Group
(HSCT ADs Learning
Disability / HSCB
Program Manager
MH & LD / PHA AD
Nursing MH & LD /
HSCB Commissioning
Lead MH & LD /
Carers
Representative
Bamford Monitoring
Group / LD Policy
Lead DoH)
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OBJECTIVE

RECOMMENDATION/COMMITMENT I ” \

ISHURC'E S

TNhcion97 -

33

)RESPONSIBILITY

LEAD OFFICERS |TIMESCALE

Ensure that the values
of Equal Lives and the
objectives of
community integration
as outlined in the
Bamford vision are
supported by the
regional LDSM.
Bamford Vision

Exh

Provide “evidence of a renewed commitment (i) to SAl Review Team Conene workshop with senior LDSM Steering Group Valerie McConnell.
enabling people with learning disabilities to have full HSC Trust staff to review work HSCB; Briege Quinn,
lives in their families and communities and (ii) to already underway through the PHA; Lorna Conn
services which understand that ordinary lives require Bamford project and LD Service HSCB; Mariead
extraordinary supports — which will change over the life Framework, re-energizing and Mitchell, BHSCT;
course”. redirecting where necessary. Alyson Dunn, NHSCT;
Rosaleen Harkin,
WHSCT; Margaret
O'Kane, SEHSCT;
Miceal Crilly, SHSCT,
Brian S, Bamford
Monitoring Group,
Alison McCaffery,
DoH
Trusts should begin to build “all age care pathways” DoH Identify work streams to review |LDSM Steering Group 22/02/2019
which bring together children’s and adult services, and modernise services for
hospital and community services and health and social people with a learning disability
care and education services. across the life span in line with
the Bamford vision of “ordinary
lives” supported within
communities. To Include:
Support for families: Health and
wellbeing, including mental
health: Meaningful day: A Place
to live in the community:
Promote safety and autonomy
People with learning disabilities and their families are Families Consult and communicate with  [LDSM Project Managers

acknowledged to have a critical and ongoing role in
designing individualised support services for their
relatives.

people that use services and
their families throughout the
LDSM development process

Trusts and Commissioners must be knowledgeable
about the “user experience” and that of their families.

BHSCT Senior
Managers

HSC Trusts to identify in-house
service user and carer groups to
become part of the service user
and carer network to ensure
participation at all levels of the
project

LDSM Project Managers

Trusts and Commissioners should set out the steps
required in the Department of Health’s post Bamford
plan: in the short and medium term.

BHSCT Senior
Managers

BHSCT to clarify requirement

Page 2
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JRESPONSIBILITY

LEAD OFFICERS |TIMESCALE

Urgently review the
service model for
delivering assessment
and treatment to
people with a learning
disability experiencing
mental health
problems, and
modernise in line with
best practice and
Bamford principles

The transition to community-based services requires
the contraction and closure of the Hospital and must be
accompanied by the development of local services. The
Review Team suggests that elements of the latter
include purposefully addressing the obstacle cited by so
many, that is, “there are no community services”. A life
course vision of “age independent pathways,”
participative planning, and training for service
development, for example, remains to be described.
Elements of the contraction and closure include
individual patient relocation, staff consultation and
participation, and maintaining quality and morale.

SAl Review Team

Review of assessment and
treatment to be prioritised as an
accelerated work stream of the
LDSM project.

LDSM Steering Group

Enhance Out of hours services using strengthened
community learning disability and mental health teams
as well as the hospital team to support families and
service providers for all age groups.

BHSCT Staff

Develop Terms of Reference for
the Expert Panel

PHA & HSCB Project Leads

Briege Quinn, PHA &
Lorna Conn, HSCB

Time limited and timely Assessment and Treatment
become the norm.

BHSCT Senior
Managers

Appoint and expert panel to
review demand, current service
models across NI, and scope
national and international best
practice to make
recommendations to the LDSM
Project Board

PHA & HSCB Project Leads

Briege Quinn, PHA &
Lorna Conn, HSCB

The default “Friday afternoon and weekend admissions”
to Muckamore Abbey Hospital have to stop.

BHSCT Senior
Managers

Arrange Best Practice Visit to
innovative service model in
Gloucester

PHA & HSCB Project Leads

Briege Quinn, PHA &
Lorna Conn, HSCB

The flow of admissions — especially readmissions — into
the hospitals should be restricted to halt the “revolving
door” phenomenon. The hospital is being used
inappropriately to respond to a wide range of situations
which would need to be managed locally if community
services are to begin designing services around
individuals.

BHSCT Senior
Managers

Expert Panel to present findings
to LSDM Steering Group

Expert Panel

Dr Mary McCarron
(Chair); Mary Bell,
Carer Expert by
Experience;

Exh

01/06/2019

Develop the range and
volume of stable and
secure options for
people with a learning
disability to live in their
communities

Long term partnerships with visionary housing
associations, including those with experience of
developing shared ownership, for example, is crucial to
closing and locking the “revolving door” which enables
existing community services to refuse continued
support to former patients in group living, residential
care or nursing home settings. If a young person or
adult has their own home or settled tenancy, there is no
guestion about where their destination will be if they
have required Assessment and Treatment.

SAl Review Team

Approach Department for
Communities and NIHE to revue

engagement of the social housing

sector to plan for the current
unmet need for housing and plan
for future need.

DoH & HSCB DfC/NIHE

New approaches to enhance housing capacity need to
be accelerated to deal with ever increasing demand.

DoH

Page 3
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OBJECTIVE RECOMMENDATION/COMMITMENT VARBuree ITNhctiond97 - 33mdseonsiiumy LEAD OFFICERS |TIMESCALE =7
5 Reform of Muckamore |Hospital staff at all levels must invest in repairing and Families BHSCT - to complete BHSCT Short Term
Abbey Hospital to establishing relationships and trust with patients and
ensure the safety and |with their relatives as partners.
well being of current
inpatients
There is an urgent need to (i) invest in valued activities |Families BHSCT - to complete
for all patients and (ii) to challenge the custom and
practice concerning the improper and excessive use
seclusion at the Hospital.
Families and advocates should be allowed open access [Families BHSCT - to complete
to wards and living areas.
The use of seclusion ceases. Families BHSCT - to complete
Monitoring and reporting of all restrictive practice — the |DoH BHSCT - to complete
use prn medication, physical restraint and seclusion
must be strengthened.
Families are advised of lawful practices the hospital may [Families BHSCT - to complete
undertake with (i) voluntary patients and (ii) detained
patients.
Families are given detailed information, perhaps in the [Families BHSCT - to complete
form of a booklet, about the process of making a
complaint on behalf of their relatives.
Families receive regular progress updates about what  [Families BHSCT - to complete
happening as a result of the review.
The purpose of all our services is clear. BHSCT Senior BHSCT - to complete
Managers
The professional development of all front-line staff DoH BHSCT - to complete BHSCT
must be prioritised using educational approaches based
Review Muckamore on providing better care rather than on formal course-
Abbey Hospital staff SEELICT T E — - -
6 . An enhanced role for specialist nursing staff is set out. |Staff BHSCT - to complete
competence and skill
mix All Trusts should invest in people-skills and be cautious |BHSCT Senior BHSCT - to complete
about focusing solely on learning disability nursing. Managers
The perception that people with learning disabilities are [Families BHSCT - to complete BHSCT
unreliable witnesses has to change.
Improve the robustness
of Adult Safeguarding [Responses to safeguarding incidents and allegations are |Staff BHSCT - to complete
7 arrangements at proportionate and timely.
Muckamore Abbey Safeguarding documentation is substantially revised. Staff Review Adult Safeguarding NIASP Donal Diffin Commenced?
Hospital Documentation
The Hospital’s CCTV recordings are retained for at least [Families BHSCT - to complete
12 months.
8 Clarify commissioning |Commissioners specify what “collective commissioning” |Senior Managers HSCB to draft a letter to BHSCT |HSCB Marie Roulston 22/02/2019
arrangements means. outlining the current position and
status of commissioning for HSC
Services
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Muckamore to return |Resettlement, by the end of 2019, of those patients DoH HSCB to establish a Senior Muckamore Resettlement Board | Muckamore By December 2019

to being a hospital
providing acute care

who have been living at Muckamore on a long-term
basis despite not requiring in-patient hospital care.

Management Forum to oversee
the work of the Muckamore
Resettlement Group.

Director of Social Care &
Children’s, HSCB /

Director of Performance
Management, HSCB /

Director of Finance, HSCB /
Director of Adult Services BHSCT
/
Director of Mental Health,
Learning Disability & Prison
Health, SEHSCT /

Director of Mental Health &
Learning Disability, NHSCT /
Director of MH Policy Unit, DoH

Resettlement Team
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From: Jackie Mcllroy A f
Deputy Chief Social Work Officer epartment o

Office Social Services Hea.lth

An Roinn Slainte

Ménnystrie O Poustie

www.health-ni.gov.uk

By e-mail Castle Buildings
Stormont Estate
Belfast

Ms Marie Heaney Northern Ireland
BT4 3SQ

Director of Adult, Social and Primary Care Services
Tel: 028 9052 0704

Belfast Trust Headquarters
Email: jackie.mcilroy@health-ni.qgov.uk

A Floor, Belfast City Hospital

Lisburn Road Our Ref:
BELFAST Date: 22 February 2019
BT9 7AB

Dear Marie

PUBLIC INTEREST DISCLOSURE
Thank you for the Trust’'s update report of 20th February 2019.

The report has raised some concerns about the current protection and safeguarding
arrangements for patients in Muckamore Abbey Hospital (MAH) on which | require urgent
assurance.

| should also advise that the Department has received separately a public interest
disclosure that:

e Trust management made a decision before Christmas to suspend the work of the
DAPO team who were responsible for following up the incidents of concern that
had been identified by the CCTV viewers. It is not clear to the Department whether
the work of the DAPO teams has restarted.

e Serious incidents of concern involving MAH staff members had been viewed on
CCTV but that no further action had been taken in relation to them as yet, raising
concerns that appropriate action to protect patients may not have taken in respect
of staff who may still be working directly with patients.

e A very significant backlog of safeguarding referrals arising from the CCTV viewing
had built up and

e Concerns about the ability of the DAPO team to cope with the safeguarding
workload arising from the CCTV viewing had been raised repeatedly with Trust
management, but that no additional capacity had been provided.

; F #" ™4 INVESTORS
Working for a Healthier People & N PeoPLE
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The information provided in your report of the 20th February appears to corroborate
some of this information. The report does seem to suggest that there are 158 reports of
concern notified by the CCTV viewers that, apart from an initial triaging, have not been
processed any further. Of those, 95 have been categorised as either urgent or Category
A. It is the Department’s understanding that until the DAPO team starts to process a
referral from the CCTV viewers, no further action is taken to identify the staff and patients
involved in the incident, no protection plan is put in place, the PSNI are not informed and
staff and patients are not informed. Can you clarify urgently the actions that the Trust has
taken in respect of the 158 reports of concern?

| note that your report states that only two DAPOs are involved in the process and that
attempts to recruit other staff have been unsuccessful. This would appear to corroborate
the information received by the Department that the Trust has not been able to put in
place sufficient staff to respond to the safeguarding referrals in a timely fashion.

The Trust report also references members of staff who had been “bystanders” continuing
to work with patients, but with enhanced supervision arrangements. It was my
understanding that at least some “bystanders” had been suspended and | seek
clarification on the approach taken by the Trust in relation to those who are believed to
have witnessed incidents of concern but did not take any action.

| require an urgent response to this letter which addresses the concerns raised by the
public interest disclosure and fully explains the current situation regarding the protection
of patients from staff who have been identified as being involved in incidents of concern
on CCTV.

The Department has other queries in respect of the latest report which we will address
with you separately.

Yours sincerely

R

Jackie Mcllroy
Deputy Chief Social Work Officer

Tel: 028 90 520704
Email: jackie.mcilroy@health-ni.gov.uk

Copied to:
Marie Roulston, Director of Children and Adult Social Care (HSCB)

Working for a Healthier People
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MUCKAMORE ABBEY HOSPITAL — BHSCT MONTHLY UPDATE MEETING

DoH Attendees:
Jerome Dawson
Rodney Morton
Siobhan Rogan
Alison McCaffrey
Darren McCaw

Apologies:
Marie Roulston (HSCB)

KEY ACTION POINTS
10 APRIL 2019

BHSCT Attendees:

Marie Heaney

HSCB Attendees:
Valerie McConnell

Brenda Creaney (BHSCT)

Subject

Update

Person
Responsible

Introduction

Jerome welcomed everyone to the first
monthly update meeting of the group
and commenced a round of
introductions.

Rodney introduced Siobhan Rogan,
who has recently joined the
Department and will be leading on the
LD Nursing Review.

RQIA Inspection -

Jerome advised that a further letter

follow from the Department had been drafted | J Dawson
up/update/additional | following a meeting between Richard
support and the RQIA, but is still under
requirements consideration. Jerome also advised

that a response to BHSCT would issue

once the Department had responded

to the RQIA. AP1

Next MLA briefing due in May. It was

noted that this may be affected by

elections/purdabh.
Governance To inform future advice to Richard on
Arrangements options for further scrutiny, it was J Dawson

agreed that earlier
correspondence/commitments  would
be reviewed — in particular leadership
and governance was highlighted as an
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outstanding issue during discussion.
Jerome also indicated that he intended
to discuss with PSNI. AP2

Staffing Issues

Marie clarified recent Early Alert
updates regarding further
precautionary suspensions arising
from CCTV viewing of Sixmile (one
due to retire, others on sick leave bar
one on mental health training who is
now on enhanced supervision in
Mater). She also advised that staffing
remains a very difficult  risk
management task. Monthly written
reports from BHSCT to continue. AP3

M Heaney —to
submit written
report prior to
monthly
meetings

PSNI Investigation

Marie advised that BHSCT is in the
process of appointing a Project
Manager to coordinate requests from
PSNI relating to current and historical
allegations, and  continues to
cooperate fully with the PSNI
investigation.

CCTV Viewing Marie provided an update on CCTV
viewing advising:

e Less than 50% of the footage
for Sixmile has currently been
viewed; and

e Contemporaneous viewing of
footage continues each week.

Disciplinary Marie provided an update advising:

Processes (Trust
and Professional
Bodies)

e Material on all those on
suspension have been referred
to PSNI;

e BHSCT keen to progress
disciplinary processes for those
who were bystanders, however
PSNI  consider them as
potential withesses and do not
want BHSCT to progress until
they complete their
investigations; and

e BHSCT are taking legal advice
on potential options to proceed.
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Engagement
Families

with

Marie advised that:

e BHSCT have appointed a
Band 8A Trust liaison officer to
support affected families who
will work closely with the PSNI
liaison officer.

e A Carers consultant has also
been appointed to work with all
families (75 invited to recent
meeting) to develop a new
model of advocacy in
Muckamore;

e A Carers Oversight
Committee, comprising 8
carers, was established 2
weeks ago and receive weekly
governance reports; and

e All affected families have been
offered access to
psychological/counselling
support services.

Alison referred to recent discussions
with  Counsel during which he
emphasised the critical importance of
support for/engagement with families
and patients at this time, and going
into the future.

The role of PCC was discussed.
BHSCT to follow up with PCC. AP4

Valerie advised that the HSCB have a
regional contract with the Law Centre
(NI) and there was potential to make
use of this as required. AP5

Rodney referred to the Inquiry into
Hyponatraemia Related Deaths
(IHRD) advocacy workstream.

Siobhan referred to recent research
around the impact of trauma on LD
population — seen as a major gap
following Winterbourne. Valerie
mentioned recent discussions with

M Heaney

V McConnell to
circulate details

HSCB
consider
further

to
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colleagues working on the Regional
Trauma Network around this. This was
considered important to reflect in the
Muckamore Action Plan. AP6

Meeting with Gavin | Marie confirmed that a bespoke
Robinson - update | arrangement is to be put in place
and actions arising between the BHSCT families’ liaison
officer and Mr [SSSle The Chair of the
Trust would be writing to Mr M Heaney
with details. BHSCT to share a copy
of the letter to Mr with the
Department. AP7

Any future FOI requests from Mr
B e to be redirected to Marie to
be picked up and actioned directly.

Action Plans Valerie circulated a ‘to do list’ of issues
relating to the current delayed
discharge population, and indicated
that a draft paper was currently with | V McConnell
Marie Roulston for consideration. It
was agreed that this should be
forwarded to the Department, quickly,
to inform advice to Richard. AP8

The potential for additional capital
funding in 2019/20 was raised, and
whether this could be channelled to
the voluntary sector.

Iveagh — follow up Notes of meeting to discuss RQIA | R Morton
letter to be checked to ensure all
relevant actions were captured, and
updates to be provided to Department | HSCB/BHSCT
as soon as possible to inform
response to RQIA. AP9

Marie advised that the mindset that
people automatically move from
Iveagh to Muckamore once they turn
18 needs to be addressed.

AOB Valerie advised that, further to recent
discussions with Trust ADs, she had
advised them that there was no more
time available for workshops on the LD
acute care and treatment review and
that this work needed to proceed in
order to meet the timetable set for
completion.
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Jerome provided an update on recent
meetings with Mrs Blake, and referred
to the draft ToRs for SAl Level 3
investigation sent recently by Richard
Dixon (Mrs Blake’s advocate). Marie
to consider the detail and respond to
Rodney, copied to Jerome. AP10

M Heaney

Date of Next Meeting

The next meeting will take place on 8
May 2019 in Marie Heaney’s office,
BHSCT.




MAHI - STM - 297 - 362

Exhibit 38

MUCKAMORE ABBEY HOSPITAL — BHSCT MONTHLY UPDATE MEETING
TABLE OF ACTION POINTS

AP
No.

Meeting
Date

Action

Person
Responsible

Comments

AP1

10/04/19

A response to issue to
BHSCT once the
Department had responded
to the RQIA.

J Dawson

AP2

10/04/19

Discussion with PSNI to help
inform detail on future
options for scrutiny.

J Dawson

AP3

10/04/19

Monthly written reports from
BHSCT to be received in
advance of update meeting.

M Heaney

AP4

10/04/19

BHSCT to engage with PCC
re role of PCC.

M Heaney

AP5

10/04/19

Detail of HSCB contract with
Law Centre (NI) to be
circulated.

V McConnell

Complete. Received
10/04/19

APG6

10/04/19

Consideration re detail on
Regional Trauma Network to
be reflected in Muckamore
Action Plan.

HSCB

AP7

10/04/19

BHSCT to share copy of
letter to Mr [SSSRES with the
Department.

M Heaney

APS8

10/04/19

Draft paper re delayed
discharge ‘to do list’ to be
shared with Department
asap.

V McConnell

Complete. Received
10/04/19

AP9

10/04/19

Note of meeting to discuss
RQIA letter to be checked for
completeness and updates
to be provided to the
Department asap.

R Morton

HSCB/BHSCT

AP10

10/04/19

BHSCT to consider detail re
SAl Level 3 investigation
recently provided by PCC
advocate and respond to the
Department.

M Heaney
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Social Care Trust
caring supporting improving together

15 April 2019

Private & Confidential

(Address of Father of P96

Father of P96

Dear Mr
RE: ACTIONS AGREED AT MEETING ON 5 APRIL 2019

Thank you for meeting with representatives of the Trust and Sean Holland in Gavin
Robinson’s office on Friday 5 April 2019.

At the conclusion of the meeting | agreed to send through to you and Gavin a list of
the actions agreed at the meeting.

1. Seclusion N
(a) A copy of the old and new seclusion policies should be sent to Mr
as soon as possible.

(b) Details of gl] the times when | P96 JWEe subject to seclusion would be
sent to Mr | setting out the duration of the seclusion incident and
who had approved its use, subject to the caveat that the incident wasn't
under specific investigation by the PSNI, and if it was, that their consent

would be sought for the release of the information.

2. Marie Heaney will arrange for Mr to view the CCTV footage of W’s
transfer from PICU to Cranfield 2 on 21 December 2018 at an early date in
Muckamore.

3. Marie Heaney will provide to Mr a copy of the minutes of any notes
which exist recording the discussion at Mr [jjiiiifi's meeting with Barry Mills

and Catherine Close on 25 August 2017, which exist on the PARIS system or

Aaron’s personal file.

4. Marie Heaney will convene an early meeting with Mr [SRSSES the Trust and the
PSNI to discuss how details of the ill treatment suffered by B4l can be
provided to him in a way that doesn’t compromise the police investigation or

disciplinary proceedings.

| hope that you believe this covers the actions which were agreed at the meeting but
if there is any matter not covered by the above, please let me know.

Belfast Health and Social Care Trust, Trust Headquarters, Administration Floor, Belfast City Hospital,
Lisburn Road, BELFAST, BTS 7AB Tel: 02895040100 Web: www.belfasttrust.hscni.net

Chief Executive

Mr Peter McNaney, CBE

Chairman
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Marie Heaney has now been released from her other responsibilities to focus on
Muckamore full time and is available to answer any queries you might have going
forward which hopefully will avoid the need for you to reply on FOI's.

May | once again apologise on behalf of the Trust, for any frustration or distress
caused to you by the Trusts’ previous replies to your requests for information which
you found unsatisfactory.

Finally, | know Marie hopes tc meet with you to discuss arrangements going forward
which will enable all your legitimate requests for information to be met promptly.

Yours sincerely

e 1)
Mm Dillon) L%

Chief Executive

Copy Mr Gavin Robinson, MP
Mr Sean Holland, Department of Health
Mr Peter McNaney, Chairman
Mrs Marie Heaney, Director of Adult Social and Primary Care

Belfast Health and Social Care Trust, Trust Headquarters, Administration Floor, Belfast City Hospital,
Lisburn Road, BELFAST, BT9 7AB Tel: 02895040100 Web: www.belfasttrust.hscni.net
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From the Deputy Secretary, Social Services Policy Group/
Chief Social Work Officer Department of

Seéan Holland Hea]_th

An Roinn Slainte

Mannystrie O Poustie

www.health-ni.gov.uk

Via email Castle Buildings
Stormont Estate

Belfast

Mrs Valerie Watts Northern Ireland

Chief Executive BT4 3SQ

Health & Social Care Board

12-22 Linenhall Street Tel: 028 9052 0561
BELFAST

Email: sean.holland@health-ni.gov.uk

Our Ref: SH181

Date: 17 May 2019
Dear Valerie

MUCKAMORE ABBEY HOSPITAL

As you know, RQIA undertook a further unannounced inspection of Muckamore
Abbey Hospital (MAH) during 15 — 17 April. The RQIA then outlined their findings in
a letter to the Department with issued on 30 April, setting out a range of continuing
concerns, chiefly around staffing.

BHSCT have provided the Department with assurances as to the strenuous efforts
being made to stabilise the position at MAH. At a meeting on held in DoH on

14 May, BHSCT was able to relay these assurances directly to RQIA. While at that
meeting there was consensus that MAH was providing safe care in the immediate
term, RQIA remained concerned about the pressures facing staff due to the working
environment and surrounding context. Concerns that persisted despite the
assurances on staffing numbers.

We must, therefore, give serious consideration to the possibility that, in the medium
to long term, it may simply not be possible to sustain safe, effective and human
rights compliant services at MAH.

In parallel, BHSCT has reported that further suspensions at MAH may be necessary
as the criminal investigation progresses. Clearly, any additional suspensions of staff
at MAH would reduce the Trust’s capacity to continue to provide services and,
beyond a certain point, would require services to cease for reasons of safety.

| understand that the Trust has begun work on contingency planning for this
possibility and | am writing now to ask you to support this as a matter of urgency.

More generally, | appreciate the many competing pressures faced by HSCB and the
strain this has placed on staff members. However, you will understand that, in view
of the issues which have emerged from MAH, this must now be a priority for the
HSC. | am therefore formally requesting that you identify a member of staff who can
be dedicated full time to working with the Trusts on MAH.
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In the first instance, the priority will be on stabilisation of the current position and
contingency planning, however the ultimate aim remains the resettlement of
residents in line with commitment of the Permanent Secretary and the deployment of
a new model of care which address the issues identified in the MAH SAI.

As ever, happy to discuss.

Yours sincerely

- / / -
) S D Clobte Ml

SEAN HOLLAND | CHARLOTTE McARDLE
Chief Social Work Officer Chief Nursing Officer
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From the Deputy Secretary, Social Services Policy Group/
Chief Social Work Officer Department of

Sean Holland Hea_lth

An Roinn Slainte

Méannystrie O Poustie

www.health-ni.gov.uk

Via email Castle Buildings

Stormont Estate
. Belfast

Mr$ Valerie Watts Northern Ireland

Chief Executive HSCB & PHA BT4 3SQ

12-22 Linenhall Street

Belfast Tel: 028 9052 0561
Email: sean.holland@health-ni.gov.uk
Our Ref: SH194
Date: 5 July 2019

Dear Valerie

Muckamore Abbey Hospital — Leadership and Governance Review

As you will be aware, one of the key objectives of the independent Level 3 SAI review
of Muckamore was to critically examine the effectiveness of the Trust’'s leadership,
management and governance arrangements in relation to the hospital for the five year
period preceding the allegations that came to light in late August 2017. This was
included in the Terms of Reference for the review on foot of discussions with the
Department.

Following careful consideration of the final report, the Belfast Trust took the view
earlier this year that further analysis of these arrangements was needed, and took
steps to initiate a more in-depth review. To inform their approach, the Trust spoke to
an external consultant, who we understand subsequently advised that it would be
inappropriate for the Trust to commission such a review.

We would fully concur with this, and now write to formally ask you, as the
commissioning body and overseer of the SAI process, to consider how this important
aspect of our collective HSC response to what happened at Muckamore should be
progressed.

We would view this as a matter for urgent attention, and request a response by 24 July
2019 with costed options and draft Terms of Reference for agreement with the
Department.

Yours sincerely

)

lI P ll| I,. .rr.. i_{x
L0 IALLy / =
=1 by
SEAN HOLLAND RODNEY MORTON

Chief Social Work Officer Deputy Chief Nursing Officer
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Copy distribution list
Charlotte McArdle, DoH
Mark Lee, DoH
Marie Roulston, HSCB
Mary Hinds, HSCB
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Trust Reference: | BHSCT/EA/21/057

Heather Finlay

Initial call made to: (Deputy CNO)

(DoH) on 19/03/2021 (DATE)

Follow-up Proforma for Early Alert Communication:
Details of Person making Notification:

Name: Brenda Creaney Organisation: BHSCT
... | Director of Nursing, User
Position: Experience and AHPs Number RO1

Criteria (from para 1.3) under which event is being notified (tick as appropriate)

1. urgent regional action X
. contacting patients/clients about possible harm
. press release about harm

. regional media interest X
. police involvement in investigation

. events involving children

7. suspension of staff or breach of statutory duty

OO h~lWN

Brief summary of event being communicated: *if this relates to a child please specify DOB,
legal status, placement address if in RCC. If there have been previous events reported of a similar nature please
state dates and reference number. In the event of the death or serious injury to a child — Looked After or on CPR
— please confirm report has been forwarded to Chair of Regional CPC.

A letter has been received, via email, by the team in Muckamore Abbey Hospital
(MAH) and the Chief Executive expressing “extreme concern” about the staffing
levels in Erne Ward, by a family member of a patient who is being cared for there.
This person is also a member of MDAG and has raised concerns with the manage-
ment team, who have facilitated a number of meetings to address their concerns.
A further meeting is scheduled for this afternoon to progress matters with this fam-
ily.

The Trust, who report the staffing position in MAH to DOH weekly, are satisfied
nurse staffing is currently safe, however we remain reliant on a large percentage of
agency staff, which is an ongoing risk in respect of the stability of the staffing situa-
tion.

RQIA have been made aware of this correspondence.

There are currently 42 patients being cared for on the MAH site, 8 of whom are in
Erne Ward.

| append the current staffing to this Early alert.

The professional officers will also contact their departmental counterparts to up-
date them accordingly.

Appropriate contact within the organisation should further detail be required:

Name of appropriate contact: Gillian Traub

Contact details:

Telephone (work or home): RO1
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Mobile (work or home) As above

Email address (work or home) | qillian.traub@belfasttrust.hscni.net

Forward pro forma to Corporate Governance Dept via BHSCT Early Alerts Inbox:
EarlyAlertNotificationMedDir@belfasttrust.hscni.net

FOR COMPLETION BY DHSSPS:

Early Alert
Communication
Received by:

Office:

Forwarded for
consideration and
appropriate action to:

Date:

Detail of follow-up
action (of applicable)
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Department for

Social

»" Development

ACTION PLAN FOR THE IMPLEMENTATION OF THE SUPPORTING PEOPLE
REVIEW

MARCH 2016

INTRODUCTION

The Department for Social Development lead a Review of the Supporting People
programme. The final report from this Review was published in November 2015 and
is available at https://www.dsdni.gov.uk/publications/review-supporting-people

The Review made thirteen recommendations. This document is an initial, high-level
action plan on how these recommendations will be implemented. It sets out:
e what the thirteen recommendations are;

e principles for the implementation approach;

e who is responsible for leading on their implementation;

e the key milestones which contribute to their implementation;
¢ the timelines for delivery; and

e the arrangements for monitoring delivery.


https://www.dsdni.gov.uk/publications/review-supporting-people

Milestone Path

MAH - STM - 297 - 372 et 3
Recommendation Q1 16-17 Q2 16-17 Q3 16-17 Q4 16-17 Q117-18 Q217-18 Q317-18 Q4 17-18 2018-19
1 Milestone 1 Milestone 2
Needs assessment Identify data Apply
sources and framework to
develop a conduct
framework for strategic needs
needs assessment assessment
2 Milestone 1 Milestone 2
Extend Floating Review ;mg:ﬁg}se?rtom
Support opportunities to the review of
effectively meet opportunities to
need through effectively meet
floating support need through
floating support
3 Milestone 1 Milestone 2
Outcomes t Establish system Pilot system Evaluate, refine
measuremen and reporting and internal and commence
arrangements for reporting rollout
monitoring arrangements
outcomes
information and
agree indicators
4 Milestone 1 Milestone 2
Decommissioning fRe\:ji_ew existing Draftgolicy and Codnsult, refine
unding procedures and agree
Framework agreement and
procedures
5 Milestone 1 Milestone
i Analysis of 2 Roll out
Seglonal Payment bench marking Establish Consult, refine
ates data for each draft tariff and agree
client group bands based
and service on different
type levels of
need
6 Milestone 1 Milestone 2
Policy Framework Gap analysis of Develop draft Consult Publish new
current policy policy framework policy
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for consultation framework
7 Milestone 1
Roles and Agree new Agree
o) eres capital and Develop DSD/DHSSPS
Responsibilities revenue model | housing MOU for jointly
focused funded schemes
capital
model
8 Milestone 1
Budget ring fence Establish Establish Establish
arrangements arrangements arrangements
16/17 17/18 18/19
9 Milestone 1
Review existing Consult with Agree MOU and | Implement new

Commissioning

structures and

commissioners

commissioning

commissioning

establish new and establish procedures, and structures
structures and roles and commence
approaches responsibilities formal meetings
suitable for each of new
thematic group commissioning
groups
10 Milestone 1
Strategic priorities Develop 1 Refine and Implement
strategic publish in line
priorities with new needs
document assessment
11 Milestone 1
Competitive PiIo'E for 2 Evglluate plilot Review ]Ic?ecommend
. services and consult uture
tendering with providers approaches to
selection
12 Milestone 1
MOU NIHE/RQIA Review and
produce

(information

final draft
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sharing) MOU

13 Milestone 1
Regulation Gap analysis Green paper White paper
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PLAN SUMMARY — DELIVERY OF KEY MILESTONES
The table below sets out, in summary form, the anticipated timelines for completing the delivery of the key milestones identified overleaf as
the stepping stones to full implementation of each of the Review’s thirteen recommendations.

Recommendation Q1 16-17 Q2 16-17 Q3 16-17 Q4 16-17 Q117-18 Q217-18 Q317-18 Q417-18 2018-19

1.Needs assessment Milestone 1 Milestone 2

2. Extend Floating Milestone 1 Milestone 2
Support

3.0utcomes Milestone 1 Milestone 2 Milestone 3
measurement

4.Decommissioning
Framework Milestone 1 Milestone 2 Milestone 3

5. Regional Milestone 1 Milestone 2 Milestone 3
Payment Rates

6 Milestone 1 Milestone 2 Milestone 3
Policy Framework

7 Milestone 1 Milestone 2 Milestone 3
Roles and
Responsibilities

8 Milestone 1 Milestone 2 Milestone 3
Budget ring fence

9 Milestone 1 Milestone 2 Milestone 3
Commissioning

10 Milestone 1 Milestone 2 Milestone 3
Strategy

11. Competitive Milestone 1 Milestone 2 Milestone 3
tendering

12 Milestone 1
MOU NIHE/RQIA

13. Regulation Milestone 1 Milestone 2 Milestone 3
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KEY PRINCIPLES FOR THE APPROACH TO IMPLEMENTATION.

As part of the work in developing the action plan, the Department through the
Implementation Steering Group (ISG) has agreed a number of ‘key principles’ to put
the milestones in the action plan into context. They are as follows:

The *fit for purpose’ principle : this principle is a recognition that given the
scale of the task in hand and the various interdependencies that come into
play, the ISG are not seeking a perfect solution immediately but a solution that
sets SP on a pathway to improvement;

The ‘engagement’ principle: this principle commits the statutory partners to
work collaboratively with each other and with the provider sector throughout
the implementation process;

The ‘best practice’ principle: throughout the implementation process, the ISG
will facilitate the sharing of best practice on key issues to facilitate
implementation of the recommendations.

DETAILED ACTION PLAN WITH MILESTONES AND KEY PRINCIPLES.

This section sets out, in more detail, the following:

the thirteen recommendations from the Review;

the principles for the implementation approach;

the lead responsibility for delivering on each recommendation;

the key links between recommendations and with other programmes or
strategies; and

the key milestones which, once complete, will result in the implementation of
each recommendation.
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Responsibility: Northern Ireland Housing Executive

Linked to Recommendations2, 3, 4,9,10

Key external links — Health and Social Care Board research, NIHE Homelessness
Strategy.

Key milestones:
1. ldentify data sources and develop a framework for needs assessment (Q4 16-
17)
2. Apply framework to conduct strategic needs assessment (Q4 17-18)

Summary Stakeholder views:

New approach to needs assessment is a priority

Work needs to be done collaboratively

Framework needs to be flexible to meet changing demographic trends
New approach needs to be transparent and link to other strategies
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Responsibility: Northern Ireland Housing Executive

Linked to recommendations, 1, 3,4, 9, 10

Key external links: NIHE Evaluation Report on Floating Support Services (North
Harbour?), DHSSPS Transforming Your Care Strategy.

Key milestones:
1. Review opportunities to effectively meet need through floating support (Q4
16-17)
2. Implement findings from the review of opportunities to effectively meet need
through floating support (Q4 17-18)

Summary stakeholder views:

Floating support can be a very effective and flexible kind of support
Particularly effective for certain client groups

Accommodation based services will still be needed

Timeframe for floating support is an issue.

Consider reviewing the two year rule.
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Responsibility: Northern Ireland Housing Executive

Linked to recommendations:1, 4, 9, 11, 12, 13
Key external links: HSCB work on potential outcomes framework.
Key Milestones:
1. Establish system and reporting arrangements for monitoring outcomes
information and agree indicators (Q4 16-17)
2. Pilot system and internal reporting arrangements (Q2 17-18)
3. Evaluate, refine and commence rollout (Q4 17-18)

Summary stakeholder views:

Strong links to new regulation of SP services

Need to collaborate and communicate with provider sector

Service user/beneficiary consultation needs to inform this recommendation
Outcomes should be measured on qualitative as well as quantitative outcomes
Needs to be a ‘challenge’ mechanism for benchmarking decisions.
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Responsibility: Northern Ireland Housing Executive

Linked to Recommendations 1,3,6, 9,10
Key external links: HSCB work on commissioning structures
Key milestones:
1. Review existing funding agreement and procedures (Q3 16-17)
2. Draft policy and procedures (Q4 16-17)
3. Consult, refine, agree and roll out. (Q4 17-18)
Summary stakeholder views:
SP sector agrees need for decommissioning
Must be done in collaboration with sector
Must be a transparent process
Evidence — measurement of outcomes must come first linked closely to clear
process for commissioning and decommissioning
e Process for transition when needs are not met by service failure
e Space for innovation to reconfigure/remodel/review services to use money
better and get value for money
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Linked to Recommendation: 7

Key external links: HSCB work on regional rates

Key milestones:
1.

2.
3.
4.

Analysis of benchmarking data for each client group and service type (Q1 16-
17)

Establish draft tariff bands based on different levels of need (Q1 17-18)
Consult, refine, agree (Q2 17-18)

Rollout (Q4 17-18)

Summary stakeholder views:
There is a need for:

Benchmarking as an important first step

Transparency

Consultation including with providers

Flexibility - bands need to be carefully considered reflecting the complexity of
services meeting the complex needs of the clients

Communication

Consider regional rates for tenants not for schemes
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Responsibility: Department for Social Development

Linked to: recommendation 4, 7

Key external links: Review of Adult Social Care (DHSSPS); Transforming your Care
(DHSSPS); Review of Adaptations (DHSSPS and DSD)

Key milestones:

. Complete a gap analysis of current policy taking account of:

e Assembly Health Committee report on Transforming your Care and Older
People (2014);

Evidence gathered as part of the Review of Supporting People; and

The existing policy framework. (Q3 16-17)

Prepare a revised policy framework for consultation (Q4 16-17)

Complete public consultation if required (Q2 17-18)

Finalise and publish a revised policy framework (Q4 17-18)

-

AW e e

Summary Stakeholder views:

Confusion between health services and housing services needs removed
Definition of floating support should be developed

Core value of care should not be lost should be meaningful to service users
Communication is key to this recommendation
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Responsibility: Department for Social Development and Department of Health,
Social Services and Public Safety

Linked to: recommendation 1, 6

Key external links: Review of Adult Social Care (DHSSPS); Transforming your Care
(DHSSPS); Review of Adaptations (DHSSPS and DSD)

Key milestones:

1. DSD and DHSSHPS to agree a new capital and revenue model for new jointly
funded schemes commissioned through Supporting People (Q4 16-17)

2. DSD to lead on the development of a new capital model for housing-focused
(i.e. no or low care) supported accommodation drawing on the experiences
from sheltered housing (Q1 17-18).

3. DSD and DHSSPS to agree a memorandum of understanding on the approach,
relationships and funding responsibilities for jointly funded schemes
commissioned through Supporting People (Q4 17-18).

Summary stakeholder views

Clarification needed for service providers and service users
Communication is key

Supporting people must not fund social care

Work on cross subsidisation and develop plans with statutory partners to
address this issue

e Shared risk required for voids — need for joint approach.
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Responsibility: Department for Social Development

Linked to: All recommendations
Key external links: NI Budget and Programme for Government
Key milestones:
1. Establish new ring-fencing arrangements for 2016-17 once the Supporting
People budget has been finalised (Q1 16-17)
2. Establish new ring-fencing arrangements for the following budgetary period
once the Supporting People budget has been finalised (Q4 16-17)
3. Establish new ring-fencing arrangements for the following budgetary period
once the Supporting People budget has been finalised (Q4 17-18)

Summary stakeholder views:

Maintenance of ring fence is a priority

Funding is linked to all other recommendations

Welfare reform implications need to be taken into consideration

Service providers will have other budgetary pressures e.g. impact of living
wage on viability of services
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Responsibility: Northern Ireland Housing Executive

Linked to recommendations 1,3,4,10
Key external links: HSCB work on commissioning structures
Key milestones:
1. Review existing structures and establish new structures and approaches
suitable for each thematic group (Q3 16-17)
2. Engage with commissioners and establish roles and responsibilities (Q4
16-17)
3. Agree memorandum of understanding and commissioning procedures,
commence formal meetings of new commissioning groups (Q3 17-18)
4. Implement new commissioning structures (Q4 17-18).

Summary stakeholder views:

Commissioning must be done in a transparent way

Collaborative working with provider sector

Close links to outcomes measurement and inspection processes

Service providers keen to be represented on commissioning board
Housing Associations would like to be involved in commissioning process
as they carry risk of voids.
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Responsibility: Department for Social Development and Northern Ireland Housing
Executive

Linked to: recommendations 1, 7 and 9
Key external links: Programme for Government, Housing Strategy
Key milestones:
1. Produce a first strategic commissioning priorities document to guide
Supporting People commissioning in 2017-18 (Q3 16-17)
2. Refine the strategic commissioning priorities document based on the new
needs assessment to guide Supporting People commissioning for 2018-21 (Q4
17-18)
3. Implement with finalised new needs assessment framework (2018-2019)

Summary stakeholder views:
o Needs of the service user are a key priority
e Need to link to other Strategies e.g. Homelessness Strategy and the Future
Housing Strategy.
e Some definitional clarity is required around key services the department views
as being strategically relevant.
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Key external links: Changes to procurement regulations

Linked to recommendations 5,7

Key milestones:
1. Pilot provider selection approach for 2 services (Q4 16-17)
2. Evaluate approach, consult with participating providers (Q2 17-18)
3. Review with procurement/legal (Q3 17-18)
4. Recommend future approaches to selection & implement (Q4 17-18)

Summary stakeholder views:

Quality is a key consideration in competitive tendering

Best to pilot competitive tendering for new services the pilot should
identify any difficult areas to be worked on

Transparency, collaboration and communication with provider sector are
key

Concern that the tendering process may be destabilising and make it
harder for smaller providers to compete.

Need for a robust appeals system

Consideration given to different approached to tendering
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Responsibility: Northern Ireland Housing Executive and RQIA

Linked to recommendation 13
Key external links: Statutory powers of registered bodies
Key milestone:
Review draft MOU with RQIA on information sharing and finalise (Q2 16-17)

Summary stakeholder views
e Consult and communicate with sector
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Responsibility: Department for Social Development and Department for Health,
Social Services and Public Safety

Linked to: recommendation 4,6, 7, and12
Key external links: Statutory powers of registered bodies
Key milestones:

1. Complete a gap analysis on the current systems of regulation. This will
include lessons learned from experiences in Great Britain and the Republic of
Ireland (Q4 16-17)

2. Publish a consultation (‘green’) paper with the options for the way forward
(Q2 17-18)

3. Publish a further consultation (‘white’) paper with proposals for the way
forward (2018-2019)

Summary stakeholder views
e Strong link to performance management/outcomes measurement
e Transparency, collaboration, communication
e Agreed standards and an inspection framework would be welcome.

MONITORING ARRANGEMENTS

An Implementation Steering Group will monitor progress on delivering this
implementation plan. Membership of this Steering Group is drawn from the
Department for Social Development, the Department of Health, Social Services and
Public Safety, the Housing Executive, the Probation Board for Northern Ireland and

the Committee Representing Supporting People Providers (CRISPP).
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Department for

Social
Development

From: The Minister 5th Floor
Lighthouse Building
1 Cromac Place
Gasworks Business
Park
Ormeau Road
BELFAST
BT7 2JB

e-mail: private.office@dsdni.gov.uk

Tel: (028) 9082 9034

Simon Hamilton MLA Our ref: SUB/0280/2016
Minister for Health, Social Services

and Public Safety

Castle Buildings

Stormont Estate

BELFAST

BT4 35Q ;{ﬂ March 2016

¢ A /
M/éafw«
SUPPORTING PEOPLE REVIEW IMPLEMENTATION PLAN

The Final Report on the Review of the Supporting People Programme was
published in December 2015. The report made a total of 13 recommendations
for improvement to the efficiency and effectiveness of the programme. Since
then my officials have been working closely with DHSSPS officials on a plan for
implementation of the 13 recommendations. | attach a copy of the agreed
Supporting People Review Implementation Plan.

I would like to extend my thanks to you and your officials for their collaboration in
developing the Supporting People Review Implementation Plan. | very much
appreciate the time your officials gave and the detailed consideration of the
important issues and the challenges we face going forward.

| am committed to improving delivery of services through the implementation of
the 13 recommendation and | believe we will achieve this with your continued
support and from that of our other delivery partners the Northern Ireland Housing
Executive (NIHE), Committee Representing Independent Supporting People

&Y INVESTORS
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Providers (CRISPP), the Department of Justice and the Regulation and Quality
Improvement Authority (RQIA).

Yours sincerely

S

"4

LORD MORROW MLA
inister for Social Development
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Department of

Health, Social Services
From the Permanent Secretary and Public Safety
and HSC Chief Executive Wi, dnSSpSni. gov.uk

Dr Andrew McCormick

Castle Buildings
Stormont Estate
BELFAST

BT4 35Q
To: Chief Executives of HSCB/PHA/Trusts

Tel: 028 90 520559

Fax: 028 90 520573

Email:
andrew.mccormick@dhsspsni.gov.uk

Our Ref: AMCC 4357

04', (_f%o Date: Z‘i May 2013
)

JUDGEMENT ON JR47 (APPEAL) — IMPLICATIONS FOR ASSESSMENT AND
PROVISION OF CARE BY THE HSC

Introduction

The purpose of this letter is to advise you of the outcome of JR47 (Appeal) of 31 January
2013 and to alert you to the wider implications for the provision of social care services to
meet the assessed needs of clients.

The judgment in this case concerns the resettlement into the community of a patient from
Muckamore Abbey Hospital. Although the original judicial review was dismissed in May
2011, there followed an appeal, in June 2011, by the NI Law Centre on behalf of the client.
This appeal was upheld by Judge J McCloskey on 31 January 2013. Whilst the grounds for
the appeal evolved, and a large volume of papers were submitted by the Applicant, the broad
outline of the appeal related to the “resource free” duty to ensure that assessments of need
were completed and kept under review in accordance with departmental guidance.

Tab A provides summary conclusions arising from this appeal. Whilst the case is “fact
specific’ the judicial decision has potential implications for other long stay and delayed
discharge patients currently in hospital and awaiting placement in community settings. It also
has potential implications for care generally as the Court has ruled that excessive delay in
satisfying duly assessed social care needs to be delivered within a reasonable time may be
unlawful.

JR 47 — Conclusions

The Judgment highlights the Department’s/Agents responsibilities under Article 15 of the
HPSS (NI) Order 1972. It also specifically refers to the People First Guidance — para 2.2 - on
the provision of assessed needs and Chapter 7 relating to Essential Features of
Comprehensive Assessment Systems and Chapter 8 on Care Planning: Decision on Service
Provision.

In addition, paragraph 87(d) of the Court’s conclusions (Tab A) highlights that the
Department and/or statutory agents is/are under a duty to provide the assessed social care

¢ . ¢ ™Y, INVESTORS
Working for a Healthier People Y, ,j IN PEOPLE



MAHI - STM - 297 - 394 Exhibit 45

benefit within a reasonable time. A “reasonable time” is not defined; however, we recognise
that “reasonable time” will vary from case to case depending on individual circumstances.

Care Management, Provision of Services

Circular HSC (ECCU) 1/2010 — Care Management, Provision of Services and Charging
Guidance is the most recent and relevant guidance underpinning an extensive legislative and
policy framework, including People First.

This circular highlights the need to have a care management process in place and case
management should be used to ensure effective co-ordinated and timely delivery of care and
services particularly for individuals with complex or frequently or rapidly changing needs.
Such patients and clients should have a care plan in place which documents the timeframe
for review. At a minimum, a formal review should take place once a year. The care manager
is responsible for ensuring that there is a written record of the decisions taken, actions
agreed, who will take these forward and timescales to be achieved.

Para 23 of this circular also highlights what staff should do when the care plan highlights
areas of need which cannot be met or which will remain unmet once the care arrangements
are put in place. It states “such unmet need must be recorded, aggregated and passed to the
appropriate managers and service planners. In the interim appropriate risk management
strategies should be put in place and the circumstances of the case kept under regular
review'.

Action

| should be grateful if you would bring the outcome of this appeal to the attention of relevant
staff and to highlight again the importance of adherence to guidance circular HSC (ECCU)
1/2010, and underpinning legislation and policy.

More generally, | would draw your attention to the importance of the Ministerial priorities as
identified in the Commissioning Plan Direction 2013/14 and particularly those relating to
resettlement, reduction in delayed discharges and assessment of continuing care needs.
Performance management of these priorities will be taken forward through existing HSCB
processes, and reporting arrangements.

Conclusion
This is an important judgment that has the potentially far reaching implications for HSC, and |
would ask you to treat it accordingly.

As part of the Review of Adult Social Care, the Department will consider carefully the
outcome of consultation as part of its three-stage process of review. In such circumstances,
it is likely that guidance/circulars will require amendment. But in the meantime, Circular HSC
(ECCU) 1/2010 remains the most recent guidance and links to preceding guidance and
current legislation.

%

ANDREW McCORMICK
6164 Chief Executive, RQIA

Working for a Healthier People
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From the Deputy Secretary, Social Services Policy Group/
Chief Social Work Officer Department of

Seéan Holland Hea]_th

An Roinn Slainte

Méannystrie O Poustie

www.health-ni.gov.uk

Via email Castle Buildings

Independent Providers Stecl’][gt’m Estate

Directors of Adult Services HSC Trusts Northern Ireland
BT4 3SQ

Tel: 028 9052 0561

Email: sean.holland@health-ni.gov.uk

Our Ref: SH439
HE1/20/437020

Date: 15 September 2020

Dear Colleagues

| am writing to you to highlight an issue which has been raised with me through my
engagements with family representatives of current and past patients in Muckamore
Abbey Hospital.

Concerns have been expressed to me that some providers have been engaged in
attempts to put pressure on some resettled individuals and their families to consider
moves from their current community placements to new supported living
developments.

While | do not have access to the full case histories of the individuals involved, |
would wish to re-emphasise the general principles underpinning the resettlement
programme, and in particular that resettled individuals have a legitimate expectation
that their community placement will be treated as their permanent home, with all the
attendant rights and protections that are afforded to all citizens.

Any proposals to move individuals to other facilities should therefore only be pursued
where there are irrefutable reasons for doing so, such as for example legitimate
safety concerns which have the potential to cause the individual harm and which
cannot be addressed, serious and substantial concerns about the viability of a
provider or the closure of a facility. Such moves can be very traumatic for both
patients and their families and must be avoided if at all possible.

In cases where a move becomes unavoidable, individuals and their families and
carers should be made aware of the reasons for this at the earliest possible stage,
and be fully involved in planning arrangements for an alternative placement.
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| am asking you to ensure that all your staff involved in supporting learning disability
patients in the community are clear about this communication to ensure that an
accurate and consistent message is shared with patients, families and carers.

Yours sincerely

SEAN HOLLAND
Chief Social Work Officer
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From the Chief Social Work Officer

Sean Holland Department of

Health

An Roinn Slainte

Méannystrie O Poustie

www.health-ni.gov.uk

Via email: Castle Buildings
Stormont Estate
. . Belfast
Cathy Jack, Chief Executive, BHSCT Northern Ireland
cathy.jack@belfasttrust.hscni.net BT4 3SQ

Tel: 028 9052 0561

Email: sean.holland@health-ni.gov.uk

Our Ref: SH438

Date: 15 September 2020
Dear Cathy

Regional Resettlement Process

You will be aware that one of the objectives of the Muckamore Departmental
Assurance Group is to ensure that the Permanent Secretary’s commitment to
resettle patients from Muckamore is met.

At a recent meeting of the Group, members agreed that the Department and the
Health and Social Care Board should jointly review the effectiveness of the current
structures for progressing the regional re-settlement programme.

One of the issues being considered by the resettlement programme relates to the
small number (less than ten) of very long stay patients currently living on the hospital
site who are reluctant to relocate from what is effectively the only home they have
known throughout their adult lives. In recognition of this, | am writing to request that
the Belfast Trust develop a proposal for a model of on-site provision, separate from
the assessment and treatment wards, which would be capable of meeting the
particular needs of these individuals in a supported living setting located within the
boundaries of the existing hospital site.

In relation to the resettlement of the wider hospital population, | understand the
Belfast Trust is currently progressing with the NI Housing Executive business cases
for new Supporting People facilities at Knockcairn/Rushey Hill and Lanthorne Mews
intended to support the resettlement of Muckamore patients. | would be grateful for
a progress update on these facilities, to include an indicative timescale for their
completion.

| am copying this correspondence to Marie Roulston.

Yours sincerely

¢ o e Ny

—t

S 4 | | L - S
B W\ O

SEAN HOLLAND
Chief Social Work Officer/Deputy Secretary
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cc. Mark Lee
Marie Roulston (HSCB)
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1. Executive Summar

1.1 In October 2021 the Health and Social Care Board (HSCB) commissioned two
experienced senior leaders in health and social care to undertake an
independent review of the learning disability resettlement programme in Northern
Ireland, with a particular focus on the resettlement from Muckamore Abbey
Hospital (MAH), which is a specialist learning disability hospital managed by the
Belfast Health and Social Care Trust (BHSCT) but located outside Antrim.

1.2 The purpose of the review built on a stated intention from Department of Health
and HSCB to strengthen the existing oversight arrangements for the resettlement
of patients from MAH and other learning disability hospitals whose discharge
plans have been delayed. The review team were required to work with
stakeholders to identify both good practice and overarching vision, as well as
barriers, and to develop an action plan to ensure that the needs of the patients
are being considered and are met. The review was to include consideration of
the effectiveness of planning and delivery for the proposed supported living and
alternative accommodation schemes which were in development to support the
resettlement plans for these individuals.

1.3 There is a strong legislative base and policy framework, although the policy and
strategy relating to services for people with learning disabilities/ASD and their
families is in urgent need of updating, and this is currently being reviewed. An
overarching vision for learning disability services in the 2020’s would allow
stakeholders to agree a Learning Disability Service Model, which would guide
commissioners and providers towards the development of better integrated,
community orientated services which will deliver stronger outcomes for people
with learning disability and their families. This policy will need to consolidate the
outstanding ambition that no-one will live in a specialist learning disability hospital
and that hospital will focus on its primary function of offering assessment and
treatment only for those people for whom this cannot be made available within a
community setting.

1.4 Leadership and governance with regard to the resettlement programme in
Northern Ireland has been less than adequate. Progress and momentum to
deliver homes outside of hospital for the remaining cohort has been slow. There
were a number of confounding factors that impacted directly on progress. The
global pandemic had a massive impact on the capacity and capability of
leadership teams to maintain momentum on ‘business as usual’ priorities, as a
determined focus to tackle ovid was required. Similarly during the same period
the impact of MAH being identified at a national level as a hospital where patients
had not been well safeguarded meant that the operational day to day logistics of
maintaining safe practice in relation to sufficient and stable staffing was a
significant challenge in itself. Additionally, there has been an extended period of
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significant organisational change as the regional commissioning functions
previously undertaken by the Regional HSCB were ‘transitioned’ back within the
DoH under the Strategic Planning and Performance Group, with the new
arrangements coming in to effect from the 1.4.22. in order to strengthen the focus
on system wide performance management. Whilst these and other factors
impacted directly on the progress of resettlement and offers something in way of
mitigation for the poor progress of resettlement plans, it does not satisfactorily
explain why some Trusts made negligible progress, but for others consistent
stepped change was achieved.

The BHSCT which managed MAH, had a significant challenge to balance the
dual responsibility of rapidly improving quality and safety within the hospital,
whilst maintaining progress on resettlement for those patients. This balance was
not achieved, and the focus shifted away from resettlement to crisis management
of MAH. The Trust Board were reassured by the executives that there were plans
in place to support the resettlement of these individuals, whereas better scrutiny
of the assurances provided would have shown this not to be the case, and that
the plans were not robust. Arrangements in BHSCT were further hampered by
significant changes in the leadership team for LD services. Other Trusts
responsible for resettlement of patients from MAH had made more progress in
the development of new services, although the delivery had been slower than
hoped with delays relating to building over-runs and recruitment difficulties. The
HSCB had made efforts to support regional co-ordination of the resettlement
programme, but these were not effective in delivery of a well-co-ordinated
programme plan. In particular the HSCB was not good enough in terms of
performance management of the resettlement programme which amounted to
little more than performance monitoring. We saw some strong leadership by
individuals both in the statutory and non-statutory sectors, and whilst the rhetoric
was of a robust commitment to collaboration there was little evidence of strong
partnership working. In terms of leadership around the delivery of schemes in
most cases management grip was weak and this contributed significantly to drift
and delay. The voices of people who required resettlement and their families
were not well heard within this process and they did not feel that they were
empowered or engaged in the process at all levels. Opportunities to learn from
their expertise by experience were missed.

Strategic commissioning and inter-agency working were supported by a clear
and explicit strategic priority being identified around resettlement and workforce
development in the 2019/20 commissioning plan. The Northern HSC Trust and
South Eastern HSC Trust had response plans that were proactive and generally
well progressed, but the BHSCT plans failed to progress beyond the preliminary
stages. The lack of either effective programme or project management meant
there was no over-arching, costed plan. Trusts were planning in relative isolation
and communication of joint arrangements was inadequate. Generally there was
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a tendency by Trusts to initiate new developments without fully exploring whether
there was some existing provision within the market that could meet some of the
identified need, even if this required some re-design or re-purposing of provision.
The new build options, whilst being bespoke, were generally costly in terms of
capital and revenue, and resulted in long lead in time to delivery. There was
limited evidence of senior engagement with the independent social care sector
as strategic partners as well as providers, and therefore market shaping was not
evident.

The review team looked at the approach being taken to individualised care
planning. There was a lack of consistency in the documentation used to support
care planning for transition from hospital to community, and nor was there an
agreed regional pathway for resettlement, which should map out roles and
responsibilities within the process. Families and providers both commented that
they felt only involved in a limited way in developing assessments and care plans.
Of the remaining patients awaiting discharge almost a quarter had been in MAH
for more than 20 years and one person for more than 40 years. About a third of
this group had also had one or two previous trials in community placements,
although there was little evidence of how lessons were learnt from these
unsuccessful moves. However, in the 12 months from June 2021 to June 2022
the population in MAH awaiting resettlement had reduced by 20%, and the
trajectory of future resettlements by NHSCT and SEHSCT should mean that
between September 2022 and March 2023 the population will reduce by a further
approximately 50%, leaving around 19 people in MAH awaiting resettlement.

Whilst progress at the beginning of the review had been slow HSC Trusts have
recently reviewed their approach to consider alternative options that have
potential for more timely discharge. The review team were pleased to see that
this has improved the resettlement trajectory which anticipates that the
population will reduce to between 15 and 19 by the end of March, 2023.
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A key element of the review was the operational delivery of provision to meet the
needs of this cohort and the wider LD population. There is an impressive range
of provision across registered care and supported living settings providing
approximately 2,500 places for people with LD in the community. There was a
tendency of commissioners and resettlement teams to not engage with providers
to consider potential existing opportunities, although this has changed in recent
months. The overall trend within supported living schemes is to smaller size
provision, with the largest number of schemes offering 3 places. The biggest
single issue and risk facing the range and quality of the provision was workforce,
and the DoH are now sponsoring work regionally to try to address this challenge
which will report in 2023. The quality of care within the independent sector is
regulated and inspected by RQIA, and the overall quality is good. There is some
very innovative practice emerging within the independent sector, with a strong
commitment to the use of Positive Behaviour Support (PBS) models, with some
examples of transformational care being provided to individuals in their own new
homes. Where provision was strongest there was a strong partnership between
providers and local HSC Trust commissioning/care management and clinical
services, so that individuals had access to a wide range of highly responsive
services.

1.10 The Trust's commissioning of schemes of registered care provision to meet their

111

respective resettlement cohorts was variable. The NHSCT and SEHSCT
demonstrated a more proactive and consistent approach to planning of this
provision, and consequently have reached a stage where 2 substantial new care
settings, along with some smaller scale provision will over the next 6 months
provide new homes to approx. 80% of their remaining MAH residents. The
BHSCT have over the last 3 years been scoping 3 potential new schemes, but
these have never got beyond the most preliminary stages of planning. The review
team are more encouraged that the new leadership group responsible for LD
within that Trust are now considering other options, including some existing
provision which could have the potential to be rapidly re-purposed. In general,
and at variance with statements that the Trusts have a learning culture, there has
been little rigorous evaluation of the successes and failures within the
resettlement programme. The review team heard a rich tapestry of stories from
families about their lived experience, and this should form the basis of some
gualitative work, but in addition there should be some review of the clinical and
social benefits derived by people who have gone through resettlement.

For families, safeguarding continues to be an abiding concern, which is
overshadowed by a loss of trust and confidence in MAH and health and social
care systems more generally. The oversight of adult safeguarding will be
strengthened when the new adult safeguarding arrangements come in to place,
and it is encouraging that an Interim Adult Protection Board (IAPB) was
established in 2021. There continue to be issues of concern in relation to the use
of physical intervention, and surveillance by CCTV, and for the families the
review team met, how these are addressed in community settings is central to
the success of placements. There is a need for further consultation with



MAHI - STM - 297 - 406 Exhibit 48

individuals, families and providers to inform regional policies on these important
areas moving forward. Family members were clear with the review team that
after community placement they would continue to play a key role in assuring
and ensuring the safety of their relative, and therefore wanted to see open and
flexible access to care environments. Care providers were clear about
safeguarding responsibilities but expressed a concern that they experienced
considerable variation in the application of thresholds in relation to investigation
of safeguarding concerns, and families expressed concern that in some
situations investigations were not progressed in a timely fashion.

1.12 Families were an incredibly rich source of evidence to the review team, and their
lived experience tells a tale of both success and failure. The full report includes
aspects of these accounts. The review team strongly believe that individual
families need to be at the centre of these processes and fully engaged within all
aspects of the resettlement, but they also need to be able to influence policy and
strategy so that their expertise by experience can inform best practice. The
review team were struck by the extent to which trauma and distress featured
within the experience that was shared, and that all of the professionals working
with these individuals and families need a good understanding of trauma
informed practice. Trusts were all considering and developing their advocacy and
other supports for individuals and families, and they need to further consider how
they can put in place opportunities to ensure better communication and
engagement and opportunities to organise carer support events such as group
gatherings.
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2. Terms of Reference

21

2.2

2.3

2.4

2.5

Terms of Reference: The terms of reference for the review were agreed with the
HSCB and DoH, after consultation with senior leaders in learning disability
services from the 5 HSC Trusts.

Purpose of Review: The purpose of the review built on a stated intention from
DoH and HSCB to strengthen the existing oversight arrangements for the
resettlement of patients from MAH (MAH) and other learning disability hospitals
whose discharge plans have been delayed. The review team were required to
work with stakeholders to identify both good practice and barriers and develop an
action plan to ensure that the needs of the patients are being considered and are
met. The review was to include consideration of the effectiveness of planning and
delivery for the proposed supported living and alternative accommodation
schemes which were in development to support the resettlement plans for these
individuals.

The review team were to work collaboratively with stakeholders, with the
commitment of the Chief Executives and the Directors, engaging appropriately
with relevant staff, agencies, families and service users.

Timescale: The timetable for the work was to take place over a 6 month period
which began in effect in November 2021.

The Review Team were required to give particular consideration of the current
care plans for all the service users in MAH and critically analyse the actions taken
to identify and commission suitable community placements. In addition they were
asked to look specifically at the following areas:-

» Length of time patient has been in MAH and where they were admitted from

» Ascertain if resettlement has already been trialled

» Summarise the policy and practice evidence base in relation to resettlement
programmes.

> Identify those individuals where plans are absent or weak in relation to their
resettlement

» Work with leaders in the appropriate Trusts to ensure that suitable resettlement
plans are developed.

> Critically evaluate the progress of resettlement plans as devised by the
responsible Trust for the identified individuals.

> Business cases which have been completed or are still in process identifying
any positive outcomes and any strategic or operational barriers. Make
recommendations for actions that would strengthen or accelerate the delivery
of proposed pipeline schemes.
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> Review to what extent the engagement strategies employed individually by
Trusts, and collectively by the system as a whole have been effective in
supporting the delivery of the MAH resettlement programme.

2.6 Inter-Agency Working : The review team were asked to consider whether/how the
agencies and professionals involved in resettlement of patients, have worked
effectively with each other at each and every stage of the process.

2.7 Parental/Carer Engagement/Advocacy: The review team were also asked to
consider as a critical factor whether and to what extent the families of the patients
were engaged in decision making around resettlement. In this context the review
team were also asked to explore whether and to what extent, independent
advocacy and support was provided.

2.8 Outside of Scope: Whilst there are Issues relating to children and young people
with learning disability/Autism who may be subject to delayed discharge in other
settings, this population were not included within the terms of reference for this
review.
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3. Methodolog

3.1

The HSCB in appointing the review team intended to ensure that an objective,
critical appraisal was undertaken of the existing programme of resettlement for
individuals with learning disability/autistic spectrum disorder with a primary focus
on the remaining population of people who were awaiting discharge from MAH
to new homes.

3.2 The review team decided to adopt an approach for the review based on

3.3

3.4

35

3.6

‘appreciative inquiry’ (1) this is a strengths-based positive approach to leadership
development and organisational change. This approach seeks to engage
stakeholders in self-determined change, and incorporates the principle of co-
production.

By adopting this approach the review team were both ‘observers’ of the system
and how it was delivering the required outcomes for people identified for
resettlement, but also as ‘agents’ by helping to seek solutions that would assist
key stakeholders to improve the resettlement programme in Northern Ireland.

The review team adopted the following methods to progress the key lines of
inquiry:

» Direct observation and participation in key processes

» Direct interviews with a wide range of stakeholders

» Gathering and analysing data relevant to the resettlement process
» Focus groups — both face and face and digital engagement.

The initial engagement with the statutory health and social care agencies was
through the leadership meetings established by the HSCB to develop and
oversee the delivery of effective services for people with a learning
disability/ASD. This included the Learning Disability Leadership Group
comprising the senior social care leaders from the HSCB, the 5 Trust Directors
of Mental Health and Learning Disability Services, along with representation from
the DoH and RQIA. Additionally the review team participated in a range of
operational and strategic meetings with programme leads for learning disability
services within the HSCB and HSC Trusts. Some of these processes were inter-
agency and included NIHE representation.

The review team sought data and documentary evidence from a wide range of
organisations including the DoH, HSCB, the 5 HSC Trusts, NIHE, RQIA and
other agencies. Information was sought through direct requests and through
guestionnaire response.
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3.7 The review team held an extensive range of engagement sessions with a range
of external stakeholders. This included the following:

Northern Ireland Housing Executive - NIHE

Regulation and Quality Improvement Authority — RQIA

Northern Ireland Social Care Council — NISCC

Patient and Client Council — PCC

Royal College of Psychiatrists — NI/Learning Disability Division - RCPsych
ARC Northern Ireland

Independent Health Care Providers [ NI ) — IHCP

YVVVYVYVVYVY

3.8 The review team felt it was of primary importance that the lived experience of
individuals with learning disability/ASD and their carers/families who had been
engaged in resettlement had to be well represented within the review. They met
with individuals and groups of carers who had either been through or were still
going through the resettlement process. This provided some of the richest detall
of how the system was working, or not working, for people who wanted to have
the opportunity to live in a setting outside of hospital with as much independence
as possible.
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islative, Strategic and Policy Context.

In this section we will critically evaluate the legislation and strategic policy across
England, Scotland, Wales and the Republic of Ireland to identify models of good
practice in reducing delayed discharge patients and preventing hospital admission.

4.1

4.2

4.3

MAH opened as a regional learning disability hospital in 1949 and by 1984 the
in-patient population had grown to 1,428.

The scale of resettlement between 2007 and 2020 was significant, with
reduction in the population at MAH to 46 patients by June 2021. During the period
of this review, the Muckamore Abbey population has reduced further to 36 in-
patients by July 2022. It is encouraging that further discharges have been
achieved however, 10 of the delayed discharge population are from the original
Priority Target List (PTL), which relates to patients living in a long stay learning
disability hospital for more than a year at 15t of April, 2007, and have been
discharge delayed between 16 and 45 years. The impact of institutionalisation
for a small number of long-stay patients has been a barrier in transitioning to the
community. The complexity of need and range of co-morbidities of recent
admissions many of whom have been impacted by previous community
placement breakdown, has made discharge particularly challenging. However,
the review team visited community resettlement schemes successfully
supporting individuals with very complex needs equivalent to the needs of those
people delayed in discharge. These examples of good practice highlight that the
models of care and support required to build sustainable community placements
for individuals with complex needs are already operational in Northern Ireland
and the success factors need to be scaled up and embedded in commissioning
and procurement processes.

The pace of progress in relation to finding new homes in recent years has been
disappointing, with an increasing number of judicial reviews progressed by
patients or their family carers in regards to the failure of HSC Trusts to
commission an appropriate community placement for people delayed in hospital.
Legal judgements have highlighted that delayed discharge breaches are
incompatible with obligations pursuant to section 6 of the Human Rights Act
1998. (cul cick) and Article 8 of the European Convention on Human Rights (cu
cicThere is therefore an ethical, strategic and legal imperative to complete
resettlement.

4.4 The policy direction in Northern Ireland and Great Britain changed in the 1980’s

and from that time there have been a series of targets set to reduce the number
of in-patients in Learning Disability hospitals and develop resettlement options.


https://www.legislation.gov.uk/ukpga/1998/42/schedule/1/part/I/chapter/7
https://en.wikipedia.org/wiki/Article_8_of_the_European_Convention_on_Human_Rights#%3A%7E%3Atext%3DArticle%208%20of%20the%20European%20Convention%20on%20Human%2Cprotect%20human%20rights%20and%20fundamental%20freedoms%20in%20Europe
https://en.wikipedia.org/wiki/Article_8_of_the_European_Convention_on_Human_Rights#%3A%7E%3Atext%3DArticle%208%20of%20the%20European%20Convention%20on%20Human%2Cprotect%20human%20rights%20and%20fundamental%20freedoms%20in%20Europe
https://en.wikipedia.org/wiki/Article_8_of_the_European_Convention_on_Human_Rights#%3A%7E%3Atext%3DArticle%208%20of%20the%20European%20Convention%20on%20Human%2Cprotect%20human%20rights%20and%20fundamental%20freedoms%20in%20Europe
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However, targets and deadlines for achieving this have been missed, ignored
and repeatedly reset.

The 1992/97 Department of Health and Social Services (DHSS) Regional
Strategy,” Health and Wellbeing into the New Millennium’® established a
commitment to reduce the number of people admitted to traditional specialist
hospitals and a commitment that care should be provided in the community and
not in specialist hospital environments. In 1995, a decision was taken by the
Department of Health and Social Services to resettle all long-stay patients from
the 3 learning disability hospitals in Northern Ireland. The target set by the
Regional Strategy for the resettlement of all long-stay patients from learning
disability hospitals by 2002 was not met.

4.6 The 2002 Bamford Review of Mental Health and Learning Disabilities represents

the key strategic driver shaping delivery of services for individuals with learning
disabilities and or Autistic Spectrum Disorder (ASD) over the past 25 years.

4.7 The second report from the Bamford review ‘Equal Lives’ published in 2005 sets

4.8

out a compelling vision for developing services and support for adults and
children with a learning disability. Equal Lives concluded that progress needs to
be accelerated on establishing a new service model, which draws a line under
outdated notions of grouping people with a learning disability together and their
segregation in services where they are required to lead separate lives from their
neighbours. The model of the future needs to be based on integration, where
people participate fully in the lives of their communities and are supported to
individually access the full range of opportunities that are open to everyone else.
This will involve developing responses that are person centred and individually
tailored; ensuring that people have greater choice and more control over their
life; that services become more focused on the achievement of personal
outcomes, i.e., the outcomes that the individuals themselves think are important;
increased flexibility in how resources are used; balancing reasonable risk taking
and individuals having greater control over their lives with an agency’s
accountability for health and safety concerns and protection from abuse.

The Bamford review ‘Equal Lives’ published in 2005 (ctr click) included a target
that all people with a learning disability living in a hospital should be resettled in
the community by June 2011. A priority target list (PTL) of those patients living
in a long stay learning disability hospital for more than a year at 15t April 2007
was established to enable monitoring of progress on the commitment to
resettlement of long-stay patients. In 2005, the Hospital had 318 patients and a
target was set to reduce to 87 patients by 2011.

1 Health and personal social services: a regional strategy for Northern Ireland 1992-1997.


https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/Equal%20Lives%20Report.pdf

MAHI - STM - 297 - 413 Exhibit 48

4.9 ‘Transforming Your Care’ was published by the Minister for Health in 2011 ctri click)

4.10

4.11

412

which further strengthened the commitment to close long stay institutions and
complete resettlement by 2015. A draft Strategic Implementation Plan was
developed to drive forward the recommendations in terms of learning disabilities
with a focus on resettlement, delayed discharge, access to respite for carers,
individualised budgets, day opportunities , advocacy and Directly Enhanced
Services (DES) Whilst this resulted in the development of additional community
services the resettlement target was again missed.

DHSSPS Service Frameworks aimed to set out clear standards of health and
social care that service users and their carers can expect. They are evidence
based, measurable and are to be used by health and social care organisations
to drive performance improvement, through the commissioning process. The
Service Framework for Learning Disability was initially launched in 2013 and
revised in January 2015 (ctrl click). It sets out 34 standards in relation to the
following key thematic areas; safeguarding and communication; involvement in
the planning and delivery of services; children and young people; entering
adulthood; inclusion in community life; meeting physical and mental health
needs; meeting complex physical and mental health needs; a home in the
community; ageing well and palliative and end of life care. The standards provide
guidance to the sector on how to: improve the health and wellbeing of people
with a learning disability, their carers and families, promote social inclusion,
reduce inequalities in health and social wellbeing and improve the quality of
health and social care services, by supporting those most vulnerable in our
society.

RQIA Review of Adult Learning Disability Community Services Phase 1l October
2016 (ctrl click) reviewed progress made by the 5 Health and Social Care (HSC)
Trusts, in the implementation of 34 standards, relating to Adults with a Learning
Disability in the Department of Health (DoH) Service Framework. The review
found that none of the 5 community learning disability teams in HSC Trusts
demonstrated an evidence base for the model of service configuration they have
put in place. The RQIA review concluded that community services have
developed more as a result of historic custom and practice in each Trust area,
with little sharing of practice noted regionally regarding models of care used by
each team. It was difficult for the review team, therefore, to effectively compare
and contrast the models of service provision across Northern Ireland. The RQIA
review found that there is no agreed uniform model for behavioural support
services across the 5 Trusts.

This review team noted that these findings still apply. Community services are at
different stages of development in each of the 5 HSC Trusts and the terminology
used to describe similar services varied across HSC Trusts which makes it


https://hscbusiness.hscni.net/pdf/TYC-Strategic-Implementation-Plan-(1).pdf#%3A%7E%3Atext%3D%E2%80%98Transforming%20Your%20Care%3A%20A%20Review%20of%20Health%20and%2Can%20unassailable%20case%20for%20change%20and%20strategic%20reform
https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/service-framework-for-learning-disability-full-document.pdf
https://www.rqia.org.uk/RQIA/files/66/6642b968-a758-456c-ba88-b5885e31ae8e.pdf
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difficult to compare and contrast services. It is still of concern that there is no
agreed model for behavioural support services. Each Trust and care provider
organisation have adopted differing accredited programmes with training
programmes available only on licence which limits the portability of staff working
flexibly across HSC Trusts and the independent sectors. It is of note that
consideration was given by a HSC Trust to deploy Trust staff to supplement the
care provider workforce to expedite a resettlement however, the barrier to this
innovation was that the staff in the Trust and staff in the provider organisation
had been trained in different therapeutic interventions and could not work in the
same team unless re-trained. It is critical that standardisation of positive
behaviour approaches and therapeutic intervention methodologies is considered
to maximise collaboration and enable mutual aid at times of crisis.

‘Systems, Not Structures — Changing Health and Social Care’ (The Bengoa
Report) (DoH, 2016) (ctrl click) Guided by ‘The Triple Aim’: to improve the patient
experience of care (including quality and satisfaction); improve the health of
populations and achieve better value by reducing the per capita cost of health
care. The report provides a succinct transformation model relevant and useful in
the development of the learning disability service model and driving the system
towards Accountable Care Systems with the provider sector taking collective
responsibility for all health and social care for a given population.

Health and Wellbeing 2026 — Delivering Together (DoH, 2017) (ctrl click) is the
policy response to the Bengoa Report and aligns to Draft Programme for
Government with increasing focus on outcomes.

The emergence in 2017 of allegations of abuse at MAH, resulted in an
independent Serious Adverse Incident (SAI) review of safeguarding practices
between 2012 and 2017 at MAH. The SAl report exposed not only significant
failings in the care provided to people with a learning disability while in hospital
and their families, but also gaps in the wider system of support for people with
learning disabilities.

The final ‘Way to Go’ report (ctrl click) was shared with key stakeholders in
December 2018 and a summary of the report was published in February 2019.
This resulted in a further public commitment to the families of MAH patients by
the DoH Permanent Secretary in 2018 that patients delayed in discharge would
be resettled by December 2019. This commitment has not been met.

4.17 The DoH established a Muckamore Departmental Assurance Group (MDAG) to

provide assurance in respect of the effectiveness of the Health and Social Care
System’s (HSC) actions in response to the 2018 independent Serious Adverse
Incident (SAI) review into safeguarding at MAH and the Permanent Secretary’s
subsequent commitment on resettlement made in December 2018. The DoH


https://www.health-ni.gov.uk/publications/systems-not-structures-changing-health-and-social-care-full-report
https://www.health-ni.gov.uk/sites/default/files/publications/health/health-and-wellbeing-2026-delivering-together.pdf
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recognised the need for the HSC system to work together in a co-ordinated way
to deliver a coordinated programme of action to manage the planned and safe
resettlement of those patients not currently under active assessment or treatment
into accommodation more appropriate for their needs. Some of the MDAG
actions have not yet been achieved.

4.18 The ‘Review of Leadership and Governance at MAH’ (ctrl click) was established to

build upon the SAI review and the report published in July 2020 highlighted
system-wide issues and a failure in the care provided to some of the most
vulnerable members of our society. The findings highlighted the need to provide
a clear and coordinated regional learning disability pathway similar to that in
place for mental health services. HSC Trusts were remitted to carry out a full re-
assessment of the needs of their patients in MAH and prepare discharge plans
for all those delayed in discharge. The review found that HSC Trusts had not yet
completed a full reassessment of all patients and that discharge plans had not
been prepared for all patients.

4.19 Many of the findings and recommendations from both the ‘Way to Go’ report and

4.20

the ‘Review of Leadership and Governance at MAH’ (ctrl click) remain relevant and
outstanding and will be reiterated in this review. The’ Way to Go’ report made 2
overarching recommendations; a renewed commitment to enabling people with
learning disabilities to have full lives in their families and communities and the
development of a Learning Disability strategic framework focused on contraction
and closure of the long-stay hospital and a vision for a full lifecycle pathway
across children’s and adult services. The Leadership and Governance review
findings highlight that Discharge of Statutory Function (DSF) reports provided
annually by the Trust to the HSC Board, were largely repetitive and did not
provide the necessary assurance with insufficient challenge from Trust Board
and the HSC Board. This review found that this remains an area of concern and
that limited progress has been made in regard to the strengthening of
governance to ensure a greater challenge in regard to reporting and
accountability arrangements.

The review team reviewed the strategic policy for Learning Disability services
across England, Scotland, Wales and the Republic of Ireland to identify best
practice and the learning from actions taken by other regions in regard to learning
disability resettlement and avoidance of hospital admission. The review team
identified common themes in the strategic direction for Learning Disability
services across England and Scotland with focus on hospital avoidance through
development of intensive care and support in the community. The following
sections provide a high level summary of the key policy and practice evidence
which should inform the strategic direction for learning disability services and the
resettlement programme in Northern Ireland.


https://hscboard.hscni.net/download/PUBLIC-MEETINGS/HSC%20BOARD/board_meetings_2020/september_2020/Item-10-01-A-Review-of-Leadership-Governance-at-Muckamore-Abbey-Hospital-PDF.pdf#%3A%7E%3Atext%3DThe%20Review%20Team%20considered%20three%20events%20at%20MAH%2Cverbal%20abuse%20of%20patients%20in%20the%20Ennis%20Ward
https://hscboard.hscni.net/download/PUBLIC-MEETINGS/HSC%20BOARD/board_meetings_2020/september_2020/Item-10-01-A-Review-of-Leadership-Governance-at-Muckamore-Abbey-Hospital-PDF.pdf#%3A%7E%3Atext%3DThe%20Review%20Team%20considered%20three%20events%20at%20MAH%2Cverbal%20abuse%20of%20patients%20in%20the%20Ennis%20Ward
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Despite the evidence base on concern about safety and quality in institutional
settings, there has been a lack of progress in the closure of long-stay beds. This
issue has been addressed across all jurisdictions over many years and it is
important to learn from these experiences and actions. Our review found a
striking alignment across all nations in regards to strategic direction with a focus
on a Human Rights and person-centred approach. The 2007 Bamford Review of
Mental Health and Learning Disabilities has been the key strategic driver shaping
the delivery of services for individuals with learning disabilities and/or autism in
Northern Ireland. The principles and values underpinning the Bamford review,
remain relevant to current policy direction and are in keeping with the strategic
direction of other UK nations. Feedback to the review team from a range of
stakeholders however, highlighted the effectiveness of the Mental Health
strategy in building upon Bamford and the need for refreshed strategic policy for
learning disability services.

The Bamford Review of Mental Health & Learning Disability in 2002 (ctrl click)
recommended a comprehensive legislative framework for new mental capacity
legislation and reformed mental health legislation for Northern Ireland. The
Mental Capacity Act (Northern Ireland) 2016 (ctrl clicky has been partially
commenced and currently provides a new statutory framework in relation to
deprivation of liberty. Part 10 of the MCA will set out the provisions for people in
the criminal justice system when enacted. Mental health legislation is complex
most especially relating to patients with a forensic history. The review team noted
a lack of clarity across the HSC system in regards to patients who have been
stepped down from detention in hospital under Art 15 leave. The review team
recommends a review of the needs and resettlement plans for all forensic
patients.

There have been a series of high profile scandals following investigations
identifying abuse to residents in HSC facilities over the past decade. MAH is the
largest adult safeguarding investigation across the UK. On 8" September 2020,
the Health Minister announced his intention to establish a Public Inquiry into the
allegations of abuse at MAH. The MAH Public Inquiry commenced the hearing
sessions of the Inquiry in June 2022 which will run until December 2022

The Care Quality Commission report (2011) (ctrl click) after inspection of
Winterbourne View found a “systemic failure to protect people” Evidence of
maltreatment of patients in specialist hospitals in England continued to emerge
and eight years later, The Care Quality Commission report on Whorlton Hall
(2019) (cirl click) found people in learning disability hospital being failed and the
Care Quality Commission (2019) found evidence of unsafe patient care and
abusive treatment by staff at Eldertree Lodge, an in-patient facility for adults with
learning disabilities and autism. These scandals have prompted development in
strategic policy and a renewed focus on implementation plans to address the


https://www.health-ni.gov.uk/articles/bamford-review-mental-health-and-learning-disability
https://www.legislation.gov.uk/nia/2016/18/contents/enacted
https://www.cqc.org.uk/sites/default/files/documents/1-116865865_castlebeck_care_teesdale_ltd_1-138702193_winterbourne_view_roc_20110517_201107183026.pdf
https://www.cqc.org.uk/news/stories/update-independent-review-regulation-whorlton-hall
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long-standing issue of over-reliance on admission to hospital resulting in delayed
discharge and institutionalisation.

Strategic Policy in England- Building the Right Support: A National Plan NHS
England et al (2015) (ctrl click) placed emphasis on the “highly heterogeneous” or
diverse characteristics of the population referred to as ‘people with a learning
disability and/or autism’ This challenge has not been sufficiently addressed in
learning disability policy in Northern Ireland to date. The majority of people with
learning disability live with their families supported if required by a range of
community services. The smaller percentage of those with a range of very
complex needs requiring coordinated care and support across justice, housing,
mental health, and the range of learning disability provider organisations need
to be integrated into future strategic policy and commissioning direction.

4.26 There have been a range of reports on the issue of delayed discharge however,

427"

there has been a lack of robust and independent evaluation of what has worked
well. England, Scotland and Wales are further developed than Northern Ireland
in refreshing the approach needed. This review has identified a number of key
themes across the revised strategic policy in England and Scotland that should
inform revised strategic direction and short and medium term actions required for
Northern Ireland.

Transforming Care England’ — Oct.2015 (ctri click) - Good practice guidance covers
strategic, operational and micro- commissioning and describes what ‘Good looks
like’ with nine Golden threads-core principles. Key actions include;

> Provide enhanced vigilance and service coordination for people displaying
behaviours which may result in harm or placement breakdown.

> Establish a Dynamic Support Database to provide focus on individuals at risk
of placement breakdown and development of proactive rather than reactive
crisis driven response- Target those escalating in need/ at risk of admission-
risk stratification.

» Important that experts by experience have been involved in all of the panels.
One of the issues has been language — such as database rather than risk
register

» Establish a ‘Change Fund’ from the centre for development of admission
avoidance 24/7 intensive support teams

» Positive Behaviour Service framework and provider engagement

» Housing Needs Assessment

» Effective Assessment tools/ Discharge planning meetings- Complex care co-
ordinators to focus on transition plans

» More detailed tracker tool to support analysis and performance management
to create a master database-history of discharges, re-admissions and trends.


https://www.england.nhs.uk/wp-content/uploads/2015/10/ld-nat-imp-plan-oct15.pdf
https://www.england.nhs.uk/2015/07/transforming-care/

>
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>
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Fortnightly meetings on each individual patient with clear projections about
the trajectory for discharge and progress over time.

Specialist LD beds should be increasingly co-located within mainstream
hospital settings rather than in isolated stand-alone units.

The success lies not within systems and processes but within sustainable
human relationships and collaboration highlighting the need for system
leadership, collaborative working to build a one team approach.

4.28 The NHS 10 Year Plan was published in England in January 2019, and made
specific commitments to the improvements to be progressed for people with
learning disability and ASD. These included:

>

Improve community-based support so that people can lead lives of their
choosing in homes not hospitals; further reducing our reliance on specialist
hospitals, and strengthening our focus on children and young people
Develop a clearer and more widespread focus on the needs of autistic people
and their families, starting with autistic children with the most complex needs
Make sure that all NHS commissioned services are providing good quality
health, care and treatment to people with a learning disability and autistic
people and their families. NHS staff will be supported to make the changes
needed (reasonable adjustments) to make sure people with a learning
disability and autistic people get equal access to, experience of and
outcomes from care and treatment

Reduce health inequalities, improving uptake of annual health checks,
reducing over-medication through the Stopping The Over-Medication of
children and young people with a learning disability, autism or both (STOMP)
and Supporting Treatment and Appropriate Medication in Paediatrics
(STAMP) programmes and taking action to prevent avoidable deaths through
learning from deaths reviews (LeDeR)

Continue to champion the insight and strengths of people with lived
experience and their families in all of our work and become a model employer
of people with a learning disability and of autistic people

Make sure that the whole NHS has an awareness of the needs of people with
a learning disability and autistic people, working together to improve the way
it cares, supports, listens to, works with and improves the health and
wellbeing of them and their families.

4.29 ‘Same as You’ (2000) (ctrl click) was the catalyst for Scotland’s long-stay closure
programme. ‘Keys to Life’ 10-year Learning Disability Strategy (2014) (ctrl click)
acknowledged wider system failure in the challenge of expediting discharges
and developed a National framework agreement for procurement for specialist
residential based care with a focus on the outcomes and rates that will apply.
The ‘Coming Home’ report (2018) commissioned by the Scottish Government (ctrl
click) highlighted that a significant number of people remained delayed discharge.


https://www.gov.scot/publications/same-2000-2012-consultation-report/
https://keystolife.info/wp-content/uploads/2019/03/the-keys-to-life-full-version.pdf
https://www.gov.scot/publications/coming-home-complex-care-needs-out-area-placements-report-2018/
https://www.gov.scot/publications/coming-home-complex-care-needs-out-area-placements-report-2018/
https://www.gov.scot/publications/coming-home-complex-care-needs-out-area-placements-report-2018/
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A short life working group was set up to undertake a focused piece of work in
relation to complex needs and delayed discharge and published their ‘Coming
Home Implementation report in February 2022 (Gov.Scot) (ctr click) . The findings
and recommendations are broadly similar to the actions arising from
Transforming Care England.

» Engagement with experts by experience and wider stakeholders is critical

> First step is accurate data on Needs Assessment at both population and
individual level. Quality of assessments were found to be too generic and
quality variable and not sufficiently co-produced with families

> Establish a community living change fund over the next 3 years to be used
to design community based solutions running concurrently with
disinvestment planning.

> Develop a National Dynamic Support Register to create greater visibility in
terms of strategic planning and to allow performance management of
admissions to hospital supported by a National panel that can troubleshoot
individual cases

> Develop a Positive Behaviour framework-

> Produce a guide to support commissioning and procurement of complex care
packages and establish detailed understanding of revenue costs of different
care packages. The report highlighted a lack of effective scrutiny of data.

The Welsh Government published a Learning Disability Action Plan 2022- 2026
in May 2022. The plan builds on and incorporates the Improving Lives
Programme (2018) (ctrl click) actions with a focus on reducing admissions through
increased community based crisis prevention, access to specialised care and
highlights the need to promote Positive Behavioural Support and Trauma
Informed care.

The Irish Government published a national policy ‘Time to Move On’ 2011 (ctrl
click )which sets out the way forward for a new model of support in the community
The report highlighted that the model is simple in approach but noted significant
challenges to delivery. Integral to the strategy was the ‘We Moved On’ stories of
successful transition and promoting the voice to include advocacy, self-advocacy
and family advocacy. The review team met with the HSE National lead who
advised that bridging funding through a multi-annual investment plan for 5 year
period has been established alongside a value for money and policy review of
high cost placements to establish the level of funding per person. Robust Needs
assessment was also identified as a priority.

The review team found significant learning from engagement with policy leads in
England and ROI which have informed this review and findings.


https://www.gov.scot/news/coming-home-implementation-report/
https://gov.wales/learning-disability-strategic-action-plan-2022-2026-html
https://www.hse.ie/eng/services/list/4/disability/congregatedsettings/timetomoveon.html
https://www.hse.ie/eng/services/list/4/disability/congregatedsettings/timetomoveon.html
https://www.hse.ie/eng/services/list/4/disability/congregatedsettings/timetomoveon.html
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4.32 Tackling the closure of long-stay beds has been a long standing problem for many
decades across all UK nations. Recent strategic policy has recognised that the
focus should now be on what is achievable rather than being paralysed by the
challenges. There has been growing consensus nationally on solutions and next
steps. It is critical that a one system approach is developed in Northern Ireland
to address the silo working and duplication that remains across the 5 HSC Trusts.
Adopting an accountable care approach will drive collaboration between HSC
Trusts and the range of organisations involved in supporting individuals who are
currently ‘stranded’ in learning disability hospitals.

4.4 Recommendations

> DoH should develop the strategic policy for learning disability services,
updating the recommendations arising from the Bamford review to reflect
the needs of the highly heterogeneous Learning Disability population and
inter-connectedness with the Mental Health and Autism strategies.

» There should be an evaluation of the experience of people who have been
resettled to understand what has worked well and what needs to change
for the better and a regional programme to tell the positive stories of those
who have moved on.
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5. Leadership & Governance

In the last chapter we consider the policy and strategic context for the delivery of the
resettlement programme in Northern Ireland, and in this chapter we want to explore
how the leaders within Northern Ireland engaged with this challenge.

511

512

513

5.14

Within the chapter we will look at how we gathered evidence of leadership and
impact, and then go on to consider it under the following areas: strategic
leadership and governance; leadership for the operational delivery of
resettlement outcomes for individuals awaiting discharge following lengthy
periods in hospital; and finally how people who use services and their
representatives were engaged in this complex arena.

Evidence Gathered: The review team were pleased that in addition to having
access to a raft of documentary evidence that we also had direct access to meet
with many of the leaders within the system at all levels, and to observe or
participate in key meetings within the leadership framework.

Amongst the documentary evidence that we accessed included strategic and
policy documents, Trust Board minutes and Trust Corporate Risk Registers.
We also attended the Muckamore Departmental Assurance Group (MDAG) and
had access to their more recent action plans and minutes. We also had sight of
material related to the Delegated Statutory Functions Reports including the
composite reports and action plans.

A very rich area of evidence related to engagement with leaders through direct
meetings. This included the Mental Health & Learning Disability Strategic
Leadership Group (Directors and other senior officers from HSCB/SPPG &
Trust Directors); Regional Learning Disability Operational Group ( Trust
Assistant Directors and Commissioning & Finance Leads in HSCB/SPPG,
along with representation from NIHE and RQIA. We had ‘challenge and support
sessions with Trust LD Leadership Teams We have tried to represent the
statutory leadership framework diagrammatically — see below
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515 The review team were particularly grateful for the extensive and generous
sharing of views and experiences from a broad range of stakeholders.
Importantly this included parents and carers of people who had direct
experience of the resettlement process along with charities that represent them
such as Mencap. We also met with leaders from other agencies including
housing, provider organisations in the independent sector, regulators for
services and the social care workforce, and clinical leadership through the
RCPsych. (NI) — Learning Disability Faculty.

516 An important factor needs to be acknowledged from the outset in considering
the leadership challenge in relation to the resettlement programme during
recent years, and relates to the context from 2019 to 2022. The global pandemic
had a massive impact on the capacity and capability of leadership teams to
maintain momentum on ‘business as usual’ priorities, as a determined focus to
tackle Covid was required. Similarly during the same period the impact of MAH
being identified at a national level as a hospital where patients had not been
well safeguarded meant that the operational day to day logistics of maintaining
safe practice in relation to sufficient and stable staffing was a significant
challenge in itself. Additionally, during this period there has been an extended
period of significant organisational change as the regional commissioning
functions previously undertaken by the Regional HSCB were ‘transitioned’ back
within the DoH under the Strategic Planning and Performance Group, with the
new arrangements coming in to effect from the 1.4.22. Whilst these and other
factors impacted directly on the progress of resettlement and offers something
in way of mitigation for the poor progress of resettlement plans, it cannot entirely
explain leaders’ failure to deliver timely alternatives to residence in MAH in the
context of the long term planning in this area. The individuals in MAH didn’t
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‘suddenly’ need new homes; there had been a lengthy ‘gestation’ to this
situation, and many opportunities for earlier action.

The review considered leadership in three separate contexts. The first was
strategic leadership at the most senior level of the organisations involved,
including senior leaders in public service, both executive and non-executive.
Strategic leadership focuses on establishing the vision and strategic direction,
and ensures effective governance, oversight and scrutiny of delivery of strategic
objectives. The second is senior operational leadership to ensure that plans for
delivery are robust and achieved, and requires effective partnership working
between commissioners, providers — both statutory and non-statutory. The third
area that we wanted to consider in relation to effective leadership and
governance was the extent to which people at the centre of resettlement,
particularly those who were being moved to their new homes and their family
members, were engaged and involved in the process, and how effectively they
could shape and influence leadership. Central to this is the need to understand
leadership at all levels, and how this intersects. What the review team were
looking for is sometimes referred to as ‘the golden thread, that should weave
through all the layers of leadership to ensure that there is a seamless route from
strategic vision to effective delivery, and that the best outcomes are delivered
in the most efficient and cost effective way, with transformational impact on the
lived experience of the people who are being resettled from institutional care to
new homes within the community.

Strategic Leadership & Governance

Strategic leadership and governance has been central to the successes and
failures within delivery of the learning disability resettlement programme in
Northern Ireland. The policy context since the Bamford Review and before was
clear that long stay specialist learning disability hospitals should never be
someone’s permanent home. Whilst the ambition was clear, and some progress
was made, the goal was slow to achieve and by July 2021 46 people remained
living in MAH, and more than 5 of these had been in the hospital for between
30 and 45 years. The emerging picture of extensive institutional abuse in MAH
in 2018 re-focused attention on the lives of people living in MAH both in terms
of the day to day safety of people who were living there, and the need to push
harder to find new homes for those remaining individuals within high quality
community settings. Whilst this was a significant challenge, it wasn’t a new one,
and had been a stated health and social policy objective in Northern Ireland
since 2005, so it had to be asked why it hadn’t yet been achieved.

In order to achieve the significant change required in improving the lives of all
people with learning disability and ASD, there was a consistent
acknowledgement for the need to update the strategic policy. This was a priority
recommendation from the previous Independent Review Panel, which required
“an updated strategic framework for Northern Ireland’s citizens with learning
disability and neuro-developmental challenges which is co-produced with self-
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advocates with different kinds of support needs and their families. The transition
to community-based services requires the contraction and closure of the
hospital and must be accompanied by the development of local services.”

The response to this recommendation was that there should be a co-produced
model for Learning Disability Services in Northern Ireland to ensure that adults
with learning disability in Northern Ireland receive the right care, at the right time
in the right place; along with a costed implementation plan, which will provide
the framework for a regionally consistent, whole system approach. This
significant task was to be progressed by the HSCB/PHA, and they
commissioned a consultation with a wide range of stakeholders which led to the
production of a consultation response entitled “We Matter”. The final draft of the
“We Matter” Learning Disability Service Model was formally presented by the
HSCB to officials at the DoH in early October 2021, but to date this has not
resulted in the issuing of the long awaited updated strategic framework. It
remains important that this work is brought to completion but equally its delay
should not have been a reason for a failure on the part of the HSCB and
individual HSC Trusts to expedite the resettlement process.

In the next chapter we will explain how in 2019/20, further to a direction from
the Permanent Secretary, the regional commissioning framework clearly stated
that the resettlement of people from MAH and other LD specialist hospitals
remained a strategic priority.

In the context of the significant concerns about MAH the DoH established a
Muckamore Departmental Assurance Group (MDAG). The Muckamore
Departmental Assurance Group was established to monitor the effectiveness
of the Health and Social Care System’s (HSC) actions in response to the 2018
independent Serious Adverse Incident (SAI) review into safeguarding at MAH
following allegations of physical abuse of patients by staff, and the Permanent
Secretary’s subsequent commitment on resettlement made in December 2018.
The Group is jointly chaired by the Chief Social Services Officer and the Chief
Nursing Officer, and is made up of representatives from HSC organisations and
other key stakeholders, and representatives from families of Muckamore Abbey
Hospital patients. It was good to see such a broad constituency, including the
families of people living in MAH being brought together. The group undertook
considerable work which was organised and monitored through a
comprehensive action plan; this was updated and monitored regularly. The plan
covered areas such as leadership and governance, safeguarding, resettlement
and workforce. In relation to resettlement, after three years of the MDAG
operating, all of the actions relating to resettlement continued to be rated as
‘red’ in relation to delivery. So whilst there was a robust mechanism for holding
the system to account and monitoring what had been achieved, in relation to
resettlement there was an inertia which represented slow or negligible
progress. This led to some considerable frustration across the system, which
was evidenced through a number of families launching judicial reviews against
health and care organisations to challenge a failure to deliver resettlement
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outcomes for their loved ones. Despite a well-articulated call to action there was
an absolute lack of urgency and focus in the delivery of the resettlement
programme.

Within the MDAG action plan the Director of Social Care and Children (DCSC)
was the identified lead for all actions in relation to the delivery of the
resettlement programme. In order to deliver this the (DCSC) worked with the
Trust Directors through a Mental Health and Learning Disability Strategic
Leadership Group. The commissioning plan for 2019/20 was clear about the
HSCB/PHA strategic priorities and intentions for resettlement and the required
Provider Response (set out in Chapter 6; 6.4.6, 6.4.7, 6.4.8). In order to deliver
the required action a number of groups were established to progress at pace
the resettlement programme, and further explore this under the next section.
However, the DSC & C/HSCB also held a responsibility for ensuring that the
individual Trusts were held to account in relation to the delivery of their
delegated statutory functions (DSF’s), and a specific responsibility for
performance management in relation to the delivery of the key strategic targets.
Whilst there were fully formalised processes for accountability meetings, with
remedial action proposed where performance was weak in relation to the
delivery of DSF’s, this rarely achieved the significant improvement required. In
particular in relation to the resettlement programme, the actions taken by senior
officers of the HSCB often represented at best performance monitoring, rather
than effective performance management.

Effective performance management relies on the provision of valid data,
analysis of performance measures, responsible challenge in relation to under-
performance, and effective support to address broader barriers that stand in the
face of objective achievement. The absence of fully effective performance
management allowed for significant drift in the delivery of strategic priorities
which directly impacted on the broader issues relating to the continued
concerns around the safety of MAH. There has been significant organisational
change since the Minister announced the closure of the HSCB, and the transfer
of many of the strategic commissioning and performance management
functions have reverted to the Strategic Planning and Performance Group
within the Department of Health. We have seen a change in tone and approach
in relation in the execution of performance management responsibilities both
immediately prior to the transfer to SPPG on the 1.4.22 and subsequently. A
number of additional senior appointments have been made within the social
care team which should strengthen capacity. In light of these changes the
review team are hopeful that the challenge and support function essential to
effective performance management will continue to improve.

Belfast Health and Social Care Trust are central to the strategic leadership and
governance in relation to the care and treatment of people in MAH, as well as
to the resettlement process from the hospital. Their leadership responsibility
needs to be set in the context of two important reports commissioned by the
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Trust. The first of these was “A Way To Go” (2018) which undertook a review
of safeguarding within MAH between 2012 and 2017, which identified extensive
evidence of catastrophic failings and found that there was a culture of tolerating
harm within MAH. The authors went on to express grave concern that it was
“shattering that no-one intervened to halt the harm and take charge”. The CCTV
evidence which supported the findings within this report also became central to
the subsequent PSNI investigation of allegations against significant numbers of
staff within the hospital. The second important report was the Review of
Leadership and Governance at Muckamore Abbey Hospital completed in July
2020. This report described the leadership team at MAH as dysfunctional, with
a lack of clarity about leadership, and a sense of dis-connectedness with the
BHSCT as a whole. The report concluded that the changes in senior
management resulted in confusion for front line staff; there was little evidence
of practice development and quality improvement in MAH; that there was
insufficient challenge from the Trust Board and HSCB in relation to the DSF
reporting, and that feedback provided to the Trust from the HSCB related to
failings in meeting resettlement targets. The report also reported on limited
escalation of key events or concerns to the Trust Board, and also that “The
resettlement agenda at the hospital meant that focus on the hospital as a whole
was lost: - relatives/carers of patients and hospital staff’'s anxieties about
closure were not addressed in a proactive way to reinforce the positives
associated with patients’ transition to care in the community. There was
insufficient focus on the infrastructural supports required to maintain discharged
patients safely in the community” In the final section of the report its’ final
recommendation is that, “The size and scale of the Trust means that Directors
have a significant degree of autonomy; the Trust should hold Directors to
account.”

In relation to this recommendation the review team undertook some desk top
review of the Trust Board minutes over the preceding year. It was clear that
update reports were being brought by the responsible Director in relation to all
aspects of the services at MAH. However, we had some concerns about how
effective the overview and scrutiny of Trust Board was in relation to certain key
elements. In particular there was an acceptance of assurances given that the
16 remaining patients awaiting resettlement from MAH who were the
responsibility of the BHSCT had robust plans in place for resettlement. However
this was contingent on the proposed service developments which would deliver
new homes, and as we will detail in later sections of the report there was no
confidence that robust plans were in place for the delivery of such schemes,
and that even if in train the earliest date for delivery would have been
2025/2026. In light of this the review team would consider that the Trust Board
accepted reassurance from senior leaders, rather than driving for solid
assurances which would underpin effective delivery.

One year on from the publication of the Leadership and Governance Review,
which recommended that BHSCT consider sustaining the significant number
of managerial arrangements instigated following events of 2017 pending the



5211

5212

MAHI - STM - 297 - 427 Exhibit 48

wider Departmental review of MAH services. The current review team looking
at the situation through the lens of resettlement find that there appears to have
been only limited progress in relation to the changes that were called for. There
continues to be some instability in relation to the leadership arrangements, in
that during the last 6 months there have been changes of Director, Co-Director,
Lead Social Worker and Lead Nurse; and some of these posts are appointed
only on an ‘interim basis’ implying that they may only be temporary
appointments, and with none of the incumbents bringing recent senior
operational leadership experience in the field of learning disability. Whilst the
review team accept the principle of the transferability of skills and that this is
particularly important within senior roles, there is also a need to have a sound
understanding of the ‘business’ particularly in the context of risks and
opportunities. However the review team also acknowledge the clear
commitment that these newly appointed leaders bring to their responsibilities,
which could bring significant opportunity to move on at greater speed.

The review team could see that within BHSCT there had been a real vigour,
both by Trust Board and the Executive Team, to address the issues that had
emerged as the full extent of the institutional abuse at MAH became clear. This
posed them with the linked challenges of rapidly improving the quality and
safety of care for the patients within MAH whilst ensuring that there was
progress at pace to achieve more resettlement. The review team could see that
to some extent the former was contingent on the latter, i.e. that the more quickly
the population reduced in the hospital through resettlement the sooner that the
issues related to safe staffing levels could be addressed as assuming the
staffing establishment was retained and the patient population reduced then the
nurse:patient ratio improved accordingly. The review team felt that this balance
wasn’t maintained and that the importance of getting the hospital back to a safe
and stable position diverted attention away from the importance of steady and
consistent progress in relation to moving patients who were deemed medically
and multi-disciplinary ‘fit for discharge’ to new homes. Therefore as will be laid
out in subsequent sections the progress of the proposed schemes to be led by
BHSCT effectively slowed almost to a standstill, and so other than for a small
number of individuals who were able to move to existing provision there were
very few people moved. This is in contrast with the NHSCT and SET who have
secured new provision which will shortly become fully operational in the next 6
months and consequently a much higher proportion of their clients have plans
where there is confidence that they will move in the near future.

BHSCT had a wider responsibility than the other Trusts as they were managing
MAH, and had responsibility for the dedicated resettlement teams located at the
hospital who had a pivotal role in being the link and liaison with the local teams
within the MAH resettlement team had a pivotal role with all 3 Trust community
teams including for the BHSCT, NHSCT, and SEHSCT who ultimately would
assume responsibility for the clients upon transition to their new homes.
However all three of these Trusts had a shared responsibility for the overall
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delivery of the resettlement programme. Given the high profile concerns about
the safety of MAH, and the linked urgency to find alternative homes for the
remaining patients as soon as possible, the review team were concerned that
not all Trusts had included resettlement of people with LD/ASD on their
Corporate Risk Registers, although in some cases they were on Directorate
Risk Registers. Again this may have hampered the ability of Trust Boards to
assure themselves that all of the appropriate actions were being progressed to
ensure swift actions were being delivered to address the significant risks.

Leadership in Operational Delivery of the Resettlement Programme

Within the system delivery relies on having senior executive and operational
leaders who can take policy and strategy, and ensure that the linked objectives
are delivered in practice, and that the outcomes that follow improve the lives of
the people with learning disabilities and their families.

Within the HSC system in Northern Ireland this covers a broad range of leaders
in senior roles in commissioning, and within statutory and non-statutory provider
organisations. We have already mentioned the role of the Mental Health and
Learning Disability Leadership Group which comprised Directors across the
HSCB and HSC Trusts with input from other key agencies such as PHA and
RQIA. It should be noted that some of these Directors had strong clinical and
professional backgrounds, and had been well established within an executive
role, whilst others were relatively new to role and may have come from other
service domains. There was certainly a positive set of working relationships
within the group, and whilst there was a well-articulated commitment to work
collectively and collaboratively this was not always then evident in the
subsequent partnership working. Below this group sat the RLDOG which was
chaired by the HSCB, but comprised primarily Assistant Directors/Co-Director
from the 5 Trusts. At times it was unclear what role the HSCB held within the
RLDOG - whether their role was as convenor and facilitator, or to lead the co-
ordination process and take a performance management role within the group.
This contributed to a lack of clarity about leadership within RLDOG, and this
meant that the commitment and engagement of senior staff from the HSC
Trusts could be variable. More clarity about leadership within the RLDOG, with
a clearer focus on achieving progress and delivering improved outcomes would
have been more helpful. Whilst RLDOG was expected to work on a broader
range of service developments and priorities across the learning disability
domain, during the 6 months that the review team were involved it primarily
focused on resettlement and access to assessment and treatment services
within specialist LD hospitals.

The learning disability resettlement programme in Northern Ireland did not have
an over-arching programme or project plan. Whilst it was in the commissioning
plan as a strategic priority for 2019/20, and Trusts were expected to respond
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accordingly, this meant that individual Trusts developed their own approaches
to addressing the needs of their cohort of patients within the remaining MAH
population. Some Trusts addressed this positively and developed fairly robust
plans over time, but overall there was a sense that the programme was
fragmented. There was certainly some evidence that HSC Trusts were planning
in relative isolation. There were examples of Trusts entering discussions with
providers about developing services in other Trust areas, without the ‘host’
Trust being informed or consulted. The HSCB convened another group called
Community Integration Programme (CIP) which had a sole focus on the
resettlement but it was unclear how this group’s role differed from that of
RLDOG, particularly given the significant overlap of membership. The HSCB
had developed what they called the MAH template which HSC Trusts were
asked to complete in relation to their MAH populations and plans for individuals.
The review team supported the social care officer responsible for CIP to make
some improvements to this so that it could be used more effectively as a ‘tracker
tool’ and then this could support a performance management approach.

In general we found that across significant elements of the HSC system there
was poor management grip in relation to the learning disability agenda and this
resulted in a lack of momentum and a sense of inertia. The system seemed
more pre-occupied with process and there was insufficient focus on solution
finding and achieving positive outcomes quickly. The system was also prone to
adopting ‘crisis-management’ approaches linked to pressures escalated from
BHSCT in relation to difficulties within staffing or access to admission at MAH.
This meant that the system was primarily reactive rather than proactive. We
give further examples of how poor leadership hampered progress in delivery in
later sections.

Overall the review team felt that the learning disability resettlement programme
would have benefitted from an effective project managed approach, which we
have seen used to good effect in other similar situations. This would have more
effectively co-ordinated the efforts of the system as a whole, and ensured less
variation in the overall delivery of agreed outcomes. It also would have
facilitated more effective opportunities to engage with providers within the social
care market in order to streamline the service developments required to support
the resettlement process in a timelier way, and would have brought provider-
informed solutions forward for consideration.

Leadership Engagement with People who Use Services and their Carers.

The review team met with the Chief Executive and Patient Client Council (PCC)
senior leadership team who are undertaking the role of Advocate to the Public
Inquiry and supported families during feedback on the findings of the
Leadership and Governance review team. PPC advised that in their
engagement, families talked about the invisibility of learning disability and
expressed anger and a lack of trust in the HSC system. PCC also found in their
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engagement with families that safeguarding was foremost in their concerns.
PCC advised the review team that the pain and trauma for families was palpable
and that a trauma informed approach would be needed to engage and support
families who had been let down so badly.

The feedback from PCC concurs with the feedback the review team received in
our own engagement with families in the BHSCT, NHSCT and SEHSCT and
sets the context for consideration of leadership engagement with people who
use services and their carers across the HSC system. The review team will
address the issue of carer engagement in more detail in a chapter 10.

Families reported that they felt learning disability was invisible at government
and policy level and comparison was made by some families to the profile of
mental health services resultant from the Mental Health strategy and
appointment of a Mental Health Champion. Many families reported their fatigue,
the emotional toll of life long caring and battling for resources and services over
many years.

The Welsh Government ‘Improving Lives Programme (2018) placed particular
emphasis on communication and effective working relationships at all levels
across the system, what they referred to as the softer skills required to drive
transformation and improve lives. The importance of and necessity to build
trusted relationships was evident at strategic and operational leadership levels
but more so in relation to building effective partnership working with individuals
and families with lived experience of using services.

It is clear that across the HSC system there is recognition of the need for
engagement and involvement of people with lived experience in both the
planning and delivery of services however this is easier said than done. Two
MAH carer representatives are members of MDAG and the review team
observed both carers influencing and holding senior leadership to account
through constructive challenge. However, the review team did not see evidence
of effective engagement of people who use learning disability services or their
family carers influencing the numerous other learning disability work streams
established by HSCB/SPPG to contribute to and influence the resettlement
agenda. The review team acknowledge that HSCB and the 5 Trusts had
significant engagement with individuals with a learning disability and family
carers in the development of the draft service model’ We Matter’. However this
level of contribution was issue specific and has not been sustained.

The review team noted some tensions in the relationships between Trust
Directors due to the pressures associated with the challenge of accessing an
acute learning disability bed when required. The establishment of a regional
bed manager as agreed at MDAG would have significantly mitigated the tension
however, there was significant delay by HSCB/SPPG in the actions required to
establish this post. The review team were pleased to see and wish to
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acknowledge that the three Directors co-dependent on MAH have recently
committed to working collaboratively with a focus on the mutual aid required to
respond to challenges at MAH but also to expedite the remaining resettlement
challenge. The Directors have held solution focused workshops establishing
time and space for reflection and the development of the trusted relationships
that will be required to further enhance a one team approach.

Engagement events with family carers highlighted the importance of continuity
of key workers in building effective working relationships at case work level but
families also referred to a trusted key worker as their go to person when they
had to navigate through different parts of the HSC system or when they were
facing challenge or difficult decisions. The turnover of staff at both key worker
and managerial level was reported by carers to directly impact on their trust in
the HSC system. Relationship based HSC practice and continuity of key worker
would significantly improve the experience of people at the centre of
resettlement and their family members.

The impact of the turnover at HSC senior management level was raised by
external agencies, both external statutory and independent sector provider
organisations that generally have experienced stability in senior leadership
teams. NIHE Supporting People leaders advised that there has been a loss of
memory for HSC Trusts due to the turnover in senior leadership. Voluntary
sector leaders also advised the review team that the turnover in Trust HSC
leadership is challenging and highlighted variation across Trusts regarding
being respected as valued partners with significant expertise. The voluntary and
independent sectors are key stakeholders in the delivery of community-based
services and will be central to the accountable care approach needed to meet
growing demand and challenge. The review team acknowledged that each
Trust has held engagement events with provider organisations but the review
team saw it as a missed opportunity not to have collaborated given that many
care providers deliver across all 5 Trusts.

At operational level, all Trusts have made significant efforts to establish
effective engagement strategies as detailed in chapter 10 however, these are
at an early stage of development. BHSCT has established a robust
infrastructure mapping engagement from Trust Board level with a Non-
Executive Director undertaking the role of learning disability lead at Board level,
through dedicated forums in MAH and community learning disability services.
It is significant that only a very small number of MAH families are in attendance
at the MAH Forum meeting. This would suggest a level of disengagement of
MAH families. Some MAH families told the review team that they are not willing
to attend meetings as they have been led up the hill too many times and only
now wish to engage if there is a concrete and viable plan for their loved one’s
discharge.
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5410 Effective engagement requires trust and openness and this has been seriously
impacted due to the allegations of abuse at MAH which has made engagement
more challenging. Some families have such a level of distrust that they are not
willing to engage with the Trust. It is important that Trusts give this matter
consideration. The review team saw missed opportunities for Directors to reach
out to families who had raised specific concerns relying instead on delegating
to other managers.

5411 The review team had the opportunity to spend time with individual families
actively listening to their experiences with some families advising that this made
them feel respected and their experience valued. Families also advised that at
case planning level they are not always respected as experts by experience.

55 Conclusions and Recommendations.

The voice of people with a learning disability and their family carers was not sufficiently
evident within leadership processes addressing resettlement. The review team did not
see evidence of effective co-production in strategic or operational service planning
and delivery.

» Consideration should be given to the development of a Provider
Collaborative to bring together the range of organisations delivering
specialist learning disability care with statutory HSC leaders.

» HSC system should establish an effective programme and project managed
approach for the learning disability resettlement programme

» People with a learning disability and their family carers should be respected
as experts by experience with Trusts building co-production into all levels
across the HSC system HSC Trust
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6. Strategic Commissioning, Planning and Inter-Agency Working

In this chapter we will consider the models and approaches to commissioning and
how this can support effective inter-agency working.

6.1
611

Prevalence of Learning Disability.

At the foundation of good commissioning is understanding the target population
and their needs both collectively and individually. Whilst the review was
primarily focussed on the population of people experiencing delayed discharge
within MAH, this group of individuals with very specific needs based on their
experience of living with a disability and in addition their experience of living in
institutional care for an extended period of time, it is important to consider them
in the context of the wider population of people with learning disability or
intellectual disability in Northern Ireland.

612 The 2021 Northern Ireland (NI) Census data will include data on health and

disability, but this element of the data will not be published before September
2022. However the University of Ulster and others undertook data analysis
funded by the ESRC (Economic and Social Research Council), which was
supported by health and social care organisations, both statutory and non-
statutory in Northern Ireland. The research focussed on access and analysis of
existing administrative data relating to learning disability in Northern Ireland
between 2007 and 2011. Their key findings included prevalence data and
demonstrated that within the overall Census Population the prevalence of
learning disability was 2.2%; the prevalence rate amongst those aged 15 or
younger was 3.8%, whilst the prevalence rate amongst those over 16 was 1.7%.
Overall prevalence of learning disability ranged from 1.9% in the NHSCT to
2.5% in BHSCT. From the Census data they found that learning disability was
also associated with greater deprivation. Within their conclusions the
researchers comment that there is burgeoning international research which
continues to detail the extreme disadvantages that are disproportionately faced
by those in society living with a learning disability. Additionally they comment
that learning disability specifically, at a population level, has either remained
unrecorded and undetected or has been camouflaged/hidden/buried within
general health data, that have referred to limitations in day-to-day activities or
inability to work as a result of health problems or disability. Learning Disability
Data & Northern Ireland, Ulster University, ‘Enhancing the visibility of learning
disability in NI via administrative data research’ ctrl Click


https://www.ulster.ac.uk/research/topic/psychology/projects/completed/learning-disability-data-and-northern-ireland
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Mencap is a charity which works across the UK with and for people with learning
disabilities and their families. They have published figures calculated using
learning disability prevalence rates from Public Health England (2016) and from
the Office for National Statistics [2020). They estimate there are approximately
1.5 million people with a learning disability in the UK, indicating that
approximately 2.16% of the UK adult population have a learning disability. They
indicate that there are 31,000 adults with a learning disability in Northern
Ireland, and 11,000 children with a learning disability (0-17).

In simple terms what we know about the 31,000 adults is that the vast majority
live in their local communities either independently or semi-independently with
support from their families, friends, and support services. Less than 10% of
them live in registered care or supported accommodation schemes, and in most
circumstances, these are still either within or close to their local communities.
At the time of writing there were only around 60 people with learning disabilities
in specialist hospital in Northern Ireland which equates to approximately 0.2 %
of the total LD population, and of this small group about three quarters were
awaiting resettlement or discharge to new permanent homes. In considering the
needs of this last group of people we have needed to look at how the system
works to meet the needs of the larger population, and to look at how those
commissioning services and those providing services ensure positive outcomes
for this important group of individuals in our society.

We have commented in a previous section about the importance of developing
a regional strategy and service model for services for people with learning
disabilities in Northern Ireland. This strategy will need to describe this
community and their diverse and varied needs so that regionally work can be
completed to develop a strategic commissioning plan which can support the
service delivery for this group of people. You will see later in this section that
work was commenced by the HSCB and PHA on the development of a Learning
Disability Service Model in 2019/20, which resulted in the co-production of a
report called “ We Matter “ which is currently being considered by the DoH and
will contribute to the production of the final strategy.

Commissioning Models

Whilst there are numerous models of commissioning the one that we have
chosen to identify primarily is “Integrated Commissioning for Better Outcomes”
which (ctri click) was developed by NHSE, the LGA and ADASS as a practical tool
for local authorities and NHS commissioners to support improving outcomes
through integrated commissioning. It was published in 2018 to support health
and social care economies to transform their services through a person centred
approach to commissioning which is focussed on the needs of the local area. It


https://www.local.gov.uk/sites/default/files/documents/25.70_Integrated%20Commissioning%20for%20Better%20Outcomes_final.pdf#%3A%7E%3Atext%3DThe%20purpose%20of%20the%20Integrated%20Commissioning%20for%20Better%2Cby%20the%20LGA%20and%20NHS%20Clinical%20Commissioners%20%28NHSCC%29
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emphasises that effective commissioning relies on a strong focus on people,
place and population.

The framework identifies what matters most to people:

>

YV V V V Y

Y VYV

Being the person at the centre, rather than the person being fitted into
services.

Citizens, people who use services, patients and carers are treated as
individuals.

Empowering choice and control for those people.

Setting goals for care and support with people.

Having up-to-date, accessible information about services.

Emphasising the importance of the relationship between citizens, people
who use services, carers, patients, providers and staff.

Listening to those people and acting upon what they say.

A positive approach, highlighting what people can do and might be able to
do with appropriate support, not what they cannot do.

The framework draws on a definition of commissioning developed by the
Cabinet Office and Commissioning Academy in its statement about public
sector commissioning.

“We commission in order to achieve outcomes for our citizens, communities
and society as a whole; based on knowing their needs, wants, aspirations and

experience.”

The second example is designed to help the voluntary sector work with the
statutory sector and is based on the well-known commissioning cycle model. It
describes the 4 stages of commissioning within the commissioning cycle as:

Analysis: this stage aims to define the change that is needed by defining the
need — the problem that needs solving — and the desired outcome.

Planning: involves designing a range of options that will work to address the
issues identified against the desired outcome.

Securing services: is the process of funding the option or range of options
agreed to deliver the defined outcome via an agreed funding method — grant
funding, contracting, etc.

Reviewing: entails evaluating the chosen option(s) to see what has worked
well and what can be improved further.
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Model of Commissioning

analyse

Gommis§ionjng

plan

citizens

review secure services

Fig1l

It is important to understand that commissioning activity will be essential at all
levels within the health and care system. Strategic commissioning needs to
support a population based approach underpinned by a strong assessment of
needs, which is delivered by senior strategic leaders in partnership with other
parts of the system. Locality based commissioning requires HSCT’s to ensure
that at a local level these strategic ambitions are delivered through the effective
purchase and supply of a broad range of directly delivered and commissioned
services from providers across the independent providers, both private and
charitable/” not for profit”. This locality-based commissioning should ensure a
sufficient supply of key services including access to registered care in nursing
and residential homes, and access to accommodation providing care and
support for people with significant needs. Both of the above need to relate
closely to ‘micro-commissioning’ which is where care and support is
commissioned in a bespoke way for the needs of an individual through a
detailed understanding of their specific needs and requirements, resulting in a
personalised care solution. Micro commissioning is directly aligned to the
individualised care planning which is described in a later session, and must be
underpinned by a commitment to co-production with the individual and as
appropriate with the involvement of family.
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625 The review team needed to look at how this broad approach to commissioning
had been applied to the needs of the cohort population of people who remained
in MAH and who required to be discharged to appropriate community-based
accommodation with access to ongoing care and support appropriate to their
needs. The approach we took was to review the programme that had been
developed in England to address the needs of a similar population; to consider
the framework for commissioning both health & care and housing services; and
to review how these arrangements had been applied in practice to support the
resettlement of the group of people who had been prioritised through direction
from the Permanent Secretary.

6.3 Transforming Care in England.

631 “Transforming Care for People with Learning Disabilities - Next Steps” was
published in January 2015 by NHS England, Local Government Association,
and Association of Directors of Adult Social Services (ADASS). The report
identified a significant change in direction in the policy and practice in relation
to gatekeeping admission to specialist learning disability settings, alongside
dedicated strategies for admission avoidance and more effective discharge
planning. The report relied heavily on a report commissioned by NHS England
from Sir Stephen Bubb which reviewed how to accelerate the transformation of
key services that people with learning disabilities and their families were looking
for. The catalyst for this reform came after the shocking expose by
Panorama/BBC in 2011 of institutional abuse of people with learning disabilities
and/or autism at Winterbourne View, an independent private hospital at
Hambrook in South Gloucestershire. The key organisations committed to
strengthen the Transforming Care delivery programme by creating a new
delivery board, bringing together the senior responsible owners from all
organisations.

632 Central to the approach within Transforming Care was a commitment to
empower people with learning disability and their families, and to
strengthen people’s rights within the health and care system. A key
recommendation from Sir Bubb was for NHS England to introduce a “right to
challenge “by providing a Care and Treatment Review (CTR) to any inpatient
or inpatient’s family which requested one. CTR’s were to be embedded as
“business as usual’. Early evidence showed that the use of CTR’s was effective
in speeding up and strengthening discharge planning for those individuals in
specialist learning disability hospitals.

633 A guiding principle in the approach was to ensure that people get the right care
in the right place, and to ensure that people with learning disabilities and/or
autism were discharged into a community setting as soon as possible. In
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parallel there would be the development of robust admission gateway
processes so that where an admission to hospital was considered from
someone with a learning disability and/or autism, that a challenge process
would be in place to check that there is no suitable alternative. The ambition
was to reduce the number of people in inpatient settings, reduce their length of
stay, and ensure that there was better quality of care both in hospital and
community settings. Critically the process also required that where an individual
is identified as requiring admission to a specialist learning disability inpatient
facility that they have an agreed discharge plan from the point of admission.
Work was undertaken in parallel to ensure that services for people with learning
disability and/or autism who also have a mental illness or behaviour that
challenges were improved both within inpatient and community support
provision.

634 The above approach was supported through strategic commissioning by NHS

and local authorities who had a shared responsibility to fund care and support
throughout the pathway. This required the health and care system to develop
quality standards and outcome metrics which were reflected within the NHS
Standard Contract and were then applied with assurance processes
undertaken by clinical commissioning groups at a local level to ensure that there
were robust arrangements to monitor that individuals were receiving the right
care in the right place. To support this strengthened commissioning there was
a refocus on the quality of data and information so that those implementing
commissioning intentions had access to the right information to ensure effective
analysis and decision support.

635 Within Transforming Care there was a renewed commitment to strengthen

6.36

regulation and inspection. The Care Quality Commission (CQC) were required
to further refine its inspection methodology for mental health and learning
disability hospital services, and to ensure that regulatory action is taken. Central
to this was an explicit commitment that CQC would work with other partners to
develop a clear approach for ensuring that unacceptable mental health and
learning disability services were closed through use of its enforcement powers.

In 2017 NHS England followed up with model service specifications within the
Transforming Care Programme in the context of “Building the Right Support —
National Service Model “ as a resource for commissioners, The model service
specifications particularly focussed on (1) enhanced and intensive support, (2)
community based forensic support, and (3) acute learning disability inpatient
services. These 3 aspects of the service model describe the specialist health
and social care provision aimed specifically at supporting people with a learning
disability who display behaviour that challenges.
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The review team subsequently met with senior officers from the Kent and
Medway Integrated Care System who had been responsible for implementation
of Transforming Care within their system as strategic commissioners. Their
overall conclusion was that Transforming Care had been effective in ensuring
a more targeted approach particularly in relation to admission avoidance
through more effective gate keeping, and the provision of the dynamic support
framework, which was delivered through an inter-agency forum to ensure
effective strategies were in place for individuals identified at risk of admission.
Additionally, they had received funding from NHSE to improve access to 24/7
intensive support teams. Transforming Care had also ensured that there were
fortnightly reviews of all inpatients with a clear focus on the trajectory and
progress over time for the individual.

In Kent and Medway there had been a renewed effort in terms of governance
with the development of a new governance framework and an oversight board
to ensure that partners were accountable for commitments and performance.
However even with this strengthened focus 66% of the original population
identified still were awaiting resettlement. They reported that there had been
some issues in relation to effective working with the Ministry of Justice in
relation to those individuals who were within justice domain, and in some
situations local authorities had been slow to undertake and progress housing
needs assessments. Positives had been the development of a Positive
Behaviour Support framework of accredited providers, and a central source of
capital funding to support bids for discharge plans for individuals who had
specialist accommodation needs. More recently in the early part of 2022 they
had found an increase in crisis referrals which they felt could be an acuity surge
related to the aftermath of Covid.

At a national level organisations such as Mencap and the Challenging
Behaviour Foundation monitor the monthly published data from NHSE and
provide a commentary on progress. This reflects a view that whilst Transforming
Care has provided an effective framework for the delivery of enhanced services
to people with learning disabilities and/or autism whose behaviour can
challenge the improvement has been slower than originally hoped for within
specified targets, and there is a concern nationally about the growing number
of young people being treated within inpatient settings.
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Commissioning of Health and Social Care services in Northern Ireland.

Up until April of 2022 the responsibility for the commissioning of health and
social care services sat with the Regional Health and Social Care Board
(HSCB) and the Public Health Agency (PHA) in partnership. These bodies set
their key priorities and areas for action within a commissioning plan, in response
to a Commissioning Plan Direction issued by the Department of Health.

For our purposes we wanted to look particularly at the commissioning plan for
2019/2020, as this identified some actions which were required in light of the
exposure of significant abuse of individuals living in MAH which was managed
by the BHSCT. The commissioning plan also identifies how resources will be
allocated to Health and Social Care Trusts and other providers to maintain
existing services and develop new provision.

There are a few general points of note in relation to the 2019/20 commissioning
plan. There was little reference in the earlier sections of the document to the
needs of people with learning disability in terms of emerging issues or key policy
and strategy. It did refer to the production of the “Power to People “Report in
2017 looking at the possible solutions to the challenges facing the Adult Social
Care and Support System in Northern Ireland. Additionally, it highlighted the
continued commitment of strategic commissioners to supporting Personal and
Public Involvement to improve patient and client experience. Central to this
would be the embedding of co-production within collaborative working of health
and social care systems, including the adoption of co-production and co-design
models for the development of new and re-configured services.

In terms of the financial resources made available to Trusts and other providers
to meet the needs of people with learning disabilities and their families this
amounted to 6.58% of the total allocation for health and social care in Northern
Ireland, which comes to approximately £342 million. It should be noted that
these allocations may not meet the full cost of services and there may be
additional cost pressures emerging for certain groups.

In terms of the specific commissioning commitments in relation to learning
disability services made within the 2019/2020 HSCB & PHA Commissioning
Plan, these are laid out in a separate short chapter of the overall report. There
is a commitment to continue to adopt the Bamford Report principles when
developing services for people with learning disabilities, with a particular
emphasis on supporting integration, empowerment and ‘ordinary lives’. There
was also commitment to co-produce with a broad range of stakeholders
including people with learning disability and their families, a Learning Disability
Service Model (LDSM) based on a regional review of services. Within the
population sections of the plan there was no specific reference to the numbers
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of people with learning disabilities, although the plan did note that, “the number
of people with a learning disability and the levels of accompanying complex
physical and mental health needs continues to grow in Northern Ireland.”

There were 2 strategic priorities identified which are of relevance to the
resettlement programme for people with learning disabilities. The first states
“Effective arrangements should be in place to address deficits in assessment
and treatment in LD inpatient units as highlighted by the Independent Review
of MAH (and other incidents affecting NI patients in private LD hospitals). In
relation to this priority the Provider Requirement was, “Trusts should
demonstrate plans to develop community based assessment and treatment
services for people with a learning disability with a view to preventing
unnecessary admissions to LD hospital and to facilitate timely discharge.
(CPD2.8)”

The second of the strategic priorities was, “Effective arrangements should be in
place to complete the resettlement and address the discharge of people with
complex needs from learning disability hospitals to appropriate places in the
community (CPD 5.7). In relation to this priority the Provider Requirement
stated, “Trusts should demonstrate plans to work in partnership with service
providers and other statutory partners to develop suitable placements for
people with complex needs.”

In addition there was a specific Skills Mix/Workforce area identified within the
commissioning plan for action. This highlighted that, “Effective arrangements
should be in place to develop multi-disciplinary services in community settings
to address the actions required within the Independent Review of MAH.” The
Provider Response required in relation to this area was that “Trusts should
demonstrate plans to recruit multi-disciplinary teams to build the community
infrastructure to support people with a learning disability outside of hospital
settings. Trusts should demonstrate plans to work with their independent sector
partners to build the skills and capacity of their workforces to enable them to
support and sustain people with complex needs in their community
placements.”

These elements of the HSCB’s commissioning plan clearly laid out the
expectations of both the Department through its directive and the HSCB/PHA
response to progress actions directly relevant to the delivery of the resettlement
programme in Northern Ireland. HSCT’s would have been expected to reflect
these within their Trust Delivery Plans ( TDP’s ) so that commissioners had an
understanding of the actions Trust’s proposed which could then be monitored
at a regional level for progress.
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In subsequent sections we will look at how these clear commissioning
intentions were executed and to what extent these requirements were
delivered.

Commissioning of Specialist Housing with Support for People with
Learning Disabilities in Northern Ireland.

In order to consider how the Trusts were to meet the objectives laid out above
it is important to understand the role of the Northern Ireland Housing Executive
(NIHE) and housing associations/charities in terms of the provision of specialist
housing with support for adults with learning disabilities. The NIHE is the largest
social housing landlord in Northern Ireland; it is required to regularly examine
housing conditions and housing requirements; it is also required to draw up a
wide ranging programme to meet these needs. For individuals with housing
needs that have additional support needs this is addressed through the
Supporting People Programme. The Supporting People Programme helps
people to live independently in the community and is administered by the NIHE
in Northern Ireland on behalf of the Department for Communities. The
Supporting People Programme grant funds approximately 85 delivery partners
that provide over 850 housing support services for to up to 19,000 service users
across Northern Ireland, with the total programme operating an annual budget
of £72.8m in 2021/22. In relation to schemes for people with learning disability,
the current provision has the potential to support 1334 individuals in 149
accommodation-based schemes. With an annual budget of £16.3 million.

The 2015 review of Supporting People recommended the introduction of a
strategic, intelligence led approach to identify current and future patterns of
need. Consequently, the NIHE and partners developed a Strategic Needs
Assessment (SNA). This provides a comprehensive picture of housing needs
for people who require additional care and support. It highlighted that people
who are living with learning disability mostly require accommodation-based
support rather than floating support as their disability is lifelong. A time-bound
floating support intervention in these cases is not deemed an adequate
intervention. Although floating support services offer the opportunity to allow
individuals to remain in their own homes, respondents noted that this does not
negate the need for accommodation services for those living with a greater
complexity of need.

In terms of the SNA for people with learning disability they conclude that the
analysis of current need suggests that there is an undersupply of 224 units.
Research previously commissioned by the NIHE (2016) in reference to the
resettlement of individuals living with learning disabilities from long stay
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institutions highlighted that for these people there are several elements of
supported housing services that are important:

> location or at least access to public transport network,
> safety
» Integration into the community.

654 These are important to the individuals to allow for their own independence and

655

656

6.6

6.6.1

6.6.2

the feel of being part of a community. It is apparent from their research that the
demand for learning disability services and in particular autism services has
increased due to improved diagnosis and treatment services, which in turn will
lead to an increased demand on housing support services. As the future
calculations show, it is estimated that there will be an undersupply of 479 units
for this cohort within a ten-year period.

Additionally, the SNA highlights the important issue of access to capital for
housing development. Some providers have highlighted that capital investment
would allow them to provide the required level of service to meet the growing
demand as well as a wider range of housing support services.

It also refers to some early joint planning work between the NIHE, HSCB and
HSCT's in relation to improving planning for the needs of people with learning
disabilities. The information gathered and analysed in 706 person pilot
conducted by HSCB with HSCTs for people with learning disability the report
identifies could help inform future strategic needs assessment particularly if
standardised approach were developed.

How commissioning operated in practice to deliver the resettlement
programme for the people awaiting resettlement from MAH.

The commissioning plan from the HSCB/PHA had made an explicit requirement
for the resettlement of the remaining people awaiting discharge to be
progressed at pace.

In order to progress the HSCB convened a number of groups to support this
process. There was a Mental Health/Learning Disability Strategic Leadership
Group comprising senior leaders from the Directorate of Children and Social
Care in the HSCB and the Directors responsible for learning disability services
in each of the Trusts. This group had a leadership role across the whole of
mental health and learning disability services, and held a collective strategic
responsibility for the delivery of resettlement. This group sponsored 2
subgroups which comprised officers of the HSCB and senior operational staff



6.63

6.64

6.65

6.66

6.6.7

MAHI - STM - 297 - 444 Exhibit 48

from the Trusts, including the Assistant Directors/Co-Directors responsible for
learning disability services. Initially this only included representation from
Belfast, Northern and South Eastern Trusts as the remaining people in MAH
awaiting discharge were the responsibility of these organisations by virtue of
the individual's original place of residence. These subgroups were (1) the
Regional Learning Disability Operational Group (RLDOG) which included some
representation from NIHE, and other agencies such as RQIA, and (2)
Community Integration Programme (CIP) which looked more specifically at the
issues pertaining directly to the resettlement programme.

The review team were able to observe and patrticipate in all of the above groups
and in addition had specific meetings with each of the Trust’s senior leadership
teams responsible for learning disability resettlement.

It was positive that the HSCB had created a structure of groups and meetings
to progress the resettlement programme and address related issues,
particularly in relation to access to learning disability hospital beds for
assessment and treatment. There was a clear commitment from senior leaders
to support the delivery of the resettlement programme and to work jointly to face
and address the significant challenges.

However we felt that overall the commissioning of services was poorly framed
and lacked effective performance management. This meant that the HSCB (and
more recently SPPG) has struggled to achieve timely impact in ensuring the
Trusts secured new homes for the people awaiting discharge from MAH.

There were a number of particular weaknesses which the review team
identified. The HSCB were using a basic table to monitor the status of the
individuals in the target population, which the review team assisted with re-
design. Updates on this revised ‘tracker tool were sometimes only provided
after chase up, and often not validated by the respective Trust AD/Co-Director,
so may not have been reliable. Attendance at these key meetings was generally
poor and inconsistent, contributed to in some instances by the too frequent
changes in personnel in significant delivery or planning roles. Hopefully this
report will be a catalyst for the SPPG to review with its partners the
effectiveness of both CIP and RLDOG.

Whilst colleagues from other agencies — NIHE and RQIA — were involved in
RLDOG it was sometimes unclear how they were expected to engage in the
activity to progress schemes and proposals at speed. In particular the housing
professionals held a wealth of information and data about activity in the existing
system and had expertise in both design and delivery of housing schemes
which wasn’t always drawn on by colleagues from health and social care.
Housing colleagues described how they felt the inter-agency working had
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become less evident and effective in recent years, partly due to the lack of
stable leadership and management arrangements at times in health and social
care. They felt that some of the current senior staff lacked the understanding of
the housing and Supporting People sector that their predecessors had
demonstrated.

Whilst there was a verbalised commitment to working collaboratively, this was
sometimes hampered by poor communication between the key partners. This
was especially significant where a lead Trust was developing or planning a
scheme which had the potential to provide accommodation for individuals from
other Trusts. In some instances plans had not been shared with other partners
which meant they weren’t sighted on proposals for developments to be located
in their Trust area, without their involvement in the planning, which had potential
to place demand and pressure on local learning disability and other services.

Perhaps the most significant area of concern was the scrutiny of the proposed
accommodation schemes and the supporting business cases to develop those
schemes by the HSCB and individual Trust Boards. This rarely involved
rigorous assurance that the planning for schemes would deliver new
accommodation for individuals awaiting resettlement within a reasonable
timescale. Subsequently the stated ambition that all people awaiting discharge
from MAH would be resettled by the end of 2019 was completely missed, with
slow progress verging on inertia beyond that point.

Having set out the regional landscape for strategic commissioning of health,
social care and housing we will move in the next sections to look at how Trusts
have progressed the individualised care planning (Chapter 7) and local
commissioning of new provision to progress the resettlement plans developed
for individuals.(within Chapter 8)

Across the system the review team were concerned that there were significant
examples of poor or slow decision making, limited communication to support a
fully collaborative approach, and weak management grip to address practical
barriers that delayed positive outcomes being achieved — an example of this
was transition/discharge plans being delayed for sometimes lengthy periods
because required adaptations to property had not been completed, or legal
advice in relation to placement matters had not been satisfactorily addressed.

There were a few legitimate challenges faced by the HSC system which we
acknowledge compromised delivery within agreed timescales. The obvious
challenge across the whole system was the global pandemic and the significant
impact this had on capacity. This impacted further on workforce issues which
all parts of the system described as placing them under real difficulties. Less
likely to have been anticipated were the issues in relation to building and
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estates , as new providers experienced unprecedented pressures in relation to
the escalating cost and reduced supply of building materials which slowed the
delivery of some schemes.

6612 Itis worth noting that all of the Trusts had engaged with some of the well-known
providers in the not-for-profit sector, several of whom had a well-tested track
record of meeting community demand for care and support to individuals with
learning disability and behaviour that can challenge. This had resulted in a small
number of resettlements being achieved through the design and delivery of
high-quality singleton placements. Some of the families that we had engaged
with told us stories of truly transformational and life changing experiences when
their relative moved on from hospital to these schemes, and we will return to
this in Chapter 8 when we look at the Operational Delivery of Care and Support.

6613 However, it should also be noted that generally the review team found that
Trusts often initiated planning for proposed new accommodation schemes
without fully exploring the opportunities for potential provision within either
existing or re-designed provision. If this had been possible then options for
resettlement could have been developed in a much more speedy way.

6.7 Shaping the Independent Health and Social Care Market for People with
Learning Disability

6.71 In the last few decades across the UK and more widely we have seen a
significant shift away from hospital based long term care for people with learning
disability towards community based provision. This shift has been driven by a
clearer commitment to respecting the human rights of people with learning
disabilities which has been enshrined in health and social policy.

6.72 Large scale institutional care has been replaced by a mixed economy of
alternative care arrangements ranging from large scale group living to
individualised specialist housing with dedicated care and support.

6.7.3 In England the responsibilities for market shaping are enshrined in the Care Act
(2014) which states that each local authority “Must promote the efficient and
effective operation of a market in services for meeting care and support needs
with a view to ensuring that any person wishing to access services in the
market:

» Has a variety of providers to choose from who (taken together) provide a
range of services
» Has a variety of high quality services to choose from
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> Has sufficient information to make an informed decision about how to meet
the needs in question.”

The Care Act reinforces that commissioning should be at the heart of
personalised care and support. This includes commissioning with health and
care organisations but goes further to include engagement with community
development and working with other agencies, for example the community
sector.

Whilst a similar statutory responsibility is not placed on HSC Trusts, they do
have legal responsibilities to provide services, and should do this not only
through direct provision but also by purchasing services from independent
sector providers. Implicit within these broader responsibilities is a need to
support and shape the market to ensure robust supply and to secure value for
the public purse.

The review team found that health, social care and housing agencies held
significant data on the current market provision relating to services for people
with learning disability. RQIA hold information on each registered provider of
nursing or residential care and can provide information not just on the capacity
of those providers but also can provide quality information through a highly
regulated inspection process. In addition, they are responsible for registering
the domiciliary care element of supported living schemes which are responsible
for providing the support element. We were impressed by the data that the NIHE
hold relating to the 149 accommodation based supported living schemes which
included both activity and financial data relating to both housing and HSC
investment in these schemes, where the balance of the funding for each
scheme is based on a functional analysis of the housing support vs care needs
of the clients within the scheme.

However, the review team found that this data was not routinely shared by
partners across the sector and that there was no strategic overview of what the
market was providing for adults with learning disability across Northern Ireland,
and at what cost. Given the availability of significant data we would expect that
both strategic and local commissioners of care and housing would undertake
some analysis to develop a ‘supply map’ of care and specialist housing for
people with learning disability in Northern Ireland. This could inform strategic
commissioning and market shaping, but it would also be of benefit to care
managers, individuals seeking care and their families so that they understood
the options available to them which could promote choice. This should be a live
and dynamic picture of supply.
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The review team gathered information from a range of sources, and undertook
some analysis to establish an initial supply map, and identify commissioning
trends. We will address within the recommendations. Below is a table which
shows the overall range and location of registered care settings and supported
living schemes in Northern Ireland. This sector provides accommodation
capable of meeting a diverse range of needs, all located within the community.
In total there are somewhere in the region of 2,500 places in the community for
people with learning disabilities and a significant minority of the schemes have
been devised to accommodate individuals who additionally have mental health
difficulties or behaviour that can challenge. The cost of care across the sector
is highly variable and is linked directly to the level of support and care required.
For those individuals who live in the registered care sector all of the care costs
are met by health and social care (although there could be a small number of
‘self-funders’). HSC Trusts purchase places in registered care setting either
through block contract or on a ‘spot purchased’ basis for individuals.

Learning Disability Residential Care Places Supported Living

Disabilty /Nursing Home

Statutory Independent Statutory Independent
places

BHSCT

6 RCHI39 Places 4RCH40 Places 7 Schemes 18 Schemes
4 N-Homes/103 Places

NHSCT

8 N-Homes/247 Places 2 RCHN5 Places 6 RCH'58 Places 6 Schemes 27 Schemes

SHSCT

6 N-Homes/166 Places 0RCHIO0 Places 6 RCH5T Places 13 Schemes 11 Schemes

SEHSCT

2 N-Homes! 55 Places 2 RCHN5 Places 11RCHN180 Places 5 Schemes 38 Schemes

WHSCT

1N- Homes! 35 Places 5RCHI%5 Places 6 RCH 83Places 2 Sthemes 15 Schemes

Total

6.7.9

21N-Homes /606 Places  15RCHI23 Places 33 RCHI423 Places 33 Schemes 109 Schemes
Total of SP = 1420 Supporting People Tenancies/ 144Schemes

(RCH — Registered Care Home) Fig 2

For those living within the housing with support provision the individual is
usually funded through a combination of rental income which is commonly paid
through housing benefit, an element for housing support paid from Supporting
People funds, and then a care element paid for by the placing HSC Trust.
Obviously in the case of supported living, the financial costs are spread more
across 2 government departments — communities and health — and then
arranged through the NIHE and HSC Trusts. In supported living the individual
will have a secured tenancy, which ensures rights as a tenant under the relevant
housing legislation. Additionally, the individual will be eligible to apply for
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personal benefits and therefore could have more disposable income which can
support greater financial choice.

The review team undertook a preliminary analysis of the market and in this
context there were some interesting features of the market in Northern Ireland
which merit some note. There are vacancies across all sectors, although the
data on this wasn't readily held or available when we asked for it from Trusts,
yet when talking to providers they all reported some level of vacancy across
provision. For some providers in the private sector this was a particular issue in
terms of sustainability, and they stated a willingness to work with local
commissioners to adapt their services to be more appropriate to need and
demand both now and in the future. Across the supported living sector there
was somewhere in the region of 5% vacancy, which whilst relatively small did
provide some opportunities to meet emerging demand, although the SNA
completed by the NIHE indicates that they believe there is under provision for
people with learning disability at present.

HSC Trusts continue to be a major direct provider of services to this client group
both in registered care and supported living. Trusts operate 31% of the
registered care settings for people with learning disabilities accounting for
almost a quarter of the registered care places. In the supported living
accommodation schemes 24% of the schemes were operated by the local HSC
Trust. There is considerable variability in the extent to which Trusts continue to
operate as providers. For instance, the SHSCT operate 55% of the supported
living schemes in its area, but the WHSCT operates 11% of the supported living
schemes in their area. This raises some interesting questions which the review
team haven't fully explored in terms of the delineation of roles for Trusts both
as commissioners and providers of care.

In relation to the registered nursing home sector these are all private sector
operators. There are 21 specialist learning disability nursing homes in Northern
Ireland, and the majority are operated by local providers some of whom have
entered the market because of a family related interest in learning disability care
or are led by professionals who previously worked within statutory services.
However, 60% of the specialist nursing homes are located within 2 Trust areas
of the NHSCT and SHSCT, with the majority in the NHSCT.

Further strategic inquiry is merited in relation to the type of need being met by
statutory versus non-statutory as anecdotally this appeared to be based on
historical context rather than based on strategic decisions. There could be a
rationale for the HSC Trusts continuing to be such a significant provider,
especially if this was to meet a category of need that the market for social care
had struggled with, but again anecdotally this didn’t appear to be the case.
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Providers pointed out that as statutory providers were using Agenda for Change
terms and conditions in employment arrangements within their direct provision,
this placed Trusts at a tactical advantage in terms of recruitment and retention
of staff. We will return to this issue in the later section on workforce.

Engagement with Private Sector Providers: we engaged with provider sector
providers through a number of focus group sessions organised by 2 of the
network organisations representing providers across the independent sector.
These were ARC (NI) and Independent Health Care Providers (IHCP). The
sector engaged very readily in the review and were keen to give their views and
share their experiences of working within the wider system. Generally,
providers, especially those in the private sector, felt that the resettlement teams
and HSC Trusts had not engaged them in a strategic discussion about the
sector’s potential in meeting the needs of people awaiting discharge from long
stay institutions. Several providers described that whilst they may not have
been considered in the first instance, there were several occasions where they
had been asked to consider and had admitted some individuals who had
experienced unsuccessful placements elsewhere. In these cases several of the
subsequent placements had gone on to be both successful in terms of client
outcomes and stability over time.

Generally, providers expressed concern about the lack of effective partnership
between commissioners and providers. In particular they felt that HSC Trusts
were unwilling to engage in negotiations around ‘risk-sharing’ in terms of
contractual measures that ensure a reasonable level of income to support the
borrowing necessary to allow capital development and borrowing. This was
more of an issue for smaller providers who were newer to the market. Providers
also expressed a general view that whilst there was extensive engagement with
HSC Trusts care management staff and contracting teams in relation to contract
review, there was little discussion about forward planning or potential for service
development. Additionally, several providers worked with a number of
commissioning agencies or HSC Trusts and commented on the variability in
processes and overall approach. Given the size of Northern Ireland there
definitely should be consideration given to the development of a commissioning
collaborative operating under a single commissioning framework. Nursing and
independent residential care providers commented that they were being
expected to operate under out of date nursing/residential care contracts with
amendment through letter of variation, and these arrangements were not fit for
purpose. This proved unsatisfactory, particularly in the context of the complexity
of need of some of the clients.

The statutory sector within health and social care have organised their activity
through the Social Care Procurement Board (SCPB) which was chaired by the
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Director of Children and Social Care at the HSCB/SPPG with representation
from each of the 5 Trusts and legal services. The SCPB has been going through
a ‘refresh’ process to review its role and how it operates. Its revised draft terms
of reference include:

The Social Care Procurement Board will:

a) Develop a Social Care Regional Procurement Plan that places all
approved procurement projects within the overarching strategic
commissioning landscape and includes the rationale for each
procurement project being taken forward.

b) Ensure any request for a regional procurement project is only approved
when the project can demonstrate a clear and unambiguous link with the
Programme for Government and strategic commissioning plan for a
related programme for care.

c) Establish a Social Care Procurement Project Delivery sub group for the
operational management of the Social Care Regional Procurement Plan,
with the Chair of the sub group to be a member of the Social Care
Procurement Board.

d) Establish additional specialist sub groups in response to strategic
commissioning needs.

Whilst it is encouraging to see this renewing of the SCPB it is imperative that
they engage effectively in broader strategic engagement with providers so that
commissioning strategies are informed and shaped with intelligence from the
sector itself. There needs to be a recognition that the commissioned services
with independent sector constitute a multi-million pound investment which has
a massive impact on the lives of people with disability. Additionally, as
elsewhere in the rest of the UK and Europe there is a growing recognition of
the demographic shift in the population of adults with learning disability/ASD
and behaviour that challenges leading to massive increases in demand which
are related to the exponential growth in numbers of people diagnosed with LD
and ASD, and the improved life expectancy of people with learningdisability.

Several Trusts have provided us with information about provider engagement
events or have established regular provider forums, to improve their
partnership working. This would be best progressed through greater regional
collaboration which could be supported by the SCPB’s prioritisation of this
important area of work.

Critical to this work will be developing an understanding of the pricing structure
for care, and in particular the significant variation in costs across the sector. It
will be important to understand both financial viability and financial
sustainability of this relatively small cohort of specialist providers.
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Finance and Value for Money

Commissioners, both strategic (regional) and local (within Trusts) have a
broad duty to ensure value for money in relation to all expenditure within the
public purse. This responsibility is scrutinized by the Northern Ireland Office
who can pursue Value for Money Audits in relation to key areas of work.

The review team were not required in the context of the terms of reference for
this review to undertake a detailed analysis of the costs associated with the
resettlement programme, but there are a number of observations that we
would make in the context of strategic commissioning.

The review team have had discussions with finance officers within the HSCB
regarding the commissioning of learning disability services, including the
services provided at MAH and the alternatives being proposed through the
resettlement schemes.

The costs associated with the funding of MAH is linked to the funding of the
resettlement costs. In the past a ‘dowry’ system applied where each individual
being resettled from a long stay hospital received an allocated sum to support
their resettlement, but there was a broad acceptance that the dowry was often
insufficient to cover the costs of the placement. Whilst the dowry was person
specific once it was no longer required to support that named individual, then
it could be incorporated in to the base funding for future community
placements at some point.

In more recent years this has been replaced with a requirement that the HSCB
would receive costed proposals for the resettlement of an individual, directly
linked to the cost of a placement or place within a newly developed scheme,
and there is an approval process. This requires the HSC Trust to submit a
client specific business case for each individual with complex needs, in which
the Trust is required to lay out provisions for capital and on-going revenue
costs, and should demonstrate value for money to the public purse. The
business case must also demonstrate what elements, if any, are funded
through sources of funding outside of health, usually housing/supporting
people funds. This include access to personal benefits — housing and welfare
payments, rental costs, or Supporting People funding towards housing support
and some elements of management costs within schemes.

In broad terms the costs associated with the funding for MAH is linked to the
funding of the resettlement costs. There would have been an assumption that
a certain proportion of resettlement costs were linked to an expectation of
ward closure and decommissioning of beds as the patient population reduced.
In reality there should have been a decommissioning plan agreed between the
BHSCT and HSCB linked to the resettlement programme, but this doesn’t
appear to have been put in place.

In recent years the number of patients leaving the hospital has been relatively
low. However in addition the number of patients remaining in MAH is
substantially lower that the commissioned beds. Costs within MAH have
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escalated dramatically as there has been an increased reliance on funding of
substantial agency staff to replace staff who have been placed on suspension
during the course of the PSNI investigation.

This has meant that in the last several years the BHSCT has had to seek
additional funds non-recurrently from the HSCB to cover these additional
substantial cost pressures.

The other factor to consider is the cost of the alternative homes that are being
commissioned for people moving on from MAH through resettlement. Through
the ‘tracker tool’ the Trusts have reported on discharge planning for each
individual and where there is a scheme either nearing completion or with a
costed business case approved they provide indicative costs. Not all Trusts
provide this information, but based on the return from the NHSCT the annual
costs of the new provision range from £212k to £500k per annum for the
majority of clients. It should be noted that there was one client who had costs
significantly higher than has been quoted in the range but as this was deemed
an exceptional individual with what could be considered the most complex
needs that individual hasn’t been included in the range.

As stated previously the SCPB will need to consider benchmarking the costs
of these specialist community placements so that SPPG, HSC Trusts and
others can establish what ‘value for money’ looks like in this domain.
Additionally it has to be recognised that the community placements should
provide significant quality of life benefits to those individuals who have
previously lived in MAH.

Whilst the review team did not have access to detailed cost per bed data for
MAH, based on our discussions with finance officers it would appear that the
cost of hospital bed in MAH per annum currently is significantly higher than
even the highest costed placement within the range of placements provided
by NHSCT, and substantially higher than the estimated average cost of a
community placement. In addition it has to be considered that for placements
in specialist supported living schemes, a proportion of the costs will be shared
with housing.

In the context of the position laid out above there needs to be consideration of
the opportunity costs in this situation. A simple definition of ‘opportunity cost’
is “opportunity cost is the forgone benefit that would have been derived from
an option not chosen or pursued”. The review team consider that if the
resettlement of the target group of patients had been achieved more quickly
and within the timescale of the original directive from the Permanent Secretary
in 2018, then there were opportunities for cost efficiencies in relation to the
cost of community placement relative to the cost of continuing hospital
placement for these individuals. This may be open to alternative interpretation
and debate, but there is certainly merit in considering this as part of any more
formal evaluation of the resettlement programme.
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Recommendations

In summary the conclusions and recommendations from this chapter are:

>

The DoH needs to produce an overarching strategy for the future of services to
people with learning disability and their families, to include a Learning Disability
Service Model.

In the context of the overarching strategy the SPPG will develop a commissioning
plan for the development of services going forward. This should include the
completion of resettlement for the remaining patients awaiting discharge from
MAH, and progress the re-shaping of future specialist LD hospital services.
Strategic commissioners within health, care and housing should convene a
summit with NIHE, Trusts, Independent Sector representatives, and user/carer
representation to review the current resettlement programmes so that there is an
agreed refreshed programme and plan for regional resettlement.

The SPPG and NIHE/Supporting People should undertake a joint strategic needs
assessment for the future accommodation and support needs of people with
learning disability/ASD in Northern Ireland

The Social Care Procurement Board should urgently review the current regional
contract for nursing/residential care and develop a separate contract for
specialist learning disability nursing/residential care.
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7. Individualised Care Planning

In this section we will review the policies, and discharge planning guidance in place
nationally to identify good practice; critically review the individualised care planning
arrangements in place in each of the 5 HSC Trusts and assess their effectiveness.

7.1.0 As part of evidence gathering, the review team issued a questionnaire to all 5
HSC Trusts requesting confirmation of the assessment tools and care planning
procedures and processes relied on to support discharge planning.

7.1.2 Engagement with family carers and provider organisations, provided rich
information to the review team in regards to the effectiveness and experience
of discharge planning and this feedback highlighted a gap between the
perception of statutory HSC Trust teams leading the discharge planning and
the experience of other stakeholders.

7.1.3 The review team analysed the information returned by HSC Trusts and
completed a review of research and available guidelines and best practice
relating to individualised care planning. The review of policy and guidelines
highlighted the need to plan discharge from the moment of admission. The Care
Quality Commission- Brief Guide; discharge planning from Learning Disability
assessment and treatment units August 2018, (ctrl click) provides a useful
checklist of what needs to be in place for effective discharge planning;

» At the point of admission, the care plan should include a section on ‘when |
leave hospital’ and the discharge plan discussed at each meeting

» Ensure family and the individual are involved with clear goals agreed

» Discharge plans need to contain a date, an identified provider and
discharge address

» Evidence that the person is being supported to develop skills for
independence and living in the community

» Evidence that information is shared appropriately with providers to prepare
for discharge with the outcomes of assessment and treatment clearly
stated.

7.1.4 There are a range of relevant Guidelines to inform effective assessment and
care planning. NICE guidelines- ‘Challenging Behaviour and Learning
disabilities: prevention and interventions for people with learning disabilities
whose behaviour challenges’ (ctrl click) highlights the importance of
understanding the cause of behaviour and need for thorough assessments so
that steps can be taken to help people change their behaviour The DoH
Guidance ‘Positive and Proactive Care: reducing the need for restrictive


https://www.cqc.org.uk/sites/default/files/20180806_9001507_briefguide-discharge_planning_from_LD_assessment_treatment_or_similar_units_v2.pdf
https://www.nice.org.uk/guidance/ng11
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interventions (2014 (ctrl click) is also based on a positive and proactive care
approach The Care Quality Commission, Brief Guide: Positive behaviour
support (PBS) for people with behaviours that challenge (2018) (ctrl click)
provides the policy position and helpful good practice case examples.

7.1.5 Promoting Quality Care’ Good Practice Guidance on the Assessment and

7.1.6

Management of Risk in Mental Health and Learning Disability services(May
2010) (ctrl click) States that a crisis plan should be included in the care plan and
specify triggers and warning signs with explicit proactive and preventative
strategies in the care plan. Effective assessment and care planning is central
to supporting the transition of individuals from hospital to the community who
have highly individual communication and support needs. Guidance and policy
highlight that an essential lifestyle plan alongside the positive behaviour support
plan should be central to discharge planning in addition to core assessment
tools. The Centre for the advancement of PBS-(BILD) (ctrl click) advocate a whole
organisational approach to embed PBS with all staff having a basic
understanding of PBS and its value base. The learning from resettlement
placements that have broken down and feedback from families and care
providers highlights that positive support plans have not always been in place
and that further work is required to ensure regional standardisation in regards
to the quality of assessments and the tools used.

Questionnaires returned by HSC Trusts highlighted a lack of consistency
regionally in the documentation used to develop care plans supporting a
person’s transition from Learning Disability hospital to the community. HSC
Trusts use a range of assessment templates which are not always collated into
one document. All HSC Trusts used the Northern Ireland Single Assessment
Tool (NISAT) DoH Procedural Guidance- February 2019 (ctri click). However, this
comprehensive care management assessment tool is generic and not
sufficiently person centred. Some Trusts, appropriately supplemented the
NISAT with a range of assessment tools, including ‘Essential Lifestyle plans
‘Promoting Quality Care assessment, Functional assessment, Motivation
assessment scale and Behaviour support plan. If a person is displaying
challenging behaviours, a functional assessment can help uncover the reasons
behind that behaviour. Knowing the function, allows changes to be made that
reduce challenging behaviour. It is essential that discharge planning is person
centred and that the information is accessible and available to all the
stakeholders involved in supporting the person to move on from hospital. This
highlights that assessment tools will only be effective if the organisational
culture is based on positive behaviour support for people with behaviours that
challenge and staff trained to understand and evaluate communication and to
implement proactive and preventative strategies in response to triggers and
warning signs to avoid escalation and crisis. Review of strategic policy across


https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/300293/JRA_DoH_Guidance_on_RP_web_accessible.pdf
https://www.cqc.org.uk/sites/default/files/20180705_900824_briefguide-positive_behaviour_support_for_people_with_behaviours_that_challenge_v4.pdf
https://www.health-ni.gov.uk/publications/promoting-quality-care-good-practice-guidance-assessment-and-management-risk-mental
https://www.bild.org.uk/about-pbs/
https://www.health-ni.gov.uk/publications/northern-ireland-single-assessment-tool-and-guidance
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England, Scotland and ROI confirmed that all prioritised the development of a
positive behaviour framework.

The review team recommend that HSC Trusts collaborate to standardise their
assessment and discharge planning tools to improve the quality and
effectiveness of care plans. The review team recommend that the learning
disability strategy / learning disability service model to be progressed by DoH
takes the evidence base for PBS and learning from other UK nations into
consideration.

The discharge process requires sufficient flexibility to ensure agility and prevent
the process being risk averse, however, an overarching pathway that maps out
who does what at critical stages of the process is required. The review found
that there is no overarching resettlement/ discharge policy that informs the roles
and responsibilities of the range of organisations, teams and individuals
involved. Indicative timelines for case transfers between teams and
organisations is required so that individuals and their families know what to
expect at each stage of the transitions pathway. The review team recommend
that HSC Trusts collaborate with all stakeholders to develop a resettlement
pathway and operational procedure.

7.1.9 Most Trusts were clear that it is the community HSC Trust that has the lead role

for discharge planning rather than the hospital team however, this was not
consistently applied regionally. The review team worked with all HSC Trusts
throughout the period of the review with agreement reached that the community
HSC Trust held responsibility and accountability to lead resettlement planning
once the patient had been identified as ready for discharge. The community
HSC Trust will be reliant on the MAH team who have the contemporaneous
experience of caring for the patient to provide clinical information and input to
the care plan however the community HSC Trust should hold a challenge
function in addressing any discharge delay.

7.1.10 The MAH resettlement co-ordinator has a central role in facilitating meetings

and coordinating the information the hospital team need to share with
community Trusts and provider organisations. Provider organisations had to
develop their own care plans from information shared by the MAH team and the
assessment completed by the relevant HSC Trust, whilst getting to know the
patient during in-reach. They reported significant weaknesses with this
approach.

7.1.11 It was generally recognised that it is a complex task to develop care plans for

community living based on behaviours and triggers evident in an institutional
setting. This highlighted that the community teams should lead the discharge
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care planning processes with active collaboration with families and provider
organisations which was not always evident in the review.

7.1.12 Learning from failed placements and engagement events with provider
organisations and with families, highlighted that not all care plans were robust
in highlighting the key issues and risks for the individual. Families shared their
experience of resettlement placements breaking down within weeks and
months of the trial placement with recurring themes; staff not knowledgeable or
trained in Positive Behaviour approach, inexperienced staff relying on physical
interventions and care plans that did not reflect the level of support that would
be required in the community.

7.1.13 Families were confused by the process of handover between teams due to a
lack of clarity regarding the roles of the community learning disability team, the
dedicated resettlement team and the MAH team when a patient is discharged
on trial. Families were unclear of the process for standing down the
resettlement team and transitioning to the community learning disability team.
Some families who had experienced placement breakdown during trial
resettlement felt that the process was too focused on the MAH multi-disciplinary
team for advice and support rather than involvement and wraparound services
from the community learning disability team. Some families expressed the view
that their loved family member was returned to MAH at the first challenge when
more should have been done to sustain the community placement. There
should be a clear process mapped out through the resettlement pathway
providing clarity of roles and mapping out indicative timeframes for transitions
between teams for patients and families long the resettlement pathway.

7.1.14 Care providers reported a negative experience of care planning due to gaps in
the information that should have been provided by HSC Trusts. Assessments
were stated to be based on the current behaviours in an institutional setting and
not on the hopes and dreams that should be central to strength based person
centred planning

7.1.15 There was insufficient evidence of the learning from things going wrong being
used to improve discharge planning regionally and no evidence provided that
the learning is shared with care providers. Care providers also highlighted that
the focus tends to be on what has gone wrong rather than on what is going right
and that the HSC system should collate the learning from successful
placements. The review team recommend that HSC Trusts collaborate with key
partners to share the learning when things have gone wrong as well as the
success factors when resettlement has worked well and celebrate positive
resettlement stories.
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7.1.16 The review team were tasked to review the care plans for all the service users
in MAH and critically analyse the actions taken to identify and commission
suitable community placements. The terms of reference asked the review team
to look specifically at the MAH population profile by the length of time the person
has been in MAH, where they were admitted from and if resettlement has
already been trialled. The analysis of the thirty six current in-patients and 4
patients on extended leave is presented in the following charts.

Table 1.1 MAH current population by length of stay (Inclusive of 36 in-patients and 4
patients on extended leave).

M 0-1 year
1-5 years
5-10 years

Population by Length of Stay
13 10-15 years

W 15-20 years

4 W 20-30 years
W 30-40 years

10 W 40 + years

Fig 3

7.1.17 The original Patient Target List (PTL) was established to target long-stay
patients for resettlement who had been in-patient at MAH for more than one
year in 2007. The analysis of length of stay of the current in-patient population
identified ten patients from the PTL list who have not been resettled of whom
six have been in MAH over thirty years and 2 in MAH over forty years. The
range of lengths of stay for the remaining 16 delayed discharge patients not on
the PTL list, varies by HSC Trust. SEHSCT range between 2 and 4 years.
BHSCT range between 2 and seven years and NHSCT range between 2 and
ten years.

7.1.18 The hospital has been virtually closed to admissions over the past 2 years
however, it is of note that the 3 admissions in the past year were all BHSCT
patients. Two of these admissions were from a respite facility managed by
BHSCT and one from a facility managed by an independent sector provider. It
is clear that HSC Trusts are responding to a higher level of acuity and risk in
the community than previously however, further action is needed to embed
hospital avoidance measures through community treatment and intensive
support to prevent further admissions and adding to the delayed discharge
population.
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7.1.19 The impact of new admissions on a long stay population is significant due to
the challenge of managing very diverse and competing needs. The majority of
patients in MAH are NOT on active treatment and should be progressing on a
skills development and transitions pathway. Unplanned new admissions have
the potential to impact on the opportunities and quality of life for longer stay
patients if the focus in the hospital is on managing risk and crisis response. It is
critical that community based crisis response and intensive support services
are further developed to prevent crisis admissions.

Tablel.2 MAH Admitted From

Population: Location Admitted From

H Home
M Regulated Facility
Other Hospita

Prison

Fig 4

7.1.20 Patients with longer lengths of stay were more likely to have been admitted from
home, but those admitted in more recent years were likely to have been
admitted from a range of regulated facilities. Two patients transferred from
prison and 2 of the MAH patients transitioned from the children’s inpatient
facility the Iveagh centre. Children & Young People with learning disability were
not in scope for this review however, feedback from family carers stressed that
a lifecycle approach to planning is essential to effectively project and plan for
transitions and that children, young people and their family carers should have
a say and input into planning adult services as a key stakeholder. Analysis of
the data relating to where patients have been admitted from, highlights that
recent admissions have all been from regulated learning disability facilities
managed by both statutory and independent sector providers. The review team
did not see evidence of the learning from these crisis admissions however, the
evidence base and policy/commissioning direction in England and Scotland
highlights the need to step up wraparound intensive support services to meet
the needs of the individual but also to wraparound the staff teams often
struggling to respond.
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7.1.21The review team had the opportunity to visit people in supported living
environments who had previously been transferred to medium secure hospital
in the UK and were now successfully returned to their home community. The
success factors in sustaining the placement reported by both the Independent
sector provider and the Trust was the level of collaboration, responsive and pro-
active interventions by the Trust Learning disability forensic team. The
independent sector care staff talked about the importance of building
relationships and trust with statutory colleagues. The Welsh Government's
‘Improving Lives Programme (2018) placed particular emphasis on
communication and effective working relationships at all levels across the
system. The emphasis on these ‘softer’ skills within the Improving Lives
programme of change is significant. The review team received feedback from
statutory, independent sector providers and from families highlighting concerns
about the lack of openness, trust and respect in relationships. Families reported
that lack of continuity of key workers has impacted on developing trusted
relationships alongside the fact that their trust in the HSC system has been
broken due to the allegations of abuse at MAH. Care Providers and HSC Trusts
expressed negative experiences in the contracting and monitoring of services
due to a lack of trust.

7.1.22 It is critical that community based intensive wraparound services are developed
to prevent placement breakdown and prevent hospital admission. However
there is also a need to get back to basics and spending time repairing and
building relationships which should be informed by the values underpinning the
HSC Collective leadership strategy (ctrl click) to ensure effective person centred
planning and collaboration with all relevant stakeholders

Tablel.3 MAH current population Number of previous trial placements

Muckamore Population: Number of Previous Trials

11

One
Two

None
25 4

Fig5

7.1.23 In regards to previous trial resettlement, the analysis confirmed that all PTL
long-stay patients had at least one previous trial placement with one PTL patient


https://www.health-ni.gov.uk/publications/hsc-collective-leadership-strategy
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who had been offered 2 placements but would not leave the hospital. A small
number of patients who had become institutionalised by having lived most of
their adult lives in hospital were distressed by the experience of trial
resettlement, which were then unsuccessful. This is a key reminder that whilst
we should be ambitious for timely resettlement the primary importance is getting
the resettlement right first time in order to prevent further breakdown causing
trauma and distress. The majority of patients who have not yet had a previous
trial placement are the more recent admissions or the small number of patients
subject to a hospital order with restrictions with step down from detention
requiring collaboration with the Department of Justice.

7.1.24MAH serves 3 HSC Trusts, the BHSCT which manages the hospital, the NHSCT
and SEHSCT. The WHSCT has its own Learning Disability in-patient beds at
Lakeview Hospital and the SHSCT has its own Learning Disability in-patient
beds at Dorsey hospital. There are a few out of area placements. SHSCT has
one patient in MAH. NHSCT has one patient in Dorsey and one patient in
Lakeview.

7.1.25 At commencement of the Review of Resettlement, there was a total of sixty
Learning Disability in-patients delayed in discharge regionally; 46 at MAH, 8 in
Dorsey Hospital and 8 in Lakeview Hospital.

7.1.26 The review team established the baseline MAH Population in June 2021 and
updated the population baseline as of 11" July 2022. It is encouraging to note
that there have been ten discharges between June 2021 and July 2022
however 3 admissions. The NHSCT had the highest in-patient numbers at
commencement of the review however, BHSCT now has the highest number of

in-patients.
Table 1.1: Patients by HSC Trust — June 2021
Trust of Residence Number of In-Patients
NHSCT 21
BHSCT 16
SEHSCT 8
SHSCT 1
WHSCT 0
Total 46

Fig 6
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Table 1.2: - Patients by HSC Trust-11t July 2022

Trust of Residence Number of In-Patients
NHSCT 14
BHSCT 15
SEHSCT 6
SHSCT 1
WHSCT 0
Total 36

Fig 7

7.1.27 The review team critically evaluated the progress of resettlement plans as
devised by the responsible Trust for each patient in MAH and reviewed all
business cases which have been completed or are still in process, to identify
any strategic or operational barriers and make recommendations for actions
to accelerate the delivery of proposed pipeline schemes. The review team
reviewed the data submitted by all 5 Trusts on the monthly tracker to
HSCB/SPGG and met with Northern Ireland Housing Executive, Supporting
People leads to validate information relating to Supporting People schemes.
Through this analysis, the review team identified individuals where plans are
absent or weak requiring alternative plans.

7.1.28 At the outset, the review team met with the Director and senior management
team of each of the 5 HSC Trusts to discuss their approach to discharge
planning, to clarify the specific plans in place for each patient and the business
cases being progressed directly by the Trust or reliance on schemes being
progressed by another HSC Trust. The review team assessed discharge plans
against deliverability and timescale for discharge. There were common issues
raised by all HSC Trusts with the key challenge to discharge noted as
workforce recruitment and capability alongside gaps in the community
services infrastructure required to maintain community placements.

7.1.29 Tracking resettlement from the 1980’s, has seen a clear move over the years
from large institutional settings to smaller nursing and residential homes in the
community and progression to supported living models based on single
tenancy or small number of people sharing

7.1.30 The focus currently has moved to new build bespoke schemes that have a
minimal design to delivery timeline of between 2 and 5 years which has
become a significant delay factor. BHSCT has 3 capital schemes in the
pipeline. Minnowburn which was a BHSCT only scheme for 5 patients and the
On-Site and Forensic schemes to accommodate patients from all 3 HSC
Trusts. The timelines for the new build schemes have drifted and most are still
at an early stage of development. The review team view the uncertainty of
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projected discharge dates for these capital schemes as unacceptable and
highlighted the requirement for alternative options to be pursued.

7.1.31 The review team were concerned that robust needs assessments had not
been completed for patients identified for the On-Site and Forensic schemes
resulting in a lack of clarity about the appropriate service model and whether
registration of the On-Site scheme should be for a nursing home or residential
facility. Robust Needs assessment should be the basis for any procurement
or service development. It was a recurring issue throughout the review that
insufficient attention has been given to needs assessment at individual case
and population level.

7.1.32 The review team obtained information from Supporting People and data from
RQIA in regards to regulated nursing and residential schemes which
highlighted vacancies in current schemes. Feedback from provider
organisations suggests that Trusts have not worked sufficiently with provider
organisations to explore how current capacity could be customised to meet
need with view to speed of implementation. This requires fresh thinking and
imagination based on robust needs assessment. It would appear that the HSC
system has become risk averse and focused on bespoke new build schemes.

7.1.33 HSC Trusts need to be clear about risk appetite based on robust Assessment
of Need/Risk and analysis of what is working for similar needs in the
community. Delivering this challenging agenda also requires a corporate and
regional approach to ensure the relevant skill set promotes fresh thinking and
delivery.

7.1.34 HSC Trusts narrative and reporting in relation to resettlement plans was
repetitive, providing reassurance rather than assurance based on evidence.
Trust Boards should have challenged the timelines presented for resettlement
and queried contingency arrangements for expediting earlier discharges. At
the commencement of the review, all HSC Trusts reported that discharge
plans were in place for the majority of their patients however the review team’s
analysis identified that most plans were still at scoping stage and therefore
lacked the robustness and detail required to establish a reliable trajectory for
tracking performance. Delegated Statutory Function reports for all HSC Trusts
focused on the lack of community living options, rather than on breach of
Human Rights and did not provide the assurance required. There was
insufficient challenge by Trust Boards and the HSCB/SPGG.

7.1.35 Four discharge placements had already been commissioned and had been
available from commencement of the review including 3 planned discharges
to Cherryhill (BHSCT Supported living). One of the Cherryhill discharges was
delayed due to the wait for minor adaptation work. This matter should have
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been escalated for urgent approval through senior management rather than
rely on routine processes. Three of the Cherryhill discharges were delayed
due to staffing shortfall and requirement to recruit additional staff. In light of
the fact that discharge placements for 3 patients were available, there should
have been a more strategic approach taken in regards to deployment of the
workforce with view to reducing the MAH in-patient population. BHSCT had a
strategic focus on the stability of the MAH workforce with daily monitoring and
reporting given the reliance on agency staff. This appeared to impact on
decision making about using agency staff to transition with the patient until
sufficient staff could be recruited and trained. The bigger picture of reducing
the population through more flexible utilisation of the workforce to expedite the
discharges was raised by the Co-Director but not progressed. The complexity
of the logistics associated with workforce allocation cannot be underestimated
however, the delay and drift in discharging 3 patients added to the staffing
pressures in MAH. Prioritising a consultation with legal services in relation to
the fourth patient who had a placement already commissioned by community
LD services was agreed but not actioned, resulting in drift. In this specific case,
the community HSC Trust and the BHSCT should have been working more
collaboratively to an agreed action plan. It was concerning to note the drift in
these specific cases despite the opportunities being highlighted to the involved
HSC Trusts by the review team. Whilst there are recognised delays associated
with new build schemes there should have been more focus on those
discharges that could have been expedited more speedily.

7.1.36 The review team completed an analysis of resettlement plans, revised the
performance tracker tool and provided advice to HSC Trusts on the immediate
actions required to accelerate resettlement and strengthen reporting and
accountability arrangements.

» Advice to Trusts to rethink the deliverables to focus on speed of
implementation given the unacceptable timelines for new build schemes
still at initial development stage

» Advice to BHSCT to extend the TOR for the On-Site project chaired by
Director to include the Forensic scheme given the inter-dependencies for
the NHSCT and SEHSCT on both schemes

» Advice to NHSCT to engage the care provider for the new build scheme
Braefields, to agree concurrent admissions rather than the eighteen
month phased implementation as planned.

» Advice to Trusts to review available capacity in the nursing home and
residential/ supported living schemes and agree how placements could
be tailored to meet need

» Advice to Trusts to urgently re-assess patients identified for the Forensic
scheme and bring forward individual discharge solutions.
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» Advice to all Trusts to prioritise the focus on individual cases with an
increased potential for early discharge rather than focus on new build
schemes.

7.1.37 The landscape changed throughout the period of the review, with HSC Trusts
revising their plans in recognition of the long lead in time for new build
schemes. The review team welcome the fresh thinking and renewed
collaboration between the Belfast, South Eastern and Northern Trusts evident
from April 2022 resulting in solution focused workshops to address the long
standing challenges associated with delayed discharge. Consideration was
given to the development of an interim model on the MAH so that patients
pending discharge to community placements would be cared for in a social
care model as part of transition planning. However, due to the continuing
pressure on workforce availability and capability which is evident in MAH, the
thinking is rapidly changing with re-focus on building individual placement
discharge options rather than on an interim on-site social care solution. The
review team completed a stocktake of all plans at commencement and end of
the review fieldwork and will present the analysis on progress on a Trust by
Trust basis and summarise the projected discharges by end March 2023.

7.1.38 The SEHSCT was reliant on the BHSCT and NHSCT new build schemes for
5 of their patients and are now pursuing alternative plans to replace reliance
on the forensic and on-site schemes. Discharge plans in development for 4
patients appear to be realistic and deliverable. The Trust plans to discharge 2
patients in August 2022 and a further patient in September 2022. The Trust
does not yet have plans in place for their 2 forensic patients but have plans in
development for the other patients. The profile of the SEHSCT remaining
delayed discharge population highlights very diverse needs ranging from 1
patient who has lived in MAH for 45 years, 1 patient on a Hospital Order with
restrictions and 1 young person who transferred from a children’s facility.

7.1.39 The NHSCT's discharge planning was based on 2 new build schemes and a
number of individual bespoke placements. The NHSCT was reliant on the
BHSCT delivering the On-Site scheme for 1 patient and the forensic scheme
for 1 patient. The NHSCT has robust plans in place for six NHSCT patients to
transfer to the Braefields scheme from August 2022 and for 4 patients to
transfer to Mallusk new build scheme between August 2022 and March 2023.
Two patients have commissioned placements at named schemes with
discharge dates agreed by end July 2022. The NHSCT has progressed
planning for their patients delayed in discharge across all 3 learning disability
hospitals in Northern Ireland and have definite dates agreed for discharge of
patients from Dorsey and Lakeview In summary the NHSCT has made
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significant progress in developing robust discharge plans with progress
hindered by challenge with recruitment to the Mallusk scheme and challenges
in the building supply chain that slowed building work moving the handover
date of the Braefield scheme from end April to end August 2022.

BHSCT — Regional Role as the Trust Responsible for MAH

Reducing the MAH population is a strategic priority and should be a significant
measure in providing assurance about safe and effective care in MAH.
Reducing the population would defacto reduce workforce challenges and
support the remodelling of the hospital site with view to re-establishing patient
flow and acute admissions. The Leadership and Governance report (2020)
highlighted that the Trust focus on resettlement came at the cost of scrutiny of
the Safety and Quality of care of those in-patient. Given that BHSCT has the
lead role for the management of MAH as well as the delivery of 2 schemes that
other HSC Trusts were co-dependent on, namely the Forensic and On-Site
schemes, a review of BHSCT Board agenda and minutes for 1 year, 2020/21
was completed by the review team to identify the level of scrutiny and challenge
to address the delayed discharges from MAH.

The analysis of Trust Board minutes confirmed that MAH is a substantive
standing agenda item at each Trust Board with update report and papers on
safety metrics and workforce presented by the MH/LD Director. Updates on the
number of patients in MAH are provided however, there was limited scrutiny in
regards to the resettlement plans for BHSCT patients or the capital business
cases in development.

The review team found that the pendulum appears to have swung to a primary
focus at Belfast HSC Trust Board on the development of safety metrics and
workforce stability with limited challenge to the timelines proposed for
resettlement of BHSCT in-patients.

The following updates on the MAH population and resettlement plans were
provided to Belfast Trust Board by the Director of Mental Health and Learning
Disability services.

» Oct 2020 Director reported 43 patients, 2 on trial and 1 on home leave.
Further 5 BHSCT discharges expected to proceed.

» Dec 2020 Director reported- 47 patients — 3 on trial. NHSCT-20, BHSCT-
17, SEHCT-8, SHSCT-1, WHSCT-1

» April 2021- Number of patients noted as 43 - 2 on trial resettlement and 1
on extended home leave. Expect another 5 discharges of BHSCT patients
in the next 6-months by September 2021.
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The Executive Director of Social Work reported satisfactory compliance with
requirements specified in the Delegated Statutory Functions Scheme of
delegation. The DSF report- noted 6 successful discharges and further 5 on
trial resettlement with plans in place for a further 16 resettlements. The
report noted a lack of community placements for LD impact on delayed
discharge.

» Nov 2021- Director for strategic development updated on planning for On-
Site business case.4 patients meet criteria. Outline specification drawn up
and shared with capital panning team. Design team secured to complete
feasibility study of the MAH site. Steering group has held 4 meetings.

» January 2022- Director update- 39 patient- 4 on trial and 1 on extended
leave only 2 on active treatment. Chairman sought clarification on timeframe
for the On-Site resettlement business case. Director reported that the
timeframe for the On-Site scheme was 2024/2025. Further business case
to be developed for forensic scheme- Requires identification of appropriate
site.

» BHSCT’s Delegated Statutory Functions report 2021/22 lacked scrutiny
from Trust Board. It is of note that BHSCT reported that resettlement plans
were in place for 15 patients and no plan in place for 1 patient.

Analysis of the regular updates to Belfast HSC Board and through the
Delegated Statutory Function reports in regards to progress on resettlement,
highlight the repetitive narrative based on plans in the early stages of
development which were not robust enough to provide assurance in regards to
projected discharge dates.

Whilst the Chairman of the BHSCT sought clarification on timeframe for the On-
Site resettlement business case on 1 occasion and Director advised that the
timeframe for scheme completion was 2024/2025, this appears to have been
accepted rather than discussed or challenged.

BHSCT's dedicated resettlement team was funded for 2 community integration
co-ordinators and a Social Worker to develop Essential Lifestyle plans. The
Social Work post and 1 of the coordinator posts are vacant. A senior manager
post established to review SEA’s and develop an action plan on the lessons
learned is also vacant.

BHSC Trust had 16 patients in MAH at commencement of the independent
review and still has 15 patients in MAH at 11th July 2022. Our analysis of the
current position for BHSCT in regards to revised planning is that BHSCT has
robust discharge plans in place for 2 patients to transition to current nursing
home and supported living vacancies by September 2022. However, the plans
for the remaining 13 patients have not been confirmed in regards to named
scheme or estimated discharge date and remain plans in development. There
are 3 major challenges for revised plans, Workforce recruitment, re-registration
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of schemes and most significantly the time required to engage and gain
agreement from family carers. This is a dynamic environment and the summary
and trajectory provided by the review team reflects the position at 11" July
2022.

BHSCT: Discharge Plans for MAH Patients at July
2022

Plans Complete
Plans Incomplete

13
Total = 15

Fig 8
The review team considered in detail how the Trusts developed plans,

proposals and accommodation services to meet the aggregated needs of this
group as identified through their individual care plans in Chapter 8.

7.3 SEHSCT - Resettlement plans

731

SEHSCT completed a number of capital business cases some years ago
significantly reducing the Trust's long-stay in-patient population to eight patients
at commencement of the review and 6 in- patients at 11" July 2022.

» The Trust was reliant on the BHSCT and NHSCT new build schemes for 5
of their patients and The Trust is now pursuing alternative plans to replace
reliance on the forensic and on-site schemes. Discharge plans in
development for four patients appear to be realistic and deliverable. The
Trust plans to discharge two patients in August 2022 and a further patientin
September 2022. The Trust does not yet have plans in place for their 2
forensic patients but have plans in development for the other patients. The
profile of the SEHSCT remaining delayed discharge population highlights
very diverse needs ranging from one patient who has lived in MAH for 45
years, 1 patient on a Hospital Order with restrictions and one young person
who transferred from a children’s facility.



132

7.4

741

MAHI - STM - 297 - 470 Exhibit 48

» SEHSCT has a new build scheme in development in partnership with a care
provider but recognised that this will not be a viable option for MAH
discharges given the long lead in time

» ltis of note that one SEHSCT patient has been on extended home leave with
an extended support package from March 2020 with family taking the patient
home at the onset of the Covid pandemic. BHSCT also had one patient on
extended home leave for similar reasons. An evaluation of how the extended
home leave placements have been maintained for this lengthy period without
return to MAH should be completed to inform future support models aimed
at admission avoidance.

The review team have used the Care Quality Commission - Brief Guide;
definition that a discharge plan needs to have an identified care provider, an
address and a discharge date to be agreed as a discharge plan. The review
team used this definition to assess the robustness of the SEHSCT updated
discharge plans. SEHSCT has a confirmed placement at Mallusk scheme for
one patient with discharge expected in August 2022. The Trust has
commissioned a nursing home placement for one patient with discharge date
in August 2022. SEHSCT expect an additional patient to transfer to a specialist
facility in the Republic of Ireland with discharge expected by September 2022.
Three of the SEHSCT 6 patients have robust discharge plans and imminent
discharge dates. A plan is in development for one patient and 2 patients do not
have a robust plan.

SEHSCT: Discharge Plans for MAH Patients at July
2022

m Plans Complete
E Plans Incomplete

Total =6

Fig 9

Northern HSC Trust — Resettlement plans

Historically the NHSCT has been reliant on hospital admission resulting in the
highest number of patients to resettle regionally. At the outset of the
independent review, the NHSCT had nineteen delayed discharge patients in
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Muckamore Abbey Hospital, 1 patient delayed in Lakeview Hospital and 1
patient delayed in Dorsey Hospital

The Northern HSC Trust’s discharge planning was based on two new build
schemes and a number of individual bespoke placements. The Northern HSC
Trust was reliant on the Belfast HSC Trust delivering the On-Site scheme for
one patient and the forensic scheme for one patient. The NHSCT has robust
plans in place for 6 NHSCT patients to transfer to the Braefields scheme from
August 2022 and for 4 patients to transfer to Mallusk new build scheme between
August 2022 and March 2023.Two patients have commissioned placements at
named schemes with discharge dates agreed by end July 2022. The NHSCT
has progressed planning for their patients delayed in discharge across all three
Learning disability hospitals in Northern Ireland and have definite dates agreed
for discharge of their patients from Dorsey and Lakeview Hospitals. In summary
the Northern HSC Trust has made significant progress in developing robust
discharge plans with progress hindered by challenge with recruitment to the
Mallusk scheme and challenges in the building supply chain that slowed
building work for the Braefields scheme moving the handover date from end
April to end August 2022.

NHSCT: Discharge Plans for MAH Patients at July
2022

m Plans Complete
m Plans Incomplete

Total = 14

Fig 10

Key findings; the analysis of the review of Individualised care planning has
highlighted a number of concerns and themes

» HSC Trusts were not responsive to data requests with responses missing
deadlines and monthly performance monitoring templates not being
robustly completed with key data missing or not updated.

» The narrative from HSC Trusts was repetitive and had not been sufficiently
challenged by HSC Trust Executive teams, Trust Boards or the HSCB/
SPPG resulting in significant delay in identifying and challenging the lack of
progress.
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» Proposed discharge plans were not assessed against an agreed definition
for a discharge plan, namely that a plan requires a confirmed care provider,
confirmed scheme address and confirmed estimated discharge date to be
agreed as a robust discharge plan.

» HSC Trusts were asked by the review team to validate the data supplied by
RQIA and Supporting People and provide additional data on housing with
support placements not captured in the NIHE and RQIA data sets. A
guestionnaire was developed by the review team to collate data from HSC
Trusts to establish a regional supply map. The response from HSC Trusts
was poor and not reliable. The HSCB/SPGG completed an exercise in 2020
to complete Needs assessment for Housing with Support. The variation
regionally in demand reflected the poor quality of the information returned
by HSC Trusts based on a range of interpretations of the questions.

» There is a need to get back to basics to ensure effective person centred
planning and collaboration with all relevant stakeholders in the
development of discharge plans. There appeared to be a lack of dialogue
between HSC Trusts and providers to share the lessons learned from failed
placements. The learning from trial placement breakdowns should inform
discharge planning and will only be achieved through an integrated care
approach based on partnership and collaboration.

Recommendations

>

SPPG needs to strengthen performance management across the HSC system
to move from performance monitoring to active performance management
holding HSC Trusts to account.

SPPG should establish a regional Oversight Board to manage the planned and
safe resettlement of those patients not currently under active assessment or
treatment

Consideration needs to be given to building highly specialist community based
crisis response support teams to promote admission avoidance.

A regional positive behaviour framework should be developed with the standard
of training for all staff working in learning disability services made explicit in
service specifications and procurement.

Learning disability strategy / service model to be progressed by DoH should
incorporate the evidence base for PBS and learning from other UK nations

HSC Trusts should collaborate with all stakeholders to develop a resettlement
pathway and operational procedure.

HSC Trusts should ensure that the lived experience of the person and their
family is effectively represented in care planning processes and the role of
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family carers as advocates for their family member is recognised and
respected.

» HSC Trusts should collaborate to standardise their assessment and discharge
planning tools to improve the quality and effectiveness of care plans

8. Operational Delivery of Care and Support

In the previous chapters we have talked about the strategic and commissioning
framework for services, and also have considered the importance of good
individualised care planning. In this chapter we need to consider the delivery of care
and support and the experience of the individuals who have gone through resettlement
and their families.

It is worth briefly revisiting what the current mapping of accommodation, care and
support services looks like. There are 21 specialist LD nursing homes in NI offering a
total of 606 places; there are a total of 48 residential care homes (15 statutory and 33
independent) offering a total of 546 places (123 statutory residential care places and
423 independent residential care places); and there are 149 accommodation based
supported living schemes for people with learning disabilities offering a total of 1334
places across Northern Ireland.

81 Range of provision available:

8.1.1There is a really impressive array of different types of homes for people with
learning disabilities, and this diversity reflects the heterogeneous nature of the
learning disability who will have a wide range of needs and wishes that need to
be considered for each individual. This diverse picture also reflects significant
variation in the cost of care, again dependent on a range of factors but primarily
the needs of the individual and the staffing associated with those needs to
ensure a safe and stable quality of care can be routinely delivered. In this
context schemes which are designed and very bespoke to the particular needs
of an individual will be higher than for those living in group living environments,
where there may be ‘economy of scale’ factors to reduce the care costs. There
has to be a recognition that for some individuals living with other people poses
too significant a challenge and their needs can only be met in living alone
situations, although there is always a need to ensure that these individuals have
access to social relationships and community interaction as appropriate. Some
providers have moved to try some innovation through congregated settings, but
with separate living accommodation.
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Range of provision available throughout Northern Ireland

HSC Trust Areas L

4 Residential Care
Homes
{40 pletes)

18 Supported Living
¢+ Sthemes

i Mursing Homes
« (103 places)

18 Supperted Living

Schemes
11Residential Care
Homes
{180 places)
Fig 11

8.1.2 The broad thrust within the Bamford Review had been towards smaller group
living options, and away from large congregated community settings. The bar
chart below shows the spread of size within accommodation-based supported
living schemes funded through Supporting People and HSC funding
agreements, and the general trend is in favour of smaller schemes. Whilst this
Is a welcome change of direction the emerging policy and strategic positions in
relation to both learning disability and adult social care within Northern Ireland
will need to address the sustainability of funding as demand increases linked to
the demographic changes that we can expect for this population.
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Fig 12

It is also important to recognise that within the independent sector it is highly
probable that in the current population of residents and tenants within their
settings that there will be individuals with similar needs profiles to those
individuals who are awaiting resettlement from hospital. The sector has already
demonstrated a readiness to meet the needs of individuals with complex needs
often relating to co-morbidity of learning disability and mental health issues
along with behaviour that can challenge. We heard several success stories
which should be a strong foundation for understanding what works well for this
group of especially vulnerable individuals.

Workforce

It is fair to say that across all stakeholders workforce was the single biggest
concern, both in terms of the existing and future provision. Providers and
NISCC as the regulator of the social care workforce expressed concern about
the continuing need to develop a skilled and stable workforce across the sector.
The inability to both recruit and retain a social care workforce was a massive
risk for the sustainability of the existing provision and the most significant barrier
for the proposed new developments. This has seriously hampered progress of
several of the resettlement schemes which it is hoped will provide new homes
for existing people living in MAH.

The models supporting the development of many of the new schemes are
psycho-social rather than medical. Therefore the workforce will need to have
skills in the delivery of psychological and social interventions, along with an
understanding of the need to re-refer to specialist clinical services as and when
appropriate. Most providers were now adopting Positive Behaviour Support as
central to their service offer, although we heard concerns expressed by the
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Royal College of Psychiatrists about the ‘fidelity’ of this approach which was
often variable in both delivery and positive outcomes. There was certainly some
anecdotal evidence to suggest that in some settings some of the least qualified
and experienced staff were working with some of the clients with most complex
needs. This sometimes resulted in poor continuity linked to high turnover of
staff.

However the workforce issue was also a mixed picture. Some of the more
established providers with a longer track record of service provision had better
ability to recruit and retain staff, and some of the not for profit organisations had
also recruited specialists in psychology or positive behaviour support to provide
consultancy and support to their own provision. We also heard some providers
describe how they had expanded the skill base within their teams by recruiting
professionals from other disciplines such as teaching or youth and community
work. Similarly we were impressed that some of the private providers described
very stable teams, who were generally recruited from the local community with
high rates of retention.

We have commented in an earlier section about the issues related to differential
rates of pay, and particularly the disparity between statutory and non-statutory
services in terms of Agenda for Change profiled pay in services provided by
HSC Trusts. Whilst rates of pay are going to vary across the sector there needs
to be some discussion within the sector to ensure that this isn’t operated in a
way that becomes a barrier to stability within the workforce. An integrated
workforce strategy that looked at staffing across the whole landscape of
learning disability services should be linked to the Learning Disability Strategy
and Service Model, and should provide better learning and developmental
opportunities as well as supporting greater mobility across sectors and roles.
The review team are encouraged that MDAG has oversight of a regional
workforce review across adult learning disability teams and services. This
review has a wide scope of the learning disability workforce across statutory,
private and independent sectors. A multi-disciplinary team has been put in place
to undertake this important piece of work which is expected to complete in 2023;
a survey has been undertaken to establish the baseline of the current workforce
as of 31st March 2022.

Quality of Care within Services

Given the size and nature of the sector it has to be recognised that quality could
be variable. However, there was certainly encouraging signs that would suggest
that services were of good quality in many settings. RQIA have a responsibility
to inspect registered care settings and in doing so seek the views of residents
and staff. Generally in most registered care settings these are positive, with
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positive comments about compassionate and caring staff in many settings.
Whilst it could be argued that these may be more subjective than objective
observations, RQIA are working with ARC and PCC through projects like “Tell
It Like It Is” to ensure that there are a range of ways of accessing the views of
people living within these settings and their families.

The review team were able to visit one particularly innovative example of a
bespoke placement for a young man who was living with learning disability and
ASD, and who was being supported to live on his own with 24/7 on-site support.
He had successfully been transitioned back from a long term specialist
placement in another part of the UK. The staff team supporting him were
especially attuned to designing support appropriate to his needs and
tolerances, as well as addressing the significant risks both within his home
setting and when accessing the community.

Resettlement Process and Outcomes:

Broadly speaking the resettlement process could be split in to 3 phases — (1)
pre-placement which included assessment and consultation to identify suitable
placement opportunity; (2) transition phase which focuses on the planned move
and immediate monitoring and support intensively immediately after placement;
and (3) ongoing post placement support, including contingency plan to manage
‘crisis’.

One area of concern was that the region didn’t appear to have developed a
regionally agreed resettlement/transitions pathway for people who were
transitioning from hospital settings. Several stakeholders raised this as a
concern. Families felt that they were insufficiently involved in developing these
plans at times of a critical move. We asked the BHSCT as the lead Trust in
terms of resettlement to provide us with the resettlement pathway, and after a
gap of several weeks they issued us with a ‘draft resettlement pathway’ which
we believe was produced without consultation with other Trusts, families or
providers. Whilst it was good to see a willingness to develop an agreed
pathway, we would have expected it to have previously been in place and to
have gone through a co-production process. Consequently there was a great
deal of variability to the quality of pre-placement arrangements and transition
plans.

8.4.3 There were key issues which an agreed pathway and protocol could have

resolved. Central within this would be where the primary responsibility for
resettlement lay — especially what role the hospital multi-disciplinary team had
in relation to the process relative to the role and responsibilities of the
receiving/home Trust who would have on-going responsibility for supporting the
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placement. We certainly were told of a concern that the hospital teams held an
overly prominent level of sway in terms of choice of placement and the
parameters of moves, including the extent to which ‘leave’ was extended for
lengthy periods beyond the point where the individual had left the hospital.
Several providers commented that the assessment of the client’'s needs
provided by the hospital was sometimes not fit for purpose in terms of how they
would devise a plan of care and support appropriate to the new care setting.
Often the hospital had limited experience or understanding of how the client
might be in other community-based settings. There was a general view that
hospital perspectives could be overly risk averse, and rarely acknowledged the
significant experience of the more established providers. The review team drew
a conclusion that it was imperative that Community Learning Disability
Teams/Services of the receiving/home Trust needed to take the lead during the
transition phase and to act as an effective bridge between the hospital at the
point leading up to discharge and the provider as they accepted the client.

Sadly several of the families that were willing to share their experience had
gone through a process of placement break down, and we heard some
harrowing accounts of how placement disruption was handled. However it is
important to note that for many of these individuals and their families the system
continued to support them and ultimately they found suitable new homes.

In terms of the third phase of post-placement support, again we heard of a very
mixed picture from providers. Some providers talked about a lack of clarity
between the roles of different teams.

Where systems described placements going well there were a number of key
features which are worthy of note. The extent to which the ‘new’ staff supporting
the client had an opportunity to begin to establish a working relationship and
understand the individual and how best to meet their needs was an important
foundation stone. Plans that had considered contingency if things started to go
wrong were more robust, and in particular access to additional dedicated
support from local Trust services at times when a crisis was emerging was
particularly important. There is some variability between HSC Trusts in relation
to the extent that they have been able to develop these specialist levels of
support, although all are making moves in that direction. One provider
described that their ability to support some individuals with very high levels of
challenge and potential risk because of the responsiveness of the Trust
services when they ‘put up the flag’. In this scenario it was the strong and
established partnership between the provider and the Trust services — clinical
and commissioning — that gave them the resilience to support a number of
individuals with the highest levels of need. In this situation there was clear
evidence of effective communication, joint working and mutual respect and
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support, all of which was focused on keeping the client at the centre of the
process.

Whilst in all areas we heard about providers and local commissioners having
engagement through contract review processes, there didn’t appear to be well
established broader engagement across the sector to support more effective
partnership working. We felt that at a time when the health and social care
system is committed to further development of integrated care systems, that
there could be some work done here to support an integrated care pathway for
these individuals with significant complexity of need.

Local Commissioning by HSC Trusts of Accommodation Schemes to
address the needs of Individual Resettlement Plans

In chapter 7 the review team laid out what we found in relation to the evidence
for good individualised care planning and the current level of practice. In order
to find accommodation solutions for the individuals awaiting resettlement the
Trusts needed at a local level to commission, either singly or jointly, new
schemes that could meet the requirements for this clearly identified population.

There was distinct variation in relation to how effectively the development of
new accommodation schemes was executed by individual Trusts.

Positively the NHSCT had worked well with a small number of trusted providers
to develop several schemes which then had the potential to accommodate most
of their remaining patients from MAH. At the time of the review this had ensured
that business cases had been approved for social care and housing funding as
appropriate, and the development of these schemes had reached completion
of the buildings and were now moving to transition planning contingent on
successful recruitment and staffing of the schemes.

Historically the NHSCT had historically been reliant on hospital admission
resulting in them having the highest number of patients to resettle regionally. At
the outset of the independent review, the NHSCT had 19 delayed discharge
patients in MAH, 1 patient delayed in Lakeview Hospital and 1 patient delayed
in Dorsey Hospital

The NHSCT’s discharge planning was based on 2 new build schemes and a
number of individual bespoke placements. The NHSCT was reliant on the
BHSCT delivering the On-Site scheme for 1 patient and the forensic scheme
for 1 patient. The NHSCT has robust plans in place for six NHSCT patients to
transfer to the Braefields scheme from August 2022 and for 4 patients to
transfer to Mallusk new build scheme between August 2022 and March 2023.
Two patients have commissioned placements at named schemes with
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discharge dates agreed by end July 2022. The NHSCT has progressed
planning for their patients delayed in discharge across all 3 learning disability
hospitals in Northern Ireland and have definite dates agreed for discharge of
patients from Dorsey and Lakeview In summary the NHSCT has made
significant progress in developing robust discharge plans with progress
hindered by challenge with recruitment to the Mallusk scheme and challenges
in the building supply chain that slowed building work moving the handover date
of the Braefield scheme from end April to end August 2022.

The Mallusk new build scheme was completed 2021 with 2 admissions to date
with significant and unacceptable delay in the care provider recruiting sufficient
staff to support further admissions to the remaining six places. This scheme
will accommodate another 4 NHSCT patients and 1 SEHSCT patient.

The Braefields new build scheme for seven places has been developed to
accommodate six patients from Muckamore and 1 NHSCT patient in Lakeview
hospital. The NHSCT patient in Dorsey. Hospital is in the process of
transitioning to a vacancy in a community scheme by end July 2022.

The NHSCT plans to discharge twelve MAH patients prior to end March 2023
to named and commissioned placements. These plans are viewed as robust —
6 to Braefields, 4 to Mallusk and the other 2 patients to named supported living
and nursing home vacancies. The plans for the remaining 2 MAH patients are
in development and not yet robust. The review team remain confident that the
Mallusk and Braefields schemes will come to completion within the coming 6 —
9 months, and that this would allow the majority of the NHSCT clients to
transition to their new homes. Whilst there had been some slippage in the time
scale, their robust plans had supported effective review and senior leaders
within the Trust engaged effectively with providers to challenge poor progress
against agreed timescales.

SEHSCT completed a number of capital business cases some years ago
significantly reducing the Trust's long-stay in-patient population to eight patients
at commencement of the review and six in- patients at 11th July 2022.

8.5.10 The SEHSCT, by working effectively in tandem with the NHSCT had been able

to support the delivery of a number of schemes that would offer new homes to
their remaining patients/clients. SEHSCT had the smallest number of clients
remaining and relied on a mix of engagement with the collaborative inter-Trust
schemes, and singleton or bespoke solutions. This allowed them to
demonstrate that they had robust plans with a realistic potential of positive
outcomes, although again recruitment difficulties for providers tended to be the
limiting or constraining factor which delayed delivery.
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8.5.11 The SEHSCT was reliant on the BHSCT and NHSCT new build schemes for 5
of their patients and are now pursuing alternative plans to replace reliance on
the forensic and on-site schemes. Discharge plans in development for 4
patients appear to be realistic and deliverable. The Trust plans to discharge 2
patients in August 2022 and a further patient in September 2022. The Trust
does not yet have plans in place for their 2 forensic patients but have plans in
development for the other patients. The profile of the SEHSCT remaining
delayed discharge population highlights very diverse needs ranging from 1
patient who has lived in MAH for 45 years, 1 patient on a Hospital Order with
restrictions and 1 young person who transferred from a children’s facility.

8.5.12 SEHSCT has a new build scheme in development in partnership with a care
provider but recognised that this will not be a viable option for MAH given the
long lead in time, and therefore will be likely to meet future emerging need.

8.5.13 1t is of note that 1 SEHSCT patient has been on extended home leave from
MAH with an extended support package since March 2020 with family taking
the patient home at the onset of the Covid pandemic. BHSCT also had 1 patient
on extended home leave for similar reasons. An evaluation of how the extended
home leave placements have been maintained for this lengthy period without
return to MAH should be completed to inform future support models aimed at
admission avoidance.

8.5.14 The Belfast HSC Trust (BHSCT) was an outlier in terms of its ability to
successfully progress robust plans to deliver resettlement outcomes for the 15
patients who were their responsibility. However, it is worth making a few
contextual comments in relation to the Belfast Trust's system wide
responsibility. BHSCT had management responsibility for the provision of the
hospital services provided at MAH, which dated back over an extended period
of time. This meant that the Director and Co-Director in BHSCT responsible for
learning disability services were balancing the ongoing delivery of the MAH
hospital services, which faced significant safeguarding and staffing issues
following the allegations of abuse, alongside the responsibility to support the
resettlement not only of their own clients, but also of the patients in MAH who
originated from other Trust areas. It should be noted that the HSCB had funded
some additional dedicated staff posts within BHSCT to support the regional
resettlement programme( detailed in chapter 7 ), and that the HSCB had
provided substantial additional non-recurrent funding in light of the financial
pressures associated with the heavy reliance on agency staffing within MAH
staffing levels. The review team acknowledge that this placed the leadership
team in BHSCT under considerable pressure, and it is to be regretted that this
appears to have hampered their commitment to delivering the overarching
resettlement requirements.
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8.5.15 The BHSCT had through its planning processes proposed that the majority of
its clients could be resettled through a number of dedicated new schemes. The
primary focus of the new schemes was around 3 groups of patients. The first of
these was patients who had been described as having a ‘forensic’ profile and
required specialist provision specific to their needs. The second group was a
small number of patients, most of whom had lived in MAH for several decades,
and for whom it now appeared there should be a dedicated ‘on-site ‘provision’
that would allow them to remain in situ but within a new or re-purposed
accommodation on the hospital site. The third group were 5 patients, all from
the BHSCT area, who had been identified for a new provision within the Belfast.

8.5.16 To meet the needs of these 3 distinct group of patients within MAH BHSC
Trust’'s resettlement plans centred on 3 new build schemes in development
since 2019. The 3 capital build schemes were planned to accommodate ten of
the BHSCT patients. One patient for the On-Site scheme, 4 patients for the
forensic scheme and 5 patients for the Minnowburn scheme which was a
proposed development but not projected to be ready until at least 2025. The
review team met with Northern Ireland Housing Executive’s Supporting People
leads in regards to the planning process for the Belfast Trust’'s Supporting
People schemes in development and the strategic outline case (SOC)
submitted for the forensic scheme and the process and timelines for full
business case and delivery. Supporting People also provided update on
discussions with BHSC Trust in regards to their plans for the Minnowburn
proposal. The review team analysed the SOC submitted by the Trust and
minutes of the Strategic Advisory Board meetings chaired by NIHE Supporting
People Director. The review team noted confusion and drift in the range of
schemes submitted by BHSCT as strategic outline cases. The SOC was drafted
and submitted by a senior planning manager with extensive experience of
previous resettlement schemes. When this manager retired it would appear that
both organisational memory and experience were lost when he left, resulting in
drift with SOC not progressing to full business cases as agreed.

8.5.17 At commencement of the review, the plan for the forensic scheme was a 12
place extension to an existing scheme, Knockcairn/Rusyhill. The original plan
was for a twelve placement scheme to accommodate both MAH patients and
BHSCT community clients and a strategic outline case (SOC) was submitted to
Supporting People. Further analysis concluded that this design would not meet
the needs of the remaining forensic population. Supporting People advised the
review team that the full business case for the forensic scheme was anticipated
in October 2019 but not received- Supporting People also highlighted that no
funding from Supporting People has been ring-fenced therefore BHSCT will
require to fund both capital and revenue funding.
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8.5.18 BHSCT then asked a Housing Association to identify a suitable site for a new
build scheme. Seven sites were identified however, location of the majority of
sites were unsuitable for a forensic scheme due to proximity to high density
areas. Preferred sites were identified in both the NHSC Trust and SEHSCT
areas with the second confirmed as the most suitable. Given the inter-
dependencies of the NHSCT and SEHSCT on this scheme all 3 HSC Trusts
should have been collaborating on decision making but this was not the case,
and the other Trusts were unaware of these proposals. Given the delays in
progressing the business case, the NHSCT and SEHSCT are now scoping
alternative individual placements with view to agreeing more timely discharge
dates for their forensic patients.

8.5.19 The Belfast Trust Co-Director has now advised the Housing Association to take
no further action to purchase a site pending further discussion in relation to
needs assessment and current demand for a forensic new build scheme. The
forensic scheme has been in development since 2019. Priorities have changed
over the 3 years the outline case has been in development undermining the
planning assumptions underpinning the proposed scheme. The process
highlights confusion and drift and illustrates poor planning and delivery.

8.5.20 Minnowburn scheme for 5 BHSCT patients. The Minnowburn scheme requires
disposal of a current BHSCT property/ site through Public sector trawl with an
eight stage process and earliest delivery timeframe 2024/25 Whilst this scheme
is in development it will not be ready untl at least 2025. Alternative
individualised discharge plans are now required given the long lead in time for
project delivery.

8.5.21 MAH On-Site Provision: The picture in relation to the ‘on-site’ provision was
particularly confused. The DoH had made it clear to Trusts that there should be
consideration given to an on-site re-provision for those individuals for whom
MAH had effectively been the only home they had known as adults. Whilst the
letter from the DoH refers to a small number anticipated to be less than 10, at
the point where the review team were considering the revised plans for
individuals, only 4 patients had been identified as potentially requiring the onsite
facility. The letter was clear that this provision should be separate from the
assessment and treatment provision within the hospital. Four long-stay patients
met the criteria identified; 1 BHSCT client, 1 NHSCT client and 2 SEHSCT
clients. A project team was established chaired by the BHSCT Director and
membership included SEHSCT and NHSCT representatives along with other
key stakeholders. A design team was appointed to compete a feasibility study.
In our meetings with senior staff responsible for learning disability services at
the time in BHSCT there was a lack of clarity as to what type of provision was
required, in terms of models of nursing provision, or social care and housing.
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There seemed to be lengthy delays in establishing the feasibility of re-purposing
some of the existing hospital estate and the associated indicative costs. In
recent months due to the escalating concerns about the delay in the
progression of plans for this provision by BHSCT the 2 other Trusts responsible
for 3 of the 4 targeted clients have decided that the proposed on-site provision
no longer represents the best option for their individuals and are pursuing other
potential solutions. In light of this the BHSCT will need to consider how best to
meet the needs of the 1 remaining patient who was in the cohort of 4.

8.5.22 Whilst all of these schemes had been in development since 2019 or earlier, at
the point of the review in early 2022 none of these schemes had progressed
beyond the most preliminary stages and given the dynamic position in terms of
changes in the needs of the broader population the rationale underpinning the
original cases for the schemes became unsustainable. In reality there were not
credible plans in place for delivery of these schemes, and both capital and
revenue funding had not been secured.

8.5.23We have previously referenced the significant changes in leadership and
planning roles, which was particularly apparent within BHSCT. This meant that
there never seemed to be a maintained momentum for delivery of these
proposed schemes through a rigorous project management approach. Given
these difficulties and delays the projects failed to progress beyond the drawing
board stage, and in the most recent discussions the other Trusts have indicated
that they are pursuing alternatives to the proposed joint venture for a forensic
scheme and on-site provision; they now want to consider separate provision on
a smaller scale for their own clients. This has effectively meant that the
considerable time and effort expended in the original proposals have not
delivered and were ineffective. Additionally, it means that the assurances
provided to the BHSC Trust Board regarding the robust plans being in place for
the individuals concerned was not underpinned by realistic and deliverable
planned schemes.

8.5.24However, the recent ‘refresh’ of the senior operational leadership within the
Learning Disability Team at BHSCT has brought some encouraging signs of a
new approach. They are urgently reviewing all their plans, in the context of the
rapidly changing picture as other Trusts review and accelerate plans for
individuals. The additional catalyst for this revised approach and more rapid
progress relates to the significant supply and financial pressures that the
staffing situation in MAH is creating. In this context the BHSCT has shown a
real willingness to look at re-purpose and re-design of some existing provision
as an alternative to new build options. This could significantly improve the
speed of the resettlement for the BHSCT residents who are patients in MAH,
although these proposals are at a very early stage of consideration and have
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yet to be tested fully in terms of feasibility, and acceptability to the individuals
who will be offered these accommodation options, and their families.

8.5.25 Recent contingency planning due to staffing pressures at MAH and request to
HSC Trusts to bring forward alternative plans to replace the capital schemes
with lengthy and unpredictable delivery dates, has changed the discharge
planning position for the 3 HSC Trusts with patients in MAH. BHSCT are
responding positively to this new challenge and are scoping discharge options.
The Trust has identified supported living schemes in the BHSCT area with
under occupancy which may provide viable discharge options. These plans are
in an early stage of development but show promise. The Care Quality
Commission- Brief Guide; discharge planning from Learning Disability
assessment and treatment units (August 2018), highlights that a discharge plan
needs to have an identified care provider, an address and a discharge date.
The review team have used this as the basis for judging if the discharge options
proposed by all HSC Trusts are robust enough to provide confidence and
predictability in regards to timeline for discharge.

8.5.26 BHSC Trust had 16 patients in MAH at commencement of the independent
review and still has 15 patients in MAH at 11th July 2022. Our analysis of the
current position for BHSCT in regards to revised planning is that BHSCT has
robust discharge plans in place for 2 patients to transition to current nursing
home and supported living vacancies by September 2022. However, the plans
for the remaining 13 patients have not been confirmed in regards to named
scheme or estimated discharge date and remain plans in development. There
are 3 major challenges for revised plans, Workforce recruitment, re-registration
of schemes and most significantly the time required to engage and gain
agreement from family carers. This is a dynamic environment and the summary
and trajectory provided by the review team reflects the position at 11" July
2022.

86 Lessons Learnt and Evaluation:

8.6.1 We know that many stakeholders within the overall system are committed to
supporting a learning culture, which adopts a ‘lessons learnt approach’.
Organisations like RQIA have supported the adoption of Quality Improvement
[QI] methodologies in supporting providers to promote continuous improvement
within their services, and as previously identified the work that RQIA, ARC and
the Patient and Client Council are doing within the ‘Tell It Like It Is' Project are
encouraging. However, we were disappointed that there didn’t appear to have
been any systematic evaluation of the experience of individuals who had been
resettled, both successfully and unsuccessfully. It felt that there were
opportunities to undertake some audit activity and also to consider whether
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there is scope for pre and post placement Quality of Life measures to be applied
so that there is some empirical evidence of the improvement in individual’s lives.
Although many people told us stories, both good and bad, of the experience of
people during the resettlement process we didn’t come across any evidence of
this being properly documented, and consequently the voices of the people at
the centre of this process often went unheard. There is undoubtedly potential
for a more formal evaluation of the experience of those who have been resettled
contributing to a better understanding of what works well and what doesn't.

On a positive note leaders and citizens across the system talked passionately
about the need for better sharing of good practice models, and the need to
ensure that the stories about the valued lives of people with learning disability
must be communicated through a positive narrative available to the public and
society at large in Northern Ireland. This laudable ambition is one that we
believe everyone involved in this process would willingly support.

87 Recommendations

>

The sector should be supported to develop a shared workforce strategy,
informed by the consultation being undertaken by the DoH as part of the
workforce review, to ensure that it there is a competent and stable workforce to
sustain and grow both the sector in terms of size and quality, so that it is
responsive to significantly changing demand.

HSC Trusts should urgently agree a regional pathway to support future
resettlement/transition planning for individuals with complex needs.

HSC Trusts should establish a local forum for engagement with LD providers
of registered care and supported living to develop shared learning and promote
good practice through a collaborative approach to service improvement.

There should be an evaluation of the experience of people who have been
resettled to understand what has worked well and what needs to change for
the better.
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9. Safequardino

In this chapter we will consider the legislation and policy relating to Adult Safeguarding
in Northern Ireland, the learning from RQIA inspections, the findings from previous
independent investigations of failures in the care provided to vulnerable adults and the
views and concerns of family carers and their lived experience relating to
safeguarding.
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We have talked in previous chapters about the fact that the confidence of family
carers in the HSC system’s ability to Safeguard and protect people with a
learning disability has been impacted significantly due to findings of abuse at
MAH. We gathered evidence through our direct engagement with family carers
which included family carers whose loved one has already been resettled and
living in the community, as well as MAH family carers. All raised safeguarding as
a significant concern with the review team. Family carers provided feedback to
the review team about the actions they wish to see addressed in regards to their
concerns about adult safeguarding and protection and their views and
experiences will be explored later in this chapter.

It is important to set the concerns and expectations of family carers and the
findings of this review in the context of Adult Safeguarding legislation, policy and
practice in Northern Ireland.

A review of Safeguarding policy and practice was not within the scope of this
review however, the review team analysed the findings from previous
independent investigations of failures in the quality of care provided to vulnerable
adults in Northern Ireland to inform our recommendations about individualised
care planning and the commissioning and procurement of services to support
discharges from Northern Ireland’s Learning Disability Hospitals.

The recommendations arising from the ‘Home Truths’ report on the
Commissioner for Older People’s investigation into Dunmurry Manor care home
(2018) and the CPEA Independent whole systems review into safeguarding at
Dunmurry Care Home (2020) have resulted in a draft ‘Adult Protection Bill’ (July
2021) which will introduce additional protections to strengthen and underpin the
adult protection process; provide a legal definition of an ‘adult at risk’ and in need
of protection and define the duties and powers on all statutory, voluntary and
independent sector organisations. An Interim Adult Protection Board (IAPB) was
established in February 2021. It is clear to the review team that significant steps
have been taken by the Department of Health to update legislation and policy in
regards to adult safeguarding.in Northern Ireland in response to the learning from
failures in care.
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The Muckamore Departmental Assurance Group (MDAG) was established to
monitor the effectiveness of the HSC system’s response to the 2018 independent
Serious Adverse Incident (SAI) review into safeguarding at MAH following
allegations of physical abuse of patients by staff. The action plan monitored by
MDAG, includes an action to complete a review of Adult Safeguarding culture
and practices at MAH to inform wider consideration of regional safeguarding
policy and procedures taking account of lessons also emerging from the
Independent Review into Dunmurry Manor. This action is focused on
safeguarding culture at MAH however, our engagement with the wider HSC and
care providers highlighted variation both in practice and attitudes cross the
Trusts. RQIA inspections of other learning disability hospitals in Northern Ireland
also highlight ongoing concern about standards of safeguarding practice.

Current Safeguarding policy and practice is guided by; ‘Prevention and
Protection in Partnership Policy’ (DHSSPS) 2015 and the adult Safeguarding
Operational Procedures — ‘Adults at Risk of Harm and Adults in Need of
Protection” (HSCB) 2016. The policy highlights that adult safeguarding
arrangements should prevent harm from happening and protect adults at risk.
Safeguarding is a continuum from taking steps to prevent harm through to
protection highlighting that safeguarding is everyone’s business and not just the
business of statutory safeguarding teams. The stories shared by family carers
later in this chapter and in chapter 10, put the spotlight on psychological and
emotional harm and fact that more could have and should have been done to
prevent harm.

RQIA carried out a review of safeguarding in Mental Health and Learning
Disability hospitals (2013) looking specifically at the effectiveness of
safeguarding arrangements. A recommendation from the RQIA review was that
the DHSSPS should prioritise the publication of the Adult Safeguarding Policy
framework. RQIA published a follow up report, Safeguarding of Children and
Vulnerable Adults in MH/LD Hospitals in NI (2015) following inspection in the
Southern HSC Trust.

The Bamford Review of Mental Health & Learning Disability recommended a new
comprehensive legislative framework for mental capacity legislation and
reformed mental health legislation for Northern Ireland. This has been taken
forward by the implementation of the Mental Capacity Act (NI) 2016 which has a
Rights based approach and brings new safeguards in regards to deprivation of
liberty and consent. The Mental Capacity Act (NI) 2016 provides a statutory
framework for people who lack capacity to make a decision for themselves and
provides a substitute decision making framework. The Act is being implemented
in phases. Phase one implemented from December 2019 included provision of
Deprivation of Liberty Safeguards (DOLS’) and a DOLS Code of Practice. DOH
(April 2019) The Mental Capacity Act (NI) 2016 is intended to protect the human
rights and interests of the most vulnerable people in society who may be unable
to make decisions for themselves and offer enhanced protections to people
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lacking capacity. The Act is principles-based and sets out in statute that it must
be established that a person lacks capacity before a decision can be taken on
their behalf. It emphasises the need to support people to exercise their capacity
to make decisions where they can. This legislation will change and shape
practice across learning disability services with a focus on Best Interests.
Decision making in complex areas such as the use of CCTV will be addressed
in more detail later in this chapter.

Whilst progress has been made in regards to legal safeguards for decision
making in respect of individuals who lack capacity and in regards to placing adult
safeguarding on a statutory footing, incidents highlighting concerns about
safeguarding and restrictive practices remain current in practice.

This is evidenced in an RQIA inspection report following an unannounced
inspection at Lakeview Learning Disability Hospital between August and
September 2021 which identified a number of matters of significant concern in
relation to adult safeguarding and incident management. A further inspection
was completed in February 2022 which found that progress had been made in a
number of areas however, there had been limited progress with regards to adult
safeguarding and incident management. The RQIA inspection report noted
areas for improvement relating to adult safeguarding including a review of the
use of CCTV to support adult safeguarding.

The ‘Way to Go’ report made a recommendation that In addition to CCTV’s
safeguarding function as a tool to prevent harm rather than as a means to ensure
safe and compassionate care, CCTV should be used proactively to inform
training and best practice developments at MAH CCTV needs to be considered
This recommendation is included in the MDAG action plan and the BHSCT CCTV
policy group continue to engage with stakeholders to reach agreement, on best
practice in MAH .The review team were advised that Questionnaires have been
issued to family members, carers, patient and staff to seek feedback and
engagement around the use of CCTV on site

CCTV was a central issue of concern for MAH families in the context of discharge
planning. Some of the MAH family carers stressed the importance of CCTV in
providing them with assurance. Families stressed that CCTV has been central to
establishing abuse at MAH and that they hold significant concerns about CCTV
not being in place in community settings. The review team were advised about
one case where this issue created delay in progressing plans for discharge due
to the Trust and the family holding differing views of what could be put in place.
During engagement events with families, the review team were advised that
some families see the need for CCTV as a consequence of their loved one being
the subject of abuse at MAH and that maintaining similar monitoring in the
community setting is an important bridge for these families. The debate on the
use of CCTV between the family and the Trust in one case could be a barrier to
discharge with potential to cause delay. CCTV played an important role in
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recording potentially abusive behaviour by staff in Dunmurry Manor Care Home,
Winterbourne View as well as MAH. The initial concerns were not initiated by
CCTV but rather used to explore concerns raised by family which led to the
identification of concerns. Given the importance family carers placed on CCTV,
the review team reviewed the actions taken by RQIA to address this issue.

RQIA issued Guidance on the use of overt closed circuit televisions (CCTV) for
the purpose of surveillance in regulated establishments and agencies (May
2016) The guidance was aimed at assisting registered providers in meeting the
best interests of service users when considering the use of overt CCTV systems
and reminds them of the requirements of the Data Protection Act 1998 and Article
8 of the European Convention on Human Rights-Right to respect for private and
family life. The guidance states that CCTV should not be used in rooms where
service users normally receive personal care and that a policy must be in place
which outlines the provider's position on the use of CCTV. The RQIA also
commissioned Queen’s University Belfast to carry out a review of the
effectiveness of the use of CCTV in care home settings (January 2020) which
was commissioned in response to concerns regarding the quality of care and the
potential for abuse in care home settings. The research highlighted that this is a
complex ethical matter in the context of existing law and guidance. Expectations
on the use of CCTV creates tensions between the needs of residents, family
members and those providing care. The review completed on behalf of RQIA
concluded that there was insufficient research evidence to support the proposed
use of CCTV in care home settings.

Given the importance placed on this issue by some MAH families, the review
team recommend further consultation with individuals, family carers and care
providers to inform regional policy and practice relating to the use of CCTV in
community learning disability accommodation based services.

The review team considered how the feedback provided by families in regards to
their concerns about safeguarding should contribute to the discharge planning
process and in supporting an individual through the transition process to a home
in the community. Family carers were clear in their feedback to the review team
that they have an active role in safeguarding by staying observant and alert to
concerns and any change in their loved one’s presentation. Families advised that
they view flexible visiting and having access to the living environment of their
loved one as central to building confidence in safeguarding for the family. MAH
family carers expressed concern and frustration due to the visiting restrictions
required at MAH in response to the Covid pandemic.

The following patient story highlights a family’s concern about the care
arrangements and impact of the living environment on their son. The family
highlighted to the review team that the focus at MAH has been on physical abuse
of patients by staff but that in their case their concern is about psychological and
emotional abuse.
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‘Family shared the story of their son who returned to MAH following a traumatic
breakdown in trial resettlement placement after six months. His parents advised
that they have not been advised to date that their son has been the subject of
physical abuse, however, they highlighted that their son has suffered emotional
and psychological abuse associated with both his in-patient stay in MAH and in
regards to a trial resettlement placement. The family expressed concern about
the quality of care in both the community placement and in MAH. Their
experience of the community placement which had been a new build
resettlement scheme was that it operated as a mini institution rather than to the
vision of supported living that they had expected. The family were advised after
the decision to end the placement was made by the care provider who did not
think their son was compatible with other residents. The family experience of
discharge planning and trial resettlement has not been positive and they reflected
that the discharge planning was not effective and caused harm to their son due
to the care provider not being in a position to meet his needs.

The family advised that since his return to MAH their son has regressed. The
family expressed further concern about the impact of the Covid restrictions on
visiting and in the reduction of the range of activities available which the family
believe is detrimental to preparation for their son leaving MAH. The family talked
about their experience of MAH being poor and their confidence in the HSC
system significantly impacted.’

This story about the lived experience of a patient, highlights that transitions
between services should be handled smoothly and systematically with attention
given to ensuring the person’s individual needs are well communicated between
services. It also highlights that family carers should be seen as important partners
in the care planning approach. The chapter on individualised care planning
provides further case examples when communication between services was not
as effective as it should have been. For individuals with behaviour that may
challenge, it is critical that discharge planning is progressed in line with
‘Promoting Quality Care Good Practice Guidance on the Assessment and
Management of Risk in Mental Health and Learning Disability services’ ( 2010)
with a clear Safety Plan agreed and the family consulted about what is needed
to safeguard and protect. The written care plan needs to detail any risks as well
as what should happen in a crisis. We give further consideration to good
discharge planning in the chapter on individualised care planning, highlighting
the need for regional standardisation on the range of assessment and care
planning tools used to ensure that individuals are safeguarded. A Person centred
safety management plan should be central alongside a functional assessment
and essential lifestyle plan and the family fully consulted and engaged in the
resettlement planning process. We also highlighted that the risk assessment
should be shared with relevant agencies and that the specialist knowledge and
communication skills required to care for the individual should be defined and
embedded in commissioning specifications and contracts.
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Independent sector providers provided feedback to the review team on their
experience of the adult safeguarding policy and procedures in practice which
highlighted variation across trust areas. Care providers reflected variation in
regards to thresholding of safeguarding referrals and variation in the attitude and
support from different safeguarding teams. The review team recommend the
review of Adult Safeguarding culture MAH is extended across community
settings to address the experiences of key stakeholders including families and
care providers.

Care providers also raised the use of restraint and the need to ensure appropriate
focus on management strategies that enable preparation for discharge to the
community. There has been growing recognition of the importance of reducing
the need for restraint and restrictive intervention. DoH launched a public
consultation on a draft regional policy on the use of restrictive practices in HSC
settings in July 2021. It is critical that further review and analysis of incidents
across all care providers in learning disability services is progressed to ensure
learning and to inform the DoH review. The review team did not see evidence of
effective sharing of learning from the analysis of incidents and SAIl's with
independent sector providers.

Feedback from family carers about safeguarding policy and procedures
highlighted concerns that investigations were not progressed in a timely way
which causes anxiety for the family. Trusts have highlighted workforce capacity
issues. Given the impact of the ongoing PSNI investigation of alleged abuse at
MAH and the evidence being provided to the Public Inquiry, more needs to be
done to address the impact of delay in safeguarding investigations for families.
Engagement with family carers highlighted that their concerns about
safeguarding relate to current experience as well as the historic allegations of
abuse which are the subject of ongoing police investigation and the focus of the
Public Inquiry. It is critical that the experience of individuals and their family
carers is heard and addressed.

Recommendations

In summary the conclusions and recommendations from this chapter are

» Further consultation with individuals, family carers and care providers to inform

regional policy and practice relating to the use of CCTV in community learning
disability accommodation based services.

Contracts or service specifications for services for people with a learning
disability should ensure that safeguarding requirements are adequately
highlighted and that arrangements for monitoring are explicit.

HSC should ensure that capacity in Adult Safeguarding services is maintained
to ensure timely investigation and any challenges clearly reported in the Trust
Delegated Statutory Function report.
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» HSC Trusts should review visiting arrangements for family carers to ensure
flexibility and a culture of openness so that families access their loved one’s
living environment rather that a visiting room.

» HSC Trusts should have arrangements in place to share learning about
safeguarding trends and incidents with care providers.
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10. Advocacy and Carer Engagement

This section will address the extent to which engagement strategies employed by HSC
Trusts and collectively by the HSC system as a whole have been effective in
supporting the delivery of the MAH resettlement programme; the extent to which
families and patients were engaged in decision- making around resettlement and to
what extent Advocacy support was provided.

Sincere thanks are owed to the family carers who engaged with the review team and
so generously shared their personal experiences and stories. The families provided
the review team with rich information about their lived experience which has shaped
the findings for this review.

101 Participation and engagement with a wide range of stakeholders was central to
the review however, the priority for the review team was to hear the voice of
people with a learning disability and their family carers who have lived experience
of delayed discharge and the resettlement journey. This was achieved in a
number of ways;

>

The review team issued a letter to every family with a loved one in MAH
extending an invitation to contribute to the review of resettlement. Meetings
were held at a neutral venue in the NHSCT, SEHSCT and BHSCT areas to
bring families in each HSC Trust area together to hear their individual
stories and common experiences.

Some families did not wish to attend a public meeting but wished to meet
with the review team. This was facilitated by home visits and zoom calls.
The review team met with the 2 family carer representatives on the
Muckamore Departmental Assurance group.

The review team met with families of people who have already been
resettled from MAH and whose placements have been successful

The review team visited individuals with learning disability resettled in their
community placement.

The review team met patients and staff at MAH.

The review team met with the Patient Client Council in regards to their role
in providing Advocacy and supporting families involved in the MAH Public
Inquiry.

Meetings were arranged with Voluntary and Independent Care provider
organisations who facilitated meetings with families.

Engagement with RQIA - to learn about user experience from Inspections
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102 Engagement strategies employed across the HSC

10.2.1 The Health and Personal Social Services (Quality, Improvement and
Regulation) Order 2003 (ctrl click) applied a statutory duty of quality on the HSC
Boards and Trusts. The 5 key quality themes which remain relevant to this
review are:

» Corporate leadership and accountability of organisations

Safe and effective care

Accessible, flexible and responsive services

Promoting, protecting and improving health and social well being
Effective communication and information

YV V VYV

10.2.2 The quality standards launched in 2006 (ctri click) includes a standard for effective
communication and information. HSC organisations are expected to have
active participation of service users and carers and the wider public based on
openness and honesty and effective listening.

10.2.3 The Bamford review recommended independent advocacy highlighting the
need to support individuals to express and have their views heard. The
principle of involving people in decisions about their care has been embedded
in policy for many years. In 2012, the Department for Health and Personal
Social Services (DHSSPS) launched a ‘Guide for Commissioners- Developing
Advocacy services’ (ctrl click) introducing principles and standards. The DoH
‘Co-Production Guide for Northern Ireland (2018) (ctrl click) recognised that co-
production takes time and is a developmental process based on building
relationships to support effective partnership working with service users and
carers.

10.2.4 In the BHSCT's Serious Adverse Incident investigation report, ‘A Way to Go’,
advocacy in MAH was described as ‘not as uncomfortably powerful as it
should be’ and stated ‘it is possible that the long association that advocacy
services have had with the hospital and the impact of protracted delayed
discharges have blunted its core purpose’. The report also acknowledges that
‘episodic contact is unhelpful’ however, did not address the question of how
family members, where they exist, are supported to act as the primary
advocate for their loved ones as active partners in their care.

10.2.5 There is significant learning from the Scottish Government’s approach to
citizenship and involvement. ‘A stronger Voice' Independent Advocacy for
people with Learning Disability 2018 (Scottish Commission for LD) (ctrl click)
states that Independent Advocacy can empower people

» To be listened to
» Understand what is happening and why decisions are made


https://www.legislation.gov.uk/nisi/2003/431/contents/made
https://www.health-ni.gov.uk/articles/quality-standards-health-and-social-care
http://hscboard.hscni.net/download/PUBLICATIONS/ADVOCACY/Advocacy%20Action%20Plan.pdf
https://www.health-ni.gov.uk/publications/co-production-guide-northern-ireland-connecting-and-realising-value-through-people
https://www.scld.org.uk/wp-content/uploads/2018/07/A-Stronger-Voice-SCLD-Advocacy-Report-July-2018.pdf
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» Be involved in decision making processes
> Become more confident and able to self-advocate

The review team sought to establish the engagement strategies in place
across the HSC system at a population and individual case level. It was
evident that all HSC Trusts have a formal infrastructure in place at
organisational level to meet their patient and public engagement duty through
established committees. This review however, was primarily focused on the
experience of individuals and families and the extent to which their voice was
heard at individual case level and in influencing the policy and practice in
learning disability services.

The Muckamore Abbey Assurance Group (MDAG) has 2 family carers as
members representing the views of families with lived experience. At
Departmental and HSCB/SPPG level there is limited evidence of engagement
and involvement of service users and carers in the development of policy,
however, ensuring that this is effective and that the experience of individuals
is one of being respected and valued is challenging. The Covid pandemic
significantly impacted on business as usual, however, there is limited evidence
of meaningful engagement with individuals and carers prior to the pandemic
or currently in the range of learning disability work streams led by
HSCB/SPPG.

There is variation in the engagement strategies within learning disability
services in each of the HSC Trusts however, all HSC Trusts are continuing to
review and improve the arrangements in place.

This was evident in BHSCT who have an action plan in place to address the
recommendations arising from the ‘Review of Leadership and Governance at
MAH’ (2020) (ctrl click) which includes a ‘Communication and Engagement plan’
the appointment of an engagement lead for learning disability and a non-
Executive Director undertaking a lead for learning disability at Board level and
being a visible champion for people with a learning disability and carers. The
terms of reference for a range of engagement Forums were shared with the
review team. There is a separate forum for MAH families with regular
newsletters. The forum for community learning disability has a number of sub-
groups to engage carers about transitions and accommodation. The BHSCT
was the first Trust to establish a Carers Lead post to represent the views of
people with lived experience of learning disability however, this post is now
vacant. Whilst this is a positive step, further work and time is required to
improve the number of families involved and engaged in the learning disability
forums. There are only a small number of the MAH families actively involved
in the MAH forum which reflects a significant level of disengagement due to


https://hscboard.hscni.net/download/PUBLIC-MEETINGS/HSC%20BOARD/board_meetings_2020/september_2020/Item-10-01-A-Review-of-Leadership-Governance-at-Muckamore-Abbey-Hospital-PDF.pdf
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the breach of trust experienced by families following disclosure of abuse at
MAH. The review team completed home visits with MAH families who have
lost trust in the BHSCT and whose level of anger, pain and ongoing concerns
about Safeguarding and Quality of service at MAH, highlight that a trauma
informed and reconciliation approach is needed. The review team observed a
number of occasions when engagement about a specific issue may have had
a better outcome if the engagement and direct discussion with the family had
been escalated to Director Level. Two discharge coordinator posts based at
MAH had been funded to coordinate discharges across all patients. One of
the discharge coordinator posts is now vacant. The resettlement team at MAH
has reduced in size over the past year with an additional post-holder who had
completed person-centred planning not filled. The NHSCT and SEHSCT lead
the discharge planning for their own patients however, central coordination is
required to arrange discharge meetings and to ensure that the range of
information required from the MAH teams is available. The review team
recommend that BHSCT considers the demand and capacity in the MAH
resettlement team.

10.2.10 The NHSCT have also revised their approach to engagement and invited the
review team to a public meeting organised by the Trust to engage their MAH
families. A key learning point from this engagement event was the recognition
that all of the families who attended in person on the evening had a shared
experience of being involved in discharge planning for the new Braefields
scheme. The families expressed the view that it is their perception that families
have deliberately been kept apart and that the principle of stronger together
should be embedded so that families can offer each other mutual support and
identify common concerns and themes. This raises the need for the HSC
system to recognise and value different forms of advocacy and promote voice
to include independent advocacy, self-advocacy, and family advocacy.

10.2.11 The NHSCT strengthened their resettlement team recently, appointing a
senior manager with oversight responsibility for monitoring progress against
resettlement plans. The NHSCT is also in the process of appointing a lead
Carers post to work in partnership with the senior management team to
influence learning disability policy and service development. The review team
met with NHSCT families who had a poor experience of communication
however, there was positive feedback from a number of families about the
relationship with the Trust’'s resettlement co-ordinator who has been in post
for a lengthy period. The continuity of the relationship was valued by the
families and highlights the importance of a key worker role, described to by
families as the go to person for families trying to navigate across complex
services.
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10.2.12 SEHSCT has a long established Carers Forum for Learning disability who

engage with the Trust in regards to policy and service development but also
provide advocacy and representation of the views of people with learning
disability and carers. The SEHSCT's in-patient population has reduced to just
Six patients whose age and range of needs are very diverse. A young person
who transitioned a few years ago from a children’s in-patient facility, a patient
on detention though a Hospital Order with restrictions and an individual in his
late 70’s who has lived most of his adult life in MAH. The Trust's engagement
with the remaining families is though the key worker, as the discharge
solutions needed for the remaining patients are bespoke and highly
personalised. The Trust had a dedicated post ensuring Essential Lifestyle
discharge planning for all SEHSCT MAH patients transitioning to the
community over the past years. This post is now vacant. There is evidence
that using the tools of essential lifestyle planning is effective in developing a
meaningful person-centred discharge plan. The review team recommend that
all HSC Trusts embed essential lifestyle planning in the discharge pathway.

10.2.13 In summary, it is encouraging to see that the engagement strategies in all of

103

10.3.1

10.3.2

the HSC Trusts have developed, but further time and effort is required to
address the hurt and harm experienced by MAH families and to build the
relationships and bridges needed to facilitate honest and mature dialogue and
co-production. Overall across the HSC system, the voice of carers was not
sufficiently evident within the leadership processes and there was limited
evidence at all levels of effective co-production with carers.

The Voice of People in MAH - extent to which families and patients were
engaged in decision- making around resettlement

Most of the families who attended the engagement meetings had previous
experience of a trial resettlement that had broken down and were keen to
share their experience of discharge planning and what went wrong.

There was not one voice but there were recurring themes from the review
team’s engagement with MAH families.

» Lack of trust, anger and families reporting invisibility of LD services

» Significant Safeguarding concerns

» Traumatic impact of abuse disclosures given the blind trust families
had over many years seeing MAH as safety net

» not being involved or respected as expert by experience

not being involved in relevant care planning meetings

» Experience of at least one trial placement breakdown

Y
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10.3.3 Some families talked about the culture and attitudes they had experienced over

the years with HSC staff trying to ‘persuade’ them to accept a placement with
a number of families referring to passive aggressive through to hostile
approaches. Families referred to not being valued or acknowledged as experts
by experience.

The following story of a mother’s experience highlights the impact of culture and
unhelpful communication styles;

104

10.4.1

10.4.2

104.4

104.5

A Mother’s Story

Shared the story of a trial placement for her son which broke down within
months. The family felt that the environment was appropriate however staff
were not adequately trained or competent. Mother did not feel listened to or
respected as an expert by experience who knew the triggers and warning
signs that staff should have been attentive to. Family expressed the view that
MAH did not provide enough information about relevant incidents on the care
plan

When asked what needed to improve, the review team were advised by the
family that resettlement needed to be accelerated and the following areas
addressed;

> Better training for staff and assessment of competencies in key areas.

» An understanding of trauma and recognition of the experience and impact
on families as well as their loved ones.

» Family carers valued as experts by experience and fully included in all
decisions and meetings

» Better communication — Improvement needed to ensure communication
is respectful and effective.

» Possibly some tools like a carers charter; an explicit statement of
expectations and principles

The review team were advised that the family have experienced a breach of
trust and confidence in the Trust and wider HSC system. The feedback
provided to the review team confirmed that further work is required to ensure
that all families feel effectively engaged in decision-making around
resettlement and the monitoring of trial placements.

A number of families spoke to the review team about the importance of getting
the culture, leadership and model of care right. The stories shared by families
demonstrate the need for a tiered advocacy framework so that issues of
complexity or dissension can be supported and facilitated more effectively
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through independent advocacy. Families also told the review team that they
have increasingly escalated to legal advocacy through the courts when the
issues are systemic about failure to commission a service rather than about
individual care planning.

Patient Story

The family confirmed that significant discharge planning had been progressed
prior to the trial resettlement placement and expressed their disappointment
and anger that the placement broke down within weeks resulting in their family
member being returned to MAH without the family being advised in advance.
The family had visited the trial placement daily and witnessed that the care
staff were not competent to provide the care required. The family highlighted
that the focus should not be on the number of staff required but on the culture,
leadership and support the staff receive in addition to training and skills
development. The family hold the HSC Trust accountable for commissioning
the service and feel that HSC Trusts need to seek assurance that care staff
have the appropriate competences.

The family believe that timely resettlement is in the best interests of their loved
one and are actively involved in the planning for another trial discharge. The
learning from the failed trial resettlement for the family was that they should
be seen as a member of the multi-disciplinary team and involved in all
meetings and decisions about care.

The Voice of People who have been successfully resettled

The review team met with a number of families whose family member has
been resettled for some time. The narrative and experience of discharge
planning and transition arrangements between MAH and the community are
in stark contrast to the experiences shared by current families. It is of note that
resettlement in the 1990’s was strategically led and was progressed at scale
with families reporting clarity about the process. This is best summarised
through the story of a father who was very resistant to resettlement when the
process commenced.

Lessons from what has gone well- A Father’s story

The family of this young man were not keen on resettlement as they believed
that their son was settled at MAH and that he was safe and secure. They were
fearful of the unknown and had no experience or understanding of supported
living services. The family advised that discharge was well planned and that
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they had been able to consider a number of options. What has worked is that
the care provider is open with the family who are made aware if their son’s
behaviour is changing. The staff identify the triggers that may result in
deterioration and discuss with the family. The family advised the review team
that their main concern prior to transition was safeguarding in the community.
The family view the ability to visit their son flexibly and unannounced in his
own home as providing then with real time assurance about his care rather
than the formality of appointments. The family advised that the outcomes that
demonstrate that resettlement has improved the quality of life for their son are
numerous including the level of engagement he enjoys in activities in his own
community, the fact that the parent/ child relationship has changed with their
son supported to make adult decisions and personal choices about how he
wishes to celebrate birthdays and Christmas. The family compared their son’s
life now to when he was in MAH and advised that he is living a fulfilling life and
is central to his care planning. The family’s advice in regards to what can be
done to expedite or improve resettlement planning was quite simply ‘Get it
Done’.

Story of a young man with very complex behavioural needs living in
Supported Living

The review team met with a young man now supported in a specialist
supported living placement in the community having previously experienced
admissions to MAH and other specialist in-patient facilities. The sustainability
of this placement for a young man with very complex needs and challenging
behaviour was stated by the care provider to be down to the partnership
working between the care provider and the statutory learning disability team.
The care provider uses a Positive behaviour approach with staff trained and
competent in the methodology. The care provider highlighted that the
responsiveness and wraparound support from the statutory team at times of
increased challenge, actively reduces the potential for placement breakdown.
The review team spoke to the young man and his care staff directly who
described the full and active life the young man experiences and the support
he receives to make personal choices. Additional positive outcome has been
improvement in the young person’s physical health with weight loss through a
fun focused activity schedule. It was helpful for the review team to see an
example of positive behaviour approach in action. The care staff reported that
the model provides them with the support they need and they feel part of a
wider specialist team.

This young man has needs equivalent too many of the patients in MAH who
have been discharge delayed many years and this story is a helpful reminder
that supported living models rather than new build bespoke are effective for
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individuals whose behaviour can challenge. Voluntary sector care provider
organisations stressed to the review team that the primary focus should be on
a Positive behaviour approach and a skilled and competent workforce not just
on the built environment.

Extent Advocacy support was provided regarding resettlement

The Review of Leadership and Governance at MAH recommended that the
BHSCT should review and develop advocacy arrangements at MAH to ensure
they are capable of providing a robust challenge function for all patients and
support for their relatives and/or carers.

BHSCT has recently commissioned an independent review of advocacy
services which is due to report by September 2022.

There are a number of Advocacy service providers engaging with MAH
families. NHSCT commission independent advocacy services from Mencap
for their families. SHSCT commission independent advocacy services from
Disability Action for their families and Bryson House provides the independent
advocacy service for both Belfast and SEHSCT. Families reported confusion
about the roles of the various advocates involved, which is heightened when
there is more than one advocate involved with the family.

The landscape has become more confusing for families with the Patient Client
Council (PCC) providing direct advocacy support to MAH families. The review
team met with the PCC Chief Executive and senior management team, who
advised that PPC had been asked to provide support during the Leadership
and Governance review feedback to families. In addition, the PPC provided a
report on the engagement with current and former patients, families and carers
regarding the terms of reference of the Public Inquiry. The PCC are now acting
as the Independent Advocate for the Public Inquiry into MAH. As a result, the
PPC has appointed a dedicated worker to build relationships with MAH
families. The review team did not see evidence that the impact of the extended
role for PCC on the long-standing commissioned independent advocacy
services was considered or discussed between the various advocacy
providers. Families reported that current arrangements are confusing and
reported a lack of clarity about definition of advocacy, lack of clarity about roles
and provided examples when an advocate from PCC and Bryson house were
working at cross purposes. The situation was resolved but further review is
required. The review of advocacy services commissioned by the BHSCT
should bring forward recommendations to address the concerns raised by
families.
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Some families welcomed the relationship with the advocate involved with the
family but struggled to provide examples when the advocate had made a
difference in the resettlement outcome. There was confusion between a
befriending and advocacy role with families stressing that it was the
relationship they appreciated rather than the challenge function.

The following patient and carer story highlight the key issues raised by families
in regards to advocacy. The strongest message was that family carers should
be the first and primary step in advocating for their loved one.

1010 Story of Long-Stay patient and experience of Advocacy

10.10.1 A mother met with the review team to share the story of her son who has been

in-patient at MAH for some time. The story tells of a family who have
maintained close contact with their son. The family have dreams for their son
to experience community living with enhanced personal choices and less
bound by hospital routines. However, a trial resettlement went badly wrong
with the police being called by the care provider and their son being
traumatically returned to MAH. The family believe the placement broke down
because the care staff did not have the competencies to cope with behaviour
that challenges. The family did not feel they were involved in care planning
and expressed the view that they were advised by professionals rather than
consulted.

10.10.2 The family talked about their experience with advocacy and felt strongly that

the family are the strongest advocates in speaking up for their son. The family
expressed confusion as there have been 2 advocates involved with the family
and they are unclear about their respective roles. Family did not know why
advocates became involved and state their view was not sought on the matter.
The family advised that their experience of advocacy has not been positive
and referred to the fact that the advocates turn up at meetings but the family
were not able to identify when the advocate had made a difference. The family
expressed the view that advocates had agreed on occasion to do something
but did not follow up. The family felt that they are the only ones in their son’s
life for the long haul and will continue to speak up for their son. The family do
not call themselves advocates but felt they provide a strong voice for their son.

10.10.3 The review team have reviewed the Terms of Reference for the

comprehensive review of advocacy commissioned by BHSCT. The issues
raised by families should be addressed by that review.

10.10.4 Other family carers reflected on current concerns about Safeguarding and the

Quality of care in MAH. The families acknowledged that the Covid pandemic
impacted on routine business but expressed concern that patient activities
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being curtailed directly impacted on quality of life and preparing for transition
to the community. Families also reported that the visiting restrictions
implemented in response to the Covid pandemic raised anxiety about
safeguarding arrangements due to visits being electronic or having to pre-
book visiting with no access to their loved ones ward or living environments.
Family carers feel they have an active role in Safeguarding by staying
observant and alert to concerns and any change in presentation. Families
advised that they view flexible visiting and having access to the living
environment of their loved one as central to building confidence in
safeguarding for the family

Whilst there is relationship complexity across the wide range of stakeholders
involved in the resettlement pathway, there is an urgent need to repair
relationships and build trust. Families stressed to the review team that
professionals talk about services but for the families it is their lives. The
change that families want to see in the culture and attitudes across HSC
services does not require radical reorganisation. The HSC Collective
Leadership strategy (2017) (ctrl click) describes the values needed to promote
shared leadership across boundaries and partnership working between those
who work in HSC and the people they serve. Families stressed the need for a
return to basics to achieve effective person centred planning and involvement
of families in all meetings about care and decisions based on openness and
respect. A regional one system approach and effective engagement and
partnership working with family carers will be required to ensure the effective
delivery of the final stage of the MAH resettlement programme

Recommendations

>

>

HSC organisations need to value different forms of advocacy and promote
voice to include independent advocacy, self-advocacy, and family advocacy.
Family members should be listened to and receive a timely response when
they advise things are deteriorating

Advocacy support should be available and strengthened at all stages of care
planning-HSC Trusts must ensure that there is a clear pathway and
clarification to explain the role of different advocacy services.

HSC Trusts should utilise the Lived Experience of families who have
supported a family member through successful resettlement to offer peer
support to current families

HSC Trusts should arrange group meetings so that families with loved ones
being considered for the same placement can support each other and share
experiences

HSC Trusts should improve communication and engagement with families
when placements are at risk of breakdown


https://www.health-ni.gov.uk/publications/hsc-collective-leadership-strategy
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» Families should be seen as integral to the care planning and review process
and invited to all meetings

> A regional policy on the use of CCTV in learning disability community
placements should be co-produced with relevant stakeholders.
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11. Conclusions

Conclusions

11

The review team were determined from the outset of the review to ensure that
the experience and voice of those with lived experience and their family carers
informed the solutions and actions required to expedite resettlement .The
review draws on the experience of people with learning disability who have
been successfully resettled and those who have experienced breakdown and
returned to MAH. The stories shared with the review team by family carers,
brings into stark reality the impact that the allegations of abuse at MAH has had
on family carers. In contrast, the stories shared by family members who have
experienced successful resettlement, provide evidence of the positive
outcomes and improved quality of life their loved ones are now experiencing.

It is important not to underestimate the challenge of planning for the
resettlement of the remaining population whose needs are complex. The
review team considered the learning from the policy and practice evidence base
in relation to resettlement programmes across the UK and Republic of Ireland
and a detailed analysis is contained in Chapter 4. Transforming Care for People
with Learning Disabilities - Next Steps” was published in January 2015 The
report identified a significant change in direction in the policy and practice in
relation to gatekeeping admission to specialist learning disability settings,
alongside dedicated strategies for admission avoidance and more effective
discharge planning. Actions that should be considered for Northern Ireland
include;

» providing enhanced vigilance and service coordination for people
displaying behaviours which may result in harm or placementbreakdown;

» Establish a Dynamic Support Database to provide focus on individuals at
risk of placement breakdown and development of proactive rather than
reactive crisis driven response-

» Implementation of a Positive Behaviour Service framework and provider
engagement

» Effective Assessment tools/ Discharge planning meetings- Complex care
co-ordinators to focus on transition plans

» More detailed tracker tool to support analysis and performance
management to create a master database-history of discharges, re-
admissions and trends.

Feedback from a wide range of stakeholders highlighted the need to refresh the
strategic policy and service model for Learning Disability in Northern Ireland.
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The above actions should be central to policy development but will require
system leadership at all levels across the HSC.

The Learning Disability resettlement programme in the 1990s was successful
overall, achieving a significant reduction in the long-stay population. The
success factors appear to be that the resettlement programme was strategically
and regionally led with ring fenced funding agreed across Department for
Communities and the DOH with robust project management monitoring
progress against targets. The current resettlement programme would benefit
from a similar approach as it is currently a bottom up approach and lacks
cohesion and direction. The data provided by the Trusts on progress on
resettlement plans was not adequately scrutinised internally in the Trusts or
externally by the HSCB/SPPG. The review team advised the HSCB/SPPG
officers on actions to establish a more effective tracker tool to improve
performance management.

In general we found that across significant elements of the HSC system there
was poor management grip in relation to the learning disability agenda and this
resulted in a lack of momentum and a sense of inertia and drift. It is critical that
a one system approach is developed in Northern Ireland to address the silo
working and duplication that remains across the 5 HSC Trusts involved in
supporting individuals who are awaiting discharge from learning disability
hospitals. The review team were pleased to see improved collaborative working
led by the three directors within the past few months to seek solutions to the
delayed discharge challenge and agree mutual aid in response to supporting
MAH

The importance of and necessity to build trusted relationships was evident at
strategic and operational leadership levels but more so in relation to building
effective partnership working with individuals and families with lived experience
of using services. The review team did not see evidence of effective
engagement of people who use learning disability services or their family carers
influencing the numerous learning disability work streams established by
HSCB/SPPG to contribute to and influence the resettlement agenda. Whilst the
review team did see evidence of new initiatives in the BHSCT and NHSCT to
build an infrastructure to support engagement with family carers, they do not
yet reach the MAH families who have disengaged due to the breach of trust
they have experienced. People with a learning disability and their family carers
should be respected as experts by experience with Trusts building co-
production into all levels across the HSC system.

Family carers raised safeguarding as a significant concern and the review team
recommend further engagement with care providers, family carers and Trusts
to discuss their expectations and concerns about CCTV.
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The area of strategic commissioning also requires a refreshed approach.
Strategic commissioning needs to be underpinned by a strong assessment of
needs. It was a recurring finding at strategic and operational levels that needs
assessment was not robust. The review team identified models of
commissioning which could inform improvements in Northern Ireland.
“Integrated Commissioning for Better Outcomes” was published in 2018 to
support health and social care economies to transform their services through a
person centred approach to commissioning which is focussed on the needs of
the local area. In Kent and Medway a new governance framework and an
oversight board has been established to ensure that partners were accountable
for commitments and performance. Accountability needs to be strengthened
across HSC in Northern Ireland in regards to performance management against
resettlement.

Engagement with independent sector care providers and Supporting People
leads highlighted to the review team that knowledge and memory has been lost
due to the turn-over in senior leaders most especially in BHSCT. Further work
is required to build effective working relationships with key strategic partners to
address barriers to resettlement.

The review team sourced data from RQIA and Supporting People in regards to
the number of placements and schemes for learning disability and sought
additional information from Trusts to form the basis of a supply map as seen in
chapter 6. There does not appear to have been any analysis or strategic
oversight to inform market shaping and this should be addressed by
HSCB/SPPG and Trusts to inform strategic and micro commissioning.

Further development of social care procurement is urgently required and the
review team recommends the development of a commissioning collaborative.
Training and skills development on commissioning and procurement is required
across the system.

The review team reviewed the care planning tools used by Trusts to support
discharge planning. There is variation across the Trusts and the review team
recommends that work is progressed to develop an over-arching resettlement
pathway and standardise assessment tools to ensure that the needs of patients
are considered as outlined in chapter 7. The learning from placement
breakdowns highlights that discharge plans on occasion have not been
sufficiently robust.

The review team scrutinised the current care plans for all the service users in
MAH and critically analysed the actions taken by the responsible Trust to
identify and commission suitable community placements. The analysis of length
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of stay, the location the patient was admitted from and number of previous trial
placements is presented in chapter 7.

The review team have assessed the robustness of discharge plans using the
Care Quality Commission definition of a plan .Namely there has to be a named
provider, address and confirmed discharge date. If this detail is not available
the plan is incomplete. It is critical going forward that there is clarity and
consistency in Trusts reporting on progress against discharge plans. The
review team recognise that there are plans in development for some patients
that show promise but in establishing a trajectory the system should only rely
on plans that meet the definition outlined.

The South Eastern and Northern Trusts had taken steps some years ago to
plan capital schemes that have already delivered or due to be operational in the
next months. The BHSCT is an outlier in this regard with three capital business
cases still in the early stage of development with the earliest date for completion
2025/26. The NHSCT and SEHST had been co-dependent on two of the three
BHSCT schemes namely the forensic and on-site for a small number of their
patients but are now pursuing other placements options.

As a result SEHSCT in-patient population at MAH has reduced to 6 patients.
Robust plans are in place for 4 patients with no plan yet in place for two forensic
patients. Two of the SEHSCT patients will be discharged by end August 2022
and an additional placement by end September 2022.

NHSCT has made good progress in delivering 2 new build schemes. Mallusk
and Braefields which is due to complete end August 2022. NHSCT has taken
additional steps to commission a number of individual placements in current
schemes and plans to discharge 14 NHSCT patients by March 2023 This
includes 12 MAH patients and the two NHSCT in out of area placements in
Dorsey and Lakeview hospitals. NHSCT has 2 patients in MAH with plans not
yet complete. the NHSCT has made significant progress in developing robust
discharge plans with progress hindered by challenge with recruitment to the
Mallusk scheme and challenges in the building supply chain that slowed
building work moving the handover date of the Braefields scheme from end
April to end August 2022.

BHSCT has been reliant on the 3 capital business cases providing for 10
BHSCT patients. This includes the Minnowburn scheme for 5 BHSCT patients
and the Forensic and On-Site schemes. Given the long lead in time BHSCT is
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now seeking alternative options to facilitate a more timely discharge. Whilst the
BHSCT has adopted a refreshed approach with view to utilising available voids
the plans are not yet complete. As a consequence only 2 of the 15 BHSCT
patients have robust plans in place and 13 have plans that are not complete.

Reduction in Number of Patients in MAH between June 2021 and July 2022 and

No of Patients
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trajectory for Robust planned discharge by end March 2023
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Fig 13

Fig 13 illustrates the discharge trajectory based on robust plans and robust
timeframes. This is a conservative trajectory and the review team have
confidence that further individual discharges will be progressed. It is
encouraging to note that Trusts have responded to the recent challenge to
develop contingency plans and that schemes in planning for some time now
have confirmed discharge dates. The MAH population at 11™ July 2022 was 36
in-patients, Fig 13 shows that the projected in-patient position by end March
2023 based on completed discharge plans is expected to reduce to 19 patients
with potential for further individual discharges. Based on the analysis of the
Trusts discharge plans against the Care Quality Commission definition of a
discharge plan it is reasonable to assume that a further 17 patients will be
discharged by end March 2023.
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12. Recommendations

DOH

e The DoH should produce an overarching strategy for the future of services to

people with learning disability/ASD and their families, to include a Learning
Disability Service Model.

The Learning Disability sector should be supported to develop a shared
workforce strategy, informed by the consultation being undertaken by the DoH
as part of the workforce review, to ensure that there is a competent and stable
workforce to sustain and grow both the sector in terms of size and quality, so
that it is responsive to significantly changing demand.

People with a learning disability and their family carers should be respected as
experts by experience and co-production built into all levels of participation and
engagement across the HSC system.

There should be an evaluation of the experience of people who have been
resettled to understand what has worked well and what needs to change for the
better and a regional programme to tell the positive stories of those who have
moved on, to include audit of proved clinical and quality of life outcomes.

SPPG

In the context of the overarching strategy the SPPG should develop a
commissioning plan for the development of services going forward. This will
include the completion of resettlement for the remaining patients awaiting
discharge from MAH, and progress the re-shaping of future specialist LD
hospital services.

SPPG should establish a regional Oversight Board to manage the planned and
safe resettlement of those patients not currently under active assessment or
treatment or deemed multi-disciplinary fit for discharge across all specialist
learning disability inpatient settings in Northern Ireland.

SPPG needs to continue to strengthen performance management across the
HSC system to move from performance monitoring to active performance
management, and effectively holding HSC Trusts to account.

SPPG should develop a more detailed tracker tool to create a master database
of discharges, readmissions and trends and establish a clear definition of a
discharge plan to provide clear projections about the trajectory for discharge
and progress over time.
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The Social Care Procurement Board should urgently review the current regional
contract for nursing/residential care and develop a separate contract and
guidance for specialist learning disability nursing/residential care.

The SPPG and NIHE/Supporting People should undertake a joint strategic
needs assessment for the future accommodation and support needs of people
with learning disability/ASD in Northern Ireland.

SPPG and Trusts

Strategic commissioners within health, care and housing should convene a
summit with NIHE, Trusts, Independent Sector representatives, and user/carer
representation to review the current resettlement programmes so that there is
an agreed refreshed programme and explicit project plan for regional
resettlement.

SPPG and Trusts should develop a database of people displaying behaviours
which may result in placement breakdown to provide enhanced vigilance and
service coordination ensuring targeted intervention to prevent hospital
admission and support regional bed management.

Trusts

Trust Boards should strengthen oversight and scrutiny of plans relating to
resettlement of people with learning disability/ASD in specialist learning
disability hospitals.

A regional positive behaviour support framework should be developed through
provider engagement with the standard of training for all staff working in
learning disability services made explicit in service specifications and
procurement.

HSC Trusts should collaborate with all stakeholders to urgently agree a regional
pathway to support future resettlement/transition planning for individuals with
complex needs.

HSC Trusts should collaborate to standardise their assessment and discharge
planning tools to improve the quality and effectiveness of care plans.

HSC Trusts should ensure that the lived experience of the person and their
family is effectively represented in care planning processes and the role of
family carers as advocates for their family member is recognised and
respected.

HSC organisations need to value different forms of advocacy and promote
voice to include independent advocacy, self-advocacy, and family advocacy at
all stages of care planning and develop a clear pathway clarifying the role of
different advocacy services.
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HSC Trusts should arrange group meetings so that families with loved ones
being considered for the same placement can support each other and share
experiences and utilise the Lived Experience of families who have supported a
family member through successful resettlement to offer peer support to current
families.

The review team recommends a review of the needs and resettlement plans for
all forensic patients delayed in discharge from LD Hospitals.

HSC Trusts should establish a local forum for engagement with LD providers
of registered care and supported living to develop shared learning about
safeguarding trends and incidents and promote good practice through a
collaborative approach to service improvement.

Further consultation with individuals, family carers and care providers should
be progressed to inform regional policy and practice relating to the use of CCTV
in community learning disability accommodation based services.

HSC Trusts should ensure that capacity in Adult Safeguarding services is
maintained to ensure timely investigation and any challenges clearly reported
in the Trust Delegated Statutory Function report.

HSC Trusts should ensure that Contracts or service specifications for services
for people with a learning disability have safeguarding requirements adequately
highlighted and that arrangements for monitoring are explicit.

HSC Trusts should review visiting arrangements for family carers to ensure
flexibility and a culture of openness so that families access their loved one’s
living environment rather that a visiting room.
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Appendices

Appendix 1: The Review Team

The HSCB appointed a 2 person review team who were required to possess a strong
understanding of health and social care policy and practice in Northern Ireland and
Great Britain along with extensive experience in leadership roles directly related to
health and social care.

The review team comprised:
Bria Mongan

lan Sutherland
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Appendix 2: Biographies

Bria Mongan and lan Sutherland

Bria Mongan

Bria has significant Executive level experience within Health and Social Care
organisations. Bria completed a Masters in Social Work in 1980 and remains
registered as a social worker with the NISCC. Bria retired in May 2020 following a forty
year career in Health and Social Care services working across all programmes of care.
Prior to retirement, Bria was the Executive Director of Social Work and Director of
Children’s services in South Eastern HSC Trust. Bria previously was the Director of
Adult Services and Prison Healthcare and was accountable for leading mental health
and learning disability services including leadership in resettlement programmes. Bria
is currently an associate with the HSC Leadership centre.

lan Sutherland

lan is an experienced leader in health and social care. He is a psychology graduate,
who trained as a social worker in Nottingham in 1986, and completed an MSc in Health
and Social Services Management at the University of Ulster in 1994. He has worked
as a practitioner and senior leader in both Northern Ireland and England, holding three
Director posts. His most recent leadership role was as Director of Adults and Children
Services in Medway Local Authority, England. In this role he led partnership
commissioning between health and social care in relation to delivery of the Better Care
Fund objectives. He has served as a Trustee of the Social Care Institute for
Excellence, and is currently an associate with the HSC Leadership Centre inBelfast.



MAHI - STM - 297 - 516 Exhibit 49

MEMO Department of
Health, Social Services
and Public Safety
www.dhsspsni.gov.uk
From: Sean Holland
cc:
Date: 22 April 2013
To: Grade 3s
Chief Professional Officers
Grade 5s

Introduction

The purpose of this minute is to highlight the outcome of the Winterbourne View reports
and, in particular, the Actions specified in the DH response of December 2012. This
final report is called Transforming Care: A national response to Winterbourne View
Hospital. This final report states that staff mistreated and abused patients, and
management allowed a culture of abuse to flourish. The warning signs were not picked
up and concerns raised by a whistleblower went unheeded.

In addition to the final report, and also in December2012, a DH Winterbourne View
Review Concordat: Programme of Action was published. This highlighted the signed
commitment of 50 organsiations/agencies to work together in the interests of change,
and specified the respective responsibilities/actions of these organisations on how they
were going to take forward action. The Government will publish a progress report on
these actions in December 2013.

All reports are available on www.dh.gov.uk/health/2012/12/final-winterbourne/

Whilst accepting that the environment of health and social care is very different in
Northern Ireland compared to England, there are a number of lessons which might be
drawn from these reports particularly in respect of governance and accountability,
inspection methodologies, standards for commissioning and provision of services,
safety and quality and the sharing of information on adverse incidents. In addition,
there are a range of issues relating to care planning, and medicines management.
There are also a number of actions which impact on current guidance, professional
practice, training and those which interface with the Departments of Education and
Justice.

It is important to understand that whilst the abuse occurred in a private hospital setting,
and many of the clients had learning disabilities, the DH action plan covers
patients/clients with challenging behaviour. This includes those with mental health,
learning disability, autism, EMI care settings, dementia patients in long-stay hospital
wards, and other causes of challenging behaviour such as acquired brain injury.
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DH Action Plan

There are 63 actions within the DH Action Plan and this is backed by the Concordat
which provided more detail on action and responsibilities. DH has a comprehensive
national and local structure in place to progress change and monitor it.

The DH Programme of Action includes:-

a)

b)

d)

e)

)

“By Spring 2013, the department will set out proposals to strengthen
accountability of boards and directors and senior managers for the safety and
guality of care which their organisations provide;

By June 2013, all current placements will be reviewed, everyone in hospital
inappropriately will move to community—based support as quickly as possible and
no later than June 2014;

By April 2014, each area will have a joint plan to ensure high quality care and
support services for all people with learning disabilities or autism and mental
health conditions or behaviour described as challenging, in line with best
practice;

As a consequence, there will be a dramatic reduction in hospital placements for
this group of patients;

The Care Quality Commission will strengthen inspection and regulation of
hospital and care homes for this group of people, including unannounced
inspections involving people who use services and their families;

A new NHS and local government—led joint improvement plan will be created to
lead and support this transformation.”

For Preliminary Action

In order to raise awareness across the DHSSPS on the content of these reports and to
inform discussion on how the “corporate” DHSSPS might apprise Minister on how it
might respond, if considered appropriate, the following are provided for your
consideration and preliminary action:-

1.

2.

3.

A brief summary paper on Winterbourne and it failings; (TAB 1)

MHDOP Directorate preliminary analysis of the 63 DH recommendations with
gaps/issues highlighted in red type for the consideration of other relevant
directorates/groups; (TAB 2)

The Concordat Actions (8 summary actions which complement the 63 actions
above which all statutory, voluntary, professional, regulatory and independent
sector organisations have signed up to (TAB 3).
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| should be most grateful for a preliminary response, by adding to the TAB 2, especially
where red typeface has posed questions. Your response will inform a further discussion
at Top Management Group on what might be DHSSPS next steps including any
potential links with the Francis Inquiry report and the handling of the most recent
Confidential Inquiry Report on Learning Disability.

| should be grateful for a response (by tracked changes), by 30 April 2013, to

Christine McGuire, Integrated Projects Unit, Mental Health, Disability and Older
People’s Directorate.

:_— =4 1/' J‘:,—i—y ! { n (
(@27 5 By U\ - [ﬂ—-\n Iy

SEAN HOLLAND
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Tab 1
Consideration of the Department of Health Transforming Care:
A national response to the Winterbourne View Hospital Review
Background
1. The review was set up following a BBC Panorama programme in May 2011

exposing significant flaws in the treatment of Vunerable Adults in the
Winterbourne View private hospital. The follow up Serious Case Review found
an additional catalogue of failings across the wider health care system.

2. The report focuses on the care provided for children, young people and adults
with learning disabilities or autism, who also have mental health conditions or
behaviours described as challenging. These people are referred to as people
with challenging behaviour throughout the report.

The Report findings

3. The report found:

that too many people do not receive good quality care,

that there is widespread poor service design,

there are failures of commissioning,

there is failure to transform services in line with established good
practice, and

that there is failure to develop local services and expertise to provide a
person-centred and multidisciplinary approach to care and support.

4. Throughout the report there is concern that:

Failings

too many people are placed in hospitals when there is no need
that people remain in hospitals for too long sometimes years
that people are placed away from friends and family,

people with challenging behaviour are not believed when they
complain; and

that families are not consulted about the care of people with
challenging behaviour.

5. As with many cases that have come to the public notice there appears to have
been a number of warning signs at Winterbourne View that were not picked
up or acted on by health or local authorities. These include;

high numbers of referrals to A&E,

the number of police call outs to the hospital,

the number of recorded restraints,

restriction on access for family and friends to certain parts of the
hospital,

the number of complaints from family as well as those in the hospitals,
and
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e concerns raised by a whistleblower.

Conclusions

6.

The report states hospitals are not homes and that the “priority for someone
being admitted to hospital should be, from the start, their rehabilitation and
referral home”. “In summary, the norm should always be that children, young
people and adults live in their own homes with the support they need for
independent living within a safe environment”.

The report states that where specialist support is needed for people with
challenging behaviour the default position should be:

e to put this support into the person’s home through specialist community
teams and services, including crisis support and

e to ensure the individual and her/his family is at the centre of all
support.

This is in line with the DHSSPS current commitment in Transforming Your
Care.

The Way forward

8.

10.

Services should be:

e designed around people and with their involvement,

e highly individualised and person centred across health and social
care (including access to personal budgets and personal health
budgets where appropriate);

e people’s homes should be in the community, supported by local
services;

e people need holistic care throughout their life, starting in childhood;

e when someone needs additional support it should be provided as
locally as possible;

¢ when someone needs to be in hospital for a short period, this should
be in small inpatient settings as near to their home as possible.

People should only go into specialist hospital settings exceptionally and where
there is good evidence that a hospital is the best setting to enable necessary
assessment and treatment - not the only available placement. From the
beginning, the reason for admission must be clearly stated and families
should be involved in decision making.

When people with challenging behaviour have to be admitted to hospital
service providers and the hospital should:

e focused on the individual patient’s care plan,

e make a real effort to maintain links with their family and the home
community for example, maintaining the person’s tenancy of their
home where relevant unless and until a more appropriate home in the
community is found.

e itis vital that families are involved in decision-making.
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Action Plan Timetable

11.

There are a total of 63 national actions tabled in the report to be taken
forward by the Department of Health and its partners. Many of the targets are
already being addressed by DHSSPS under Transforming Your Care and the
Bamford Review. Annex A lists the targets along with the comments on
where they sit within the NI HSC system and the actions and targets currently
taking forward similar views.

Concordat

12.

13.

The Concordat to the report also pledges to “safeguard people’s dignity and
rights through a commitment to the development of personalised, local, high
guality services alongside the closure of large-scale inpatient services and by
ensuring that failures when they do occur are dealt with quickly and decisively
through improved safeguarding arrangements”.

The Concordat has eight key actions each with a number of sub actions.
There are also a number of actions for the DH and each of its partners (Annex
B). Of the 32 DH actions in the concordat 26 are taken directly from the main
review leaving an additional six to be considered. (Annex C).
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Department of Health Transforming Care:

A national response to the Winterbourne View Hospital Review

Action Plan

Exhibit 49

TAB 2

Key actions
Date Action Responsibility Comments
1. From June CQC will continue to make unannounced RQIA/SQS Would need to check with RQIA
2012 inspections of providers of learning disability and whether or not they use service
mental health services employing people who use users for inspections?
services and families as vital members of the team.
2. From June CQC will take tough enforcement action including RQIA Should be in place
2012 prosecutions, restricting the provision of services, or
closing providers down, where providers
consistently fail to have a registered manager in
place.
3. From June CQC will take enforcement action against providers | RQIA/SQS Do RQIA check on the level of
2012 who do not operate effective processes to ensure training of staff and numbers?
they have sufficient numbers of properly trained
staff.
4. From The cross-government Learning Disability DHSSPS Interdepartmental Ministerial and
November Programme Board will measure progress against Senior Officials Group in place
2012 milestones, monitor risks to delivery and challenge
external delivery partners to deliver to the action Bamford Action Plan in place
plan of all commitments. CQC, the NHSCB and the




MAHI - STM - 297 - 523 Exhibit 49
head of the LGA, ADASS, NHSCB development MDT — Bamford taskforce in place at
and improvement programme will, with other HSCB level
delivery partners, be members of the Programme
Board, and report on progress.

From The Department of Health will work with the CQC to | DHSSPS/MHDOP Mental Health
December agree how best to raise awareness of and ensure The DOL was considered under the
2012 compliance with Deprivation of Liberty Safeguards Bamford Action Plan completed in
provisions to protect individuals and their human 2011, no actions have been taken
rights and will report by Spring 2014. forward into the 2012/15 Action
Plan. (Interim Guidance revised in
Oct 2012 — to be carried forward by
Mental Capacity Bill)
From The Department of Health will, together with CQC, | DHSSPS/RQIA/OSS/M | Is the Guidance on Restraint and
December consider what further action may be needed to HDOP Seclusion in Health and Personal
2012 check how providers record and monitor restraint. Social Services produced in 2005
still relevant?
Will be superseded by additional
protections under the MC Bill.
From The Department of Health will work with DHSSPS/MHDOP
December independent advocacy organisations to identify the Advocacy commissioning guide
2012 key factors to take account of in commissioning developed in 2012

advocacy for people with learning disabilities in
hospitals so that people in hospital get good access
to information, advice and advocacy that supports
their particular needs.

Bamford Action 27 requires the
implementation of the Regional
Advocacy Policy Guide for
Commissioners.

TYC Rec 70
Advocacy and support for people
with a learning disability, including




reasonable adjustments required to meet the
speech, language and communication needs of
people with learning disabilities in specialist
learning disability or autism hospital and residential
settings.
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peer and independent advocacy
8. From The Department of Health will work with As Above As Above
December independent advocacy organisations to drive up the
2012 quality of independent advocacy, through
strengthening the Action for Advocacy Quality
Performance Mark and reviewing the Code of
Practice for advocates to clarify their role.
] From A specific workstream has been created by the PSNI Will need to clarify with DoJ —
December police force to identify a process to trigger early possibly through a per sec letter to
2012 identification of abuse. The lessons learnt from the highlight Winterbourne
work undertaken will be disseminated nationally. All
associated learning from the review will be
incorporated into training and practice,
10. | From The College of Social Work, to produce key points | NISCC/DHSSPS- OSS | OSS to clarify
December guidance for social workers on good practice in
2012 working with people with learning disabilities who
also have mental health conditions;
11. | From The British Psychological Society, to provide MHDOP Would need to keep abreast of this
December leadership to promote training in, and appropriate national development and consider
2012 implementation of, Positive Behavioural Support for local endorsement
across the full range of care settings.
12. | From The Royal College of Speech and Language MHDOP Would need to keep abreast of this
December Therapists, to produce good practice standards for national development and consider
2012 commissioners and providers to promote for local endorsement
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13. | By end of The Local Government Association and NHS DHSSPS Note that Bamford Taskforce and
December Commissioning Board will establish a joint Board Inter-ministerial Group are in place.
2012 improvement programme to provide leadership and | RQIA/MHDOP But none include the regulator-
support to the transformation of services locally. RQIA
They will involve key partners including DH,
ADASS, ADCS and CQC in this work, as well as
people with challenging behaviour and their We will need Ministerial
families. The programme will be operating within endorsement in respect of
three months and Board and leadership Leadership arrangement — possibly
arrangements will be in place by the end of through inter-ministerial group
December 2012. DH will provide funding to support
this work.
14. | By end By December 2012 the professional bodies that DHSSPS/CMO/ This Professional Senate is a
December make up the Learning Disability Professional CNO Group clinical Forum
2012 Senate will refresh Challenging Behaviour: A

Unified Approach to support clinicians in community
learning disability teams to deliver actions that
provide better integrated services.

HSC/DHSSPS MHDOP

Would need to keep abreast of
national developments and possibly
endorse locally

TYC

Target 65

Support from integrated care
partnerships to improve clinicians’
awareness of the needs of
individuals with a learning disability

Bamford 2012/15 Action Plan
action 53 - Development of UK

wide framework for learning
disability nurses
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action 47 - Improve services for
children with challenging
behaviours and their carers

15. | By January Skills for Health and Skills for Care will develop HRD/OSS/NISCC Are these transferrable? Have we
2013 national minimum training standards and a code of anything equivalent?
conduct for healthcare support workers and adult
social care workers. These can be used as the
basis for standards in the establishment of a
voluntary register for healthcare support workers
and adult social care workers in England.
16. | By February | Skills for Care will develop a framework of guidance | HSS/OSS/NISCC Are these transferrable? Have we
2013 and support on commissioning workforce solutions anything equivalent?
to meet the needs of people with challenging
behaviour
17. | By March The Department of Health will commission an audit | DHSSPS/MHDOP No audit in place locally, but could
2013 of current services for people with challenging /HSCB be commissioned through GAIN by

behaviour to take a snapshot of provision, numbers
of out of area placements and lengths of stay. The
audit will be repeated one year on to enable the
learning disability programme board to assess what
is happening.

DHSSPS, especially in challenging
behaviour ( ie not MH or LD)

However, the Community
Integration Project lead by HSCB
does know the figures for LD and
MH for resettlement

The figures for forensic MH are also
known.

Issue is EMI and slow stream
rehabilitation - the actual number
of patients and needs in hospital
settings is not known( ie beds are
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known but not patient numbers and
disability
But delayed discharge targets in
place and resourcedfor 13/14.
Bamford 2012/15 Action Plan
action 51 Complete and maintain a
map of learning disability services
across Northern Ireland
action 47 -- Improve services for
children with challenging
behaviours and their carers
Service Mapping for MH and LD

18. | By March The NHS-CB will work with ADASS to develop HSC Board Dedicated commissioning group for

2013 practical resources for commissioners of services MH/LD in HSCB. Commissioning

for people with learning disabilities, including: LCGs specification in place

“1lJmodel service specifications; [1[Inew NHS

contract schedules for specialist learning disability DES in place for learning disability

services; [/[Jmodels for rewarding best practice in GP practices

through the NHS; commissioning for Quality and

Innovation (CQUIN) framework; and [][a joint LD service framework in place and

health and social care self-assessment framework MH

to support local agencies to measure and

benchmark progress. No self- assessment framework
TYC sections on LD and MH, and
older people

19. | By March The NHSCB and ADASS will develop service HSCB/SCD/MHDOP Likely gap in

2013 specifications to support CCGs in commissioning commissioning/provision as
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specialist services for children, young people and
adults with challenging behaviour built around the
model of care in Annex A

challenging behaviour in children
has many causes which would
need both paediatric assessment,
diagnosis and early intervention
and possible social care input. ASD
covered -pathway in place

Possible inclusion ini paediatric
Review?

20. | By March The Joint Commissioning Panel of the Royal CMO Group/ DHSSPS | Will need to keep abreast of national
2013 College of General Practitioners and the Royal developments and possible
College of Psychiatrists will produce detailed consideration of local endorsement
guidance on commissioning services for people
with learning disabilities who also have mental
health conditions.
21. | By March The Royal College of Psychiatrists will issue As above As above
2013 guidance about the different types of inpatient
services for people with learning disabilities and
how they should most appropriately be used.
22. | By 1 April The NHS CB will ensure that all Primary Care Trust | HSCB/HSC Trusts Definite gap in commissioning and
2013 develop local registers of all people with challenging service provision locallly — relates to
behaviour in NHS-funded care. inpatient care
23. | By 1 April The Academy of Medical Royal Colleges and the As above As above
2013 bodies that make up the Learning Disability
Professional Senate will develop core principles on
a statement of ethics to reflect wider responsibilities
in the health and care system.
24. | By 1 April The National Quality Board will set out how the new | DHSSPS/MHDOP/HSC | Home is the hub and
2013 health system should operate to improve and B personalisation — are core elements

maintain quality.

of TYC and commissioning plan
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25. | By 1 April The Department of Health will work with key OSS/DHSSPS Any views on existing measures
2013 partners to agree how Quality of Life principles
should be adopted in social care contracts to drive
up standards.
26. | From 1 April | The NHS-CB will make clear to CCGs in their N/A N/A
2013 handover and legacy arrangements what is
expected of them in maintaining local registers, and
reviewing individual’s care with the Local Authority,
including identifying who should be the first point of
contact for each individual.
27. | From April The NHS-CB will hold CCGs to account for their Board
2013 progress in transforming the way they commission | LCGs/ICPs Work done on ASD pathway but not
services for people with learning disabilities/autism on the challenging behaviour
and challenging behaviours.
DES in place for LD through general
practice
28. | From April Health Education England will take on the duty for DHSSPS — HRD with No specific education programme
2013 education and training across the health and care Leadership Centre? action locally — possibly linked to a

workforce and will work with the Department of
Health, providers, clinical leaders and other
partners to improve skills and capability to respond
the needs of people with complex needs.

Francis initiative on culture?

More specifically:

Bamford 2012/15 Action Plan
actions

32 - Promote recovery orientated
practice throughout all mental health
services

53 - Development of UK wide
framework for learning disability
nurses
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57 - Improve the experience of
people with LD using acute general
hospitals based on the GAIN
Guidelines "Caring for people with a
learning disability in general hospital
settings"
29. | From April CQC will take action to ensure the model of care is | RQIA/SQS Would need to be followed up to see
2013 included as part of inspection and registration of how, if at all, inspection standards,
relevant services from 2013. CQC will set out the methodology changes
new operation of its regulatory model, in response
to consultation, in Spring 2013.
30. | From April CQC will share the information, data and details RQIA Systems already in place
2013 they have about providers with the relevant CCGs
and local authorities.
31. | From April CQC will assess whether providers are delivering RQIA Systems already in place
2013 care consistent with the statement of purpose made
at the time of registration.
32. | From April Monitor will consider in developing provider licence | RQIA/SQS No equivalent here
2013 conditions, the inclusion of internal reporting
requirements for the Boards of licensable provider
services to strengthen the monitoring of outcomes
and clinical governance arrangements at Board
level.
33. | From April The strong presumption will be in favour of pooled Board/ DHSSPS This rec relates to the integration of
2013 budget arrangements with local commissioners Health and social care budgets.

offering justification where this is not done. The
NHS-CB, ADASS and ADCS will promote and
facilitate joint

Some crossover with TYC
recommendation 15

more integrated planning and
delivery of support for older people,
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with joined up services and budgets
in the health adn social care, and
pilots to explore budgetary
integration beyond health and social
care

Note that at present here, NI has no
equivalent to Part 11 of Welfare
Reform Act to allow for further
integration of budgets beyond health
and social care — pilots ongoing in
England

34. | From April The NHS-CB will ensure that CCGs work with local | DHSSPS/HSC Board TYC ethos
2013 authorities to ensure that vulnerable people, and Trusts
particularly those with learning disabilities and
autism receive safe, appropriate and high quality Also -cross governmental ASD
care. The presumption should always be for strategy will be issued in 2013 by
services to be local and that people remain in their DHSSPS as per ASD legislation
communities.
35. | From April Health and care commissioners should use HSC Board and Trusts | Should be in place
2013 contracts to hold providers to account for the quality
and safety of the services they provide.
36. | From April Directors, management and leaders of DHSSPS/CAGU/HSC Could governance arrangements be
2013 organisations providing NHS or local authority Board/Trusts strengthened- Note that Controls

funded services to ensure that systems and
processes are in place to provide assurance that
essential requirements are being met and that they
have governance systems in place to ensure they
deliver high quality and appropriate care.

Assurance do not apply to the
regulated sector- but specific
statutory obligations, departmental
guidance, professional requirements
could be written into their contracts

Who is the assurance to be
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provided to Trusts, HSCB or should
RQIA be responsible? Following GB
lead could each organisation
nominate one member of their
Board with responsibility for quality
who would be accountable to RQIA
for quality of care. It needs to be
made clear to these organisations’
Boards that they need proper
governance arrangements in place
and that they need to take seriously
their corporate responsibilities.

In relation to our ALBs we our
strengthening assurance on quality
by having specific agenda items
relating to quality at accountability
meetings & will be reviewed by
CAGU & SQSD in relation to Francis
report and Winterbourne

37. | From April The Department of Health, the Health and Social DHSSPS Commissioning Plan Direction in
2013 Care Information Centre and the NHS- CB will Board place
develop measures and key performance indicators
to support commissioners in monitoring their Bamford HSC Taskforce outcomes
progress. and BMG Outcomes paper
attached to the 2012/15 Action plan
38. | From April The NHS-CB and ADASS will implement a joint DHSSPS/CMO Group | ?? Taken forward through public
2013 health and social care self assessment framework | PHA health framework

to monitor progress of key health and social care
inequalities from April 2013. The results of progress
from local areas will be published.
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39. | From April The Department of Health will work with the LGA DHSSPS Section 75 of the NI Order and rural
2013 and Healthwatch England to embed the importance | PCC proofing of all Strategies and
of local Healthwatch involving people with learning legislation
disabilities and their families. A key way for local Bamford HSC Taskforce
Healthwatch to benefit from the voice of people with New Bamford Sub -groups (to be
learning disabilities and families is by engaging with set up)
existing local Learning Disability Partnership
Boards. LINks (local involvement networks) and PPI Policy Guidance
those preparing for Healthwatch can begin to build
these relationships with their Boards in advance of Anything else we should/might be
local Healthwatch organisations starting up on 1 doing?
April 2013.
40. | By Spring The Department of Health will immediately examine | DHSSPS/CAGU/SQS/ | Leadership and accountability
2013 how corporate bodies, their Boards of Directors and | CMO Group enhancements - Possible overlap
financiers can be held to account for the provision Board with Francis on Duty of Candour
of poor care and harm, and set out proposals during | RQIA

Spring 2013 on strengthening the system where
there are gaps. We will consider both regulatory
sanctions available to CQC and criminal sanctions.
We will determine whether CQC'’s current
regulatory powers and its primary legislative powers
need to be strengthened to hold Boards to account
and will assess whether a fit and proper persons
test could be introduced for board members.

Unclear of impact on RQIA and
associated legislation

Need to determine how they can be
held to account under current law.
There has to be serious
consequences for organisations that
provide poor quality of care or
where people experience
neglect/abuse e.g. prosecutions,
closure.

Fit & proper person tests- can we
legally use criteria eg involvement
with a criticised organisation not to
select people
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41. | From Spring | CQC will take steps now to strengthen the way it RQIA/SQS Are we doing enough?
2013 uses its existing powers to hold organisations to
account for failures to provide quality care. It will
report on changes to be made from Spring 2013.
42. | By 1 June Health and care commissioners, working with DHSSPS/MHDOP/ Major impact on HSC services to
2013 service providers, people who use services and Board and Trusts review inpatient care plans for all
families, will review the care of all people in learning those with challenging behaviour.
disability or autism inpatient beds and agree a England are pressing ahead with
personal care plan for each individual based around this and not just for LD/ASD but all
their and their families’ needs and agreed in “acute” hospitals with challenging
outcomes. behaviour e.g. stroke, dementia,
ABI, etc.
43. | By Summer Provider organisations will set out a pledge or code | Trusts/Vol/Independent Should we do something similar?
2013 model based on shared principles - along the lines | sector/MHDOP
of the Think Local Act Personal (TLAP) Bamford processes already in palce
44. | By Summer The Department of Health, with the National DHSSPS TYC
2013 Valuing Families Forum, the National Forum of Target 64
People with Learning Disabilities, ADASS, LGA and Further development of the current
the NHS will identify and promote good practice for enhanced health services on a NI
people with learning disabilities across health and basis.
social care.
In line with the Bamford ethos;
would need to keep abreast of
national initiatives
45. | By summer The Department of Health will explore with the DHSSPS/Pharmacy/SQS/ | See QUB press release regarding
2013 Royal College of Psychiatrists and others whether | CMO Group the prescribing of medication to

there is a need to commission an audit of use of

people in homes but of course,
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medication for this group. As the first stage of this,
we will commission a wider review of the
prescribing of antipsychotic and antidepressant
medicines for people with challenging behaviour.

Medicines Governance

recommendation is much wider than
this

May require further work?

46. | By June 2013 | The Department of Health and the Department for DHSSPS TYC
Education will work with the independent experts on Target 63
the Children and Young People’s Health Outcomes Integration of early years support for
Forum to prioritise improvement outcomes for children with a learning disability
children and young people with challenging into a coherent ‘Headstart’
behaviour and agree how best to support young programme of services for 0-5 year
people with complex needs in making the transition olds as referenced in the Family and
to adulthood. Childcare section (Section 12)
Transitions are covered in the
Bamford Action Plan 2012/15 action
52 - Improve transitions planning
for all children with statement of
special educational needs
47. | In 2013 The Department of Health and the Department for DHSSPS /Family Policy | Consider the role of Looked after
Education will develop and issue statutory guidance | unit Children
on children in long-term residential care. DE Any more to be done?
48. | In 2013 The Department of Health and the Department for DHSSPS Bamford Action Plan 2012/15
Education will jointly explore the issues and DE action26 for DE - Take forward and

opportunities for children with learning disabilities
whose behaviour is described as challenging
through both the SEN and Disability reform
programme and the work of the Children’s Health
Strategy.

implement Review of Special
Educational Needs & Inclusion
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49. | In 2013 The Department of Health will work with DHSSPS See Regional Advocacy Policy
independent advocacy organisations to drive up the Guide for Commissioners. And the
guality of independent advocacy. associated action plan

50. | In 2013 The Department for Education will revise the DE/DHSSPS/OSS/ Do we need to do anything??
statutory guidance Working together to safeguard Family Policy
Children.

51. | In 2013 The Royal College of Psychiatrists, the Royal DHSSPS/Pharmacy/ Keep abreast of professional
Pharmaceutical Society and other professional CMO Group guidance
leadership organisations will work with ADASS and
ADCS to ensure medicines are used in a safe, See also action 45
appropriate and proportionate way and their use
optimised in the treatment of children, young people Is there anything more that we
and adults with challenging behaviour. This should should be doing on psychotropic
include a focus on the safe and appropriate use of medication?
antipsychotic and antidepressant medicines.

52. | By December | The Department of Health will work with the DHSSPS Bamofr Interministreralil

2013 improvement team to monitor and report on
progress nationally, including reporting comparative
information on localities. We will publish a follow up
report by December 2013.

53. | By end 2013 | The Department of Health with external partners will | DHSSPS/OSS/ Guidance on Restraint and
publish guidance on best practice around positive MHDOP Seclusion in Health and Personal
behaviour support so that physical restraint is only Social Services.
ever used as a last resort where the safety of
individuals would otherwise be at risk and never to But should we be issuing guidance
punish or humiliate. on positive behaviour support?

54. | By end 2013 | There will be a progress report on actions to DHSSPS/NMAG/HRD | “The Strengthening the
implement the recommendations in Strengthening Commitment”, the report of the UK
the Commitment the report of the UK Modernising Modernising Learning Disabilities
learning disability Nursing Review. Nursing Review is across all four UK
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governments.
Any report on the actions will require
feed in from the DHSSPS
55. | By end 2013 | CQC will also include reference to the model in their | RQIA/SQS Would need SQS input on what
revised guidance about compliance. Their revised “quality and safety regulations” are
guidance abut compliance will be linked to the
Department of Health timetable of review of the
guality and safety regulations in 2013. However,
they will specifically update providers about he
proposed changes to our registration process about
models of care for learning disability services in
2013.
56. | From 2014 The Department of Health will work with the DE This may be covered in NI by
Department for Education to introduce a new single | DHSSPS/MHDOP Special Educational Needs - Code

assessment process and Education, Health and
Care Plan to replace the current system of
statements and learning difficulty assessments for
children and young people with special educational
needs; supported by joint commissioning between
local partners (subject to parliamentary approval).
The process will include young people up to the age
of 25, to ensure they are supported in making the
transition to adulthood.

of Practice

Review of Special Educational
Needs and Inclusion

Every School a Good School — The
Way Forward for Special
Educational Needs and Inclusion

Bamford Action Plan 2012/15 action
52 Improve transitions planning for
all children with statement of special
educational needs
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57. | By April 2014 | CCGs and local authorities will set out a joint DHSSPS Different system here.
strategic plan to commission the range of local Board Already integrated commissioning
health, housing and care support services to meet | DSD model in place on supporting people
the needs of people with challenging behaviour in Housing
their area. This could potentially be undertaken Executive
through the health and wellbeing board and could Bamford Action Plan 2012/15
be considered as part of the local Joint Strategic action 14 and 15 Supported
Needs Assessment and Joint Health and Wellbeing Housing
Strategy (JHWS) processes. Supported Housing currently has
joint funding
58. | No later than | Health and care commissioners should put plans DHSSPS TYC
1 June 2014 | into action as soon as possible and all individuals Board /MHDOP Target 62
should be receiving personalised care and support Close long stay institutions and
in appropriate community settings no later than 1 complete resettlement by 2015.
June 2014. (Mental Health)
Target 71
Commitment to closing long stay
institutions and to completing the
resettlement process by 2015.(
Learning Disability)
Personalisation underpins TYC
59. | In 2014 The Department of Health will update the Mental DHSSPS New Code of Practice here will
Health Act Code of Practice and will take account of emerge from Mental Capacity Bill
findings from this review. Need to keep abreast of
developments
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60. | By December | The Department of Health will publish a second DHSSPS This Department will need to
2014 annual report following up progress in delivering consider corporate response to the
agreed actions. Winterbourne review, if any.
61. | From The Department of Health will develop a new DHSSPS TYC target 69
2014/15 learning disability minimum data set to be collected Development of information
through the Health and Social Care Information resources for people with a learning
Centre. disability to support access to
required services.
Would have to link to ICT
Programme to implement
62. | By Summer NICE will publish quality standards and clinical DHSSPS endorsement | Keep abreast of developments
2015 guidelines on challenging behaviour and learning process/SQS Nice guidance produced in March
disability. 2013
MH and LD Service frameworks in
place
63. | By Summer NICE will publish quality standards and clinical DHSSPS endorsement
2016 guidelines on mental health and learning disability. | process/SQS MH and LD Service frameworks in

place
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TAB 3
Concordat Programme of Actions

Key Actions

The key summary actions within the Concordat are:-

1.

Health and care commissioners will review all current hospital placements
and support everyone inappropriately placed in hospital to move to
community-based support as quickly as possible and no later than

1 June 2014.

Every area will put in place a locally agreed joint plan for high quality care
and support services for people of all ages with challenging behaviour,
that accords with the model of good care. These plans should ensure that
a new generation of inpatients does not take the place of people currently
in hospital.

There will be national leadership and support for local change. The Local
Government Association and NHS-CB will establish a joint improvement
programme to provide leadership and support to transform services
locally.

Planning will start from childhood.
Improving the quality and safety of care.

Accountability and corporate responsibility for the quality of care will be
strengthened.

Regulation and inspection of providers will be tightened.

Progress in transforming care and redesigning services will be monitored
and reported.

See www.dh.gov.uk/health/2012/12/final-winterbourne/  for more detail underpinning
the above and for respective roles and responsibilities.
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