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MUCKAMORE ABBEY HOSPITAL INQUIRY 
WITNESS STATEMENT 

Statement of Brendan Whittle, Director of Hospital and Community Care, 
Strategic Planning and Performance Group, Department of Health 

Date:7th June 2024  

___________________________________________________________________ 

I, Brendan Whittle make the following statement for the purpose of the Muckamore 

Abbey Hospital (MAH) Inquiry.  

I make this statement in response to a request for evidence by the Inquiry Panel in 

my capacity as the Director of Community Care of the Strategic Planning and 

Performance Group (SPPG) and my previous roles in SPPG and its predecessor the 

Health and Social Care Board.  

This is my first statement in M10 of Module 2024 to the Inquiry. 

In exhibiting any documents, I will number any exhibited documents so my first 

document will be “Exhibit 1”.  

Qualifications and positions 

1. I am a social worker registered with the Northern Ireland Social Care Council. I

hold the following qualifications:

• Certificate of qualification in Social Work

• BA (hons) Social Science

• MSc Advanced Social Work

• NISCC Leadership and Strategic Award

• NISCC Advanced Award in Social Work
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2. I am Director of Community Care at the Strategic Planning and Performance Group 

(SPPG) of the Department of Health (DoH). I have been in this post since July 

2022. My professional address is Strategic Planning and Performance Group, 

Department of Health, 12-22 Linenhall Street, Belfast, BT2 8BS. Further 

information in respect of the chronology of positions I have held is provided in 

response to question 1 later in this statement. 

Module 

3. I have been asked to provide a statement for the purpose of M10: Department of 

Health - the evidence of persons in positions of responsibility for MAH and relevant 

professional standards, systems and processes, past and present, at Department 

level. 

4. My evidence relates to the entirety of the Inquiry’s Terms of Reference. 

5. I have been asked to address a number of questions/ issues for the purpose of my 

statement.  I will address those questions/issues in turn. 

Q1. Please explain what your roles were and when you held those roles.  
Please also detail any particular responsibilities you held in relation to MAH 
and identify any groups relating to MAH which you were a member of. 
 

6. I was employed by HSCB from April 2019 initially as Deputy Director of Social 

Care and Children until April 2021 when I was appointed HSCB Director of Social 

Care and Children.  I have been a Director in the Department of Health’s 

Strategic Planning and Performance Group (SPPG) since the HSCB was in 

dissolved April 2022.  I have been a Director at SPPG since it was established 

holding various roles in line with organisational changes to SPPG Directorate 

structures; from April 2022 to June 2022 I was Director of Social Care and 

Children.  From July 2022 to July 2023 I was Director of Hospital and Community 

Care and subsequently from July 2023 to date I have been Director of 
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Community Care.  My professional address is Strategic Planning and 

Performance Group, Department of Health, 12-22 Linenhall Street, Belfast, BT2 

8BS. 
 

7. I am a member of the Senior Management Team of the SPPG. I report directly to 

the Deputy Permanent Secretary, Sharon Gallagher. The SPPG plans and 

oversees the delivery of health and social care services for the population of 

Northern Ireland. I lead the Community Care Directorate that is responsible for 

planning, improving and overseeing the delivery of effective community, health 

and social care services within available resources. 
 

8. My responsibilities as Director of Community Care include planning and 

overseeing the delivery of: 
 

• Children’s Services 

• Mental Health services 

• Learning Disability services 

• Older People services  

• Physical and Sensory Disability services 

 

9. My qualifications and professional history are set out in my first statement dated 

10 February 2023. I was employed in HSCB for the last two years of the Inquiry’s 

timeframe of 1999 to June 2021, consequently I have no first-hand knowledge of 

matters in relation to the HSCB across the Inquiry’s terms of reference prior to 

taking up post in HSCB.  As Deputy Director I supported the Director who led on 

Learning Disability services.  I was appointed to the post of Director of Social 

Care and Children (which includes responsibility for Learning Disability Services 

at Director level) for the last three months of the Inquiry timeframe.  In order to 

prepare this statement, I have relied on the records that are available along with 

discussion with others in SPPG.  There are others who have left or retired from 

the employment of the HSCB or SPPG who might have first-hand recollection 

that may assist the Inquiry further with regards to its terms of reference.  
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10. All Northern Ireland government records created by the SPPG or 

inherited/created by legacy HPSS organisations and subsequently received by 

SPPG from legacy Authorities were covered by, and remain subject to, the 

provisions set out in Public Records Act (Northern Ireland) 1923. This Act 

established the Public Records Office of Northern Ireland.  The Disposal of 

Documents Order (Northern Ireland) 1925 sets out the provisions for the disposal 

and retention by public authorities of Northern Ireland Public records.  

 

11. The Health and Social Care Board (HSCB) has participated in a number of Public 

Inquiries over a number of years which resulted in the suspension of all planned 

disposal of records in line with the HSC Retention and Disposal Schedule. As a 

result, there has been limited planned disposal of records from 2009 to date. 

Prior to 2009 the Legacy Health and Social Services Board (HSSB) records were 

managed separately in each HSSB area. 

 

12. Given this witness statement contains information that is cross cutting of all 

Directorates within SPPG, I have sought assurance from the current Directors of 

SPPG and the SPPG Deputy Secretary that the information set out in this witness 

statement is factually accurate to the best of all knowledge and records. 

 

13. I have been employed in a number of positions in the Northern Ireland HSC since 

1992 as set out in my first statement dated 10 February 2023.  In my former role 

as Director of Adult Services and Prison Healthcare in South Eastern HSC Trust 

between June 2012 and February 2015, I was responsible for meeting 

Departmental targets for services within my Directorate, including resettlement 

targets at MAH.  However, during this time, I did not belong to any groups relating 

to MAH.  Given my role in the South Eastern HSC Trust, I had experience of 

working with the HSCB from a Trust perspective between 2012 and 2015.  During 

this time, I recall the Trusts engagement with HSCB about Muckamore 

resettlement was positive and largely led at an Assistant Director to Assistant 

Director level in both organisations.  The engagement with the HSCB centred 
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around the following areas; provision of funds to the Trust to develop 

accommodation and support arrangements for named individual patients, having 

HSCB oversight of the Trusts performance against resettlement targets, 

supporting the resettlement agenda through communications activity and 

engaging with the Northern Ireland Housing Executive with regard to Supporting 

People funding of capital and revenue in support of resettlement plans.  The 

HSCB at that time held regular meetings with Assistant Directors across Trusts to 

share information and work together in support of resettlement activity.  As 

Director, my recollection is that I had sufficient autonomy and resources to bring 

forward appropriate arrangements for resettlement.  The Trust had internal 

governance processes which ensured that progress against resettlement targets 

were regularly considered by the HSC Trust Board. 

 

14. Whilst employed as Deputy Director of Social Care and Children at HSCB, I 

attended a Muckamore Departmental Assurance Group (MDAG) meeting for the 

first time on 24 February 2021 prior to Marie Roulston, the then Director retiring. I 

was subsequently appointed Director of Social Care and Children at HSCB in 

April 2021 and have been a member of MDAG since that time. I did not have any 

specific role in MDAG other than as a member of the group that worked under the 

terms of reference set out in [Exhibit 1].  As Director of Social Care and Children 

within the HSCB and my subsequent Director roles in SPPG, I have continued to 

be responsible as Director for oversight of the Statutory Functions arrangements 

within HSCB and SPPG.  As set out below, MAH is included in the statutory 

functions arrangements.  Other than the particular responsibilities set out above, I 

have not held any other responsibilities in relation to MAH and have not been a 

member of any other groups relating to MAH.  

 

Q2. Please explain your understanding of the structures and processes that 
were in place at HSCB/SPPG level for the oversight of MAH.  How effective 
were those structures and processes in ensuring adequate oversight of MAH 
at HSCB/SPPG level?  
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15. The day to day arrangements for oversight of delivery of care at MAH happened 

nearest to point of care delivery, as such they were the responsibility of the Trust, 

with HSCB performing a monitoring and oversight role. The Trust itself is 

responsible for a statutory duty of quality regarding the quality of care it provides. 

HSC Trusts must ensure that they have appropriate organisational management, 

clinical and social care governance and risk management arrangements in place 

to provide them with assurances and satisfy themselves in respect of services 

delivered to individuals.  

 

16. The structures and processes in place at HSCB/ SPPG to provide oversight of 

MAH have previously been described in the witness statement that I provided to 

the Inquiry on 10th February 2023. [MAHI - STM - 097 – 26 to 53] In particular at 

paragraph 4.2, I set out in bullet points the arrangements in place to promote 

quality of care. I have used these same bullet points as sub headings and 

commented below on how effective these arrangements were in ensuring 

adequate oversight of MAH at HSCB/SPPG.  These structures and processes 

are:  

 

• Performance Management 

• Service and Quality Improvement 

• Delegated statutory functions 

• Complaints 

• Legacy Adverse incidents 

• Serious Adverse incidents 

• Early Alerts 

• Safety and Quality Alerts 

 

17. In addition to the above, I have considered other means that provided a degree of 

oversight in relation to MAH, such as when families or members of the public 

made direct contact with HSCB.  I also note the process by which HSCB was 

made aware of media reports relating to MAH. 
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18. Performance Management 

Prior to the establishment of the HSCB in 2009, the four HSSBs were responsible 

for the planning and monitoring of services in line with Ministerial priorities and 

standards as set out in the annual Priorities for Action. From 2009, HSCB 

performance management arrangements were in place and, from 2009 to 2016, 

the performance management responsibilities focused on Ministerial targets and 

performance indicators associated with the resettlement of long-stay Learning 

Disability and Psychiatric patients, including patients at MAH. This was the only 

Ministerial performance indicator that related to MAH at that time.   Monitoring 

returns were submitted by Trusts on a monthly basis which provided an overview 

of the number of patients resettled or awaiting resettlement.  This Ministerial 

target and subsequent indicator were stood down in 2015/16, albeit there were 

still a cohort of patients requiring resettlement at that time (and this remains the 

case today).  It is acknowledged that the resettlement targets and resettlement 

programme did not in themselves deliver the intended outcomes of resettling all 

patients, and whilst the performance management tool allowed for monitoring and 

the provision of information, it is also acknowledged that the resettlement target 

was in relation to resettlement only and was not intended to be a broader 

oversight measure.   

 

19. Service and Quality Improvement  

A number of HSCB staff were trained in Service and Quality Improvement 

approaches and methodologies. A dedicated Service Improvement Team was 

established in 2014 within the HSCB Social Care and Children’s Directorate. The 

team was later subsumed as a mainstream function of HSCB in 2018. The 

Service Improvement team was a small pilot team that during its existence 

focused largely on improving the quality of Mental Health services, not Learning 

Disability Services.  The team was not involved in work specific to MAH.  Whilst 

the service improvement team did not directly engage in oversight, steps were 

taken for those staff members who had previously been employed in the Service 

Improvement Team to use their skills and Improvement tools at a later stage 

when they were involved in the development of the draft Learning Disability 

model during 2019-2020. 
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20. Delegated Statutory Functions (DSF) 

The process by which Trusts report on their discharge of delegated statutory 

functions has been in place since 1999.  Between 1999 and 2007, each of the 18 

Trusts reported on their discharge of DSF to each of the four respective HSSBs. 

After this date, Trusts were amalgamated into their current form of 5 HSC Trusts 

followed by the formation of a regional HSCB in 2009.  Trust reports were made 

to this new organisation. The arrangements for how this was done are set out in 

my first statement [MAHI-STM-097-33].  This structure continued until the HSCB 

was dissolved in 2022.  Since 2022, Trusts have reported on their statutory 

functions directly to the Department of Health through the SPPG.  There are 

records of MAH being discussed in DSF meetings.  This is described further in 

my response to question 5.  Although the DSF process has both an accountability 

and quality function based on the discharge of legal responsibilities, it depends 

on effective Trust oversight and self-reporting of governance issues. DSF 

meetings, on occasions, became a forum where Trusts would describe 

operational challenges without being clearly held to account for their performance 

against measurable targets.  This was also the case for MAH.   The criticism 

identified in the report, A Review of Leadership and Governance at Muckamore 

Abbey Hospital July 2020 [Exhibit 2] was accepted by HSCB.  Pages 158 and 

159 of the Review of Leadership and Governance report reference DSF Reports 

being largely repetitive documents which lacked outcome data and did not 

provide assurance regarding the discharge of statutory functions nor standard of 

practice. These criticisms go to the heart of the issue that the arrangement was 

not as effective in ensuring adequate oversight as it could have been.  In 

response to the Review of Leadership and Governance report, DSF was 

reviewed in 2021 to streamline the approach and make the process more 

focussed and analytical, with an emphasis upon non-compliance with legal duties 

and actions planned or taken to address these. The DSF process is now more 

effective in ensuring adequate oversight of statutory functions including oversight 

at MAH at SPPG level than it had been in previous years. The DSF Report Year 

End (March 2022) refers to staffing issues at MAH, with specific actions and 

mitigations being undertaken by the Belfast HSC Trust to support improvement 

including recruitment, vacancies filled, staff exit interviews, staff training and 
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monitoring via appropriate assurance mechanisms e.g. Divisional Risk Register 

and Business Continuity Planning [Exhibit 3 pages 54-56 inclusive].  

 

21. Complaints 

This paragraph deals with HSCB/SPPG oversight of complaints made to HSC 

Trusts under their complaint arrangements. Guidance on Implementation of the 

HPSS Complaints Procedure became effective on 1 April 1996 and was 

subsequently supplemented in April 2000.  This was a two-stage process 

designed to address patient and client concerns.  The Complaints Procedure was 

revised and updated following extensive public consultation in 2009, when the 

second stage of the process was removed, coinciding with the establishment of 

the HSCB. It was intended that this would lead to an enhanced, strengthened and 

more robust local resolution stage with greater emphasis on resolving complaints 

at source of origin i.e. HSC Trust level. The revised complaints arrangements 

outlined a role for the HSCB as having an oversight of HSC complaints, analysing 

any patterns or trends, concerns or clusters of complaints.  

 

22. The mechanism and structures, previously detailed in my first statement to the 

Inquiry [MAHI - STM - 097 – 39 to 42] were established to support this revised 

oversight role. This involved receiving monthly returns from the HSC Trusts which 

could provide detail including an anonymised summary of the issue of complaint, 

summary of the response provided by the Trust, and any actions or learning from 

the complaint (by the Trust).  This information was reviewed by relevant 

professionals from the HSCB and PHA who were members of the Regional 

Complaints Sub Group and any issues of concern or requirement for further detail 

were highlighted to the HSCB complaints team.  This team could then request 

further information from the relevant Trust.  On receipt of this information, if the 

professional lead deemed there to be any areas of concern, this would be raised 

at the Regional Complaints meeting, membership of which was multi-disciplinary 

SPPG/PHA professionals and a representative from the Patient Client Council 
[MAHI-STI-097-41] 
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23. The complaints would be closed on the system when the PHA and HSCB 

professional officers were satisfied that no further action from the Trust was 

required.   

 

24. The process in place during the timeframe of the terms of reference of the Inquiry 

relied on timely and accurate information, with as much detail as would enable 

consideration by the relevant PHA or HSCB regional subgroup member to 

determine if there was any issue of concern.  HSCB became responsible for the 

oversight role in 2009.  Since 2009 and during the period of the Inquiry, 79 

complaints were received in the monitoring returns from HSC Trusts, spanning 12 

years, which related to MAH.  In the context of more than 6,000 HSC complaints 

being received each year, this relatively small number of complaints in relation to 

MAH did not indicate a pattern, trend or cluster based on the information provided 

i.e. repetition of complaints for the same reasons.  

 

25. The format of individual monthly returns received from Trusts did not allow for the 

manipulation of data over a period of time, making identification of trends over 

time difficult. 

 

26. As part of the oversight role, the HSCB considered complaints in its quarterly and 

Annual reports to its Senior Management Team and the Governance and Audit 

Committee.  A search of the records has identified that there were no specific 

examples of learning or escalations of concerns identified in relation to 

complaints regarding Muckamore Abbey Hospital.  This would appear to be 

because no trend or pattern was identified from the complaint information. 

 

27. Michael Bloomfield, then HSCB Head of Corporate services wrote to HSC Trusts 

in May 2017 emphasising the importance of Trusts complying with the HSC Trust 

Monitoring protocol.  Valerie Watts, HSCB Chief Executive, did likewise in 

February 2020 [Exhibit 4 & Exhibit 5]. 
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28. SPPG has recognised that oversight processes are open to improvement and 

arrangements are currently in hand to update the process for having oversight of 

HSC Trust complaints, whilst also ensuring SPPG carries out its mandatory role 

in line with the Departmental Complaints Procedure (amended 2023). 

Discussions are currently underway in relation to the most effective means to 

store and retrieve data to enable analysis.  

 

29. Legacy Adverse incidents  

The legacy EHSSB had in place a process with Community HSS Trusts whereby 

some adverse incidents, also referred to as untoward incidents, were reported to 

the HSSB and subsequently recorded on the EHSSB DATIX risk management 

database from 2005. 

 

30. Searches did not reveal a document which outlined a policy or process for the 

receipt of these incidents, but from review of the information, it would appear that 

a process was in place whereby these were received and circulated to the SMT 

of the legacy EHSSB for comment. To illustrate this, a sample of 20 incident 

records of relevance to MAH between the dates of January 2007 until April 2008 

were provided in my first statement.  [MAHI-STM-097-6442 to 6480]. 
 

31. The information available relates specifically to EHSSB arrangements and 

appears to have been part of the then oversight arrangements for adverse 

incidents, but was not specific to MAH. 

 

32. Serious Adverse Incidents (SAIs) 

The fundamental aim of the regional SAI process is to provide a mechanism to 

effectively share learning from the most serious incidents in a meaningful way, 

with a focus on safety and quality, ultimately leading to service improvement.  

Trusts are wholly accountable for the management of adverse incidents that 

occur within their own organisation. It is only those incidents that meet one or 

more of the criteria listed within the regional SAI procedures that are reported to 

HSCB/PHA.  The Criteria are taken from [Exhibit 6] and are set out below: 
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• serious injury to, or the unexpected/unexplained death of:     

 

o a service user, (including a Looked After Child or a child whose name is on 

the Child Protection Register and those events which should be reviewed 

through a significant event audit) 

o a staff member in the course of their work 

o a member of the public whilst visiting a HSC facility; 

 

•    unexpected serious risk to a service user and/or staff member and/or member 

of the public; 

•    unexpected or significant threat to provide service and/or maintain business 

continuity; 

•    serious self-harm or serious assault (including attempted suicide, homicide and 

sexual assaults) by a service user, a member of staff or a member of the public 

within any healthcare facility providing a commissioned service; 

•    serious self-harm or serious assault (including homicide and sexual assaults): 

  

o on other service users,  

o on staff or  

o on members of the public 

 

by a service user in the community who has a mental illness or disorder (as 

defined within the Mental Health (NI) Order 1986) and/or known to/referred to 

mental health and related services (including CAMHS, psychiatry of old age or 

leaving and aftercare services) and/or learning disability services, in the 12 

months prior to the incident;  

• suspected suicide of a service user who has a mental illness or disorder (as 

defined within the Mental Health (NI) Order 1986) and/or known to/referred to 

mental health and related services (including CAMHS, psychiatry of old age or 

leaving and aftercare services) and/or learning disability services, in the 12 

months prior to the incident; 

• serious incidents of public interest or concern relating to: 
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o any of the criteria above  

o theft, fraud, information breaches or data losses  

o a member of HSC staff or independent practitioner. 

 

33. HSCB (and SPPG) routinely only has knowledge of, and is able to respond to, 

those adverse incidents that have been identified to it and reported as serious by 

the provider HSC Trust. 

 

34. Central to the SAI process is Trust self-reporting which can be subjective and this 

can lead to variance in terms of reporting thresholds and regional consistency, 

despite HSC Trust’s training their staff and HSCB/SPPG providing clearly 

established criteria. Whilst the regional procedure aims to standardise practice 

and improve consistency, HSCB and SPPG depend on Trusts to apply these 

criteria consistently. 

 

35. At times though, following receipt of an Early Alert, the HSCB/SPPG would 

request the relevant Trust to report an incident as a SAI, on most occasions 

Trusts would report as requested.  Similarly, on occasions, SPPG/HSCB will 

request Trusts to report SAIs following receipt of an interface incident.  Interface 

incidents are those incidents which have occurred in one organisation, but where 

the incident has been identified in another organisation and in line with the SAI 

procedure, is reported to HSCB/SPPG.  

 

36. There is an example of the HSCB being advised of an incident in MAH Ennis 

Ward by way of an Early Alert in November 2012, which was deemed by HSCB 

lead officers to have met the criteria to be classified as a SAI (based on the 

information provided by the Trust and the extant SAI criteria at the time).  

However, the Trust made the decision not to report the incident as a SAI. HSCB 

requested the SAI from the Trust but could not instruct the Trust to do this, given 

the governance arrangements within the HSC at that time i.e. HSCB and Trust 

were both Arm’s Length Bodies and both accountable to DoH. In retrospect, this 

issue could have in the first instance been escalated to the responsible HSCB 
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Director to raise at senior level within the Trust and then if required to the 

Department of Health through the established accountability arrangements.  

There is no record that this happened and it is reasonable to conclude that in 

such circumstances, a more direct and robust approach was warranted which 

may have resulted in the notification of a SAI and subsequent review which could 

have opened up learning for the Trust and wider HSC system. 

 

37. HSCB/SPPG oversight is reliant on the information provided to it by the Trust.  

HSCB and PHA designated review officers (DROs) are provided with a SAI 

notification and the final SAI report, they do not however have access to clinical 

notes or other Trust related documentation relevant to the incident. Prior to the 

identification of regional learning and closure of a SAI, DROs can seek further 

clarification, where required, in order to be assured on the robustness of the SAI 

review report.   

 

38. An ongoing challenge with the SAI process from its outset has been the 

timeliness of reporting SAIs and HSCB receiving completed SAI review reports 

by all HSC Trusts. It was for that reason that the 2013 procedure introduced the 3 

levels of review in an attempt that level 1 (less complex) reviews would be 

conducted within a shorter timeframe.  

 

39. In line with the extant procedure, organisations are required to report SAI 

notifications 72 hours after the organisation becomes aware the incident meets 

the criteria of a SAI.  In relation to MAH, most notifications were not reported by 

Trusts within the 72-hour timescale of the 38 SAIs reported in respect of MAH (34 

were from Belfast HSC Trust, 1 was from Northern HSC Trust and 3 were from 

South Eastern HSC Trust).  Only 9 were reported within 72 hours (8 by Belfast 

HSC Trust and 1 by South Eastern HSC Trust).  In addition, review reports were 

also significantly delayed of the 30 reports received in respect of MAH, only 2 (1 

each from Belfast HSC Trust and 1 from South Eastern HSC Trust) were 

submitted within the agreed timescale.  17 have been delayed longer than 6 

months (14 by Belfast HSC Trust, 1 by Northern HSC Trust and 2 by South 

Eastern HSC Trust), consequently delaying potential learning being shared and 
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implemented.  There remains, to date, 7 SAIs where the SAI review report 

remains unsubmitted all 7 of these are outstanding from Belfast HSC Trust.     

 

40. In line with the SAI procedure [MAHI – STM – 097 – 6604 to 6776], where a 

safeguarding incident is being undertaken in parallel with a SAI review and 

involves PSNI, there may be occasions when the SAI review will be deferred so 

as to avoid any interference with the criminal investigation and therefore further 

contributing to the delayed submission of reports. Of the 7 outstanding SAI 

review reports one is delayed due to ongoing PSNI investigation with the 

remaining 6 outstanding for other reasons. 

 

41. In my previous statement, I referred to individual letters being issued to Trusts on 

a quarterly basis from the HSCB Chief Executive to respective Trust Chief 

Executives setting out where delays had occurred and the requirement to act, 

requesting submission and advising on concerns on the number of overdue 

reports and the potential in delay of both local and regional learning across the 

HSC system. 

 

42. More recently, SPPG has been working with Trusts to try to make improvements 

to the extant process, particularly in relation to more timely submission of SAI 

review reports.  Over the last 18 months, the SPPG Deputy Secretary has written 

twice to Trusts highlighting her concerns in relation to the untimely submission of 

SAI reports and the potential of delayed local and regional learning across the 

system.  In order to support Trusts, an independent organisation, Clinical 

Leadership Solution (CLS) that specialises in carrying out SAI reviews was 

commissioned in November 2022 by SPPG to assist and mentor Trust staff in 

carrying out Level 1 reviews.  This has resulted in 150 SAI Reviews being 

completed by CLS, 50 of which in Belfast HSC Trust, whilst at the same time 

providing Trust staff with the competencies and skills required to undertake level 

1 SAI Reviews. 
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43. A second letter was issued in November 2023.  Each letter highlighted targets for 

the submission of reports for each Trusts for all levels of review [Exhibit 7 & 

Exhibit 8].  Targets continue to be monitored via bi-monthly safety and quality 

performance management meetings, attended by SPPG and PHA Safety leads 

with relevant directorate and assistant directors in Trusts. 

 
 

44. Delays in submission of SAI review reports are now routinely escalated to Trust 

Accountability and Ground Clearing meetings with the Department of Health.  

Delays in the submission of Trust SAI review reports were previously captured in 

HSCB Governance Statements reported to the Department of Health.   Since the 

closure of the HSCB, in 2022 the SPPG concerns around delays in submission of 

Trust SAI review reports are now routinely escalated to Trust Accountability and 

Ground Clearing meetings with the Department of Health. 

 

45. Throughout the timeframe of the inquiry, the SAI process has evolved in relation 

to how HSCB/SPPG review SAI reports that have been submitted by Trusts.  At 

the outset of the 2010 SAI process, all SAIs were assigned to individual DROs 

from within HSCB/PHA and it was their responsibility to review the SAI report and 

to liaise with other relevant professionals, as required, in relation to the 

robustness of the SAI review, the identification of learning and any potential 

themes or trends.  

 

46. In order to ensure a more effective process, since March 2020 all SAI 

notifications are now reviewed upon receipt by a multi-disciplinary group, and 

coded by specialty/themes for monitoring purposes for the identification of 

themes and trends.   Level 1 SAIs are no longer assigned to an individual DRO, 

they are now assigned to a multi-disciplinary SAI Professional Group.  Level 2/3 

SAIs continue to be assigned to a DRO, however they too are discussed by a 

group of multi-disciplinary professionals.   Terms of Reference were previously 

exhibited in my first statement [MAHI - STM - 097 – 10457 to 10458]. The 

establishment of these groups is designed to be more effective in allowing 

collective multi-disciplinary decision making in relation to the identification of 
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regional learning for all SAIs as well as providing assurance on the robustness of 

reports for Level 2 and 3 reviews. Decisions are no longer based on an individual 

DROs’ view, but that of a multi-disciplinary group of professionals who collectively 

have a greater knowledge and skill set, as well as a wider understanding of 

safety and quality issues impacting on our HSC system. 

 

47. A regional project to redesign the current SAI procedure commenced in July 

2023.  It is being led by the Department’s Healthcare Policy Group.  It will 

address the recommendations from the Inquiry into Hyponatremia Related 

Deaths (IHRD) and the Independent Neurology Inquiry, alongside the 

recommendations in the RQIA report, The Review of the Systems and Processes 

for Learning from SAIs in NI, 2022.   

 

48. SPPG senior officers are supporting Departmental policy lead colleagues in 

taking forward the development of a new Framework which will replace the SAI 

procedure and will deliver learning and improvement from patient safety 

incidents/events through a new streamlined and simpler review process. 

 

49. Early Alerts 

The process for Early Alerts was established in 2010 by DOH to ensure the 

Minister and DOH would receive prompt reports of urgent matters that may 

require DOH or Ministerial attention. HSCB was provided with copies of all Early 

Alerts submitted by Trusts. Whilst Early Alerts are for the purpose of alerting a 

Minister, they also form part of the intelligence available to HSCB/SPPG to 

contribute to its oversight and monitoring of the HSC system.  An Early Alert 

could prompt the HSCB/SPPG raising an issue further with a Trust to understand 

an issue better or the particular circumstances of the Early Alert. 

 

50. As a result of the introduction of the DoH Early Alert System, the HSCB and PHA 

developed an internal protocol in 2012 [MAHI - STM - 097 – 6777 to 6787] which 

was updated in 2017 [MAHI - STM - 097 6788 to 6801].  This provided guidance 

to staff working within the HSCB and PHA on the internal processes for the 
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effective management of Early Alerts in relation to further action required, if the 

Early Alert should be reported as a SAI and/or if the Early Alert could be closed.    

 

51. However, as referenced above in paragraph 36, there can arise occasions, as 

happened in MAH, where the Trust does not consider an Early Alert incident to 

meet the threshold for a SAI.   This specific issue is noted in ‘A Review of 

Leadership and Governance at Muckamore Abbey Hospital’ where the Trust did 

not consider the Early Alert in relation to Ennis Ward should be reported as a 

SAI.   The Early Alert process is due to be reviewed by Department of Health. 

 

52. The situation described above where the Ennis ward Early Alert was not 

submitted by the Belfast HSC Trust as a SAI and the HSCB did not escalate its 

concerns either to a senior level within the Trust or to the Department of Health 

illustrates that the processes were not as effective as they could have been.  As 

outlined above, SPPG has strengthened controls within the current procedural 

arrangements and a wider review of SAI processes has commenced which 

provides an opportunity to strengthen arrangements further.  

 

53. Safety and Quality Alerts (SQAs) 

DOH, HSCB and PHA and other organisations use SQAs to disseminate 

information across the HSC system. This information, derived from sources such 

as SAIs, Complaints, RQIA reviews, national safety systems and independent 

reviews, focuses on the dissemination of learning for the HSC system and are 

issued to service providers to support improvement in practice. Safety and 

Quality Alerts are examples of the HSCB/SPPG oversight which leads to 

learning.  

 

54. During the timeframe of the Inquiry a reminder of best practice was issued to the 

HSC as a result of a review of a number of choking SAIs, one being in respect of 

a resident from MAH. 
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55. The letter focused on the ‘Management and advice for patients/clients with 

swallow/ dysphagia problems’ and was issued by the HSCB on 1st October 2015 

to Trust Chief Executives and RQIA Chief Executive [Exhibit 9]. 

 

56. Trusts were requested to share the correspondence with relevant staff and RQIA 

were asked to disseminate the letter to relevant independent sector providers.  

 

57. As with the SAIs, the process for the management of SQAs has evolved over 

time.  To strengthen the arrangements and provide assurance in respect of safety 

and quality alerts new arrangements were introduced in May 2021.  

Correspondence was issued on 17th May 2021 from Lisa McWilliams, Director of 

PMSI, SPPG and Rodney Morton, Director of Nursing, PHA to all HSC Trust 

Chief Executives outlining the new assurance model to be adopted with 

immediate effect. [Exhibit 10].  

 

58. This introduced to Trusts a process of 3 levels of assurance, which continues to 

be used by SPPG: 

 

• 1st Line Assurance SQA - No response to actions is required to HSCB / PHA; 

• 2nd Line Assurance SQA - Response to HSCB / PHA required within 4 weeks 

confirming the actions have been added to the organisation's safety and 

quality assurance work-plan. 

• 3rd Line Assurance SQA - Response to HSCB / PHA required within 12 weeks 

confirming actions specified within the SQA have been completed. 

 

59. Depending on the level of assurance required, Trust may be required to provide 

the HSCB/SPPG with assurance that any specified actions identified by the SQA 

have been actioned and these assurances are then reviewed by HSCB/SPPG 

officers together with PHA to assess compliance. 
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60. Other Oversight 

Aside from the formal structures and processes set out above, I have considered 

other means that provided a degree of oversight in relation to MAH, such as 

when families or members of the public made direct contact with EHSSB or 

HSCB.  I also note the process by which HSCB was made aware of media 

reports relating to MAH.  

 

61. Whilst correspondence from political representatives, family members or the 

public were not part of the formal oversight arrangements, they provided a 

‘window’ into issues for the EHSSB or HSCB to consider with regard to MAH.  

This correspondence could be raised directly with the EHSSB/HSCB or could 

come to those organisations by other routes, such as Ministerial correspondence 

that was forwarded to EHSSB/HSCB for response.  

 

62. For example, in my response to Question 8, I provide information regarding how 

the relative of a patient in MAH wrote to the Minister of State for Health in 1999 

raising concerns about the care of patients in MAH. This letter was brought to the 

attention of EHSSB, subsequently, the relative’s MP wrote to the EHSSB on the 

relative’s behalf requesting documentation specific to MAH [Exhibit 11]. 
 

63. Separately, in 2006, a patient at MAH wrote to the Chief Executive of the EHSSB 

asking her to address issues that were delaying the individual’s discharge from 

the hospital [Exhibit 12]. 
 

64. In 2012, the relative of a patient in MAH wrote to their MLA, Pam Browne, raising 

concerns about the planned closure of wards at MAH. The letter noted the impact 

this proposed change and the resettlement agenda were having upon her relative 

at MAH.  The relative was worried about how an adequate level of care could be 

provided in a community setting. This letter was passed to the Minister of Health 

by the MLA on behalf of her constituent and a response to the issues was drafted 

by the Assistant Director at the HSCB [Exhibit 13]. 
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65. These examples of correspondence provided an opportunity for the EHSSB or 

HSCB to have direct knowledge of the type of issues and concerns in relation to 

MAH that prompted people to contact their elected representatives and, as such, 

provided an element of oversight. 

 

66. Media 

MAH has been the focus of a number of media reports over the years. The 

EHSSB and HSCB, in common with other public bodies, monitors the media to 

have oversight of issues of public concern that relate to the quality of care or 

service provided.  The HSCB routinely monitored press reports and shared these 

with relevant HSCB personnel for information.  This contributed to the broader 

organisational oversight.  I provide further information in relation to this in my 

response to Question 8. 

 

Q3. Did the HSCB/SPPG rely on incident reporting in respect of MAH?   
 

67. The HSCB adhered to the relevant Departmental circulars in respect of SAIs and 

Early Alerts.  Circular HSC (SQSD) 08/2010 [MAHI-STM-097 6500 to 6508] 

issued on 30 April 2010 advised of the revised arrangements for the reporting 

and follow up of SAIs.  Similarly, on 28 May 2010 Circular HSC (SQSD) 10/10 

[MAHI-STM-097-6744 to 6748] was issued by the Department providing specific 

guidance on the establishment of an Early Alert system and the arrangements to 

be followed to ensure the DoH and Minister received prompt and timely details of 

events. The above Early Alert circular was superseded by the following circulars:   

 

• HSC (SQSD) 07/14, October 2014 [MAHI-STM-097- 6749 to 6751]  

• HSC (SQSD) 64/16, November 2016 [MAHI-STM-097-6752 to 6757]  

• Circular HSC (SQSD) 5/19, February 2019 [MAHI-STM-097 6758 to 6766] 

• Circular HSC (SQSD) 5/19, November 2020 [MAHI-STM-097 6767 to 6776] 

 

68. All Early Alert circulars required/s HSC organisations to copy the Early Alert to the 

HSCB/SPPG. 
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69. As I set out in my response to Question 2, both these processes have limitations 

in that they require the Trust, as the organisation with a statutory responsibility for 

quality of care, to report incidents in a timely manner and in accordance with 

regional criteria.   

 

70. Whilst the HSCB received notifications of Serious Adverse Incidents, any adverse 

incident that the Trust did not consider to meet the criteria of a SAI or Early Alert 

was not notified to HSCB/ SPPG. HSC Trusts, through their governance 

arrangements, are however required to be sighted on all incidents and put 

appropriate control measures in place to manage these and prevent re-occurrence. 
 

Q4. How would concerns at MAH trigger a notification to HSCB/SPPG? Who 
decided that a notification ought to be made and what guidance was there to 
identify when that ought to happen?  

 

71. Concerns about quality of care at MAH would trigger a notification to 

HSCB/SPPG via the Departmental Early Alert Circular and/or the SAI Procedure 

for the reporting and follow up of SAIs (2016).  Separately, the DSF or complaints 

overview process may pick up concerns. 

 

72. Each HSC Trust holds the responsibility for the reporting and management of 

adverse incidents within its own organisation and the onward reporting to 

HSCB/SPPG of any incident that meets the criteria of a SAI, in line the Procedure 

for the Reporting and Follow up of Serious Adverse Incidents (2016), section 4.0, 

page 13 [MAHI - STM - 097 – 6604 to 6711].  As per the Procedure, any adverse 

incident that meets the criteria for a SAI should be reported within 72 hours of the 

incident being formally discovered within the organisation where it has arisen. 

 

73. The Early Alert system is designed to ensure that the Department (and thus the 

Minister) receive prompt and timely details of events (including potential serious 

adverse incidents) which may require urgent attention or possible action by the 

Department.   
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74. HSC organisations are required to notify the Department promptly (within 48 

hours of the event in question) of any event which has occurred within the 

services provided or commissioned by their organisation, or relating to Family 

Practitioner Services, and which meets one or more of the specified criteria.  The 

HSCB/SPPG are copied into Early Alerts issued to DoH in line with Early Alert 

Circular, the most recent version being HSC (SQSD) 5/19. This was included in 

my previous statement as exhibit [MAHI - STM - 097 – 6758 to 6766]. 

 

Q5. Did the HSCB/SPPG receive regular data or other reports in respect of MAH? 
If so, please provide details, including how often they were received and who 
provided them.    
 

75. HSCB and SPPG received regular data and reports in relation to MAH from a 

number of sources and in a number of formats: 

 

• Monthly Learning Disability Inpatient return 

• Iveagh Inpatient Report 

• Learning Disability bed availability/Occupancy  

• Learning Disability Capitation Exercise 

• Reports to the Community Integration Programme/Project (CIP) Stakeholder 

Meetings 

• Regional Learning Disability Operational Delivery Group (RLDODG) 

• Delegated Statutory Functions 

 

Each of these sources are set out below: 

 

76. Monthly LD Inpatients returns  
This return commenced in 2008 at the time that the Learning Disability 

resettlement performance metric was introduced.  Admissions were then added 

in April 2017.  The return included aggregate numbers of hospital admissions, 

current inpatient numbers at month end, discharges during the month, delayed 
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discharges at month end and the number of patients resettled. The return was 

received on a monthly basis from the Belfast HSC Trust Information team. 

 

77. Iveagh Inpatients Report  

This return was set up initially prior to 2010 but HSCB started to received copies 

from January 2020 when data was required for Muckamore Departmental 

Assurance Group (MDAG). It was submitted monthly by the Medical Records 

Department in Muckamore. 

 

78. Learning Disability Bed Availability/Occupancy  
This return was submitted monthly from April 2012 by the Belfast HSC Trust 

Information Team.  It was a snapshot of the month end position available and 

occupied beds by ward. 

 

79. Learning Disability Capitation Exercise  
In addition to the above regular data returns, in June 2016, a Learning Disability 

Capitation/Costing exercise was initiated by HSCB Finance which ran through to 

October 2018.  Statisticians undertook modelling to explain the variation in need 

across localities. The modelling work, while comprehensive, could not produce 

variables which were statistically significant in explaining the variation in need 

across localities.  The resettlement from MAH was also a time limited issue and it 

was decided that capitation modelling would be best revisited once it was 

complete.  Despite this, data collection was used to complete a report for 

Commissioning colleagues to be an information source to assist with 

commissioning decisions. 

 

80. Anonymised patient level data was also required for the 2015/16 financial year. 

Various Information Team staff from Belfast HSC Trust and Muckamore Abbey 

were involved in submitting directly to HSCB as a one-off exercise. 
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81. Following a detailed scoping exercise, a data definitions document [Exhibit 14] 
was issued which allowed a comprehensive and consistent data collection to take 

place.  

 

82. From this, twelve services were agreed, covering 80% of Learning Disability 

expenditure and for which robust activity data could be gathered annually at the 

necessary level of detail. The services covered were: 

 

• Hospital inpatients – adults (Muckamore) 

• Hospital inpatients – children (Muckamore) 

• Hospital outpatients (Muckamore) 

• Day care 

• Direct payments 

• Domiciliary care 

• Nursing home care 

• Residential home care – adults 

• Residential home care – children 

• Supported living 

• Social Work 

• Community Nursing 

 

83. Reports to the Community Integration Programme/ Project (CIP)/ Stakeholder 

Meetings 

As noted in my earlier evidence statement to the Inquiry (paras 13.12-13.14 

inclusive), from 2012, Community Integration Programme/ Project (CIP)/ 

Stakeholder meetings chaired by HSCB senior managers were held monthly to 

consider the resettlement agenda.  Attendance included HSCB staff from 

Performance, Finance, Social Care Leads and the Assistant Director for Social 

Care.  Exhibits presented [MAHI - STM - 097 – 10024; MAHI - STM - 097 – 

10025 to 10027];  
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84. [MAH – STM – 097 – 10028 to 10033 and MAH – STM – 097 – 10034 to 10036] 

are examples of CIP meeting notes including reference to Trust performance 

information regarding the resettlement of patients from MAH tabled at these 

monthly meetings.  Trust performance information, as outlined in Table 1 earlier 

and discussion regarding resettlement in Community Integration/Programme 

(CIP)/Stakeholder Meetings, provided HSCB/SPPG with an indication of Trust 

progress regarding the resettlement of patients from MAH. 
 

85. The Community Integration Programme (CIP) meetings were re-configured 

during 2021 and 2022 to increase the focus on the progress of resettlement. The 

updated Terms of Reference for the Community Integration Programme is 

presented at [MAH – STM – 097 – 10037 to 10039].  
 

86. A Resettlement Tracker was used to enhance monitoring and performance 

management of HSC Trusts by HSCB/SPPG, with HSC Trust submitting an 

updated resettlement tracker to HSCB/ SPPG on a monthly basis.  
 

87. A sample of the Resettlement Tracker Tool used by HSC Trusts to regularly 

report monthly updates regarding resettlement to HSCB/SPPG is presented at 
[Exhibit 15] 
 

88. Regional Learning Disability Operational Delivery Group (RLDODG) (2019 to 

2021) 

In my earlier evidence statement (paras 13.15-13.18 inclusive) I refer to the 

Regional Learning Disability Operational Delivery Group (RLDODG).  RLDODG 

was established by HSCB in September 2019 and met monthly to further 

advance resettlement in accordance with the Muckamore Department Assurance 

Group (MDAG) MAH HSC Action Plan.  
 

89. Exhibits [MAHI – STM – 097 – 10046 to 10057 and MAHI – STM – 097 – 10058 

to 10064] are sample meeting notes which reference discussion regarding the 

resettlement of patients in MAH, and the reporting of data regarding patients 
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discharged/resettled, scheduled for discharge and the numbers of patients 

receiving assessment and treatment.  These were regularly reported to 

HSCB/SPPG by Trusts on a monthly basis at RLDODG. 
 

90. Delegated Statutory Functions  

In line with the Scheme for the Discharge of Social Care and Children’s 

Functions, Delegated Statutory Function Reports are shared with the 

HSCB/SPPG annually. 

91. Between 1999 and 2007, each of the 18 Trusts reported on the discharge of their 

statutory functions to each of the 4 respective Health and Social Care Boards 

(HSSBs).  

92. Health and Social Care Trusts were then amalgamated into the current form of 5 

HSC Trusts in 2007. HSC Trusts continued to report on their statutory functions 

to their respective Boards until the formation of the regional Health and Social 

Care Board (HSCB) in 2009. This reporting structure continued until the formation 

of the Strategic Planning and Performance Group (SPPG) in 2022 to which each 

Trust now reports. 
 

93. From 1999 to 2007, each Trust submitted an annual report to their relevant 

geographical HSSB; (i.e. EHSSB, SHSSB, NHSSB and WHSSB). Each HSSB 

agreed a template outlining the relevant statutory functions to be reported on. 
 

94. MAH was located within the EHSSB geograpical region. Please refer to [MAHI – 

STM – 097 – 4950 to 5103] which provides a sample DSF report submitted by 

North and West Belfast Trust to the EHSSB. Pages 87-92 inclusive of [MAHI – 

STM – 097 – 4950 to 5103] relate to the Learning Disability Programme of Care, 

with refererence to MAH in terms of difficulties faciliting resettlement due to 

limitations in community service provision.  
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95. Each Trust continued to report to their relevant HSSB until the regional HSCB 

was established in 2009. On formation of the HSCB, a revised DSF template was 

agreed, with the first return of this template for year end 31st March 2009/10 

[MAHI – STM – 097 – 5104 to 5172].  Each Trust submitted their DSF Report to 

HSCB annually each May. Please refer to [MAHI – STM – 097 – 5173 to 5467] 

sample Belfast HSC Trust DSF report submitted to exemplify the data and 

qualitative information/narrative provided annually to HSCB.  
 

96. A composite analysis of each of the five HSC Trusts was provided by HSCB each 

year. This was shared with the 5 HSC Trusts and submitted to the Chief Social 

Services Officer in the DoH. Please note sample composite report presented 

[MAHI – STM – 097 – 5502 to 5933]. 
 

97. A review of the DSF process was undertaken during 2020-2022 by HSCB 

working with the DoH. The purpose of the review was to ensure that the DSF 

process had a specific focus on the HSC Trust’s legal duties and powers so that 

the DSF process provides an assurance that the functions delegated to the HSC 

Trusts are monitored. 
 

98. The process by which Trusts report on the discharge of their statutory functions 

has been in place since 1999.  From 1999 to 2007, there are no electronic 

records kept in relation to DSF as this time period relates to the old legacy board 

arrangements.  Box files from this period have been reviewed and whilst they 

contain reference to DSF processes, and there are some DSF reports, no 

references were found in relation to MAH and more specifically any safeguarding 

concerns.  SPPG holds a record of all DSF Reports electronically from 2008 to 

the present time.  The first reference of MAH is in 2008 and contained in the 

Belfast Trust DSF Report when the Trust refers to discharge and resettlement of 

patients.   In subsequent reports, there are references to challenges around 

discharge and resettlement at MAH. 
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99. DSF reports were received from all the HSC Trusts and comment regarding MAH 

was noted by the three Trusts who used MAH as a regional Learning disability 

facility (i.e. BHSCT, NHSCT and SEHSCT). These noted the progress made and 

also difficulties regarding resettlement, contributing to delayed discharges. Trusts 

also noted challenges regarding accessing inpatient beds when MAH was unable 

to accept admissions.  
 

100. For the period 2015-2018 in the Belfast HSC Trust DSF reports, the narrative 

regarding Muckamore related to resettlements and admission issues. The DSF 

Report Year Ending 2018 (which covers the period 1st April 2017-31st March 

2018) refers to a recent safeguarding investigation in MAH [Exhibit 16].  

Electronic records have been considered from 2010 onwards in order to establish 

if they contained reference to the Ennis investigation or report.  This ascertained 

that the Belfast HSC Trust did not reference Ennis in the DSF narrative report 

other than by a minor reference found in 2020/21 DSF report when the Review of 

Leadership and Governance of Muckamore was noted. 
 

101. The Belfast HSC Trust DSF Report Year End March 2019 (covering the 

reporting period 1st April 2018-31st March 2019) [Exhibit 17] referred to the 

safeguarding investigation and staffing challenges. The report also noted on-

going challenges regarding admissions and facilitating resettlements. The DSF 

Report Year end March 2019 included The Belfast Local Area Safeguarding 

Partnership (LASP) report as an Appendix, pages 347-357 of which relate to 

Learning Disability, with specific reference to the on-going safeguarding 

investigation in MAH.  
 

102. The Belfast HSC Trust DSF Report Year End 2020 (covering the period 1st April 

2019-31st March 2020) [Exhibit 18] refers to the SAI independent review, the 

findings of which, alongside the RQIA Inspection Findings, provided the focus of 

work undertaken by the Trust regarding adult safeguarding, service user and 

carer involvement and planning for delayed discharges. Page 105 of [Exhibit 18] 

refers to detailed RQIA inspections being completed at MAH, with a number of 

recommendations in the areas of staffing, patient finance and Adult 
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Safeguarding. Within this DSF report Year End 2020, Belfast HSC Trust provided 

an update to HSCB/SPPG regarding staffing, patient finance and Adult 

Safeguarding and reported to HSCB/SPPG that RQIA had removed all the 

Improvement Notices as they were satisfied all necessary actions were complete. 
 

103. Exhibit [MAHI – STM – 097 – 5173 to 5467], the DSF Report Year End 2021 

(which covered the reporting period 1st April 2020-31st March 2021) refers to 

significant work undertaken in respect of Adult Safeguarding. Page 9 of [MAHI – 

STM – 097 – 5173 to 5467] refers to safeguarding as everyday core business 

through safety briefings, weekly Adult Safeguarding meetings, the development 

of an extensive data set and the introduction of regular audits. The DSF Report 

Year End 2021 refers to further RQIA inspections with a number of Quality 

Improvement Plans noted re MAH. Progress regarding safeguarding processes 

re MAH and challenges in respect of the safeguarding resource are noted in the 

2021 year-end DSF report, with actions taken by the Trust also referenced to 

provide assurance to HSCB re associated delegated statutory functions. Page 

137 of [MAHI – STM – 097 – 5173 to 5467] also cites the Review of Leadership 

and Governance Report and Belfast HSC Trust plans to implement actions to 

address recommendations for the Trust re MAH 

 

104. DSF Report Year End March 2021 [MAHI – STM – 097 – 5173 to 5467] page 9 

provides an update regarding work progressed linked to the safeguarding 

investigation. Please refer to [MAHI – STM – 097 – 5468 to 5501] Belfast HSC 

Trust DSF Action Plan 2021 (pages 19-28 inclusive).  
 

105. A review of the DSF process was undertaken in 2020-2022 by HSCB working 

with the Department of Health.  In 2021, improved DSF governance 

arrangements were introduced to ensure that the DSF process had a specific 

focus on the HSC Trust legal duties and powers.  This review was undertaken 

following a recommendation in the report of the Review of Leadership and 

Governance at MAH July 2020, [Exhibit 2].  Since then HSCB/SPPG holds 

interface meetings (3 times per year) with HSC Trusts to review the actions in the 

DSF Action Plan [MAHI – STM – 097 – 6021 to 6023]. SPPG reviews progress of 
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the action plans at an internal performance meeting at mid-year and end year 

points. 
 

106. Since my first statement was prepared, additional records have been identified 

that set out the Mental Health/Learning Disability Bamford Task-force Project 

structure and Groups [Exhibit 19]. The related diagram includes the Learning 

Disability Community Integration Programme and the Bamford Project Group, 

comprised of Key Stakeholders. [Exhibit 20, Exhibit 21 & Exhibit 22] provide a 

sample of minutes with discussion/reporting regarding Trust mental health and 

learning disability resettlement activity.  
 

107. The Master Bamford Monitoring Sheet [Exhibit 23] captures progress in respect 

of associated actions, including the resettlement of long stay patients from 

learning disability hospitals. It should however be noted this is not specific to 

MAH.      
 

108. A Quality of Life Questionnaire Report [Exhibit 24] is also attached as an 

example of ad hoc information received by the HSCB relating to feedback 

regarding the resettlement process from patients resettled from MAH.  

  

Q6. Was soft intelligence triangulated with data? How were different data 
sources integrated (for example, staff shortages and patient outcomes)?  

 

109. understanding of ‘soft intelligence’ is that it is information that is available to 

inform a decision that was derived from non-formal/structured sources.  I only 

have recourse to the written records available to me and was not party to any 

other ‘soft intelligence’ conversations that may have occurred.  However, I think it 

is likely that soft intelligence would have been considered by former HSCB/SPPG 

staff i.e. in relation to staff shortages and patient outcomes. 

 

110. I have noted above in paragraph 49 in Early Alerts that whilst Early Alerts are 

for the purpose of alerting a Minister, they also form part of the intelligence 
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available to HSCB/SPPG to contribute to its oversight and monitoring of the HSC 

system.  An Early Alert could prompt the HSCB/SPPG to raise an issue with a 

Trust to understand an issue better or the particular circumstances of the Early 

Alert.  This could be considered as soft intelligence.  Likewise issues of concern 

could appear in the form of complaints or via media reporting, in the case of the 

latter, these would be circulated by the communications team for information to 

relevant staff and could form part of the soft intelligence available. 

 

111. The regular data or other reports that HSCB/SPPG received in respect of MAH 

are set out in my response to Question 5.  I cannot say if all of the data available 

from these sources was triangulated with soft intelligence that would have arisen 

as part of wider discussions or individual conversations, however, in my 

experience, it would be surprising if it had not.   

 

112. As noted in Question 5, HSCB/SPPG received data/information in various 

formats, associated with the groups/fora and mechanisms linked to: 

 

• Resettlement processes 

• The Bamford Project Group 

• Delegated Statutory Function 

• Report exemplars such as the Bamford Monitoring Sheet  

• Reports regarding Quality of Life Questionnaires   

 

113. These records indicate there was some ‘hard’ quantitative data and other 

broader qualitative feedback regarding service user views and outcomes. 

 

114. The DSF Report includes both data and narrative regarding Delegated Statutory 

Functions across each Programme of Care. For example, the Belfast HSC Trust 

DSF Reports for the period 2015-2018 focused on accommodation issues 

impacting on the progress of resettlement and delayed discharges.   Likewise, 

the DSF report Year Ending March 2021 describes Trust recruitment activities to 

strengthen the social work workforce and the recruitment of a Band 7 Senior 
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Social Worker for MAH [MAHI – STM – 097 – 5173 to 5467, p.160]. It is noted 

that a vacant Band 8a Adult Safeguarding Lead post had created pressures for 

the Trust.  

 

115. The DSF Action Plan 2021, Points 4 and 5 [MAHI – STM – 097 – 5468 to 5501, 

p.23-26] note activity around the recruitment of social work staff, specifically 

noting how the absence of one key staff member (described as ‘pivotal’) was 

having a detrimental impact upon the Trust’s resettlement work. 

 

116. However, whilst records show that some information was available with regard 

to staff shortages or recruitment, it is not clear if or how this information was 

triangulated with hard data such as performance against targets for resettlement. 

I would assume however that an awareness of specific staffing challenges would 

have been recognised by those in post at the time as a factor which would have 

implications for Trust achievement of resettlement targets. 

 

Q7. Did HSCB/SPPG have any role in the decision to install and operate CCTV 
at MAH?  If so, please give details.  
 

117. There are no records held that indicate HSCB had any role in the decision to fund, 

install or operate CCTV at MAH.  Tracey McCaig, SPPG Director of Finance has 

confirmed that the Department of Health issues regular finance circulars to all 

Arm’s Length Bodies setting out their Delegated Limits for approval of all areas of 

expenditure, including capital items, such as CCTV.  From 2009 to date, the level 

delegated to Trusts to approve has been at least £500,000 [Exhibit 25].  Therefore, 

a decision to install CCTV would normally be an operational matter for an Arm’s 

Length Body and, as such, this would have been the responsibility of the HSC Trust 

to consider within its own allocated budget. 
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Q8. When did HSCB/SPPG first become aware of allegations of the abuse of 
patients at MAH?  What action did it take in response? 

 
118. As I noted in my first statement to the Inquiry [MAHI-STM-097- 61 to 62] and in 

my response to Question 2 above, SPPG have a letter dated 17th January 1999 

written by a relative of a patient in MAH to the Minister of State for Health where 

a complaint was made about the use of involuntary seclusion by staff with 

patients on Fintona North Ward, a 19 bedded Female Assessment and 

Treatment ward. The letter alleges that patients have been locked outside in a 

courtyard area in cold weather 

 

119. In June 1999, as a response to the above, the EHSSB produced a report 

‘Report on the Use of Seclusion with Particular Emphasis on Muckamore Abbey 

Hospital’ [MAHI-STM-097-7765 to 7784]. The report defines seclusion, sets out 

the circumstances in which it can be used, how it should be managed and 

monitored, also referencing the Mental Health (Northern Ireland) Order 1986) and 

Code of Practice requirements (sections 5.49 to 5.52) [MAHI-STM-097-7785 to 

7878].         

 

120. The report in its conclusions did not confirm evidence of abuse in Fintona, but 

made a number of recommendations, including the need to reduce the use of 

seclusion, improve staffing, record keeping and enhance the built environment 

through renovation work.  

 

121. On the 7th October 1999, the Chief Executive of the EHSSB, Dr Kilbane, in a 

letter to the relative who had made the seclusion related complaint, provided an 

update which noted that over-crowding had been a contributory factor in the 

matters raised and that the EHSSB would work with Trusts to expedite the 

placement in the community of those patients delayed in hospital and also review 

accommodation for patients on the site. [Exhibit 26]  
 

122. As part of the relative’s concerns, the relative’s MP, Robert McCartney, also 

wrote to Dan Thompson, Chair of the EHSSB, referred to previously at [Exhibit 
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11], requesting that a number of documents in relation to care at MAH would be 

provided to a patient’s relative. There is no further correspondence on file in 

relation to this request. 

 

123. In 2005, the EHSS Board became aware of alleged ‘patient to patient’ abuse 

when an ex-patient commenced litigation against the North and West Belfast 

HSS Trust. The individual alleged that in 1970, as a minor placed on an adult 

ward, he had been sexually abused by other adult male patients.  A confidential 

out-of-Court compensation settlement was agreed as an outcome of this legal 

action. As part of the investigation into the allegations, a file review of cases 

going back to the 1960s involving 64 files was conducted by the EHSSB and 

North and West Belfast HSS Trust.  As a result of this, matters of concern were 

reported to the police. A ‘Strategic Management Group’ was established by 

EHSSB and Chaired by EHSSB Director, Hugh Connor to oversee this work, with 

membership from the North and West Belfast HSS Trust, Eastern HSS Board 

and Police (PSNI) representation. Eastern HSS Board subsequently wrote to 

Trusts across Northern Ireland in an attempt to contact patients from that period 

who might have had knowledge or experience of alleged abuse in MAH - the 

intention being for PSNI to follow up these cases, conduct interviews and, from 

there, determine the likelihood of successful criminal prosecutions. Twelve 

individuals who were alleged victims of abuse were identified for follow up in 

phase one of this work with some providing information for consideration by PSNI 

in relation to alleged abusers, both fellow patients and MAH staff. Throughout this 

process, records held by SPPG show engagement between the Police, Senior 

Trust and EHSSB staff, steps taken to identify victims of abuse, pass on 

information to the PSNI and work to ensure the MAH service was safe by 

reviewing the extant Safeguarding procedures for Children and Adults [Exhibit 

27]. 

 

124. On the basis of the phase one work, phase two was commenced via an EHSSB 

and North and West Belfast Trust team. Phase two involved a more extensive file 

review involving 296 files with relevant engagement and information sharing with 

PSNI continuing. On the basis of information received from the EHSSB and 

MAHI - STM - 277 - 35



36 
 

Trust, and also as a result of their own inquiries, the PSNI made decisions about 

whether to interview potential victims, alleged perpetrators or take further steps in 

terms of possible prosecutions. A summary of this plan and the outcome of 

Phases one and two of this work is attached at [Exhibit 28]. 

 

125. The HSCB subsequently became aware of serious allegations relating to the 

abuse of patients by staff at MAH on 9th November 2012 by way of an Early Alert 

notification issued to DoH and copied to HSCB by Belfast HSC Trust.  

 

126. The Early Alert advised that a member of staff reported that two staff (one Staff 

Nurse and one Health Care Support Worker) had physically abused four patients 

in Ennis Ward in MAH.  As per an internal HSCB/PHA procedure for the 

management of Early Alerts, the Early Alert was allocated to lead officers Mr 

Aidan Murray, Assistant Director of Mental Health and Learning Disability with the 

HSCB and two PHA staff - Dr Gerry Waldron, a Public Health Consultant and Mrs 

Molly Kane, a senior nurse.  All three had a role in the SAI and Early alert 

processes that involved events relating to mental health and learning disability 

services.    

 

127. The DATIX records show that the Governance Team did follow up with the 

above lead officers on 6th February 2013 [Exhibit 29] advising that a SAI had not 

yet been received and asking if the lead officers were content to close the Early 

Alert.  At that time, the Governance Team were copied into an email from Molly 

Kane to Aidan Murray where Molly Kane asked Aidan Murray if he was content to 

close the Early Alert [Exhibit 29].  On 4th March 2014, the Governance Team 

issued another email, this time only to Aidan Murray and Molly Kane, again 

advising a SAI had not been received and asking if the Early Alert could be 

closed [Exhibit 29] 

 

128. On 6th March 2014, Mr Murray responded: [Exhibit 29] ‘given the serious nature 

of this incident and its public interest, I am of the opinion that it should be a SAI, I 

have discussed with Molly and she agrees. 
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129. The Governance Team issued an email to the Trust on 6 March 2014 reflecting 

Mr Murray’s request [Exhibit 30].  The Governance Team continued to follow up 

with Trust Governance colleagues for submission of a SAI, however a SAI in 

relation to this Early Alert was never submitted.  Additional action in relation to 

the request for submission of a SAI is contained in my response to question 19. 

 

130. HSCB records also show that Aidan Murray emailed Dr Maura Briscoe, Director 

of Mental Health and Disability, DHSSPS [Exhibit 31] on 20th May 2013 to update 

her on the Ennis Ward Safeguarding allegations and actions taken.  

 

131. His email describes how a referral had been received by the Trust on 8th 

November 2012 and subsequent to this an Early Alert was made on 9th 

November 2012.  

 

132. The email advises Dr Briscoe that the Trust in its investigation has adhered to 

‘The Protocol for Joint Investigation of Alleged or Suspected Cases of Abuse of 

Vulnerable Adults 2009’ and that PSNI consider there is sufficient evidence to 

consider taking forward charges in relation to two Belfast HSC Trust staff 

members. The email also notes the precautionary suspension of two staff 

members and issues in relation to Nursing and Midwifery Council (NMC) and 

professional conduct. The email advises that the Trust continues to provide 

additional oversight and mentoring of staff within Ennis Ward as part of the 

Protection Plan that was in place. I do not know if Dr Briscoe replied to this email 

and have been unable to identify any further emails between Aidan Murray and 

Dr Briscoe in relation to this.    

 

133. On 8th September 2017, Belfast HSC Trust made an Early Alert report to 

Department of Health [Exhibit 32], copied to HSCB, regarding the alleged assault 

of a MAH patient by a member of staff. This Early Alert was updated on 22nd 

September 2017 to note further concerns arising from a review of CCTV footage. 
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134. As a result of this, the Belfast HSC Trust, at the request of HSCB, 

commissioned an Independent review of Safeguarding at MAH between the 

period 2012 and 2017. The subsequent report, ‘A Way to Go’, was published in 

November 2018 [Exhibit 33]. This outlined the abuse of patients by MAH staff and 

by other patients and serious failings in Adult Safeguarding, advocacy 

arrangements and leadership at MAH and Belfast HSC Trust. The review made 

two recommendations and as I note in my response to Question 20, the oversight 

and management of these recommendation, plus those from the ‘Leadership and 

Governance Review’ report are managed via the Muckamore Departmental 

Assurance Group which had HSCB/ SPPG membership. 

 

135. The HSCB, PHA and Department of Health considered that the issues raised in 

‘A Way to Go’ merited further examination and a further review focusing on 

leadership and governance was commissioned by the HSCB and PHA at the 

request of the Department of Health. That report ‘A Review of Leadership and 

Governance at Muckamore Abbey Hospital’ was produced in July 2020 and 

made a number of recommendations. One of which related to a the HSCB DSF 

arrangements and the need to ensure a greater ‘challenge’ function in terms of 

Trust discharge of legal responsibilities. As I note in my response to Question 2, 

in reply to this recommendation, a review of DSF was undertaken by HSCB in 

2021 to make it more analytical with a clearer focus upon Trust discharge of their 

legal duties. 

 

136. HSCB and SPPG has sought to expedite patient resettlements to more 

appropriate community settings. In my response to Question 15, I outline how in 

October 2021, HSCB commissioned Ian Sutherland and Bria Mongan to conduct 

a review of resettlement in Northern Ireland as a means of accelerating and 

identifying regional barriers to resettlement.  

 

137. Finally, the HSCB/ SPPG via its Communications Department monitors and 

responds to media enquiries. Issues of public interest or concern in relation to 

MAH, such as the Ennis report, ‘A Way to Go’ or the ‘The Independent Review of 
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the Learning Disability Resettlement Programme in Northern Ireland’ are noted 

and circulated [Exhibit 34, Exhibit 35 & Exhibit 36]. 

                          

Q9. What arrangements were in place at HSCB/SPPG level for workforce 
monitoring, planning and implementation to ensure the appropriate staffing 
levels and skill mix (and thereby to ensure safe care) at MAH? Please also 
describe your recollection of any actions taken by HSCB/SPPG to ensure that 
MAH staff skills matched MAH patient needs.  
 

138. The Department of Health Regional HSC Workforce Planning Framework, 2015 

is exhibited [Exhibit 37].  This document provides the following working definition 

of workforce planning: at its simplest, effective workforce planning ensures a 

workforce of the right size, with the right skills, organised in the right way, 

delivering services to provide the best possible care for patients and clients within 

available resources.  The Workforce Planning Framework sets out the key 

organisational roles and responsibilities of the Department of Health, HSCB/PHA 

and the HSC Trusts.  These can be summarised as the Department set the 

strategic vision, the HSCB/PHA agree models of service delivery and the HSC 

Trusts ensure Trusts have an appropriate and skilled workforce to deliver the 

services commissioned from them. 

 

139. The HSCB, along with PHA, has to be assured that HSC Trusts have 

considered and identified the workforce needed for safe service delivery, through 

demand/capacity analysis.  When a new service was developed, the HSCB used 

a process of business planning to determine what service it wanted to 

commission from a Trust or Trusts.  This involved issuing the Trust with an 

Investment Planning Template (IPT) [Exhibit 38].  This would include an 

identification of the staff needed to provide the new service to be commissioned.  

Decisions about nursing and medical staff levels would routinely be made with 

the support and advice of the PHA.  The HSCB role with regard to workforce 

planning largely related to new service investments.    
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140. The Workforce Planning Framework sets out that the HSC Trusts are 

responsible for: 

 

• ensuring that they have an appropriate and skilled workforce to deliver the 

services commissioned from them; 

• utilising both qualitative and quantitative information to inform operational 

Workforce Plans (to include information projection and risk) which are 

reviewed annually; 

• regularly liaise with other stakeholders (including local commissioners) to 

determine priorities and overcome challenges; and 

• agree courses of action and implementation of workforce change. 

 

141. In practice, the HSCB role in relation to workforce centred on new service 

commissioning but the arrangements for the workforce planning locally (for core 

‘business as usual’ services) provided by HSC Trusts was a matter for each HSC 

Trust.  The HSC Trusts responsibility was to ensure that they had safe staffing 

ratios and an appropriate skilled workforce to deliver the services commissioned 

from them.  The Department of Health roles were largely in relation to workforce 

strategy and making decisions on the commissioning of pre and post-registration 

training across the HSC. 

 

142. With regard to MAH workforce monitoring, it was the responsibility of the Belfast 

HSC Trust to ensure the appropriate staffing levels and skill mix, thereby 

ensuring safe care.  If the Trust had concerns about insufficient workforce to 

provide safe staffing levels, they would be expected to raise this as service 

pressure or cost pressure with the HSCB.  This issue is addressed further in 

Question 10.   

 

143. With regard to MAH workforce planning, the HSCB role for workforce related to 

new investments and also the plans for dis-investment as wards were closed.  

The issue of planning for dis-investment is set out in my response to Q 13 below. 
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144. As I have noted, I am reliant on the records available to me. I have no personal 

recollection of actions taken by HSCB to ensure that MAH staff skills match the 

needs of patients.  However, following a review of records held, and in addition to 

my response to Question 6, I can advise that, from an operational perspective, 

HSC Trusts manage their own staffing levels to ensure there are appropriate 

staffing levels and skill mix to provide safe and effective care.  The Belfast HSC 

Trust was therefore responsible for ensuring safe staffing levels within MAH. 

 

145. HSCB/ SPPG may receive information about workforce pressures or issues via 

a number of channels.  

 

146. MDAG - Contingency planning  
Giving the fragility of the workforce, contingency planning was discussed at 

MDAG, initially on 30th August 2019, where Belfast HSC Trust undertook to send 

their contingency plan to DoH. In the meeting on 1st October 2019, it was an 

action for all Trusts to produce individual contingency plans, with these then 

forming the basis of an overall regional contingency response plan [Exhibit 39]. 

 

147. Delegated Statutory Function  

This process provided the opportunity for Trusts to highlight staffing issues for 

services that fell under its remit. In the Belfast HSC Trust DSF report year end 

March 2019, staffing issues were highlighted, with staffing levels reported as 

being reviewed daily referred to at [Exhibit 17, page 111]. 

 

148. This report also referenced a weekly ‘Situation Report’ described by the Trust 

as an executive reporting tool to summarise key aspects of care delivery, 

experience, safety and quality and any issues over the previous 7-day period, 

including staffing. DSF narrative suggests this was a monitoring tool used by the 

Trust but there are no records to indicate this was shared with HSCB.   As the 

Belfast HSC Trust had operational responsibility to maintain appropriate staffing 

levels in MAH, it would not have been anticipated that the Situation Report would 

have been routinely shared. 
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149. Business Cases/Investment Proposal Templates (IPTs) provided a means by 

which Trusts could highlight workforce pressures and seek funding to address 

these. [Exhibit 40 & Exhibit 41] provide examples of how Trust pressures 

regarding admissions within MAH resulted in funding from the HSCB, in this 

case, for a Temporary Bed Manager post (12th November, 2019).  

 

150. The purpose of this post was to enhance patient flow within MAH, agree and 

facilitate interface arrangements between other hospitals and services.  

 

151. A Belfast HSC Trust presentation to an Assistant Director forum on 10th March 

2017 [Exhibit 42] and later shared with the HSCB Commissioning Team, 

indicates the Trust’s then consideration of staffing in terms of future workforce 

planning for MAH. The role of PHA in relation to workforce planning is noted 

given the number of nurses working at MAH.   

 

152. Funding agreed for a Principal Social Worker Post Band 8a [Exhibit 40; Exhibit 

41;] provides an example of funding provided by HSCB to strengthen the Social 

Work Workforce across Learning Disability Services.  This was in response to 

issues noted regarding retention and recruitment in Learning Disability Services 

in the DSF Report Year end 2020, previously referred to at [Exhibit 18]. It was 

intended that this postholder would also provide support as required into MAH.  

The DSF Report Year End March 2021 [MAHI – STM – 097 – 5173 to 5467] page 

161 refers to additional funding being secured by the Belfast HSC Trust through 

IPTs to permanently recruit an additional Senior Practitioner with DAPO 

responsibilities and two Band 6 Social Workers with Investigation Officer and 

safeguarding responsibilities. 

 

153. Risk Registers 

The risk register process is the means by which risks can be highlighted, graded 

and then plans to manage those risks set out. March 2019 is the first occasion 

that risks in relation to MAH are included on the HSCB Corporate risk register, 

having been escalated from the Social Care Directorate Risk Register. The risk at 
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this point is graded as ‘extreme’ and relates to the allegations of abuse of 

patients by staff in MAH. Trust responses to this include acceleration of its 

resettlement programme [Exhibit 43]. 

 

Q10. Were concerns about ward staffing (both establishments and vacancies) 
at MAH raised with HSCB/SPPG?  If so, please describe any actions taken by 
HSCB/SPPG to address those concerns.  
 

154. As I noted in my response to questions 6 and 9, from an operational 

perspective, it is the responsibility of the HSC Trusts to manage staffing levels to 

ensure there are appropriate staffing levels and skill mix in place to provide safe 

and effective care. However, as I also described in my response to Question 9, 

there are mechanisms for Trusts to share concerns about staff establishment and 

vacancy pressures through their DSF reporting, the result of which could lead to 

HSCB/ SPPG allocation of additional funding.  It is my understanding that the 

DSF process would be the main vehicle by which the Trust might set out 

concerns about ward staffing directly with HSCB/SPPG.  In addition, the 

Muckamore Departmental Assurance Group (MDAG) has routinely considered 

staffing updates from the Trust about MAH.  An example of the minute of the 

MDAG meeting of 16 December 2020 is exhibited [Exhibit 44] which sets out the 

staffing update at the time, including the impact of Covid 19 and Christmas 

Cover. 

 

155. In the DSF report year end March 2019 (covering period 1st April 2018 -31st 

March 2019), previously referred to at [Exhibit 17], vacancy issues in respect of 

staffing at MAH were cited. The Trust referred to staffing challenges within the 

reporting period linked to the number of MAH staff suspended or on sick leave. 

The Trust referenced the use of the SitRep (as noted in my response to Question 

9) as an Executive Tool used by the Belfast HSC Trust to monitor and enable 

safe staffing levels.  
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156. Within the following DSF report year end March 2020 (covering the period 1st 

April 2019-31st March 2020) the Belfast HSC Trust reports improvement from a 

staffing perspective in MAH. [Exhibit 18] page 105 refers to work undertaken by 

the Belfast HSC Trust to determine safe staffing levels through assessment of the 

current patient populations acuity (based on current levels of observation) and 

dependency (using a Telford Nursing Model) to determine the required registrant 

levels. The Trust reported that the model had been developed by the Senior 

Team in MAH, approved by the Trust Executive Director of Nursing and RQIA. 

 

157. Page 105 of [Exhibit 18] also refers to RQIA investigations being undertaken 

that year, resulting in the production of recommendations and three Formal 

Improvement Notices, included in relation to staffing.  

 

158. From a social work perspective, the DSF Report Year End 2020 [Exhibit 18] 

page 121 refers to difficulties regarding the recruitment and retention into 

Learning Disability as a service. The Trust reported a vacant Senior Social Work 

post in MAH was filled [Exhibit 18 p.122] and refers to a Business Case being 

prepared to strengthen the Social Work Workforce [Exhibit 18 p.129]. 

 

159. As already noted in my response to Question 9, HSCB provided funding to 

strengthen the Social Work Workforce by funding a Principle Social Worker to 

provide strong professional leadership to Social Work and Social Care staff. 

 

160. DSF Action Plan Year End March 2020 [Exhibit 45] provides evidence of HSCB 

monitoring staffing pressures via DSF reporting channels. Action Plan issues 1, 5 

and 6 within the Learning Disability Section in this exhibit are rated ‘green’ given 

the progress noted by the Belfast HSC Trust to strengthen the Social Work 

Workforce.  The DSF process gives opportunity for Trusts to highlight staffing 

issues, as appropriate. Trusts have a responsibility to ensure safe staffing and 

quality of care. DSF Action Plan Year End March 2020 [Exhibit 45] provides 

evidence of HSCB noting improvement in Social Work-related staffing pressures 

within Learning Disability identified via the DSF process. As noted earlier, 
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monitoring and oversight of issues cited in DSF were strengthened in 2021 

following the DSF Review. 

 

161. DSF Action Plan 2021 (pages 26-28 inclusive) [MAHI - STM - 097 – 5468 to 

5501] Belfast HSC Trust also provides further evidence of monitoring and 

oversight by HSCB via the DSF process and notes progress made by the Belfast 

HSC Trust regarding Social Work staffing in respect of MAH and Learning 

Disability Services in general.  

 

Q.11 What systems were in place at HSCB/SPPG level to ensure adherence to 
relevant professional standards by MAH staff?  What actions were available to 
HSCB/SPPG if it had any concerns in relation to the adherence to professional 
standards? 
 

162. Adherence to relevant professional standards by staff at MAH was, and 

remains, the responsibility of Belfast HSC Trust as the employing authority. 

Belfast HSC Trust were, and still are, required to report relevant personnel to the 

appropriate professional body if concerns arise about the professional conduct of 

a registrant. In parallel to this, the Trust Human Resource (HR) department would 

make a decision in relation to any other HR steps required, such as immediate 

dismissal, suspension or relocation of the staff member to other duties. If HSCB/ 

SPPG became aware of potential conduct issues or failure to adhere to 

established professional practice standards, these would be raised with the Trust 

in the first instance, but could exceptionally also be brought to the attention of the 

relevant professional body by HSCB/ SPPG itself.  The relevant professional 

body would, on the basis of its own investigation, decide upon the level of 

sanction required. This would include being ‘struck off’ the professional register. 

In practice however, I am not aware of any situation where the HSCB/ SPPG has 

referred an individual in the manner I describe above. This is because the Trust 

has line management responsibility for operational staff and, as such, immediate 

oversight of practice on the ground and any potential conduct or practice issues.  
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Q12. Equal Lives (Bamford, 2005) recommended improved community 
services and stated that all people with a learning disability living in a hospital 
should be relocated to the community by June 2011. Transforming Your Care 
(2012) recommended the resettlement of all people with a learning disability 
from hospital to community living options with appropriate support by March 
2015. What did HSCB/SPPG do to promote that pledge? What were the barriers 
to achieving it?    
 

163. The ‘Equal Lives’ report of the Bamford Review in 2005 included targets that all 

people with a learning disability living in a hospital should be resettled in the 

community by June 2011. Transforming Your Care restated the commitment to 

closing long-stay institutions. The HSCB supported the ‘Equal Lives’ 

commitments around resettlement in a number of ways. The HSCB promoted the 

pledge to resettle all people with a Learning Disability from hospital to community 

living options with appropriate support by putting in place arrangements for: 

 

• Financial Support 

• Resettlement Oversight Arrangements 

• Communication strategy to support Resettlement 

• Quality of Life questions to show betterment for those resettled 

 

164. Financial support  
The HSCB ensured that appropriate levels of funding were made available to 

underpin the resettlement process. The Financial model for resettlement included 

funding service development for Community infrastructure as well as the 

Community packages required for the patient’s resettlement. 

 

165. During the period 2011/12- 2021/22, a total of £86m was invested to increase 

and enhance community infrastructure for the Learning Disability 

population.  This was wider than the resettlement programme, within this amount 

the direct costs of resettlement which totalled £38m, with £27m invested in 

additional community infrastructure staffing and services, and a further 
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investment in infrastructure development for Young People transitioning to Adult 

services of £21m [Exhibit 46] (values excluding inflationary impacts). 

 

166. Resettlement Oversight Arrangements 

As outlined in my response to Question 5, HSCB introduced structures that were 

intended to oversee and underpin implementation of the Resettlement 

Programme. 

 

167. Resettlement action planning groups such as the Community Integration 

Programme (CIP) and Regional Learning Disability Operational Delivery Group 

(RLDODG), are examples of how HSCB/SPPG supported the pledge by 

maintaining a continued focus on enabling and supporting the resettlement of 

patients from MAH, whilst monitoring Departmental targets on resettlement and 

challenging any significant delays. For example, a Master Bamford Monitoring 

sheet [Exhibit 23] was developed to provide monitoring of the Bamford Action 

Plan. 

 

168. Communication Strategy  
Resettlement and the structures around it were supported by the HSCB 

communication activities and campaigns designed to instigate change and 

promote a culture that supported resettlement.  Examples of this work are: 

 

169. Briefing - Community Integration Programme - Information for HSC Trust Staff 

January 2014 [Exhibit 47] 

This provided information about resettlement from Muckamore Abbey Hospital. 

The 4-page briefing content included: 

 

• When did the Community Integration Programme start? 

• How many people have been resettled so far? 

• Where are people being resettled to? 

• What is the process for resettling long stay patients from hospital? 

• What happens if a person does not have family to look after them?  
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• What happens if a person does not want to resettle into the community? 

• What support is available for patients being resettled and their families and 

carers? 

• What is the future for Muckamore Abbey Hospital? 

• What will happen to staff currently working in long stay learning disability 

hospitals? 

• Who should staff speak to if they have any concerns or want more 

information? 

 

170. A Resettlement Communications Action Plan [Exhibit 48] was developed.  This 

plan defined the information to be communicated, who should receive that 

information, the communication channel that would be used, the engagement 

method, who was responsible and when the communication activities would be 

delivered.  A number of messages and information were agreed to be 

incorporated in to the communication delivery.  These included: 

 

• Facts and figures about the resettlement programme, successes to date 

• Identify all those who need to be kept informed about resettlement  

• Wider news on learning disability, including resettlement and day 

opportunities  

• Update on resettlement programme 

 

171. HSCB Communications team also monitored media coverage regarding 

settlement to enable it to address inaccuracies or misrepresentations, whilst 

ensuring positive individual stories about resettlement were circulated. [Exhibit 

49] 
 

172. Quality of Life/ Advocacy work  
From 2015 Quality of Life (QoL) questionnaires were completed by residents of 

Muckamore Abbey Hospital who had been resettled into the community. I attach 

a sample of the questions asked [Exhibit 50]. The purpose of the questionnaires 

was to ascertain if betterment for the people that had been resettled had been 
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achieved and quality of life maintained or improved. These easy read 

questionnaires were developed in partnership with Bryson House and Mencap 

Advocacy services.  Mencap and Bryson House provided this role on behalf of 

HSCB.   

 

173. A questionnaire was completed with residents before they had been resettled, 

again at 3 months and 6 months up until 12 months after their resettlement.  

Questionnaires were also completed by families and carers.  The QoL 

questionnaire and reports captured a summary of key points with regards to the 

effectiveness and what was working.   
 

174. Quality of Life Reports were provided and presented at the Community 

Integration/ Resettlement meetings for April 2017, May 2017 and February 2019 

and copy of a QoL presentation from September 2016 is attached [Exhibit 51 & 

Exhibit 52].   
 

175. In line with the oversight arrangements set out in paragraphs 166 and 167, a 

risk log was also kept to identify what the risk factors were to resettlement and 

the actions and mitigations that were required.  [Exhibit 53].  
 

176. Barriers to Resettlement  
There were a number of barriers to achieving the pledge to resettle all people 

with a learning disability from hospital to community with the appropriate support. 

 

177. Reluctance from Some Patients and Families to a Move from MAH  

‘The Hospital Resettlement Programme in Northern Ireland after the Bamford 

Review’ report (October 2014) [Exhibit 54] notes concerns from families about the 

resettlement programme. 

 

178. The report noted that some MAH families felt that a family member with a 

learning disability would be happier or better cared for in hospital. The Society of 

Parents and Friends of Muckamore (‘Friends of Muckamore’) whilst fully 
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supporting the resettlement of people who wanted to be resettled, noted family 

concerns that people moving out of hospital would not be accepted into the 

community and could be subjected to bullying and harassment and that the level 

of care provided in Muckamore could not be replicated in the community (page 

55). 
 

179. Scale and Culture Change Required to Effect System Transformation 

‘The Independent Review of the Learning Disability Resettlement Programme in 

Northern Ireland’ (July 2022) [Exhibit 54] refers to the HSC system not being 

geared up to effectively deliver resettlement, with slow decision making and 

delays in the resolution of practical barriers such as accommodation adaptations 

(page 46, para 6.6.10). ‘The Hospital Resettlement Programme in Northern 

Ireland after the Bamford Review’ [Exhibit 55] report also noted that the most 

significant issues affecting the rate of development was ‘the need for cultural 

change within the health and social care sector and the wider community to 

overcome low expectations of the ability of people with learning disabilities to 

leave hospital and live in the community.’ (page 31) 

 

180. Issues with some MAH staff not supporting the change process.  
This issue is addressed in ‘The Hospital Resettlement Programme in Northern 

Ireland after the Bamford Review’ report [Exhibit 55]. It notes resistance to the 

concept of resettlement from all levels of the health and social care sector. 

Consultants working in hospitals as well as some front-line staff were said to 

have been concerned about the ability of learning-disabled people to live outside 

a protective hospital environment, this is detailed within pages 78-79 of [Exhibit 

55].  

 

181. Lack of appropriate community placements to meet needs of complex 

individuals and lack of skilled workforce to deliver safe and effective care.  
The same report also noted that whilst some very good accommodation-based 

services had been developed which fully met the needs of resettled people, not 

all accommodation-based services were of this standard. The report also 

highlighted that ‘staff employed in some services continued to adopt traditional 
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practices brought in from health and social care settings which undermined the 

principle of developing independence for residents’ (pages 10 - 11). 

 

182. To address some of these barriers, in October 2021, HSCB commissioned two 

experienced senior leaders in health and social care, Bria Mongan and Ian 

Sutherland, to undertake an independent review of the resettlement programme 

in Northern Ireland, with a particular focus on resettlement from Muckamore 

Abbey Hospital. Their report, ‘Independent Review of the Learning Disability 

Resettlement Programme in Northern Ireland’ (July 2022), previously referred to 

at [Exhibit 54], was produced based on engagement with stakeholders such as 

the Department of Health, HSCB, Trusts, NIHE, RQIA, Independent Sector, 

Royal College of Psychiatrists and people with a learning disability and their 

families. 
 

183. Based on these engagements and feedback received, the report produced a 

number of recommendations, one of which was the establishment of a regional 

Learning Disability Resettlement Oversight Board. This was subsequently 

established in September 2022 with representation at senior level from DOH, 

SPPG, PHA, Trusts and RQIA. It continues to meet fortnightly and performance 

manages the resettlement agenda, working with Trusts to identify and address 

barriers. 
 

Q13. In seeking to deliver the Bamford Vision, how did HSCB/SPPG consider 
the impact of bed and budget reductions on the operational running of MAH?  
 

184. The financial model for resettlement was premised on permanent retraction of 

budget from wards targeted for resettlement and subsequent closure, which took 

into account a lower level of service to be provided in the ward as patients moved 

into their new homes in the community.  To ensure that there was sufficient 

funding for both the community infrastructure and resettlement packages and the 

hospital during this transition period, budget was retracted permanently from the 

hospital to fund the community packages and infrastructure and at the same time 
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a proportion provided back to the hospital to ensure there was sufficient funding 

to deliver their service to those remaining within the wards targeted for closure.  

The funding provided to Belfast HSC Trust for the hospital support following 

permanent retraction was known as ‘bridging’.  Further information is included in 

paragraphs 8.6, 8.10, 8.11 and 8.17 (pages 9 and 10) of [Exhibit 56]”. 

 

185. While individuals were being resettled, ‘bridging’ funds were provided to the 

Belfast HSC Trust [Exhibit 57] this enabled the Trust to retain appropriate staffing 

and other support services to patients and keep the wards open during the 

transitionary resettlement period.  Since 2011 the retraction and ‘bridging’ model 

followed an agreed process set out in August 2011.  This model retracted 100% 

of the ward budget permanently from the MAH in the first year of resettlement, 

with in year ‘bridging’ being re-provided to the MAH at 90% in year 1 and 50% in 

year 2.  Funding timeframes were extended beyond this retraction model if the 

resettlement period extended e.g. until all individuals were resettled to their new 

homes, or at the request of the Trust where there were other services to be 

supported. [Exhibit 58]   

 

186. Based on this retraction model and ongoing monitoring of the plan and dialogue 

with the Belfast HSC Trust, during the period 2011/12 to 2019/20, a total of 

£7.3m [Exhibit 57] of hospital ward and day care budgets was permanently and 

recurrently retracted from the MAH budget. This had a cumulative retraction 

effect (excluding inflation) over the period 2011/12 to 2021/22 of £49.6m relating 

to the eventual permanent closure of 7 MAH wards.  

 

187. Over the same time period (2011/12 to 2021/22) a total of £32m (excluding 

inflation) [Exhibit 57] was ‘bridged’ back on an in-year, non-recurrent basis to 

support the Trust to manage the transitory costs in MAH until full closure of the 

wards or day care service had been completed.  In addition, to support a range of 

hospital and resettlement issues and services, e.g. additional Patient Advocacy, 

supervision pressures, occupational therapy and other cost pressures. 
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188. It is important to note that there was significant and ongoing dialogue on 

essential services and in-year funding requirements between the Finance teams 

in HSCB and Belfast HSC Trust during this time and all reasonable requests from 

the Trust were met, as highlighted by the additional funding of £22.9m provided 

by the HSCB over and above the August 2011 agreed resettlement retraction and 

bridging model, previously referred to at [Exhibit 31]. Separate to this, Belfast 

HSC Trust as a whole had projected overspends in many financial years and was 

always supported through deficit support funding from HSCB/SPPG to breakeven 

against their total budget each year.  

 

189. It was and remains a Trust’s responsibility to operationally manage their budget 

to ensure patients and other service users are supported appropriately while in 

their care, this principle was applied to Belfast HSC Trust and MAH during the 

resettlement period.  A Departmental request responded to by the Trust for 3 

years 2016/17-2018/19 indicated that MAH budget actually had underspent 

against the budget provided for MAH by HSCB, previously referred to at [Exhibit 

57]. 

 

190. Where the Trust identified financial or service pressures in maintaining wards 

identified for closure, or other patient care or support services, the ‘bridging’ 

funding was significantly increased on an in-year basis following discussion 

between the Trust and HSCB [Exhibit 57] sets this out.   
 

Q14. Did HSCB/SPPG monitor the effectiveness (of) the resettlement strategy?  
If so, please provide details.  
 

191. As noted above, HSCB/ SPPG established a number of structures and 

processes to monitor the effectiveness of the resettlement strategy.  These 

included data return from Trusts which captured the number of patient 

admissions, discharges, resettlements and bed occupancy levels at MAH.  

Question 5 and Question 12 set out other arrangements to support the 

resettlement strategy, including groups and meetings such as CIP, RDLOG and 
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the DSF process.  In addition, as set out in paragraph 163 above, Quality of Life 

(QoL) questionnaires were completed by residents of MAH who had been 

resettled into the community. The purpose of the questionnaires was to ascertain 

if betterment for the people that had been resettled had been achieved and 

quality of life maintained or improved. 

 

192. In addition, HSCB records indicate that in January 2019 a Mental Health and 

Learning Disability Improvement Board (MHLDIB) was established, chaired by 

HSCB with membership drawn from Trusts and DOH at senior level. This Board 

met every other month and oversaw progress around resettlement and MAH, 

development of the Learning Disability Service Model and other work in relation 

to the access to Learning Disability inpatient beds [Exhibit 59; Exhibit 60] The 

Board devised an action plan to help it drive forward this work and the wider 

reform agenda. [Exhibit 61]. The Improvement Board was stood down in 

February 2021 and from March 2021 replaced with a ‘Leadership Board’ 

structure.  

 

193. The HSCB’s Performance Management and Service Improvement Directorate 

monitored HSC Trusts’ performance against the Ministerial targets and indicators 

of performance associated with the programme to resettle the remaining long-

stay patients in Learning Disability and Psychiatric hospitals to appropriate places 

in the community. These targets included long stay patients at Muckamore. As 

per response at paragraph 18, monitoring returns were submitted by Trusts on a 

monthly basis providing an overview of number of patients resettled or awaiting 

resettlement.  The returns were subject to discussion with lead professionals from 

Learning Disability Team within HSCB as well as with the then Director of 

Performance.  This Ministerial target and subsequent indicator were stood down 

in 2015/16.  There were still a cohort of patients requiring resettlement at this 

time.  This remains the case today.  It is acknowledged that the resettlement 

programme did not in itself deliver the intended outcomes.   

 

194. The targets associated with the resettlement programme were set out in the 

Department of Health’s annual Priorities for Action document and subsequently 
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(from 1 April 2011) the annual Commissioning Plan Direction and associated 

Indicators of Performance Direction.   

 

195. The resettlement targets were withdrawn at the end of March 2015 which was 

the target date for completion of the resettlement programme and replaced with 

an indicator of performance during 2015/16 relating to the number of long-stay 

patients in learning disability and psychiatric hospitals resettled to appropriate 

places in the community.  These were monitored and managed via performance 

management meetings with the Trusts.   

 

Q15. Were concerns about the resettlement programme ever raised with 
HSCB/SPPG, either by the Trust Board or other stakeholders?  Please describe 
any actions taken by HCSB/SPPG to address those concerns.  
 

196. No records have been identified of the Belfast HSC Trust Board raising 

concerns with HSCB regarding the resettlement programme. 

 

197. From the records held, there is evidence of communication between HSCB, 

Trusts and other stakeholders in relation to the progress of the resettlement 

programme where issues of concern were raised and from that, actions agreed. 

 

198. The Community Integration Project (CIP) meeting minutes dated 16th June 2014 

(point 4) note a series of cross-Trust issues in relation to patient safety, transfer 

of patients across Northern Ireland, access to Trust services and on-going 

professional responsibility for patients who have been resettled outside their 

Trust of origin. As a result, HSCB undertook to progress work on collating the 

numbers of such patients and bringing that analysis back to the wider group. 

[MAHI - STM - 097 - 10020 to 10022]. 

 

199. The CIP group’s ‘End Stage’ report [Exhibit 62] also evidences direct 

engagement between Trusts and HSCB on issues that were negatively impacting 

upon the progress of resettlement. In response, HSCB undertook to convene 
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meetings at senior level to address specific issues or agree funding allocations 

that would enable additional staff to engage in the resettlement work. 

 

200. The End Stage report also notes HSCB lead role in a capacity/ demand study 

and inputs in relation to legal challenges to the resettlement process by some 

families.    

 

201. The CIP Risk Log dated November 2021, also evidences the HSCB role in 

assessing risks to the resettlement programme, such as funding pressures or the 

availability of community accommodation from a regional perspective and 

agreeing a grading of these risks with all stakeholders and contingency actions. 

Previously referred to at [Exhibit 53].  

 

202. There is specific reference in the Risk Log [Exhibit 53] to HSCB actions in 

relation to supporting regional procurement work and also to the securing of 

bridging funding that would allow resettlement to continue while wider funding 

issues around MAH and resettlement were addressed.  

 

203. On 14th May 2014, the HSCB convened a workshop with the HSC Trusts, NIHE 

and Department Social Development (DSD) to look at issues that were impacting 

on resettlement on an individual agency basis and also across the region. The 

aim was to look at resettlement issues and consider regional wide solutions. This 

led to the development of a high-level action plan, including improving access to 

community accommodation and specialist support.  [MAHI - STM - 097 – 10013 

to 10019].  

 

204. As noted in my response to Question 12, HSCB commissioned two experienced 

senior leaders in health and social care, Bria Mongan and Ian Sutherland, to 

undertake an independent review of the resettlement programme in Northern 

Ireland, with a particular focus on resettlement from Muckamore Abbey Hospital. 
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205. HSCB/SPPG Director of Performance Management and Service Improvement 

chaired quarterly performance meetings with HSC Trusts to hold them to account 

for the delivery of Ministerial targets, including those associated with the 

resettlement programme.  From a review of the records of these meetings from 

2007 onwards no concerns were raised by the Trust or other stakeholders about 

the resettlement programme.   

 

Q16. Were you aware of the Winterbourne View scandal in England and the 
Transforming Care work undertaken by the NHS?  If so, what was your view of 
the subsequent steps to reduce hospital beds in England, and the associated 
initiatives such as STOMP (“stopping over medication of people with a 
learning disability, autism or both”)?  Did you or HSCB/SPPG consider 
whether similar initiatives should be applied in Northern Ireland, and was any 
action taken in this regard?  If not, why not?  
 

206. I was not aware of the Winterbourne Scandal in England other than through 

hearing about it as reported in the media at the time.   
 

207. I have since familiarised myself with the Department of Health (England) report 

Transforming Care:  A national response to Winterbourne View Hospital 2012 

[Exhibit 63] and Winterbourne View Time for change 2014 Report by Sir Stephen 

Bubb [Exhibit 64]. These reports set out a number of recommendations to reduce 

hospital beds in England. 
 

208. The steps that NHS England subsequently took to move away from inpatient or 

bed-based responses to the needs of people with Learning Disability broadly 

aligned with the strategic direction of travel already underway in Northern Ireland, 

where there was already an acknowledgement that inpatient admission should be 

a time limited response to complex patient need and hospitals should not, by 

default, become a form of accommodation for people with complex Learning 

Disability needs. 
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209. A review of records held has identified that on 22 July 2015, HSCB received a 

copy of the report ‘Winterbourne View – Time is Running Out, The 6-month 

independent review of the Transforming Care and Commissioning Steering 

Group, chaired by Sir Stephen Bubb, July 2015’, from the Assistant Director of 

Learning Disability WHSCT. No additional records have been identified that 

provide information regarding the use to which this report was put at the time.  

[Exhibit 65] 
 

210. STOMP was launched in England in 2018 and first came to attention in 

Northern Ireland in April 2019. Initially it was discussed in a number of work 

areas, including under medicines optimisation, medications safety and as part of 

community mental health pharmacy. This led to it formally being referenced and 

endorsed into the Mental Health Strategy 2021-2031 published 29 June 2021 by 

DoH under a section on ‘Medicines in Mental Health’. 
 

211. The overall action under that section is to fully integrate the Medicines 

Optimisation Quality Framework and the Northern Ireland Medicines Optimisation 

Model into mental health service delivery by integrating pharmacy teams into all 

care pathways that involve the use of medicines to ensure appropriate help and 

support is provided to people who are in receipt of medication for their mental ill 

health. (ACTION 18) 
 

212. Whilst I have not been personally involved with the STOMP initiative, I am 

mindful of the need to ensure that no citizen should be over medicated and am 

aware that the issue has been considered in Northern Ireland and now is 

referenced and endorsed in the 10-year Mental Health Strategy 2021-2031 that is 

being led by the Department of Health. The action outlined to enable this within 

the strategy is to integrate pharmacy teams into all care pathways that involve the 

use of medicines in people in receipt of medication for their mental ill health. The 

delivery of the action is dependent on the available budget and capacity across 

the HSC system to progress reform activities.  
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Q17. HSCB and Ennis investigation - Was HSCB provided with the Ennis Ward 
Adult Safeguarding Report (2013)? If so, who received it, when and in what 
circumstances?  
 

213. SPPG holds a PDF copy of the Ennis Ward Adult Safeguarding report, but the 

intended HSCB recipient and the circumstances in which the report was received 

by HSCB are not recorded, nor is any accompanying correspondence held with 

the report itself.  The PDF copy was saved to Meridio, the electronic file 

management system. The PDF is not accompanied by an email or a word 

document which would allow identification of the date that it was saved. 
 

214. I am aware that the Ennis Safeguarding report was leaked to the media on 14 

October 2019.   
 

215. A review of emails has established that on 17th August 2020, the Personal 

Assistant to the HSCB Director of Social Care and Children, Marie Roulston, 

emailed the HSCB Programme Manager for Mental Health and Learning 

Disability, Valerie McConnell, asking on behalf of Marie Roulston, if she was 

aware of the Ennis report [Exhibit 66].  From the subsequent email reply, it is 

evident that neither was aware of, or had a copy of the report, despite the 

previous media coverage and leaking of the report to the media.  
 

Q18. If HSCB was provided with the report, what action did HSCB take upon 
receipt? Please provide dates and details of any action taken.   
 

216. I can see that a copy of the Ennis report is held by SPPG.  I cannot determine 

from the records any actions that the HSCB took upon receipt or the dates of any 

action that may have been taken as a result.  
 

217. Records show that during 2014 and 2015, Lead Officers in HSCB requested that 

the Trust submit an SAI notification in respect of Ennis ward. Upon the continued 
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Trust refusal to submit a SAI, the Early Alert was closed by HSCB and PHA officers 

without an SAI ultimately being submitted.  I address this further in Question 19. 
.       

Q19. Correspondence between HSCB and BHSCT in relation to Ennis was 
considered by the Review Team in “A Review of Leadership and Governance 
at Muckamore Abbey Hospital” (“the Leadership and Governance report”) at 
paragraphs 8.31 – 8.35. Having received an Early Alert in respect of Ennis, and 
having asked BHSCT to submit a SAI in respect of the situation on Ennis ward, 
why did HSCB close the alert without having received an SAI?  
 

218. As referenced in my response to Question 8, Aidan Murray, HSCB Assistant 

Director, was one of the lead officers for the Early Alert copied to HSCB on 9 

November 2012. Following receipt of the Early Alert, HSCB Governance Team 

followed up with the lead officers Ms Molly Kane, PHA and Mr Aidan Murray, 

advising that the Early Alert remained open on the Datix system given that a SAI 

had not been submitted.  The lead officers were asked to advise the HSCB 

Governance Team if the Early Alert could be closed.  On the same date, Molly 

Kane sent an email to Aidan Murray asking if he was content to close the Early 

Alert.  There is no further correspondence on the Datix record until 4th March 

2014 when a further email was issued to Molly Kane and Aidan Murray by the 

Governance Team, again asking if the Early Alert could be closed as a SAI had 

not been received.  On 6th March 2014, HSCB requested Belfast HSC Trust to 

report the Early Alert as a SAI at Mr Murray’s request.  

 

219. In responding to this request, Belfast HSC Trust advised the allegations were 

not investigated under the SAI procedure but under the safeguarding vulnerable 

adults procedures.  Belfast HSC Trust also advised that a multidisciplinary/multi-

agency group was tasked with investigating this issue which included PSNI and 

RQIA.    

 

220. The HSCB Safety Team, upon direction of the lead officers, continued to follow 

up with Trust colleagues for the submission of a SAI.  The lead officer at this time 
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(February 2015) had changed to Ms Valerie McConnell, given the retirement of 

the previous lead officer, Mr Aidan Murray. 

 

221. The Trust was reminded on 2nd February 2015 that, from the information 

provided to HSCB, the incident met the criteria set out in the SAI Procedure 

(2016) and, in line with the SAI Procedure (section 7.3) it is the expectation that a 

SAI should run in parallel with the safeguarding procedures,  previously referred 

to at [Exhibit 6].  
 

222. The Trust was also reminded that the purpose of an SAI review is to identify 

learning and prevent, where possible, any future occurrence of similar incidents.  

The intention and the scope of the SAI is therefore different from the police 

criminal investigation and the Adult Safeguarding investigation.   

 

223. Following six reminders requesting a SAI, the Trust responded in May 2015 

advising that the incident had been extensively reviewed by PSNI, RQIA and 

relevant Trusts and believed there was insufficient reason to reopen the 

investigation for another process, but were willing to share the outcome of the 

report with the lead officer. 

 

224. On 23rd July 2015, the lead officer responded to the Trust reiterating that 

despite the above, there remained an expectation that an incident that met the 

SAI criteria would be reported, irrespective of parallel processes such as criminal 

investigation and adult safeguarding also being initiated. The lead officer advised 

that whilst information and perspectives relevant to an SAI review may well be 

elicited from these, their aims and objectives differ significantly.   The lead officer 

once again requested that the Trust formally report this incident as an SAI. 

 

225. In August 2015, Belfast HSC Trust Governance Team in an email to HSCB 

Serious Incidents Team, further confirmed [Exhibit 68] ‘This incident was 

investigated through the PSNI and an extensive safeguarding process.  The 

outcome of both investigations was that there was that there was no evidence of 
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any of the allegations made. The Trust would therefore request that this early 

alert is closed.' 

 

226. HSCB continued to engage with the Trust on the issue of reporting the SAI and 

received an email on 1st September 2015 [Exhibit 67] advising that further to its 

previous email as noted above, ‘the Trust wishes to clarify that this incident will 

not be reported by the Trust as an SAI. This is because the safeguarding 

investigation found the allegations were not substantiated and it therefore does 

not now meet SAI criteria for reporting as such.' I have no knowledge of when the 

Ennis Report was received by HSCB or if it was considered by HSCB or PHA 

lead officers or whether the report was a factor in the repeated requests for an 

SAI to be submitted. 

 

227. HSCB and PHA officers closed the Early Alert and issued an email to BHSCT 

[Exhibit 69] advising of closure on the basis that BHSCT had advised that the 

safeguarding investigation found the allegations were not substantiated.   The 

email to BHSCT also advised at the time the Early Alert was reported, a SAI 

notification should also have been submitted, which could have been 

subsequently deferred pending the outcome of the safeguarding investigation. 

 

228. In retrospect, this issue could have been managed differently if escalated to the 

Department of Health or to a senior level within the Trust for resolution.   

 

Q20. In relation to “A Way to Go: A Review of Safeguarding at Muckamore Abbey 
Hospital”, what action, if any, did HSCB take in relation to the findings and 
recommendations of the Review Team? Please provide dates and details of any 
actions taken.  
 

229. The Muckamore Departmental Assurance Group (MDAG), was established 

August 2019 in response to the report ‘A Way to Go’ (November 2018), previously 

referred to at [Exhibit 1].  Initially, MDAG met once a month, subject to satisfactory 

progress being made. The group was chaired jointly by the Chief Social Worker 
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and the Chief Nursing Officer (DOH) [Exhibit 1].  The HSCB actions in relation to 

‘A Way to Go’ were managed within the structures established by MDAG. 
 

230. MDAG developed the Muckamore Abbey Hospital HSC Action Plan, which 

includes actions specifically related to resettlement [Exhibit 69 & Exhibit 70]. There 

were two recommendations noted on page 37 of ‘A Way to Go’.  These are:  
• Recommendation 1 

Evidence of a renewed commitment (i) to enabling people with learning 

disabilities to have full lives in their families and communities and (ii) to 

services which understand that ordinary lives require extraordinary supports – 

which will change over the life course. 

• Recommendation 2 

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.  The 

transition to community-based services requires the contraction and closure of 

the Hospital and must be accompanied by 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. 

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 

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 question about where their destination will be if 

they have required Assessment and Treatment. 
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231. Performance against all the actions in the MDAG Action Plan, including those 

arising from the above two recommendations, was monitored by the Muckamore 

Departmental Assurance Group. Minutes from the Group have been published on 

the Department’s website since September 2020.  

 

232. HSCB/SPPG were represented at MDAG at a Senior Management level, 

alongside representatives from PHA, RQIA, each HSC Trust, professional 

representatives, specialist accommodation providers, academics, families and 

carers.  

 

233. The Action Plan pulled together a number of recommendations, including those 

from ‘A Way to Go’ and the ‘Review of Leadership and Governance’ 

recommendations with key actions linked across a variety of themes [Exhibit 69]. 

 

234. The recommendations regarding a ‘Way to Go’ are noted as R1 and R2 in the 

MDAG HSC Action Plan and are attributed to HSCB and PHA as action owners. 

 

235. There were 16 actions noted in the Action Plan relating to the two 

recommendations made in the ‘Way to Go’ Report, with HSCB noted as an action 

owner or joint action owner. 

 

236. In addition to the MDAG related actions outlined above, the ‘A Way to Go’ report 

and its recommendations were also discussed at HSCB Board meetings in 2018 

and 2019. 

 

237. From a review of the records, on 11th October 2018, the HSCB Chief Executive, 

Valerie Watts, updated HSCB Board members and those in attendance that the 

Review of Safeguarding at MAH had concluded, the Trust had met with families 

and that the report urged the system to re-double its efforts around re-settlement. 

The Chief Executive also advised that the HSCB would work with Trusts and 
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DOH to implement the report recommendations and deliver a new model of care 

for people with learning disability and autism. [Exhibit 71] 

 

238. On 13th December 2018, Valerie Watts advised the HSCB Board and those in 

attendance that the Trust and Independent Chair of the Review Team had met 

with families and noted that immediate improvements in MAH were now required. 

The Chief Executive advised the meeting that HSCB would work with Department 

of Health, Trusts and the wider system to ensure that the recommendations were 

implemented and a new model of care delivered. [Exhibit 72]. 

 

239. On 12th September 2019, Paul Cummings, Director of Finance and Deputy 

Chief Executive, HSCB updated the HSCB Board and those in attendance in 

relation to PSNI and RQIA activity in relation to MAH. He advised that the Belfast 

HSC Trust had provided assurances that progress had been made over the past 

12 months. He noted, that HSCB would work with the Trust to monitor the 

situation and develop a new model of care for learning disability in partnership 

with stakeholders. The Deputy Chief Executive also noted the DOH and HSCB 

intention to commission a new independent review in relation to leadership and 

governance issues at MAH.  [73]  

 

Q21. At pages 163-165 of the Leadership and Governance report, the Review 
Team made a series of recommendations concerning HSCB and other bodies 
(BHSCT, PHA and the Department of Health). The Inquiry would invite any 
comments that you wish to make regarding those recommendations.  
 

240. At pages 163-165 of the Leadership and Governance Report, the Review Team 

made a series of recommendations regarding HSCB, PHA, DOH and the 

BHSCT.  
 

241. Firstly, I would acknowledge the importance of these recommendations for the 

wider HSC system around issues such as advocacy, the value of CCTV and 
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robust action being taken against staff who have been found to have engaged in 

any form of abusive behaviour.  
 

242. In relation to the DOH and HSCB specific recommendations, I would note that, 

in terms of the Delegated Statutory Functions processes, these were reviewed in 

2021 and since that time, a more robust approach has been taken in terms of 

challenge and holding Trusts to account.  
 

243. I also fully recognise it is imperative to change the way in which services are 

provided to people with learning disability and their families, both at community 

and hospital level, so that the range of community-based services is increased, 

including accommodation, and access to specialist inpatient care is readily 

available to those assessed as having such needs.     
 

244. HSCB/SPPG worked closely with Department of Health Policy colleagues to 

advance work in terms of a new Learning Disability Service Model (LDSM) that 

will move away from hospital-based care, unless this is clearly indicated by 

assessed need. This model will also seek to prevent hospital admission wherever 

possible. The HSCB shared a draft LDSM (dated May 2021) with Department of 

Health. Following this preliminary work, there has been on-going work with 

relevant stakeholders, including HSC Trusts and service user/carer 

representatives/ organisations. A revised LDSM is being finalised, with a view to 

public consultation. 
 

245. The LDSM work will also look at local access to in-patient care rather than a 

broader regional service response such as that provided at MAH. Part of this 

work will consider the number of specialist Learning Disability inpatient beds 

required as a region and how best to improve information and patient flow in 

order to make best use of the resources and to avoid protracted periods of 

admission. Improved accommodation options will also form part of this work. 
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246. As noted in my response to Question 20, The Leadership and Governance 

report recommendations were included in the MDAG HSC Action Plan and 

progress on these continues to be monitored monthly.  
 

Q22. What action, if any, did HSCB take in relation to those recommendations? 
Please provide dates and details of any actions taken.  
 

247. Three of the recommendations made in page 163-165 were in respect of the 

HSCB/PHA and are noted below: 

 

248. Recommendation 1- The HSCB/PHA should ensure that any breach of 

requirements brought to its attention them has, in the first instance, been brought 

to the attention of Trust Board.  

 

249. Please refer to MDAG HSC Action Plan as at 31 August 21, previously referred 

to at [Exhibit 69]. This recommendation (action 47) has been considered and noted 

as complete by MDAG.  As noted in my response to Question 2, more recently, 

SPPG has been working with Trusts to try and make improvements to the extant 

process, particularly in relation to more timely submission of SAI review reports.  

Over the last 18 months, the SPPG Deputy Secretary has written twice to Trust 

Chief Executives, previously referred to at [Exhibit 7 & 8] highlighting her concerns 

in relation to the untimely submission of SAI reports and the potential of delayed 

local learning. 

 

250. Recommendation 2- Pending the review of the Discharge of Statutory Function 

reporting arrangements, there should be a greater challenge to ensure the degree 

to which these functions are discharged including an identification of areas where 

there are risks of non-compliance. 

 

251. Action 48 in the attached MDAG Action Plan relates to Recommendation 2. 

MDAG has noted the action to be complete.  The HSCB/SPPG has implemented 
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this recommendation, supporting a greater degree of challenge in respect of DSF 

and the DSF process has been reviewed.  

 

252. Recommendation 3 - Specific care sensitive care indicators should be developed 

for inpatient learning disability services and community care environments. 

 

253. Action 49 in the attached MDAG Action Plan relates to Recommendation 3. Work 

is ongoing in respect of this action. This action is noted as ongoing and being taken 

forward by PHA and HSCB – see [Exhibit 69]. 

 

Q23. Do you wish to draw to the attention of the Panel any other matters not 
covered by the above questions that may assist in the Panel’s consideration of 
the Terms of Reference?  

 
254. There are no further comments I wish to make, but I am willing to assist the Inquiry 

further in any way that I can. 

 

Declaration of Truth 
 

The contents of this witness statement are true to the best of my knowledge and 

belief. I have produced all the documents which I have access to and which I believe 

are necessary to address the matters on which the Inquiry Panel has requested me 

to give evidence. 

Signed 

 

  
 

7 June 2024 
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MUCKAMORE ABBEY HOSPITAL DEPARTMENTAL ASSURANCE GROUP: 
TERMS OF REFERENCE 

1. Introduction
1.1 This paper sets out the Terms of Reference (ToR) for the Muckamore Abbey 

Hospital (MAH) Departmental Assurance Group (MDAG). 

2. Purpose
2.1 The MDAG is being established to provide the Department of Health (DoH) (and 

any incoming Minister) with 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 

following allegations of physical abuse of patients by staff, and the Permanent 

Secretary’s subsequent commitment on resettlement made in December 2018. 

2.2 MDAG is intended to provide the DoH with a clear line of sight on progress 

towards delivering the commitments set out in the MAH HSC Action Plan, and 

provide a forum for the escalation of issues and risks from the Mental Health 

and Learning Disability Improvement Board which acts at the regional oversight 

group for this work.   

2.3 The core purposes of MDAG are to assure the Permanent Secretary of the DoH 

(and any incoming Minister) that: 

i. the services being delivered at MAH continue to be safe, effective

and fully Human Rights compliant;

ii. the commitment given by the Permanent Secretary to resettle the

primary target list of patients is met, and the issue of delayed

discharges is addressed;
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iii. the team on site at MAH is given the support and resources

necessary to achieve their goals; and

iv. the lessons learned from MAH (including the SAI report) are put

into practice consistently on a regional basis in line with wider

policy on services for people with learning disabilities, and also

inform the work underway to transform Learning Disability

services in each Trust.

3. Membership & Frequency of Meetings
3.1 Initially, MDAG will meet at least once a month, but the frequency of meeting 

will be kept under review, subject to satisfactory progress being made. 

3.2 The group will be chaired jointly by the Chief Social Worker and the Chief 

Nursing Officer.  Membership will also include: 

i. key DOH policy and professional staff;

ii. representatives from the MAH families;

iii. external nursing expert appointed by CNO;

iv. RQIA;

v. BHSCT;

vi. SEHSCT;

vii. NHSCT;

viii. SHSCT;

ix. WHSCT

x. HSCB;

xi. A Chair of the Strengthening the Commitment Collaborative;

xii. PHA;

xiii. Representative from the British Psychological Society,

xiv. Representatives of specialist accommodation providers; and

xv. Appropriate academic expertise.
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3.3 Additional attendees may be required for specific discussions, with MDAG 

able to call on expert advice and analysis as required. 

3.4 The Secretariat will be provided by the Mental Health, Disability and Older 

People’s Directorate.   

4. Outcomes
4.1 MDAG seeks to assure the DoH Permanent Secretary (and any incoming 

Minister) that the following outcomes have been achieved: 

i. all patients have been resettled in line with the Permanent

Secretary’s commitment of December 2018; and

ii. the recommendations of the independent investigation have

been delivered or substantially delivered.

5. Review & Duration
5.1 The effectiveness of these ToRs and the membership of MDAG will be 

reviewed after the first six months of operation.  

5.2 It is intended that MDAG will dissolve, once the outcomes set out at 4.1 have 

been met. 
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2015. The rate of ward closures and the numbers resettled progressed significantly 

with targets monitored for compliance. The current review took place within the 

context of retraction and resettlement which had significant implications for staffing, 

patients, and their relatives and carers. By July 2020 there were fewer than 60 

patients at MAH. 

 

3. The Review Team conducted the review by examining a range of Trust documents 

and by interviewing key staff at Muckamore Abbey Hospital, Belfast Health and 

Social Care Trust, the Health and Social Care Board and Public Health Agency, and 

the Department of Health. It also visited MAH during February 2020 and met staff 

and patients during visits to the wards. The Review Team met with a number of 

parents, advocates, a Member of Parliament, the PSNI, the Regulation and Quality 

Improvement Authority (RQIA), the Patient and Client Council (PCC), the Permanent 

Secretary of the Department of Health, and the Health Minister. Representatives of 

the Review Team also had the opportunity to attend a meeting of the Muckamore 

Abbey Departmental Advisory Group.  The Review Team acknowledges the 

cooperation afforded to them by all those they met. It regrets that due to the Covid-19 

lockdown it was not able to meet with more patients, relatives, and carers. Only three 

retired members of staff did not meet with the Review Team for a number of reasons. 

 

4. The Belfast HSC Trust is one of the largest integrated health and social care 

organisations in the UK. It has appropriate governance structures in place with the 

potential to alert the Executive Team and the Trust Board to risks pertaining to safe 

and effective care. The Trust Board and Executive Team rarely had MAH on their 

agendas. Issues which were discussed at that level generally focused on the 

resettlement targets. The annual Discharge of Statutory Functions Reports did not 

provide assurance on the degree to which statutory duties under the Mental Health 

Order 1986 were discharged. The Review Team saw no evidence of challenge at 

Trust, HSC Board, or Department of Health level regarding the adequacy of these 

reports. The Review Team was informed that matters came to the Trust Board on an 

issue or exceptionality basis and that the acute hospital agenda dominated. In 
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addition, the Review Team was advised that the emphasis was on services rather 

than facilities, such as MAH. The comprehensive governance arrangements were not 

a substitute for staff at both MAH level and Director level in the Trust exercising 

judgment and discernment about matters requiring escalation. The Review Team 

was informed that there was a high degree of autonomy afforded to Directors and 

senior managers given the scale of the Trust’s operation. The Review Team 

concluded that there was a culture within MAH of trying to resolve matters on-site. 

The location of MAH at some distance from the Trust and the lack of curiosity about it 

at Trust level caused the Review Team to view it as a place apart. Clearly, it operated 

outside the sightlines and under the radar of the Trust. 

  

5. The leadership team at MAH was dysfunctional with obvious tensions between its 

senior members. There was also tension around the intended future of the hospital 

with some managers viewing its future as a specialist assessment and treatment 

facility while others perceived it as a home for patients; many of whom had lived in 

the hospital for decades.  There was a lack of continuity and stability at Directorate 

level and a lack of interest and curiosity at Trust Board level. Visits of Trust Board 

members and other Directors to MAH were infrequent. Leadership was not visible. 

The Review Team was told that staff at MAH were not always clear which Trust 

Director had responsibility for services on-site. As the A Way to Go report noted, staff 

felt a loyalty to one another rather than to the Trust. Leadership was also found 

wanting at Director level as issues relating to the staffing crisis at MAH and its impact 

on safe and compassionate care were not escalated to the Executive Team or Trust 

Board as a means of finding solutions. One Director told the Review Team of his 

efforts to undertake regular walkabouts at MAH as a means of understanding the 

issues confronting staff and patients. Other Directors referred to occasional visits to 

the site but not on a structured or regular basis. The value base of the Belfast Trust is 

well articulated in its strategies and leadership frameworks. Unfortunately, there were 

no effective mechanisms in place to ensure that these values were cascaded to staff 

at MAH. The value base of some staff was antithetical to that espoused by the Trust 

as an organisation. 
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6. The Review Team considered three events at MAH to structure its review of 

leadership and governance. The first was the Ennis investigation which commenced 

in November 2012 following complaints from a private provider’s staff about physical 

and verbal abuse of patients in the Ennis Ward. The investigation was carried out 

jointly with the police under the Trust’s adult safeguarding and the Joint Protocol 

processes. It resulted in two staff members being charged with assault. One staff 

member was not convicted while the other’s charge was overturned on appeal. The 

investigation took eleven months to produce a final report. The Review Team 

considered the Ennis investigation to be a missed opportunity as it was not escalated 

to Executive Team or Trust Board levels for wider learning and training purposes. It 

was not addressed in the Discharge of Statutory Functions Reports nor was there 

evidence in the documentation examined that its findings were disseminated to staff 

and relatives/carers. The Review Team considered that the Ennis Investigation 

merited being addressed as an SAI, as a complaint, and as an adult safeguarding 

matter. Each of these additional processes would have provided a mechanism to 

bring matters at Ennis to the Trust Board. The HSC Board for some considerable 

time pressed the Trust to submit an SAI in respect of Ennis. When the Trust accepted 

that it was in breach of requirements by not conducting an SAI, the Board let the 

matter rest. The Review Team considered the situation at Ennis to be an example of 

institutional abuse. Learning from Ennis therefore had the potential to identify any 

other institutional malpractice at an earlier stage. 

 

7. The second issue considered by the Review Team was the installation of CCTV 

initially at Cranfield in the male and female wards and in the Psychiatric Intensive 

Care Unit (PICU), as well as in the Sixmile wards. The concept of installing CCTV for 

the protection of patients and staff was first raised around August 2012. A business 

case was developed and approved in 2014. In 2015 CCTV cameras were installed in 

Cranfield and Sixmile wards. From an extensive examination of all documentation, 

the Review Team concluded that the CCTV system was operational and recording 

from July 2015. There was no policy nor procedure to inform the use of CCTV. The 
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Review Team identified extensive delay in finalising a CCTV policy; some 25 months 

after the cameras were installed. During July/August 2017 notices were displayed in 

Cranfield and Sixmile wards advising that the CCTV cameras would become 

operational from the 11th September 2017.  

 

8. The Trust paid for regular maintenance of the cameras following their installation. 

The system on which the CCTV cameras operate is one where the cameras are 

triggered by motion. Recordings are due to overwrite after 120 days. Due to the 

motion activation of the cameras it is likely that recordings were of longer duration 

than the 120 days. The Review Team concluded that the footage now available had 

overwritten previous footage.  

 

9. CCTV footage in late August/early September 2017 revealed abuse and poor 

practice in several of the wards. The CCTV cameras had been recording for a 

considerable amount of time, apparently without the knowledge of staff or 

management. The discovery of historical CCTV recordings prompted by the 

intervention of a concerned parent, revealed behaviours which were described as 

very troubling, professionally and ethically, which were morally unacceptable and 

indefensible. It is apparent from extensive discussion with staff at all levels that there 

was no awareness that the cameras were operational. The MAH staff member 

(retired) most likely to be in a position to clarify matters regrettably did not respond to 

the request to meet with the Review Team.  

 

10. The existence of CCTV recordings was reported to senior staff at the Trust’s HQ on 

20th September 2017. This was at least two to three weeks after the situation was 

identified at MAH. Immediate steps were taken at Trust Executive Team level to 

inform the police about the existence of CCTV footage in relation to an alleged 

assault which occurred on 12th August 2017 as well as other incidents.  Information 

provided by the Trust indicates that files on seven employees have been sent to the 

Department of Public Prosecutions; at least 59 staff have been suspended, while 47 

staff are working under supervision as a result of incidents viewed on CCTV. Despite 
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the scale of the abuse it is important to note that carers and families have frequently 

attested to the care and professionalism of many staff working at MAH. 

 

11. The third incident considered was a complaint about an assault on a patient at PICU 

which occurred on 12th August 2017. This assault was not reported to the patient’s 

father until 21st August 2017. The father was understandably concerned about the 

delay in notifying him especially as he was used to being regularly contacted by the 

staff about his son. A thorough review of all of the evidence led the Review Team to 

conclude that the delay in notifying the father was due to a breach of the Trust’s adult 

safeguarding policy rather than an attempt to hide misdoings. The incident of the 12th 

August 2017 was immediately reported by a staff nurse who witnessed it. The Nurse 

in Charge failed to initiate the adult safeguarding arrangements at that time. Instead 

he emailed the Deputy Charge Nurse (DCN) seeking to meet in order to discuss a 

concern. At the meeting on the 17th August the DCN considered the information to be 

vague and emailed the staff nurse for details as he was on leave. As soon as matters 

were brought to the attention of the Charge Nurse on 21st August all appropriate 

action was taken in a timely manner, including notification to the patient’s father.  

 

12. Following a meeting with MAH staff on 25th August the father complained to the 

Trust. Due to an incorrect email address, this was not received by the Complaints 

Department until the 29th August. In a letter to the father dated the 30th August 2017 

he was advised that at the completion of the safeguarding investigations any 

outstanding matters could be addressed through the complaints procedure. The 

safeguarding investigation concluded in November 2018. The complaint remains 

open and incomplete. The Review Team considered this unacceptable. 

 

13. The Review Team intended to visit centres of excellence to provide comment on best 

practice. Due to lockdown this was not possible. The Review Team has however, 

provided comment which it considered appropriate to the development of a person-

centred rights based model of care for patients in learning disability hospitals. 
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14. The Review Team concluded that the Trust had adequate governance and 

leadership arrangements in place but that these were not appropriately implemented 

at various levels within the organisation. This failure resulted in harm to patients. The 

Review Team concluded that while senior managers at MAH may not have been 

aware of the culture of abuse, that their responsibility for providing safe and 

compassionate care remained. The Review Team made twelve recommendations to 

the Department, HSC Board, and the Trust in order to improve future practice. These 

recommendations took account of the improvements already implemented by the 

Trust. 

 

15. The Review Team acknowledges the recent efforts made by the Belfast HSC Trust to 

promote and monitor a safe person-centred environment at MAH. 
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A number of MAH staff and ex-staff have subsequently been arrested, some of 

whom have been referred to the Public Prosecution Service (PPS), while others 

have been suspended from their jobs. Information provided by the Trust indicates 

that files on seven employees have been sent to the Department of Public 

Prosecutions, 59 staff have been suspended, while 47 staff are working under 

supervision as a result of incidents viewed on CCTV. The PSNI has confirmed that 

the scale of the evidence has required the establishment of a dedicated 

investigation team.  

 

1.4 During 2018/19 the Belfast Trust and DoH set up a series of measures to address 

the serious allegations and evidence that was emerging regarding the safety of 

patients at MAH. This included the establishment of: the Way to Go Review Team 

by the Belfast Trust; as well as the Muckamore Abbey Hospital Departmental 

Assurance Group (MDAG) jointly chaired by the DoH’s Chief Social Services 

Officer and the Chief Nursing Officer.  

 

1.5 From the outset the leadership and governance Review Team decided to accept 

the safeguarding concerns raised in the following reports, rather than re-examine 

these events:  

 

- November 2012 in the Ennis Ward; 

- the incidents evident in CCTV footage available from March to August 2017; 

and 

- the complaint made by a patient’s father in August 2017 regarding his son’s 

alleged abuse by staff. 

 

 The Review Team has accepted these events as key events in its review of governance 

and leadership and will consider them within that context in Section 8 of the report.   
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ascertain the degree of adherence with extant policies and protocols. A list of 

those interviewed is provided in Appendix 4. Three retired senior managers of the 

Belfast Trust did not engage with the review process:  

 

- a retired Service Improvement and Governance manager and Co-Director of 

Learning Disability Services at MAH4 replied to a request to meet with the 

Review Team stating she was not willing to participate; 

 

- a retired co-Director for Learning Disability Services who retired from the 

service in September 2016 would not meet with the Review Team as his 

request to the Trust for an extensive range of documents to examine prior to 

interview was not met. He requested that the Review be extended in order to 

facilitate his review of documents. This request could not be met by the 

Review Team due to the time frame set for completion of this Review and the 

view that his request for an extension was unreasonable;   

 

- a retired Business and Service Improvement Manager at MAH made no 

response to repeated requests, made through the Trust, for an interview with 

the Review Team. 

  

In each of these cases the Review Team informed the individual that it would 

reach its conclusions on the basis of the documentary evidence available to it and 

comments made by other interviewees. A former Chief Executive of the Trust was 

also not available for interview within the time scale set for the Review. The 

Review Team regrets that its conclusions were not informed by input from these 

individuals.  

 

                                                           
4
 Service Improvement and Governance until October 2016 when then promoted to Co-Director for Learning Disability 

Services 
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4.5 A timeline for the Review was established by the HSCB and PHA. The Review 

Team commenced its work in January 2020 with an agreed target date of 30th April 

for an interim report with the full report being produced by 30th June 2020. It was 

recognised that there was a particular urgency to this work given the need to 

reassure family members, carers, staff, and the public that the serious 

safeguarding issues that had arisen in MAH had been identified and addressed, 

and that lessons had been learned and acted upon. 

 

4.6 The lockdown and social distancing measures that followed the start of the 

Coronavirus pandemic in March 2020 meant that the Review Team had to 

suspend its work for a period of six weeks. The Review Team resumed its 

examination of documents and interviews in mid-April 2020 using online 

conferencing technology, namely Zoom.  The HSCB/PHA set a new date for a final 

report of 31st July 2020. It was also agreed that the interim report stage would be 

omitted to minimise the delay in delivering the Review Team’s report. Plans to visit 

centres of excellence to inform Best Practice had to be shelved and replaced by a 

literature review. 

 

4.7 During lockdown the Review Team was unable to meet with as many patients, 

relatives, and friends as it would have wished. It deeply regrets that it was unable 

to meet with more service users. It did, however, benefit from interviews with: 

 

- three parents/relatives; 

- The Chair of Friends of Muckamore Abbey; 

- representatives of Bryson House and Mencap which provide advocacy 

services to patients at MAH; and 

- a representative of the Patient and Client Council which the Department 

had engaged to provide independent support for  Families and Carers who 

became involved with the review process.  

 

Exhibit 2
MAHI - STM - 277 - 95



   

 

11 

 

Representatives of the Review Team attended one meeting of the Muckamore 

Abbey Departmental Advisory Group in March 2020. The Review Team also 

issued a general invitation through a representative of the Action for Muckamore 

group, to meet with any relatives/carers who wished to meet either in person or via 

Zoom. No further requests for interview were received. 

 

4.8 The Review Team would appreciate an opportunity to meet with patients, relatives 

and carers at the conclusion of the Review to provide feedback to them about its 

conclusions and recommendations. 
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5.5 In 1966 Muckamore Abbey Hospital had 880 patients. By the late 1960s and 

early 1970s there was a growing realisation that treatment and training should 

take place outside of a hospital setting. There was also a problem with 

overcrowding at the hospital.7 By 1980 the hospital had more than 20 units on its 

site. During 1984 the hospital was one of the largest specialist learning disability 

hospitals in the UK with around 1,428 patients.  

 

5.6 From the 1980s attempts were made to provide care in the community for 

patients. The delivery of this objective was described as ‘a very slow process’. 

‘We had targets and dates before [2015/16], and there was a lot of criticism that 

those were not met. We are talking about a long period; certainly, in my 

experience of work, from the 1980s to today.’8 In 1986 a Rehabilitation Unit was 

established at the Hospital to promote a return of patients to community settings. 

  

5.7 The 1992/97 Department of Health and Social Services (DHSS) Regional 

Strategy, Health and Wellbeing into the New Millennium, required that Boards 

and Trusts: 

 

- develop a comprehensive range of support services by 2002, and 

- have a commitment that long term institutional care should not be provided in 

traditional specialist hospital environments; and  

- reduce the number of adults admitted to specialist hospitals.  

 

The target established by the Regional Strategy for the resettlement of all long-

stay patients from learning disability hospitals by 2002 was not met.9  

 

                                                           
7
 Ibid, Page 48 

8 Committee for Health, Social Services and Public Safety Transforming Your Care — Learning Disability Services: 
DHSSPS Briefing 16 October 2013, Mr. Aidan Murray, Page 6 
9 By that time, half of patients had been resettled and none of the three hospitals had been closed to long-stay 
patients. Between 1992 and 2002 the number of long-stay patients in such facilities dropped from 878 to 453. 
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5.8 In 1993 the number of patients in the Hospital had reduced to 596.  Despite the 

Regional Strategy the hospital argued for the retention of a specialist 

Assessment and Treatment service on the site. In 1994 a Forensic Unit was also 

established. The A Way to Go Report noted that, ‘by the mid-1990s the presence 

of adolescents on adult wards had become a significant problem.’10  The removal 

of children from the Hospital was achieved with the establishment of the Iveagh 

Centre an inpatient service for children. 

 

5.9 In 1998 Pauline Morris’ study of long stay hospitals for patients with a learning 

disability was published.11 The study criticised the medical model of care and 

recommended a socio-therapeutic model in which training was deemed as 

important as nursing and medical functions. There was however, a lack of 

community resources in Northern Ireland to support the discharge of long-stay 

patients from the hospital. It was therefore acknowledged that patients who had 

been resident for 30 to 40 years would remain in hospital.  

 

5.10 Due to inappropriate living conditions seven of the hospital’s wards were closed 

in 2001. Around this time a survey of admissions to the hospital found, ‘that most 

admissions … were of people with behaviour which challenged – most of whom 

have been brought up in family homes and had attended special schools.’12  In 

2003 a business case for a new core hospital was submitted to the Department. 

This resulted in the building of a 35 bed Admission and Treatment Unit and a 23 

place Forensic Unit. Both facilities were completed in 2006/07 at a cost of £8.4m. 

The hospital at that time had three distinct patient treatment groups: 

 

- Admissions and Treatment; 

- Resettlement; and 

                                                           
10

 Ibid, Page 49 
11

 Morris, Pauline Put Away: A Sociological Study of Institutions for the Mentally Retarded Taylor & Francis, 2003  
First Published in 1998 
12

 A Review of Safeguarding at Muckamore Abbey Hospital: A Way to Go, November 2018, Page 49 
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- Delayed discharges. 

 

5.11 In 2002 the Department of Health, Social Services and Public Safety (DHSSPS) 

established the Bamford Review to inquire into the law, policy, and services 

affecting people with a mental illness or a learning disability. A key message 

emerging from the Bamford Review was an emphasis on a shift from hospital to 

community-based services. The second report from the Bamford Review, ‘Equal 

Lives’, published in 2005, set out the Review’s vision for services for people with 

a learning disability which envisaged that hospital should not be considered as a 

home for learning disabled people. Equal Lives included a target that all people 

with a learning disability living in a hospital should be resettled in the community 

by June 2011. For the purposes of monitoring progress towards this commitment 

to resettlement, individuals who had been living in a long stay learning disability 

hospital for more than a year as of 1st April 2007 were defined as Priority Target 

List patients. There have been two Action Plans (2009-2011 and 2012-2015) 

created to take forward the Bamford Review’s recommendations. 

 

5.12 In 2005 the Hospital had 318 patients and a target was set that this would reduce 

to 87 by 2011. By December 2011 however, 225 patients remained.13 

 

5.13 In 2011 The Minister for Health published Transforming Your Care: A Review of 

Health and Social Care (TYC)14. TYC sets out 99 proposals for the future of 

health and social care services in Northern Ireland, concluding that there was an 

unassailable case for change and strategic reform. It restated the Bamford 

Review commitment to closing long-stay institutions and completing the 

resettlement programme by 2015. 

 

                                                           
13

 Ibid, Page 50 
14

 http://www.transformingyourcare.hscni.net/wp-content/uploads/2013/11/Transforming-Your-Care-Strategic-
Implementation-Plan.pdf 
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5.14 As part of the TYC agenda a central feature of the Department’s plans for the 

reform of the health and social care system in Northern Ireland was the move 

from hospital-based care towards an integrated model of care delivered in local 

communities, closer to people’s homes. In addition to the TYC document, a draft 

Strategic Implementation Plan (SIP) was developed.15 In terms of learning 

disabilities, the SIP focused efforts on resettlement, delayed discharge from 

hospital, access to respite for carers, individualised budgets, day opportunities,  

Directly Enhanced Services (DES), and advocacy services.16 

 

5.15 As of April 2020 the Hospital has under 60 patients and operates from six 

wards17 providing inpatient assessment and treatment facilities for people with 

severe learning disabilities and mental health needs, forensic needs, or 

challenging behaviour.  From a regional hospital with more than 20 units and at 

one time over 1,400 patients, the hospital is now greatly reduced in both the 

number of wards and the number of patients. The following table18 demonstrates 

the reduction in number of patients between 2012 and 2019: 

  
                                                           
15

 DHSSPS (2012) Transforming Your Care; Draft Strategic Implementation Plan, Pages 39-40 
16

 DHSSPS (2012) Transforming Your Care; Draft Strategic Implementation Plan, Pages 39-40. 
17 Ardmore for female patients, Cranfield 1 and 2 for male patients, Sixmile Assessment and Sixmile Treatment wards 
which deal mainly with forensic patients, and Erne wards for male and female patients with complex needs. 
18

 The figures in the Table include Iveagh Unit which is a 6 bed unit caring for children aged under 12 years of age. 
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- the fact that many people living with a learning disability have associated co-

morbidities, such as physical and mental health conditions, including epilepsy 

and autism. Mental health conditions and certain specific syndromes may also 

be associated with other physical conditions and challenging behaviour. 

Patients currently remaining in the hospital have, therefore, very complex 

needs which makes their resettlement particularly challenging. 

 

5.19 A senior Medical Adviser in her evidence to an Assembly Committee in 2013 set 

out the broad policy thrust of the Department of Health in relation to mental 

health and learning disability services. She stated that, ‘in the January 2013 

Bamford action plan that scopes 2012-15 - the emphasis across mental health 

and learning disability was on early intervention and health promotion; a shift to 

community care; promotion of a recovery ethos, largely in respect of mental 

health; personalisation of care; resettlement; service user and carer involvement; 

advocacy; provision of clearer information; and short break and respite care.’19 

 
5.20 The evaluation of the second Bamford Action Plan 2013 - 2016 was completed in 

2017. It found that the resettlement programme was nearing completion. Of the 

347 long-stay patients in learning disability hospitals in 2007, only 25 remained in 

long-stay institutions in 2016. Since then further progress has been made. By 

early 2020 there were ten inpatients from the original Priority Target List 

remaining in the hospital, with a further individual undergoing a trial resettlement 

in the community.  

 

5.21 The increased focus on the resettlement of patients driven forward by the 

Bamford Review and TYC resulted in the closure of wards and the bringing 

together of staff and patients into new living arrangements. The Review Team 

                                                           
19

 Committee for Health, Social Services and Public Safety Transforming Your Care — Learning Disability Services: 
DHSSPS Briefing 16 October 2013, Page 2 
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concluded that the focus on resettlement had a negative impact on the culture of 

the hospital with insufficient attention being afforded to the functioning of the 

inpatient wards.   

 

5.22 The criticism that the 1980s resettlement objective was progressed slowly, was 

due in the Review Team’s opinion, to the arrangements which were established 

to monitor delayed discharges and patient discharges post the Bamford Review. 

The scale of the resettlement achieved was significant with a decrease from 347 

long-stay patients in learning disability hospitals in 2007, to 25 by 2016 and 10 by 

2020. From the information available to the Review Team they concluded that 

the Belfast HSC Trust’s focus was on its resettlement objectives rather than on 

the hospital in its totality. 

 

5.23 The resettlement plan caused anxiety among the staff team. During its 

orientation visit to the hospital in February 2020 and afterwards in written 

comments made in 2012 by hospital staff, the Review Team found that in 

addition to anxiety around job security and staff recruitment, there were a number 

of concerns including: 

 

- the adequacy of staffing levels and skill mix on wards; 

- the staffing rota which was heavily supplemented by bank staff which led to 

tiredness and increased sickness levels; 

- insufficient staffing to run the resettlement programme. An email sent in 

October 2012, to an Operations Manager (part-time) by a Sister in one of the 

Wards, stated that resettlement could not continue due to staffing levels; 

- the resettlement process which increased workload in respect of 

assessments; 

- patient activities which were curtailed due to staff shortages; 

- the mix of patients’ needs in wards which were at time incompatible and 

competing; 
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- the impact of some patients’ behaviour on the dynamics of a ward and 

reservations expressed regarding the decision to place specific patients within 

a given ward; 

 

There was also a view that the ‘resettlement wards are not up to 21st Century 

standards’. 

 
5.24 The drift associated with earlier resettlement plans from the 1980s was possibly 

also associated with the resistance of some staff and families to the plan to close 

the hospital. In the opinion of the Review Team this may explain why the post 

Bamford resettlement plans were advanced without the benefits of feedback 

systems capable of monitoring how the roll-out impacted upon matters such as: 

the operation of wards; staff sickness and absences; untoward incidents; and 

patient safety. Such a process would have ensured that core hospital functions 

could have been maintained safely while the resettlement model was 

progressed.  

 

5.25 At the hospital there were two competing service models: a medical model which 

informed the core hospital services and a social care model focused on resettling 

patients into the community. The A Way to Go report noted the ‘hospital requires 

focus regarding its role and place in the future of learning disability services in 

NI’.20 The Welsh government’s review of learning disability services stated that 

‘hospital is not a home’. It found: ‘Patients were remaining in hospital units for a 

long time and were transferred between hospitals when alternatives in the 

community could have been considered. The average length of time was found 

to be five years, with one patient staying for 49 years. People should only stay in 

hospitals if there are no other ways to treat them safely.’21 

 

                                                           
20

 Way to Go, November 2018, Page 5, par. 5 
21

 Warmer, K. Hospitals should never be anyone’s home, Published February 2020, Welsh Government 
https://www.ldw.org.uk/hospital-should-never-be-anyones-home/ 
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5.26 Resettlement needs a cultural shift in thinking about the resourcing of learning 

disability services. It also requires an approach which provides adequate 

financial resources and community infrastructure to support resettlement 

objectives and to successfully maintain discharged patients in the community. 

Section 9 on Best Practice considers this cultural shift in greater depth.  

 

5.27 In conclusion, in undertaking its review the Review Team wants to place the key 

events listed in Para. 1.5  and in Appendix 5 in the context of a comprehensive 

understanding of the hospital, its culture, and the resettlement programme which 

it actively pursued after the two Bamford Reviews.  
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corporate responsibility for performance and providing the highest possible 

standard of clinical and social care’ (Best Practice, Best Care, DHSSPS, 200223).  

 

6.5 The Department of Health (DoH) cites in its Introduction to Governance24 Her 

Majesty’s Treasury (HMT): ’the system by which an organisation directs and 

controls its functions and relates to its stakeholders.’  DoH noted that this 

influenced the way in which organisations: 

 

- manage their business; 

- determine strategy and objectives; and 

- go about achieving these objectives.’25 

 

6.6 The Health and Personal Social Services (Quality, Improvement, and Regulation) 

(Northern Ireland) Order 2003 confers a statutory duty of quality on each health 

and social care organisation in Northern Ireland.26 To facilitate the achievement 

of service improvements the Quality Standards for Health and Social Care were 

published in 2006. These standards require governance arrangements which 

‘must ensure that there are visible and rigorous structures, processes, roles, and 

responsibilities in place to plan for, deliver, monitor and promote safety and 

quality improvements in the provision of health and social care.’27 

 

6.7 The Quality Standards also require the RQIA to commence reviewing clinical and 

social care governance within the HPSS in 2006/07, using the five quality themes 

                                                           
23

 https://www.scie-socialcareonline.org.uk/best-practice-best-care-the-quality-standards-for-health-and-social-
care/r/a11G000000182tdIAA 
24

 https://www.health-ni.gov.uk/topics/governance-health-and-social-care/governance-health-and-social-care-introduction 
25

 https://www.health-ni.gov.uk/topics/governance-health-and-social-care/governance-health-and-social-care-introduction 
26

 Article 34.—(1) Each Health and Social Services Board and each [F1HSC trust] shall put and keep in place arrangements for 
the purpose of monitoring and improving the quality of— 
(a)the health and [F2social care] which it provides to individuals; and 
(b) the environment in which it provides them. http://www.legislation.gov.uk/nisi/2003/431/article/34 
27

 The Quality Standards for Health and Social Care: Supporting Good Governance and Best Practice in the HPSS, Page 1, par. 
1.3, March 2006 https://www.health-ni.gov.uk/articles/quality-standards-health-and-social-care  
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contained within them.28  This enhanced the RQIA’s general duty of encouraging 

improvements in the quality of services commissioned and provided by the HSC 

by promoting a culture of continuous improvement and best practice through the 

inspection and review of clinical and social care governance arrangements.29 

 

6.8 The Quality Standards comprise three key themes, one of which is clinical and 

social care governance. The Quality Standards note that to promote service 

improvements ‘clinical and social care governance … must take account of the 

organisational structures, functions and the manner of delivery of services 

currently in place. Clinical and social care governance must also apply to all 

services provided in community, primary, secondary and tertiary care 

environments.’30 

 

6.9 Standard 1 of the Quality Standards, Corporate Leadership and Accountability of 

Organisation, has as its Standard Statement: ‘The HPSS is responsible and 

accountable for assuring the quality of services that it commissions and provides 

to both the public and its staff. Integral to this is effective leadership and clear 

lines of professional and organisational accountability.’31 

 

6.10 The criteria by which compliance can be assessed are: 

 

a) ‘has a coherent and integrated organisational and governance strategy, 

appropriate to the needs, size and complexity of the organisation with clear 

leadership, through lines of professional and corporate accountability; 

 

                                                           
28

 Ibid, Page 5 par. 1.7 and 1.9 Quality themes: 1. Corporate Leadership and Accountability of Organisations; 2. Safe and 
Effective Care; 3. Accessible, Flexible and Responsive Services; 4. Promoting, Protecting and Improving Health and Social Well-
being; and 5. Effective Communication and Information. 
29

 Ibid, Page 4, par. 1.8 
30

 Ibid, Page 6, par. 2.1 
31

 Ibid, Page 10, par. 4.2 
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b) has structures and processes to support, review and action its governance 

arrangements including, for example, corporate, financial, clinical and 

social care, information and research governance; 

 
c) has processes in place to develop leadership at all levels including 

identifying potential leaders of the future; 

 
d) actively involves service users and carers, staff and the wider public in the 

planning and delivery, evaluation and review of the corporate aims and 

objectives, and governance arrangements;   

 
e) has processes in place to develop, prioritise, deliver and review the 

organisation’s aims and objectives;  

 
f) ensures financial management achieves economy, effectiveness, 

efficiency and probity and accountability in the use of resources;  

 
g) has systems in place to ensure compliance with relevant legislative 

requirements;  

 
h) ensures effective systems are in place to discharge, monitor and report on 

its responsibilities in relation to delegated statutory functions and in 

relation to inter-agency working; 

 
i) undertakes systematic risk assessment and risk management of all areas 

of its work; 

 
j) has sound human resource policies and systems in place to ensure 

appropriate workforce planning, skill mix, recruitment, induction, training 

and development opportunities for staff to undertake the roles and 

responsibilities required by their job, including compliance with: 
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- Departmental policy and guidance;  

-  professional and other codes of practice; and 

 - employment legislation 

 
k) undertakes robust pre-employment checks including: qualifications of staff 

to ensure they are suitably qualified and are registered with the 

appropriate professional or occupational body: 

 

-  police and Protection of Children and Vulnerable Adults checks, as 

 necessary;  

- health assessment, as necessary; and references.  

 

l)  has in place appraisal and supervision systems for staff which support 

continuous professional development and lifelong learning, facilitate 

professional and regulatory requirements, and informs the organisation’s 

training, education and workforce development;  

 

m) has a training plan and training programmes, appropriately funded, to 

meet identified training and development needs which enable the 

organisation to comply with its statutory obligations; and  

 

n) has a workforce strategy in place, as appropriate, that ensures clarity 

about structure, function, roles and responsibilities and ensures workforce 

development to meet current and future service needs in line with 

Departmental policy and the availability of resources.’32   

 

6.11 The Review Team considered the Quality Standards approach appropriate to its 

task, particularly as these were the basis upon which the RQIA served four 

Improvement Notices in respect of failures to comply on the Belfast HSC Trust in 
                                                           
32

 Ibid, Pages 10 -11, par. 4.3  
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the largest integrated health and social care Trusts in the United Kingdom 

delivering integrated health and social care to approximately 340,000 citizens in 

Belfast. In order to ensure the best possible delivery of these services they have 

been grouped into ten Directorates. The Trust also provides the majority of 

regional specialist services in Northern Ireland and comprises the major teaching 

and training hospitals in Northern Ireland. The following section considers 

governance under two headings: 

 

A. Organisational Structures; and 

B. Information Systems. 

 

(A) Organisational Structure 
 

6.15 The Belfast Trust provides a range of disability services in the community, at 

home, and in hospitals. The Review Team examined the systems and 

information systems established by the Belfast HSC Trust to enable it to assure 

‘the quality of services that it commissions and provides to both the public and its 

staff’ in respect of the services provided at MAH (see Para 6.9). The Trust’s 

organisational structure in 2012/13 encompassed the following: 

 

 a Trust Board of five Executive Officers and seven non-Executive Directors, 

including the Chairman. Accountable directly to the Board were four 

committees (Remuneration, Charitable Trust Funds, Audit, and Assurance) 

which met on a bi-monthly basis. The Executive consists of the Chief 

Executive and the Executive Directors of Finance, Medicine, Social Work, and 

Nursing. The Board is responsible for the strategic direction and management 

of the Trust’s activities.  It is accountable, through its Chairman, to the 

Permanent Secretary at the Department of Health and ultimately to the 

Minister for Health; 
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 the Executive Team which is accountable to the Trust Board in regards to the 

day to day operational management and development of the Trust. It meets 

on a weekly basis. It receives reports from Executive and Operational 

Directors based on information received from Co-Directors who have 

operational responsibility for service areas such as: Learning and Disability 

Services; Mental Health; and Health Estates. Information was also provided 

from the Assurance Group;  

 
 an Assurance Group. The Trust’s Assurance Framework sets out the 

committee structures for Clinical and Social Care Governance and risk 

management.  The Framework describes the mechanisms to address 

weaknesses and ensure continuous improvement, including the delivery of 

the delegated statutory functions and corporate parenting responsibilities. 

Five groups report to The Assurance Group: 

 

- the Governance Steering Group, which covers 15 areas including: risk 

management; policies; control assurance; and information governance. 

The steering group was served by two sub-committees; 

 

- a Safety and Quality Steering Group which was served by five sub-

committees; 

 

- a Serious Adverse Incident (SAI) Board which reviewed each SAI; 

 

- a Social Care Steering Group which was served by three sub-committees; 

and 

 

- an Equality, Engagement and Experience Steering Group which was 

served by three sub-committees. 
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6.16 The organisational governance structure remained largely consistent throughout 

the 2012 to 2017 period covered by the Review Team’s Terms of Reference. The 

only change to the structure, which occurred in 2013/14, was that the SAI Group 

was merged with the Governance Steering Group; no longer was it a stand-alone 

entity. In the 2015/16 business year the Social Care Committee structure was 

altered so that it had a direct relationship with the Trust Board.  

 

6.17 Structurally therefore the Belfast HSC Trust had arrangements in place capable 

of assuring the quality of the services which it provided. The structure is complex 

with a significant number of Committees, Steering Groups, and Sub-Committees. 

This structure placed significant demands and challenges on senior and middle 

management staff. The range of services provided by the Trust and their 

complexity inevitably requires systems which are complex.  

 

6.18 The change to the status of the Serious Adverse Incident (SAI) Group in 2013/14 

outlined in par. 6.15 may have contributed to the failure to address the Ennis 

complaint as an SAI. The allegations made in respect of staff’s management of 

patients in Ennis ward made in November 2012 were dealt with under the Trust’s 

Safeguarding Vulnerable Adults Policy. This meant that the ensuing investigation 

focused exclusively on the allegations as a means of acquiring the evidence in 

order to either substantiate the allegations or to discount them. Wider issues 

relating to the organisation of services, pressures within the Ennis ward in terms 

of caring for patients with complex and at times conflicting needs, the adequacy 

of staffing, and the skill mix available to care for patients were not subject to fuller 

investigation. 

 

6.19 From email correspondence between the HSC Board’s Deputy Director and the 

Trust dated between the 6th February 2013 and the 3rd September 2015 it is 

apparent that repeated requests from the Board for the Ennis allegations to be 

dealt with as an SAI were not met. In September 2015 the HSC Board wrote 
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asking that the Trust accept that this was a breach of requirements. On 7th 

September 2015 the Trust responded accepting that it was in breach of the SAI 

procedures [both the 2010 and 2013 procedures] but ‘as the allegations were not 

substantiated by the safeguarding investigation it was content to live with the 

procedural breaches.’ 

 

6.20 At MAH level governance arrangements were also in place during the period 

under review. On site was a Service Improvement and Governance member of 

staff. On a weekly basis the Trust’s Co-Director for Learning Disability Services 

convened a multidisciplinary meeting at MAH comprising the Service 

Improvement and Governance manager and hospital and community staff.  

 

6.21 The minutes of these meetings show that they were well attended by all staff and 

comprehensive minutes were taken of the proceedings. A community-based 

social worker regularly attended these meetings as one of her duties was to 

complete the Statutory Functions Report for the learning disability programme of 

care.33 None of the minutes examined provided information on the following: 

 

- the information which would be provided to the HSC Board in respect of the 

Discharge of Statutory Functions; or 

- issues arising from the Ennis investigation and follow-up actions. 

 

6.22 Information was available on the receipt of RQIA inspection reports; there was, 

however, no indication from the MAH records examined that findings from these 

inspections were viewed as negative or requiring remedial action. This finding is 

confirmed by an examination of governance meetings chaired by the Service 

                                                           
33

 The requirement for an unbroken line of professional oversight of the discharge of Delegated Statutory Functions (DSFs) from 
Health and Social Care Trusts (Trusts) to the Health and Social Care Board (HSCB) and ultimately to the Department of Health, 
Social Services and Public Safety (Department) has been in place since 1994. The Chief Social Work Officer (CSWO) in the 
Department, the Director of Social Care and Children in the HSCB (the HSCB Director) and the Executive Director for Social Work 
(EDSW) in each of the Trusts are individually and collectively responsible for the effective operation of an unbroken line of 
professional oversight of DSFs. CIRCULAR (OSS) 4/2015: STATUTORY FUNCTIONS/PROFESSIONAL OVERSIGHT 
https://www.health-ni.gov.uk/sites/default/files/publications/health/CIRCULAR%28OSS%29-4-2015.pdf 
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Improvement and Governance manager. The minutes regularly reference an 

RQIA announced or unannounced inspection at wards within the hospital. From 

these minutes information was not available to indicate any serious concerns 

being raised by the Regulator. As noted in Para. 6.11 it was not until November 

2019 that RQIA served four Improvement Notices in respect of failures to comply 

on the HSC Trust, in respect of the MAH site. Improvement Notices had 

previously been served on Iveagh which was the children’s disability service. The 

Review Team was advised by RQIA that there was significant learning emerging 

from its inspection of Iveagh which, had it been applied, could have improved 

practice at MAH. The Review Team found that issues arising from complaints 

and incidents or RQIA reports were not discussed. Therefore they did not inform 

the education plans for staff in MAH.  

 
(B) Information Systems 

 
6.23 The only way in which any organisation can know how it is performing is to have 

access to all the relevant data describing its performance in meeting the relevant 

legislation and regulatory and professional standards. As the inquiry into the 

practice of breast surgeon Dr Ian Patterson noted: ‘it is important to recognise that 

the collection of data and information is insufficient alone to prevent what has been 

described here. It is how information is analysed and used, and then made 

available to the public, which determines its value. Managers and those charged 

with governance do not always interrogate data well, but instead seem to look for 

patterns which reassure rather than disturb.’34 

 

6.24 The Review Team therefore considered the range of data collated by the Trust, 

how it was analysed, and how it was used by the Trust to monitor and review 

performance with particular reference to MAH.  

                                                           
34

 The report of the Independent Inquiry into the issues raised by Paterson, Page 2 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment data/file/863211/issues-raised-by-
paterson-independent-inquiry-report-web-accessible.pdf 
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6.25 The Trust had a number of systems in place to record and monitor adverse 

incidents, serious adverse incidents, and complaints as part of its risk 

management strategy. Risk management involves the establishment of systems to 

understand, monitor, and minimise risks to patients and staff. It involves learning 

from mistakes/incidents in order to improve the quality of patient care and to inform 

staffing numbers and qualifications to ensure that patients’ needs are met. It is 

apparent that Governance and Core Group meetings at MAH regularly had access 

to a wide range of data (see Para 6.83). 
 

6.26 MAH was also monitored by its regulator, the RQIA, which over the course of its 

inspections, collated significant information on practice within wards and also 

acquired verbal feedback from patients and staff.  The scale of the significant 

concerns revealed by the CCTV footage (2017) or the Ennis investigation 

(2012/13) was not identified through inspections. Regulators, such as senior 

managers, rely on the information provided to them as well as what they can 

reasonably be expected to identify in the course of inspection activities.  

 

6.27 A relevant backdrop to how information was divulged is provided by the A Way to 

Go report. It noted that it, ‘was advised of the presence of staff who are related at 

the Hospital, including families who have worked there for generations. Also, since 

some staff are very comfortable in each other’s presence…the likelihood of peer 

challenge is constrained// There’s an awful lot of nepotism at Muckamore… the 

primary loyalties of people who are related or in intimate relationships are unlikely 

to be to the patients. There was no reference to conflict of interest declarations in 

any file.’35  

 

6.28 Learning from mistakes or near-misses requires staff to be open to a review of 

their practice and to be willing to challenge when they observe concerning 
                                                           
35

 Op. Cit Para. 32, Page 13 
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professional practices. From the Ennis Report (2013) and the CCTV footage it is 

apparent that the challenge function was generally not evident among the staff 

team. In respect of the Ennis complaints, the verbal and physical abuse of patients 

was not raised by ward staff but rather staff from a private provider who were 

working on the ward to prepare a number of patients for discharge to their facility. 

Similarly, the very significant number of alleged assaults on patients captured on 

CCTV footage which, to date, has resulted in seven members of staff being 

reported to the PPS by the PSNI, 59 have been placed on temporary suspension, 

with a further 47 staff working under supervision. The nature and scale of events 

were not brought to the Trust’s attention by MAH staff.  
 

6.29 The Trust had corporate and clinical/professional arrangements in place. The 

Review Team concluded however, that the nature of the hospital as somewhat of a 

place apart from the mainstream of the Trust’s hospital services, together with 

ongoing issues around its future, meant that staff loyalties were with their 

colleagues rather than the patients or their employer. There is also no indication 

from the records examined that staff from different professional groups were 

voicing concerns about the level or the nature of adverse incidents, serious 

adverse incidents, complaints, or the issues likely to be associated with staffing 

deficits and limited behavioural supports for patients.  

 

6.30 In conclusion, governance structures were in place at Board and Trust level to 

enable the Trust to assure itself of the quality of the services it provided at MAH. 

The next section considers governance specific issues. 

 

 Clinical and Professional Governance  
 

6.31 Clinical governance is ‘a system through which NHS organisations are 

accountable for continuously improving the quality of their services and 

safeguarding high standards of care by creating an environment in which 
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excellence in clinical care will flourish.’36  It covers activities which help sustain 

and improve high standards of patient care. Clinical governance is a means of 

reassuring the public that the care they receive within the health and social care 

system is of the highest standard. 

 

6.32 Clinical governance is often thought of in terms of the following seven constructs: 

 
 

6.33 The British Medical Journal definition of clinical governance: ‘In short, it's doing 

the right thing, at the right time, by the right person - the application of the best 

evidence to a patient's problem, in the way the patient wishes, by an 

appropriately trained and resourced individual or team. But that's not all - that 

individual or team must work within an organisation that is accountable for the 

actions of its staff, values its staff (appraises and develops them), minimises 

risks, and learns from good practice, and indeed mistakes.’37 

                                                           
36

 Scally G and Donaldson LJ (1998) Clinical governance and the drive for quality improvement in the new NHS in 
England. British Medical Journal 317(7150) 4 July pp.61-65 
37

 BMJ 2005;330:s254 https://www.bmj.com/content/330/7506/s254.3 
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6.34 As noted in Para. 6.6 the Health and Personal Social Services (Quality, 

Improvement, and Regulation) (Northern Ireland) Order 2003 confers a statutory 

duty of quality on each health and social care organisation in Northern Ireland. 

Clinical governance is a means by which the duty of quality can be achieved for 

service users of health and social care services in Northern Ireland. Clinical 

governance ‘aims to shift the performance of all health organisations closer to the 

standards of the best. It hopes to reduce unjustifiable variations in quality of care 

provided (in terms of outcomes, access and appropriateness.’38 

 

6.35 In 2012, The King’s Fund set out three lines of defence ‘in the battle against 

serious quality failures in healthcare:’39  

 

- frontline professionals, both clinical and managerial, who deal directly with 

patients, carers, and the public and are responsible for their own 

professional conduct and continued competence and for the quality of the 

care that they provide; 

- the Boards and senior leaders of healthcare providers responsible for 

ensuring the quality of care being delivered by their organisations who are 

ultimately accountable when things go wrong; and 

 

- the structure and systems that are external, usually at a national level, for 

assuring the public about the quality of care. 

 

6.36 The legislative framework within which the health and social care structures 

operates is the Health and Social Care (Reform) Act (Northern Ireland) 2009. The 

roles and functions of the various health and social care bodies and the systems 

that govern their relationship with each other and the Department, alongside the 
                                                           
38

 Clinical Governance in the UK NHS. DFID Health System Resource Centre 
https://assets.publishing.service.gov.uk/media/57a08d59ed915d622c001935/Clinical-governance-in-the-UK-NHS.pdf 
39

 The King's Fund (2012), Preparing for the Francis report: How to assure quality in the NHS, [online], accessed September 
2019.  https://1vju531mjrgz2givvt3vgvrr-wpengine.netdna-ssl.com/wp-content/uploads/2019/10/MPAF WEB.pdf 
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roles and responsibilities devolved from the Department, which are taken forward 

on behalf of the Department by the PHA/HSCB are set out in the Health and 

Social Care Assurance Framework (2011). 

 

6.37 Service Frameworks set out the standards of care that individuals, their carers, 

and wider family can expect to receive from the HSC system. The standards set 

out in a service framework reflect the agreed way of providing care by providing a 

common understanding of what HSC providers and users can expect to provide 

and receive.  

 

6.38 The Belfast Trust’s Assurance Framework sets out the roles and responsibilities 

of the Executive Team in ensuring that effective governance arrangements are in 

place within their areas of responsibility. Key elements of professional, clinical, 

and social care governance are identified within the roles of the:  

 

- Executive Director of Nursing and User Experience who is responsible 

for advising the Trust Board and Chief Executive on all issues relating to 

nursing and midwifery policy as well as statutory and regulatory 

requirements. The post holder is also responsible for providing 

professional leadership and ensuring high standards of nursing, midwifery, 

and patient client experience in all aspects of the service. In addition to 

other responsibilities the post holder also holds professional responsibility 

for all Allied Health Professions; 

 

- Director of Social Work who is responsible for ensuring the effective 

discharge of statutory functions across all social care services; reporting 

directly to the Trust Board on the discharge of these functions. The post 

holder is also responsible for providing leadership and ensuring high 

standards of practice to meet regulatory requirements for the social work 

and social workforce; 
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- Medical Director who is responsible for advising the Trust Board and 

Chief Executive on all issues relating to professional policy, statutory 

requirements, professional practice, and medical workforce requirements. 

The post holder is also responsible for ensuring that the Trust discharges 

its delegated statutory medical functions, alongside providing professional 

leadership and direction. 
 

6.39 There is also a service framework pertinent to the services provided at MAH 

which applies to all those working with patients namely, the Service Framework 

for Learning Disability published in 2013 and revised in 2015. ‘This Framework 

aims to improve the health and wellbeing of people with a learning disability, their 

carers and families, by promoting social inclusion, reducing inequalities in health 

and social wellbeing and improving the quality of health and social care services, 

especially supporting those most vulnerable in our society.’40 

 

6.40 Professional Governance Frameworks are underpinned by legislation and a 

range of standards and policies set by the Department of Health alongside 

standards set by professional regulators. A robust assurance framework provides 

clarity about professional responsibility and evidence that structures and 

processes are in place to provide the right level of scrutiny and assurance across 

the professions. 

 
6.41 Since its formation in 2007 the Belfast Trust has had in place a structure to 

support the Executive Directors of Nursing, Social Work, and Medicine to provide 

assurance to the Chief Executive, Executive Management Team, and the Trust 

Board. Muckamore Abbey Hospital is medically led by a Clinical Director. The 

largest workforce on site is drawn from the nursing profession and healthcare 

assistants. There was a small social work team and a number of Allied Health 
                                                           
40

 Ministerial Foreword, Service Framework for Learning Disability, https://www.health-
ni.gov.uk/sites/default/files/publications/dhssps/service-framework-for-learning-disability-full-document.pdf 
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Professionals based at the hospital. Although MAH is a hospital and is led as 

such by medical personnel, the day-to-day operation of MAH was in practice left 

to nurse managers and their staff. The following section therefore focuses 

strongly on the governance arrangements within nursing, which also 

encompasses healthcare assistants (see Para 6.38). 

  

6.42 The Review Team examined the systems and information established by the 

Belfast Trust to enable it to ensure that patients in MAH were receiving high 

quality, safe, and effective care. The Trust organisational structure in 2012/13 

comprised a Central Nursing and Midwifery Team which was  led by the 

Executive Director of Nursing comprised Co-Directors and Associate Directors of 

Nursing. The Co-Directors were full time members of the Central Nursing and 

Midwifery Team fulfilling a pan-Trust professional role in respect of the nursing 

and midwifery workforce, nursing education, and governance. The Associate 

Directors of Nursing held managerial roles within the Directorates of the Trust. It 

was envisaged that they would dedicate 70% of their time to their Directorate role 

and 30% to their professional role as Associate Directors of Nursing.  

 

6.43 This structure remained in place until 2016/17 when it changed following a review 

by the HSC Leadership Centre, commissioned to assess the effectiveness of the 

Associate Director role in providing professional assurance to the Executive 

Director Nursing.  It introduced Divisional Nurses who had no operational 

responsibilities. They were appointed into leadership roles to provide nursing and 

midwifery assurance to the Directorate and Executive Director of Nursing.  

 

6.44 The Executive Director of Nursing met formally on a monthly basis with Co-

Directors and senior nurse leaders. The meeting provided regular reports from 

Divisional Nurses on nursing and midwifery practice, workforce issues, 

regulation, and any other issues of concern. Since 2016 reports focused on three 

key areas namely:  
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- patient, quality and safety; 

- patient experience; and  

- professional nursing. 

 

Nurses in Difficulty meetings were held quarterly and were chaired by the 

Executive Director of Nursing. These meetings were attended by Divisional 

Nurses and provided an opportunity for the Executive Director of Nursing to 

discuss, advise, and seek assurance that all follow-up actions to ensure onward 

referral to the regulator or internal capability processes had been taken forward.  

 

6.45 Directors of Nursing, according to A Partnership for Care, Northern Ireland 

Strategy for Nursing and Midwifery (2010-2015), were required to be proactive in 

identifying future nursing workforce requirements. The Executive Director of 

Nursing in a Trust is also responsible for advising the Trust Board and its Chief 

Executive on all issues relating to nursing workforce requirements. On a bi-

monthly basis the Executive Director of Nursing held a Nursing and Midwifery 

Workforce Steering Group. This group comprised senior nurse leaders, the Co-

Director for Workforce and Education, and a representative from HR, Finance, and 

staff-side organisations. This meeting addressed all workforce issues relating to 

nursing and produced a workforce trends analysis. 

  

6.46 In addition to the Workforce Steering Group meetings, the Trust had processes in 

place to provide assurance to the Executive Director of Nursing on all issues 

relating to the nursing workforce requirements in MAH. Learning Disability Nursing 

workforce issues were discussed regularly at the senior nurse meetings which 

were held on a monthly basis in MAH and at the Core Group meetings chaired by 

the Co-Director for Learning Disability services. Discussion also took place at 

Divisional Nurse meetings chaired by the Executive Director of Nursing. 

 

Exhibit 2
MAHI - STM - 277 - 125



   

 

41 

 

6.47 During the period under review, professional nursing governance arrangements 

existed within MAH, as indicated by the previously noted senior nurse meetings, 

which took place on a monthly basis. Those in attendance included senior nurse 

managers, ward managers, and the nurse development lead. Additionally, there 

was a Professional Senior Nurse Forum. These meetings were chaired by the 

Service Manager for Hospital Services and included senior managers from MAH 

and the Directorate along with the Nurse Development Lead. The agenda for these 

meetings focused on nurse-sensitive indicators including supervision, appraisal, 

and mentorship along with training, education, and staff development.  

 

6.48 The Nursing and Midwifery Council (NMC) sets the standards of practice and 

behaviour applicable to all registered nurses. These standards are outlined in the 

Code (2015).41 They are a means to promote safe and effective practice.  

 

6.49 The commitment to professional standards is fundamental to nursing and 

reinforces professionalism. As such all nurses and healthcare assistants in MAH 

are required to: 

 

-  prioritise people; 

-  practice effectively; 

-  preserve safety; and 

-  promote professionalism and trust. 

 

6.50 The NMC Code established a common standard of practice for all those on its 

register. Guidance to nurses was also provided by the Northern Ireland Practice 

Education Council for Nursing and Midwifery (NIPEC) as professionally they 

continued to be accountable for the tasks delegated by them to healthcare 

assistants. Nurses are required to ensure that delegated tasks are completed to a 

                                                           
41

 The Code: Professional Standards of Practice and Behaviour for nurses, midwives and nursing associated, NMC,   
https://www.nmc.org.uk/globalassets/sitedocuments/nmc-publications/nmc-code.pdf 
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satisfactory standard.42  The framework supports the healthcare staff in becoming 

competent to complete delegated record keeping on the care they have provided 

and maintaining these records. 

 

6.51 Standards for Nursing Assistants employed by HSC Trusts published by the 

Department In February 2018 apply to all healthcare assistants. This document 

recognised that nursing assistants ‘are an essential part of the healthcare team. 

They provide a vital role supporting the registered nursing workforce to deliver high 

quality nursing care.’43 In MAH it was apparent that at times healthcare assistants 

made up a greater proportion of staff on wards due to the difficulties experienced 

in recruiting and maintaining an adequate number of nursing staff. This matter is 

discussed further in paragraph 6.96. 
 

6.52 The Trust collated and analysed a range of information as a means to identify 

nursing concerns. The Review Team considered the Trust’s wide range of 

information, along with the minutes of professional and operational management 

meetings. The key sources of information were: 

  

-   Professional Governance Frameworks; 

-    RQIA Inspection findings; 

-    Nurses in Difficulty reports; 

-    Risk Registers; 

-    Vulnerable Adult reporting; 

-    Use of Physical Intervention; 

-    Quality Improvement Plans; 

-    Key Performance Indicators; 

                                                           
42

 Support Resources for Record Keeping Practice Framework for Nursing Assistants. NIPEC 
https://nipec.hscni.net/download/projects/previous work/highstandards practice/record keeping practice framework for n
ursing-Assistants/SUPPORT-RESOURCE-NA-Framework-Final.pdf 
43

 Standards for Nursing Assistants employed by HSC Trusts. Foreword, 

https://nipec.hscni.net/download/professional information/resource section/nursing assistants/standards-for-nursing-

assistants.pdf 
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-    Commissioned Education; 

-    Staff absence management and recruitment; 

-    Professional Nursing Reports; and 

-    Alerts or issues for escalation.   

 

6.53 Since its formation in 2007 the Trust’s Model of Governance has been an 

integrated approach where clinical and wider organisational risks are managed 

within a single integrated Assurance Framework. Key elements of clinical 

governance include: 

 

- clinical audit and research;  

- incident reporting;  

- education and training;  

- supervision and appraisal; and  

- the adoption of evidence-based practice to ensure safe and effective care. 

 

Arrangements are also in place within the Trust for the management of 

professional concerns about nurses and midwives. Issues relating to healthcare 

assistants were dealt with through line management arrangements.   

 

6.54 Capacity for the integration of professional governance into the Directorate’s 

governance arrangements was evidenced in the regular multidisciplinary meetings 

convened by the Trust’s Co-Director who had a social work background and 

comprised the Clinical Medical Director, the Nursing Service Manager, and the 

Service Improvement and Governance manager at MAH. Attendance by other 

professionals or Operational Managers was dictated by the agenda for each 

meeting. 

 

6.55 The nursing governance arrangements within the Trust were deemed fit for 

purpose by the Review Team on its examination of processes and the information 
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detailed above. The Review Team was however concerned that the effectiveness 

of these governance arrangements was undermined by ongoing staffing issues at 

MAH. 

 

6.56 Professional Accountability for medicine arrangements were outlined as follows: 

  

‘All substantive doctors including consultants are accountable via the line 

management structure. That is to the Service Manager/Co-Director. Professionally 

they are accountable via the medical line management structure which is Clinical 

Lead to Clinical Director to Associate Medical Director to Medical Director. Where 

concerns are raised about medical staff these concerns are shared by the Clinical 

Director with the Associate Medical Director and are managed using Maintaining 

High Professional Standards Guidance, a framework set out by the Department of 

Health in 2003. Where appropriate the Trust will also invoke the services of the 

National Clinical Assessment Service.’ 

 

6.57 The Review Team had no access to medical workforce data. A review of senior 

staff meetings referenced however, a range of the workforce issues faced by the 

medical team on site. Between 2012 and 2016, minutes of the Core Group 

meetings highlight issues regarding the medical team’s ability and capacity to 

provide 24-hour cover at the hospital. There were efforts over an extended period 

of time to commission GP services and a GP out-of-hours service. Concerns were 

also noted about the ability of on-call doctors to complete the admission criteria 

assessment. A GP out-of-hour service was commissioned in November 2013. 

 

6.58 Consultant medical staff shortages were also evident and were raised frequently 

by the Clinical Director at Core Group meetings. The management of sickness 

absence among medical staff was also difficult. Records indicate that locum cover 

was hard to secure.  
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6.59 In July 2103 the Clinical Director wrote to the HSC Board to secure additional 

consultant sessions. The resettlement assessment process placed additional 

demands on medical staff and the Review Team noted ongoing concerns 

expressed by the Clinical Director about patient safety resulting from the mix of 

patients on some wards and the consequent demands placed upon medical staff. 

 

6.60 Nursing staff advised of some difficulties in securing timely access to medical 

review once an episode of seclusion was activated. There were also difficulties in 

securing Multidisciplinary Team (MDT) input into comprehensive risk 

assessments. 

 

6.61 In respect of social work since 1994 Executive Directors of Social Work in Trusts 

and Boards have been required to hold a social work qualification and to be 

included on Trust Management Boards44. Arrangements for professional oversight 

are designed to ensure that statutory functions are discharged45 in accordance 

with the law and to relevant professional standards within a system of delegation. 

Executive Directors of Social Work are accountable to their Chief Executives for 

compliance with legislative requirements and for ensuring that systems, 

processes, and procedures are in place to effectively discharge statutory functions 

in respect of: 

 

- child care;  

- mental health services;  

- disability services,  

- community care; and  

- the social work and social care workforce. 

                                                           
44

 Health and Personal Social Services (Northern Ireland) Order, 1994 
45

Para. 1.2 CIRCULAR (OSS) 3/2015: ‘Relevant’ statutory functions, include all functions under the Adoption (NI) Order 1987; the 
Disabled Persons (NI) Act 1989; the Children (Northern Ireland) Order 1995 (with the exception of the Children’s Services Plan) 
and the Carers and Direct Payments Act (NI) 2002. Other relevant functions are specified under the Health and Personal Social 
Services (Northern Ireland) Order 1972; the Chronically Sick and Disabled Persons (NI) Act 1978 and the Mental Health (NI) 
Order 1986. 
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6.62 Executive Directors of Social Work have a number of specific areas of professional 

responsibility including:  

 

- professional governance;  

- standards and practice across all services for children, families and adults;  

- development of the social work workforce;  

- management and/or development of social work and social care services 

generally; and  

- oversight of statutory functions discharged by the HSC Trust.  

 

6.63 In addition to the aforementioned areas of professional responsibility, social 

workers also have a role in the general management of the HSC Trust, including 

sharing in corporate responsibility for policy making, decision making, and the 

development of the HSC Trust’s aims and objectives. 

 

6.64 HSC Trusts are accountable to the DoH through the HSC Board for their 

performance which includes accountability for the discharge of delegated statutory 

functions. Schemes of Delegation of Statutory Functions46, which are documents 

sealed by the Department, the HSC Board, and each HSC Trust, provide a specific 

legal mechanism to monitor and report on the discharge of statutory functions on 

an annual basis. The Scheme of Delegation requires that there are unbroken lines 

of professional accountability from frontline social work practice in HSC Trusts 

through the HSC Board to the Chief Social Services Officer (CSSO) and ultimately 

to the Health Minister. 

 

6.65 Paragraph 3.1 of Circular (OSS) 4.15 clarifies that: ‘Accountability is a key element 

in the discharge of Delegated Statutory Functions (DSF). The Department, as the 

parent sponsor body of the HSCB and Trusts, carries ultimate responsibility for the 
                                                           
46

 CIRCULAR (OSS) 4/2015: Statutory Functions – Professional Oversight 
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performance of these organisations, including the discharge of DSFs within a 

system of delegation. This responsibility is not transferable to any other body.’ 

Paragraph 3.2 also notes that, ‘responsibility for the performance of the HSCB and 

Trusts in respect of DSFs rests fully with each organisation’s Accounting Officer 

who is required to account for this as part of the formal Assurance and 

Accountability processes between the Department and its ALBs [Arms Length 

Bodies].’ 

 

6.66 All social care workers and professional social workers receive supervision within 

the organisation. A Supervision Policy exists to inform practice. In unidisciplinary 

teams, professional social work supervision must be provided by professionally 

qualified senior social workers, ensuring opportunity to review an individual’s 

professional practice and accountability for the standard of his/her practice. Within 

integrated teams social workers received monthly supervision from their line 

managers. Where the manager was not a social worker, professional supervision 

was required from a social work manager on a three-monthly basis. Both 

managers were required to meet with the social worker to discuss operational and 

professional practice on a bi-annual basis. The Review Team was advised that 

audits relating to social work supervision were conducted. The audits did not 

confirm compliance with all aspects of the supervision policy, particularly in relation 

to the bi-annual meetings with managers. 

 

6.67 Audits were also conducted at MAH which were independently commissioned by 

the Trust.47 In respect of the deprivation of patients’ liberty this report found: ‘It is a 

major concern that aspects of the ‘key evidence base’ used to underpin these 

policies were out of date when the policy was written; e.g. NMC and NICE 

Guidelines.’ The audit found that the Seclusion policy ‘should have been reviewed 

in November 2016 and this was not completed.’ The Review Team noted that the 

draft DHSSPS guidance on Restraint and Seclusion had not been used to inform 
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 Cannon F. & Barr O, Report of Independent Assurance Team Muckamore Abbey Hospital, June 2018 
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Trust policies in these areas.48 The Review Team noted that the Southern HSC 

Trust had used the draft guidance to inform its policy. The DHSSPS draft guidance 

contained helpful advice on: patients’ rights; training; and monitoring. It is 

unfortunate that final guidance was not provided by the Department.  

 

6.68 Arrangements were in place to promote social work practice across client groups. 

The Executive Director of Social Work chaired the Trust’s Adult Safeguarding 

committee which was established in 2015, although managerially he did not have 

responsibility for this client group until June 2016 when the Trust as a cost 

improvement measure removed a number of senior management posts at 

headquarters and MAH levels.  

 

6.69 The Adult Safeguarding committee was modelled on child protection arrangements 

which were well established within the Trust and provided a model for improving 

safeguarding arrangements for vulnerable adults. A Professional Social Work 

Forum was also in place within the Trust prior to 2012. Managers at Grade 8B and 

above, attended by the Trust’s social work governance lead, chaired the forum 

which addressed professional development and performance across the Trust. 

The 8B staff member with responsibility for social work services at MAH also 

attended the Professional Forum.  The Trust’s Safeguarding Specialist attended 

this Forum, at times, to provide updates on adult safeguarding issues. 

 

6.70 There was an unbroken professional line from the frontline social worker to the 

Trust’s Executive Director of Social Work as required legislatively. There were 

however, insufficient numbers of social workers at MAH to provide a service to all 

wards or to have the time to visit the wards regularly thereby acquiring an overview 

of patient care and treatment.  
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 Human Rights Working Group on Restraint and Seclusion: Guidance on Restraint and Seclusion in Health and Personal Social 
Services, August 2005 
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a. Audit 
 

6.73 During the period covered by the Review, 2012 - 2017, the Trust held bi-monthly 

Mental Health and Learning Disability Audit meetings. It was intended that the 

agenda for these meetings would be informed by two audit forums, one 

representing Learning Disability, the other Mental Health. From 2012 to 2015 a 

total of 14 audits were completed: 

 

- six audits - led by medical staff; 

- five audits - led by an Occupational Therapists; 

- one audit - led by a forensic Psychologist; 

- one audit - led by a safeguarding officer who was a social worker; and  

- one audit - led by a resource nurse. 

 

6.74 Audit activity undertaken by nursing staff outside the formal clinical audit cycle was 

not noted in minutes of professional nursing meetings but referenced in RQIA 

reports. These audits are inclusive of Nursing Care Plans, risk assessments, and 

behaviour support plans. 

 

6.75 Minutes from the Audit meetings show that they were poorly attended, and that 

Mental Health dominated audit topics. Staff representing Learning Disability 

services frequently acknowledged difficulty in engaging staff to gather data. 

Completed audits often failed to produce Action Plans capable of providing future 

measurements to demonstrate improvement and impact over time. During 2014 

the Audit Forum for Learning Disability was stood down due to poor attendance 

and engagement. It subsequently merged into a single forum with Mental Health. 

 

6.76 At a subsequent Governance meeting chaired by the Co-Director for Learning 

Disability, it was acknowledged that the lack of engagement and the failure to 
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contribute to the prioritisation of audit topics was a missed opportunity to address 

areas of concern within learning disability services.  
 
b.      KPIs 

 
6.77 Key Performance Indicators (KPIs) are measurable indicators that demonstrate 

progress towards a specific target. They are essential in order to drive 

improvements in safety, efficiency, quality, and effectiveness as well as evaluating 

performance. During the period under review there were a number of KPIs against 

which nursing care at MAH was monitored. These were corporate KPIs used 

across all care settings. There were no person-centred or care specific KPIs for 

inpatient learning disability services. Additional performance indicators were 

identified by learning disability staff. These included nursing supervision, appraisal, 

mandatory training, and workforce. 

 

6.78 The Trust also used NICE Guideline (NG11)49 which were published and endorsed 

by the Department of Health in 2015. NICE guidelines are accepted as best 

practice. These guidelines cover interventions and support for adults with a 

learning disability and behaviour that challenges.  

 

6.79 Workforce Steering Group minutes indicate that in 2015, MAH was progressing 

through The Quality Network National Peer Review. This is a standards-based 

quality network that facilitates the sharing of good practice. At the same time 

efforts were being made to introduce ward-based outcome measurement tools. 

 

6.80 In January 2016 there was an agreement between senior nursing staff that the 

hospital should sign up to the Restraint Reduction Network50. The Network exists 

to support organisations to reduce reliance on restrictive practices. 

                                                           
49

 https://www.nice.org.uk/guidance/ng11 
50

 Restraint Reduction Network @THERRNETWORK  
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6.81 During the period under review the Trust achieved a high rate of compliance with 

the Corporate Nursing KPIs. This is reported in the annual report of the Director of 

Nursing on the Key Challenges and Achievements which are reported to the Trust 

Board on an annual basis. 

 

6.82 The Standards for supervision in nursing were met with exceptions recorded for 

some Bank and Agency staff. These reports were presented annually to the Trust 

Board and sent to the Chief Nursing Officer. 

 

6.83 Data pertaining to vulnerable adults, physical intervention, restraint, and seclusion 

was collected and discussed generally on a fortnightly basis at Governance and 

Core Group meetings. There was no evidence of an analysis of the data or the 

production of trend data. At times it was noted that staffing levels, the admission of 

a new patient, or ward changes impacted upon the number of incidents recorded. 

There was no evidence that the information collated was used in a proactive 

manner to address factors known to relate to challenging behaviours on wards. 

There was also no reference to measurement of compliance with the NICE 

Guidelines in the documentation provided to the Review Team. The failure to use 

information to affect changes in practice led, in the opinion of the Review Team, to 

the over-use and misuse of physical intervention, restraint, and seclusion as found 

in the A Way to Go report (November 2018).  

 

6.84 Regular audits of Nursing Care Plans, Risk Assessments, and Behaviour Support 

were not discussed at professional or operational meetings. Those topics were 

however, subsequently introduced into these meetings as part of findings 

emerging from RQIA inspections. Routine audit findings were not evident in any of 

the documentation examined by the Review Team.  

 

6.85 The A Way to Go Report considered 61 RQIA reports and found that, ‘the RQIA 

inspection reports and Patient experience interviews do not provide a single 
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overview of Muckamore Abbey Hospital. They present dispersed and sequential 

information about individual wards and the observations of some patients.’ It 

further noted that, ‘it is difficult to draw conclusions from 61 narrative texts and 

hundreds of recommendations, the process would reveal more about repeated 

recommendations than in understanding the Hospital as a whole, its contexts and 

the explanatory frameworks of involved parties than about ways of abating or 

controlling abuse and harm.’51 RQIA reports, audit reports, and an ongoing 

analysis of the range of data collected by the Trust provided professional leads 

with the opportunities to work preventatively rather than reactively to events at 

MAH. One manager described to the Review Team ‘a sensation of always fire 

fighting’ at MAH. 

 

6.86 Senior nursing staff advised the Review Team that Care Plans were often 

incomplete and activity records at various times were poor. From the 

documentation available to the Review Team it was unclear whether the Quality 

Network National Peer Review initiative was pursued to completion (see Para 

6.75). 

 

6.87 Membership of the Restraint Reduction Network was to be discussed at the Core 

Meeting in Feb 2016. The Review Team found no reference to this discussion or 

that membership was ever taken up. It is clear however, from the A Way to Go 

report that in 2018 restraint, physical interventions, and seclusions were still being 

used extensively. It commented: ‘Three other [RQIA] reports noted the marked 

absence of an agreed, consistent, proactive behavioural management 

strategy…physical environment not conducive to the patients’ needs, particularly 

concerning noise levels…the importance of developing and implementing a 

system of governance to ensure that incidents that result in the use of physical 

intervention, seclusion or PRN administration are comprehensively reviewed.’ 52 

References to boredom, the environment, and/or the absence of proactive 
                                                           
51

 A Way to Go, December 2018, par. 7 - 8, Pages 7 - 8 
52

 Ibid, Para. 95, Page 29 
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behavioural support strategies were regularly noted when incident data were 

reviewed. Yet the information did not inform revised ways of working with patients 

with complex and/or challenging needs. 

 

c.    Statutory Functions Reporting  
 

6.88 The Review Team reviewed the Trust’s Discharge of Statutory Functions (DSF) 

Reports from 2012 to 2017. The legal significance of these reports has been set 

out in paragraphs 6.58 and 6.59. The reports were largely repetitive and gave little 

sense of the extent of compliance with statutory functions. A Safeguarding Report 

was provided separately from the Discharge of Statutory Functions Reports. 

Despite repeated requests the Review Team did not receive copies of these 

associated reports.  
 

6.89 The DSF Reports gave no specific details about how statutory duties under the 

Mental Health Order 1986 were discharged. Article 121 of the Order addresses the 

ill-treatment of patients.53  The Review Team considered the absence of 

information on DSF Reports providing assurances on the treatment of patients to 

be an omission. The DSF Reports did not report to the HSC Board on the Ennis 

Report, on its conclusions, or how recommendations were being taken forward. 

The 2014 DSF report did not report on approval for the installation of CCTV at 

three wards in MAH to improve safeguarding arrangements. Neither was the 

subsequent installation of CCTV during July 2015 reported. 

 
                                                           
53

 Mental Health Order 1986, Ill-treatment of patients 
121.—(1) Any person who, being an officer on the staff of or otherwise employed in a hospital, private hospital or nursing 

home or being a member of the[F1 Board or a director of the [F2HSC trust] managing] a hospital, or a person carrying on a 
private hospital or nursing home — 
(a)ill-treats or wilfully neglects a patient for the time being receiving treatment for mental disorder as an in-patient in that 
hospital or nursing home; or 
(b)ill-treats or wilfully neglects, on the premises of which the hospital or nursing home forms part, a patient for the time being 
receiving such treatment there as an out-patient, 

shall be guilty of an offence. 
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6.90 The Review Team was informed that during the period of its review there had been 

discussion about altering the structure of the DSF Reports due to their 

repetitiveness. The view then was that the DSF Reports needed in the future to be 

a more outcome-focused reporting system. In the absence of a new DSF structure, 

reporting continued to lack specificity. 

 

6.91 The HSC Board met annually with Belfast HSC Trust to review its DSF report. The 

Review Team had access to extracts of reports from the HSC Board to the Trust. 

Comments regarding MAH related to missing resettlement targets. The emphasis 

on resettlement is a recurrent theme in the management of MAH, at times to the 

detriment of the core hospital and the quality of patient care (see Para 5.21). There 

was no information in DSF Reports regarding the uncertainty about the hospital’s 

future which was causing problems in staff recruitment and retention. The 

associated issues surrounding the use of bank and agency staff and the 

implications for the quality and continuity of care for patients was not evident in 

DSF reports. 

 

6.92 As currently structured and reported upon, the DSF Reports examined by the 

Review Team did not provide sufficient assurances about the discharge of 

statutory functions as they related to learning disabled patients. 

 
d.   Workforce Planning 

 

6.93 From the Review Team’s examination of minutes and discussions with senior 

nursing staff it is evident that nursing staff shortages were directly impacting on the 

hospital’s ability to provide safe and effective care. In March 2012 this was 

deemed to be a red risk and was added to the hospitals risk register. Minutes of 

the monthly Senior Nurse meetings held in 2012 - 2017 make frequent reference 

to:  
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- staffing at crisis level; 

- staff working excessive hours; 

- high reliance on bank and agency staff; 

- qualified staff not being in place;  

- high levels of sickness absences; 

- poor staff morale; 

- high levels of staff turnover; 

- early ward closures designed to relieve staffing pressures; 

- staffing deficits recorded on the Datix information system; 

- day care activities restricted for patients to maintain safe staffing levels on 

wards; and 

- the increase of adult safeguarding incidents which was attributed to staff 

shortages.   

 

6.94 RQIA inspection reports also reported on staff shortages and resulted in a number 

of whistle-blowing concerns being raised with RQIA during the period under 

review. The Review Team did not have access to workforce plans or 

documentation identifying safe or minimum staffing levels and associated skill mix 

ratios for years 2012 - 2017.  Senior nursing staff did report the use of the Telford 

assessment tool but recognised that this did not take into account the complexity 

and acuity of patient needs. Nonetheless there is no evidence in any of the 

documentation reviewed of any systematically applied objective assessment of 

staffing needs across the hospital. The A Way to Go Report also noted that ‘the 

appropriate complement of staff for the wards remains unclear.’ 

 

6.95 Short term workforce planning resulted in the recruitment of staff on temporary 

contracts, reflecting the assumption that the required staffing establishment would 

be exceeded post resettlement. This strategy was in place from 2012-2016. This 

approach to staffing resulted in high levels of staff turnover and recruitment 

difficulties. A competitive recruitment market to establish a new community 
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infrastructure further compounded the downward trend in staff retention. This was 

matched with the absence of a career development framework. This resulted in 

Learning Disability Nurses leaving the service to train as Health Visitors. 

 

6.96 Failures in recruitment resulted in changes to skill mix on wards. The Director of 

Nursing advised the Review Team that she believed the skill mix at its lowest was 

40:60.  The Service Manager advised the Review Team that on some wards the 

skill mix was as low as 20:80 making it difficult to ensure that there was more than 

one registrant on the ward at any given time. The Review Team noted that 

healthcare assistants rather than nurses dominated staffing on some wards. The 

Review Team considered this ratio to be material in determining the quality of 

professional oversight available over the 24/7 work roster.  
 

6.97 The Review Team was advised by the Director of Nursing that she was not 

assured that the staffing ratios were sufficient to provide safe and effective care. 

She issued a directive stating the need for a minimum of at least two registrants 

per shift. When interviewed she advised the Review Team that she believed 

current ratios and the skill mix were not an accurate reflection of the acuity of the 

remaining patients. This will undoubtedly result in poorer outcomes for patients 

and inhibit nursing innovation and improvement. The Review Team noted that the 

Director of Nursing was not the financial budget holder for the nursing workforce. 
 

6.98 Throughout the period under review there was clear evidence of recurrent 

recruitment drives for staff at MAH. The regional challenges associated with 

recruiting Registered Learning Disability Nurses was noted by the Review Team. 

The Trust’s investment in supporting staff to undertake the Specialist Practitioner 

programme was also noted. The staffing crisis meant that those specialist staff 

were needed to meet the core staffing needs of the wards. Their skills and 

expertise were not therefore available to use in developing and supporting person-

centred nurse developments. 
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6.99 The uptake of training was also adversely affected by staffing shortages. During a 

2017 Listening Exercise the Trust found ‘cancelled training sessions resulting in 

poor compliance with mandatory training updates.’ The Review Team considered 

that the high vacancy and turnover rates also impacted upon the Trust’s ability to 

develop staff to meet new and emerging best practice developments. 

 

6.100 An examination of correspondence between the ward Sister of Ennis and her line 

manager confirmed that on a number of occasions the level of staff available on 

the ward and their skill set was, in her opinion, inadequate to meet the needs of 

patients or to progress the resettlement agenda. The issue of staffing numbers had 

been placed on the Learning Disability Services’ Risk Register during the 

Spring/Summer of 2012 as a high risk. Yet this risk was not placed on the Trust’s 

Corporate Risk Register as per the Trust’s policy. 

 

6.101 Immediately after the Ennis complaint (November 2012) came to light the 

Executive Director of Nursing asked a Co- Director of Nursing with a Trust-wide 

remit for nursing workforce and education to work in support of the Service 

Manager and to provide assurance to its Executive Team on the Ennis 

Investigation. This staff member had regular supervision with the Director of 

Nursing throughout this deployment. An assessment of nursing within the Ennis 

Ward was undertaken. This assessment identified a number of shortcomings 

around matters which included:  

 

- staff induction;  

- the student learning environment;  

- staffing;  

- care planning; and  

- monitoring.  
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A number of improvements were put in place which included enhanced staffing, 

staff appraisal, and training while remedial action was taken to improve the ward 

environment. 

 

6.102 While there was an agreed formula (The Telford Formula) to determine staffing 

levels in learning disability hospitals, it is evident from documentation considered 

by the MAH Review Team that there were ongoing issues relating to the adequacy 

of staffing numbers and qualifications. CCTV footage showed patients being 

harmed by staff in the Psychiatric Intensive Care Unit (PICU), which had the 

highest staffing levels and ratios of qualified staff. Yet no safeguarding referrals 

were made and no members of staff spoke out.54 There is therefore no 

straightforward linkage between staffing levels and abuse. That being said, over-

stretched and tired staff are more likely to be less resilient when dealing with 

patients with complex and/or challenging needs.  

 

6.103 Inspection reports from RQIA and minutes of senior staff meetings confirmed that 

the hospital was operating without the full range or availability of a multidisciplinary 

team (MDT). In 2012 it was reported that the hospital had: 

 

- no Occupational Therapists;  

- only 1.5 whole time equivalent (WTE) Speech and Language Therapists 

based in Day Care;  

- 0.5 WTE Dietician,  

- one psychologist;   

- two WTE Physiotherapists, which was subsequently reduced to 1.5 WTE 

to meet cost improvement targets.  

 

In addition there were three social workers and a small number of behaviour 

support nurses or assistants. 
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 Op. Cit. par. 4, Page 4 
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6.104 Senior staff advised the Review Team that much of the focus of the MDT was 

directed to the resettlement wards. Psychology input was evident in PICU but 

efforts to secure funding to extend psychology services across the hospital were 

unsuccessful. The Review Team found that restricted access to psychology had a 

detrimental effect on the ability to develop, educate, and support nursing staff to 

deliver therapeutic interventions. The Review Team acknowledged the role of the 

Behaviour Support Service but noted that staff and RQIA both reported 

inconsistent availability of these staff, evidenced by patients’ behaviour 

management plans which were poorly documented. 

 

6.105 Minutes of senior nurse managers meetings recorded difficulties in accessing MDT 

input into comprehensive risk assessment.  

 

e.   Education Training and Continuing Professional Development 

 

6.106 The Trust has committed to building the capacity of its workforce through 

education, learning, and development with a range of clinical and leadership 

opportunities.55  An integral part of good governance is education, training, and 

continuing professional development activities for staff. These are also essential in 

enabling the Belfast HSC Trust to achieve its objective to deliver safe and effective 

care. Access to continuing professional development and leadership opportunities 

support the Trust’s ambition to become a leader in providing high quality care 

through a relentless focus on quality improvement. 
 

6.107 The Trust has in place structures and processes to support education training and 

induction for all staff including Health Care Assistants (HCAs). These are 

translated into functions within the HR Directorate and embedded in professional 
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 https://belfasttrust.hscni.net/working-for-us/staff-development/ 
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assurance structures. These structures include a Co-Director of Nursing for 

Education and Learning who is a member of the Central Nursing and Midwifery 

Team along with a senior nurse  for Nursing Research and Development. Similar 

arrangements are in place for the medical profession where a Deputy Medical 

Director is employed with responsibility for education and workforce issues. 

 

6.108 For social work the Trust employed a governance specialist at Director level with 

responsibility for the professional development of social workers and for wider 

governance assurances and policy developments in respect of social work and 

social care issues. By chairing a Professional Forum of social work managers at 

Level 8B and above, the Executive Director of Social Work was able to promote 

consistency of professional social work practice across all Directorates. This also 

provided an opportunity for updates on professional practice by, for example, input 

from the Trust’s safeguarding specialist.   

 

6.109 Professional regulators, such as the NMC, the General Medical Council (GMC), 

and the Northern Ireland Social Care Council (NISCC) also require Continuous 

Professional Development of their registrants. Professional development in the 

Trust must be offered to comply with such requirements. A wide range of 

Education Programmes and learning opportunities are available to staff which are 

accessed through Queen’s University Belfast, the Ulster University, the Open 

University, and a range of other providers such as the Royal Colleges, the Clinical 

Education Centre, and the Leadership Centre. 

 

6.110 Service led education commissioning for nurses in the Trust is translated into a 

learning needs analysis. This needs analysis is informed by: 

 

- individual review/appraisal;   

- incidents and accidents; 

- service developments; and 
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- professional developments and complaints. 

 

6.111 Additionally, education delivered by the Clinical Education Centre was also 

available to staff under a Service Level Agreement with the Trust. This education 

was provided under the auspices of full or half-day programmes, short courses, or 

bespoke education at the request of the Trust. 

 

6.112 The Belfast Trust has a long history of promoting and supporting Practice 

Development as a means of changing and improving practice. Much of this work is 

undertaken in partnership with the Ulster University. It is widely published and is 

recognised on an international level. Practice Development is seen as a complex 

intervention and one that embraces attitudinal and behavioural change. The 

ultimate purpose of practice development is the development of person-centred 

culture delivering safe and effective person-centred care.56   
 

6.113 Post-Registration Education Commissioning for nursing was a robust process 

undertaken on an annual basis. It is difficult from the information provided to 

discern what education was commissioned specific to staff at MAH as records 

refer only to Learning Disability. Trust records of commissioning requests between 

2012 and 2017 include a range of requested programmes: 

 

- the Management of Actual and Potential Physical Aggression (MAPPA) 

Training;  

- Developing Practice in Health Care;  

- Principles of Assessing People with Learning Disability and Mental Health 

problems; 

- Contemporary issues in Learning Disability;  

- Fundamentals in Forensic Healthcare; 

- Specialist Practitioner Learning Disability (2015 and 2016); and 
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 McCance T. & McCormack B. Person Centred Nursing: Theory and Practice, Wiley, 2010 
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- A range of RCN programmes to support the development of ward managers. 

 

6.114 The number of places requested was small with the exception of MAPPA Training 

which had approximately 50 places and the Specialist Practitioner Programme 

which had 12 places and required staff to be released from practice to study full 

time during the academic year.  

 

6.115 The Review Team commend the commissioning of the Specialist Practitioner 

programme and MAPPA training. The Review Team noted, however, that little 

priority was given to therapeutic, evidence-based learning. This is against the 

backdrop of the 2015 NICE Guidelines and a growing body of evidence to support 

therapeutic intervention. 

  

6.116 At the beginning of 2016 minutes of a senior nurse managers meeting at MAH 

reflected discussions and a desire to strengthen positive behaviour support. 

Reinforce Appropriate, Implode Disruption (RAID) training was discussed and 

training offered to Band 6, Band 7, and Band 8A staff. The Review Team noted 

that further training was planned but staffing on the wards remained challenging 

and psychology support was insufficient because of limited resource. The Review 

Team noted that the RAID approach like MAPPA is reactive in nature to short term 

management of violence and aggression and is less relevant to NICE Guideline 11 

(NG11) (see Para 6.78) which promotes preventative approaches leading to a 

reduction in restrictive interventions.  Approval of the policy to support the roll-out 

of the Positive Behaviour Strategy in MAH was not received until October 2017. 

 

6.113 The Review Team further noted that whilst Practice Development was encouraged 

and supported across other programmes of care, the opportunities for staff in MAH 

were very limited. The Review Team found no evidence of Practice Development 

Initiatives other than the Productive Ward/Releasing Time to Care series in 2012. 
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6.114 Induction Training was predetermined for all staff working in MAH and was 

essential for the preparation of Health Care Assistants. The review team did not 

access training records for these staff but noted in 2012 that the Co-Director of 

Nursing for Education and Workforce reported there was little evidence of 

adequate induction and staff lacked knowledge of the safeguarding framework. 

The Service Manager was asked to put in place an appropriate induction plan, 

which was monitored and reported upon, in subsequent RQIA Inspections. The 

findings of these inspections confirmed that induction training was available but 

often compromised because of staffing shortages. 

 

6.115 Mandatory training was also specified for all staff working in MAH. Compliance 

was monitored by the ward managers and formed part of the appraisal process. It 

was also reviewed by RQIA during its inspections which found that the uptake of 

mandatory training was inconsistent across the hospital site. The A Way to Go 

Report supports these findings, as does the Listening Exercise with staff 

conducted in 2017. 

 

           f. Overview 
 

6.116 At corporate and clinical levels the Belfast HSC Trust had in place a range of 

structures, reporting arrangements, professional managerial systems, risk 

monitoring, educational and professional development processes, and information 

systems capable of ensuring good governance at MAH. RQIA in its 2016 Report 

(Review of Quality Improvement Systems and Processes),57 noted that the main 

areas of activity for the Belfast Trust were acute hospital care, community care, 

and social care. The limited focus on a learning disability hospital was also evident 

on the Trust’s website which was only updated in July 2020 to include MAH as one 

of the Trust’s hospitals.  

 

                                                           
57 https://rqia.org.uk/RQIA/files/cc/cc11ffbd-7f69-4605-b637-ab763e049b1e.pdf 
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6.117 The Review Team in its meetings with senior Trust personnel and MAH staff 

formed the view that MAH was not only geographically distant from the Trust but 

was largely ‘outside its sightline’ as one staff member stated. The review of 

minutes from Trust Board meetings and Executive Team meetings up until until 

August 2017 showed that the hospital operated with minimal attention at Trust 

level.  

 

6.118 The values of the Belfast Trust are: 

 

- working together; 

- excellence; 

- compassion; and  

- openness and honesty.58 

 

These values did not pervade the care provided by some staff at MAH to 

vulnerable adults as evidenced by the Ennis investigation and the events captured 

on CCTV during 2017. The reasons for such lapses are complex and the Review 

Team considers it too simplistic to attribute it solely to staffing difficulties when one 

considers that the events in PICU in 2017 occurred on the ward with the highest 

staff to patient ratio and a greater number of registrants to healthcare assistants. 

Similarly, governance arrangements do not adequately answer why problems 

occurred and went undetected and un-remedied.  

 

6.119 RQIA listed a number of specific drivers to embed a Quality Improvement (QI) 

culture in MAH which included: 

 

·    learning from Serious Adverse Incidents (SAI)  
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 Working Together - We work together to achieve the best outcome for people we care for and support. 
Excellence - We deliver safe, high quality, compassionate care and support to everyone including you.   
Openness and Honesty - We are open and honest with each other and act with integrity and sincerity. 
Compassion - We are sensitive, caring, respectful and understanding towards people we care for. 
https://belfasttrust.hscni.net/working-for-us/hsc-values/ 
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·   the ability to meet Key Performance Indicators  

·    listening and learning from patient experience and service user feedback  

· empowerment and ownership by staff to innovate and improve based on clinical     

evidence.59 

 

6.120 The Review Team saw limited evidence of a learning culture from the minutes it 

reviewed or of a willingness to interrogate the significant amount of information 

which was collated regularly and brought to Governance and Core Group 

meetings at MAH. An Executive Director noted a ‘lack of curiosity’ amongst senior 

clinicians at MAH. The fact that MAH information, staffing, or performance were 

rarely on the agenda for Trust Board or Executive Team meetings showed that a 

lack of curiosity. Any focus at Trust and HSC Board levels on MAH appeared 

restricted to resettlement matters and failure to meet these targets.  

 

6.121 In commenting on the closed nature of relationships at MAH the A Way to Go 

Report states that ‘some staff are very comfortable in each other’s presence…the 

likelihood of peer challenge is constrained// There’s an awful lot of nepotism at 

Muckamore… the primary loyalties of people who are related or in intimate 

relationships are unlikely to be to the patients.’ (see Paras 6.27 and 6.29) This 

could potentially explain why despite the systems which were in place at corporate 

and professional levels, abuse at MAH went largely unreported and appeared 

normalised. The Review Team considers that the problem was not in governance 

processes but rather in people’s response to working in a closed environment, with 

its own set of norms and values and with loyalty to the group rather than the 

patients or their employing Trust. 
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 Op Cit. Review of Quality Improvement Systems and Processes, RQIA, Page 13 
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populations of Belfast. Prior to the RPA Muckamore Abbey Hospital had been 

managed by the North and West Belfast Community Trust.  
 

7.4 The Health and Personal Social Services (Quality, Improvement, and Regulation) 

(Northern Ireland) Order 2003 established the Regulation and Quality 

Improvement Authority (RQIA) (Article 3). Article 35 of the Order defines the role of 

RQIA. The legislation also conferred a statutory duty of quality on each health and 

social care organisation in Northern Ireland (Article 34(1)60.  

 

7.5 In 2006 the Department published standards61 (Quality Standards) to support good 

governance and best practice within the HSC. The five key quality themes within 

these Standards are: 

- corporate leadership and accountability of organisations; 

- safe and effective care; 

- accessible, flexible and responsive services; 

- promoting, protecting and improving health and social wellbeing; and 

- effective communication and information. 

7.6 In publishing the Standards the Department stated that, ‘RQIA in conjunction with 

HSC organisations, services users and carers, will agree how the standards will be 

interpreted to assess service quality. Specific tools will be designed to allow the 

RQIA to measure that quality and assist HSC organisations to assess themselves. 

RQIA will provide a report on its assessment of governance from 2006-2007 

onwards.’ 
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 34.—(1) Each Health and Social Services Board and each HSS trust shall put and keep in place arrangements for the 
purpose of monitoring and improving the quality of — 
(a) the health and personal social services which it provides to individuals; and 
(b) the environment in which it provides them. 
61

 Quality standards for health and social care https://www.health-ni.gov.uk/articles/quality-standards-health-and-social-care  
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7.7 The Review Team’s remit relates to governance and leadership within the Belfast 

HSC Trust. In this regard the first quality standard, Corporate Leadership and 

Accountability, is most relevant to the Review. This standard establishes a number 

of criteria by which RQIA and HSC organisations can determine the degree to 

which each organisation complies with it. Relevant criteria when reviewing 

leadership and determining compliance levels include: 

 

- ‘Has a coherent and integrated organisational and governance strategy 

appropriate to the needs, size and complexity of the organisation with clear 

leadership, through lines of professional and corporate accountability. 

 
- Has structures and processes to review and action its governance 

arrangements. 

 
- Ensures effective systems are in place to discharge, monitor and report on its 

responsibilities in relation to delegated statutory function and in relation to 

interagency working. 

 
- Undertakes systematic risk and risk management of all areas of its work. 

 
- Has a workforce strategy in place that that ensures clarity about structure, 

function and roles and ensures workforce development to meet current and 

future service needs in line with Department policy and the availability of 

resources.’ 

 

7.8 Section 6 of this report examined the range of governance issues within Belfast 

HSC Trust relevant to Standard 1 of the Quality Standards, namely: the 

governance structures; risk management arrangements; assurance in respect of 

the discharge of statutory functions; and workforce strategy. 
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v) Resources - Our financial strategy will ensure that the income we receive 

from Government provides services which add value, are affordable and set 

within the organisations overall risk and assurance framework. The 

organisations duty of care to the public is paramount in all expenditure 

decisions.’ 

 

7.10 These strategic objectives were underpinned by a set of values which include: 

 

- respect;  

- dignity;  

- accountability;  

- openness;  

- trust; and  

- learning and development. 

 

7.11 In 2009 the Trust set out its approach to leadership in a document titled 

‘Leadership and Management Strategy 2009-2012’. The Review Team was 

advised that this strategy document was replaced in 2016 by a Leadership and 

Management Framework known as ‘Supporting our Commitment of Collective 

Leadership and Growing our Community of Leaders at all Levels.’ (see Para 7.25) 

 

7.12 The Leadership and Management Strategy sets out how it supported the Trust’s 

five corporate objectives contained in The Belfast Way. It also considered the 

distinction between leadership and management. It stated that: ‘The key purpose 

of leadership and management is to provide direction, gain commitment, facilitate 

change, and achieve results through the efficient, creative, and responsible 

deployment of people and other resources.’  It provided definitions of each: 

 

-  ‘Leadership is an interpersonal relationship and process of influencing, by 

 employing specific behaviours and strategies, the activities of an individual 
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 or organised group towards goal setting and goal achievement in specific 

 situations.  

 

-  Management, in contrast refers to the co-ordination and integration of 

 resources through planning, organising, directing and controlling to 

 accomplish specific work related goals and objectives.’ 

 

7.13 The strategy included a management and leadership charter. The charter set out 

the principal actions, knowledge, and guiding behaviours required of leaders and 

managers in the Belfast Trust and reiterated the values that were set out in The 

Belfast Way, (see Para 7.10). During the period under review (2012 - 2017) the 

Trust had three different Chief Executives, one of whom served on a part time 

basis. There was also a six month period during which an Interim Chief Executive 

was in place pending the appointment of the new Chief Executive. During the 

review period responsibility for learning disability services also rested with three 

different Directors. 

 

7.14 In 2007 the Trust Board approved the management structure to provide leadership 

within the new organisation. Responsibility for MAH was included in the 

Directorate of Social Work, Children’s Community Services, and Adult and Primary 

Care Services. This was a huge Directorate which accounted for approximately a 

quarter of the total spend of the Trust.  When the Director retired in 2012 the post 

was split into two with the creation of a Director of Social Care and a Director of 

Adult and Primary Care. Under each Director were a number of Co-Directors, each 

of whom had responsibility for a discrete service area. MAH came under the remit 

of the Co-Director for Mental Health and Learning Disability Services. In addition to 

the Director with operational responsibility for MAH, the Executive Director of 

Nursing was responsible for professional matters in respect of nursing. 

 

Exhibit 2
MAHI - STM - 277 - 160



   

 

76 

 

7.15 The Trust’s Executive Team and MAH managerial structures remained in place 

until the Director of Adult and Primary Care retired in the summer of 2016. At that 

time the Director of Children’s Community Services was asked to lead both 

Directorates. He was reluctant to do so but agreed to undertake the role for an 

initial period of six months during which time he would prepare a position paper on 

the proposed structure. The Review Team was not able to test out the rationale for 

this proposal with the then Chief Executive. The Review Team had access to the 

position paper which set out a range of significant shortcomings associated with 

the conflation of both Directorates. These included: 

 

- The structure had been tried before, prior to 2012, and senior staff in both 

Directorates felt the portfolio was unworkable; 

- It diluted the community voice within the organisation and specifically at 

Trust Board level; 

- It unbalanced the make-up of the Executive Team; 

- The job was huge in volume and complexity (comprising a third of the 

Trust’s business area) resulting in the post-holder considering that at times 

he was ‘skimming over issues and information’; 

- The span of control with 11 direct reports was too great; 

- Other Trusts had three persons in post discharging the functions required of 

the post-holder. 

 

7.16 The Director recommended a return to two Directorates which occurred in the 

latter part of 2017. In addition to merging the two Directorates in June 2016, the 

Co-Director Learning and Disability Services post was surrendered when that post-

holder retired circa September 2016 as a cash releasing exercise. A Band 8B post 

at MAH was also surrendered in 2016 on the retirement of the incumbent. The 

Review Team was advised on the effort taken by the Director of Social Work, 

Children’s Community Services, and Adult and Primary Care Services to secure 

the re-instatement of both these posts.  
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7.17 There was no evidence available to the Review Team that having one Director 

specifically with an Adult and Primary Care remit resulted in MAH being afforded a 

greater level of attention. The Director did hold a number of meetings on site but 

according to interviewees, staff at MAH were not aware of who was responsible for 

the hospital at Executive Team and/or Trust Board levels. The Review Team was 

told that the decision to surrender the Co-Director Learning Disability Service and 

the Band 8B posts for cash releasing purposes in 2016 was made by the Director 

of Adult and Primary Care immediately prior to her retirement without any 

discussion with staff at MAH or Executive Team colleagues. There is no evidence 

available relating to how the decision to release staff was made. The incoming 

Director stated that he spent much of the next year working to have these posts 

reinstated; an objective which he secured. The Co-Director post was filled during 

October/November 2016 by MAH’s Service Improvement and Governance 

manager. 

 

7.18 There is no information from Executive or Trust Board minutes of a greater focus 

being afforded to MAH when the Director Adult and Primary Care was in post from 

2012 to 2016. The Review Team had the benefit of interviewing this retired staff 

member. Although the Ennis investigation took place during 2012/13, the Director 

of Adult and Primary Care could not recall any engagement she had with the 

investigation process. She did, however, state that she had read the report. The 

Report had not been tabled at Executive Team or Trust Board meetings as the 

Director of Adult and Primary Care considered the matters to have been 

appropriately addressed. Much of the focus of the Director of Adult and Primary 

Care related to the resettlement agenda at MAH and the cash releasing targets set 

by the Department at that time.  

 

7.19 The Executive Director of Nursing was aware of the Ennis investigation. She was 

aware that approximately £500,000 was provided to fund the 24/7 monitoring on 
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that ward as a consequence of the investigation. Like the Director of Adult and 

Primary Care, the Director of Nursing did not bring the Ennis investigation or the 

subsequent report to the attention of Executive Team colleagues or the Trust 

Board. The Review Team was concerned that multiple alleged abuses of patients 

by more than one perpetrator was not considered of significant enough priority to 

bring it to the attention of the Executive Team or the Trust Board. 

 

7.20 Structural changes at Executive Director level had an impact on the operational 

oversight and support available to managerial staff based at MAH. The fact that 

one Executive Director described being uncomfortable about having time only to 

skim over issues and information (Para 7.15) concerned the Review Team. This 

Director attempted to be visible at MAH through a series of ‘walkabouts’ during 

which he engaged with staff and patients in an effort to identify issues relating to 

tensions among the hospital’s managers which had been brought to his attention. 

The staff team were reported to have low morale with anxieties about their future 

given the resettlement agenda and planned closure of wards. His efforts to elicit 

information directly from staff and/or patients proved unsuccessful. He advised the 

Review Team that he thought this failure to acquire information was possibly due 

to staff’s lack of trust. The Director of Nursing also advised the Review Team that 

she made several visits to MAH during the period under review but detected no 

issues of concern.  

 

7.21 The Review Team found a ‘culture clash’ at MAH (see Para 8.20). It was also 

informed of dysfunctional working relationships among the MAH management 

team. An anonymous letter was sent in January 2017 in respect of the 

performance of the Service Manager indicating the views expressed were those of 

a number of staff. This led to a period of supervised practice with support provided 

by the Co-Director of Nursing for Workforce and Education and the Leadership 

Centre.  
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7.22 Documentary evidence confirmed that efforts by the Service Manager to highlight 

the staffing difficulties through the hospital’s risk register created tension between 

her and the Service Improvement and Governance manager who asked her to 

downgrade it from a serious to a moderate risk . The Service Manager also 

provided a SAI to the governance department on 1st September 2017 in respect of 

the incident of 12th August 2017 which was returned to her because it was deemed 

not to meet the criteria (see Para 8.104). The Trust’s policy was that red risks at 

service level should be escalated to its Corporate Risk Register. The reason for 

this omission in respect of staffing at MAH was, in the view of the Review Team, a 

failure of the Service Improvement and Governance manager to escalate it 

appropriately.     

 

7.23 At the end of August 2017 the Director of Social Work, Children’s Community 

Services and Adult and Primary Care Services retired. The post, as per his 

Position Paper recommendation, was split again into two Directorates.  

 

7.24 In 2016 the Trust introduced collective leadership under its ‘Supporting our 

Commitment of Collective Leadership and Growing our Community of Leaders at 

all Levels’ strategy.62 The purpose was to ‘grow a culture of collective leadership 

where everyone at every level has the capability to deliver improvements for the 

Trust as a whole, not just in their own roles or work areas.’ The Trust stated that its 

ambition was ‘to make Belfast Trust a world leader in the provision of health and 

social care’ and that the Trust be recognised as a high performing organisation. 

Our focus is on continual learning and the improvement of care that is safe, 

effective, high quality, and compassionate.’ The Collective Leadership strategy 

also was designed to align with the Trust’s learning and development strategy, 

‘Growing Our People today for tomorrow – living our value of maximising learning 

and development.’ 

 
                                                           
62

    Leadership & Management Framework 
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7.25 The Collective Leadership strategy aimed to embed leaders at all levels in the 

organisation working towards high performance and improvement: ‘the ethos is not 

dependent on position, grade or role and has the potential to more effectively 

transform the organisation and our Trust Ambition. All staff can be leaders and can 

demonstrate leadership qualities and behaviours.’ The strategy sought to place 

responsibility for the success of the Trust as a whole while being successful in 

their work roles. The strategy acknowledged that it would take time to ‘review our 

current culture, look at what works well and identify what needs to be improved. 

This will inform our new collective leadership strategy.’ 

 

7.26 The characteristics of culture set out in the strategy were: 

 

- an inspiring vision; 

- clear objectives and priorities at every level; 

- supportive people management and leadership; 

- high levels of staff engagement; 

- learning and innovation the responsibility of all; and 

- high levels of genuine team working and cooperation across boundaries. 

 

7.27 The values expected of staff set out in the strategy were: 

 

- ‘being respectful to others;  

- showing compassion for those who need our care;  

- acting fairly;  

- acknowledging the good work of others;  

- supporting others to achieve positive results; 

- communicating openly and consistently;  

- listening to the opinions of others and acting sensitively;  

- being trustworthy and genuine;  

- ensuring that appropriate information is shared honestly; 
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- actively seeking out innovative practice;  

- participating in new approaches and service development opportunities;  

- sharing best practice with others;  

- promoting the Trust as a centre of excellence; 

- acting as a role model for the development of others;  

- continuing to challenge my own practice;  

- fulfilling my own statutory and mandatory training requirements; 

- actively support the development of others; 

- taking responsibility for my own decisions and actions; 

- openly admitting my mistakes and sharing learning from others; 

- using all available resources appropriately; and 

- challenging failures and poor practice courageously.’  

 

7.28 The Review Team was informed that the community sector of the Trust did not 

respond well to the collective leadership strategy. The reaction was described by 

a former Director as the community sector being ‘up in arms.’ The view was that 

the strategy was more appropriate to the acute sector. Interestingly, in reference 

to medical engagement the Leadership Framework stated that, ‘there is clear and 

growing evidence that there is a direct relationship between medical engagement 

and clinical performance. The evidence of that association underpins the 

argument that medical engagement is an integral element of the culture of any 

healthcare organisation and the system and therefore one of the highest priorities 

within an organisation.’ The Review Team found little evidence of proactive 

engagement between managers and medical staff on the MAH when it came to 

the quality and safety of patients. 

 

7.29 The Review Team saw no evidence of work being undertaken at MAH on a 

review of culture or of a learning and staff development programme to support 

the implementation of the Collective Leadership strategy. The practices which 

were captured by the CCTV footage from August 2017 also were not informed by 
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approach was required for forensic patients only. The follow-up action required of 

medical staff as part of policy when patients were subject to restraint, seclusion, or 

physical intervention was not always evident. The staffing pressures on the 

medical side and the difficulty in recruiting medical staff, which was regularly 

documented, likely contributed to a number of these omissions. 

 

7.32 There is limited evidence of the Clinical Director promoting positive behavioural 

support approaches to patient care or of challenge to the high levels of restraint 

and seclusion which were used regularly especially in respect of a small cohort of 

patients. It is evident from minutes of meetings attended by the Clinical Director 

that he was aware of these matters and was very familiar with specific patients and 

their needs. The Clinical Director regularly attended Core Group meetings at the 

hospital where data regarding these practices were routinely shared. There is no 

evidence of a challenge function being exercised in an effort to change practice as 

a means of reducing incidents. The A Way to Go Report found that: 

 

- ‘There was a culture of tolerating harmful and disproportionately restrictive 

 interventions. 

- The use of seclusion was not monitored. Its intensive use by a small 

 number of patients is anti-therapeutic.’ 

- Reference to patients’ mental capacity adopts an all or nothing approach 

 with some clinicians determining whether patients may contribute to 

 investigations and even attend “Keeping Yourself Safe” training.’64 

 

These findings confirm for the Review Team that clinicians at MAH did not 

contribute to ensuring that safe and effective treatment was available at all times 

on site. 
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 Op. Cit. par. 4, Pages 4 - 5 
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7.33 The Review Team also found the absence of either medical or nursing staff at 

MAH competent to address the physical health needs of patients to be concerning. 

The Review Team identified a number of instances where patient’s physical health 

needs remained undiagnosed and untreated for unacceptable lengths of time. The 

health inequalities which exist between learning disabled and the general 

population are well recognised.65 There is evidence in the documentation 

examined of efforts made to procure GP and out-of-hours medical cover from 

services local to MAH. There was significant delay in procuring such services. As a 

hospital service the Review Team are of the view that greater pressure should 

have been applied to ensure the Trust took corrective action in respect of this 

shortcoming. 

 

7.34 The Clinical Director briefed the Trust’s Medical Director on 20th September 2017 

immediately after viewing the CCTV footage at the PICU of the assault on a 

patient on 12th August 2017. He also informed the Medical Director that the 

footage also showed ill-treatment of another patient and the inaction of other staff. 

The Medical Director’s notes of the meeting draw a conclusion that ‘the whole staff 

team [at PICU was] complicit.’ On learning of events on PICU the Medical Director 

requested that an independent SAI be established to review events at MAH; she 

extended this review to other wards. 

   

7.35 When the Review Team met with Clinical Director he stated that in addition to his role at 

MAH, he also held the regional lead for forensic services and provided outpatient clinics. 

He was managerially responsible for medical personnel at MAH until after 2017 

when his role changed. He advised that he had submitted requests to the 

commissioning Board for additional medical input. He was unsuccessful in 

securing additional staffing in either case.  He noted the significant delay in 

                                                           
65

 People with a learning disability have worse physical and mental health than people without a learning disability. On average, 
the life expectancy of women with a learning disability is 18 years shorter than for women in the general population; and the 
life expectancy of men with a learning disability is 14 years shorter than for men in the general population (NHS Digital 2017). 
Mencap https://www.mencap.org.uk/learning-disability-explained/research-and-statistics/health/health-inequalities 
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discharging patients due to the absence of a sufficient range of community 

resources. At the time of interview he noted that there were fewer than 60 

patients in the hospital of whom around five required treatment or assessment. In 

discussing the use made of data provided at meetings which he attended 

regarding incidents involving vulnerable adults; physical intervention, seclusion, 

and restraint, the Clinical Director agreed that prior to 2017 information was 

viewed on a meeting by meeting basis rather than trend data analysed to inform 

alternative strategies or training. He noted that recent presentation of data was 

more trend focused. The Review Team found little evidence that the Clinical 

Director played a proactive leadership role in the management team. 

 

7.36 The Review Team considered leadership at a range of levels across the Belfast 

HSC Trust in respect of MAH. An examination of Trust Board and Executive 

Teams’ minutes showed that MAH rarely featured on the agenda. There was no 

reference to it in the Trust’s Annual Quality Reports or within the Discharge of 

Statutory Functions Reports (DSF). The Review Team considered the 

repetitiveness of the DSF reports and the general absence of assurance regarding 

the degree to which statutory functions were discharged should have resulted in 

challenges at Trust Board and HSC Board levels.  

 

7.37 Neither the vulnerability of the patients cared for at MAH nor an awareness of the 

likely risks associated with institutional living brought MAH into focus at any level 

at Trust Board or Executive Team levels. The Review Team concluded that for a 

number of reasons MAH was perceived, as one Co-Director noted, as a self-

contained community with its own culture and identity. Its geographic distance 

from the Trust and the resettlement plan for the hospital led in the Review Team’s 

opinion, to it being viewed as a place apart. MAH had no champions at either the 

Executive Team or at Trust Board levels with a curiosity about it and those for 

whom it cared. The Review Team concluded that the Trust’s values (see Para 

7.10) and the objectives established in The Belfast Way (see Para 7.9) were not 
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guiding principles at MAH. The Review Team identified a cultural divide between 

the Trust and MAH. 

 

7.38 Organisational culture is a set of shared assumptions that guide what happens in 

organisations by defining appropriate behaviour for various situations.66 

Organisational culture affects the way in which people and groups interact with 

each other, with clients, and with stakeholders. Additionally, organisational culture 

may influence how much employees identify with their organisation.67 A deeply 

embedded and established culture illustrates how people should behave, which 

can help employees achieve their goals. This behavioural framework in turn 

ensures higher job satisfaction when an employee feels a leader is helping him or 

her complete a goal.68 Organisational culture, leadership, and job satisfaction are 

all inextricably linked. 

 

7.39 The Review Team found low levels of staff morale reported by a range of 

interviewees and by staff whom they met during the visit to MAH in February 2020. 

It also found significant leadership issues in that events which occurred at MAH 

were seldom brought to the attention of the Executive Team, the Trust Board, the 

HSC Board, or the Department of Health. The culture at MAH appeared not to be 

influenced by the Trust’s modernisation agenda or its value base. It also found 

expression in the reluctance of a number of managers to embrace the resettlement 

agenda by accepting the implication for the hospital’s future and to learn from good 

practice to ensure a higher proportion of patients made a successful transition to 

community living. Such an approach may also have served to allay the fears and 

                                                           
66

 Ravasi, D. & Schultz, M. Responding to organizational identity threats: Exploring the role of organizational 

culture. Academy of Management Journal, 2006, 49 (3): 433–458 

67
 Schrodt, P. The relationship between organizational identification and organizational culture: Employee 

perceptions of culture and identification in a retail sales organization”. Communication Studies 2002, 53: 189–202 

68
 Tsai, Y. “Relationship between Organizational Culture, Leadership Behavior and Job Satisfaction.” BMC Health Services 

Research BMC Health Serv Res,, 2011 (11)1, 98 
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apprehensions of family and carers of patients who were understandably 

concerned about changes to the living environment of their loved ones. 

 

7.40 The lack of Trust Board and Directors engagement with MAH is understandable 

given the scale and complexity of the Belfast Trusts and the degree to which the 

acute agenda dominated Executive and Trust Board meetings. It is not however, 

an excuse for having MAH operate under the radar with little effective challenge at 

the failure of its leaders to bring issues relating to the service to the attention of the 

Trust Board. A closed institution carries associated risks regarding the wellbeing of 

residents. This has been well established in institutions such as prisons, children’s 

homes, and other learning disability services.69 Visible leadership with regular 

engagement with a service and its staff is an important means not only of being 

alert to possible problems in a service but also of communicating the 

organisation’s values and objectives for the service. 

     

7.41 In the Review Team’s opinion, how the physical environment was maintained 

conveyed a message to staff about how the hospital was valued by the Trust. 

Much of the hospital had been allowed to deteriorate over time and problems 

which emerged were addressed in-house in reactive fashions. For example, to 

solve issues relating to staff shortages wards were closed earlier than planned 

with insufficient attention afforded to the mix of patients in the amalgamated wards. 

Similarly, staff shortages resulted in fewer activities for patients which had 

negative consequences in relation to their management and behavioural 

challenges. 

 

7.42 In the opinion of the Review Team the role of leaders is to interrogate and analyse 

information to develop approaches to proactively address root causes. Yet the 

absence of behavioural support staff meant there was no strategy in place capable 

of reducing incidents of physical intervention, restraint and/or seclusion. From a 
                                                           
69

 The Winterbourne Review, 2012  https://www.nhs.uk/news/medical-practice/winterbourne-view-failures-lead-to-care-
system-review/#:~:text=The%20report%20into%20the%20events,reports%20of%20abuse%20were% 
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number of correspondences between one Ward Sister and her line manager it is 

apparent that she stopped raising issues of concerns because it made no 

difference and her concerns remained unanswered. Addressing one’s own 

difficulties without support obviously caused this Ward Sister to feel ignored and 

frustrated. The degree to which her views were representative of opinions across 

MAH is not known.  

 

7.43 The Review Team concluded that a number of MAH senior managers attempted to 

deal with issues in-house, rather than escalate them to Director level. The Review 

Team considered that this was one possible explanation for why an SAI was not 

competed in November 2012 in respect of the Ennis Investigation by MAH staff 

(see Para 8.30)  

 

7.44 A culture which separated MAH from its parent Trust is evident. The Review Team 

noted MAH staff’s desire to train on-site rather than at Trust locations. When 

patients became ill or needed hospital treatment staff also elected to attend at a 

Northern HSC Trust facility rather than one of Belfast Trust’s hospitals. There was 

no sense that MAH staff felt a loyalty to the Belfast Trust.  

 

7.45 In 2012 the Trust Board agreed to meet at each of its facilities to increase its 

visibility with staff groups and to apprise itself on the range of services it provided. 

The first Trust Board meeting at MAH was held in 2016. The priority afforded to 

MAH is possibly reflected on the Trust’s website which until July 2020 did not list 

MAH as one of its hospitals.  

 

7.46 When events of August 2017 were brought to the attention of the Trust Broad on 

20th September 2017 it decided to appoint an External Assurance/Support Team. 

The purpose of the Team was to provide independent assurance to the Trust 

Director lead Governance and Improvement Board in relation to the response to 

the serious safeguarding concerns in Muckamore Abbey Hospital. The Team 
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consisted of the Trust’s Adult Safeguarding Specialist, a Professor of nursing and 

learning disability (Ulster University), and a senior professional officer at the 

Northern Ireland Practice and Education Council (NIPEC). Proposed priority areas 

for the Team to review were: 

 

-  model of service delivery;  

-  advocacy arrangements;  

-  nursing staffing levels, skill mix, training and education;  

-  enhanced monitoring;  

-  Adult Safeguarding processes; and 

-  the viewing of CCTV footage.  

 

7.47 A Director’s Oversight Group was also established. The group met on a weekly 

basis to review the Action Plan for Protection of Patients with the service 

management team, provide support, and offer an ‘open door’ to any staff member 

who wished to speak to the Directors. Directors have also visited clinical areas. 

The current action plan considered actions under the following headings: 

  

-  enhanced monitoring;  

-  improving staffing;  

-  communication;  

-  reflection and learning;   

-  adult safeguarding; and  

-  disciplinary investigations. 

7.49 The Trust Board also established in January 2018 an independent Review Team 

under the leadership of Margaret Flynn to investigate adult safeguarding at MAH 

as a Level 3 SAI.  The resulting report was published in November 2018. 

 

7.50 An examination of the Executive Team and Trust Board’s minutes since CCTV 

footage came to light demonstrated the higher priority afforded to MAH. The senior 
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d. the processes in place within the Trust relevant to the Ennis allegations 

and degree of compliance with same; 

e. outcome of the subsequent safeguarding investigation in terms of staff 

and staffing, and patient care; 

  

f. governance and leadership issues around the monitoring of the Ennis 

investigation and the implementation of its recommendations; and 
 

g. observations and conclusion. 
 

a. A Summary of the events which led to the Ennis Report  
 

8.4 On the 8th November 2012 the Trust received allegations that four patients at 

Ennis Ward were the subject of verbal and physical abuse. The allegations were 

initially made by a staff member employed by a private provider. Other staff from 

this provider made similar allegations following the initial allegations. The external 

staff were working in Ennis to familiarise themselves with a number of patients 

who were scheduled to be resettled in a facility owned by the private provider. 

 

8.5 The nature of the allegations made included: 

 

- rough handling of some patients;  

- alleged assaults; 

- staff speaking inappropriately to patients; 

- a patient being encouraged to hit back when she was attacked by another 

patient;  

- patients hitting out at staff and each other without appropriate intervention; 

and 
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- issues relating to the management of patients around meal times which 

appeared distressing to some of them. 

 

8.6 On receipt of the allegation three staff members (two nurses and a healthcare 

assistant) and a student nurse were immediately placed on precautionary 

suspension pending further investigations. The nurses were referred to the 

Nursing and Midwifery Council.  The healthcare assistant was referred to the 

Disclosure and Barring Service. 

 

8.7 A Vulnerable Adult Safeguarding Review was established immediately. The review 

was led by a Designated Officer (DO) not based at MAH, who was assisted by two 

social workers from the Trust’s community learning disability team who acted as 

Investigating Officers (IOs). The investigation was conducted under the Trust’s 

Safeguarding of Vulnerable Adults policy. Given the alleged criminal nature of a 

number of the allegations the investigation was conducted jointly by the Trust and 

the PSNI. The Trust’s DO ensured that interviews took place with staff from:  

  

- the Private Provider;  

- Ennis ward;  

-  several patients who were potentially injured parties along with their  

  relatives/carers; 

- the Clinical Director; and  

- the Specialist doctor for the ward.  

 

Records indicate that interviews took place between 19th November 2012 and 15th 

May 2013.70 The Review Team had access to witness statements which were 

taken as part of the Trust’s investigation, excluding statements taken by the PSNI. 
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8.8 The report into the Ennis investigation was completed in October 2013. Appendix 

1 of the Ennis Report lists 63 incidents. In its examination of the incidents the 

Review Team was unable to determine the exact number of incidents. From its 

review of the records the Review Team identified a significant degree of 

duplication (see Appendix 6). Dates when the incidents allegedly occurred were 

not available. This made it difficult to deduce whether the same incident was 

referenced more than once using different terminology or whether there was more 

than one occurrence.   

 

8.9 The Review Team found it difficult at times to determine the precise nature of the 

allegation being made. This difficulty was compounded by the statements provided 

by four staff from the Private Provider made to the Trust’s Human Resources 

personnel in 2014.  Information available from the IOs and the Human Resource 

department meant that the Ennis Review Team identified conflicting information on 

a number of matters. These included the level of induction available to the private 

provider’s staff, the nature of interaction with patients, and the assistance provided 

by Ennis staff. A significant number of alleged incidents were deemed by the 

Review Team to be of a practice nature and related to the care of patients by both 

nurses and healthcare assistants. They indicated the likelihood of a culture 

prevalent in the ward at that time. 

 

8.10 As a result of its investigation the PSNI charged a nurse and a healthcare 

assistant with a number of common assaults and ill-treatment of patient. At trial the 

nurse was acquitted while the healthcare assistant was found guilty on one count 

of common assault which was subsequently overturned on appeal.   

 

8.11 The healthcare assistant retired and resigned from the MAH bank pool of staff at 

the conclusion of the police investigation.  A disciplinary investigation was 

commissioned in respect of the nurse. The Review Team was advised that only 

one of the allegations made against this staff member was capable of being taken 
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to a disciplinary hearing. The nurse returned to work for a short time, although not 

in Ennis ward, and retired shortly afterwards. 

 

b. The Ennis Ward Context - November 2012  
 

8.12 Ennis was a resettlement ward caring for 15 patients. The Review Team considers 

the circumstances under which patients lived and staff worked at the time of the 

allegations as significant. This is because they provide a context to assist an 

analysis of the day to day running of the ward. The A Way to Go report 

commented that, ‘the ward environments impact on patients, their families and 

staff.’71 Similarly, Prof Ian Kennedy, who chaired the Kennedy Review into the 

practice of the breast surgeon Ian Paterson, noted that: ‘at times of stress in an 

institution, the first people who are overlooked are patients.’72 

 

8.13 Documentation examined by the Review Team noted that Ennis staff had 

expected the ward to close in December 2012 and had already held some events 

to mark the planned closure. Similarly, the ward environment had not been 

maintained due to its imminent closure. The ward was described as overcrowded 

and lacking in space. Challenging behaviours were at a level which caused 

difficulties on the ward.73  

 

8.14 The Review Team was advised that MAH was exempt from cash releasing 

measures in 2012/13 as it was envisaged that the £1m it was required to release 

would be achieved by ward closures. The Review Team was further advised that 

MAH on an annual basis had an operating surplus which was used to offset 

overspends in the community learning disability services.  

 

                                                           
71

 A Way to Go, Page 43, par. 2 
72

 Seven Organisational Weaknesses – Prof Ian Kennedy on the Ian Patterson Report   
73

 Ennis Investigation File Page 62 
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8.15 The nurse to patient ratio was also reported to be low in Ennis with a high ratio of 

healthcare assistants. The Review Team was advised that a staff ratio of 20:80 

nurses to healthcare assistants pertained at times in Ennis. RQIA in its response 

to the draft Ennis Report stated that, ‘staffing shortages appear to be a significant 

contributory factor to the allegations. There are issues of redeployment and 

concerns expressed regarding bank and agency staff.’ More concerning was an 

RQIA comment in the same document that, ‘the issue of staffing levels is a 

recurrent theme and particularly as staff move more frequently from Ennis to other 

wards.’  

 

8.16 The uncertainty around the hospital’s future caused recruitment difficulties. 

Coupled with staff shortages this resulted in a high reliance on bank and agency 

staff for cover. The Review Team was told that some staff worked bank hours 

resulting in a working week of 70 - 80 hours.  At times, the ratio of registrants on 

duty was as low as 20% of those on duty. Staffing concerns were not unique to 

Ennis. By March 2012 hospital managers had escalated the staffing situation by 

placing it on the MAH Risk Register at red, which the Service Manager told the 

Review Team meant it had been brought to the attention of the Trust Board. The 

examination of the Trust’s Corporate and Principle Risk Registers74 found, 

however, no reference to the staffing crisis at MAH.   

 

8.17 Staff shortage resulted in the curtailment of patient activities in Ennis. RQIA stated 

that it ‘was not aware of activities happening at Ennis during previous 

inspections.’75 In the documentation examined by the Review Team, the lack of 

activities correlated with behavioural issues. It also meant that at times it was 

impossible to maintain agreed observation levels. The ward manager reported 

these concerns to her line manager.76 The Telford Formula was employed in MAH 

                                                           
74

 Corporate Risk Register – Trust Executive Team. Principle Risk Register – Trust Board. 

75
 RQIA response to draft Ennis Report 2

nd
 August 2013 

76
 Op. Cit., Page 67 
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to agree staffing levels. The Ennis Report voiced concerns about its 

appropriateness, as did RQIA, especially given the mix of patients requiring care 

on the ward.  

 

8.18 The Ennis ward was structured in two halves;  upper and lower. The upper half 

having six patients who were deemed to be more able than the nine patients cared 

for in the lower half. Patients in the lower half of the ward had complex needs and 

challenging behaviours; this area was locked as a means of protecting them. The 

Review Team had access to internal correspondence from the Ward Sister to her 

line manager expressing concerns about the mix of patients and the skill mix of the 

staff team, which she deemed to be inappropriate to meet the patients’ needs. 

Other correspondence stated that there was insufficient staff to enable the ward to 

progress its remit as a resettlement ward. 

 

8.19 The Review Team was advised that in November 2012 Ennis Ward had four 

patients to a bedroom. Although the ward was overcrowded, therapeutic space for 

patients had nevertheless been reassigned by the Ward Sister to provide 

additional accommodation for staff. The furniture in the ward was described as 

very old. There were few chairs and sofas and furniture reportedly did not meet the 

mobility needs of a number of patients.  An Internal Audit of the Ward undertaken 

on 12th December 2012 and updated on 19th February 2013 comprehensively 

reviewed the ward. Its subsequent 17-page report lists a range of environmental 

shortcomings. The ward was described as dull, dismal, and un-stimulating by staff 

from the private provider’s service. 

 

8.20 MAH was registered as a hospital. Efforts to bring the Ennis ward up to hygiene 

and infection control standards meant changes were made, for example, to the 

display of patients’ artwork and arrangement of ward decorations. This caused a 

culture clash between those who viewed the ward as the patients’ home and those 

seeking to apply the standards required of a hospital. There is no information on 
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the records examined of discussion with RQIA to inquire in what ways patients’ 

living space could be maintained. 

 

8.21 The service manager when appointed in 2012 had an objective to resettle where 

appropriate patients into community settings. This would allow the hospital to have 

a core focus on treatment and assessment. Her agenda, which was in keeping 

with that of the Bamford Reviews, the Department of Health, the commissioning 

HSC Board, and the Trust was met with resistance from a number of staff as well 

as from patients’ carers and relatives who had come to view MAH as a home 

setting. As many patients had lived there for decades, concerns expressed about 

resettlement are understandable. The idea of a hospital as a home is not a 

sustainable way forward for those with learning disabilities.  

 

8.22 Ennis was not viewed as an environment fit for its purpose as a resettlement ward 

according to information provided to the Review Team; this conclusion was not 

unique to Ennis. In respect of the other resettlement wards examples provided 

were of wards with dormitory sleeping arrangements of up to 10 patients with no 

potential for individualisation.  

 

8.23 As activities in the ward were limited a number of sources referred to resulting 

boredom and lack of stimulation among patients. The removal of the ward’s car 

also denied the opportunity for patient outings. The A Way to Go report reported 

the views of a patient advocate who observed that: ‘there’s a lack of 1:1 to go out 

and do activities. The patients are bored a lot of time on the wards.’77 Often 

staffing difficulties, which was a common feature across MAH, limited patients’ 

ability to attend the onsite day care centre as there were insufficient staff to take 

them there. 
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 Op. Cit. Page 25, par. 87 
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8.24 The physical environment on the ward as described to the Review Team was 

considered to be un-conducive to the promotion of a patient centred approach to 

care. It is apparent from witness statements accessed by the Review Team that 

staff who worked in the lower part of the ward felt less favourably treated. It is 

likely, in the opinion of the Review Team, that patients may also have experienced 

similar sentiments. 

 

8.25 In addition to a dated and un-stimulating physical environment, Ennis also largely 

functioned on a uni-disciplinary basis. The Review Team was told that a multi-

disciplinary approach was absent within the ward, that there were no occupational, 

behavioural, speech and music therapies, nor social worker attached to the ward. 

The Review Team was informed that in contrast, MAH in November 2012 had:  

 

- 1.5 speech and language therapists;  

- 0.5 dieticians;  

- a psychologist;  

- two physiotherapists;  

- a technical assistant responsible for aids and appliances; and  

- three social workers.  

 

There was no pharmacy cover at the hospital. GP services were contracted from 

an Antrim practice to meet patients’ physical health care needs. On site input from 

psychiatric services was also limited as the psychiatrists also had duties in respect 

of outpatient clinics across the region. The absence of an agreed medical model 

reportedly resulted in tension between psychology and psychiatry services within 

the hospital according to information provided to the Review Team. It is noteworthy 

that at this time (2012) there were some 250 inpatients in MAH. 

 

8.26 The Ennis ward’s staff and patients faced significant challenges across a range of 

measures. The private provider’s staff who complained about patient care in Ennis, 
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had come to work in an environment very different from the modern facility to 

which they were accustomed. 

  

c.  The processes in place within the Trust relevant to the Ennis 
allegations and degree of compliance with same   

 
8.27 The allegations received by the Trust on the 8th November 2012 could have been 

dealt with potentially as: 

 

- a complaint;  

- a Serious Adverse Incident (SAI); and/or 

- an adult safeguarding investigation. 

 

8.28 On receipt of the allegations the decision was made to process them as a 

safeguarding matter under the Trust’s safeguarding vulnerable adults’ policy. This 

decision in the opinion of the Review Team had a number of consequences. It 

meant that the allegations were then all classified as being of a safeguarding 

nature, although this was not the case. It also meant that there was no formal 

arrangement to bring the safeguarding investigation to the attention of the 

Executive Team of the Trust’s Board. In the case of complaints and Serious 

Adverse Incidents, arrangements exist to apprise the Trust Board of such 

complaints and incidents through relevant reporting arrangements. 

 

8.29 A review of Appendix 1 of the Ennis Report shows that a number of the complaints 

related to poor practice and issues of care. Concern was expressed about the 

level of induction for staff from the private provider and the degree to which patient 

information was shared with them, as well as the level of support provided to them 

by MAH staff. In the opinion of the Review Team, allegations should have been 

disaggregated in such a way as to ensure the safeguarding investigation’s focus 
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was maintained which would have enabled practice issues to have been 

addressed more expeditiously. 

 

8.30 In its wider consideration of structural issues in Ennis and across MAH, the Review 

Team concluded that in addition to the safeguarding investigation, the allegations 

should also have triggered an SAI. An SAI is defined as ‘any event or 

circumstance that led or could have led to serious unintended or unexpected harm, 

loss, or damage to patients.  This may be because: 

- It involves a large number of patients; 

- There is a question of poor clinical or management judgment; … 

- It is of public concern; 

- It requires an independent review. 

 
The Health and Social Care Board, with input as appropriate from the Public 

Health Agency (PHA) and the Regulation and Quality Improvement Authority 

(RQIA), reviews each incident and decides whether any immediate action is 

required over and above that which has already been taken by the reporting 

organisation. The reporting organisation is required to carry out an investigation 

into the incident and forward a report within 12 weeks to the Health and Social 

Care Board.’78 

 

8.31 The Review Team had access to correspondence between the HSC Board and 

the Belfast HSC Trust where the former asked on multiple occasions from the 6th 

February 2013 until the 3rd September 2015 for an SAI to be submitted in respect 

                                                           
78

 NI healthcare: What is a serious adverse incident? 6
th

 October 2016  
 https://www.bbc.co.uk/news/uk-northern-ireland-
37563833#:~:text=A%20serious%20adverse%20incident%20is,loss%20or%20damage%20to%20patients. 
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of the Ennis allegations. 79 On the 7th September the Trust accepted that it was in 

breach of both the 2010 and 2013 SAI procedures but was content to live with the 

procedural breaches as the allegations were not substantiated by the safeguarding 

investigation. The Review Team was concerned that acceptance of such a breach 

would have occurred without the approval of the Trust Board. In its discussion with 

Trust Board members it is apparent that they were not aware of this admission. 

Similarly, the Review Team considers that the HSC Board should seek to assure 

itself that any such admission has been endorsed by the Trust.  

 

                                                           
79

 Request 6
th

 February 2013 asking if the Early Alert is closed as no SAI has been received. 4
th

 March 2014 email 
noting no SAI has been received and asking if the Early Alert is closed. 6

th
 March 2014 email requesting to Trust 

notify the Trust given the serious nature of the allegations and in the public interest the Board views this as an SAI, 
apologies for not picking up earlier that an SAI had not been received; notes the Early Alert remains open. The 
Trust replied on 28

th
 January 2015 stating the Early Alert remains open and the matter has been investigated under 

safeguarding arrangements not as an SAI. Advises the Early Alert should be closed. HSC Board replies stating the 
incident appears to meet Criteria 4.2.5 and 4.2.8 of the SAI Procedures for Reporting and Following up of SAI 
(October 2013). It notes while appropriate to delay SAI on the request of the police that Section 7.3 of the 
procedures expects that the SAI will run as a parallel process. ‘The intention and scope of the SAI is therefore 
different from the police criminal investigation and the Adult Safeguarding Investigation.’ The Trust is requested to 
formally notify the HSC Board of the incident as an SAI and conduct a review of this case in respect to care 
planning, staff supervision, training etc or any cultural or environmental features in the care setting that could be 
addressed to reduce the likelihood of future reoccurrence. The Trust responded on the 13

th
 May 2015 stating that 

the y had made the decision on the basis of the 2010 procedures which were extant at the time of the incident. 
The HSC Board responded on the 23

rd
 July 2015 noting that under Section 3.3 of the 2010 procedure an SAI should 

have been completed. The Trust was again asked to submit an SAI in respect of the incident. The Trust responded 
on the 5

th
 August 2015 stating the matter had been investigated by the PSNI and an ‘extensive safeguarding 

process’ and that ‘there was no evidence of any of the allegations made.’ The Trusts requested that the Early Alert 
be closed. 28

th
 August 2015 HSC Board responded it would prefer to keep the Early Alert open until an SAI was 

received from the Trust. 1
st

 September 2015 the Trust’s explanation for its decision not to submit an SAI as 
requested ‘the safeguarding investigation found the allegations were not substantiated and as such does not meet 
the SAI criteria.’ The Trust acknowledged that it should have been dealt with as an SAI at the time but would have 
been deferred pending the conclusion of the safeguarding investigation. If it had been reported as an SAI it would 
then have been de-escalated given the unfounded allegations. If the Trust did now submit it would also be asking 
for it to be de-escalated due to the unfounded allegations. Trust felt referral now would be a paper exercise. The 
Board agreed to close on the following wording from the Trust: ‘HSCB are content to close this early alert on the 
basis BHSCT have advised the safeguarding investigation found the allegations were not substantiated. It should be 
acknowledged at the time the early alert was reported, a SAI notification should also have been submitted, which 
could subsequently have been deferred pending the outcome of the safeguarding investigation.’ The Board replied 
on the 3

rd
 September noting if the Trust could live with the breach in respect of SAI reporting the HSCB could. The 

Trust replied on the 7
th

 September 2015 stating it could live with this breach.  
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8.32 As a result of the criminal investigation led by the PSNI, two members of staff 

faced criminal charges. One staff member was acquitted at initial hearing while the 

other’s conviction was overturned on appeal. The standard of proof in criminal 

trials is defined as being beyond reasonable doubt. On the other hand, the balance 

of probability test means that a matter is more likely to have happened than not. 

This lower standard of proof is usually used by social services in determining the 

likelihood of harm/risk in safeguarding cases. The Trust repeatedly advised the 

HSC Board that the safeguarding investigation was unable to substantiate the 

allegations even though the Public Prosecution Service determined that charges 

should be brought. The Review Team was concerned about the Trust’s approach 

due to the threshold applied in this matter. The definition of evidence and a 

decision on whether the Ennis allegations constituted institutional abuse were still 

unresolved at the time of the last Adult Safeguarding Case Conference held on the 

28th October 2013. An internal email dated 24th January 2013 which was copied to 

the DO leading the safeguarding investigation, stated that, ‘there is a concern of 

possible institutional abuse and a full understanding in terms of culture and past 

history on Ennis is relevant.’ These matters are analysed in paragraphs 8.36 to 

8.62 as part of its wider consideration of the adult safeguarding investigation.   

 

8.33 The Review Team considers that the Ennis allegations merited the submission of 

an SAI either to operate in parallel with the safeguarding investigation or to have 

taken place at its conclusion. The SAI policies for 2010 and 2013 would have 

facilitated either approach. The Review Team concluded that: 

 

- the Trust failed adequately to interpret the SAI reporting criteria; 

- the potential existed for a fuller investigation of events at Ennis, which could 

have identified many of the issues described in the A Way to Go report 

(2018); and that 

- factors contributing to the situation subsequently captured on CCTV during 

2017 included: the staffing crisis, the focus on resettlement, ward closures, 
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patient mix, the lack of a multidisciplinary approach, and excessive levels of 

seclusion, restraint and staff overtime.    

 

8.34  The Review Team could find no explanation as to why the Trust opposed an SAI 

in respect of the Ennis allegations. The capacity existed for local managers on 

the MAH site to control this aspect of the investigation as the safeguarding 

aspects were being managed off-site. In discussions with Trust Board members 

the Review Team was told that MAH was ‘not in their line of sight’ of the Trust 

Board and that a lack of curiosity pertained among its senior managers, the 

consequence of which was a lack of scrutiny or analysis of events at the hospital, 

in the Review Team’s opinion. The Board members expressed their profound 

regrets and shame for the events at MAH. The Trust Board has since made 

efforts across a range of systems to ensure the safety and wellbeing of patients. 

While the 2018 - 2020 period falls outside of the Review Team’s Terms of 

Reference, access to pertinent documentation and personnel offered 

reassurance to families and carers that the Trust had learned from events of 

2017 and taken a range of remedial actions. 
 

8.35 Wider structural accountability could, in the opinion of the Review Team, have 

identified from the Ennis allegations the hazards associated with inadequate 

staffing, the deficient governance and leadership arrangements, and the potential 

for institutional abuse. Such awareness might have led to the introduction of 

mitigating strategies which in turn could have prevented the abuse captured on 

CCTV and the complaint of abuse by a patient’s father in August 2017. 

 

 d.  The Safeguarding Investigation 
 

8.36 The following section considers the conduct of the safeguarding investigation. The 

initial safeguarding referral resulted from disclosures from a care assistant 

employed by a private provider who had been working on the ward on 7th 
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November 2012. She then ‘witnessed patients [sic staff] being verbally and 

physically abusive to four named patients.’ Three of these patients were from the 

BHSC Trust and one from the NHSC Trust’s areas.80 The Care Assistant identified 

three staff and one student nurse in her allegations. Her concerns were reported to 

her employer’s team leader at ten o’clock that evening. Steps were taken the 

following day to ensure the Trust was alerted to the care assistant’s allegations.  

 

8.37 The decision to conduct an adult safeguarding investigation was taken upon 

receipt of the allegations on the 8th November 2012 by the Operations Manager for 

the Trust’s Community Learning Disability Treatment and Support Services. In the 

absence of her line manager, the Operations Manager decided to lead the 

investigation. She took appropriate action to ensure the immediate safeguarding of 

patients and notified the PSNI as per the Trust’s protocol for the Joint Investigation 

of Alleged or Suspected Cases of Abuse of Vulnerable Adults. Staff members 

implicated in the alleged abuses were immediately subjected to precautionary 

suspension.  

 

8.38 On 29th November 2012 the Operations Manager drafted a letter to family 

members/ carers of Ennis patients seeking to furnish them with an update on the 

safeguarding investigation. The Co-Director for Learning Disability when provided 

with a draft of this letter determined that further discussion was required before an 

update could be produced. On 18th and 19th January 2013 a shorter, less 

informative letter was issued.  

 

8.39 The Investigation Officers (IOs) contacted relatives/carers of patients in Ennis to 

ascertain if they had any concerns about the care provided. This resulted in 

                                                           
80

 In an email dated 29
th

 November 2012 the NHSC Trust confirmed that it would be represented at adult 

safeguarding case conferences but ‘responsibility for updating families by phone and letter should remain with 

BHSCT ensuring a consistent approach.’ 
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minimal supporting evidence for the investigation. Family members and carers 

were advised that they would be kept up to date with the investigation’s progress.  

 

8.40 In an email dated 17th December an IO wrote to the DO stating that of the eight 

families contacted, one had expressed concern about patient care. In that instance 

a relative noted that his sister had claimed to have been taken by ‘the scruff of the 

neck … to her bedroom’. He felt it was unlikely that his sister would tell lies but 

‘may not want to say anything that would get her into trouble.’ None of the others 

expressed concerns about care on Ennis ward although two raised concerns about 

the future of the ward and their worries over its closure. One man noted the 

potential of any resettlement to disrupt his sister who had lived at the hospital for 

30 years. Another interviewee related in a telephone interview on 8th January 2013 

a number of concerns she had relating to low staffing number. She felt there was a 

need for staff in dayrooms at all times and was anxious about the level of 

supervision available for her sister. She was also concerned that her sister’s 

money was not being spent on her. She felt her sister’s clothing was shabby and 

that her sister was being over-medicated as she slept all afternoon. The overall 

assessment of the ward from this interviewee was, however, that ‘the good 

outweighs the bad.’  

 

8.41 Another telephone interview on 15th January 2013 took place with a patient’s 

mother in which she reported that in her opinion the staff ‘are very good’. She did 

however, express concerns about the number of incidents of peer assaults on her 

daughter. Another relative telephoned on the same day noting that there was in 

her opinion a lack of communication amongst the staff. The engagement with 

patients, relatives and carers made by the investigation staff in an effort to keep 

them informed and to seek their views was viewed positively by the Review Team.  

 

8.42 Interviews with 17 MAH staff were subsequently undertaken and recorded. Six of 

the records are undated and most were unsigned. From the dates available it is 
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apparent that the majority of interviews (seven (64%)), took place between 8th and 

15th May 2013: some seven months after receipt of the allegations. Two earlier 

interviews with MAH staff took place on 21st December 2012 with the remaining 

two taking place on 21st February and 8th April 2013.   

 

8.43 The Review Team was concerned at the length of time taken to complete 

interviews with MAH staff. It was also perturbed at the timescale for the completion 

of clarification interviews with a patient who was an injured party who was deemed 

probably capable of giving evidence. This interview finally took place on 23rd 

January 2013. At that time the patient had no recollection of events of 7th 

November 2012 and did not want to engage in conversation about them. The 

Review Team was advised of a lengthy process involved in determining if patients 

have capacity and then acquiring necessary consent to be interviewed. Accepting 

that there are inevitable delays in completing such tasks, the Review Team 

concluded that a three-month delay with a learning disabled patient was not likely 

to result in good recall of past events. 

 

8.44 An undated discussion between medical personnel, the PSNI, the Speech and 

Language Therapist, and the DO to determine capacity of Ennis patients identified 

12 who could possibly give evidence. On 19th April 2013 an email from the DO to 

the Clinical Director sought his views on interviewing Ennis patients. The response 

was that one of the five patients had moved and that one patient’s mental 

functioning had deteriorated. Given that Ennis patients have significant intellectual 

impairment, the Review Team considered the delay in interviewing them as likely 

to have further impaired their ability to contribute meaningfully to the safeguarding 

investigation. 

 

8.45 Similarly, there was significant delay in police interviews with the two suspects. 

These interviews took place on 20th and 28th February 2013. An undated PSNI 
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report on interviews, which must postdate the 28th February, provided a summary 

of the evidence furnished by: 

 

- the four private provider’s staff;  

- two relatives; 

- the Forensic Medical Officer; 

- the absence of evidence from the injured party; and 

- the two suspects. 

 

The report concludes with the PSNI’s recommendation to the Public Prosecution 

Service to prosecute. The initial police interview with the complainant took place 

on 9th November 2012 with interviews of suspects not completed until 28th 

February.  

 

8.46 There were eight case conferences or strategy discussions convened between 9th 

November 2012 and 28th October 2013. Appendix 7 sets out the information base 

for the Review Team’s analysis of these meetings.  

 

8.47 The second strategy discussion on 15th November 2012 did not commence with 

consideration of how aspects of the initial Protection Plan had operated. A revised 

Protection Plan was agreed. The staffing component of this was to be addressed 

by the DO with senior Trust managers. Professional practice at Ennis was the 

focus of much of discussion at this meeting. The Review Team considered that 

preliminary discussion with MAH managers and delegation of the staffing issue to 

them would have been a more inclusive working arrangement. 

 

8.48 The third strategy discussion on 12th December 2012 addressed the issue of 

pending interviews.  Considerable discussion took place around staffing on the 

Ward and the 24/7 monitoring arrangements. The Review Team considered that 
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greater focus was required on the handling of alleged incidents so that the 

safeguarding investigation could be brought to an early conclusion. 

 

8.49 The fourth strategy meeting was held on 20th December 2012. Discussion at this 

meeting served to highlight the conflicting agendas present when safeguarding 

issues and staff disciplinary matters run parallel. Additionally, in the view of the 

Review Team, it underlined the fact that a clear, agreed understanding of the 

nature of the allegations had not been agreed in the three previous strategy 

meetings. The Review Team considered it essential that at the outset each 

allegation should have been assessed on the basis of the existing information. 

They should have been categorised in terms of a practice failing, a potential crime 

or an infringement of a patient’s human rights and dignity. 

 

8.50 In the fifth strategy meeting convened on 9th January 2013 initial focus was given 

to a consideration of progress against the actions established at the previous 

meeting. The Review Team considered such an approach commendable as it 

served to focus attention on any outstanding matters. The Co-Director of Learning 

and Disability Services, raised his concern about the list of allegations presented 

by the DO, some of which were specific while others were imprecise, negative 

comments. He stressed the need to obtain clear evidence and facts. The Review 

Team considered that had the initial allegation been disaggregated (see Para 

8.29), the safeguarding investigation would have been able to focus its energies 

on abusive issues.  

 

8.51 The sixth strategy meeting was held on 29th March 2013. This was almost two 

months later than initially scheduled. The focus of this meeting was the provision 

of an update from the PSNI and to plan further for the investigation. The first 

references to the potential for institutional abuse is recorded in these minutes. At 

the meeting it was agreed that all staff in the Ennis were to be interviewed by the 

two IOs. At this stage, five months after receipt of the allegations, neither patients 
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nor all of the staff working at Ennis had been interviewed by Trust staff. The 

Review Team considered this delay to have been excessive and likely to have 

been detrimental to the quality of the information received due to the lapse of time. 

 

8.52 The seventh strategy meeting was held on 5th July 2013 during which copies of the 

draft final report were circulated. The Public Prosecution Service at this point still 

had to assign a public prosecutor to the case. One of the patient’s interviews 

remained outstanding due to the absence of a Speech and Language therapist 

during July. The issue of initiating disciplinary proceedings was raised given the 

cost to the public purse. It was noted that the investigation had dealt with ‘a broad 

range of issues which were not part of the original allegations but arose during 

interviews with private provider staff.’ The DO noted that ‘no evidence had been 

found to substantiate the allegations’ but that ‘the investigating team felt the 

[private provider staff] were credible.’ Having read the minutes of the Case 

Conference of 28th October 2013, the Review Team concludes that there were 

sufficient concerns found to suggest a culture of bad practice. It is also evident that 

the private provider’s staff identified good practice which the Case Conference 

considered ‘would suggest that any poor practice was not totally widespread.’  

 

8.53 The Review Team noted that:  

 

- the report was not provided in a sufficiently timely manner to facilitate an 

informed discussion of it during this meeting; 

- six months after the initially allegations were received  patients had not been 

interviewed; 

- the issue of staff disciplinary action and when it could be progressed had not 

been dealt with in a more timely fashion;  

- the additional allegations made may have added considerably to the length of 

time for the investigation team to report without adding anything further to the 

body of available information; 
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- after such a lengthy review a more definitive conclusion about the culture of 

practice on Ennis ward had not been reached.  

 

8.54 The final case conference meeting (for which minutes are available on case 

records) was held on 28th October 2013. Its purpose was to discuss the 

conclusions and recommendations of the adult safeguarding investigation on 

Ennis ward. The DO noted the difficulty experienced by the investigation team in 

weighing the ‘very different evidence provided by the two staff teams’ [MAH and 

Private Provider staff]. A request was made to clarify what was meant by the term 

evidence. The DO said the investigation team considered the private provider’s 

staff’s reports as evidence. 

 

8.55 The Co-Director, Learning and Disability Services, noted at that Case Conference 

that there was no ‘evidence of institutional abuse post the allegations being made.’ 

The DO stated that: ‘the investigation was [not] conclusive enough to be able to 

state categorically that there had not been institutional abuse.’ The RQIA 

representative supported this view adding that ‘RQIA felt there was enough 

evidence to justify at least some concern about wider practice in the ward.’ The 

Co-Director asked to review minutes of previous meetings for any discussion of 

institutional abuse before the case conference would conclude on this issue.  A 

further meeting was arranged for 20th January 2014. There is no record of such a 

meeting taking place on the records examined by the Review Team.  

 

8.56 The Review Team was of the view that there was significant delay in bringing the 

Ennis Report to a conclusion given that the draft report had been tabled for 

discussion at the strategy discussion convened on 5th July 2013. Action in relation 

to staff disciplinary proceedings was also delayed, and on the basis of this meeting 

was likely to remain so pending court hearings. In the Review Team’s opinion, 

consideration of disciplinary action should, where possible, be pursued at the 

commencement of any investigation. Reasons for a decision on any deferment 
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should be provided in writing and be subject to monthly review. Such an approach 

would demonstrate greater regard and accountability for the public purse. 

 

8.57 The Review Team was particularly concerned that at this late stage in the 

investigation process consideration was being afforded to the issue of whether or 

not the abuse was of an institutional nature. In the opinion of the Review Team this 

discussion should have occurred early in the investigation process to assist with 

informing the subsequent nature of the investigation. Such an approach would also 

have assisted the Trust to comply with the SAI procedures which it acknowledged 

it had breached (see Paras 6.19 and 8.31). In discussions with Trust specialists 

working with vulnerable adults the Review Team were advised by one individual 

that the allegations were unambiguously of an institutional nature while the other 

felt a decision centred on the way institutional abuse was conceived. The DO felt 

she was being pressurised by the Co-Director to state the investigation had not 

identified institutional abuse. In the DO’s opinion she did not have enough 

evidence to reach a definitive conclusion.  

 

8.58 From the case records examined the Review Team considered that: 

 

- the Strategy Meeting extended its remit through its detailed consideration of 

the operation of Ennis ward rather than in establishing a broad framework to 

inform the safeguarding of patients. In the Review Team’s opinion, concerns 

noted by the regulator (RQIA) in respect of staffing would have been better 

progressed through its usual regulatory functions rather than via the strategy 

discussion process; 

 

- the DO appeared to have adopted an oversight function in respect of the 

operation of the Ennis ward by, for example, emailing the Service Manager at 

MAH on 5th March 2013 noting that from the nursing monitoring reports she 

could not identify whether or not staffing levels were appropriate. It is the 
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opinion of the Review Team that the action of the DO in this respect was not 

appropriate. It carried the potential to undermine the managerial system at 

MAH. The Review Team’s view was that to report on the implementation of 

recommendations was the proper way to seek to monitor levels of compliance 

or non-compliance; and that 

 

- the safeguarding investigation took from 8th November 2012 until 23rd October 

2013. This is much longer timescale than one would have expected, 

especially given the nature of the complaints. Allowing for the significant 

amount of work carried by the DO, the Review Team questions to what 

degree the wider remit adopted may have contributed to the length of time 

taken to complete the investigation. The time delay had significant 

implications for Ennis staff and the costs associated with precautionary 

suspensions. 

 

8.59 The safeguarding investigation took some 11 months to complete. There is 

evidence of initial feedback on the investigation being furnished to relatives and 

carers. An extensive number of interviews took place with MAH nursing and 

clinical staff, staff employed by the private provider, patients deemed to have 

capacity, and the relatives/carers of Ennis patients. Many of these interviews were 

held some five and six months after the start of the investigation. The delay in 

interviewing patients was of particular concern to the Review Team as it reduced 

the likelihood of evidence being forthcoming. Given the general level of social 

functioning among patients, any delay reduced the likelihood of evidence being 

forthcoming. In the opinion of the Review Team the absence of dates and 

signatures from six of the interviews with MAH staff is a significant omission.  

There can be no certainty as to when these interviews took place. Five or six 

months into the investigation appear a likely timescale as the majority of MAH staff 

interviews were held in that period. 

. 
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8.60 It is apparent from an examination of the records of those interviewed that no clear 

consistent picture emerged from any of the groups interviewed. The Review Team 

considered that the allegations made in November 2012 should have been 

disaggregated to allow for safeguarding issues to be the sole focus of the 

investigation. Other matters should have been dealt with under the Trust’s 

complaints procedure or its disciplinary processes which are in place to deal with 

poor practice concerns.  

 

8.61  The Review Team views the failure to identify the failings reported at Ennis as an 

SAI  as a missed opportunity to identify wider problems within MAH. Subsequent 

events confirm that a number of wider structural and cultural issues arising in the 

Ennis safeguarding investigation were not confined to that ward.  

 

8.62 The Review Team concluded that the safeguarding investigation involved multiple 

victims and multiple perpetrators, as such it could have been identified as 

institutional abuse. At the last recorded case conference which was convened on 

28th October 2013, the multidisciplinary team failed to reach a definitive conclusion 

regarding its status. In discussions with the DO, the Review Team was advised 

that the status of the review was the subject of numerous discussions with her line 

manager. She clearly felt under pressure to conclude that it was not institutional 

abuse. In the absence of comment from the Co-Director, the Review Team can 

reach no final determination as to his motivation. The reason provided by the DO 

for not classifying the Ennis allegations as institutional abuse was the absence of a 

definition of institutional abuse in the 2006 and 2010 safeguarding policies extant 

at the time of the investigation. While there is no definition in either policy, both 

refer to abuse in institutions.81 In the opinion of the Review Team the history of 

previous inquiries at MAH provided a context supportive of an early consideration 

of the potential for institutional abuse.  
                                                           
81

 Safeguarding Vulnerable Adults: Regional Adult Protection Policy and Procedural Guidance, par. 3.3, Page 11, 
2006 and the Adult Safeguarding in Northern Ireland: Regional and Local Partnership Arrangements,  par. 13, Page 
7, NIO / DHSSPS, March 2010 
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e.  Outcome of the subsequent safeguarding investigation in terms of  
  staff and staffing, and patient care 

 

8.63 During the course of the Ennis investigation a requirement was established for 24-

hour monitoring of staff working on the ward as a protective measure for patients. 

The monitoring staff were employed at Band 6A levels at a minimum. They were in 

place for a period of some 9 months. The cost to the Trust was estimated to be in 

the region of £500,000. The Review Team was informed by the Trust’s Director of 

Nursing that these monies were available from the in-year MAH budget. Approval 

of the Trust Board for this level of expenditure was not required.  A weekly support 

meeting was established to discuss any concerns arising from the monitoring 

arrangements. The monitoring reports were also provided to the Operations 

Manager who was leading the safeguarding investigation as DO. There is 

evidence in the case records of discussion between the Operation Manager and 

MAH Service Manager to agree on action required as a consequence of the 

monitoring reports.  

 

8.64 The establishment of 24/7 monitoring role meant that information on wider patient 

care issues were identified. These included:  

 
- patient privacy; 
- lack of stimulus/ lack of visual stimuli; 
- no attempts to engage in therapeutic activities; 
- overcrowding in the bottom dayroom; and 
- lack of quiet space for patients; 

 

8.65 As a result of the allegations a number of remedial actions were taken to improve 

the care and the quality of the environment on Ennis Ward. The Review Team 

noted that this included: 
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- an additional Ward Sister who was redeployed to Ennis for an initial period of 

two months from 8th November 2012 with a Deputy Ward Sister appointed 

from 25th November 2012; 

- a review of the Telford staffing formula for Ennis ward which resulted in a 

subsequent increase in staffing levels; 

- assurance to provide a minimum of six staff on duty during day shifts with 

additional resources deployed where possible. Night duty, up until 11pm, 

would also comprise six staff reduced to two for overnight duty; and   

- a monthly monitoring of staffing ratios to ensure an appropriate skill mix in the 

staff team. 

 

8.66 Service Improvement Action Plans were created for Ennis. Key steps included:  

 

- leadership walk-arounds and viewing the environment with fresh eyes; 

- safeguarding materials to be shared with staff and where required staff 

supported with training to facilitate and sustain improvements in practice; 

- to uplift staff knowledge on current policy relevant to the environment as well 

as information governance/patient property; 

- commissioning training restating the strategic objective of resettlement; 

- reviewing the ward’s learning environment for student placements.  

 

8.67 A multidisciplinary team was introduced to Ennis to improve patient care with the 

appointment of a psychologist and improved access to behavioural support 

services. Greater focus was also afforded to stimulating patients through increased 

levels of activities. The enhanced staffing numbers further improved the 1:1 

contact between patients and staff.  A review of each patient’s care plan and a 

functional behavioural analysis was also undertaken. 
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8.68 Despite the plan to close Ennis Ward, environmental improvements were made to 

enhance the living and sleeping arrangements in the ward. This was not only at a 

cosmetic level but a capital bid was approved to facilitate structural improvements.  

 

8.69 Safety and hygiene checks were also undertaken on the ward with Estates 

Department to assist with improving the dignity and privacy of patients.  

 

8.70 Considerable improvements occurred as an appropriate response to the 

allegations made in November 2012 and the staffing and environmental factors 

which in the opinion of the Review Team contributed to the events then noted. 

 

 f.  Governance and leadership issues around the monitoring of the  
  Ennis investigation and the implementation of its recommendations  

 

8.71 To deliver on improvements the Trust developed a series of monitoring 

arrangements in respect of the operation of the Ennis ward. In the opinion of the 

Review Team the secondment of a Co-Director of Nursing (Education and 

Learning) to MAH with a responsibility to monitor practice and to analyse 

information was a key means of ensuring not only an oversight function, but also a 

dynamic analysis of information. The support role to the Service Manager was also 

critical given the additional demands and challenges resulting from the 

safeguarding investigation. 

 

8.72 The Co-Director of Nursing undertook: 

 

- unannounced leadership visits to Ennis; 

- a review of a sample of patients’ notes, medical files, and the drug kardex; 

- a review of the learning environment using the NMC’s Learning and 

Assessment Standards; 

- consideration of progress against draft improvement plans; and  
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- communication with nursing managers from Ward to Executive Director levels 

and other professionals and trainers working on site. 

 

She provided written reports of her findings. On the case records examined by the 

Review Team a comprehensive report was provided of her second monitoring 

analysis in January 2013. In the opinion of the Review Team this role provided 

both support of MAH leadership and provided governance assurances to the Trust. 

 

8.73 It is also evident that a previous consideration to fit CCTV in MAH, which was first 

raised in August 2012, was given added impetus as it was viewed as a means of 

addressing the factual discrepancies which emerged from the Ennis investigation. 

This matter is addressed further in the CCTV section from paragraphs 8.81 to 

8.112.  
 

8.74 No information was available in case records on how the safeguarding 

investigation was subject to governance controls. The DO’s line manager attended 

a significant number of the strategy meetings/case discussions. From recorded 

comments it was apparent to the Review Team that there was no agreed approach 

about the nature of the investigation, what constituted evidence, and when 

disciplinary action should be initiated. The Review Team considered that while the 

DO must act independently, leadership support is required in discharging this 

challenging role. 

 

8.75 There was no apparent reason for a number of the delays evident in the 

safeguarding investigation. From July to October 2013 the aim of the final two 

strategy discussions was to focus on the conclusions and recommendations of the 

Ennis report. A three-month period between reviews is within the policy 

requirements. The Review Team deemed that arrangements should have been put 

in place to ensure that no drift occurred in the investigative process. Delays in 

interviewing patients, and MAH and the private provider’s staff, which the Review 

Team deemed unacceptable, should have been identified and remedied.  
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 g.  Observations and conclusion  
 

8.76 The Review Team considers that the Ennis safeguarding investigation was 

hampered from the outset by the fact that the allegations were not disaggregated 

into complaints and abusive incidents. Such an approach would have led to a 

sharper focus on the safeguarding elements of the allegations and the potential for 

more timely reporting.  

 

8.77 The extensive delay taken to complete relevant interviews compounded the time 

taken to produce the draft Ennis Report. From the dates available to the Review 

Team, interviews with MAH staff concluded on 15th May 2013. The draft report was 

then available for the strategy meeting convened on the 5th July 2013. At that time, 

one patient interview remained outstanding. In the opinion of the Review Team, all 

interviews should have taken place more proximate to the events which were the 

subject of the complaints in order to ensure that memories were fresh and that 

discussion over time had not coloured staff’s perceptions of the issues being 

investigated. 

 

8.78 The Review Team’s opinion is that from the outset, the Ennis investigation should 

have considered whether the allegations were of an institutional abuse nature. The 

discussion at the last recorded case conference, nearly one year after receipt of 

the allegations, as to whether it was institutional abuse, remained unresolved at 

the end of that meeting. This lack of decision was unacceptable to the Review 

Team.  

 

8.79 The failure to notify the HSC Board of the incident as an SAI, despite repeated 

requests from the HSC Board, was a missed opportunity to investigate the wider 

structural, staffing, and cultural issues within MAH. An SAI investigation had the 

potential to identify the nature of the issues which contributed to the allegations 
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8.83 In 2013 a business case application was prepared by the MAH Clinical and 

Therapeutic Manager for the use of CCTV within the ‘Core’ hospital. The business 

case proposed that CCTV would be installed in communal areas used by patients 

and staff in Sixmile and Cranfield male, female, and Intensive Care wards. The 

overall purpose was: ‘CCTV surveillance is required on the basis that they will 

make the hospital environment safe and secure for patients, staff and visitors. In 

2012/13 there were 667 reported assaults to the PSNI from Muckamore Abbey 

Hospital.’ Belfast Trust’s Capital Evaluation Team approved a funding bid for the 

installation of internal CCTV in these wards at an estimated cost of £80k on 13th 

January 2014. This allocation was approved in principle by the Trust’s Executive 

Team on the 22nd January 2014. In 2014 a detailed business case was prepared, 

led by the Business and Service Improvement Manager for Learning Disability 

Services. 

 

8.84 Funding became available In the later part of the 2014/15 financial year. After the 

appropriate procurement processes concluded, contracts were awarded to 

architects, design consultants, and contractors to proceed with the installation of 

CCTV. Work on CCTV installation commenced in February 2015 in Cranfield, 

comprising Cranfield 1 and 2 and the Psychiatric Intensive Care Unit (PICU), and 

in the Sixmile wards. The Business and Service Improvement manager and the 

Clinical and Therapeutic manager from MAH were in contact with the contractors 

throughout the installation and commissioning processes.  

 

8.85 On 21st April 2015 the contractors informed the Business and Service 

Improvement Manager that the CCTV had been installed in Cranfield and Sixmile 

wards and was now recording; a demonstration of the equipment was offered. The 

contractor explained the need for a period of recording prior to the demonstration 

to allow the full system’s functions to be illustrated at the demonstration. At this 

time there was also discussion about the need to add additional cameras to cover 
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the gardens that were attached to each building. These additional cameras were 

added to the schedule of work. 

 

8.86 The Service and Improvement Manager responded immediately suggesting that 

he be accompanied at the demonstration by the Operations/Nurse Manager and 

the Adult Safeguarding Officer. The contractor confirmed that the demonstration 

would take place on Wednesday 13th May 2015. 

 

8.87 From the information provided by the contractor, the Review Team can summarise 

that the CCTV installation comprised the installation of  large fixed cameras 

mounted in the public areas of the wards. The cameras were motion activated 

which meant that they were not in continuous record mode, which made it more 

practical to view playback. Cranfield and Sixmile wards each had their own CCTV 

recording systems which were in locked communication rooms. Each of the 

recorders had at least two screens to facilitate viewing. The recording 

arrangements provided for 120 days storage of the video footage. It is not clear 

from the specification whether the system was designed to overwrite recorded 

video after 120 days or whether 120 days was the minimum time for the storage of 

video. In the opinion of the Review Team it is highly likely that the system stored 

video beyond 120 days. This view is confirmed by a Trust briefing paper dated 

September 2018 which stated that: ‘all available CCTV footage was preserved 

from 1st March 2017 until 30th September 2017’; a period of 184 days. 

 

8.88 Records show that the CCTV project was commissioned and handed over to the 

Trust on 9th July 2015. It is not clear from the records examined who represented 

the Trust at the handover. Reference is made however to the need for the 

Business and Service Improvement Manager to be in attendance. 

 

8.89 An examination of MAH Senior Nurse Meeting minutes shows that the introduction 

of CCTV to the wards had been the subject of discussion and consultation for 
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some time. The Senior Nurse Meeting was chaired by the Service Manager for the 

hospital. It was attended by the Ward Sisters/Charge Nurses for each ward and 

other senior nurses on the MAH site. In April 2014 there was reference in these 

minutes to a webcam presentation and the benefits it could bring. No other details 

are given about the proposals. In May 2014 the Service Manager stated that 

webcams would be installed on the wards. The Review Team concluded that the 

reference to the webcams was a reference to CCTV. In June 2104 the Service 

Manager told those attending that webcams had been ordered for all wards. 

 

8.90 In May 2015 the MAH Safeguarding Officer reported that there had been a 

demonstration of CCTV and it had been shut down until policies were agreed to 

support its use. In June 2015 he stated that CCTV was still not operational. He 

added that they would be helpful for adult safeguarding. The Review Team asked 

the company responsible for the installation of the CCTV cameras when cameras 

started recording. The company responded that: ‘recording started at handover.’ 

Handover was at 9th July 2015. 

 

8.91 In December 2015 the Trust entered into a contract with the CCTV contractor to 

provide routine servicing, callout, and repair of security systems in their community 

facilities which included MAH. The contractor confirmed that this contract included 

CCTV in MAH. The Trust was paying for this maintenance contract from 

December 2015. 

 

8.92 From August 2015 until August 2017 mention was made at the Senior Nurse 

meetings about the drafting of CCTV policies and the consultation process for its 

operation. In August 2017 attendees of the meeting were told that the CCTV policy 

had been approved and would be rolled out in Cranfield and Sixmile wards on the 

11th September 2017. The meeting heard that communications sessions were 

planned for staff and patients and signage would be going up. There was a delay 

of 25 months between the commissioning of the CCTV in May 2015 and the 
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Trust’s decision to post signs about the cameras becoming operational in 

September 2017. 

 

8.93 In June 2017 the Trust approved a policy (ref SG 09/17) for the implementation of 

CCTV within MAH. Its purpose was to assist with investigations related to adult 

safeguarding issues. The front page of that document shows that consultation and 

finalisation of the policy began in September 2015 and was not completed until 

June 2017. The pathway towards approval was as follows: 

 

- 24 September 2015 - Initial Draft of the policy 

- May 2016 - Amended after first round of consultation 

- 11 August 2016 - Amended after 2nd round of consultations and approved by 

Clinical and Social Care Governance Committee 

- 1 March 2017 - Approved by the Standards and Guidelines (Committee) 

- June 2017 - Approved by the Trust Policy Committee 

- 28 June 2017 - Approved by the Trust Executive Team. 

 

 The review team could find no evidence that the Executive Team queried why it 

had taken so long for the draft policy to reach it for its final approval. 

8.94 The Review Team heard a number of different versions of what happened 

following approval of the policy. It has been difficult to be specific about a timeline 

from 28 June 2017 to the meeting between MAH managers and Mr. B, a 

complainant, in August 2017. Several managers from the Trust who are now 

retired and who had central roles to play in the implementation of CCTV did not 

meet with the review team.  

 

8.95 It was agreed that the CCTV would go live from September 2017, probably  11th 

September. The Service Manager told the Review Team that work had to be 

completed on a Communications Strategy with staff in August before the system 
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went live. The complaint by Mr. B in August 2017 resulted in the discovery that 

CCTV had been recording for some time previously. 

 
8.96 Mr. B., the father of a young man who was a patient in PICU ward, received a call 

from the Belfast Trust to inform him that his son had been physically assaulted by 

a member of staff. Mr. B. advised that he was notified on 21st August 2017, 

although Trust correspondence suggested this could have been 22nd August. Mr. 

B was told that the assault occurred on 12th August.  Mr. B. told the Review Group 

that he immediately got into his car and drove to MAH to ascertain what had 

happened. He told the Review Team that he could not understand why it had 

taken 9 days to inform him of the incident; normally he would have been contacted 

on the day of any incident concerning his son. 

 

8.97 Mr. B raised the issue of the assault with the RQIA on his way to a meeting at 

MAH on 25th August 2017. At the MAH meeting Mr. B met with the Operations 

Manager and the Safeguarding Officer who explained to him what had happened 

to his son. Mr. B was accompanied to this meeting, at his request, by a patient 

advocate from Bryson House. Mr. B did not accept the explanation provided. He 

inquired whether there was CCTV coverage of the incident. As a regular visitor to 

MAH since his son’s admission in April 2017, Mr. B had noticed the presence of 

CCTV cameras on the ward. After the meeting he sent a formal complaint to the 

Belfast Trust. The complaint that Mr. B subsequently raised and how it was dealt 

with is an important aspect of this review and is dealt with in this report (see Paras 

8.113 to 8.126). 

 

8.98 The Manager informed Mr. B that the cameras were not recording. Mr. B 

challenged this response. He told the Review Team that he had observed CCTV 

notices on the walls of the hospital and had assumed that there must be CCTV 

coverage. He also informed the Review Team that prior to his son’s admission to 
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MAH he had been given assurance in relation to his son’s safety at MAH by the his 

son’s social worker who told him that that the CCTV in MAH was operational. 

 

8.99 The Belfast Trust sent an Early Alert about the assault on Mr. B’s son on 8th 

September 2017 to the DoH and HSC Board. There was no reference to CCTV in 

the Early Alert. An update on the Early Alert was provided on 22nd September 

2017 which stated that: ‘CCTV footage has now been viewed by Senior Trust 

Personnel. There are grave concerns regarding the contents of the CCTV footage.’ 

This appears to be the first acknowledgement from Trust HQ that there was CCTV 

footage at MAH. 

 

8.100 Almost all those who were interviewed from the Belfast Trust were asked about the 

CCTV. Why was it introduced? When did recording start?  No one was able to tell 

the Review Team when recording started. The assumption by local MAH 

managers was that it would go live in September 2017 following the period of 

consultation with staff. At Director level the Review Team could not find any 

knowledge of how or when CCTV would be the introduced. 

 

8.101 The Review sought to establish how managers at MAH became aware of the 

existence of historical CCTV recordings and when these were first viewed in 

relation to the events of 12th August 2017. The person with most knowledge about 

the CCTV, the Business and Service Improvement Manager who is now retired did 

not communicate with the Trust or the Review Team. It is difficult, therefore, to 

establish a precise timeline.  

 

8.102 When the Service Manager for MAH was interviewed she recalled that she was 

told by the Business and Service Improvement Manager two days after the 

meeting with Mr. B at MAH that there might be CCTV footage of the incident that 

occurred on 12th August. The Review Team concluded that the Business and 

Service Improvement Manager’s comment was prompted by Mr. B’s challenge 
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regarding whether CCTV was recording. It is evident that some senior managers 

at MAH must have viewed some of the historic CCTV footage as Trust records 

show that legal advice from the Directorate of Legal Services (DLS) was sought on 

the 4th September to clarify if they could ‘view the footage as part of an 

investigation’. The DLS replied on 19th September 2019 that the recording could 

be viewed. The Review Team has no doubt that some senior managers at MAH 

viewed some of the historic recording in late August/early September 2017. The 

information about its the contents was not however, provided to a Trust Director 

until 20th September. 

 

8.103 The Service Manager told the Review Team that she viewed the recordings on 

20th September and immediately phoned the Trust’s Director of Nursing to inform 

her of the content. The Director of Nursing advised her to phone the Chief Nursing 

Officer at the DoH to inform her of these matters. The CNO was advised the next 

day. The Trust subsequently submitted an SAI notification to the DoH and the 

HSCB on 22th September 2017. 

  

8.104 The Service Manager told the Review Team that she wanted to raise an SAI as 

soon as she heard about the assault on . She completed an SAI form 

on the 1st September 2017 which was returned to her by the Learning and 

Disability Directorate’s Governance department. She stated that she was 

dissuaded from pursuing an SAI by the Co-Director Learning Disability Services as 

it did not meet the criteria for an SAI. 

 

8.105 The complaint that  subsequently raised and how it was dealt with was an 

important aspect of this review; it is dealt with further at par. 8.113 – 8.126 below.  
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 (ii)  The Involvement of the PSNI 
 

8.106 The PSNI were alerted to the allegations of assault on Mr. B’s son on 22nd August 

2017 under the Trust’s Adult Safeguarding Policy and the Joint Protocol. The PSNI 

became aware of the existence of historic CCTV recordings by mid-September 

2017, when notified of this by the Service Manager at MAH. Initially the police 

worked with the Trust and the RQIA under the Joint Protocol procedures. The 

police was not informed of the volume of CCTV footage that had been recorded 

until significantly later in the viewing process. The Review Team was told by the 

PSNI that due to frustration with the manner in which the Trust was handling the 

CCTV in February 2019 they seized the recordings. It eventually emerged that 

there was more than 300,000 hours of recording from CCTV in MAH.  

 

8.107 The PSNI set up a large team to scrutinise the recordings, the largest team ever 

assembled for such work in Northern Ireland. The CCTV recordings viewed by the 

PSNI dated back to March 2017. There is no explanation as to why there was six 

months of CCTV footage when the specification for the retention of CCTV stated 

that footage would be retained for 120 days before being overwritten (see Para 

8.87).  

 

8.108 In 2019 the PSNI expressed concern about the presence in the investigation of the 

former Business Service Improvement Manager for MAH who had retired but had 

been brought back by the Trust on a temporary basis to look after CCTV cameras 

and security on the site. The Trust terminated this arrangement. The Review Team 

emphasises that there is no suggestion of impropriety in respect of this individual. 

The Review Team tried to speak to this retiree through the Belfast HSC Trust. He 

did not acknowledge any of the communication sent to him.  

 

8.109 When asked about the level of co-operation they had received from staff in the 

Belfast HSC Trust, the police said it was mixed. The police seized the CCTV 

Exhibit 2
MAHI - STM - 277 - 217



   

 

133 

 

recordings. Copies were however returned to the Trust to enable it to recommence 

viewing of the footage.  

 

8.110 At the time of writing the PSNI had not yet completed viewing all of the historic 

recordings. Information provided by the Trust indicates that files on seven 

employees have been sent to the Department of Public Prosecutions. Sixty-two 

staff have been suspended, while 47 staff are working under supervision as a 

result of incidents viewed on CCTV. 

 
(iii) Subsequent Trust handling of the historic CCTV recording 

 

8.111 In a written report to the Trust Board in January 2018 the Director of Adult and 

Social Care reported that work was underway to install CCTV in the remaining 

wards at MAH and the swimming pool on the site. She went on to state that the 

team that was set up to view the historical CCTV had viewed 25% of the footage. 

This was inaccurate. It is clear that the Trust had still not grasped the enormity of 

the CCTV recordings that still had to be viewed. 

 

8.112 By September 2018 a team of ten external viewers working five days a week were 

employed by the Trust to carry out retrospective viewing of CCTV. The Director of 

Adult and Social Care told the Trust Board on 6th September 2018 that the viewing 

of PICU footage would be completed by early September and that the remaining 

three wards (Cranfield I and 2 and Sixmile) would be completed by the end of 

September. The same Director reported to the Board in February 2019 that 

viewing was still not complete with an estimated 20% yet to be watched. Senior 

staff in the Belfast Trust consistently underestimated the task of viewing the 

retrospective recordings. This partially accounted for the PSNI’s frustration about 

the Trust’s approach which resulted in recordings being seized and taken off site.  
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8.116 It was not acceptable for the Nurse in Charge to have emailed the Deputy Charge 

Nurse (DCN) requesting a meeting to discuss a concern. This caused delay in 

reporting an assault on a vulnerable patient and prevented the establishment of a 

protection plan for AB and others on the ward.  

 

8.117 The delay was further compounded as the requested meeting with the DCN did 

not take place until 17th August. The DCN considered the information provided 

about the allegations to be vague. The staff nurse who witnessed the assault was 

on leave that day. The DCN therefore emailed him, requesting more details about 

the incident. This caused further delay in invoking the Trust’s adult safeguarding 

procedures. The incident was not escalated at that time to senior managers within 

MAH nor was advice sought from MAH social work staff who carried safeguarding 

responsibilities within the hospital. 

 

8.118 On 20th August 2017 the DCN received a further allegation in respect of the 

healthcare support worker involved in the incident with AB on 12th August. This 

allegation was of verbal abuse of a patient. The DCN then emailed the Charge 

Nurse seeking advice. On the Charge Nurse’s return from leave, immediate and 

appropriate actions were taken in respect of both allegations made in respect of 

the healthcare support worker (see Appendix 8 for details). 

 

8.119 The Review Team understands Mr. B’s reaction to such information being 

provided to him nine days after the incident. The delay has done much to 

undermine Mr. B’s confidence in the Trust. The handling of his requests for 

information and details about the CCTV in PICU and his complaint to the Trust has 

further diminished his lack of confidence in the Trust’s managers and processes. 

 

8.120 The handling of Mr. B’s subsequent requests for information about his son’s care 

and details about the CCTV in PICU also further eroded his confidence in the 
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Trust’s management. Mr. B resorted to his Member of Parliament and the 

Information Commissioner in an effort to resolve matters to his satisfaction. The 

Review Team considered that more responsiveness to Mr. B’s requests, with due 

regard given to the data protection rights of others who may have appeared on the 

recordings, would have been appropriate.  

 

8.121 Mr. B met with MAH’s Operations Manager and a Safeguarding Officer on 25th 

August 2017, as arranged by him on 21st August 2017 following notification of the 

assault on his son. To ensure he had support, Mr. B arranged for an advocate to 

accompany him. At that meeting Mr. B asked about the potential for CCTV footage 

in respect of the assault in respect of his son. He was advised that the CCTV was 

not yet operational and would be going live on the 11th September 2017. Mr. B, 

whose work involves the use of CCTV cameras in an institutional setting, did not 

accept the information provided. He stated that since his son was admitted to 

PICU he had seen signage advising that the ward was covered by CCTV. Mr. B 

subsequently attempted to acquire details about when the CCTV was operational.  

 

8.122 The Review Team appreciated that the absence of information must have caused 

Mr. B considerable frustration. The Review Team, as already stated (see Paras 

8.81 to 8.112), experienced considerable difficulties tracking down the information 

that Mr. B sought about the installation and operation of CCTV at PICU. The 

Review Team did not have the benefit of information from the Business and 

Service Improvement Manager at MAH, now retired, who it considered the 

individual most likely to have intimate detail of the CCTV system from the initial 

concept during 2012, through to the approval of the business case, and the system 

eventually being installed in July 2015. The Review Team considered it 

unacceptable for information about the operation of the CCTV system not to have 

been provided to Mr. B. The Review Team concluded that the CCTV was 

operating from July 2015.  
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8.123 Immediately following the meeting of 25th August, Mr. B emailed a complaint to the 

Trust in respect of his son’s care. As he received no acknowledgement of his 

email, he contacted the HSC Board on the 29th August enquiring about when he 

could expect a response. It transpired that the original email had been sent to an 

‘incorrect’ email address within the Trust. Once the Trust located the email on the 

29th August it took immediate action through its Complaints Department with 

MAH’s Governance Department. 

 

8.124 From the exchange of emails between the Complaints and the Governance 

Departments, the Review Team identified two distinct approaches to how Mr. B’s 

complaint would be handled. The Governance Department’s view was that as the 

matter was of a safeguarding nature, it was not a complaint. The Complaints 

Department correctly interpreted the safeguarding and complaints policies by 

recognising that the safeguarding investigation would conclude at which stage, 

‘any outstanding concerns can be addressed under the HSC Complaints 

Procedures (2009).’  

 

8.125 The Complaints Department’s letter to Mr. B dated 30th August 2017 confirmed to 

him that his complaint could be addressed at the conclusion of the safeguarding 

investigation. The independent external Stage 3 SAI investigation commenced in 

January 2018 and reported in November 2018 in the A Way to Go report. There is 

no information in the documentation examined by the Review Team that Mr. B 

received individualised updates on the progress of the independent review. There 

was no information showing that Mr. B was contacted at the conclusion of the 

safeguarding investigation to ascertain if there were outstanding matters from his 

complaint which he wished to pursue further. The Review Team considered that 

best practice would have dictated that Mr. B be afforded an opportunity to pursue 

his complaint further from November 2018. 
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some of whom were anxious about their loved one’s leaving the ‘home’ they had 

lived in for decades. Some staff also had anxieties as to their own future 

employment as the number of wards continued to reduce at the hospital. The 

Review Team heard evidence from one parent about the enhanced quality of care 

afforded to his son since he was provided with a tailored community care package.   

 

9.4 The Review Team in the following discussion articulates principles which it 

believes will better meet the assessment and treatment of people with learning 

disabilities as well as informing the required community infrastructure and 

supports. The Improving Care, Improving Lives report made 70 recommendations 

targeted at: providers (35 recommendations); commissioners (33 

recommendations) and the Welsh Government (2 recommendations). This was a 

more extensive review of learning disability services than the current review. The 

key learning from it which the Review Team considered relevant to MAH are 

summarised below: 

 

- ‘patients, not subject to detention under the Mental Health Act or to 

Deprivation of Liberty Safeguards, have the capacity to consent to being an 

inpatient. Detained patients should be aware of their rights’; 

 

- ‘hospital support plans are reviewed regularly, within a maximum time period 

of three months. All care plans and hospital support plans are developed with 

specific objectives, measurable outcomes and clear timescales’;  

 

- ‘a safe, effective, and therapeutic environment of care, [is in place] in order to 

reduce frustration and boredom which could lead to behaviours that 

challenge.. [S]taff are trained to recognise escalating behaviours and to deliver 

positive and preventative interventions. ... [A]ll patients have a plan in place 

identifying the outcomes to be achieved in order to transition to the next step 

on their care journey’; 
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- ‘any restrictive intervention involves the minimum degree of force, for the 

briefest amount of time, and with due consideration of the self-respect, dignity, 

privacy, cultural values, and individual needs of the patient. A restraint 

reduction plan [should be] in place for each patient’;  

 

- ‘patients, families, and carers have a voice in service design.... [M]easures of 

patient satisfaction are obtained and used as indicators of responsive and 

quality services’; 

 

- ‘Commissioners ensure a sufficient level of staffing to provide safe and 

progressive care’; 

 

- ‘Commissioners should consider investment in early intervention and 

admission prevention community services.’ 

 

9.5 In 2015 NICE published guidelines titled ‘Challenging behaviour and learning 

disabilities: prevention and interventions for people with learning disabilities whose 

behaviour challenges’83 The guidelines, which have been endorsed in Northern 

Ireland by the Department of Health, ‘cover intervention and support for … adults 

with a learning disability and behaviour that challenges. It highlights the 

importance of understanding the cause of behaviour that challenges and 

performing thorough assessments so that steps can be taken to help people 

change their behaviour and improve their quality of life. The guideline also covers 

support and interventions for family members and carers.’ The general principles 

which underpin the Nice Guideline include: 

 

1. ‘Working in partnership with … adults who have a learning disability and  

  behaviour that challenges, and their family members of carers, and: 
                                                           
83

 https://www.nice.org.uk/guidance/ng11 
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- involve them in decisions about their care; 

- support self-management and encourage the person to be   

  independent; 

- build and maintain a continuing, trusting, and non-judgmental  

  relationship; 

- provide information: 

 

 about the nature of the person’s needs, and the range of 

interventions … and services available to them;  

 in a format and language appropriate to the person’s cognitive 

and developmental level…; 

 

- develop a shared understanding about the function of the   

  behaviour; 

- help family members and carers to provide the level of support they 

  feel able to. 

 

2. When providing support and interventions for people with a learning 

 disability and behaviour that challenges, and their family members of 

 carers: 

- take into account the severity of the person’s learning disability,  

  their developmental stage, and any communication difficulties or  

  physical or mental health problems; 

- aim to provide support and interventions: 
 

 in the least restrictive setting, such as the person’s home, or as 

close to their home as possible; and 
 in other places where the person regularly spends time….; 
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 - aim to prevent, reduce, or stop the development of future episodes 
of behaviour that challenges; 

- aim to improve quality of life; 

- offer support and interventions respectfully; 

- ensure that the focus is on improving the person’s support and 
increasing their skills rather than changing the person; 

- ensure that they know who to contact if they are concerned about 

care or interventions…;  

- offer independent advocacy to the person and to their family 

members or carers. 

 

3. Everyone involved in commissioning or delivering support and interventions for 

people with a learning disability and behaviour challenges … should 

understand: 

 

- the nature and development of learning disabilities; 

- personal and environmental factors related to the   

  development and maintenance of behaviour challenges; 

- that behavioural challenges often indicate an unmet need; 

- the effect of learning disabilities and behaviour that   

  challenges on the person’s personal, social, educational,  

  and occupational functioning; 

- the effect of the social and physical environment on learning  

  disabilities and behaviour that challenges (and vice versa),  

  including how staff and carer responses to the behaviour  

  may maintain it. 
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4.  Health and social care provider organisations should ensure that teams 

carrying out assessments and delivering interventions recommended in this 

guideline have the training and supervision needed to ensure that they have 

the necessary skills and competencies.  

 

5. If initial assessment … and management have not been effective, or the person 

has more complex needs, health and social care provider organisations should 

ensure that teams … have prompt and coordinated access to specialist 

assessment, support, and intervention services…. 

 

6.  Health and social care provider organisations should ensure that all staff 

working with people with a learning disability and behaviour that challenges are 

trained to deliver proactive strategies to reduce the risk of behaviour that 

challenges. 

 

7.  Health and social care provider organisations should ensure that all staff get 

personal and emotional support …. 

 

8.  Health and social care provider organisations should ensure that all 

interventions for behaviour that challenges are delivered by competent staff…. 

 

9.    A designated leadership team of healthcare professionals, educational staff, 

social care practitioners, managers, and health and local authority 

commissioners should develop care pathways for people with a learning 

disability and behaviour that challenges for the effective delivery of care and 

the transition between and within services. … 

 

10.  The designated leadership team should be responsible for developing, 

managing, and evaluating care pathways, … 
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11.  The designated leadership team should work together to design care 

pathways that promote a range of evidence-based interventions and support 

people in their choice of interventions. 

 

12.  The designated leadership team should work together to design care 

pathways that respond promptly and effectively to the changing needs of the 

people they serve, … 

 

13.  The designated leadership team should work together to design care 

pathways that provide an integrated programme of care across all care 

services … 

 

14.  The designated leadership team should work together to ensure effective 

communication about the functioning of care pathways. There should be 

protocols for sharing information … 

 

15.  GPs should offer an annual physical health check to … adults with a learning 

disability in all settings, using a standardised template… This should be 

carried out together with a family member, carer, or healthcare professional or 

social care practitioner who knows the person … 

 

16.   Involve family members or carers in developing the support and intervention 

plan for … adults with a learning disability and behaviour challenges. Give 

them information about support and interventions in a format and language 

that is easy to understand, including NICE’s ‘Information for the public.’ … 

 

17.  When assessing behaviour that challenges shown by … adults with a learning 

disability, follow a phased approach, aiming to gain a functional understanding 

of why the behaviour occurs. … 
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18.  Explain to the person and their family members or carers how they will be told 

about the outcome of any assessment of behaviour that challenges. Ensure 

that feedback is personalised and involves a family member, carer, or 

advocate to support the person and help them to understand the feedback if 

needed. 

 

19.  If the behaviour that challenges is severe or complex, or does not respond to 

the behaviour support plan, review the plan and carry out further assessment 

that is multidisciplinary and draws on skills from specialist services… 

 

20.  Carry out a functional assessment of the behaviour that challenges to help 

inform decisions about interventions … 

 

21.  Vary the complexity and intensity of the functional assessment according to 

the complexity and intensity of behaviour that challenges, following a phased 

approach, … 

 

22.  Develop a written behaviour support plan for … adults with a learning disability 

and behaviour that challenges that is based on a shared understanding about 

the function of the behaviour.  

 

23.  Consider personalised interventions for … adults that are based on 

behavioural principles and a functional assessment of behaviour, tailored to 

the range of settings in which they spend time. 

 

24.  Ensure that reactive strategies, whether planned or unplanned, are delivered 

on an ethically sound basis. Use a graded approach that considers the least 

restrictive alternatives first. Encourage the person and their family members or 

Exhibit 2
MAHI - STM - 277 - 233



   

 

149 

 

carers to be involved in planning and reviewing reactive strategies whenever 

possible.  

 

25.  Ensure that any restrictive intervention is accompanied by a restrictive 

intervention reduction programme, as part of the long-term behaviour support 

plan, to reduce the use of and the need for restrictive interventions.’  

 

9.6  The NICE guideline address the range of issues found by the Review Team in 

relation to: staffing levels and skills; the availability of safe, effective and 

compassionate care; the absence of behavioural support services resulting in 

over-use of restraint, seclusion and physical interventions with patients; the 

effectiveness of care planning and transition arrangements for patients; and the 

poorly developed multidisciplinary approach to patient care.  

 

9.7 The use of seclusion and physical interventions with patients has been 

commented on throughout this report. Best practice in working with learning 

disabled patients who presented with aggressive and/or challenging behaviours 

did not underpin strategies relating to their management at MAH. Future practice 

in these areas was considered by the Review Team in terms of: 

 

- RCN Advice issues in 2017, which is scheduled to be reviewed in 2020, 

which adopted a rights based approach to consideration and review of 

restrictive practices.84 It states that, ‘restrictive practices are sometimes 

necessary and could form part of health and social care delivery. In this 

context it is essential that any use of restrictive practices is therapeutic, 

ethical, and lawful.’ It also acknowledges the benefit of early interventions 

                                                           
84

 84
 Three Steps to Positive Practice: A rights based approach when considering and reviewing the use of restrictive 

interventions, RCN, 2017 https://www.rcn.org.uk/professional-development/publications/pub-006075 
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and an understanding of the cause of such behaviours. The rights-based 

approach is seen as a means of placing the person at the centre of care; 

   

- HM Government guidance of 2019 on reducing the need for restraint and 

restrictive practices85 is directed at children and young people. The 

recognition in it of the traumatising effect of restrictive practices on children, 

young people, families, and carers, and the potential for long-term 

consequences for health and wellbeing are messages which are also 

relevant to adults. The core values, and principles upon which the guidance 

is based are also pertinent to adults: 

 

- ‘uphold children and young people’s rights; 

 

- treat children and young people with learning disabilities … as full   

 and valued members of the community whose views and    

 preferences matter; 

 

- respect and invest in family carers as partners in the development   

 and provision of support; and  

 

- recognise that all professionals and services have a responsibility   

 to work together to coordinate support …’ 

 

In regard to restraint, the values stated: 

 

-  ‘every child or young person deserves to be understood and 

 supported as an individual;  

 

                                                           
85

 Reducing the Need for Restraint and Restrictive Interventions HM Government, 27 June 2019 
https://www.gov.uk/government/publications/reducing-the-need-for-restraint-and-restrictive-intervention 
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-  the best interests of children and young people and their safety and 

 welfare should underpin any use of restraint;  

 

-  the risk of harm to children, young people and staff should be 

 minimised. The needs and circumstances of individual children and 

 young people… should be considered and balanced with the needs 

 and circumstances of others….; and;  

-   a decision to restrain a child or young person is taken to assure  

  their safety and dignity and that of all concerned,’ …86 
  

 
- The Mental Welfare Commission for Scotland in 2019 issued a good practice 

guide to inform the use of seclusion. The purpose of the guide ‘is to provide 

clear guidelines for the consideration and use of seclusion and to ensure that, 

where this takes place, the safety, rights and welfare of the individual are 

safeguarded.’87 

 

9.8 NICE has also developed a number of guidelines and quality standards specific to 

individuals with challenging behaviours and learning interventions. In developing 

inpatient and community care services for such individuals, the Review Team 

considered that the following literature should be used to inform a service model in 

Northern Ireland: 

 

- Challenging behaviour and learning disabilities; prevention and interventions 

for people with learning disabilities whose behaviour challenges;88 

  

- Learning disabilities: challenging behaviour;89 

                                                           
86

 Ibid, Pages 17 - 19 
87

 Use of Seclusion: Good Practice Guide, Mental Welfare Commission for Scotland, October 2019, Page 5 
https://www.mwcscot.org.uk/sites/default/files/2019-10/Seclusion GoodPracticeGuide 20191010.pdf 
88

 Challenging behaviour and learning disabilities; prevention and interventions for people with learning disabilities whose 
behaviour challenges, NICE guideline, 29 May 2015 nice.org.uk/guidance/ng11 
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- Mental health problems in people with learning disabilities: prevention, 

assessment and management;90 

 

- Learning disabilities: identifying and managing mental health problems;91 

 

- Learning disabilities and behaviour that challenges: service design and 

delivery.92 

 

9.9 A selected range of other resources which Commissioners and Providers of 

services for individuals with learning disabilities may find informative are listed 

below with links to the publication for reference purposes: 

 

- Royal College of Psychiatry 

 

o People with learning disability and mental health, behavioural or forensic  

problems: the role of inpatient services;93 

o Enabling people with mild intellectual disability and mental health problems 

to access health care services;94 

o Care Pathways for people with intellectual disability;95 

o Community-based services for people with intellectual disability and mental 

health problems: Literature Review and survey results;96 
                                                                                                                                                                                           
89

 Learning Disabilities: challenging behaviours Quality standard, 8 October 2015, nice.org.uk/guidance/qs101 
90

 Mental health problems in people with learning disabilities: prevention, assessment and treatment, NICE guideline 14 
September 2016, nice.org.uk/guidance/ng54 
91

 Learning disabilities: identifying and managing mental health problems, Quality standard 10 January 2017 
nice.org.uk/guidance/qs142   
92

 Learning disabilities and behaviour that challenges: service design and delivery, NICE guideline, March 2018, 
nice.org.uk/guidance/ng93  
93

People with learning disability and mental health, behavioural or forensic  problems: the role of inpatient services, July 2013 
 https://www.rcpsych.ac.uk/docs/default-source/members/faculties/intellectual-disability/id-fr-id-03.pdf?sfvrsn=cbbf8b72 2 
94

 Enabling people with mild intellectual disability and mental health problems to access health care services, November 2012 
https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-policy/college-reports/college-report-
cr175.pdf?sfvrsn=3d2e3ade 2 
95

 Care Pathways for people with intellectual disability, September 2014, https://rcpsych.itinerislive.co.uk/docs/default-
source/members/faculties/intellectual-disability/id-fr-id-05.pdf?sfvrsn=11e73693 2  
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o Standards for adult inpatient learning disability services;97 

 

- The Joint Commissioning Panel for Mental Heath’s guidance for 

commissioners of mental health services for people with learning disabilities;98 

  

- Local Government Association, ADASS (adult services), and NHS England 

publication: Supporting people with a learning disability and/or autism who 

display behaviour that challenges, including those with a mental health 

condition;99  

 

- The National Quality Board publication: An improvement resource for learning 

disability services: Safe, sustainable and productive staffing:100; 

 

- British Journal of Psychiatry article: Impact of the physical environment of 

psychiatric wards on the use of seclusion;101  

 

- Journal article: Evaluation of seclusion and restraint reduction programs in 

mental health: A systematic review.102 

                                                                                                                                                                                           
96

 Community-based services for people with intellectual disability and mental health problems: Literature Review and survey 
results, 2015, https://www.rcpsych.ac.uk/docs/default-source/members/faculties/intellectual-disability/id-fr-id-
06.pdf?sfvrsn=5a230b9c 2 
97

 Standards for adult inpatient learning disability services, July 2016 https://www.rcpsych.ac.uk/docs/default-
source/improving-care/ccqi/quality-networks/learning-disability-wards-qnld/qnld-standards-3rd-edition-
2016.pdf?sfvrsn=b181aa51 2 
98

 The Joint Commissioning Panel for Mental Heath, Guidance for commissioners of mental health services for people with 
learning disabilities, May 2013, https://www.jcpmh.info/wp-content/uploads/jcpmh-learningdisabilities-guide.pdf 
99

 Supporting people with a learning disability and/or autism who display behaviour that challenges, including those with a 
mental health condition, October 2015, https://www.england.nhs.uk/wp-content/uploads/2015/10/service-model-291015.pdf 
100

 Safe, sustainable and productive staffing: An improvement resource for learning disability services, January 2018 
https://improvement.nhs.uk/documents/588/LD safe staffing20171031 proofed.pdf 
101

 Schaaf van der P.S. et al Impact of the physical environment of psychiatric wards on the use of seclusion, 2013. 202, 142 – 
149, https://www.cambridge.org/core/journals/the-british-journal-of-psychiatry/article/impact-of-the-physical-environment-
of-psychiatric-wards-on-the-use-of-seclusion/ECF01A965156AF94A632E8436F13FD9D 
102

 Goulet M-H, et al, Aggression and Behavior, 34 (2017) Pages 139 – 146 Evaluation of seclusion and restraint reduction 
programs in mental health: A systematic review https://www.sciencedirect.com/science/article/abs/pii/S1359178917300320 
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 Board or Executive Team between 2012 and 2017 despite its ongoing 

 difficulties in relation to staff recruitment and retention; 

 

- an extensive array of policies and procedures existed within the Trust. An 

 external review of a number of policies and procedures relating to 

 seclusion and restraint found the extant policies were out of date and that 

 more recent best practice developments had not been taken into account; 

 

- In 2005 the Department issued in draft form its Guidance on the use of 

 Seclusion and Restraint. The Review Team knows that this Guidance was 

 used to inform the Southern HSC Trust’s policies in these areas. As the 

 2005 draft consisted of extensive guidance on monitoring arrangements, it 

 is unfortunate that the Draft Guidance was not issued in final form by the 

 Department as it had, through its monitoring mechanism, provided an 

 opportunity to highlight and remedy excessive use of physical 

 interventions.  

 

- there was limited evidence of Executive or Board engagement with MAH 

 prior to the events identified in August 2017. Walkabouts scheduled for all 

 Trust facilities in 2012 did not result in a site visit to MAH until 2016. 

 

2. Discharge of Statutory Function (DSF) Reports were provided annually by the 

Trust to the HSC Board: 

 

 –  these were largely repetitive documents which did not provide assurance 

neither in relation to the discharge of Statutory Functions, nor to the 

standard of practice in relation to same; 

 

- there was no reference to the Ennis investigation within the DSF Reports; 
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- there was insufficient challenge from the Trust Board and the HSC Board 

in relation to DSF Reports. Feedback provided to the Trust from the HSC 

Board related to failings in meeting resettlement targets; 

 

- there was a recognition that the reporting format was leading to repetitive 

reports which lacked outcome data. Despite this, the reporting structure 

was not amended. 

 

3. There was limited evidence of multidisciplinary working at MAH:  

 

- nurses, including healthcare assistants, were for operational purposes the 

key workforce on site; 

  

- there was evidence of nurses feeling unsupported by medical staff; 

 

- there were ongoing problems relating to the identification and diagnoses 

 of physical healthcare needs of patients which were not addressed until a 

 service was procured from a local GP’s practice; 

 

- there was insufficient multidisciplinary team working with patients across 

 the MAH site; 

 

- the general absence of behavioural support staff, in particular 

 psychologists, had a detrimental impact on patient care and contributed to 

 challenging behaviours. 
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4. Failure to use data and learn from it: 

 

- information regarding physical interventions, restraint, vulnerable adults, 

and seclusion were regularly presented to Governance and Core Group 

meetings at MAH. There is no evidence of data being analysed or 

triangulated to inform practice, staff learning, or the workforce strategy. 

There was also no evidence of trends being analysed; 

  

- information from RQIA inspection reports was not used proactively to 

develop staff or improve patient care;  

 

- RQIA had no joined up approach to inspecting wards at MAH but neither 

had the Trust a joined up approach to identifying trends from such reports 

or in learning from the Iveagh Report where it had relevance to the adult 

hospital sector. 

 

- there was evidence that priority was afforded to completing information 

returns rather than learning from them; 

 

- there was limited evidence of how patients’ and carers/relatives’ views 

were sought and used to inform patient care.  

 

 

5. There were staffing difficulties in MAH particularly relating to nursing and 

Consultant posts: 

 

- inadequate nursing staff resulted in a heavy reliance on bank and agency 

staff which resulted in a skill mix ratio of nurses to healthcare assistants 

which at times was as low as 20:80 on wards. There was an absence of 
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clinical oversight of practice, particularly of healthcare assistant level on a 

24/7 basis; 

 

- the staffing difficulties were hindered by the moratorium on posts 

compounded by the lack of a workforce strategy;  

 

- there was limited investment in staff training and development activity, with 

a focus on mandatory training. There was little evidence based upon: 

therapeutic education; education and development; or national strategies 

promoting reductions in seclusion and promoting behavioural support; 

 

- wards were closed prematurely to cope with staffing shortages. Insufficient 

attention was afforded to the impact this would have on patients or the skill 

mix of staff; 

 

- patient activities were restricted due to staffing deficits which resulted in 

boredom and heightened levels of challenging behaviours; 

 

- medical staff were at times not available in sufficient numbers to support 

nursing staff or to drive up standards within wards; 

 

- nursing workforce shortages were not escalated within the Trust or to the 

Department. 

  

6. The resettlement agenda at the hospital meant that focus on the hospital as a 

whole was lost: 

 

- the physical environment in wards scheduled for closure was allowed to 

deteriorate, resulting in a living and work environment not conducive to 

high standards of practice;  
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- 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.  

 

7.  MAH had its own culture which was not informed by the leadership values of 

its parent organisation: 

 

- the Trust had its values set out in The Belfast Way and in a range of other 

documents. There was no evidence that these had been cascaded 

successfully to staff at MAH;  

  

- there was a culture clash within MAH between those who viewed it as a 

home for patients rather than a hospital with treatment and assessment 

functions; 

 

- staff were more focused on maintaining the status quo at MAH rather than 

adopting the values of the Trust. The A Way to Go Report commented on 

the loyalties which existed within the staff team to each other rather than to 

their employer; 

 

- there was a practice in MAH of keeping issues and their management on-

site. Evidence of this is found in the failure to bring the Ennis investigation 

and subsequent report to Trust Board. Similarly, by dealing with it solely as 

a safeguarding issue, it meant that it could be addressed on-site; 
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- the HSC Board repeatedly sought an SAI in respect of Ennis from 2012 to 

2015. This request was never implemented by the Trust which eventually 

accepted that it was in breach of the SAI procedures. The admission of 

breach was not brought to Trust Board level by Trust personnel or the 

HSC Board; 

 

- the Review Team was unable to ascertain why Ennis had not been 

escalated to Trust Board or the Executive Team by the Governance Lead 

or the Co-Director of Disability and Learning Services or the Directors of 

Nursing and Adult Social Care; 

 

- an absence of visible leadership from Trust Board and Directors which 

resulted in MAH being viewed as a place apart. 

 

Recommendations 
 

10.2  In making recommendations the Review Team has considered actions taken by 

Belfast HSC Trust since 2017 to ensure safe, effective, and compassionate care in 

MAH. To avoid repetition recommendations are not made where action has 

already been taken. The following recommendations are made to assist the 

Department, the HSC Board/PHA, and the Trust to enhance the care provided to 

learning disabled citizens in a manner which builds on their strengths and supports 

them to reach their fullest potential. 

 

 The Department of Health 
 

1. The Department of Health should review the structure of the Discharge of 

Statutory Functions reporting arrangements to ensure that they are fit for 

purpose.  
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2. The Department of Health should consider extending the remit of the RQIA to 

align with the powers of the Care Quality Commission (CQC) in regulating 

and inspecting all hospital provision.   

 

3. The Department of Health, in collaboration with patients, relatives, and carers, 

and the HSC family should give consideration to the service model and the 

means by which MAH’s services can best be delivered in the future. This may 

require consideration of which Trust is best placed to manage MAH into the 

future. 

 

The HSC Board/PHA  
 

1. The HSC Board/PHA should ensure that any breach of requirements 

brought to its attention them has, in the first instance, been brought to the 

attention of the Trust Board. 

  

2. Pending the review of the Discharge of Statutory Function reporting 

arrangements, there should be a greater degree of challenge to ensure the 

degree to which these functions are discharged including an identification of 

any areas where there are risks of non-compliance. 

 
3. Specific care sensitive indicators should be developed for inpatient learning 

disability services and community care environments.  

 

The Belfast HSC Trust  
 

1. The Trust should consider immediate action to implemented disciplinary 

action where appropriate on suspended staff to protect the public purse.  

 

2. The Trust has instigated a significant number of managerial arrangements 

at MAH following events of 2017. It is recommended that the Trust 
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considers sustaining these arrangements pending the wider Departmental 

review of MAH services.   

  

3. Advocacy services at MAH should be reviewed and developed to ensure 

they are capable of providing a robust challenge function for all patients and 

support for their relatives and/or carers. 

 
4. The complaint of Mr. B of 30th August 2017 should be brought to a 

conclusion by the Trust’s Complaints Department.  

 
5. In addition to CCTV’s safeguarding function it should be used proactively to 

inform training and best practice developments. 

 
6. The size and scale of the Trust means that Directors have a significant 

degree of autonomy; the Trust should hold Directors to account.  
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Appendix 1 
 

Terms of Reference - A Review of Leadership and Governance at Muckamore 
Abbey Hospital 
 
Background 

A Way to Go: A Review of Safeguarding at Muckamore Abbey Hospital (November 

2018) is the report from the Independent Serious Adverse Incident Review of Adult 

Safeguarding incidents occurring at Muckamore Abbey Hospital between 2012 and 

2017.  Belfast Health & Social Care Trust (BHSCT) has commenced work on an action 

plan to improve the care, safety, and quality of life for patients in the hospital, and the 

Department of Health have developed an action plan to address the regional and 

strategic issues identified in the report. The three Trusts whose populations use 

Muckamore Abbey Hospital are also prioritising work to facilitate the discharge of 

people who no longer require inpatient care. 

It is felt that the review did not fully explore the leadership and governance issues in the 

hospital. Therefore, the Independent Review of Leadership and Governance at 

Muckamore Abbey Hospital is being commissioned to address any leadership and 

governance issues that may have contributed to safeguarding deficits in the hospital. 

A timeline for completion of the review will be agreed at the first meeting with the review 

team and HSCB/PHA lead officers. 

Methodology 

The Review team seek to establish lines of communications with all the organisations 

that are impacted by this review. The Belfast HSC Trust will be the main focus of the 

review, but other organisations may include the RQIA, other Trusts, as well as families 

and carers. The DoH will also be approached to ascertain what policies were in 

operation during that time period that would be relevant to the issues of leadership and 

governance. The HSCB/PHA will inform these parties of the mandate of the Review 

Team. 
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The Review team will seek to gather information for 2012 – 2017 from these relevant 

sectors that will help address the issues of how leadership and governance were 

exercised during this period. This will be carried out through interviews with individuals 

identified by the team and scrutiny of the relevant documentation. Documentation may 

include, Minutes of Board, Senior Management Team, and Hospital Management 

meetings; as well as risk registers; operational and strategic plans; service improvement 

plans; and financial strategies. Other documentation may include incident reporting, 

complaints, and organisational structures (this list is not exhaustive). The team will meet 

families and carers to ascertain their observations of matters of leadership and 

governance. 

The Review team will identify good practice in the HSC/NHS and the public sector that 

can provide benchmarks to evaluate how leadership and governance was exercised 

within the Belfast Trust. The team will always act fairly and transparently, and with 

courtesy. 

Purpose of the Review 

This review is being commissioned by the Health & Social Care Board & Public Health 

Agency (HSCB/PHA) at the request of the Department of Health. The purpose of this 

review is to critically examine the effectiveness of Belfast Health & Social Care Trust’s 

leadership, management, and governance arrangements in relation to Muckamore 

Abbey Hospital for the five-year period preceding the adult safeguarding allegations that 

came to light in late August 2017.  

The review should take cognizance of any relevant governance issues highlighted by 

other agencies such as RQIA and PSNI since 2017. Ultimately, the review seeks to 

establish if good leadership and governance arrangements were in place and failed and 

if so, how/why ; or were effective systems not in place. 

 

Terms of Reference 
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Review and evaluate the clarity, purpose and robustness of the leadership, 

management and governance arrangements in place at Muckamore Abbey Hospital in 

relation to quality, safety and user experience. Drawing upon families, carers, and staff’s 

experience, conduct a comparison with best practice and make recommendations for 

further improvement. When carrying out this review account should be taken of the 

following:   

Strategic leadership 

 Shared principles, values, and objectives across the Trust services for people 

with a learning disability 

 The role of Belfast HSC Trust Board and Senior Management Team in providing 

leadership and oversight 

 The role of Belfast HSC Trust Board and Senior Management Team in ensuring 

clarity of purpose for MAH 

Operational Management  

 Clarity of line-management arrangements 

 Clarity of lines of accountability from ward staff through to Trust Board 

 Clarity of roles and responsibilities of and between operational, governance, and 

professional leadership and management at the hospital 

 Clarity of roles and responsibilities between staff in the hospital and community 

based clinical and key worker staff. 

 Ability and willingness to challenge inappropriate behaviour and culture, and to 

support staff to change behaviour. 

 Operational aspects of adult safeguarding arrangements. 

 Operational systems for raising and addressing concerns about quality and 

safety of patient care. 

 Operational aspects of service improvement arrangements. 

Professional / Clinical leadership 
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 Professional adult safeguarding arrangements 

 Clinical leadership within multidisciplinary teams 

 Professional supervision (across all disciplines working in the hospital) 

 Professional aspects of systems and supports for raising and addressing 
concerns about quality and safety of patient care (including those available to 
students from all disciplines on placement in the hospital). 

 Continuous professional development arrangements for all levels of staff 

 Process for introducing and monitoring the implementation of new evidence 

based professional practice and clinical updates 

 Professional aspects of service improvement arrangements 

 Ability and willingness to challenge inappropriate behaviour and culture, and to 

support staff to change behaviour  

Governance 

 Incident reporting and reviewing arrangements and how these informed patient 

care (to include restrictive practices) 

 Clinical and practice audit  

 Dealing with complaints 

 Whistleblowing 

 Inspection reports 

 Health & Safety 

 Risk assessment and management 

 Arrangements for learning and improvement from the above. 

 Monitoring and accountability arrangements for physical 

interventions 

 Monitoring and accountability arrangements for seclusion. 

 Multidisciplinary staff availability, working, and skill mix  

 Delivery of evidence-based therapeutic interventions in line with NICE and other 

relevant clinical practice guidelines  

Accountability 
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 Meaningful engagement with families of patients/carers 

 Meaningful engagement with people who use the hospital’s services  

 Reporting and accountability arrangements 

 Working arrangements with community-based services 

 Openness to visitors and scrutiny 

Hospital Culture and Informal Leadership 

• Hospital culture across all staff in all professions/roles in all settings within the 

hospital. 

• The extent of compassionate values based and human rights-focused practice in 

the hospital. 

• The nature of the management approach to staff including the extent of formal 

and informal supports. 

• Ward dynamics and relationships amongst staff teams including positions of 

power/influence in staff teams. This analysis should include any available 

information from the safeguarding investigation about the numbers, roles, 

grading, experience, training, length of service and shift patterns of staff alleged 

to have been directly involved in abuse and those alleged to have witnessed it 

but did not act on it. 

 

Support to Families and Carers 

 The DOH will engage PCC to provide independent support for families and 

carers who become involved in the review process.   

 

Anticipated Outcome  

Produce a set of recommendations for consideration and approval by the Muckamore 

Abbey Hospital Departmental Assurance Group in relation to the implementation of a 

governance and assurance framework for Muckamore Abbey Hospital & Belfast HSC 
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Trust; other HSC Trusts with Learning Disability Hospitals; and wider mental health and 

learning disability services.   
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Appendix 2  
 

Curriculum Vitae of Independent Review Team Members 
 
 
David Bingham 
 

Before retirement from the NHS in March 2016 David was Chief Executive of the 

Business Services Organisation for Health and Social Care in Northern Ireland. He had 

spent most of his career in the public sector, with a background of General 

Management, Human Resources or Management and Organisational Development. In 

addition to his health service experience he had spent eight years in the senior civil 

service.  

 
 
Maura Devlin 
 

Maura is a registered nurse and currently the Northern Ireland council member of the 

Nursing and Midwifery Council. She was Director of Nursing and Midwifery Education in 

the Clinical Education Centre and previously worked in a range of assistant director 

roles in the health and social care sector in Northern Ireland. Since retiring, she has 

served as an independent chair for Fitness to Practice proceedings at the Northern 

Ireland Social Care Council. She currently works as a professional advisor to the 

Northern Ireland GP Federations.  

 
 
Marion Reynolds MBE, BSc, Dip Soc Work, CQSW, Cert Adv Soc Work  

 

Marion worked from 1975 to 2009 at practitioner, management, inspection, policy 

development, and commissioning levels in Family and Child Care services in Northern 

Ireland. She commissioned the full range of statutory family and child care services for 

the population of the Eastern Health and Social Services Board from 2006 to 2009. In 

addition she chaired the Board’s Area Child Protection Committee. Previously she 
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worked as a Social Services Inspector, at the DHSSPS (1992 to 2005). Marion 

contributed to the development of professional standards for children’s services.  

 

Since 2010 Marion has worked as an Independent Social Worker providing independent 

social work analysis and reports for a range of social services providers in both 

Northern Ireland and the Republic of Ireland.  

 
Marion is currently involved as a: member of the Exceptional Circumstances Body of the 

Department of Education (2010 to present), member of the Northern Ireland Advisory 

Group of Homestart (UK) (2005 to present); Board Member Alpha Housing Association 

(2012 to present). Previously she was a Commissioner with the Northern Ireland Human 

Rights Commission (2009 to September 2017).  

 

Katrina McMahon 
Katrina is a former acting Head and Business Manager of the HSC Leadership Centre. 

She worked in the Health and Social Care sector for 37 years in various management 

roles within HSC Trusts and the Management Development Unit.  Her particular areas 

of interest are in business systems and managing complex health care based projects.  
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Appendix 3  
 

List of documentation received by the Review Team                            

File  

Number 

Origin 

 

Date 
Received 

Comment 

1 Belfast Trust 21/2/20 Policies and Procedures 

 

2 Belfast Trust 21/2/20 Policies and Procedures 

 

3 Belfast Trust 4/3/20 Policies procedures and reports 

 

4 Belfast Trust 6/3/20 SAIs’ and Incident reports 

 

5 (File 1) Belfast Trust 

 

6/3/20 CORE minutes  

Modernisation Minutes  

 

6  (File 2) Belfast Trust 

 

6/3/20 Professional Senior Nurse Minutes  

7  (File 3) Belfast Trust 

 

6/3/20 Nurse Management Structure  

Re-settlement Information 

Audit Lead Minutes 

Governance Minutes 

 

8 (File 4) Belfast Trust 

 

6/3/20 Learning & Children’s Senior Managers 
Minutes  

9 Belfast Trust 

 

1/5/20 RQIA Reports & Quality Improvement Plans  

Including unannounced visits 
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10 Belfast Trust 

 

1/5/20 RQIA Reports & Quality Improvement Plans  

Including unannounced visits 

 

11 Belfast Trust 1/6/20 Assurance Standards 

Trust Board Updates + 

MAH Senior meetings 

 

12 Belfast Trust 1/6/20 Ennis Investigation 

 

13 Belfast Trust 1/6/20 Information relating to Ennis Report 

 

14 Review Team  CCTV file 

 

15 Belfast Trust 

 

8/6/20 Nurse Training Plan 

Nurse Governance Structures KPIs’ 

Nurse Governance Quality Reports 

 

16 Belfast Trust 

 

8/6/20 Nurse Management Plans 

Nursing & Midwifery Workforce Steering 
Group  

Assurance Framework 

 

17 Belfast Trust 

 

16/6/20 Trust Board Sessions, Exec Team minutes 

Statutory Function Reports 

Risk Registers 

 

18 Belfast Trust 16/6/20 Quality improvement/Quality & Safety 
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 Improvement Plans 

 

19 Belfast Trust 

 

16/6/20 Adult Protection Policy 

Adult Safeguarding Policy 

Nursing KPIs’ 

 

20 Belfast Trust  

 

26/6/20 Risk Registers 

Records of Leadership Walkrounds 

Nursing Governance 

Nursing Workforce Minutes 

 

21 Belfast Trust 

 

26/6/20 Minutes of Social & Primary Care Directorate 

Team meetings 

LD Senior Management Team Meetings 

 

 

File  
Number 

Origin 

 

Date 
Received 

Comment 

22 RQIA 7/2/20 Documents A-G 

 

23 DOH 28/2/20 Ennis documentation  

Early alerts received by DoH re Muckamore 

Whistleblowing 

Complaints  

Adult Safeguarding 

Restraint & Seclusion 

Statistics on Workforce Assaults 
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24 HSCB/PHA  Early Alert Position Report – Brown 
Complaint 

 

25 Review Team  Ennis Investigation 

 

26 Review Team  Additional ad-hoc documents 

 

27 Belfast Trust  Documents from Chief Executives office  

 

28 Departmental 
Professional 
Nursing Officer 

 Best Practice Documentation 

 

  

Exhibit 2
MAHI - STM - 277 - 263



   

 

179 

 

Appendix 4 

Meetings held with key personnel             

Date  Job title 

4/2/20 Chief Executive, Regulation  &Quality Improvement 
Authority 

13/2/20 Chief Executive, Belfast HSC Trust 

18/2/20 Director of Primary Care, DoH 

18/2/20 Social Services Officer, DOH 

18/2/20 Nurse and Specialist Learning Diasability Manager, 
seconded to MAH 

20/2/20 Officials , DoH 

20/2/20 Social Services Officer, DOH 

21/2/20 Director of Neurosciences, Radiology and MAH 

21/2/20 Permanent Secretary, DoH 

25/2/20 Programme Manager, Mental Health & Learning Disability, 
PHA 

27/2/20 Medical Director and Director of Improvement Regulation & 
Quality Improvement Authority  

27/2/20 Director of Nursing & Allied Health Professions – PHA 

27/2/20 Social Care Lead Mental Health & Learning Disability, PHA 

2/3/20 Manager Independent Advocacy Service,Bryson House 

2/3/20 Health Minister 

3/3/20 Chief Nursing Officer, DoH 

5/3/20 Complaint Support Manager, PCC 
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5/3/20 Director, Mencap 

6/3/20 Former Director of Adult, Social and Primary Care 

13/3/20 Director of Social Work/Children’s Community Services 

16/3/20 

21/5/20 

21/5/20 

22/5/20 

26/5/20 

28/5/20 

28/5/20 

29/5/20 

 

2/6/20 

 

Deputy Director and DRO, HSCB 

MP 

Chair of Parents & Friends of Muckamore Abbey Hospital 

Director, Northern HSC Trust 

Parent and Aunt  

Former Deputy Director of Nursing, Workforce, Education, 
Regulation and Informatics  

Hospital Service Manager/Assoc Director of Learning 
Disability Nursing, MAH  
 

Former Deputy Director of Nursing, Workforce, Education, 
Regulation and Informatics  
 

Hospital Service Manager/ Assoc Director of Learning 
Disability Nursing, MAH  

4/6/20 

4/6/20 

5/6/20 

12/6/20 

Executive Director of Nursing and User Experience 

Parent 

Senior Manager for Service Improvement and Governance, 
Belfast HSC Trust 

Ennis Investigation Officer 

15/6/20 Former Director of Adult Social & Primary Care 

18/6/20 Chief Executive, Belfast HSC Trust 

20/6/20 Chairman, Belfast HSC Trust 

22/6/20 PSNI 

23/6/20 Non-Executive Director, Belfast HSC Trust 

Exhibit 2
MAHI - STM - 277 - 265



   

 

181 

 

23/6/20 

23/6/20 

Nursing Lead for Transformation, DoH 

Clinical and Therapeutic Services Manager, MAH 

25/6/20 Trust Adult Safeguarding Specialist 

25/6/20 Social Services Officer, DOH 

25/6/20 Executive Director of Nursing and User Experience, Belfast 
HSC Trust  

30/6/20 Former Director of Social Work, RQIA 

3//7/20 

16/7/20 

Former Director of Social Work, Family and Childcare 

Former Chief Executive, Belfast HSC Trust 

17/7/20   Former Chief Executive, Belfast HSC Trust    

17/7/20   Clinical Lead, former Clinical Director  
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Appendix 5 

TIMELINE OF RELEVANT INCIDENTS: MUCKAMORE ABBEY HOSPITAL 2012 - 
2020 
 

November 2012 –   Complaints made of physical and emotional abuse of patients in 
Ennis Ward.  PSNI informed. Review took place under the Trust’s 
Safeguarding Vulnerable Adults Policy. 

 

October 2013 - Date of Ennis Safeguarding Vulnerable Adults Report. 

 

August 2017 -  Complaint by a parent of a non-verbal male patient that his son was 
being abused at the Intensive Care ward at Muckamore Abbey. 

 

August 2017 - Information that video recording may be available in relation to the 
allegations of patients being ill-treated by hospital staff. PSNI and 
the Trust began investigating the allegations and reviewing the 
video recordings. 

 

November 2017 -  Four staff members had been suspended and the BBC reported 
that the allegations "centred on the care of at least two patients". 

 

January 2018 -  The Trust established an Independent Expert Group to examine 
safeguarding at the hospital between 2012 and 2017. The report's 
authors included Dr Margaret Flynn, who oversaw the review into 
the 2012 Winterbourne View hospital scandal in England which saw 
six care workers jailed. 

 

July 2018 - The Irish News reported details of CCTV footage allegedly showing 
ill treatment of patients. The Trust apologised "unreservedly" to 
patients and their families.  It further stated: "As part of the ongoing 
investigation and a review of archived CCTV footage, a further 
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number of past incidents have been brought to our attention. It 
confirmed that a further nine members of staff had been suspended 
at MAH. 

 

August 2018 -  The BBC reported that between 2014 and 2017, five vulnerable 
patients were assaulted by staff at Muckamore Abbey Hospital. In 
response to a Freedom of Information (FoI) request the Trust 
confirmed that in hospital between 2014 and 2017 there had been 
more than 50 reported assaults on patients by staff, with five 
investigated and substantiated.   

 

November 2018 -  The Independent Expert Group established by the Trust to enquire 
into the allegations of August 2017 completed its report, A Way to 
Go  

 

December 2018 -  The A Way to Go Report which enquired into allegations of abuse 
and neglect at Muckamore Abbey was leaked to the media. By this 
stage, 13 members of the nursing staff were suspended and two 
senior nursing managers were on long-term sick leave.  

 

December 2018 - A mother of a severely disabled Muckamore patient gave her first 
broadcast interview to BBC News NI. She described the seclusion 
room her son was placed in as "a dark dungeon".  CCTV footage 
from the Psychiatric Intensive Care Unit (PICU) showed her son 
being punched in the stomach by a nurse. The footage, taken over 
a three-month period, also showed patients being pulled, hit, 
punched, flicked and verbally abused by nursing staff. The Belfast 
Trust confirmed that the seclusion room use was being reviewed 
though it was still used in emergencies.  

 

January 2019 - The chair of Northern Ireland's biggest review into mental health 
services, Prof Roy McClelland, told BBC News NI that the 
allegations emerging from Muckamore could be "the tip of the 
iceberg."  
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February 2019 - The Chief Executive of the Belfast Health Trust, Martin Dillon, tells 
the BBC "the buck rests with me" in his first interview on the 
Muckamore abuse allegations. "Some of the care failings in 
Muckamore are a source of shame, but my primary focus is on 
putting things right," he said.  

 

August 2019 -   The police officer leading the investigation said that CCTV footage 
revealed 1,500 crimes on one ward alone. The incidents happened 
in the psychiatric intensive care unit over the course of six months 
in 2017-18. The police revealed the existence of more than 300,000 
hours of video footage. 

 

August 2019 -  Northern Ireland's health regulator, RQIA, took action against the 
Belfast Trust over standards of care at Muckamore. Three 
enforcement notices were issued by the Regulation and Quality 
Improvement Authority (RQIA) over staffing and nurse provision, 
adult safeguarding, and patient finances. In a statement to the BBC, 
the Trust said it was trying to develop a model of care "receptive to 
the changing needs of patients". 

 

September 2019 -  Northern Ireland Secretary, Julian Smith, apologises for the pain 
caused to families by the situation at Muckamore Abbey Hospital, 
during a meeting with the father of one of the patients. 

 

October 2019 - Dr Margaret Flynn, co-author of the A Way to Go Report into 
safeguarding at Muckamore tells BBC News NI that the hospital 
"needs to close". Her November 2018 report found that patients' 
lives had been compromised. She revealed that some patients had 
been manhandled and slapped on some occasions.  She said that 
she was disappointed that the facility was still open. 
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October 2019 - Police investigating abuse allegations make their first arrest in the 
Muckamore investigation. A 30-year-old man was arrested by 
officers in Antrim on 14th October but he was later released on 
police bail. 

 

October 2019 -  Belfast Health Trust reported that it has spent £4m on agency staff 
in order to cover vacancies at Muckamore, because so many 
members of staff have been suspended during the abuse probe. 
The current tally of suspensions on 18th October 2019 stands at 36. 
Agency nurses are being drafted in from England and further afield 
to care for patients. It is reported that they are being paid up to £40 
an hour. 

 

November 2019 - A 33-year-old man becomes the second person to be arrested in 
the Muckamore abuse investigation. He was detained in Antrim on 
11th November but was later released on police bail.  

 

December 2019 -  Police make more arrests in the Muckamore abuse investigation. A 
33-year-old man was arrested in the Antrim area on the morning of 
2nd December. The following day, officers said the man had been 
released on bail pending further inquiries. In the same week, 
the Irish News reports four more suspensions, bringing the total 
number of Muckamore staff suspended by health authorities to 40. 
The Belfast Health Trust confirms that all 40 employees have been 
"placed on precautionary suspension while investigations continue". 
On 16th December, a 36-year-old woman became the fourth person 
to be arrested and questioned about ill-treatment of patients. She 
was released on police bail the following day.   

 

December 2019 -  BBC News NI reveals that 39 patients who should have been 
discharged will have to stay at Muckamore Abbey Hospital because 
there are no suitable places for them in the community. The same 
day, RQIA announces the results of a three-day unannounced 
inspection of Muckamore, including an overnight visit. The RQIA 
inspection finds there have been "significant improvements" but it 
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still has concerns about financial governance and safeguarding 
arrangements. 

 

January 2020 - Muckamore patients' families meet the new Health Minister, Robin 
Swann, following the restoration of Northern Ireland's devolved 
government. A spokesman for the campaign group Action for 
Muckamore, says that he was disappointed that Mr Swann could 
not give them assurances that a full public inquiry would take place. 
The meeting followed a fifth arrest in the abuse investigation. A 34-
year-old man was questioned before being released on police bail 
the following day, pending further inquiries. 

 

January 2020 -  Terms of Reference for a review of leadership and governance at 
Muckamore Abbey Hospital and at Belfast Trust were agreed by the 
HSCB and PHA which had been requested by the DoH to conduct 
such a review. 

 

January 2020 -  Man arrested as part of MAH investigation. The 5th arrest. 

 

February 2020 - Male nurse who was suspended was arrested by the police; the 6th 
arrest. 

 

February 2020 -  Muckamore Abbey Hospital Review Team commence the review 
into leadership and governance. 

 

March 2020 -  A 28 year-old woman who was arrested in the police investigation of 
patient abuse at Muckamore Abbey, in Co Antrim has been 
released. This was the 7th arrest. 
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March 2020 -  MAH Review Team temporarily stood down due to the Coronavirus 
Pandemic. Timescale for delivery of interim findings and final 
reports necessarily amended. 

 

April 2020 - The Public Prosecution Service writes to families for the first time 
confirming that it has received an initial file from the PSNI in respect 
of seven staff members which it is now reviewing. 
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Appendix 6 
Overview of Ennis Report Appendix 1 of that Report 
 
Source Incident Number(s)  

(inclusive) 
Comments 

  1 – 15 1, 3, 5, 7, 8 relate to staff alleged inappropriate or 
rough handling of 3 patients ( ,  & ). 
Others appear practice issues 

  16 – 18, 52 - 53 Incident 16 relates to rough handling of  
Practice issues: incident 17 similar to incident 50; 
incident 18 similar to 37, 51 and 59. Part of 52 
may be the same incident as 49 expanded. 53 
may be incident 17.  

  19 – 23, 59 - 63 59 – 63 are repeats of 22, 20, 19 & 44 one is 
similar to 37 

  24 – 25 Describes 2 incidents relating to  unclear 
what the allegations are 

  26, 45 - 48 26 rough handling of  when redressing her. 
Not repeated in  statement to HR in 2014. 
45 – 48 comments in respect of  stripping 
and belt issues. Should cross-reference with 

  HR statement in May 2014 

  27 – 28 In the statement to HR  stated incident 27 was 
not a concern and it was an Erne member of 
staff, not Ennis, who provided an explanation. In 
relation to 28 said staff knew patients well & ‘I 
could not praise the staff enough for the work 
they do.’ 

  29 – 31, 54 - 58 29 in the interview with HR this comment was 
refuted: ‘denied that staff had taken  hand 
out of ’ 30 – 31 practice issues. 

  32 – 39 32 rough handling (? Of  Incident 34 
similar to that described at 24, form of restrictive 
practice as described. Incident 35 practice issue. 
Incident 36 similar to incident 48. Incident 37 
similar to 59. Incident 38 practice issue. 

Patient’s 40 Rough handling allegation 
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Appendix 7 

Strategy Discussions/Case Conferences and Case Records– Information Base for 
Review Team’s Analysis in respect of Ennis  

 

Strategy Discussions/Case Conferences 

 

1.  In keeping with the Trust’s adult safeguarding policy, the investigation was 

conducted on a multidisciplinary basis and jointly with the PSNI given the criminal 

nature of a number of the allegations. Strategy meetings and case conferences 

were convened under the Joint Protocol for Investigation 2009 arrangements and 

the Regional Adult Protection Policy & Procedural guidance (Safeguarding 

Vulnerable Adults) 2006 on the following dates: 

 

- 9th November 2012 Vulnerable Adult Strategy discussion; 

- 15th November 2012 second Vulnerable Strategy Meeting; 

- 12th December 2012 strategy discussion; 

- 20th December 2012 strategy discussion; 

- 9th January 2013 strategy discussion; 

- 29th March 2013 strategy discussion; 

- a meeting scheduled for the 14th May 2013 was cancelled as the 

investigation was not completed; 

- 5th July 2013 Adult Safeguarding Case Conference; 

- 28th October 2013 Adult Safeguarding Case Conference. 

 

2.  The Safeguarding Vulnerable Adult policy requires that where there is confirmed 

or substantial risk of abuse a case discussion should be convened and chaired 

by the Designated Officer as soon as possible and no later than 14 working days 

after the completion of the investigation. The purpose of the meeting is to identify 
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risks and the actions necessary to manage those risks.104 The purpose of the 

case discussion is to consider the Investigating Officer’s report and to formulate 

an agreed Care and Protection Plan.105 Once a long-term plan has been 

formulated, a small group of staff from the various disciplines and agencies 

involved should be identified as the Core Group who will work together to 

implement and review the Care and Protection Plan.106 

 

3.  The Designated Officer must ensure that the Care and Protection Plan is 

circulated to all relevant parties, including the vulnerable adult and their carer, if 

appropriate, within 3 working days.107 The Care and Protection Plan will identify 

the person who is responsible for monitoring its operation. It should be reviewed 

within 10 working days of its implementation and should be reviewed at a 3 

monthly interval at minimum.108  

 

4. The initial meeting was held within the required timeframe and comprehensively 

considered the allegations received by the Trust on the 8th November 2012. No 

patient or family member was invited to attend the meeting; no explanation was 

provided although from the discussion it was apparent this was in the patients’ 

best interests. A Protection Plan was agreed, each task was not assigned to a 

named attendee.  

 

5. At the second discussion convened on the 15th November 2012 MAH staff were 

excluded to ‘facilitate a more independent investigation.’ The meeting agreed that 

the Designated Officer would be the main link to hospital staff. The meeting noted 

that there were ‘some further concerns about possible physical abuse had 

emerged, also poor care practice and a general concern about an uncaring 

                                                           
104

 Safeguarding Vulnerable Adults: Regional Adult Protection Policy & Procedural Guidance, 2006, Para. 14.10, 
Page 36 
105

 Ibid par. 15.1, Page 38 
106

 ibid par. 15.7, Page 40 
107

 ibid par. 15.13, Page 42 
108

 ibid par. 16.3 – 16.4, Page 43 
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culture in the ward.’ The meeting considered the complaints made against 

individual staff and reached conclusions about whether or not a staff member 

could be reinstated or placed on precautionary suspension. Much of the 

discussion at this meeting surrounded perspectives on professional practice at 

Ennis. The meeting did not commence with feedback on how aspects of the 

Protection Plan had operated since the initial strategy discussion. A revised 

Protection Plan was agreed the staffing component of this was to be addressed 

by the Designated Officer with senior Trust managers. The Review Team 

considered that preliminary discussion with MAH managers and delegating the 

staffing issue to them to pursue with senior managers would have been a more 

inclusive working arrangement. 

 

6. The third strategy meeting convened on the 12th December 2012 highlighted 

information still awaited from MAH medical staff. An update on progress with 

interviews was provided. As of that date the PSNI had not interviewed any staff 

employed by the Private Provider. The meeting was informed that a Co-Director 

of Nursing (Education and Learning) had been identified to lead and co-ordinate 

monitoring arrangements at Ennis. The Designated Officer confirmed that after 

checking she was now in a position to confirm that since the last meeting 

monitoring staff ‘were in place 24 hours a day and that they were 

supernumerary.’ There was considerable discussion about staffing levels at 

Ennis. It was noted that 2 of the 5 patients named might be able to provide some 

information at interview. The agreed Protection Plan remained 24 hour 

monitoring with the precautionary suspension of 3 staff members continuing The 

Review Team considered that greater focus was required on the alleged 

incidents in an effort to bring the safeguarding investigation to an early 

conclusion. 

 

7. The fourth strategy meeting convened on the 20th December 2012 had in 

attendance a member of the Trust’s HR Department and the Co-Director of 
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Nursing (Education and Learning). The MAH Service Manager also attended this 

meeting. During this meeting the police representative noted that it would only 

interview patients or staff in respect of criminal allegations not professional 

practice matters. The police confirmed that the Private Provider’s staff have now 

all been interviewed and statements taken. The police noted that these staff had 

not raised similar concerns about other wards on which they had worked. The 

Designated Officer noted that this was positive she remarked that ‘there were 

clear differences being reported between it [Ennis] and other wards.  

 

8. Three staff were identified by the Private Provider’s staff whose identify could not 

be confirmed as their names were unknown. There was a discussion about 

whether a patient being held constituted a safeguarding concern. In this respect 

the police confirmed that this matter would not be investigated as a criminal 

matter. It was decided that ‘social services would continue to interview them in 

relation to the allegations.’  The police asked the Trust not to proceed with 

disciplinary measures before the police interviews.  HR asked for a police 

timescale as it was important for the Trust to move ahead with its processes, It 

was agreed that HR interviews would be completed independently of 

safeguarding interviews. Fourteen action points were agreed at the end of this 

meeting the majority of which were assigned to named members of the strategy 

team. 

 

9. This meeting served to highlight the conflicting agendas present when 

safeguarding issues and staff disciplinary matters run in parallel. It also 

highlighted that a clear, agreed understanding of the nature of the allegations had 

not been agreed in the three previous strategy meetings. The Review Team 

considers it essential that at the outset each allegation is assessed on the basis 

of the existing information and categorised in terms of a practice failing, a 

potential crime or an infringement of a patient’s human rights and dignity. 
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10. The fifth strategy meeting was held on the 9th January 2013. Both of the 

Designated Officer’s line managers attended this meeting [a Co-Director for 

Learning Disability Services and a Service Manager for Community Learning 

Disability Services]. The Co-Director raised his concern about the list of 

allegations presented by the Designated Officer some of which were specific 

while others were negative comments. He stressed the need to obtain evidence 

and facts, which was difficult in relation to negative comments. The Review Team 

considers that had the initial allegation been disaggregated (see Para 8.29) that 

the safeguarding investigation would have been able to focus its energies on 

abusive issues. The RQIA representative sought clarity on MAH staff now 

attending the Co-Director stated that the Trust’s senior management had 

‘concluded that it was important she was in attendance to clarify any issues 

specific to nursing practice on the wards in MAH…’  

 

11. This meeting commenced with a consideration of progress against the actions 

established at the previous meeting. The Review Team considers such an 

approach commendable as it serves to focus attention on any matters which 

remain outstanding. Concerns raised by a patient’s sister during contact were 

discussed and it was agreed to recommend that these be progressed through the 

Trust’s complaints procedures. This meeting agreed an alteration to the 24/7 

monitoring arrangement such that it could now be undertaken by newly appointed 

staff at Ennis at Band 5 and above. Fifteen action points were agreed. Each was 

assigned to a named individual; such practice is commendable. The next meeting 

was scheduled to be held on the 1st February 2013. 

 

12. The next meeting was held on the 29th March 2013 nearly two months later than 

initially scheduled. Neither the Co-Director of Nursing nor the MAH staff member 

was in attendance. Consideration had been given to deferring the meeting due to 

their non-availability but as the police wished to provide feedback it had been 

decided to proceed. The focus was therefore an update from the PSNI and on 
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further investigation planning. The Co-Director observed that ‘while recognizing 

that the investigation is incomplete, he emphasised that we are 5/6 months into 

this investigation and there is no evidence of institutional abuse.’ He further noted 

that neither the Co-Director of Nursing nor the MAH staff member feel there is 

indication of institutional abuse at this stage. These are the first references to 

institutional abuse in the records of these meetings. All staff in the Ennis ward are 

to be interviewed by two community based learning disability social workers 

using an ‘agreed script with a semi structured interview questionnaire.’ The 

meeting also considered progress against the actions agreed at the previous 

meeting. At this stage neither patients nor all staff working at Ennis had been 

interviewed by Trust staff; more than five months after the receipt of the 

allegations. The Review Team considers this delay to have been excessive and 

likely to have been detrimental to the quality of the information received due to 

the lapse of time. 

 

13. The penultimate meeting was held on the 5th July 2013 at which copies of the 

draft final report was circulated. The Public Prosecution Service had still to assign 

a public prosecutor to the case. The Co-Director, Learning and Disability 

Services, asked that pressure is kept on the process as public money is being 

spent with staff members remaining on suspension. He asked if the disciplinary 

process could commence pending an outcome of the police investigations. He 

asked that a meeting take place with the Trust’s HR Department to discuss 

proceeding with disciplinary proceedings. As the draft report had been circulated 

at the commencement of the meeting there was not time to consider it, although 

the DO ‘advised that the focus of the rest of the meeting would be the 

conclusions and recommendations section of the report. It was agreed to defer 

until after the meeting as there had not been enough time to go through the 

report prior to it. One of the patient interviews remains outstanding as there is no 

Speech and Language therapist during July.  
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14. The Co- Director, Learning and Disability Services, noted that the investigation 

had dealt with ‘a broad range of issues which were not part of the original 

allegations but arose during interviews with Private Provider staff. He asked for 

the outcome of the investigation in relation to these matters as ‘the report refers 

at various points to ‘no conclusion drawn’.’ The DO replied that no evidence had 

been found to substantiate the allegations but ‘the investigating team felt the 

[Private Provider staff] were credible.’ The DO agreed to make a distinction 

between Ennis prior to the allegations and after the Improvement Plan. 

 

15. There was a discussion about whether there was evidence of a culture of bad 

practice. The DO replied ‘that the conclusions reached by the investigation team 

was there was enough to warrant considerable level of suspicion … although [the 

Private Provider staff] also identified good practice which would suggest that any 

poor practice was not totally widespread.’ The meeting concluded by a review of 

the protection plan and agreeing a series of changes. 

 

16. The final case conference meeting [for which minutes are available on case 

records] was held on the 28th October 2013. Its purpose was to discuss the 

conclusions and recommendations of the adult safeguarding investigation in 

Ennis ward. The purpose of the meeting was to: 

 

 discuss the conclusions and recommendations following the safeguarding 

investigation; 

 discussion of updates to families/relatives of service users named in the 

report; and 

 an update on the police investigation. 

 

 The DO noted that amendments had been made to the draft report tabled at the 

previous meeting and had been emailed to participants. No feedback/issues were 

received in respect of the amended report. 
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17. The PSNI advised that it could be several months before the charges against the 

two staff came to trial. It was recommended by investigation team that the 

disciplinary action commence. MAH Service Manager confirmed that this action 

had commenced but was at an early stage. The Co-Director Learning Disability 

Services recommended advice be sought from Human Resources ‘before staff 

were spoken to’.  

 

18. The DO noted the difficulty the investigation team experienced in weighing the 

‘very different evidence provided by the two staff teams [MAH and Private 

Provider staff]. It was not possible to identify all the staff allegedly involved in 

poor practice. There was not enough evidence to warrant disciplinary action 

against some staff due to lack of corroboration and their own differing accounts. 

A request was made to clarify what was meant by the term evidence. The DO 

said the investigation team considered the Private Provider’s staff’s report as 

evidence. Uncorroborated reports being viewed as evidence was discussed. 

‘There was considerable discussion in relation to having sufficient evidence to 

support the allegations made.’ It was also noted that there were discrepancies in 

the reports received from the Private Provider’s staff in relation to induction. 

 

19. The staffing situation at Ennis prior to the events of November 2012 was 

discussed as was the arrangements now in place to ‘check daily staffing numbers 

on a daily basis throughout the hospital.’  Hospital management also accepted 

the recommendation that ‘the hospital needs to review for any practice on Ennis 

ward that could be deemed restrictive.’ A successful bid has been made for 

psychology support in resettlement wards to help with meeting patients’ needs. 

Other professional services had also commenced in Ennis Ward. 

 

20. The impact of the investigation on Ennis staff was recognised and consideration 

was afforded to meeting their need for information about the investigation and its 
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outcome. The PSNI noted that in respect of the charges it was pursuing this 

could not be shared with staff but more general feedback was possible.  The Co-

Director, Learning and Disability Services noted that there was no ‘evidence of 

institutional abuse post the allegations being made.’ The DO stated that: ‘the 

investigation was [not] conclusive enough to be able to state categorically that 

there had not been institutional abuse.’  RQIA supported this view adding that 

‘RQIA felt there was enough evidence to justify at least some concern about 

wider practice in the ward.’ The Co-Director asked ‘to review minutes of previous 

discussions for any discussion on institutional abuse before the case conference 

would conclude on this issue.  

 

21. A further meeting was arranged for the 20th January 2014. There is no record of 

such a meeting taking place on the records examined by the Review Team.  

 

 Case Records 
 
22. There is evidence on the files examined that the MAH Service Manager was at 

times reporting to the Operations Manager and safeguarding lead. An example 

was in as email of the 16th November 2012 when confirmation was provided that 

a number of actions had been taken in line with the findings at the Strategy 

Meeting held on the 15th November regarding the absence of supporting 

evidence in respect of a student nurse and a member of staff which would enable 

her return to duties. The Operations Manager was asked to ‘confirm the 

following: ‘the band 6 or above is required to be supernumerary; the monitor will 

be on shift 24 hours per day; that they will have no substantive role in Ennis in 

the past 3 months, 6 months, or year can you give a time frame; will the 

independent monitors be in place for the 24 hour period when you make the 

arrangements.’  
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23. The Review Team had some concern that the safeguarding investigation was 

extending its role into managing the situation at Ennis. The purpose of a case 

conference is to evaluate the available evidence and to determine an outcome 

based on balance of probability. In complex situations a strategy discussion is 

convened which comprises key people who meet to decide the process to be 

followed after considering the initial available facts.  These meetings may 

conclude by making recommendations to the constituent agencies involved in a 

specific case. The membership of these meetings is independent of the 

management in each of the constituent organisations. Accountability rests with 

individual agencies for progressing recommendations. Failure to comply with 

recommendations can be brought by the safeguarding lead to the attention of 

individual agencies for it to take remedial action, where required.  

 

24. The Review Team noted on the 5th March 2013 that the Operation Manager 

emailed her line managers and the MAH Service Manager noting that while 

‘many of the reports [monitoring reports] continue to be very positive’ she wished 

to meet to discuss ‘the greater number of quality concerns reported’ since the 

withdrawal of supernumerary monitors. On the 6th March the MAH Service 

Manager’s responded stating: ‘in continuing to review the monitoring forms I feel 

the concerns noted are similar in nature to the previous monitors, I am reassured 

by the open and transparent reporting the monitors are providing… A weekly 

support meeting is in place to discuss concerns. We have a number of action 

plans in place to address [a range of identified issues].’  

 

25. The Operation Manager’s response of the same date while noting her continued 

preference for a meeting asked as an alternative for copies of the action plans 

and for details in respect of the weekly support meetings. She also noted that 

from the monitoring reports she could not identify whether or not staffing levels 

are appropriate. It is the opinion of the Review Team that the role of the DO in 

this respect was not appropriate. It carried the potential to undermine the 
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managerial system at MAH. In the view of the Review Team reporting on 

compliance with recommendations was the proper way to seek to monitor 

compliance levels. In situations where there concerns were identified the 

appropriate response would have been to seek further assurances either from 

the MAH Service Manager or the Director of Nursing or her nominee rather than 

assuming what appears to have been a quasi-oversight function. There was also 

evidence on file of the Operations Manager being kept informed of therapeutic 

input in respect of individual patients.  

 

26. The Review Team also found in the community services Ennis files a series of 

emails about matters such as ward keys for Ennis which did not appear germane 

to the safeguarding investigation.  The chain of emails was copied to the 

Operations Manager to inform her that ‘keys for Ennis have now requisitioned 

and arrived’. Confirmation of capital funding approval was also provided along 

with a detailed internal inspection schedule of the ward.  The degree of apparent 

oversight of the Ennis ward was higher than the Review Team would have 

expected. The safeguarding investigation took from the 8th November 2012 until 

the 23rd October 2013 which is longer than one would have expected, especially 

given the nature of the complaints. Given the significant amount of work carried 

by the DO the Review Team questions to what degree the wider remit adopted 

may have contributed to the length of time taken to complete the investigation.  

 

27. The Trust arranged for its Co-Director of Nursing (Education and Learning) to 

engage with managers at MAH in relation to safeguarding patients in Ennis. This 

staff member was independent of MAH. She undertook: 

 

 unannounced leadership visits to Ennis; 

 a review of a sample of patients’ notes, medical files and the drug kardex; 

 a review of the learning environment using the NMC’s Learning and 

Assessment Standards; 
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 consideration of progress against draft improvement plans; and  

 communication with nursing managers from Ward to Executive Director levels 

and other professionals and trainers working on site. 

 

A comprehensive report was produced at the conclusion of the second visit made 

on the 9th January 2013 which is available on the safeguarding files. This staff 

member was also a member of the multidisciplinary safeguarding team. As the 

Service Manager from MAH was not, for a period, a member of that team this 

staff member acted as a communications link between the safeguarding team 

and MAH thereby ensuring that matters identified were communicated and taken 

forward within both processes. 
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Appendix 8 
Timeline in respect of Mr. B’s Complaint 

Date Information  

12.08.17 

Member of staff (healthcare support worker) assaulted Mr. B’s son (AB) a 

patient in PICU. The incident was witnessed by a staff nurse who reported 

it to the Nurse in Charge. Neither of the staff completed an Adult 

Safeguarding Form (ASP1). The Nurse in Charge emailed the Deputy 

Charge Nurse (DCN) with a request to meet to discuss ‘a concern’. This 

meeting occurred on 17th August. The DCN considered the allegations to 

be vague. The staff nurse who witnessed the assault was on leave that 

day. The DCN emailed the staff nurse for more details. The incident was 

not escalated at that time. 

20.08.17 

The DCN received an allegation that another patient on PICU had 

allegedly been verbally abused by the healthcare support worker involved 

in the AB incident. The DCN emailed the Charge Nurse (CN) for advice. 

The CN was not on duty that day. 

21.08.17 

The CN returned of annual leave for a late shift. The CN immediately 

escalated the concerns to Senior Management and requested ASP1 

forms be completed on the ward. The CN reminded staff of their 

responsibilities under adult safeguarding arrangements. The Acting Head 

of Service was contacted and action discussed. The precautionary 

suspension of the staff member was agreed. The Adult Safeguarding 

Officer was notified and an interim protection plan was put in place. The 

PSNI and the Community Designated Officer as well as patients’ next-of-

kin were notified about events in respect of the incidents. A single-

agency, PSNI led investigation was confirmed. The police officer stated 

that interviews would be scheduled following his return from annual leave 

11th September 2017. 

 
22.08.17 

At 7.30 am the healthcare support worker at the start of his shift was 
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placed on precautionary suspension by the Service Manager and the 

Senior Nurse Manager. Associate Director of Social Work, as 

safeguarding lead, was notified of the incident by the Service Manager. 

25.08.17 

On the way to a scheduled meeting at MAH to discuss the assault on his 

son, Mr. B contacted RQIA about the situation. RQIA contacted the 

Senior Nurse Manager for confirmation that the safeguarding processes 

had commenced. 

 

Mr. B met with the Senior Nurse Manager and the adult safeguarding 

officer. The timing of the meeting was to facilitate Mr. B securing support 

from a Carer Advocate.  Mr. B was provided with details of the 

Community Designated Officer in case he requires any further 

information. Mr. B at this meeting asked if there was CCTV footage of the 

incident. He was told that CCTV was not operational. He did not accept 

this response.  

 

Mr. B made a formal complaint in respect of events concerning his son. 

He was telephoned on 29th August ‘to confirm we have now received the 

email he tried to send on 25th August’ (email sent to wrong address).  

 

The Senior Nurse Manager and the Service Manager held a conference 

call with the PSNI to clarify an approach to investigation. The police-

allocated case officer gave permission for the safeguarding officer to 

speak to the witness of the alleged incident of 12th August 2017 on that 

staff member’s return from annual leave on 29th August 2017. 

28.08.17  

Mr. B met with his MP about his concerns about the treatment of his son. 

The MP immediately contacted the Chief Social Services Officer at the 

Department. 

29.08.17 
Mr. B emailed seeking a response to his complaint of 25th August 2017. It 

sent this email to the HSC Board. Within a half an hour of receipt of this 
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email, an email was sent to the Belfast Trust stating that the HSC Board 

had called asking had it received the complaint and asking that someone 

contact Mr. B by phone. His mobile number was provided. 

29.08.17 

Mr. B’s complaint of 25th August 2017 was received by the Trust as there 

had been an error in the email addressed used on 25.08.17. 

 

The safeguarding lead spoke to the witness who confirmed that he had 

seen a shove or possibly a hit to stomach area of Mr. B’s son. This was 

not a formal interview as instructed by the police due to the ongoing PSNI 

investigation.  

 

Incident of alleged verbal abuse of a patient by a healthcare worker was 

being managed by the designated community social worker. 

29.08.17 

The Directorate of Legal Services (DLS) was contacted for a legal view on 

accessing CCTV footage. This was subsequently followed up in writing, 

possibly on 4th September 2017. At some point the possibility that the 

incident of 12th August had been captured on CCTV was discussed by 

senior managers at MAH. The Review Team has not been able to identify 

when this possibility was initially raised, nor when the footage was first 

checked. It would appear however, that by 29th August 2017 there was 

awareness that there was CCTV footage available and the question arose 

of what, if any, use could be made of it. 

 

There was a belief among the staff interviewed by the Review Team that 

the CCTV would become operational on 11th September 2017. 

29.08.17 

Trust Complaint Department representative forwarded Mr. B’s complaint 

to the Co-Director of Learning and Disability Services, noting that the 

Governance Lead had already advised that it would be ‘investigated 

under safeguarding in the first instance … When the safeguarding 

investigation is complete, we will respond to the complaint.’  
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29.08.17 

The Co-Director of Learning and Disability Services emailed the 

Governance Lead at MAH in respect of Mr. B’s complaint stating: ‘Not a 

complaint. Being investigated under safeguarding by PSNI.’ 

 

The Co-Director of Learning and Disability Services also emailed the 

Trust’s Complaints Department in response to an email from it noting that 

‘when the safeguarding investigation is complete we will respond to the 

complaint’. The Co-Director of Learning and Disability Services stated in 

her response: ‘Complaints need to write and tell [Mr. B] it is being 

investigated under safeguarding. 

30.08.17 

The Governance Lead at MAH emailed the Trust’s Complaints 

Department stating: ‘this is being investigated under safeguarding so is 

not a complaint.’ In keeping with the email advice she had received from 

the Co-Director of Learning and Disability Services. 

30.08.17 

The Trust’s Complaints Manager replied to Mr. B acknowledging receipt 

of his complaint. She advised that once the safeguarding investigation 

had completed that ‘any outstanding concerns can be addressed under 

the HSC Complaints Procedures (2009)’. The letter also advised Mr. B 

that ‘a member of the Adult Safeguarding team will be in contact with you 

shortly.’ This letter was shared in draft with MAH Governance Lead and 

approved by same. 

30.08.17 
RQIA contacted the Trust’s Director of Social Work seeking assurance 

about safeguarding training for staff. 

30.08.17 
Mr. B’s MP met with the Departmental Director of Mental Health, Disability 

and Older People to discuss Mr. B’s concerns about his son’s care. 

 
 
31.08.17 

The Trust’s Complaint’s Department emailed the Co-Director of Learning 

and Disability Services advising that, ‘complaints have written out to Mr. B 

[on 30th August 2017] and closed down as a complaint.’ The letter to Mr. 

B stated however, that the complaint had been set aside pending the 

completion of a safeguarding review. 
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31.08.17 
A representative of the Department and the HSC Board emailed the Co-

Director of Learning and Disability Services following contact from Mr. B.   

01.09.17 

The Service Manager prepared an SAI form in respect of the incident 

regarding Mr. B’s son. This was returned to her by MAH’s Governance 

Department stating that it did not meet the criteria for an SAI. 

06.09.17 
The DLS responded stating that as the matter was of a safeguarding 

nature, the Trust was at liberty to access the CCTV footage. 

07.09.17 

Request to Service Manager from the Co-Director of Learning and 

Disability Services for an Early Alert following contact with the 

Department. There is no reference to CCTV footage in the Early Alert. 

 

Director of Nursing and CNO advised by Service Manager of the Early 

Alert by the Service Manager. 

 

08.09.17 

Director of Mental Health, Disability, and Older People at Department 

provided Mr. B’s MP with preliminary information provided by the Trust.  

17.09.17 
Service Manager contacted the  investigating officer upon his return from 

annual leave. She advised him of the possibility of CCTV footage. 

18.09.17 Information on staff roster forwarded to PSNI as requested. 

19.09.17  
Service and Improvement Manager viewed CCTV footage to check if the 

incident of 12th August 2017 was available. 

20.09.17 

Service Manager and Service and Improvement Manager viewed the 

footage. The matter was then escalated to the Directors of Nursing, Social 

Work, and Medicine. This is the first evidence of information being 

brought to the attention of the Executive Team and Trust Board members. 

Hand written notes taken by the Director of Medicine confirm the date as 

20th September 2017. 

20.09.17  

Departmental Director of Mental Health, Disability, and Older People 

provided Mr. B’s MP with an update based on the Trust’s Early Alert and 

advice from Belfast Trust 

21.09.17 CCTV download completed. Viewing arranged to identify patients/staff. 
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Present at the viewing were the: Clinical Director, Service and 

Improvement Manager, Senior Nurse Manager, the Ward Consultant, the 

safeguarding officer and the Assistant Medical Director. 

22.09.17 

Meeting held to discuss concerns and their management. Chaired by the 

Director of Adult, Social and Primary Care, attended by Service Manager, 

the Co-Director Mental Health Services, and the Assistant Service 

Manager, Learning Disability  

24.09.17 
The Co-Director Mental Health Services made an unannounced visit to 

PICU. 

25.09.17 
The RQIA lead inspector for MAH updated by the Service Manager and 

the Clinical Director. 
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EXECUTIVE SUMMARY    
 
Executive Director of Social Work: 
 
The Role of Executive Director of Social Work has been held by Mrs Carol 
Diffin from 1st September 2018.  
 
 ………………………………………………………………….. 

  Please provide a high level summary overview which must include: 
 
This Report provides an overview of the Trust’s discharge of its statutory 
functions in respect of services delivered by the social work and social care 
workforce (the social care workforce). It addresses the assurance arrangements 
underpinning the delivery of these services across the individual service areas, 
outlines levels of compliance with the standards specified in the Scheme for the 
Delegation of Statutory Functions (Revised April 2010) (the Scheme for 
Delegation) and identifies on-going and future challenges in the provision of such 
services. 
 

1.1 Executive Director of Social Work Statement of the Governance 
arrangements in place for safe and effective social work and social care 
services across the Trust 

 
The Executive Director of Social Work (EDSW) is accountable for assurance of 
Trust organisational and governance arrangements underpinning the discharge 
of social care statutory functions and for the discharge of such functions by the 
Trust’s social care workforce. An unbroken line of professional accountability runs 
virtually from the individual practitioner through the Service professional and line 
management structures to the Executive Director of Social Work and onto the 
Trust Board. 
 
The Executive Director of Social Work is supported by the Deputy Executive 
Director of Social Work Eileen McKay who took up post during this reporting 
period (23rd August 2022) after the post being vacant from March 2021. The 
Deputy is responsible for ensuring social care governance arrangements across 
the Trust and maintains responsibility for the regulation and development of the 
workforce and quality assurance of the provision of delegated statutory functions. 
A second Deputy Executive Director has also been appointed on an interim basis 
during the reporting period with a particular focus on strengthening Adult 
Safeguarding arrangements across the Trust.  
 
Each of the operational Directorates with responsibility for the delivery of social 
care have established Division and Senior Leadership Teams, who  are 
accountable for Divisional service delivery, performance and governance 
arrangements. Within each Directorate Divisional Social Workers have assumed 
the responsibilities for professional social work practice as members of their 
Divisional Senior Leadership Team and are accountable for the range of social 
care governance and service delivery functions. Throughout the reporting period, 
the Divisional Social Workers have had a key organisational role in providing 
assurance with regard to the discharge of statutory functions.  
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The Trust’s Assurance Framework outlines the overarching corporate 
mechanisms and related processes, which provide assurance as to the 
effectiveness of the systems in place to meet the Trust’s objectives and to deliver 
appropriate outcomes.  
 
The Trust has in place a Social Care Committee. The Committee Chair is Ms 
Anne O’Reilly, Non-Executive Director. There are three other members of the 
Committee who are also Non-Executive Directors, Ms Miriam Karp, Dr Martin 
Bradley and Mrs Nuala McKeagney. The Committee is authorised by the Trust 
Board to review the Annual and Interim Statutory Functions Reports, the six-
monthly Corporate Parenting Reports and miscellaneous other reports pertaining 
to the discharge of statutory functions prior to their presentation to Trust Board.  
 
The Trust review of Social Care Governance arrangements is ongoing. In this 
reporting period a draft social care governance policy has been shared across 
all Directorates with responsibility for social care as a means to strengthen the 
role of the Executive Director of Social Work within the Trust and develop a 
quality assurance process for social work and social care. This policy will be 
implemented in the next reporting period.  

 
1.2 Statement of the Executive Director of Social Work’s assessment of the 

Trust’s performance in effectively and efficiently delivering Delegated 
Statutory Functions during the reporting period 

 
The information contained in this report demonstrates where the Trust’s 
performance has been satisfactory against the discharge of delegated statutory 
functions. The challenges associated with the response to the Covid-19 
pandemic have continued to impact on the workforce and on service delivery in 
this reporting period. The Trust have also been particularly challenged by the 
limited supply regionally of social workers and social care workers to fill 
vacancies. Within this challenging context staff across the Trust have continued 
to work tirelessly to deliver services to the most vulnerable and have had to be 
flexible, agile and creative in how they have done so, adopting new ways of 
working and communicating whilst at the same time providing direct care to those 
most at risk and in need.   

 
Despite these challenges, the Trust has continued to prioritise the safe discharge 
of its statutory functions and it is my professional opinion that the Trust has overall 
achieved satisfactory compliance with the requirements specified in the Scheme 
for Delegation.  

 
The individual programme of care returns provide detailed commentaries on the 
levels of compliance, areas of difficulty, achievements and emerging trends in 
relation to the delivery of statutory services. 

 
The Trust has co-operated fully with the Regulation and Quality Improvement 
Authority (RQIA) in the discharge of its functions and worked hard to address any 
concerns raised. 
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The Trust is compliant with NISCC’s Code of Practice for Employers. With regard 
to the registration of the workforce, the Trust has arrangements in place to 
monitor and assure compliance with registration requirements and as at 31 March 
2022, the Trust had achieved full compliance with NISCC registration across all 
sectors of its social care staff.  

 
1.3 Comment on the Trust’s progress in delivering the 2021/2022 local DSF 

Plan (further detail to be provided for each Programme of Care at 
Section 2.6) 
 
This has been challenging reporting period for the Trust in the context of the 
delivery of services during the second year of the Covid-19 pandemic with a 
depleted workforce. Despite the impact of having to respond to the pandemic, 
reasonable progress has been made by each programme of care with their local 
DSF Action Plans, which are detailed in the individual Programme of care 
summaries and appendix one highlights the status of all improvements made. 
The Trust are pleased to report compliance with the actions required in relation 
to Early Years Inspections, Children with Disability reporting, Child Protection 
thresholding, ASW, MCA, Adult Safeguarding and the review of the operational 
policy for Iveagh.  

 
 

1.4 Identify the areas where the Trust has not adequately discharged their 
statutory functions and the actions taken to address this (further detail 
to be provided for each Programme of Care at Section 2.7) 
 
During this reporting period the EDSW is reporting satisfactory compliance with 
delegated statutory functions. In the last year all services have experienced a 
significant increase in demand alongside staffing pressures associated with 
vacancies and/or staff absences. For much of this reporting period the Covid-19 
pandemic continued to have a significant impact and it is only in very recent 
months that it is becoming less of an issue. The following is a high level overview 
of a number of areas, which have generated particular challenges in relation to 
the discharge of statutory functions over the reporting period and where actions 
will be carried over into 2022/3. The individual service reports provide additional 
commentary on these themes.  

 
 

Mental Health Admissions to Psychiatric Hospital for Assessment 
 
During this reporting period the lack of psychiatric hospital beds has created 
challenges with the completion of formal admissions under the Mental Health (NI) 
Order (1986).  This has led to significant delays in conveying detained patients to 
hospital, at times lasting 24-48 hrs with patients who are deemed to be at risk, 
waiting in the community, general hospital emergency department or in police 
custody suites.  While wards have provided sofa/mattresses as temporary 
measures to enable the patient to be admitted to psychiatric hospital this is not 
an acceptable alternative. Patients in these scenarios are prioritised for urgent 
admission to the next available bed.   A quality improvement initiative has been 
introduced which involves twice daily reviews of current admissions/delayed 
discharges and use of statutory and community resources to facilitate timely 
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discharge to increase bed capacity. This initiative is aided by a prioritisation tool 
and multidisciplinary working group led by senior management and the collective 
leadership team. Progress with the regional bed management protocol is required 
to fully resolve the issue of psychiatric bed availability.  
 
Domiciliary Care Waiting Lists 

 
During the reporting period there has been a significant increase in demand for 
domiciliary care and this has impacted on progression of the action plans to 
reduce the waiting list for this service in learning disability and older 
peoples/adults services. The potential risk this creates for service users and 
carers is of significant concern and mitigation measures are in place in both 
service areas and this risk sits on the Corporate Risk Register. Monthly unmet 
need audits are undertaken in both Learning Disability and Older Peoples 
services to ensure packages are still required and ensure services are targeted 
to those at greatest risk. 
 
Within Learning Disability services 17 service users were awaiting Domiciliary 
Care on 31 March 2022.  Care Management has enhanced its access to Care 
Providers through the utilisation of the Care Bureau Brokerage and a time bands 
system has been introduced to enable more flexibility in accessing packages. Key 
workers maintain contact with families to discuss alternative supports such as 
SDS/ Direct Payments, carer assessments and community/ voluntary sector 
options and to provide updates in relation to the outstanding package.  Care 
Managers also participate in domiciliary escalation calls twice weekly to prioritise 
urgent cases.  Within Older peoples and Adults services at 31st March 2022 896 
service users were awaiting care packages. The service area facilitates a twice 
weekly priority call for social work staff to escalate those service users identified 
as high risk who require a domiciliary service. There continues to be a focus on 
improving domiciliary care led by the Homecare Modernisation Group and a pilot 
to promote SDS/Direct Payments as an alternative to domiciliary care packages 
is underway. 

 
Annual Reviews for Older People & CREST 
 
The Covid-19 pandemic, staffing absences (internally and within care 
homes/domiciliary care providers) and pressures to prioritise hospital 
discharge has impacted on progression with the action plan in this area.  
Older Peoples services has also seen as 23% increase in referrals for 
assessment of need in this reporting period.  As a result there continues to be 
a significant backlog in relation to the completion of statutory annual reviews 
for both care homes and domiciliary settings. At the end of this reporting 
period 45% compliance has been achieved by community social work. A 
review of staffing in the service is underway to include caseload weighting & 
skill mix to ensure capacity in the workforce to meet demand and achieve 
compliance in the next reporting period. 
 
Within the Care Review and Support Team (CREST) 632 reviews are 
outstanding. There is a plan in place to address, as vacant posts are filled and 
a projection that outstanding reviews will be completed by the interim report to 
SPPG.  
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Staff continue to work holistically with service users, carers and families to 
assess, care plan and review that people’s assessed needs are being met 
and progress with this backlog is kept under scrutiny with monthly reporting on 
annual reviews completed. The service is mindful of the significant risk in 
respect of timely engagement and review of service users and the ability of 
the service area to be assured in relation to the quality of care experienced by 
service users. This issue remains on the Trust Risk Register.  
 
Adult Safeguarding (ASG) 
 
The Adult Safeguarding Committee developed an action plan to address 
areas of deficit and this is being overseen by the Interim Deputy Executive 
Director of Social Work. The Trust is also undertaking a piece of work in 
consideration of a centralised model of delivery for Adult Protection for all 
programmes of care and the programme of care summaries contained in this 
report outline where there have been specific actions progressed to ensure 
appropriate thresholding, and sufficient capacity in the workforce to 
undertake the Investigative Office and Designated Adult Protection Officer 
Roles which will ensure timely completion of ASG investigations. Within the 
Learning Disability programme there has been intense scrutiny of ASG 
procedures including a DOH audit and a specific improvement plan is in 
place which seeks to address issues with thresholding, recording and the 
interface arrangements to support improved working relationships and to 
embed a collective vision in relation to Adult Safeguarding. 
 
During this reporting period the Muckamore Abbey Hospital Public Inquiry 
officially commenced and the Trust has appointed a senior manager for the 
Public Inquiry and Trust Liaison and established an Inquiry Oversight Group.  
The Trust have also established an Inquiry Information Management Group 
to co-ordinate and respond to information requests from the Public Inquiry 
Team.  The Trust welcomes the Public Inquiry and is providing the 
information as requested to enable the identification of learning.   
 
Admissions to Muckamore Abbey Hospital and Community Placements 
for Adults with a Learning Disability 

 
The Trust continues to be unable to accept admissions to MAH given a 
deteriorating staffing position within the hospital. The Trust recognises the 
impact that this has upon regional provision of service.  There continue to be 
delays in identifying appropriate accommodation for adults with learning 
disability and complex needs being discharged from Muckamore Abbey 
Hospital.  A proposal developed in partnership with the NHSCT and the 
SEHSCT has been submitted to the SPPG in late April 2022 and details the 
plans for the discharge of 5 patients from MAH by July 2022 and a further 11 
by January 2023.  
 

Provision of Day-care 
 

During this reporting period the Covid-19 pandemic and infection prevention 
control measures have continued to impact on the provision of Day Care 

Exhibit 3
MAHI - STM - 277 - 299



across adults services. Day Care Services are working towards a return to 
pre-pandemic levels and prioritising those in greatest need. All older people’s 
service users have a minimum of one day attendance with additional days for 
those based on risk and assessed need, including carer support. Within 
Learning Disability services Occupational Therapists normally based in Day 
Centres, offer a range of out-reach activities and many service users are 
opting for Direct Payments as an alternative to day-care. 
 
Children’s Community Services 
 
Personal Advisors 

 
While there has been progress in this area full compliance is hampered by the 
challenges in recruitment and retention of staff (see 1.5). Progress with the 
service model review has been paused as a result of the Co-Director and 
Service Manager being absent from work during the last quarter of the year 
but will recommence in the next reporting period. Recruitment of personal 
advisor posts is also being progressed.  

 
Unallocated cases/Statutory Visits/Statutory Reviews 
 
Within this reporting period the Trust has seen a significant increase in its 
number of Looked After Children (945 at 31st March 2022). This is the highest 
number experienced since the inception of the BHSCT and creates increased 
demand on services which also have high levels of vacant posts. As a result 
the Trust are reporting non-compliance in relation to Looked After Children 
having an allocated social worker, and all statutory visits and reviews  being 
completed within the statutory timescales.  
 
The Directorate have been proactive and creative in approaches in 
redeploying staff where possible and making use of the workforce appeal to 
establish an out of hours looked after children’s team.  However the staffing 
position remains a considerable challenge and is of significant concern to the 
Directorate and is reported on the Trust Risk Register. Business continuity 
plans have been approved by Trust Board and shared with the SPPG in 
January 2022 to ensure that services can be prioritised for the children and 
families at greatest risk whilst further work is undertaken in respect of 
stabilising the workforce. The detail of these arrangements is provided in the 
Programme of Care Summary for Children’s Community Services and actions 
to address recruitment and retention challenges are outlined at 1.5 below. 

 
Placement moves  
 
During this reporting period the Trust have noted the increased complexity of 
need of children coming into care. The growing numbers of children remaining 
in care for longer and the growing complexity of their needs means it is 
becoming more difficult for traditional placements to accommodate. This 
challenge is experienced across residential and fostering services.  Despite 
the provision of additional supports including those from community and 
voluntary partners the challenges remain and pressures within fostering 
services have been highlighted in this report and to the SPPG at monitoring 
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meetings throughout the reporting period.  The number of placement moves 
have increased and this will be an area of continued focus for improvement in 
the next reporting period to ensure the much needed stability for looked after 
children. The lack of appropriate placements is a regional issue and needs to 
be considered as part of the DOH Independent Review of Children’s services 
to ensure safe compassionate and high quality care for looked after children. 
 
Delayed Discharges from Iveagh / development of appropriate 
community placements. 
 
The Trust continues to be involved in JR proceedings for a child who is a 
delayed discharge from Iveagh. It is anticipated this matter will be resolved 
imminently as suitable accommodation has now been sourced from within the 
Trust which provides an interim solution.   

 
The Trust continues to stress the urgent need for more strategic direction with 
regard to the provision of a range of appropriate community placements for 
children with complex disabilities. For the second year the Trust has had to re-
purpose the statement of purpose of the short-breaks facility for children with 
complex disabilities to accommodate a child with very complex needs. This 
has had a direct impact on the Trust’s ability to provide residential short 
breaks to a range of families whose children are assessed as benefiting from 
these short breaks. More appropriate long term placements for children with 
highly complex emotional and behavioural difficulties are required urgently 
both in the Trust and across the region. The Trust has worked closely with the 
other Trusts and the HSCB to develop a framework for the provision of 
services to support this group of service users and their families. This was 
submitted by the HSCB to the DOH in September 2021. At the end of the 
reporting period the Trust is unaware of the DOH’s response or plans to 
progress this work. The Trust would request that the implementation of this 
Framework is afforded the urgent attention it requires by the SPPG so that 
progress can be made in how these children and their families have their 
needs met in the most appropriate way.  

 
1.5 Comment on the Trust’s current workforce arrangement for both the 

professional leadership of delegated statutory functions and the 
operational delivery of service  
 
The EDSW provides professional leadership to the Trust’s social care workforce 
and is accountable for ensuring that appropriate arrangements are in place to 
discharge the Trust’s statutory social care functions and for the assurance of 
same. Within Children’s Community Services the 2 Co-Director posts are 
designated social work posts which ensures the delivery of statutory functions 
across all areas of children’s social work.  

 
Within ACOPs, Learning Disability and Mental Health Services the Director and 
Co-Director posts are non-designated social work posts but they hold operational 
responsibility for the delivery of the Trust delegated statutory functions.  Each 
division has a Divisional Social Worker who are key members of the Collective 
Leadership Team and who are responsible for providing professional leadership 
of the Division’s social work and social care workforce and for providing expert 
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advice to the Divisional Collective Leadership Team on matters pertaining to the 
social work and social care workforce and the discharge of statutory social care 
functions. They are also responsible for the establishment within the Division of 
arrangements to ensure an unbroken line of accountability for the discharge of 
statutory functions by the social work and social care workforce through the 
Divisional Social Worker to the Executive Director of Social Work. 
 
Each of the Divisional Social Workers is responsible for highlighting any issues 
in relation to the social work and social care workforce to the operational 
managers within the Divisional teams, their Service Director and to the Executive 
Director of Social Work. The Executive Director of Social Work has regular 
meetings with the divisional social workers to ensure the delivery of statutory 
functions across the Trust and also meets with the relevant Directors to discuss 
any issues arising that impact on the delivery of statutory functions. 
 
During the reporting period there have been exceptional challenges in the 
recruitment and retention of the social work and social care workforce which 
has impacted on the delivery of statutory functions and has resulted in 
Business Continuity Plans being implemented in some service areas. The 
programme of care summaries provide further details of the impact of 
vacancies on service delivery.  The high level of vacancies in some areas is a 
particular area of concern and has been flagged with Trust Board and 
recorded on the Trust Risk Register. The Trust has engaged in the regional 
recruitment process for band 5 and 6 social workers and has established a 
workforce steering group chaired by the EDSW with a number of Task and 
Finish Groups to progress actions to address issues with recruitment and 
retention.  The challenge to have an adequate supply of social workers has 
been identified as a regional issue in the DOH Review of the Social Work 
workforce and the Trust is represented on the recently formed implementation 
group to oversee the associated action plan. 
 
Despite these challenges the workforce has to be commended for remaining 
agile and flexible in how they provided services throughout this time showing 
a steadfast commitment to the needs of the most vulnerable in society and the 
strong desire to promote service users rights whilst ensuring their welfare and 
safety remains paramount.  I would wish to place on record my thanks to the 
social work and social care workforce in BHSCT for their continued 
commitment to providing safe, effective and compassionate services to the 
most vulnerable during a second year of the pandemic and increased 
workforce pressures. 
 
 

 
 
 
Carol Diffin 
Executive Director of Social Work 
 
 
Date 13 May 2022 
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Carol Diffin 
Executive Director of Social Work 

Mary O’Brien 
Divisional Social 

Worker 

Eileen McKay 
Deputy Executive Director of 

Social Work 

Community 
and 

Partnership 
Development  

Community Mental Health 
 

 
  

Acute Services  Adult Safeguarding 
Approved Social Work Daytime 

Service 
   

 

Drug Outreach 
Team 

1x B7 team 
leader (SW) 

 
Community 
Addictions 

Team 
2X B7 ASW 

1X B8B Services 
Manager 

  
2X B8A – Assistant 
Service Managers 

CMHT’s 
3X B7 Team Leaders (SW) 

2X B7 Team Leaders 
(ASW) 

 
3X Senior Social Work 

practitioners (soon to be 6) 
 

3X B7 (ASW) 
 

Community Forensic 
Mental Health Team 
1X B7 SSWP (ASW) 

2X B7 SSWP 
 

Community Rehab Team 
1X B7 TL (ASW) 

 
 

HTT 
1X B7 (ASW) 
1 x B7 SSWP 

Hospital 
Social Work 

 
2X B7 Team 

Leaders / ASW 
 

X2 B7 
SSWP/ASW 

1X B8A Principal Social worker 
/ASW daytime service (ASW) 

 
1X B8A ASG Lead 

 
 

 
2X B7 SWDL’s (ASW) 

 
1X B7 ASW (vacant) 

 
2X B7 Agency ASW 

 
 

Mental Capacity Act 
Team 

 
1X B8B Services 
Manager (ASW) 

 
1X B8a 

implementation Lead 
(ASW) vacant 

 
2 x B8a ASM (ASW)  

 
2 x B7 ASW MCA 

LEADS (ASW) 
(temporary) 

 
 

 
6 X B7 STDA’s (3 

XASW) 
9 X B7DoL’s 
(temporary) 

i i   
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2. PROGRAMME OF CARE SUMMARY 
 
  
 
Programme of Care / Directorate:- Adult Mental Health and CAMHS 

 
2.1 Named Officer responsible for professional Social Work 

 
During the reporting period, Ms Mary O’Brien discharged the role of 
Divisional Social Worker within the collective leadership model. The 
post incorporates professional responsibility for the Social Work and 
Social Care workforce within Mental Health and CAMHS, (which also 
includes staff providing a CAMHS service in the SEHSCT). 
 
Ms O’Brien is accountable to the Executive Director of Social Work for 
the assurance of arrangements underpinning the discharge of 
statutory functions related to the delivery of Social Work and Social 
Care services within the Division.  
 
An unbroken line of accountability for the discharge of statutory 
functions by the Social Work and Social Care workforce runs from the 
individual practitioner through the Divisions line management and 
professional structures to the Executive Director of Social Work and 
onto the Trust Board. 
 
The Divisional Social Worker has assured the Mental Health 
Division’s Annual Statutory Functions Report, which meets the 
requirements of the prescribed audit process in respect of the 
discharge of statutory functions. 

 
2.1a 

 
Accountability Arrangements - Please provide a copy of your 
Organisational Structure from Assistant Director to Band 7 Staff 
 
Highlight any vacancies and the action taken to recruit against 
these. 
 
See Appendix One and Two 2.6 and 2.7  
 
Highlight any vacancies and the action taken to recruit against 
these. 
 
Adult Mental Health  
 
There are 10 Band 6 social work (SW) vacancies being addressed 
through the regional social work recruitment programme. There are 5 
Band 7 vacancies which are all in the recruitment process and a 
further 6 permanent Senior Social Work Practitioner (SSWP) posts in 
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the process of appointment at present. This will significantly support 
Community Mental Health Teams (CMHT) and will replace the 
current 4 temporary SSWP posts. The majority of vacancies are 
being addressed through the use of short term agency cover and 2 
bank staff until permanent staff in post. 
 
CAMHS  
There is 1 band 6 non designated vacant post (being addressed via 
BSO and open to SW applicants). There are 2 Band 7 social work 
vacancies currently in the recruitment process. Supervisory 
responsibilities are being absorbed in the short term by Band 8a 
social work managers until permanent staff are in post. 
 

 
2.1b 

 
Please highlight key Social Work Workforce planning issues, 
including recruitment, retention and professional roles (ie. ASW, 
DAPO, JP).  Information provided should include level and type 
of vacancies and any vacancy control systems in place. 
 
Approved Social Work Provision 
 
Service Cover 
The ASW daytime service provides a service for service users who 
require assessment for admission under the Mental Health (NI) Order 
(1986) (MHO). This is staffed by ASW’s who are based in substantive 
posts and participate on a Trust wide rota. A separate MCA team 
provides Short Term Detentions and ASW Trust panel membership 
and Trust panel extensions under the Mental Capacity Act (NI) 
(2016) (MCA). 
 
The Trust ASW rota provides 60 slots per month (over a 4 week 
period, 3 ASW’s on call each day). 
 
There are currently 29 ASW’s registered within the Trust who 
participate on the ASW rota. There have been 5 ASW staff who have 
been removed from the ASW rota in the last year – 1 person due to 
the demands of the role, 1 due to change in job description and wish 
to be removed from the role, and 3 staff who have left post.  
 
Programme representation on the ASW rota (MHO) 
(Table1) 
The majority of ASW’s continue to be provided by the mental health 
division, with limited representation from older person’s services, 
learning disability and CAMHS (see Table One). This continues to 
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put pressure on the Mental Health service from both a resource and 
financial perspective as agency staff are required to populate rota.  
 
 
Programme  No of ASW’s 

(SSWP) (on rota 
2-3 times per 
month) 

No of 
TL/SWDL 
(ie on 
rota once 
per 
month or 
less)  

Current 
ASW 
candidates 

No of 
8A/B 
ASW 
On rota 
1-2 
monthly 
or less 

Mental 
Health  

10 7 4 3  
 

OPS 3 1 1 0 
LD 1 0 2 0 
CAMHS 0 1 0 0 
Phys/Dis 0 0 1 0 
Childrens 
services 

0 0 0 0 

Agency/bank 
ASW 

3    

TOTAL 17 (58%) 9 7 (+1 
Deferral) 

3 

DEFICIT  
 
 
(Based on 3 
ASWs per 
day on rota. 
(does not 
include sick 
leave/training 
cover) 

13-16 SLOTS 
PER MONTH 
COVERED BY 
AGENCY/BANK 
= 22% (13/60) 
 
 
 

   

 
Total ASWs active on rota 29 (inc 1  maternity leave) = 28 currently 
active 
 
ASW staff Profile 
There are 6 team leaders and 3 social work leads, and 3 8A/B 
managers on the rota who complete less than one slot per month. 
This is to avoid overburdening managers whose substantive post 
requires them to be available to teams and where there is no funded 
cover if they are on ASW duty. The ASW role is additional, with no 
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requirement to be on the ASW rota (except for 2 Social Work 
Development Lead posts in mental health which requires this). 
 
As there are only 17 SSWP’s on the rota completing approx. 2-3 slots 
per month, this has impacted on the retention of ASW’s on the 
daytime rota. This has resulted in the need to use agency and bank 
ASW’s who provide approximately 13-16 slots per month to maintain 
3 ASW’s on the rota daily and to avoid over burdening ASW’s with 
additional slots that would impact on their substantive post. 
 
This is being addressed through a commitment by the Trust to 
increase the number of candidates being trained each year, with 5 
places being funded via the DoH funding and 3 additional places 
supplemented by the Trust Learning and Development Team budget. 
This will help to address ASW staff attrition as a result of promotion, 
retirement and increasingly due to the challenges of the role, namely 
in relation to extensive delays during conveyance attributed to bed 
shortages regionally. 
 
Regional ASW Quality Standards (October 2021) 
The Trust has developed an Action Plan to ensure compliance by 
2026. This includes profiling of future ASW numbers to ensure that 
key delegated statutory functions under both the MHO and MCA can 
be fulfilled while both legislations are in force and by ensuring robust 
systems are in place to support ASW recruitment and retention.  
 
Following a review commissioned by The ASW regional working 
Group (Office of Social Services) in June 2020, Queen’s University 
Belfast Social Work Research developed an evidence based 
estimate of the number of Approved Social Workers (ASWs) required 
for Trusts to fulfil their statutory duties under the MHO. The 
methodology used was designed to provide a recommended number 
of ASWs for Northern Ireland and by Trust. ASW workforce estimates 
illustrated the need to increase and maintain ASW numbers across 
programmes to 46 in BHSCT based on 10% of ASW time).  
 
The DoH estimated that BHSCT required 41 ASW’s to be in place by 
2026 and that this should represent 10% of the ASW’s working time. 
However, estimates by the Trust indicate that the Trust requires 
approx. 65 ASW’s to cover MHO and MCA ASW delegated statutory 
functions and to ensure that this does not amount to more than 10% 
of their working time.  
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Currently, ASW staff (MHO) allocate approximately 20-25% of their 
time on the rota based on providing 3 slots, (plus 1 day for report 
completion) per month out of 20 working days, (this excludes team 
leaders/8A/B who work one slot per month given their managerial 
responsibilities). MCA ASW statutory functions are provided by the 
MCA Team (see below). The Trust action plan will seek to address 
the deficits described over the next 5 years 
 
Recruitment and retention of ASW staff 
There is a continued challenge in recruiting and maintaining ASW’s 
on the daytime rota. While 4 staff successfully completed ASW 
training in the last period, continued demands on the role have 
impacted on staff moving post and in staff standing down from the 
role (5 in total).  
 
Retention of ASW staff has in recent years been directly attributed to 
an increase in the timeframe for assessments to be completed, 
complicated by significant resource deficits regionally, in the main 
due to reduced bed capacity and reduced GP availability. This has 
resulted in waits at times of up to 10 hrs or more for a bed to be 
located and the service user to be conveyed to hospital. In addition, 
long waits for a bed impact on ASW availability to accept other 
referrals and therefore can affect the Trusts ability to respond to ASW 
requests. Waits significantly increase the risk to the service user, the 
public and the ASW, at times containing aggression until a bed is 
located. ASW are lone workers and at times can be waiting with only 
the service user. The perception of delays on ASW working times is 
also a prime reason why the role has been less attractive in recent 
years and the main source of dissatisfaction indicated by ASW’s. 
 
Key delays impacting on ASW interventions (i.e. of more than 1 
hr to confirm service being provided) (GP, NIAS, BED)  
Total number of assessments under MHO resulting in admission to 
hospital - 235 (detained) + 25 (Voluntary) = 260 out of 311 
assessments (51 alternative care plans). 
 

 GP referral received after 3pm 24% and after 3.30pm 17%   
 Delay due to GP availability/delay – 26% of assessments 
 Delay due to bed availability – 33% of admissions 
 ASW’s working past 5pm 64%, past 8pm 37% of all  

assessments 
 Delay due to ambulance availability – 30  
 MTS patient conveyance used – 11% of all admissions 
 Contact required with on call coordinator after 5pm – 87%  
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Main issues continue to be; 
 
Lack of beds locally and regionally continue to lead to prolonged 
waits for service users to be admitted to hospital. Waits have 
increased during the period, at times overnight. On 4 occasions, the 
ASW has had to arrange an overnight plan to maintain the service 
user in the community/ED until the bed is located. This can increase 
the risk of harm to the service user and others when not admitted to a 
psychiatric ward after assessment with conveyance only occurring 
the next day.  On one occasion a service user from Intellectual 
Disability services, was waiting 14 days for an ID psychiatric bed to 
be identified, with repeated necessity to reassess the service user 
under the MHO on 6 occasions when forms lapsed while waiting on a 
bed to be confirmed.  

  
 Intellectual disability (ID) pathway – there continues to be no further 

clarity since guidance provided in 2019 in regard to the admission 
pathway for service users requiring admission. During the period 
there has been a reliance on admission to adult psychiatric wards for 
service users with a mild to moderate intellectual disability (ID), 
however, this has created significant challenges as specialist ID 
nursing is not available to the patient and has created additional 
pressures for mental health psychiatric admission by reducing the 
number of beds available to this population. At present there are 5 
patients with ID in the Acute Mental Health Inpatient Centre (AMHIC) 
due to lack of appropriate accommodation or care arrangements for 
them to be discharged to. Given the current bed crisis regionally, this 
is impacting on the bed resource for the Trusts and leads to the need 
to use regional beds more often whereby the service user is not 
admitted within their own locality. 
 

 GP availability continues to be a significant challenge. There was GP 
delay cited in at least 26% of assessments over the period (this figure 
is estimated as higher, as collation systems do not fully collate this 
area within current systems), which can be due to the GP declining to 
attend due to surgery duties or a request to attend the assessment 
after 5pm. This inevitably leads to ASW being forced to work outside 
of their working hours to facilitate the working patterns of GP’s. This 
has been a long standing issue for ASW’s, coupled with delays with 
bed access resulting in ASW’s working at least 5 hrs after 5pm. In 
addition, the provision of Local Enhanced Arrangements has 
diminished, during the period, with 3 practices in the Trust area 
relinquishing the role to ED departments in the Ulster hospital (i.e. 
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BHSCT patients presenting there), Mater hospital and Knockbracken 
and Beechcroft sites. This has been escalated to the medical 
representative in the Integrated Care Team based in the formally 
known HSCB. 
 

 Interface issues with key agencies particularly with police service has 
been identified as problematic during the period in at least  7% of 
occasions due to different perceptions as to when the police would 
be involved in conveyance under MHO and interpretation of the 
Interagency Conveyance Protocol (revised December 2019). This is 
mainly due to the police threshold for intervention being explicitly 
stated as an intention to harm self or others or that the service user 
has harmed themselves or others. Often the ASW and GP are 
assessing potential risk based on previous history or knowledge of 
the service users’ current presentation. Delays in police assistance 
can increase risk of harm to the service user and the public.  

 
 There is also added stress for the service user, family and the ASW 

in managing situations which are volatile and dangerous while 
waiting on police assistance. Three-monthly GAIN meetings with 
police representative is aimed at improving interfaces and mutual 
understanding.  However there has been a deficit in police 
representation during the period due to retirement and maternity 
leave. The PSW had developed a memorandum of understanding 
with the previous police representative which remains outstanding. 
This will be pursued with the new representative.  
 

 The Trust has developed supports to ASW during the reporting 
period which compliment the Regional ASW Quality Standards;  

  
Developing an ASW hub  
A proposal for an ASW Hub was shared with the EDSW and the 
Operational Director at the end of April 2022 for a joint response 
regarding approval.   
 
ASW 1-1 supervision 3 monthly or group supervision where this 
cannot be facilitated. 
 
Access to on call coordinator 5-9pm.  
This is again a cost pressure to the Mental Health Division. 
 

 Provision of patient conveyance  
 To facilitate safe, timely and urgent conveyance to hospital, the Trust 

invested in private patient conveyance contracting with GMTS which 
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has significantly reduced waiting times on 29 occasions during the 
period. This is a cost pressure for the Mental Health Division.  

  
 ASW Appreciation Day 28th January 2022 

An away day focused on self-care and prevention of compassion 
fatigue was funded by the Trust as an acknowledgment of the 
challenging role undertaken by ASW’s, particularly throughout the 
pandemic whereby the service remained fully client facing given the 
requirements of the MHO. 
 
Mental Capacity Act (NI) 2016  
The MCA Team are into their 3rd year in providing Trust wide 
provision of short term detention authorisations, Trust panel 
authorisations and extensions, Review Tribunal representation, 
bespoke training and support in regard to cases involving 
authorisation of Deprivation of Liberty. All legacy Trust panel 
applications have been completed with none outstanding due to 
targeted completion in 2021 by the MCA Team. To do so, 9 
temporary senior practitioner DoL posts were created to complete 
and coordinate the Trust Panel application process for all 
programmes Trust wide involving both legacy and new cases 
originating in hospitals and in the community.  
 
MCA Recruitment  
The Team have recently recruited two Band 8A ASM’s who will also 
act as ASW management leads to support ASW service provision 
and development in regard to both the MHO and MCA. 
 
Initially 6 temporary band 7 Social Work staff were appointed under 
the MCA as interim ASW’s to undertake the role of STDA’s and 5 are 
on target to complete ASW training (by 2023) as per MCA. The team 
is commencing permanent recruitment of STDA ASW’s in the coming 
months and will provide the STDA service Trust wide. This will be 
followed by medical, OT and admin recruitment to provide MDT 
support in regards hospital site based Trust panel application and 
authorisation panels and STDA’s which originate in the community. 
 
Impact of the Covid-19 pandemic on MHO assessment service 
provision 
The ASW service has lost provision of 12 slots per month due to a 
staff member being unable to undertake face to face assessments 
due to a health condition. This is being bolstered by the use of 
agency/bank ASW’s with the aim of being filled in the next year by 
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the 7 ASW candidates currently being trained (aim to be working as 
independent ASW’s from February 2023).  
 
During the period, the number of ASW assessments undertaken was 
311, which was a decrease on last year’s figure of 9%.  
During the pandemic, no ASW within the Trust was known to have 
contracted the virus due to ASW practice. Therefore the use of PPE 
was an effective protective measure. Where social distancing cannot 
be facilitated on wards or the ward has a Covid19 outbreak, the Trust 
protocol whereby ASW staff do not enter wards but remain in situ, 
undertaking handover to staff by phone at the hospital is still in force. 
 
Social Work Staffing requirements 
Currently the social work workforce represents 11% of the Mental 
health community workforce. Currently there are a total of 84 staff in 
mental health and CAMHS in non designated posts. CAMHS have 
indicated that the majority of the 59 non designated posts are more 
appropriate to social work and are normally filled by social workers 
but the posts do not have designated social work funding. 
 
Team Leader recruitment 
There continues to be a challenge in encouraging band 6 Social 
Work staff into band 7 Team Lead and Senior Social Work 
practitioner posts. Service Managers have indicated band 6 staff are 
not attracted to the team leader posts due to perception of the level 
of responsibility and remit of the post in addition to other statutory 
roles such as professional supervision, DAPO and ASW roles which 
their nurse counterparts do not have. Mental Health has a total of 28 
team leader posts of which 8 have been employed as social workers, 
but only 4 are dedicated to social work. CAMHS have 8 team leader 
posts, of which only 1 is a Social Work designated post. Divisional 
Social Workers are currently holding a series of monthly task and 
finish subgroups with social work representatives in supervisory and 
management positions, to feed into the Regional social work Strategy 
focusing on the social work workforce and recommendations to 
support implementation. 
 
Adult safeguarding DAPO provision   
There is a challenge in ensuring that all teams have a DAPO in situ. 
There are currently 15 teams in mental health who do not have a 
designated DAPO in situ. This is due to a lack of targeted funding for 
the role as well as limited band 7 social work designated posts within 
mental health in the absence of a normative staffing model for social 
work. Teams have long arm support from the ASG team where the 
preference would be to have a DAPO permanently in place. This is 
encouraged during recruitment within nursing led teams. The Mental 
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Health Adult Safeguarding Team also screen all referrals which are 
made via police, APGT and external agencies and are available to 
offer advice and support to community DAPO’s. 
 
There are currently two vacancies at AMHIC - Team Leader/DAPO 
and a Senior Social Work Practitioner/DAPO. DAPO and supervisory 
responsibilities are being provided within the service area until the 
Team Leader (recently recruited) commences post. Within 
community teams six permanent Senior Social Work 
Practitioner/DAPO’s were recently recruited. The Mental Health Adult 
Safeguarding Team has two vacant positions for Social Work 
Development Leads with DAPO responsibility, leaving just one Social 
Work Development Lead in post currently with partial provision of 
DAPO. 
 

 
2.2 Supervision arrangements for social workers 
 
2.2a 

 
Please confirm that the Trust is fully compliant with the Regional 
Supervision Framework  Yes/No 
 
If not, outline the remedial action taken to address this 
 
Yes, with an action plan being developed to redesign supervision 
opportunities incorporating the recently launched N. Ireland Social 
Work Supervision Policy and Implementation Guidance (September 
2021).  
 
 

 
2.2b 

 
Please confirm if the Programme of Care is utilising a Caseload 
Weighting tool  Yes/No 

 
If not, outline how the Programme of Care is managing current 
capacity, demand and workforce availability 
 
Yes in progress being piloted within CMHT’s. 
 
A caseload weighting tool was developed in 2020 and was piloted to 
good effect in West Recovery CMHT. Following positive feedback 
about the application and accuracy of the tool in measuring workload 
and complexity, the tool was applied in North Recovery CMHT with 
the view to full roll out across mental health services. The tool is also 
being considered within CAMHS. 
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If not, outline how the Programme of Care is managing current 
capacity, demand and workforce availability 
 
While the caseload weighting tool is being rolled out, teams continue 
to use supervision arrangements to monitor and review caseload 
weighting, and a monthly team audit tool to report on service 
demands and workforce capacity. 
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2.3 Report at high level on any audits, research, outcome reports or 
evaluations undertaken during the reporting period, that relate to 
delegated directed statutory functions (bullet points only).  Please 
ensure reference is made to the inclusion of service user 
involvement. 

  
Professional social work supervision audit March 2022 
 
A quantitative and qualitative audit tool was used with the audit sample 
from a variety of social work supervisors within the Division. The 
process focused on quality assurance and evidence of service 
delivery. The audit highlighted much good practice, but also some 
areas for further development. Of 43 files audited; 27 were completed 
to a good/high standard; 4 were completed to an acceptable standard 
and 1 required improvement in several areas. 
 
The Covid19 pandemic, restrictions, staff/management turnover and 
fluctuating pressures on workforce will continue to present challenges 
in terms of protected time for Professional Supervision. Many of the 
issues for further development will be addressed through the Trusts 
Action Plan to implement the N. Ireland Social Work Supervision 
Policy and Implementation Guidance. 
 
Trust Mental Health Adult safeguarding bi-annual audit March 
2022 – see 2.5 for overview. 
 
Admissions Pathway Quality Improvement Initiative Acute Mental 
Health Inpatient Centre (AMHIC) 
 
In response to increasing bed pressures, an initiative lead in 
partnership by both the Mental Health Divisional Social Worker and 
Divisional Nurse was developed with the MDT to analyse demands 
and pressures within AMHIC. A prioritisation tool was developed and 
daily huddle put in place, this is a recent quality improvement but early 
signs are positive in ensuring priority is given according to need based 
on an agreed tool. 
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2.4 Programme of Care to advise of any significant judgements 
and/or decisions derived from Serious Adverse Incidents, Case 
Management Reviews, Mental Health Review Tribunals, Judicial 
Reviews or RQIA Inspection and/or Review activity during the 
reporting period, that directly relates to the Trusts discharge of 
their statutory functions. 
 

  
The Trust was involved in completion of a Case Management Review 
(CMR) during the period in relation to a service user known to mental 
health and children’s services and whose child was involved in a 
serious adverse incident. The Principal Social Worker in mental health 
completed the Independent Agency Review (IAR) for the CMR on 
behalf of mental health services.  
 
Key recommendations from the IAR that were actioned by the Mental 
Health and Children’s services Trust Interface group were; 
 

 Development of joint safety plans between mental health and 
children’s services on a prescribed template to be shared with all 
agencies involved with families. This will be shared with all 
services in the Trust and is being developed. 

  
 Patients with a history of substance misuse should be 
considered by using drug screens by the midwifery team. 

  
 A cross agency learning event took place in March 2022 to 
review risk assessment between services to facilitate a joined up 
approach in cases where both services are involved in risk 
management. 

  
 Interagency training across mental health and children’s 
services. 

  
 Promotion of the “Working with Children and Parents living with 
parental mental ill health” training. 

  
Adult Safeguarding Quality Improvement Initiative 
  
A quality improvement action plan remains in place in two of the acute 
mental health units - Shannon Clinic and the inpatient unit AMHIC 
following RQIA inspections where safeguarding issues were noted. 
This was in respect of staff training in Adult Safeguarding as per 
mandatory requirements, incidents are reviewed to ensure 
safeguarding referrals are completed, all meetings have adult 
safeguarding as a standing agenda item and ensuring that 
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safeguarding referrals are dealt with in a timely manner by Line 
Manager and forwarded to DAPO as appropriate. Adult Safeguarding 
boards are in place on each ward with an adult safeguarding flowchart 
and aide memoire of an adult safeguarding referral to assist staff and 
ensure they are aware of safeguarding reporting procedures. Trends 
and analysis of safeguarding incidents are reviewed for learning and 
service improvements within all mental health units and discussed in 
governance meetings. 
 

2.5 
 
 

Advise on any challenges in the provision of Safeguarding 
services that have arisen in this Programme of Care during the 
reporting period and actions taken to mitigate any difficulties. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
During the reporting period Mental Health core team staff have 
increased face to face contact with Mental Health service users in 
provision of adult safeguarding investigations as lockdown measures 
have decreased. Isolated COVID outbreaks however continue to be an 
issue for IO staff in completing safeguarding investigations in care 
home and supported living settings at times. Care Home referrals were 
noted to have decreased at the beginning of COVID in 2020, however 
current numbers are in keeping with pre-COVID data within teams. 
 
The bi-annual Mental Health Adult Safeguarding Team audit 
completed March 2022 illustrated good compliance with current 
processes in regard to investigation procedures. Moving to completion 
of APP documentation on PARIS, will support mandatory completion 
of the detail required on APP documentation, and IO, DAPO’s and 
Line managers will not be able to progress documentation without 
completion of required mandatory information, improving standards  
and assisting in collation of delegated statutory functions and 
safeguarding analysis. The Mental Health Adult Safeguarding team 
continues to promote improvements in the use of the correct 
thresholds for safeguarding so that data collection correctly reflects the 
level of safeguarding completed. 
 
The Mental Health service area continue to complete a word version of 
the ASP safeguarding documentation and had historically never been 
set up on PARIS for use of the ASP suite of forms. With the APP 
documentation being developed on PARIS for protection 
investigations, all Mental Health staff will now require full training in the 
use of PARIS for safeguarding and for the use of the APP 
documentation. This training is proposed to be completed by June 
2022 across all service areas. In addition, while all areas are required 
to report on protection cases only for DSF reporting, Mental Health 
continue to complete a higher level of Adult at Risk of Harm 
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investigations than protection investigations. There is currently no 
documentation developed to date to record the safeguarding response 
for Risk of harm investigations however discussions are ongoing 
regarding the development of specific documentation for these 
alternative to protection investigation responses. 
 
Deficits remain within therapy teams for IO and DAPO trained staff 
resulting in trained staff having to be identified within the wider service 
area at times for safeguarding investigations. All service areas 
continue to be encouraged to consider internal workforce planning to 
ensure appropriate numbers of IO trained Band 6 and Band 7 DAPO 
trained social work staff to fulfil the adult safeguarding role.  
 
MARAC referrals within Mental Health service area has increased in the 
reporting period, with a number of appropriate referrals being made to r 
to MARAC. MARAC cases are proposed to be assessed within the 
threshold of protection and there are plans for all cases discussed at 
MARAC to be offered a safeguarding response. There are a number of 
people referred to MARAC with a history of mental health issues, 
however most of these cases are either closed to Mental Health, have 
been referred for assessment and have not attended, or following 
assessment have no mental health diagnosis or needs. A significant 
number of people referred to Mental Health can be signposted to a 
voluntary agency who can meet their presenting needs. If all cases 
discussed at MARAC are to be offered a protection response, this will 
impact significantly on mental health given that most referrals to MARAC 
are not currently open cases. The Mental Health Adult Safeguarding 
Team also do not have the capacity to undertake this role, as it is not 
and was not established as a Gateway service and has no IO’s. While 
the Social Work Development Leads’ role has an element of DAPO role, 
this is a small part of their position. There is a recent proposal to develop 
a specific post for a MARAC Lead for the whole of BHSCT, currently 
each service area has a MARAC Lead within their area. IO’s and a 
DAPO would be required to support this role for proposals of offering a 
safeguarding protection response to known or previously known 
referrals. 
 
Joint Protocol investigations and the numbers of PIA interviews and 
ABE interviews continue to decrease within Mental Health due to 
police thresholds for Adult Safeguarding investigations. As a result, 
only one member of staff was put forward for ABE training in January 
2022. It is proposed that Belfast Trust operate a pool of trained ABE 
staff across all service areas. New DAPO staff have been trained in 
Joint Protocol for referring adult safeguarding cases and consultations 
with CRU. 
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2. PROGRAMME OF CARE SUMMARY 
 
 
Programme of Care / Directorate:- Adult Community and Older Peoples 
Service ( ACOPS) 
 

 
 
2.1 

 
Named Officer responsible for professional Social Work 
 
Ms Pam Borland and Mrs Fiona Rowan are the Interim Divisional Social 
Workers for the Programme of Care.  
 
An unbroken line of accountability for the discharge of statutory functions by 
the social care workforce runs from the individual practitioner through the 
Service Area professional structures to the Executive Director of Social 
Work and onto the Trust Board.  
 
The Divisional Social Workers have assured the ACOPs Annual Statutory 
Functions Report, which meets the requirements of the prescribed audit 
process in respect of the discharge of statutory functions. 
 

 
2.1a 

 
Accountability Arrangements - Please provide a copy of your 
Organisational Structure from Assistant Director to Band 7 Staff 
 
 
Please see attached Organisational Structure 
 
The Programme of Care for the purposes of this report covers: 
 Community Social Work ( CSW) 
 Hospital Social Work ( HSW) 
 Intermediate Care (ICSW) 
 Mental Health For Older People Team ( MHOPT) 
 Care Review and Support Team  - ( CREST) 
 Palliative Care and Oncology Team 
 Acute Care at Home (ACAH) 
 Adult Protection Gateway Team ( APGT) 
 Community Stroke Service 
 Commissioned Services 

 
Highlight any vacancies and the action taken to recruit against these. 
 
Across the Programme of care there are a number of vacancies at band 7 
and band 8a. These are: 
 
Band 8A Grade 
 3 WTE temporary posts to be made permanent in CSW being actively 

recruited, staff currently in post, need to be filled permanently for 
stability and succession planning.  
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 2 WTE hospital social work posts to be filled, 1 temporary, 1 
permanent, currently being recruited, no cover currently in place, 
difficult to fill, no success with 2 expression of interest (EOI) processes.  

 
 Band 7 Grade 
 5 temporary staff in CSW, to be recruited to permanently in June 2022. 
 1 Designated Adult Protection Officer (DAPO) in MHOPT and 

interviews are expected in May 2022, cover currently being provided 
by Senior Practitioner Designated Adult Protection Officer (DAPO)  

 For CREST, there were 2 vacant posts, both advertised, one now filled 
and the second being re-advertised. 

 1 post in Oncology and Palliative Care - Maternity leave, no cover 
currently, staff returning in June 2022. 

 
Total current vacancies at band 7 grade = 7 being actively recruited.  
 

 
2.1b 

 
Please highlight key Social Work Workforce planning issues, including 
recruitment, retention, and professional roles (i.e. ASW, DAPO, JP).  
Information provided should include level and type of vacancies and 
any vacancy control systems in place. 
 
Recruitment and Retention 
 
There are relatively low rates of vacancy in the Programme of Care but 
continuing challenges with staff turnover and staff moving to promotional 
opportunities through temporary moves such as expression of interest (EOI). 
The Programme of Care is actively tracking EOI posts and seeking by active 
recruitment to reduce the temporary nature of EOI and back fill posts by 
moving to permanent recruitment where possible.  
 
Band 6/5 Grade staff current vacancies.  
 

 MHOPT 1 band 6 vacancy failed active recruitment, will access 
regional recruitment list after April recruitment drive. 

 APGT 1 post vacant, has failed active recruitment to date.  
 CSW have 5 current vacancies which are to be recruited as part of 

regional recruitment in April 2022.  
 HSW have 6.6 social work posts actively being recruited, 2 of which 

are specialist regional posts for Cystic Fibrosis patients.  
 CREST current 2.4 WTE vacancy being recruited.  

 
Total band 5/6 vacancies = 15 being actively recruited.   
 
It is anticipated that Band 6 social work posts will be filled from the regional 
social work recruitment programme this year. CSW have experienced high 
staff turnover, as social workers moved post to gain experience in other areas 
and take up Band 7 promotions so while posts may be filling it is with less 
experienced or AYE staff. 
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CREST had similar recruitment challenges with 4 practitioners moving to 
higher bands in the MCA Central team and other service areas in the 
reporting period. It is anticipated that all vacant posts will be filled in the next 
few months. The team currently has a skill mix of 66.6% Social Work and 
33.3% nursing. The impact of caseload demand and outstanding statutory 
reviews on the ability of the service to meet its duties is contained within the 
Trusts principle risk register.      
 
Adult Safeguarding 
Despite the challenges of staffing, there have been sufficient numbers of 
Designated Adult Protection Officers (DAPOs) and Investigating Officers 
(I.O.s) across the teams. Where vacancies exist, an arrangement to rotate 
allocation of protection cases is in place. There is currently sufficient levels of 
Joint Protocol trained staff to meet current demand.     
 
Mental Capacity Act 
The establishment of a central team to manage the legacy MCA work has 
been  beneficial in ensuring the legacy work has been completed in year. The 
Programme of Care had been struggling without additional resource to 
prioritise this work in a way which would have allowed significant progress.      
While a sufficient number of staff are trained within the Programme of Care  
the creation of a central team to complete the legacy work by a dedicated 
staff group meant a loss of 10 experienced staff from core services and this 
has had a significant impact on other areas of work. The regional recruitment 
programme has not fully addressed this challenge, as often the newly 
recruited staff lack the experience required to undertake this role. 
 
Approved Social Workers 
The Trust takes a corporate position in relation to the Approved Social Worker 
role and is reported on within the Mental Health Statutory Function Report. 
The Programme of Care currently has 6 qualified ASWs in post who also 
support the daily rota required for Trust wide cover. The training and 
development of ASW staff in this area is challenged now as the ASW group 
of staff are recently qualified and are not in a position to mentor trainees or 
support the academic and practice assessment processes.   
 
Social Work Governance Team 
The Programme of Care has 2 WTE funded Principal SW ( PSW) posts and 
1 SW Governance Lead post. 1 PSW post and the SW Governance lead post 
have been vacant for 6 out of the past 12 months. This has had a significant 
impact on the routine management of audits and associated actions plans, 
training and development work and staff support. Both posts have just 
recently been recruited.    
 
 
The Social Work Workforce Strategy Steering Group has been set up to 
manage a number of work streams to look at all aspects of social work staff 
recruitment and retention in line with regional work. The work streams 
included are: 
 

Exhibit 3
MAHI - STM - 277 - 322



 Creating the Environment 
 Supporting our Workforce 
 Ensuring Sufficient Capacity 
 Creating an Interest in the Profession 

 
 

 
 
2.2 

 
Supervision arrangements for social workers 

  
 
2.2a 

 
Please confirm that the Trust is fully compliant with the Regional 
Supervision Framework  Yes/No 
 
NO  
 
If not, outline the remedial action taken to address this 
 
The programme of Care is not fully compliant with the Regional Supervision 
Policy. There  has been limited compliance in the Community Stoke Team, 1 
band 6 SW in post in this MDT. This issue has now been resolved with an 
aligned band 7 from SW Governance Team providing 3 monthly professional 
supervision.   
 
Across the Programme of Care, the average compliance with the required 
frequency of profession social work supervision is 70%.  The two main 
reasons for supervision not occurring within the required timescales are staff 
sickness and work pressures.  
 
The Acute hospital sites have experienced temporary but significant 
difficulties with compliance particularly in the summer of 2021. This was due 
to the combination of work pressures and staff leave/sickness. This was 
resolved in the subsequent months as staffing levels have improved.       
 
Electronic exception reporting is in place across the Programme of Care so 
any gaps can be identified early and plans put in place to support compliance 
with supervision.         
 
The Programme of Care welcomes the new Regional Supervision Policy and 
feel that it provides a much needed flexibility in approach. From March 2022, 
Social Work Teams have been developing action plans for the 
implementation of the new Policy. The Deputy Executive Director of Social 
Work, in conjunction with the Training Team provided both awareness 
sessions on the new supervision policy and support to teams in developing 
local action plans. A mixed approach of both group and one to one 
supervision is being adopted as per agreement between the line manager 
and Social Work team.   
  
There are arrangements in place to monitor compliance with supervision, 
through a monthly exception reporting arrangement.  
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2.2b Please confirm if the Programme of Care is utilising a Caseload 

Weighting tool.   
 
No the Programme of Care is not utilising a Caseload Weighting tool.  
 
If not, outline how the Programme of Care is managing current 
capacity, demand and workforce availability 
 
There are a range of measures in place in each service area to support the 
systematic management and stratification of case work allocation. There are 
plans in place to within each service area which support the day to day 
management of the service to ensure critical work is prioritised. There is 
ongoing refinement of the use of this tool as practice becomes more 
embedded. 
 
Across the Programme of Care there are broad arrangements in place to 
keep the management of case work under review through: 
 Supervision 
 Caseload analysis 
 Triage and Allocation systems 
 Use of bank and agency staff to reduce unallocated work at any point 

in time. 
 Regional Recruitment 
 Additional Hours/Overtime/Covid 19 Payments 

 
More specifically within large volume areas of the Programme of Care: 
 
CSW  
 The service area implemented a risk stratification tool in response to 

Covid 19 pressures. This risk stratification has now been developed 
to ensure all high risk cases (identified as RED) are risk assessed 
and monitored monthly. This process also informs caseload 
allocation. 

 CSW has a number of unallocated cases which are tracked and 
monitored. These have been assessed as low level and requiring a 
Social Care Co-ordinator to monitor.  

 CSW is currently undertaking a Diagnostic Scoping process. This is 
in recognition of the multiple challenges facing the service. The 
challenges range from the volume and complexity of work to the 
relative lack of practice experience in the teams.     The aim to 
ensure that systems and structures across the service area are safe, 
effective, efficient, and equitable. It will involve analysis of caseloads, 
tasks, workforce, and interfaces and may indicate a need for changes 
to how the teams currently operate. The Service Manager and SW 
Governance Team are working through an action plan, which 
includes staff engagement and regular meetings with TU colleagues.  
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APGT 
 The central team continue a duty system to act as a central point of 

referral for the  Programme of Care, including external referrals and 
all adult external regulated facilities. 

 Continue to provide a protection response to adults who are deemed 
to be in immediate risk when referred via duty system. 

 Continue to screen, allocate, ensure protection planning, transfer and 
signpost all referrals received on duty 

 Continue to act as the central area to manage Adult Protection 
Investigation within APGT 

 Complete home visits where risks are such that there is an 
immediate requirement to do so and risk assess before completing. 

 Screening processes to continue within a framework of risk 
assessment. 

 Continue to provide ABE / PIA interviews in line with joint agency 
protocols and maintain MARAC work. 

 Ensure ongoing information sharing with teams (at all surge levels) 
 Monitor business continuity plan and staffing levels and report to 

daily programme wide safety huddle.  
 
HSW 
 Workforce demand and capacity is overseen by Band 7 and Band 8A 

managers. The managers maintaining daily oversight of case 
management via a team database and specific service pressures on 
staff such as in hospital escalation and major incident planning 
events. The Service area report staffing levels and emerging risks to  
the collective leadership team on a daily safety huddle call.   

 The service has implemented its Business Continuity and Surge 
Plans twice in the reporting period in response to 1. Covid 19 Impact 
on Staffing at an acute hospital site and 2. Major Incident and 
Hospital Escalations affecting referral spikes and increased demand 
for more timely discharge planning. 

 The service has utilised the MS Teams platform in the creation of a 
vigilance database for all hospital Social Work teams to update 
patient information from core to weekend teams to provide a priority 
based - clear, accurate discharge handover information. This is a 
RAG Coded database including highlighting safeguarding matters.  

 
CREST 
 All cases are dynamically risk assessed and since January 2022 are 

reporting monthly on compliance with arrangements to manage high-
risk cases. 

 High risk care reviews and cases are aligned to practitioners. 
 Medium to low risk cases are managed on a day to day basis by duty 

system. There are systems in place to prioritise urgent care reviews 
at daily safety huddles, which is led by Senior Practitioner 

 A fortnightly meeting led by Assistant Service Manager to review 
care, review activity allocation, referrals, data in relation to 
performance 
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 Governance process in place to review care homes on a weekly 
basis to include incidents. 

 Incidents that are considered moderate and above are discussed at 
weekly Live Governance Meetings chaired by  a member of the 
collective leadership team.  

 Service  Contingency and Business Continuity Plans are in place 
 
CMHOPT 
While CMHOPT does not apply a caseload-weighting tool, during this period 
they have implemented a risk stratification tool to identify high, medium, and 
low risk cases. The utilisation of this tool informs caseload allocation and is 
outlined at the beginning of this section. CMHOPT currently has sufficient 
staffing to meet referral demands.  

 
    
2.3  

Report at high level on any audits, research, outcome reports or 
evaluations undertaken during the reporting period, that relate to 
delegated statutory functions (bullet points only).  Please ensure 
reference is made to the inclusion of service user involvement.  
 
Internal monthly Audit-Compliance with Care Management Standards 
The Programme of Care commenced a monthly audit on assessment for all 
service users placed in temporary/permanent nursing/residential facilities 
from October 2020-April 2021.  
Findings for improvement:  

 Sufficient evidence of recording consent for referral, this is implied 
but not clearly documented. 
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  Sufficient evidence of recording Service User consent for 
Assessment  

 Full compliance with a pre-admission assessment for care home 
placements, ensuring consistent high standard of information 
informing the decision. 

 Recording of human rights based decision making in care home 
admissions. 

 Information indicating that care plans reflect the change in 
circumstances and notified to all relevant parties. 

There is an action plan in place to address areas requiring improvement, the 
measurement of progress has been hampered by the deficit of staff in the 
governance team. It is anticipated that the audit cycle in place will be able to 
get back on schedule with ongoing Care Management audit prioritised.    
 
Unmet Need monthly audit 

 CSW have engaged in a monthly audit of unmet need since 
December 2021 to ensure accurate levels of need for service 
users with no care package or needing additional hours. This 
helps to ensure data cleansing and services targeted at those 
in greatest need.  

 The service area facilitates a twice-weekly priority call for 
social work staff to escalate those service users identified as 
high risk who require a domiciliary service.  

 31st March 2022 there were 6030.45 total hours on the unmet 
need list which means 896 people are waiting for a package or 
part package of care. This remains an area of immense 
challenge and is on the Trusts principle risk register. 

 
There is an action plan in place to address areas requiring improvement 
    
Supervision Annual Internal Audit  
The annual supervision audit has identified a number of areas for 
improvement including the need for a more flexible approach and 
supervision, which is more bespoke to specialist areas. The adoption of the 
new supervision framework will address the need for specialist service areas 
to have a more bespoke supervision tool. 
 
Procurement and Management of Domiciliary Care Contacts BSO Audit 
This audit was published 28th March 2022 initial feedback indicates limited 
assurance with part of the challenge around the validation processes. There 
is an electronic solution in place to validate care staff times visits and the 
validation of visits in a person’s home relies on staff signature. This validation 
process relies on staff and service user/family reporting until an electronic 
solution is in place. Given the action plan and issues raised regarding 
compliance with the annual review process this continues to present a 
challenge in ensuring monitoring of care plans and commissioned care. 
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Mental Capacity Act BSO Audit 
The audit completed via Mental Health Service who hold management 
responsibility for the delivery of the central MCA service. The Programme of 
Care contributed to the information required. No additional information sought 
and audit outcome was deemed satisfactory.  
 
 
Safeguarding Training Audit 
Information provided at 2.5 
 
Direct Payments 
In response to the challenges presented in Older Peoples Services in respect 
of the low uptake of Direct Payments under Self Directed Support the 
Programme of Care are jointly working on a project with Connected 
Community Hub and Tullamore local community partnership in West Belfast. 
Handing budgets over to service users and facilitating service users’ 
management of social care budgets is a powerful example of service user 
empowerment. The project is being academically evaluated by the University 
of Ulster. After a faltering start mainly due to the SW staffing levels in this 
particular area of the city there are signs now of good progress being made.  
 
 
Carers assessments  
There has been an increase in the number of carer’s assessments being 
completed this year in part as a result of CSW remote assessment project. 
The offering and uptake of carer’s assessments does however remain low 
relative to the number of carers who are represented in the service area. The 
Programme of Care will support the Trust wide audit of carer’s assessments 
in 2022/23 and looks forward to the implementation of the Carers 
Conversation as the standard assessment tool.   
 
Stepdown to Recovery Service Mullan Mews 
Planning for a proposed pilot project started in February 2022 to facilitate 
timely discharge from hospital for people who are delayed due to awaiting a 
domiciliary package of care. Stakeholder engagement includes, BHSCT staff, 
Trade Unions, Clanmil Housing and Supporting People.  
 
 
Memory Services National Accreditation ( MSNAP) 
MSNAP accreditation was successfully maintained within CMHOPT and 
Psychiatry of Old Age in September 2021. 
 
Service User involvement  
The Programme of Care have sought to embed the inclusion of service users 
and their carers throughout strategic areas of development. There is service 
user and carer representation in the following steering groups: 
 

 Care Home Modernisation Steering Group 
 Self-Directed Support 
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 Older People’s Reform Group 
 Local Engagement Partnership 
 Day Centre User and Carer Groups (which are linked to Day 

Centre Remobilisation Group) 
 

The Programme of Care have accessed a ‘Readers Panel’, which is made up 
of service users and carers who have reviewed and advised on public facing 
documents. This group is led by the Trust Involvement and Partnership 
Officer. In 2021/22 the group reviewed information for service users, families, 
and carers including the Best Interests Leaflet and the Going into a Care 
Home Booklet leading to improvements in both documents. 
 
The Programme of Care continue to be involved in promoting 10,000 Voices 
across the area.  
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2.4 

 
Programme of Care to advise of any significant judgements and/or 
decisions derived from Serious Adverse Incidents, Case Management 
Reviews, Mental Health Review Tribunals, Judicial Reviews or RQIA 
Inspection and/or Review activity during the reporting period that 
directly relates to the Trusts discharge of their statutory functions. 
 

 SAI 
There has been particular learning from SAI 19/090 as reported last year 
regarding a sexual assault in a care home setting. A particular area identified 
has been staff understanding of police powers. The programme of care has in 
particular benefited from the appointment of SM to safeguarding of a person 
with particular skill and knowledge PPANI and MARAC processes. The 
agreed action plan was completed in the reporting period.     
 
SAI Level 3 20/045 was published 28th March 2022. Given that this is a very 
recently published report the Programme of Care had an action plan in place 
from the draft report and initial learning. There are implications for the 
discharge of statutory functions including enhancing arrangements to audit, 
monitoring and support functions in Nursing Homes. The Programme of Care 
has worked through a series of early learning particularly in relation to the 
management of residents’ finances and escalation of concerns re poor care.    
 

 
Mental Health Review Tribunal 
There has been one tribunal hearing in year, the Review Tribunal continued 
to support the Trust position that Guardianship has provided the framework to 
ensure compliance with medication. The Programme of Care can also report 
that this person has since been discharged from Guardianship as the 
medication regime changed and a depot injection is no longer required.    
 
Mental Capacity Act Review Tribunal 
The Programme of Care have continued to work with the Review Tribunal 
Service and have completed 150 rule 6 reports and attended 9 Oral hearings. 
This has been additional work without any additional resource and represents 
a significant and ongoing pressure in the Programme of Care.    
 
Continuing Healthcare  - Judicial Review 
The Programme of Care is presently preparing for a Judicial Review hearing 
in June 2022 regarding Continuing Healthcare. This has remained an area of 
considerable challenge and a number of complaints. The Programme of Care 
is working with regional colleagues to ensure a consistent approach while 
awaiting the outcome of this Review.      
 
RQIA Inspections for:  
 
Statutory Residential Care Homes:  
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 Killynure House – RQIA inspection January 22 – 1 QIP 
identified in respect of recruitment of staff.  

 Bruce House – RQIA Inspection February 22 – no QIP 
identified, 2 areas carried over from previous inspection which 
included medication.  

 Orchardville House – RQIA inspection March 2022 – awaiting 
RQIA report – early indicators no QIP identified.  

 
Supported housing  

 Sydenham Court – RQIA inspection Nov 2021 – No QIP 
identified 

 Hemsworth Court – RQIA inspection July 2021 – No QIP 
identified 

 Cullingtree Meadows – RQIA inspection January 2022 – No 
QIP identified  

 Fairholme – RQIA inspection February 2020 – NO QIP 
identified 

 Mullan Mews – RQIA inspection August 2021 – 1 QIP identified 
in respect of robust Reg 23 reporting and feedback from staff 
and service users and families.  

 
Day Centres 
Within the Programme of Cares’ Day Centres, there have been nine RQIA 
inspections within the reporting period; taking place in:  
 
Mount Oriel Day Centre  
Grove Day Centre  
Glencairn Day Centre  
City Way Day Centre  
Ballyowen Day Centre  
Woodlands Day Centre  
Beech Hall Day Centre  
Carlisle Day Centre  
 
All inspections were exceptionally positive in terms of care provision and 
governance standards. There was one Quality Improvement Plan for 
Ballyowen Day Centre in relation to safeguarding training for domestic 
support staff. Overall, the Trust was commended by RQIA for the quality of 
care throughout the Covid 19 pandemic. 
 
Remote Carers Assessment and Support  
This has enabled a 48% increase in the assessments completed in 2021/22 
and a 47% increase in the referrals from the previous years.  
 
The Carers Conversation Wheel is being introduced over the next reporting 
period. 
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2.5 
 
 

 
Advise on any challenges in the provision of Safeguarding services that 
have arisen in this Programme of Care during the reporting period and 
actions taken to mitigate any difficulties. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
The findings from Home Truths and subsequent reports issued as part of the 
Independent Whole Systems Review into Dunmurry Manor continue to 
impact on the Trust as a whole and safeguarding in particular. The Trust are 
reviewing all safeguarding systems with a focus on: 
 
 Safeguarding in the acute hospital setting. Actions taken to support the 

prompt escalation of safeguarding concerns arising in the setting 
includes the appointment of an interim safeguarding nursing lead to 
support the understanding and escalation required amongst medical 
colleagues. 

 Consistency of approach across all service areas thresholds and 
reporting. Actions taken to address this include the implementation of 
a governance meeting to triangulate information in care homes 
between incidents, safeguarding, and going forward enhancing 
communication with safeguarding champions in the care home setting. 

 Community colleagues have had particular challenges highlighted in 
several cases since January 2022 which are now the subject of SAI 
processes. The management of adults at risk of harm has highlighted 
issues regarding the escalation process, and the distinction between 
quality response and safeguarding.      

 
 
 Adult Protection Gateway Service 
 The challenge for the central safeguarding team continues to be as 

noted in last year’s report the percentage of cases which do not meet 
the threshold for adults in need of protection investigations. 995 or 
58% of referrals received by the central team were either screened out 
or transferred. This significant activity at the entry point to the service 
impacts on the Teams ability to respond to appropriate referrals, 
screened as meeting an Adult Safeguarding threshold, in a timely and 
appropriate manner. 

 Screened out referrals still require a level of activity to follow through 
on a duty of care and due diligence. These referrals often require 
advice, guidance and/or re-direction. 

 Significant numbers of screened out referrals are ‘Welfare concerns’. 
The current pressures occurring elsewhere in the system will 
inevitably lead to an increase in welfare concern activity for APGT. 

 Service continues to analyse data and activity levels and escalate 
through daily safety huddle and ongoing liaison with PSNI regarding 
referral pathways and ‘welfare referrals,’ that do not meet threshold for 
Adult Protection Investigation. Review of referral pathways for Care 
Homes and Nursing Homes. Identified need to support DAPO’s across 
the Programme of Care in consistent screening and decision-making, 
to ensure all referrals are appropriate. 
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Community Social Work 
 Safeguarding during the pandemic has presented significant 

challenges, particularly relating to professionals and family members 
having limited access to care homes to investigate and review service 
user’s needs. Further difficulties were undertaking investigations 
wearing PPE, social distancing and isolation periods associated with 
new admissions to care homes. 

 The Trust has been awaiting the implementation of APP forms onto 
the PARIS system, which has taken a number of years to develop. 
This was due to be operational by March 2020, however with factors 
beyond the control of the BHSCT, including Covid19, this has not 
been achieved.  

 The Community Social Work teams need to develop robust recording 
process for alternative safeguarding responses. These cases can be 
extremely complex and long standing and we need to ensure the 
documentation is clear and supports the work involved. 

 The CSW teams experience significant delays when a case is referred 
to PSNI, usually awaiting a decision on who is taking forward the 
investigation. This has a huge impact on service users confidence in 
the process as there can be an extended period while awaiting PSNI 
response. 

 
CREST 
 Pre-pandemic referral rates from care homes to a safeguarding 

process have continued to be lower. In the early phase of the 
pandemic a decision was reached that the central team would take all 
referrals for adults at risk of harm and adults in need of protection. The 
referral pathways will return to pre-pandemic work flow in July 2022.  

 A critical issue for the service is the sharing of information between 
governance, safeguarding and the safeguarding champions in the care 
home setting. To improve information sharing the Service Manager 
and Senior APGT staff review escalation issues jointly with 
Commissioned Services Governance staff.  

 The pandemic impacted the work to promote and support the 
Safeguarding Champions in the care home setting, this will be re-
established in 2022.    

 
HSW 
In the reporting year an additional enhanced nursing role in safeguarding 
(temporary) has been established at 8A grade in the hospital setting and this 
will enhance the profile of the safeguarding role in hospital setting. A thematic 
review of safeguarding in the hospital setting across a number of cases 
identified some difficulty in safeguarding issues being properly recognised 
and escalated. This is being addressed through the Adult Safeguarding 
Steering Group.       
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Safeguarding Training Audit 
An audit across the Programme of Care was commenced by DSW in January 
2022 and while the audit is not yet finalised some of the findings were already 
recognised. The roll out of adult safeguarding and refresher training for 
Homecare Services staff was impacted by changes during the pandemic. As 
a large cohort of staff of over 600, training was formerly provided in large 
groups which were no longer possible during the pandemic. Staff also do not 
have access to IT hardware which is a challenge for remote training. An 
action plan is in place to mitigate which includes the provision of mobile 
telephones to enable access to technology for remote training programmes.  
 
Safeguarding Reform Steering Group 
In response to these challenges, the Trust is reviewing all safeguarding 
systems and structures, through the Safeguarding Reform Steering Group, 
commenced in March 2022 which includes Task & Finish groups focusing on; 
 

 Hospital 
 Governance 
 Learning and Development 
 Awareness and Experience 
 Data and IT 
 Structures 
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2.PROGRAMME OF CARE SUMMARY – Physical & Sensory Disability 
 
Please note who this return is from and what programme of care it 
relates to.  
  
 
Programme of Care / Directorate:-  
Physical Health and Sensory Disability (PSD) 
 
The return is from Fiona Rowan (Interim Divisional Social Work Lead) and 
Eamonn McErlane (Interim Service Manager) 
 

 
2.1 Named Officer responsible for professional Social Work 

 
Fiona Rowan is the Divisional Social Worker for Physical and Sensory 
Disability Services. (PSD)  
 
 

 
2.1a 

 
Accountability Arrangements - Please provide a copy of your 
Organisational Structure from Assistant Director to Band 7 Staff 
 
Please see attachment for Organisational Structure :  
 
The Service Area of Physical and Sensory Disability includes: 
 
 2 Community Physical Health and Disability Social Work 

Teams 
 1 Sensory Impairment Team 
 1 Care Management Team 
 Community Brain Injury Rehabilitation Team 
 Community Access Team 
 SDS Implementation Lead 
 14 Day Centres, including Dementia and Older Peoples’, 

Physical Disability and Acquired Brain Injury 
 
Highlight any vacancies and the action taken to recruit against 
these. 
 
Physical & Sensory Disability Vacant Posts  
 
Band 7 – 3 vacant posts 
 
Three Band 7 Senior Social Work positions are in process of 
recruitment. 
 
 

 
2.1b 
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Please highlight key Social Work Workforce planning issues, 
including recruitment, retention and professional roles (ie. ASW, 
DAPO, JP).  Information provided should include level and type 
of vacancies and any vacancy control systems in place. 
Whilst staffing has remained stable, with a low turnover of staff at 
practitioner level, there have been changes at managerial level, with 
the departure of a long standing Service Manager, an Interim Service 
Manager and an Assistant Service Manager. The Service Manager 
position is filled on an Interim basis.  
 
Professional Roles :- the service area has the funded staffing level 
numbers of suitably qualified practitioners in place to meet its 
requirements for each of the following 
  
 Designated Adult Protection Officer (DAPO)  

   
 Investigating Officers  

   
 Approved Social Worker  

  
The Trust takes a corporate position in relation to the Approved Social 
Worker role, and this is reported on within the Mental Health Statutory 
Function report. 
  
 Mental Capacity Practitioners  

  
 
2.2 Supervision arrangements for social workers 
 
2.2a 

 
Please confirm that the Trust is fully compliant with the Regional 
Supervision Framework  Yes/No 
 
No  
 
Full compliance with the regional supervision framework has been 
challenging, particularly when the service is impacted by sick leave 
and Covid related absences. 
 
If not, outline the remedial action taken to address this 
 
During periods of surge in the pandemic, supervision took place in 
group settings. However, this was for a short period before individual 
supervision sessions were resumed. A blended approach was adopted 
to support staff who were working from home.  
 
From March 2022, Social Work teams have been developing service 
level action plans for the implementation of the new Regional Social 
Work Supervision Policy which supports group supervision as a means 
of complying with the regional guidelines. The Deputy Executive 
Director of Social Work, in conjunction with the Learning and 
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Development Team provided awareness sessions on the new 
supervision policy and support to teams in developing action plans. A 
mixed approach of both group and one to one supervision is being 
adopted as per agreement between the line manager and Social Work 
team. The Divisional Social Worker has oversight of each action plans 
compliance. 
  
Arrangements are in place to monitor compliance with supervision, 
through a monthly exception reporting arrangement. 
 
 

 
2.2b 

Please confirm if the Programme of Care is utilising a Caseload 
Weighting tool   
 
No 
 
If not, outline how the Programme of Care is managing current 
capacity, demand and workforce availability 
 
Whilst the service area does not apply a caseload weighting tool, 
during this period they have implemented a risk stratification tool, to 
identify high, medium, and low risk cases. The utilisation of this tool 
informs caseload allocation.  
 
Caseloads & Workforce availability are kept under review through: 
 Supervision  
 Caseload analysis 
 Triage & allocation systems led by Senior Social Workers / 

Assistant Service Managers.  
 Bank /Agency Staff 
 Regional recruitment  
 Additional Hours / Overtime/Covid Payments 
 Secondments 

 
An informal review of caseloads during the reporting period highlighted 
the growing complexity of cases in Physical & Sensory Disability as 
well as the volume in cases. The number of referrals has grown from 
2058 in 2020/21 to 2764 (+706). This is a marked increase in the 
number of referrals since the previous reporting period and higher than 
pre-pandemic referrals.  
 
The larger caseloads are also increasing in complexity and risk 
management, much of it is concentrated within the Care Management 
team which is under review. This may be a temporary consequence of 
Covid-19 and will be monitored in the 2022/23 for workforce planning. 
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2.3 Report at high level on any audits, research, outcome reports or 
evaluations undertaken during the reporting period, that relate to 
delegated statutory functions (bullet points only).  Please ensure 
reference is made to the inclusion of service user involvement. 

  
Internal Supervision Audit : 
 
The programme of care internal supervision audit highlighted mostly 
compliance with the regional supervision policy. (SW Supervision 72% 
compliance in March 2022 and  has been improvement in April) 
Noncompliance correlated to periods of spikes in Covid absences.    
Action Plans are being developed across Teams to implement the new 
Social Work Supervision Policy in 2022.  A new SW Governance Lead 
has been appointed who will have a significant role in strengthening 
supervision.   
 
Unmet Need (Domiciliary Care) monthly audit (commenced 
December 2021) 

 The programme of care have engaged in a monthly audit of 
unmet need to ensure accurate levels of need for service users 
with no care package or needing additional hours. This helps to 
ensure data cleansing and services are targeted at those in 
greatest need 

 The service area facilitates a twice-weekly priority call for Social 
Work staff to escalate those service users identified as high risk 
who require a domiciliary service.  

 March 2022, there are 62 PSD service users on the Trust’s 
unmet need list, awaiting a package of care. Regular risk 
stratification from the key worker and management team, 
provide continual oversight of service user need. 

 Domiciliary Care provision is on the Trust Risk Register  
 

 
Mental Capacity Act 
BSO undertook an audit of Trust wide compliance with MCA (January 
2022). The service area contributed to this audit and the audit outcome 
was satisfactory. 
 
Service User involvement  
The programme of care has sought to embed the inclusion of service 
users and their carers throughout strategic areas of development. 
There is service user and carer representation in the following steering 
groups: 

  
 Care Home Modernisation Steering Group 
 Self Directed Support 
 Older People’s Reform Group 
 Local Engagement Partnership 
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 Day Centre User and Carer Groups (which are linked to Day 
Centre Remobilisation Group) 

  
The programme of care can access a ‘Readers Panel’, which is made 
up of service users and carers who have reviewed and advised on 
public facing documents.  This group is led by the Trust Involvement 
and Partnership Officer. In 2021/22 the group reviewed information for 
service users, families and carers including the Best Interests Leaflet 
and the Going into a Care Home Booklet leading to improvements in 
both documents. 
 
The programme of care continues to be involved in promoting 10,000 
Voices across the service area. 
 
Population Needs Analysis for Alcohol Related Brain Injury 
(ARBI) 
 
 There is an unmet need in the number and availability of 

specialised services and placements for service users living with 
an alcohol related brain injury, both locally and regionally. The 
group are under 65s, often with complex needs, including ARBI  
 

 The limited community options can lead to delayed discharges 
from Hospital. The lack of availability of suitable accommodation 
and services means service users are unable to progress through 
levels of care, including to and from specialist residential 
services. The lack of suitable placements has also led to an 
increase in care placements requiring 1:1 care.  

 
 PSD have liaised with their counterparts in other Trusts to review 

and acquire specialised placements where available. PSD are 
currently undertaking a population needs analysis for this service 
user group, which is hoped will provide clarity and definition for 
future planning. 

 
Carers Support and Assessment 
 
 Carers Assessment figures have increased over 21/22 to 292 

assessments and are close to the pre-pandemic figure from 
18/19 of 315 assessments. 

 
 The Carers Conversation Wheel is being introduced in 2022 
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2.4 Programme of Care to advise of any significant judgements 
and/or decisions derived from Serious Adverse Incidents, Case 
Management Reviews, Mental Health Review Tribunals, Judicial 
Reviews or RQIA Inspection and/or Review activity during the 
reporting period, that directly relates to the Trusts discharge of 
their statutory functions. 
 

  
RQIA Inspections for Physical & Sensory Disability (PSD)   
Three PSD Day Centres were inspected by RQIA within the reporting 
period; taking place in  
 
Beech Hall Day Centre 
Island Resource Centre  
Woodlands Day Centre 
  
The inspections were exceptionally positive in terms of care provision 
and governance standards.  
 
Number of QIPS   
None  
 
SEA / SAI / SCMR   
One SAI was commenced by the PSD service during the last 12 
months. This is ongoing. 
 
Court Orders  
Physical and Sensory Disability Services are currently in the process 
of seeking a Declaratory Order in relation to a case following a 
direction from the Mental Capacity Review Tribunal. 
 
As part of the Care Home Modernisation Group, the programme of 
care has reviewed CPEA Report, Evidence Paper 5 and are taking 
forward a number of aspects from the document: 
 
 Primacy of Home through a Task & Finish Working Group  
 Proposal for expanding independent advocacy into quality 

assurance for Care Homes 
 Explore role for Carers Co-ordinator with Commissioned 

Services 
 Review Trust Statements of Purpose for statutory 

accommodation based services 
 
Annual Care Home / Domiciliary Care Review Compliance :  
 PSD have 106 outstanding domiciliary and care home reviews 

(8 Care Home, 98 Domiciliary Care) 
 This presents a risk to service users and carers, in relation to 

the delay in reviewing care needs and potential for 
unrecognised change or deterioration 
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 There is an Action Plan in place to achieve compliance with this 
statutory function. 

2.5 
 
 

Advise on any challenges in the provision of Safeguarding 
services that have arisen in this Programme of Care during the 
reporting period and actions taken to mitigate any difficulties. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Physical and Sensory Disability Services have discharged their 
statutory duties in relation to safeguarding. 
 
The findings from Home Truths and subsequent series of reports 
issued as part of the Independent Whole Systems Review (CPEA) into 
Dunmurry Manor, including safeguarding, continue to inform on the 
Trust as a whole.  
 
The challenges within the programme of care have been 
 
 Adult safeguarding during the pandemic has presented 

significant challenges, particularly relating to professionals and 
family members having limited access to care homes to 
investigate and review service user’s needs. Further difficulties 
related to undertaking investigations including social distancing 
and isolation periods associated with new admissions to care 
homes which staff have mitigated through virtual meetings and 
use of PPE. 

 Day Care attendances were impacted by the social distancing 
guidelines for Covid-19, which impacts on service users, 
families and carers. Re-build plans are being developed and all 
service users have a minimum of one day attendance with 
additional days for those based on risk and assessed need, 
including carer support. 

 Consistency of approach across all services areas in 
safeguarding thresholds and reporting. Actions taken to address 
this include the implementation of a governance meeting to 
triangulate information in care homes between incidents, 
safeguarding and going forward enhancing communication with 
safeguarding champions in the care home setting.  

 Teams can experience significant delays when a case is 
referred to PSNI, usually awaiting a decision on who is taking 
forward the investigation. This has a huge impact on service 
users confidence in the process as there can be an extended 
period while awaiting PSNI response  

 
In response to these challenges, the Trust is reviewing all 
safeguarding systems and structures, through the Safeguarding 
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Reform Steering Group, commenced in March 2022 which includes 
Task & Finish groups focusing on; 
 
 Hospital 
 Governance 
 Learning and Development 
 Awareness and Experience 
 Data and IT 
 Structures 

 
 
Adult Protection Gateway Team (APGT) 
The challenge for the APGT team continues to be the percentage of 
cases which do not meet the threshold for adults in need of protection 
investigations. 

 
995 or 58% of referrals received by APGT were either screened out or 
transferred. 
 
This significant activity at the entry point to the service impacts on the 
Teams ability to respond to appropriate referrals, screened as meeting 
an Adult Safeguarding threshold, in a timely and appropriate manner. 
Screened out referrals still require a level of activity to follow through 
on a duty of care and due diligence. These referrals often require 
advice, guidance and/or re-direction. 
 
Significant numbers of screened out referrals are ‘Welfare concerns’. 
The current pressures occurring elsewhere in the system will inevitably 
lead to an increase in welfare concern activity for APGT. 
 
Actions to mitigate include: 
 The service continues to analyse data and activity levels and 

escalates through to the senior management team via safety 
huddles and ongoing liaison with PSNI regarding referral 
pathways and ‘welfare referrals,’ that do not meet threshold for 
Adult Protection Investigation. 

 Review of referral pathways for Care Homes and Nursing 
Homes 

 Identified need to support DAPO’s across the programme of 
care in consistent screening and decision-making, to ensure all 
referrals are appropriate. 

 Plans are in place to return the APGT service in July 2022 to 
the pre-pandemic pathway, where referrals go directly to the 
Team involved and only those meeting the threshold for APGT 
are escalated for investigation 
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Programme of Care / Directorate:- Learning Disability 

 
2.1 Named Officer responsible for professional Social Work 
 
2.1a 

 
Accountability Arrangements - Please provide a copy of your 
Organisational Structure from Assistant Director to Band 7 Staff 
 
Highlight any vacancies and the action taken to recruit against 
these. 
 
Progress made in relation to recruitment 
During this reporting period the Division has been significantly challenged 
in relation to vacancies in key roles within the professional structure for 
Social Work. In addition to actively working to fill key posts the Division 
intends to commence a process to review the professional Social Work 
structure in Learning Disability, with a view to strengthening and stabilising 
the professional structure going forward. Key recruitment progress made 
in relation to the professional structure 
 
 1x 8B Social Work Service Manager with responsibility for the 

Community Teams, Hospital Social Work and Adult Safeguarding 
has been successfully permanently recruited in February 2022 
 

 1x 8A Principal Social Worker successfully permanently recruited 
and commenced post February 2022 

 2x 8A Adult Safeguarding Leads have been successfully recruited.  
One of these posts is permanent and the other has temporarily been 
recruited for 6 months 
 

 1x 8A ASM ( Social Work) post has been successfully recruited 
through an EOI and has been advertised on a permanent basis 
through BSO, with interviews planned in late April 2022. 
 

 By March 2022 all Band 7 Team leader posts for Community Teams 
were vacant. All of these posts have been successfully recruited to, 
on an EOI basis. Two Team Leaders are in place, with the 
remainder coming into post in May 2022. The Division is working to 
permanently recruit all posts. 
 

 1x SSW Band 7 post in MAH will become vacant in May 2022 and 
this will be backfilled through an EOI, which has been successfully 
appointed to 
 

 1x 0.5 B7 SW in Iveagh although permanently vacant, it is currently 
covered by agency with permanent recruitment processes 
underway.  
 

 3x Senior Practitioners Band 7 have been appointed to undertake 
DAPO responsibilities (Temporary).These Senior Practitioner posts 
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are currently being progressed through HPRTS to be recruited 
permanently.  
 

 Additional funding had been secured through IPTs to permanently 
recruit an additional Senior Practitioner Band 7 with DAPO 
responsibilities and 2 SW Band 6 with Investigating Officer 
responsibilities.  
 

 
2.1b 

 
Please highlight key Social Work Workforce planning issues, 
including recruitment, retention and professional roles (ie. ASW, 
DAPO, JP).  Information provided should include level and type of 
vacancies and any vacancy control systems in place. 
 
1. Community and Hospital Social Work recruitment 

 
There are no vacancy controls in place in relation to Social Work posts 
within Learning Disability. 

 
During this reporting period, the Division has lost a significant number of 
permanent Band 6 Social Work staff in Community Teams, the impact of 
which has been exacerbated by the loss of Community Team Leaders. For 
a period of time the Teams have been in Red Business Continuity, and 
have recently moved to Amber. These staffing challenges have impacted 
upon the ability of the service to respond to low level cases, to allocate low 
to medium risk cases and to undertake normal assessment and review 
processes. 

 
The actions that the Division has taken in relation to this are: 

 
 Risk rating of all Social Work cases within Community Social Work 

has been updated. 
 

 Business Continuity Plan has been reviewed and activated. 
 

 All opportunities to recruit through EOI, utilisation of agency staff, 
offers of additional hours and workforce appeal have been 
optimised. 
 

 All requisitions are in place with the regional recruitment process, 
with a view to seeking to permanently recruit to all vacancies. This 
is being supported by a Divisional wide recruitment drive by HR, 
promoting Learning Disability as an attractive place to work. 
 

 Senior Management engagement sessions with staff have occurred 
to support staff to remain within their post. 
 

 All leavers over the past year are to be offered exit interviews to 
understand recurrent themes in relation to staff leaving. 
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 An HR working group is being established, with a dedicated fulltime 
HR resource to support the Division in relation to recruitment 
processes and ensuring timely on-boarding. 
 

 The Division is commencing work to review the workforce model of 
Community Teams. The purpose of this is to review the number of 
designated Social Work and Senior Social Work roles required to 
deliver a sustainable, safe and effective service, which is 
responsive to changing service user needs. This will also include 
consideration of the role of Care Management.  
 

 A two day Induction programme specifically focused on Social Work 
in Learning Disabilities services is currently being developed, along 
with site specific Induction to support new staff coming into post. 
 

 Social Work vacancies are reported on Divisional Risk Register. 
 

 
Within Hospital Social Work, which has responsibility for Muckamore 
Abbey Hospital and Iveagh Ward, there has also been a significant loss of 
Social Work staff. This service is currently in Red Business Continuity, with 
further staff to retire in May 2022.  
 

 Business Continuity Plan has been reviewed and activated 
 

 An EOI has been successful in recruiting to Team Leader post 
who will commence in post in May 2022 

 All opportunities to recruit through EOI, utilisation of agency 
staff, offers of additional hours and workforce appeal have been 
optimised 
 

 All requisitions are in place with the regional recruitment 
process, with a view to seeking to permanently recruit to all 
vacancies. This is being supported by a Divisional wide 
recruitment drive by HR, promoting Learning Disability as an 
attractive place to work 
 

 All leavers over the past year are to be offered exit interviews to 
understand recurrent themes in relation to staff leaving 
 

 An HR working group is being established, with a dedicated 
fulltime HR resource to support the Division in relation to 
recruitment processes and ensuring timely on-boarding 
 

 A two day Induction session specifically focused on Social Work 
in Learning Disabilities services is currently being developed, 
along with site specific Induction to support new staff coming 
into post 
 

 Social Work vacancies are reported on Divisional Risk Register 
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2. Mental Capacity Act (NI) 2016 Phase 1 (MCA)  

 
The implementation of the Mental Capacity Act has significantly  
challenged the Division.  An early scoping exercise found that 
approximately 647 of the 1600 community service users possibly lacked 
capacity to agree to restrictions within their care plan, which would be 
considered to amount to a deprivation of their liberty. The service area was 
not provided with any additional resource to meet this additional work and 
in the context of vacancy levels across teams, this work has been very 
challenging. The actions that have been taken to meet this demand are : 
 
 MCA training was completed across the service area.  

 
 A Learning Disability MCA Steering Group was established for the 

hospital and the community and a data base developed to monitor 
progress. 
 

 A MCA Action Plan was developed in order to try to plan to complete 
all DOLS before the end of May 2021 however this deadline was not 
met due to a number of challenges: 

 
 The Band 8a appointed MCA Lead for the service did not remain 

in post. 
 Competing priorities for staff resulted in a lack of time to focus 

on MCA work. 
 

 A limited number of retirees agreed to return to complete DOLS 
and only a small number of staff agreed to do overtime 
 

 COVID-19 further exacerbated staffing pressures and access to 
sites to complete DoLS assessments. 
 

 Referral rates to the Review Tribunal were much higher than 
initially anticipated by the Department of Health and Department 
of Justice, putting further pressure on the HSC Trusts. 
 

 The Review Tribunal required a report under Rule 6 of the 
Mental Health Review Tribunal Rules (Northern Ireland) 1986 
for every referral which had a further impact on staffing resource. 

 
In June 2021, the MCA Service in BHSCT formed a temporary central team 
to support with DoLS work. As a consequence of the impact of this team, 
Learning Disability are pleased to report that they are now fully compliant 
with MCA requirements. Recurrent funding has been secured to recruit 
permanent staff to the MCA Service and recruitment is underway in 
relation to these posts. Learning Disability will continue to avail of the 
support from the Central MCA Team, whilst ensuring that staff undertake 
a minimum of two DoLS Assessments per year to maintain their skillset.  
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3. Approved Social Work (ASW) 
 
The Belfast Trust take a corporate approach to the provision of the ASW 
resource across Divisions. However, it is recognised that the Division is 
limited in its support to the day-time rota at this time. The lack of qualified 
ASW staff within the Division continues to present challenges in respect of 
deficits in expertise relating to risk assessment and key legislation i.e. the 
Mental Health (N. Ireland Order) 1986, Mental Capacity legislation and 
Human Rights legislation. Thereby, the Division relies heavily upon 
colleagues in other Divisions to provide support in relation to these 
matters. 
 
The Division has one qualified Band 7 ASW staff who participates in the 
ASW day time rota, although the service has 2 ASW’s in training, who are 
due to qualify in September 2022. The service area encourages staff to 
apply for places on the ASW programme to ensure there remains sufficient 
expertise in relation to the Mental Health (N. Ireland) Order 1986 and to 
reflect the new demands of the Mental Capacity Act (NI) 2016 Phase.  

 
4. Adult Safeguarding staff 
 
Challenges have emerged in relation to Adult Safeguarding staffing within 
the Division and these will be discussed in Section 2.5 of this report 
 
 

 
2.2 Supervision arrangements for social workers 
 
2.2a 

 
Please confirm that the Trust is fully compliant with the Regional 
Supervision Framework -   No 
 
If not, outline the remedial action taken to address this 
 
As previously detailed, the Division has been significantly challenged in 
relation to the impact of a high level of Team Leader vacancy across 
Community Teams. This has significantly impacted upon the ability of the 
service area to deliver supervision during this period of time. As the 
reporting period concludes, the service area is in a strengthened position 
with two out of four Team Leaders in place, with a third to commence in 
early May 2022. Recruitment of the fourth Team Leader is ongoing. This 
will enable the service area to ensure that they are fully compliant with the 
new Regional Supervision Policy. A system for monitoring and reporting 
Supervision Compliance is now in place. In the interim during this period 
the following arrangements have been in place: 
 
 The 2 Service Area Senior Practitioners have provided 

supervision for the Band 5 AYE staff and agency staff  
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 Where the Team Leader has not been available, Social Work staff 

have been able to avail of group and informal supervision 
 

 The recently appointed Principal Social Worker has also been 
supporting Social Work staff with group supervision and specialist 
case advice 
 

 Supervision of staff has been prioritised for newly appointed Team 
Leaders 
 

 
2.2b 

 
Please confirm if the Programme of Care is utilising a Caseload 
Weighting tool-   No 

 
If not, outline how the Programme of Care is managing current 
capacity, demand and workforce availability 
 
Teams have implemented local arrangements, for the management of 
current capacity, demand and workforce availability. However, the 
Division would welcome a regionally agreed caseload weighting tool and 
awaits further guidance in relation to this. In the absence of the an agreed 
Caseload Weighting Tool the Division has implemented the following: 
 
 
 Whilst significant permanent vacancies across Community  Teams 

has impacted upon the allocation of cases and the weight of 
caseloads, backfill has been put in place where possible through 
internal expression of interests or through use of agency. 
  

 A risk stratification tool, which has identified high, medium and low 
risk cases across Community Social Work.  
 

 The service area has recently established a system for  reviewing 
caseload information on an ongoing basis. This work is to be 
supported by Team Leaders and the Principal Social Worker and 
will include regular review of the number of service users on each 
staff member’s caseload, the frequency, type and duration of 
contact. This will provide an overview of the capacity of each staff 
member and hence inform the allocation of work.     

 
 
 

 
2.3 Report at high level on any audits, research, outcome reports or 

evaluations undertaken during the reporting period, that relate to 
delegated statutory functions (bullet points only).  Please ensure 
reference is made to the inclusion of service user involvement. 
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Muckamore Abbey Hospital 
 
The Division has undertaken a number of activities to support improved 
lived experience at Muckamore Abbey Hospital in partnership with 
Service Users and Carers:  
 
Muckamore Abbey Carers Forum 
 
There have been 9 Carers Forum meetings held since April 2021. At 
this Forum local issues in relation to the hospital are discussed and 
communication is shared by Hospital Managers in relation to 
contemporaneous issues. During this reporting period, it was noted that 
only a few carers were choosing to attend the Forum. A survey was 
completed with carers to explore how the Carers Forum could be 
developed and evaluate how families perceived the forum. There was a 
76% response rate and over 96% wanted the forum to continue to meet. 
Families reported that they valued the information shared by the Forum, 
however due to a variety of reasons they found it challenging to attend 
the meeting either in person or virtually. 

 
Some of the outcomes from the Forum include: 

 
 Information leaflets have been developed with a carer at 

Muckamore and these have been shared with families.  
 
 There has been 2 newsletters distributed this year updating 

families on activities happening at Muckamore 
 
 Information sessions have been offered to families including, 

the role of  RQIA, Adult Safeguarding and real time patient 
feedback.  

 
 
Real Time Patient Feedback. 

 
Real time patient feedback is ongoing in the hospital whereby patients 
are given the opportunity to convey their feedback in relation to their 
lived experience, across a number of set domains. These tools have 
been developed specific to the communication needs of people with a 
Learning Disability. This information is collated and analysed 
independently and shared, then shared with the Senior Management 
Team. Some of the recurrent themes that are currently being considered 
relate to consistency and co-ordination of care, noise at night and 
access to family and friends. 
 
Happy and Safe Project 

 
The BHSCT commissioned the ‘Happy and Safe’ project from ARC NI to 
offer patients in Muckamore Abbey Hospital an independent space to 
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talk about what made them feel happy and safe. Consent to participate 
in the project was sought from patients or their carers, if the patient 
lacked capacity to consent. A maximum of four sessions per patient were 
facilitated and tools used included graphic facilitation; Talking Mats; 
interactive recordings; finger spelling and general conversation. 34 
patients engaged in the project. The sessions explored patients’ 
thoughts on seven keys themes including: Purpose, Freedom, Money, 
Home, Support, Life and Love. ARC NI produced two types of reports. 
The first was a patient specific report, capturing what made patients in 
MAH feel happy and safe. The individual patient reports were shared 
with the MDT to inform decision making around the patients care plan. 
The second was a final report, to summarise the key recurring findings 
from the project. There were a number of recommendations following 
the project around the following themes which the BHSCT are taking 
forward: 

  
 Care Planning Process including review of documentation 

and processes 
 Staffing including levels of observation, staff knowledge of 

care plans, training  
 Available activities on and off site, including access to 

sensory facilities  
 Resettlement including the patients journey within the 

hospital, communication with families, supporting patients 
with daily living skills  

 Safeguarding activity, including activities undertaken to 
review trends, patterns and the efficacy of protective 
interventions  

 
 
Community Services Carers Forum 
During this reporting period, two Community Learning Disability Forums 
took place. These meetings are chaired by the Co-Director with an 
elected Carer as Co-Chair of the meeting. Carers have previously 
identified priority areas within the service, which they would like to see 
progress. This has supported the establishment of two working groups 
to look at 1) accommodation and 2) meaningful lives and citizenship.  
 
 The Accommodation Group meet on a regular basis and is 

chaired by the service lead for commissioned services. The group 
are currently working on a new resource to support families 
planning for their relatives Future Home.  
 

 The Meaningful Lives and Citizenship Group is led by the service 
manager for day opportunities and is supporting improved 
communication with Carers, about day opportunities as well as 
considering new and innovative ways to deliver day opportunities. 
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 As an outworking of the Forum a Learning Disability newsletter 
has been developed for all individuals who reside in the 
community to share information about what has been happening 
within the service.  

 
 
Mental Health (NI) Order 1986 Audit     
As part of the assurance systems surrounding ASW processes, there 
are quarterly audits undertaken in relation to the application of Mental 
Health (Northern Ireland) Order 1986 processes and paperwork. The 
outcome of the last two quarterly audits was that within Muckamore 
Abbey Hospital and Iveagh Hospital there were no issues of concern 
identified. Good practice was highlighted with regards to:  
 
 The quality of completion, scrutiny and processing of detention 

forms within Muckamore Abbey Hospital and Iveagh. This was 
noted to be of a high standard with a recommendation that staff 
should be commended.    

 
 That all detention forms had been scrutinised within two working 

days and had been processed to RQIA within the five working day 
timeframe by administrative staff. 

 
 Each file reviewed showed that patients had their Statement of 

Rights issued.   
 
 
Advocacy Review 
Further to recommendations from previous reviews concerning 
Muckamore Abbey Hospital, the Division is undertaking a review of 
Advocacy arrangements in both the hospital and community settings. 
The review is being led by Independent Facilitators from the Leadership 
Centre and will focus on two areas: 
 
 Firstly, to understand the extent to which the current 

commissioned advocacy arrangements have the capability and 
capacity to deliver against the principles of advocacy as set out 
in the Department of Health’s policy guide.  
 

 Secondly, to make recommendations for outcome measures 
which the Trust could utilise, to commission and evaluate 
advocacy services for patients, service users and carers in the 
future. This would enable the Trust to move away from the 
existing outputs based approach. 

 
The aim was to complete the review within a maximum of 3 months from 
date of commencement, but this has been delayed due to unexpected 
absence of one of the Team. 
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BSO Internal Audit 
Further to the Care Management Audit in 2020 the Division has 
implemented a number of actions to strengthen practice, this includes: 
 
 Ensuring that Care Plans are in place for all Care Home 

placements, which explicitly detail Trust expectations. This now 
occurs for all new placements and Care Management is currently 
working on providing Care Plans for all historical placements, 
through the review process 
 

 A Care Management Analysis document has been developed: 
one for domiciliary packages and one for placements. This 
document supports the analysis of assessments from a variety of 
professionals and provides a record of BHSCT decision making 
in relation to assessed needs. This document explicitly records, 
the service user and family views, capacity, consent and human 
rights implications 
 

 Work has been undertaken with PARIS to create the capacity to 
produce more meaningful reports to support improved 
governance.  

 
Adult Safeguarding Audits 
Two external Adult Safeguarding Audits have been commissioned 
during this period and these will be reported in Section 2.5. 
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2.4 Programme of Care to advise of any significant judgements 
and/or decisions derived from Serious Adverse Incidents, Case 
Management Reviews, Mental Health Review Tribunals, Judicial 
Reviews or RQIA Inspection and/or Review activity during the 
reporting period, that directly relates to the Trusts discharge of 
their statutory functions. 
 

  
RQIA Inspection in Muckamore Abbey Hospital 
 
During this reporting period RQIA have undertaken two Inspections 
across the Muckamore Abbey site. 
 
 28 July 2021 to 19 August 2021  

           Outcome: 3 Standards noted for improvement 
 
This RQIA inspection noted that a number of improvements had been 
made across the Muckamore Abbey Hospital site. However, it was noted 
that there continues to be a shortage of staff across all professions and 
grades within the hospital. Particularly noted was the challenges in 
maintaining Learning Disability Nursing staff. RQIA recognised that staff 
continue to work in a difficult and challenging environment due to the 
historical abuse inquiry and the forthcoming Public Inquiry, but 
commended staff in relation to their commitment to deliver high quality 
services to patients. RQIA, similar to the Trust are concerned in relation 
to the sustainability of the hospital in view of the high dependency of 
agency staff.  
 
Arising from this Inspection the actions taken are:  
 
 BHSCT have developed a robust system for sharing information 

between medical and nursing staff to ensure all relevant staff are 
kept informed and up to date in relation to patient's general / 
physical health screening. A small project team has been 
established and are working to implement the changes across 
the hospital site.  
 

 
 BHSCT is working to improve the working relationship between 

the adult safeguarding teams and the ward staff with a particular 
focus on variation in practice and decision making. It has been 
confirmed through the verbal update provided by RQIA that this 
is now met. 
 

 BHSCT has commenced the development of a specific training 
programme for agency staff that will develop knowledge and skills 
to support them safely and effectively meet the specific needs of 
the patients within MAH  

  
 

Exhibit 3
MAHI - STM - 277 - 355



March 2022 
A further inspection has occurred in March 2022 and whilst verbal 
feedback has been provided by RQIA, the Trust is awaiting the Outcome 
Report and QIP. Verbal feedback confirmed that 2 out of the 3 actions 
above were met and work is ongoing in relation to the development of a 
specific training programme for agency staff. 
 
RQIA Inspections across Learning Disability 
There has been a number of RQIA Inspections undertaken across 
Learning Disability Community Services during this period.  
 
Four Daycentres in total have been inspected during this period, these 
include: Suffolk, Fortwilliam, Mount Oriel and Fallswater Centres. No 
areas for improvement were identified across the inspected Daycentres.  
 
Two Residential Care Homes within the Division were inspected during 
this period, with areas for improvement identified in both. The actions 
taken are as follows: 
 
 80 Malone Road, Statutory Residential Care Home  

Date of Inspection: 28/10/21 
Outcome: 3 Standards noted for improvement 
 
 Care records audits have been improved to ensure that 

that they evidence that identified actions have been 
completed 
 

 A system has been implemented which requires staff to 
sign when thickening medications or fluids are added to 
medication and fluids. Compliance is being monitored 
through audit and addressed training and supervision 
 

 The registered person has now implemented a process to 
ensure the date of receipt of incoming medications is 
recorded. This will be monitored through medication audits 
and checks. 

 
 611 Ormeau Road, Residential Care Home 

Date of Inspection: 08/11/2021 
Outcome: 3 Standards and 1 Regulation noted for improvement 
 
 An estates plan has been developed for the repair and 

replacement of broken equipment and to ensure that 
external grounds are maintained and fit for purpose 
 

 Staff are ensuring that residents have access to and are 
wearing their own footwear 
 

 The Registered Manager will continue to promote safe and 
healthy working practices through the provision of 
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information, training, supervision and monitoring of staff 
regarding effective infection prevention and control 
measures specifically in relation to the correct donning and 
doffing  of PPE 

 
Two Supported Housing facilities within the Division were inspected 
during this period, with areas for improvement identified in both. The 
actions taken are as follows 
 
 Annadale, Supported Living 

Date of Inspection: 14/10/2021 
Outcome: 2 Regulations noted for improvement 
 
 The Registered Person has worked to make the monthly 

monitoring reports more thorough and robust in their 
analysis of the quality of the services. This action is 
completed 

 Competency and capability assessments have been 
completed and reviewed with all senior staff to ensure that 
there is always a suitably qualified and competent person 
available to be consulted at any time of the day.  
 

 Cherryhill, Supported Living 
Date of Inspection: 22/11/2021 
Outcome: 7 Regulations and 3 Standards noted for 
improvement 
 
 The Registered Person is reviewing all Adult 

Safeguarding, DATIX incidents and complaints, and 
oversight is provided through a monthly governance 
meeting 

 All staff are receiving updated Adult Safeguarding Training 
and current compliance is 86% with staff on sick leave 
being prioritised for training upon their return 

 A database has been established for mandatory training, 
with a new protocol implemented for booking training. The 
area is working to achieve compliance with mandatory 
training requirements 

 A review has been carried out in relation to agency 
processes and a revised induction is in place 

 The restrictive practice register has been reviewed and 
updated 

 
Significant legal proceedings during 2021-22 pertaining to Belfast 
Trust patients 
JR -152 - The family of a service user residing in Muckamore Abbey 
Hospital sought a Judicial Review challenging the delay and ongoing 
failure by the Trust to provide the service user with a placement suitable 
to their complex needs. 
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This final Order requires the Trust to: 
 

 Pursue the current programme involving the redevelopment 
of the Minnowburn site with all expediency. The Respondents’ 
current understanding is this project should be available for 
occupation by late 2024. The Department will cooperate with 
the Trust in its best endeavours to ensure that this project is 
progressed with all expediency.   

 
 The Trust will continue to explore and source any alternative 

suitable placement for the Applicant which meets their 
assessed needs. This will not affect the continuing 
commitment to progress the Minnowburn Project. 

 
 The Department and the Trust will establish a small working 

group that will meet three times per annum (or more regularly 
if considered necessary) to operate as an oversight of the 
processes. The Department will provide feedback from the 
working group meetings to the Applicant’s mother as soon as 
possible after each meeting. 

 
 The Department will provide the Applicant’s mother with the 

up to date working timeline for Minnowburn Project within 14 
days of the Order and any revisions to that timeline as they 
occur.   

 
JR 128 
This Judicial Review relates to a Young Person in Iveagh who has been 
an inpatient since September 2018 and has been fit for discharge since 
February 2019.  The Service User previously lived at home with family. 
However, given the complexity of their needs the MDT recommended 
that their current home was not suitable to facilitate discharge.   
 
The case is for Review on 29 April 2022, with Hearing on 30 and 31 May 
2022. The Trust has recently identified an interim solution from within its 
accommodation that may assist with this young person’s discharge. 
  
  
JR104 
A JR has been brought by the Children’s Law Centre on behalf of a 
Young Person (who is now an adult) residing in Iveagh in December 
2019.  These were significantly delayed and multiple options were 
discussed with the family including residential care options.  These were 
declined by the family as unsuitable.  The Children’s Law Centre 
commenced proceedings in relation to Judicial Review seeking to have 
the trust submit a business case to assist the family in a house purchase.  
  
The BHSCT position is that the family home meets his needs.  Also, if 
rehousing is required a referral to the NIHE would be made. The Trust 
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entered into formal mediation in July 2020 but were unable to resolve 
the situation with the family. 
A private OT has been appointed to review BHSCT findings that the 
home meets the client’s needs. A report is pending.  

2.5 
 
 

Advise on any challenges in the provision of Safeguarding 
services that have arisen in this Programme of Care during the 
reporting period and actions taken to mitigate any difficulties. 
 
Adult Safeguarding Activity 
There were  477 Adult Safeguarding Referrals over the reporting period 
2021/22 compared to 364 referrals received in 2020/21. This is an 
increase of 31% from the previous year. Muckamore Abbey remains the  
highest source/origin of referral for Learning Disability Services, with 219 
referrals originating from this Learning Disability Hospital. 2021/22 
recorded an increase of 23.7% of incidents referred to Adult 
Safeguarding compared to 177 the previous reporting year 2020/21. The 
largest increase across all reported sources of Adult Safeguarding 
referrals for 2021/22 was ‘Regulated Care Home’ with 11 referrals 
originating in 2020/21 and 41 recorded in 2021/22, this is an increase of 
272% compared to the previous year.  
 
The number of referrals screened out decreased marginally by 9%, as 
2021/22 recorded 125 referrals screened out of Adult Protection 
processes, compared to 138 referrals screened out the previous 
reporting year.  
 
Physical Abuse remains the highest recorded category of abuse, as per 
previous reporting years. Physical abuse accounts for 61% of total 
referrals received. Psychological abuse is the second highest category 
of abuse, accounting for 16% of referrals. Referrals relating to 
allegations of neglect recorded an increase of 119%, with 45 referrals 
received in relation to neglect in 2021/22, compared to 21 referrals 
relating to neglect in 2020/21.  
 
Joint Protocol Activity within the Belfast Health and Social Care Trust 
remains low in comparison to the number of joint protocol consultations 
completed. Learning Disability Services completed 56 Joint Protocol 
consultations over the reporting period 2021/22, with only 3.9 % of 
referrals agreed as a joint investigation between Police and Learning 
Disability Adult Safeguarding. 2021/22 reporting period noted a 
reduction in Joint Protocol investigations commenced within Learning 
Disability services, with 7 recorded in 2021/22 compared to 25 recorded 
in 2020/21. Of the seven joint protocol investigations commenced in 
2021/22, four Pre Interview Assessments were completed and two ABE 
interviews took place.   
 
Adult Safeguarding Challenges  
There have been extremely challenging workforce issues in the Division 
in relation to the Adult Safeguarding Workforce. Historically the Learning 
Disability Service has a limited resource of designated DAPOs and IO’s 
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resource, with responsibilities mainly delegated across Community 
Teams and Hospital Social Work. The impact of the staffing pressures 
affecting the teams as referenced in Section 2.1b has directly impacted 
upon the Divisions ability to conclude Adult Safeguarding investigations 
in a timely and contemporaneous way. This has been exacerbated by a 
high level of absence across staff, particularly those aligned to 
Muckamore Abbey Hospital 
 
As detailed above the service area is urgently working to address the 
vacancy and absence issues as detailed. Currently most DAPO’s in the 
service area are also Team Leaders/ Senior Social Workers with adult 
safeguarding being only a small part of their substantive posts. This puts 
additional pressure on them as they are also undertaking other keys 
functions including managing a MDT, chairing PQC meetings and 
undertaking roles aligned to the Mental Health Order. 
 
Whilst it is the vision of the Trust to move to a central Adult Safeguarding 
service, in the interim the actions taken by the Trust are: 

 
 The appointment of a second Adult Safeguarding Lead (8a) 

 
 The commencement of a review into the workforce model for 

Adult Safeguarding in Learning Disability to ensure that there 
sufficient Designated Posts to meet demand 
 

 Building capacity through the re-configuration of resource, 
seeking to recruit in addition to the Team Leader role, a Senior 
Practitioner to each team to support with DAPO role and 
Complex Case Management 
 

 Developing the Investigation Officer role 
 

 Developing business support to support reporting and analysis 
of trends 
 

 Strengthening governance arrangements through the 
embedding of weekly huddles, a monthly Safeguarding Forum, 
a review of staff training needs and audit. 
 

The Division is currently developing an Improvement Action Plan for 
Adult Safeguarding. Current risks are recorded on the Divisional Risk 
Register.  
 
A recurrent theme across RQIA inspections in Muckamore Abbey 
Hospital concerns challenges in the relationships between Hospital Staff 
and Adult Safeguarding staff. Whilst both staff groups are working within 
challenging contexts, it is recognised that this is impacting upon 
collaborative working and the Adult Safeguarding arrangements. There 
are in place a number of interface arrangements to support improved 
working relationships and to embed a collective vision in relation to Adult 
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Safeguarding. These include a weekly interface meeting and a monthly 
opportunity to meet to discuss recurrent themes and trends across the 
hospital site. This is to encourage integrated working to reduce recurrent 
themes and improve interventions. Both Teams are currently working to 
improve their data collation and analysis, with the development of a 
partnership working Quality Improvement Project to take an enhanced 
case management approach to support those service users more at risk 
from Adult Safeguarding incidents. 
  
 
Historical CCTV Adult Safeguarding investigation. 
The Muckamore Abbey Hospital (MAH) large-scale historical CCTV 
adult safeguarding investigation remains ongoing and this continues to 
be an extremely complex and time-consuming investigation. From a 
safeguarding perspective, it is positive to note that at this stage all raw 
footage CCTV relating to the timeframe of the historical investigation has 
been viewed by either Trust or Police.  In this reporting period the Adult 
Safeguarding team have completed raw footage viewing of Six Mile 
Assessment.  Therefore in total the MAH Historical Adult Safeguarding 
team have completed raw footage viewing of PICU, Cranfield 1 & 2 and 
Six Mile Assessment.  The viewing of Six Mile Treatment is currently in 
process. The two core investigation processes remain ongoing – the 
Police led investigation and the Trust disciplinary investigation.   
 
In this reporting period there have been a number of additional MAH 
staff arrested and questioned by Police in relation to MAH Historical 
Investigation.  The court legal processes commenced with 8 members 
of staff from MAH being charged with 131 offences.  The court 
processes are still at an early stage and to date there have been a few 
adjournments         
 
The Trust disciplinary investigations are ongoing and to date a number 
of staff have been dismissed.  The disciplinary investigation process is 
complex and it is anticipated that there will be a number of other staff 
who will be subject to disciplinary investigation.  The Historical Adult 
Safeguarding Team continues to provide information to inform both of 
these processes 

 
The focus of the MAH Historical Adult Safeguarding team’s work over 
the last year is as follows: 
 

 View raw footage to identify incidents of concern.  
 

 Making referrals to senior management via HR for interim 
protection plans and where appropriate making referrals 
to PSNI for Police investigation. 
 

 The MAH Historical Adult Safeguarding team have 
completed viewing of the PICU incidents forwarded to 
them by PSNI.   
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 Quality-assurance of the current database is on-going, in 

partnership with HR team  
 

 The team are engaged in ongoing family liaison work, with 
each affected family having a nominated family liaison 
social worker.  Police also have family liaison officers 
appointed and there has been ongoing positive joint 
working in terms of liaison with families regarding the 
reporting of incidents of concern 
 

 In addition, the MAH Historical Adult Safeguarding team 
hold cross-Trust meetings with Northern Trust and South 
Eastern Trust as some of the affected families are from 
their Trust areas 
 

 Provide information when requested by the external 
disciplinary investigators 
 

The 3-weekly Operational group meetings are still on-going, comprising 
of representatives from Adult Safeguarding team, HR, Senior Nurse 
Advisor, RQIA and PSNI.  This forum provides an opportunity for 
discussion on key aspects of work and progress.  The Review of Interim 
Protection Plans now forms a core element of the 3-weekly operational 
meeting.     

 
In October 2021, the MAH Public Inquiry officially commenced and there 
have been a series of public engagement events held by the Public 
Inquiry team to explain their role and to encourage families and staff to 
come forward. The Trust have appointed a senior manager for the Public 
Inquiry and Trust Liaison.  The Trust have established an Inquiry 
Oversight Group.  The Trust have also established an Inquiry 
Information Management Group to co-ordinate and respond to 
information requests from the Public Inquiry Team.  The Trust welcome 
the Public Inquiry and are providing the information as requested.  This 
has generated a significant volume of additional work but the Trust 
understands the importance of this work and the need for the associated 
learning.   
 
Audit Activity  
 
Learning Disability Adult Safeguarding Audit- Sept 2021 
 
An audit of Adult Safeguarding within Learning Disability services was 
commissioned by the Divisional Social Worker in response to a request 
by the HSCB through the DSF meeting. It was agreed, the audit would 
include referrals that were screened into Adult Safeguarding for an 
investigation and screened out of Adult Safeguarding policy and 
procedures.  
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The audit covered both referrals for Muckamore Abbey Hospital and 
Community Learning Disability teams from April 2020 to June 2021. For 
the purpose of the Audit, a 10% sample was obtained from Muckamore 
Abbey Hospital and Community Learning Disability Teams.  
 
The review focussed on the quality of recording, the appropriateness of 
interventions, service user and/or carer involvement, timeliness of 
investigation and progression of the investigation on Paris CIS.  
 
This audit took place in the context of significant adult safeguarding 
workforce issues in the service area and this has impacted upon the 
ability of the service area to make the required progress.   
 
In relation to MAH there were a number of findings which have now 
been incorporated into the Adult Safeguarding Improvement Action 
Plan. These include: 
 
 The Trust should implement the Regional Adult Protection 

Procedure forms 
 

 Adult Safeguarding Practitioners should include service user and 
carers involvement in their recording 
 

 Adult Safeguarding to review any potential delays between 
reporting and screening at ward level to acceptance by ASG staff 
 

 Staff to ensure all recording is uploaded onto the PARIS system 
including any manual documentation 
 

 DAPO should carry out a quality assurance process when ASG 
referrals are being closed 
 

 The Division should carry out a further audit of manual 
documentation.  
 

A review of the manual documentation in MAH was then completed and 
further recommendations are now included in the action plan. These 
were as follows: 

 
 All manual recordings relating to service user and carer contact, 

Joint Protocol consultations, updates to protection plan and risk 
assessment are to be recorded on Paris. This does not replace 
the documentation. 
 

 All outstanding recordings which are not saved on Paris to be 
reviewed by the ASG Lead.  
 

In relation to Community LD ASG a number of findings were agreed 
which have also been incorporated into an action plan. These are as 
follows: 
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 The need for the Trust to implement the Regional Adult 

Protection Procedure forms 
 

 The quality of the recording of Adult Safeguarding Champions 
in regulated services was noted to be varied. The Trust Adult 
Safeguarding Development Officer will bring this identified 
area of learning to the BHSCT Adult Safeguarding Champion 
support group and Line Manager support group for action. 
 

 All ASG recording to be completed and signed off 
contemporaneously.  

 
Whilst progress has been slow in relation to implementing these actions 
due to workforce challenges, a further audit is planned for June 2022. 
 
ASG audit by DOH in August 2021 
A file review was commissioned by the Department of Health (DoH) in 
response to concerns about the numbers of referrals implicating staff in 
alleged abuse of patients. The review provided an external opinion and 
analysis of adult safeguarding referrals involving staff on patient 
interactions in MAH between 1.1.20 and 30.4 21 
 
The file review focused on two key areas: 
 
 the appropriateness of the thresholds in operation for initial 

referral and screening outcomes (based on the Northern Ireland 
Adult Safeguarding Operational Procedures, 2016) 
 

 the levels of actual and/or potential harm caused to patients by 
the incidents that have been reported.  
 
 

There were 116 relevant adult safeguarding referrals for this period. The 
file review examined a sample of 60 adult safeguarding referrals made 
within the timeframe. These 60 files were purposively sampled, stratified 
by referral source, type of abuse and outcome of screening process. 
 
The outcome of the review was that there was a lower referral threshold 
which may be understood in the context of current public scrutiny and 
the ongoing formal safeguarding investigation. However 
notwithstanding the low threshold for referral they noted that there was 
a distinct difference between those referrals which were screened in and 
those screened out, with often more complex referrals screened in.  
 
The reviewers also found that the actual and/or potential harm caused 
to patients was often difficult to determine in large part because of the 
quality of recording.  They found that systems were in place to identify 
and address safeguarding concerns with staff reporting incidents and 
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good practice was evident in what appeared to be thorough initial 
responses, initial communication with families and referrals to PSNI. 
However, they found there appeared to be less attention to ongoing and 
timely review of protection plans, the restrictions these may place on 
patients’ activities, and timeframes for completing investigations.  
 
As a result of the file review the BHSCT have now devised an action 
plan specifically focussing on the issues raised by the DOH, these are 
being inculcated into the Adult Safeguarding Improvement Plan. The 
actions namely focus on 
 
 The review of those files where outcomes appear to be 

inconclusive or at least where conclusions were not recorded 
 

 The review of patients subject to repeat referrals to ensure that 
these have been considered in the round in terms of impact and 
not as separate events 

 
 Addressing issues relating to the quality of recording including 

recording of decision making, follow up actions, review of 
protection plans to include making them more patient focussed, 
recording the impact of Protection Plans on the patients ability to 
be involved in social and therapeutic activities, recording of 
consideration of interviewing patients as part of the investigation 
and recording of the discussions during investigations 

 
 To take appropriate action taken in respect of agency staff no 

longer employed by MAH but who had been identified as being 
involved in ASG incidents. 

 
 To consider collecting feedback from all those affected by adult 

safeguarding investigations 
 

 To review  thresholds used for the referral of safeguarding 
incidents and to ensure staff are supported in their decision 
making so that appropriate referrals are made. 

 
The Trust have provided an updated action plan to the Department of 
Health, evidencing actions being taken. 
 
Achieving Best Evidence (ABE) and Professional Support 
 The service currently has 3 Band 7 staff trained as ABE 

interviewers.  It is hoped to increase this in the coming year to 
meet the service area needs 
 

 All DAPO’s, IO’s and ABE staff continue to have access to 
professional support groups  
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PARIS 
The service area continues to use the ASG forms from the previous 
policy and await PARIS implementation to ensure staff move to using 
the new documentation. Additional PARIS training will also be required 
to train up DAPO/IO staff and referral agents when this is being 
introduced.  
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2. PROGRAMME OF CARE SUMMARY  
  
Programme of Care / Directorate:- Children’s Community Services   
  
2.1  Named Officer responsible for professional Social Work  
  
2.1a  

  
Accountability Arrangements - Please provide a copy of your 
Organisational Structure from Assistant Director to Band 7 Staff  
  
Highlight any vacancies and the action taken to recruit against 
these.  
  
Ms Carol Diffin held the dual role of Director of Children’s Community 
Services/Executive Director of Social Work during the reporting period 
and was the named officer responsible for professional social work within 
the Directorate. During the reporting period the Directorate had two Co-
Director posts, both designated social work posts- Co-Director of Early 
Intervention and Safeguarding (Interim) (Edel McKenna) and Co-Director 
of Corporate Parenting and RESWS Kerrylee Weatherall).    
  
The Director supported by the Co-Directors have the overarching 
responsibility and accountability for the operational delivery of statutory 
functions by the Children’s Community Service Directorate within the 
BHSCT.   
   
The post of Divisional Social Worker for Children’s Community Services 
has been vacant during the reporting period while the structures were 
being reviewed. However, there is now a plan to recruit to this post to 
strengthen the governance arrangements in the directorate.   
   
An unbroken line of accountability for the discharge of statutory functions 
by the social work and social care workforce runs from the individual 
practitioner through the Service’s line management and professional 
structures to the Executive Director of Social Work. The Executive 
Director of Social work reports to the Chief Executive and to the Trust 
Board.  
  

  
2.1b  

  
Please highlight key Social Work Workforce planning issues, 
including recruitment, retention and professional roles (ie. ASW, 
DAPO, JP).  Information provided should include level and type of 
vacancies and any vacancy control systems in place.  
  
There have been significant challenges for the workforce across the 
Directorate due to the challenges in recruitment and retention, Covid-19 
and other sickness levels, staff shielding and staff having to isolate at 
times. With agreement from Trust Board the Directorate have had to 
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operate business continuity arrangements since January 2022 as a result 
a number of staff were redeployed from across services to support safe 
staffing levels.  
   
A fortnightly workforce meeting has continued throughout the reporting 
period to ensure timely recruitment campaigns and a proactive 
management of vacancies. The Directorate have continued to invest in a 
band 5 HR staff member dedicated to supporting the Directorate manage 
its recruitment processes more effectively and have also recruited a 
temporary band 7 social work recruitment and retention officer who will 
work closely with the HR colleagues and operational managers to 
strengthen recruitment and retention in the Trust and run a campaign to 
attract social workers to BHSCT.  These additional resources have been 
necessary to address frustrations of managers when delays in the 
recruitment processes mean vacant posts are unfilled for a number of 
months.   
   
The Directorate are mindful of having large numbers of newly qualified 
staff and are seeking to address this imbalance by increasing the number 
of senior practitioners in teams with high levels of vacancies. Proposals 
have been developed in collaboration with Trade Union and HR 
colleagues and have been shared with Trust Board and will be 
progressed in the first quarter of the next reporting period. Funding to 
support the increased numbers of senior practitioners is being 
reconfigured from within the existing staffing budget.  
   
The Learning and Development Team have also continued to provide 
additional support to newly qualified social workers through monthly 
mentoring sessions and this has proved critical in supporting the 
retention of this workforce.    
   
The Directorate are also progressing plans to enhance the skills mix 
within social work teams and having successfully recruited 10 band 4 
social work assistant posts across family support and Gateway the plan 
is to recruit a further 12 band 4 posts across LAC and CWD.  
   
The Directorate made use of some additional social work support from 
the Workforce Appeal which was issued by the DOH Chief Social Work 
Office in December 2021 however this was limited to part-time, evening 
and week-end cover as most applicants were already working full-time.   
The high level of vacancies has resulted in an increased reliance on the 
use of agency staff during the reporting period and alongside the 
initiatives to improve recruitment and retention the Directorate is putting a 
system in place to scrutinise the agency spend. The plan is that agency 
spend will be reduced as permanent recruitment to vacancies is 
completed and teams are stabilised.   
  
There are also particular challenges in the recruitment and retention of 
social care staff and this is especially so in Children’s Disability services 
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and the Directorate have a commitment to re-energising a strategy for 
social care in the next reporting year.    
   
Ensuring sufficiently trained staff to deliver on our statutory 
responsibilities with the Joint Protocol arrangements continues to be a 
challenge. The role is complex and requires continuous professional 
development and feedback in addition to ensuring the psychological well-
being of staff.   
   
The Directorate do not have any vacancy controls in place   

  
2.2  Supervision arrangements for social workers  
  
2.2a  

  
Please confirm that the Trust is fully compliant with the Regional 
Supervision Framework  No   
  
If not, outline the remedial action taken to address this  
  
The Directorate has generally achieved reasonable compliance in 
respect of the supervision of social workers, but this has also been 
impacted by the high levels of vacancies is some service areas.  
   
The Business Continuity Arrangements direct that where teams have 21-
49% vacancies (graded amber) supervision can be undertaken via group 
or individual sessions and where there are over 50% vacancies (graded 
red) group supervision and team huddles are to be utilised to provide 
support, de-briefing and review of case risk assessment.   
  
Managers have been provided with information and guidance on using 
the revised DOH Draft Policy for supervision and encouraged to use this 
to inform more creative/flexible approaches. The Directorate will move to 
full implementation of the policy when this is ratified by the DOH.   
   
To reduce some of the additional demands on first line managers the 
Social Work Learning and Development Team provided additional direct 
support to the new qualified social workers in the AYE by providing 
monthly professional supervision and mentoring.  
  
The Trust continues to implement a professional social work supervision 
exception reporting system. Monthly returns from the service area 
evidence reasonable compliance with the requirements in respect of the 
frequency of supervision and facilitate monitoring of non-compliance.  
   
Issues of any non-compliance are associated with vacancies at manager 
level; pressure on services due to a combination of vacancies and 
responding to crises situations; staff off on sick leave, extended annual 
leave.  
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2.2b  

  
Please confirm if the Programme of Care is utilising a Caseload 
Weighting tool Yes/No  

  
If not, outline how the Programme of Care is managing current 
capacity, demand and workforce availability  
The Directorate does not universally use a caseload weighting tool and 
would be of the view that it requires to be updated following the 
introduction of Signs of Safety.   
   
Early Years   
  
While the Early Years' Service utilises the caseload weighting tool, due 
to the impact of Covid, this was amended as a result of having to 
provide a more enhanced supportive element to providers especially 
during the periods of full or partial closure.  
  
Gateway  
   
The Gateway Service does not utilise a Caseload Weighting tool due to 
the nature of the work, that is, the high throughput of cases within tight 
timescales. Other measures are used as an alternative, such as using 
the waiting list to prioritise need alongside the allocation of cases based 
on the social workers capacity and experience.   
   
Family Support   
   
Usage of the Caseload Weighting Tool is not consistent across the 
Family Support Service due to staff shortages, vacancy levels and more 
latterly the Covid pandemic. Supervision with staff is utilised in relation to 
ascertaining demand and capacity for individual social workers. Team 
meetings are utilised at all levels to ascertain demand and capacity for 
teams and within a service area to identify particular difficulties/ issues 
as they arise and ensure appropriate actions are implemented to manage 
demand and capacity issues as required.   
   
Children with Disability (CWD)  
   
The service is also reviewing the effectiveness of the regional caseload 
weighting tool given the complexity of work and size of caseloads and 
will report on any findings and actions following the completion of the 
review. The Caseload Weighting Tool has not been regularly 
implemented within this service as it has not added value to existing 
workload prioritising processes. The tool does not lend itself to working 
with large caseloads with multi professional involvement and more 
recently vacancy levels and the Covid pandemic have reduced the 
amount of management and practitioner time available to complete. 
Within existing supervision managers work with staff to determine 
capacity and complexity within caseloads. Team meetings have also 
been of great benefit in informing managers of demand and capacity 
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within teams and the wider service and enabled the service respond to 
issues as they arise and take appropriate remedial action. The 
management team have however undertaken a QI project using the tool 
to identify and measure capacity and are currently analysing the results. 
The CWD service also implemented the agreed Trust Business 
Continuity Plan; Safeguarding cases, LAC cases, Transitions and MCA 
work was prioritised, and a proactive duty system was in place to 
support families. This system facilitated regular calls to families as per a 
prioritisation exercise and families were advised how to contact a Duty 
Social Worker if required.   
  
Looked After Children/Leaving and After Care  
Across these teams a range of processes are applied to ascertain and 
monitor demand and capacity for individual social workers. Monthly 
supervision is the primary method of monitoring social work capacity.  
The Looked After Children and Leaving and After Care teams utilise the 
case load weighting tool.  
   
Fostering and Adoption   
Fostering teams and the Adoption teams in addition to supervision utilise 
the following processes to monitor capacity and demand.   
   
 Monthly assurance meetings to monitor enquiries for both fostering 

and adoption assessments.  
 Fortnightly allocation meetings within the fostering service which 

reviews the demand and capacity of social work caseloads.  
   
Waiting lists determine how the service meets the demand on the service 
and any pressures within it.  
   
The Residential Service does not utilise a caseload weighting tool  
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2.3  Report at high level on any audits, research, outcome reports or 

evaluations undertaken during the reporting period, that relate to delegated 
directed statutory functions (bullet points only).  Please ensure reference is 
made to the inclusion of service user involvement.  

    
Two GAIN audits were completed in 2019 and 2020 however; the Covid-19 
pandemic had impacted on results being shared. A workshop was provided in 
November 2021 to share the learning from both audits and highlighted the 
importance of:  
  

 Clear child centred recording  
 Purposeful intervention   
 Evidence of immediate risks being evaluated, and an immediate 

protective action implemented.  
  
Kinship Foster Care   
A risk-based audit was conducted in relation to Kinship Foster Care Placements 
by the Internal Audit Service focusing on the timeframe from December 2020 –
July 2021 with the scope of the audit focusing on governance arrangements in 
relation to kinship foster placements.  
The audit targeted four key areas in correlation with DSF requirements.   
   

 The assessment and approval of kinship carers  
 Annual Reviews of kinship carers   
 Data Collection   
 Training and data systems for kinship carers   

   
There were 7 key priorities in total identified from the audit in relation to the 
areas highlighted above that have formed a robust Service action plan with 
compliance to be achieved by December 2022.   
   
 The Children’s Service Manager will be progressing this action plan through 
several mechanisms, including workshops with relevant staff, service user 
feedback, service development meetings with operational managers and 
collaborative working/development with the information systems management 
team.  
  
Adoption Services   
In March 2021 the Trust received a NIPSO report and recommendations following 
an investigation into how the Belfast Health and Social Care Trust handled a 
couple’s application to become adoptive parents.  
   
The Trust accepted all findings in full and immediately an Action Plan was 
designed in line with the report’s recommendations and the Trust undertook the 
following remedial measures; these actions have been progressed in this 
reporting year:  
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 An apology was issued by the Trust to the couple (in accordance with 
NIPSO standards)  

   
 A random sample of adoption files was selected and were audit against a 

range of areas that featured in the investigation recommendations  
 The Trust will undertake a review of the AH report and consider changing 

the layout to allow the Medical Adviser to write a longer report when 
necessary  

 The Trust will provide further training (and evidence of this) focussing on  
 The importance of communicating concerns identified regarding 

applicants’ suitability to adopt as soon as they arise during the 
assessment.  

 The importance of communicating the impact these concerns will possibly 
have in their application  

 The importance of discussing the option of deferring an assessment with 
applicants, documenting the decision and the reason for it  

   
Support from Trust psychological services was also provided to the couple. The 
Trust went further than the recommendations and undertook a thorough audit of 
a representative sample of Adoption files and reviewed the entire Adoption 
process and adherence to policy and procedure through the enquiry to approval 
process. In addition, the Trust offered and provided psychological support to the 
injured party to assist with the healing process.   
   
All learning from the investigation and subsequent reflection and audit has been 
fully embraced by the service.  
  
Child Sexual Exploitation  
The Trust has worked with other Trusts and the HSCB to consider and progress 
the implementation of the recommendations of the Leonard Review as below  
  
All cases of CSE receive a child protection investigation and are considered 
within an Initial Child Protection Case Conference (ICPCC). The circumstances 
of young people who are at risk of CSE are managed within the Child Protection 
or LAC processes under the Protecting Looked After Children (PLAC) 
guidance.  
  
The Trust Senior Practitioner (SP) for CSE has continued to work with her 
regional peers and PSNI to capture data with regard to the numbers of young 
people at significant risk of CSE and the number of young people who go missing 
from home/care. Data is reported to the HSCB.  
Joint working between the PSNI and Trusts is crucial and has enhanced service 
delivery in missing children. The sharing of information has facilitated analysis of 
trends, patterns and networks in assessing and managing risks by predatory 
individuals and groups to vulnerable young people.  
   
The Trust’s Senior Practitioner for CSE has also been involved in a regional 
review of the Interface Protocol between HSC Trusts and NI (Where a child 
is reported missing and other police interactions with children’s 
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homes).  This protocol considers the joint and individual response by Trusts and 
PSNI when young people go missing from home or from residential care.  The 
Trust has provided comments with regard the draft review of the protocol which 
is currently out for consideration and will ensure that the reviewed protocol is 
shared with staff and embedded in social work practice.   
  
Harmful Sexual Behaviour (HSB)  
An Audit was commissioned by the HSCB and carried out by the NSPCC with a 
view to developing evidence informed operational national framework for children 
and young people who display harmful sexual behaviour, continues in 
conjunction with the other Trusts and HSCB.   
  
The Trust are working with our service provider Aim To Change and NSPCC in 
the development of a local action plan to progress the recommendations from 
the audit. The Trust are also working collaboratively with the other Trusts, 
NSPCC and HSCB to progress a regional action plan which includes training on 
HSB for all partner agencies. HSCB commissioned Marcella Leonard to provide 
on-line training at three levels to meet the needs of all partner agencies in terms 
of identifying and responding to HSB.   
  
Northern Ireland HSCB Signs of Safety Parent & Staff Survey (3) 2021  
  
Parents Survey Key messages:  
The Trust achieved 93 out of the 348 regional responses (Increase from previous 
years).   
  

 Parents were randomly selected, and interviews were carried out by 
independent non-social work staff.  

 Feedback predominantly very positive with widespread improvement, with 
‘strongly agree’ replacing ‘agree’ in responses across the survey 
compared with the 2020 results.  

  Parents reported they felt listened to and involved in planning.  The worker 
did what they said they would do, noticed what was working well, explained 
the concerns clearly, engaged children well and cared about what 
happened in their family.   

  
In response to ‘One thing you would like to change’, small numbers highlighted 
the following concerns:  
  

 Social worker very busy and so  hard to contact  
 Be more reliable   
 Spend more time with my children.  Explain more to them.   
 Too many changes of workers.  
 Listen and understand more  

   
Staff Survey: Key messages  
The Trust also had a higher response from previous years achieving 139 out of 
643 regional response:  
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 Strong support for using Signs of Safety (SOS) as the practice framework.  
 Increasing confidence in using SOS in practice especially amongst 

managers but also some increase in the number of staff who indicated 
they had not used it in practice. (possibly as a result of the increase in 
agency and newly qualified staff and students who took part in the survey.   

 Positive feedback regarding diverse training, coaching and advice 
alongside concern about this decreasing  

 Agreement or strong agreement with the statement ‘I like my job’ continues 
to be high: 86% managers and 73% of direct workers.   

 IT systems continue to be problematic despite adaptation  
   

 High workloads and staffing levels are the main concern for 74% of 
managers and 71% of staff  

 Evidence of a slight deterioration in organisational and safety culture most 
likely due to restrictions due to COVID which resulted in a loss of structure 
and relational team support due to home working and negative impact of 
the move to online meetings.  

   
Actions  
 Issues raised by parents strongly relate to the impact of staff capacity. 

Plans to stabilise the workforce and increase capacity are key to 
strengthening frontline practice in creating space to learn and to practice 
effectively.    

 Focus in the year ahead is to develop a strong learning culture across the 
Trust supported by effective group Supervision for each Team / Service.    

 Strengthen the role and impact of practice leaders and champions across 
the service to model and promote practice values and skills at the front 
line.   

 Provide a diverse program of training, coaching and use of Appreciative 
Enquiry to support ongoing professional development in using SOS in 
practice.     

 Work with the regional Signs of Safety implementation team to produce 
clear practice guidance and examples of good practice for all staff.    

   
Regional pilot project: The views and experience of children/families 
participating in Case Conferences.  
The Trust met the target for family participation of 20 initial conferences and 20 
Review conferences. Although the pilot sought to gather responses from parents 
and children, of note no children took part in the survey in BHSCT.   
Key findings:  for both Review and Initial conferences the majority of parents 
agreed that practice had been good and that the conference had been positive.     
Regionally, when asked what could be improved?  
  

 27% felt that the Conference did not need improved.  
 14% felt that the meetings are better on a face to face basis.  
 11% felt that hearing the voice of the family/child could be improved at the 

meeting.  
 7% felt that there should be better preparation prior to the meeting.  
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 3% felt that the social workers should ensure that the report is accurate.  
 1% felt that the social worker should do what they say they will do.  
 27% provided ‘No response’.  
 7% felt that there were others aspects which could be improved (more time 

for the meeting/ trust/contact with Social Worker, concern re data 
sharing).  

 3% were unhappy with the process.   
  
Action  

 Child protection practice guidance has been developed in partnership with 
conference chairs to strengthen consistency and build on good practice.   

  
Ensure Child Protection conference practice is a focus for Practice Leaders 
training in 2022/23 and cascaded into front line teams.   

 Review practice regarding the voice of the child and develop a plan for 
change.  

 Child Protection pathway examples of good practice in report writing, 
family engagement and voice of the child will be shared and saved on 
Signs Of Safety share point for access to all staff.   

  
2021/22 Complaints Management Report from Internal Audit.  
Whilst the audit found the level of assurance in relation to complaints processes 
to be satisfactory an action for Children’s Community Services is to review and 
understand the reasons for delays in responding to complaints and learning 
should be shared across the Directorate. This action has commenced and will 
be completed by October 2022.  
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2.4  Programme of Care to advise of any significant judgements and/or 

decisions derived from Serious Adverse Incidents, Case 
Management Reviews, Mental Health Review Tribunals, Judicial 
Reviews or RQIA Inspection and/or Review activity during the 
reporting period, that directly relates to the Trusts discharge of their 
statutory functions.   
  
Mental Health Review Tribunals  
During the reporting period one young person was subject to a Mental 
Health Review Tribunal. This young person’s detention under the Mental 
Health Order was upheld as he cannot be safely discharged. The issue of 
his future placement is in the process of resolution and subject to Judicial 
Review. It is anticipated this matter will be resolved imminently as 
suitable accommodation has now been sourced by the Trust and the 
Trust is actively engaged in recruiting a domiciliary staff team to support 
the young person’s discharge from hospital and to reunite him with his 
family.  
  
Judicial Reviews  
There are two active Judicial Reviews (JR) ongoing during this reporting 
period. One relates to the case referenced above and the other Judicial 
Review relates substantively to the Trust failure to meet assessed need 
and provide overnight Short Breaks for Children with Disability. Two 
further Reviews related to the withdrawal of Short-Breaks in Lindsay 
House and a draft Court was issued instructing that the Trust meets the 
need it has assessed. One review which was also in relation to the 
Trust’s failure to meet its statutory duty to provide the young person’s 
assessed need for short-breaks has now moved on to mediation. The 
Trust is revising an existing business case to expand capacity within its 
Short Break services and meet the escalating levels of need.   
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Case Management Reviews  
There were 4 CMR notifications made by the Trust to SBNI during the 
reporting period. Two were not progressed to CMR– the status of the 
others is listed below  
    
 CMR notification was submitted on 03 June 2021 (Ava). The papers 

for this review are still being collated from other services and Trust 
staff will support the CMR review team. The IAR from childrens 
services and mental health services were submitted on the 
14.01.22 

 
 CMR notification submitted 30 July 2021(Alfie). The Trust is 

currently completing the respective IAR for this review.  
 
 CMR notifications from Partner Agencies which require input from 

BHSCT  
 
 A CMR notification was submitted by PSNI and Northern Trust 01 

February 2022 and is expected to be heard at Safeguarding Board 
NI in June 2022.  

 
 A CMR notification was submitted by the PSNI (NHSCT) on 01 

February 2022.  This was scheduled to be presented at CMR 
Panel, SBNI in April 2022.  

 
 A CMR notification was submitted by the PSNI (SHSCT) on 07 

August 2021. This case is being reviewed as a CMR and the Trust 
are finalising the IAR for submission to the CMR Review Team.  

 
 A CMR notification was submitted by the WHSCT on 07 March 

2022 and it is scheduled to be presented at CMR Panel, SBNI.  
 
 The Trust continues to support 4 CMR Reviews being led by other 

Trusts.  
   
Serious Adverse Incidents  
Children’s Community Services submitted 35 SAI Notifications for the 
period. Most notifications were in relation to assaults (sexual and physical) 
assaults on young people looked after by the Trust and the untimely 
deaths of service users known to the Leaving Care After Care Service and 
Community Nursing.  
   
4 SAI’s were de-escalated.   
   
Learning from SAI’s completed:  
   
 Data breach: The Trust’s redaction service to redact current cases 

as required, to consider appropriate checking and verification 
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measures when sending personal data outside the Trust and to 
ensure that staff comply with data protection training.  

 
 Death of a service user: Signs of Safety training required in relation 

to developing network meetings for Care Leavers.  
 
 Sexual Assault of a service user: Findings from the review 

recommended a regional review of the 2016 Guidelines for use of 
Un-regulated placements and a regional review of accommodation 
provision for 16-18 year olds who are admitted to care as older 
adolescents when they are out with the statement of purpose for 
admission at that age to Children’s Homes.  

   
The Directorate continues to support staff involved in SAI’s through HOT 
debriefs and therapeutic support.  
   
Domestic Homicide Reviews  
The Trust has received 4 Domestic Homicide Reviews from the 
Department of Justice.  
   
DHR1/21 and DHR2/21 was received on 30 March 2021 and an action 
plan is currently being developed and worked through by the Trust.  
   
DHR5/21 was received on 17 January 2021 and the Trust is currently 
completing an Internal Learning Review of this incident.  
   
DHR1/22 was received on 16 March 2022 and it currently preparing an 
Initial Request Summary.  
   
DHR2/22 was received on 16 March 2022 and it currently preparing an 
Initial Request Summary.  
  
Children’s Residential Homes CMR  
During the reporting period there were two recommendations generated 
from a CMR undertaken in relation to an incident that occurred in July 
2019:  

 
 Trust and PSNI to consider a review of governance arrangements 

for CSE regarding timely sharing of information   
 Relevant agencies to consider training in respect of domestic abuse 

between young people, including coercive control.  
  
An action plan is in place to comply with these recommendations.  
  
RQIA Inspections  
  
There were 9 RQIA Inspections within the reporting period. Most of these 
inspections took place with a direct visit from the inspector to the children’s 
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homes. Throughout the year the Directorate has liaised with the RQIA to 
notify of amendments to Statements of Purpose to facilitate:  
  

• admission of a child in an emergency to a medium to long term 
children’s home  
• extension of placements for young people post 18 due to delays in 
post-care placements  
• reporting of admissions of children and young people under the 
agreed age limit outlined in the children’s home’s Statement of 
Purpose  
• temporary opening of a short-term children’s home, Mertoun House, 
to accommodate the increased need for residential placements and 
capping placements in the permanent short-term children’s home, to 
provide placements for children under 12.  

  
Combined Themes from Inspections of Children’s Residential 
Homes:  
There were themes from the RQIA inspections that were particular to 
certain children’s homes and themes that were relevant to all of the 
children’s homes  

 Induction/Training/ Assessed competence of staff/managers  
 Estates/ physical environment improvements  
 Recording systems, assessment, monitoring, and evaluation 

processes  
 Fire Safety systems  
 Restrictive Practices, review and recording of same  
 Staff/management roles and responsibilities   
 Team Development  
 Care planning/ Young people’s participation in decision making  

  
RQIA Inspection Willow Lodge   
Willow Lodge was repurposed on 19/4/21 as a single occupancy home, 
temporarily providing a fulltime placement for a 13-year-old looked after 
child whose previous placement broke down irretrievably. Following an 
inspection of Willow Lodge on 16/6/21, the service received 2 Failure To 
Comply notices in respect of concerns about the promotion of the welfare 
of the child (care planning and understanding the child’s needs) and in 
respect of the numbers, qualifications, and experience of staff within the 
home. The service worked closely with HR, RQIA and Learning and 
Development colleagues to improve staffing available and the knowledge 
and quality of staff available. The needs and behaviours of young persons 
placed in Willow Lodge led to high levels of staff sickness and low morale, 
issues which are being addressed. The Trust was advised that these 
notices were lifted. The service continues to recruit additional bank staff 
and develop a trauma informed ethos within the home. However, this is 
not seen as a permanent placement for this young person and a Secure 
Care placement is being sought due to young person’s violent and 
dangerous behaviour and risk to himself and others.  
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2.5  
  
  

Advise on any challenges in the provision of Safeguarding services 
that have arisen in this Programme of Care during the reporting 
period and actions taken to mitigate any difficulties.  
  

  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  

  
The provision of safeguarding services in this reporting period has been 
impacted by the significant levels of staff vacancies across a range of 
children’s services, both temporary and permanent where there is no 
backfill in place. This has been coupled with a significant increase in 
referrals and the highest number of looked after children since the 
inception of the Trust. The increased number of unallocated cases across 
the teams and concerns regarding how the service intends to manage 
the overall workload was reported to Trust Board in January 2022.   
  
The Trust Board agreed that the seriousness of the situation and the 
impact on the service’s ability to fully discharge its delegated statutory 
functions warranted business continuity arrangements to be 
operationalised. The Business Continuity arrangements have been 
shared with the HSCB by the EDSW.   
   
The Business Continuity arrangements ensure that during significant 
levels of workforce pressures, critical children’s social care services are 
maintained and targeted at those most in need and those who are most 
vulnerable. It also aims to maintain safety and quality of care at an 
acceptable level and to effectively manage risk during these periods.  
  
The Business Continuity Plan is RAG rated according to the percentage 
of staff available across the teams and services. When making decisions 
regarding which part of the plan needs to be operationalized, the Senior 
Management Team will also consider the overall experience of the 
members of the team (nos. of AYEs etc.), and the stability of the 
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workforce within the team (nos. of temporary staff and agency staff) and 
the impact of COVID. Most services have been operating in line with the 
parameters agreed for ‘amber/red’ except for the Gateway service which 
remained able to maintain business as usual.  
  
A dynamic risk -based approach ensures that for those children and 
families at highest risk the services will remain as close to normal as 
possible. For those children assessed as medium or lower risk the 
approach has been a combination of virtual and/or face to face visits at 
frequencies that reflect as far as possible the needs arising from the 
case. While the frequency of these visits may not be in line with statutory 
requirements throughout the implementation of Business Continuity plan 
the service has continued to respond to child protection referrals within 
24 hours and to visit them as a minimum every 4 weeks face to face.   
  
The senior team continue to review staffing levels on a weekly basis and 
adjust implementation of the plan accordingly. Furthermore, a duty 
system has been established to specifically oversee the management of 
unallocated cases across Family Support, Children with Disabilities and 
LAC and to prioritise those that may require immediate follow up or 
visits.  
  
Within this reporting period the services have seen the continued impact 
of the Covid pandemic on the Family Support Services. Due to the 
stressors on families as a result Covid, the decrease and closure of other 
statutory and voluntary agencies, there has been an increase in families 
experiencing crisis and seeking intervention from family support teams 
with increased levels of families in need and at risk. There was also an 
increase in the number of children on the child protection register and in 
the number of unplanned admissions to care, placement breakdowns and 
issues with availability of foster carers and the use of short-term bridging 
placements. Collectively this has led to an increase in the volume of 
applications for Public Law proceedings.  
   
Children’s Residential Homes  
Within the mainstream children’s home, there has been a notable 
increase in the number of younger children requiring long-term residential 
placements.   
In the last year, the Trust has provided medium to long-term placements 
for 12 children aged from 5 – 12 years old. The children have 
experienced significant developmental trauma and require intensive 
support to create stability. Increased staffing levels and waking night staff 
have been put in place, to ensure safeguarding and responsiveness to 
the children’s holistic needs.  
  
The younger children, due to emotional dysregulation, manifest their 
experience of trauma through verbal and physical aggression directed 
towards other peers and staff. The residential service has seen a gradual 
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increase in incidents of aggression towards staff. Supports are in place 
via TCI model and post crisis response and LAC TSS.  
  
There has been a steady reduction in children and young people going 
missing, with intermittent periods of spikes in missing episodes. Analysis 
of these spikes in missing episodes can generally be attributed to 
changes within the group and group dynamic. Analysis of incidents has 
helped identify targeted support to safeguard children/young people 
when missing. Increased staffing levels and working night staff have 
contributed to this reduction.  
  
The peripatetic service, DOORS, has provided additional wrap around 
support, using relationships to engage young people in developmental 
and diversionary activities. Collaborative working relationships with the 
PSNI, particularly with the dedicated Missing Persons officer, has been 
essential in developing strategies and interventions that safeguard 
children and young people when they go missing.   
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Willow lodge is continued to 
be paused.  Trust have 
accessed an ECR 
placement.   Unit child is 
discharged the Trust will be 
unable to effect short breaks.  
Trust have plans in place to 
step up levels of support to 
other families requiring short 
breaks, inc.  Increase in 
Social Work support, SDS. 
 
Currently 11 children with 
disability on CPR as of June 
2021.  The Trust are not able 
to lift data from Paris and rely 
on manual lift.  The Trust 
advise they are satisfied with 
their threshold decisions 
regarding Child Protection 
within CwD teams. 

in place in terms of 
levels of support in 
absence of short 
breaks 

 
 
 
 
 

Early years 
and 
Safeguarding 

Action plan update 
received on 
03.12.21.  
 
There is 
acknowledgement 
of the pressures for 
families in the 
community who are 
struggling with 
reduced service 
provision as a result 
of the pandemic 
and also the impact 
of changes to 
educational 
programmes / in 
schools.  The Trust 
advised 
engagement with 
relevant families 
continues; They 
have been able to 
step up face to face 
contact and provide 
additionally via 
Community and 
Voluntary partners.   
The Trust has also 
increased self-
directed support 
payments. 
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capacity by October 
2021 

 
 
 
 
 

and 
Safeguarding 

 
Challenges remain 
– Willow Lodge 
continues to be 
paused in respect 
of short-breaks.  
Care planning 
continues in relation 
to the child 
remaining in Willow 
Lodge at present; 
ECR agreed. 
 
Use of Forest 
Lodge is being 
addressed in 
consultation with 
RQIA and some 
adaptations may be 
required.  Forest 
Lodge Staff are 
redeployed to assist 
with Trusts Covid 
response.  
Workforce 
pressures for both 
facilities are 
acknowledged.  
Staffing recruitment 
continues for 
Willow, Forest 
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Lodge and 
Somerton Rd.   
 
Update 14.03.22 
The Trust advised 
that funding for an 
appropriate single 
occupancy ECR 
placement was 
secured and Article 
33 granted for the 
young person 
currently in the 
short breaks facility. 
This placement 
offer has since 
been rescinded due 
the young person’s 
refusal to move.  
Alternatives are 
being sourced.    
 
Current situation 
remains challenging 
in relation to young 
person’s 
behaviours and 
needs being met 
within the home.   
 
Exploration of 
alternatives (Forest 
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people have a personal 
advisor (01/07/21) 
 
Discussion at DSF meeting 
25.6.21 
HSCB would request an 
analysis of Leaving 
Aftercare/SAI’s to identify 
unmet need and the impacts 
on young people. 
 
Trust are reviewing 18+ 
teams with a view to 
changing to16+.  They are 
also working with Paris to 
appropriately identify yp 
requiring a PA.  Trust 
reviewing case closures 
monthly which all assists in 
projecting numbers of yp 
coming into the service.   
 

no PA appointed.  
Unfortunately some 
of the Band 4 staff 
that were recruited 
have moved on and 
the figure is 
currently 72.   
 
The PARIS system 
review continues to 
allow for data pulls 
and trends to be 
overseen easily.  
These have been 
forwarded to the 
HSCB monthly.   
 
The Band 4 Staff in 
the LAC teams to 
reduce pressures 
remain at risk to the 
Trust as unfunded 
posts. 
 
The 16+ young 
people assessed as 
low risk / stable with 
no SW are being 
managed through 
the Trusts duty 
system. 
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members via a duty system 
were undertaking their 
statutory visits. This impacts 
significantly on the 
development of a meaningful 
relationship between social 
worker and young person 
which is a key support for 
every looked after child. 
 
Unallocated cases at time of 
DSF meeting June 21:  
LAC - 17  
CwD – 83  
FS – 19 
Gateway – 10 
 
Total:  129 (an increase of 13 
from March 21) 
 
Discussion at DSF meeting 
25.6.21 
2.5 staff were brought in to 
LAC, current unallocated in 
LAC this is now 0. 
 
FS/Gateway – Trust have 
been unable to meet their 
statutory function in 
allocation of a SW to 
children.  Trust submit 
monthly returns submitted.   

worker, receives 
statutory visits and 
statutory reviews 
 
 

 

Update to be 
forwarded for 
period to end Dec 
21.   
The figure in Oct = 
60 LAC cases with 
unallocated SW 
who are being 
managed via the 
Trusts duty system.   
 
The Trust reported 
their unallocated 
cases across 
Children’s Services 
Oct 21: 
 
LAC- 60 
CwD – 173 
FS - 81 
Gateway - 60  
 
Monthly returns 
continue to be 
submitted to the 
HSCB in respect of 
unallocated cases 
and workforce 
pressures.  The 
Trust have 
escalated workforce 
pressures to their 
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Figures above are correct.  
CwD, 4 SP’s allocated from 
IPT monies.  Gateway/FS, 
there has been an increase 
since March 2021.  Trust 
report these figures are 
manageable.   No actions 
identified for unallocated 
cases. 
 

Trust Board and is 
recorded on the 
Trusts risk register.  
A meeting was held 
in respect of current 
issues across 
Children’s Services 
(workforce, 
unallocated cases, 
placements, short-
breaks, complexity 
of need etc.) with 
DoH and HSCB on 
28.10.21. 
 
Update 14.03.22 
See above 
mitigations to 
increase workforce 
capacity within LAC 
teams.  LAC 
unallocated 
numbers are: 
 124 - end January.  
 86 - end February. 
 
The Trust reported 
significant 
workforce 
challenges with 
56% absences 
across children’s 
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disability teams and 
combined children’s 
services absence of 
33% in February.  
The Trust are 
noting an increase 
of referrals across 
Tier 2 and 3 
services which 
compounds current 
difficulties.   
 
The unallocated 
cases are noted as 
follows(end 
January): 
 
LAC- 124  
CwD – 273 
FS - 131 
Gateway - 88 
 
The Trust outlined 
the governance 
system in place 
across Gateway to 
review and prioritise 
allocations and 
further action to 
bolster FIS teams 
via transfer of 
appropriate cases 
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72 statutory visits did not 
take place within the 
regulatory timescales. 
 
Discussion at DSF meeting 
25.6.21 
Refer to discussion at 
Unallocated section 
 

 Action plan from the 
Trust to explain how 
they are ensuring 
each child looked 
after has a social 
worker, receives 
statutory visits and 
statutory reviews 

Co-Director 
Corporate 
Parenting 

The Trust advise 
that both statutory 
visiting and 
statutory reviews 
have been 
impacted by 
workforce 
challenges. 
 
The figures for 
October show that 
18 visits and 35 
LAC reviews did not 
take place within 
timescales.   
 
Update 14.03.22 
The Trust report 
that for January 22, 
there were 12 
statutory visits and 
41 statutory reviews 
that did not take 
place within 
timescale.  As per 
the Trusts business 
continuity plan 
there has been a 
move to a blended 
approach of face to 
face and virtual 
visiting.  LAC 
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Reviews that have 
not taken place are 
re-scheduled within 
4 weeks.   
 
Using the workforce 
appeal, an out of 
hours LAC team 
(with appropriate 
governance 
structure) has been 
established to cover 
some unallocated 
cases.  Colleagues 
across children’s 
teams are 
undertaking 
statutory and 
reviews.  
 
The additional LAC 
team that was 
created (funded by 
the Trust at risk), 
now has a Team 
Leader via the retire 
and return scheme. 
 
The Senior 
Management Team 
meet on a monthly 
basis to monitor 
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care.  Trust are increasing 
recruitment, wrap around 
support, edge of care 
services.  However despite 
this, the Trust are struggling 
to manage their looked after 
population and adequately 
responding to their needs.  
 
HSCB are satisfied with 
actions being taken by the 
Trust and therefore do not 
require this to be taken 
forward as a specific action.  
Will be considered as part of 
the review of LAC services 
as outlined in 
‘Unallocated/Stat Visits/Stat 
Review’ above 
 

B4 staff (unfunded 
posts /at risk) and 
packages of 
support from 
Community and 
Voluntary partners 
has been put in 
place E.g.  
additional timeout 
with Extern for 
fragile foster 
placements  (35 
families have been 
in receipt of this 
service/support) 
and there is a bid 
submitted via Covid 
monitoring process 
ref: same.   
 
Challenges remain 
and pressures 
within fostering 
service have been 
highlighted.  The 
Trust are reviewing 
their unallocated 
fostering 
placements and 
vacancies in the 
fostering team.  In 
addition, LAC TSS 
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Review are looking 
at some of the 
ongoing issues.  
Iveagh and 
Beechcroft are 
included in DoH 
regional review of 
Children’s Services.   
 
The importance of 
good working and 
strengthened links 
between Adult and 
Children’s services 
was highlighted in 
relation to Iveagh.  
A Judicial review is 
ongoing regarding 
1 x YP in Iveagh at 
present. 
 
Update 14.03.22 
Young person 
remains in Iveagh 
and Judicial Review 
hearing is 
scheduled.  Trus 
continue to work to 
navigate the issues 
presenting. 
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Regionally  
March 2020 =  3,383  
March 2021 =  3,530  
An increase of 147 (4%) 
 
Discussion at DSF meeting 
25.6.21 
Trust undertook an analysis 
of thresholds, and were 
satisfied with decisions 
made. 
 
 

 Action planning and 
reporting remains 
regional issue.  
Further work 
ongoing via AD 
Corporate 
Parenting Forum 
and actions agreed 
from Regional 
HSCB workshop on 
06.08.21.   
 
See Issue on 
Placement Moves 
above for further 
detail. 
 
Update 14.03.22 
Upward trajectory 
continues which 
causes significant 
demands on teams 
and regarding care 
placement 
availability.  The 
number of looked 
after children has 
increased to 946 
(8.1% since March 
21).   
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can also impact on 
carer stress levels 
 
Discussion at DSF 
meeting 25.6.21 
Currently 15 people 
on the waiting list.   
Trust have 
introduced time 
bands for care 
packages and are 
encouraging uptake 
of SDS. 
Cases are kept 
under review by 
Care Manager 
regularly.  Needs 
are re-assessed as 
part of monitoring 
process. 
 

 Key workers maintain contact with service 
users and carers to determine how well they 
are managing in the absence of a package. 
Frequency of contact is determined 
individually but is at least monthly 

 Key workers offer supports to families, for 
example, SDS/ Direct Payments, carer 
assessments etc. 

 Key workers inform Care Managers when 
circumstances deteriorate and package 
needs to be escalated. 

 Care Managers participate in escalation calls 
twice weekly to try to prioritise urgent cases. 
This is sometimes successful, but it is 
dependent on how many packages are 
required for hospital discharges and palliative 
care, which are always prioritised. 

 Even if packages reach the escalation list, 
there still continues to be difficulties securing 
packages, particularly in East Belfast where 
several providers are in contingency and only 
able to provide packages to existing urgent 
calls.  

Up-date at DSF meeting 09.12.21: Trust confirmed 
considerable work undertaken by project group, 
flexibility re time band had some positive impact. 
Currently 11 service users requiring dom packages. 
Trust continues to work with families to explore 
direct payments, offer carer’s assessments, carer 
grants, short breaks and explore community and 
voluntary options as appropriate. Trust to continue 
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to monitor issue. Service users reviewed at least 
monthly. Rag rating agreed to remain amber. 
Update at DSF Meeting 04/03/22:  
updated that the Trust continue to work with service 
providers, families, C&V groups in an attempt to 
resolve this issue. Given the impact of the COVID 
pandemic, reduction in short breaks and Day Centre 
attendance, demand for domiciliary care appears to 
be outstripping supply. However, despite remaining 
solution focused the situation has exacerbated. 
Currently 21 service users with a Learning Disability 
require a domiciliary care package. Service users 
continue to be reviewed monthly and unmet need 
continues to be flagged through appropriate 
channels.  noted that currently there were 
severe staffing issues in Community Learning 
Disability Teams. This issue is on the Trust Risk 
Register, 4 Team Leaders and 8A staff have left. In 
MAH two Social Workers also due to retire. Impact 
on ability to maintain service noted, business 
continuity plans require consideration. On a positive 
note a Service Manager has been in post this past 
three weeks and Team Leader posts have been 
filled via expression of interest, due to commence 
post April 2022. It was agreed given the significant 
increase in service users requiring a domiciliary care 
package and the staffing issues raised the action is 
to be rated red and carried forward into the next 
reporting period. Trust to provide HSCB with regular 
update on staffing and domiciliary care service 
provision via LDAD Forum.  
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from Muckamore 
Abbey Hospital  
 
 Trust to 

provide 
Resettlement 
Plan 

 
Discussion at DSF 
meeting 25.6.21 
Trust confirm they 
have a resettlement 
plan in place for 15 
service user, there 
is 1 service user 
without a plan.  
Monthly meetings 
with the HSCB 
where updates are 
given.  The Trust 
currently do not 
have a timeframe 
for the 1 service 
user without a plan. 
 

Plan to HSCB 
for 15 service 
user 
 

 

 
 
 
 

Abbey Hospital is enclosed with the updated 
position as of 31.10.21. 
Update at DSF meeting 09.12.21: Resettlement 
Summary document submitted to HSCB prior to 
meeting. Discussion re specific arrangements for 
patients. BT patient discharged on trial 
leave/resettlement on 08.11.21 as planned. 1 
patient currently without a plan, Trust to progress 
discharge plan. Discharges anticipated within 
coming months. Significant number of discharges 
dependent on business cases e.g. forensic, on-site, 
Minnowburn which to date have been slow to 
progress. It was noted that a number of patients 
have discharged on trial resettlement/article 15, with 
the potential for beds to be required in the event of 
resettlement breaking down. DOJ recently 
requested patient to return to MAH. Consideration 
required re enhanced working with DoJ, DoH & 
Trust to support resettlement. Rating therefore 
agreed as amber. 
 
Update at DSF Meeting 04/03/22:  
updated that currently 16 BHSCT service users, 14 
inpatient in MAH and two on trial leave.  
noted two of these 14 individuals were admitted 
recently and require a confirmed plan.   

 noted recent difficulties re service user 
being returned to hospital via DOJ. Caroline 
McGonigle noted regular updates are provided at 
CIP and RLDODG meetings but progress is 
required re discharges, particularly given the 
ongoing pressure for beds.  noted ongoing 
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Update as of 31.10.21 
• There have been no  requests from other Trusts 

over the past 6 months.  There have been 2 
BHSCT admissions to MAH- 1 in Sept and 1 in 
Oct 
 

• The Trust would recommend the regional 
implementation of Care and Treatment Reviews 
and a Blue Light Protocol which has been 
implemented by NHS England as a key part of 
its approach to early intervention and reducing 
inappropriate admissions. Two documents from 
NHS England are enclosed. 

 
• In the last six months there were 3 discharges 

from Muckamore Abbey Hospital.  
Update 31.10.21 
• In the last 6 months there have been 3 full 

discharges – 2 from BHSCT and 1 from NHSCT. 
 
• Resettlement plans across Trusts would indicate 

the potential for 4 discharges to be achieved in 
the next six months.  

Update 31.10.21 
• There is a potential for 5 discharges to be 

achieved within the next 6 months– 1 BHSCT.  4 
NHSCT. 
 

• HSCB colleagues are aware of the proposal to 
open 3 assessment and treatment beds for 
learning disability services in NHSCT. The 
proposal put forward by BHSCT to reopen a 

Exhibit 3MAHI - STM - 277 - 422



small number of assessment and treatment beds 
in Muckamore Abbey Hospital remains paused 
due to ongoing staffing challenges and slippage 
in some resettlement dates. 

Up-date DSF meeting 09.12.21:  Trust confirmed 
until a number of patients are resettled, given 
current staffing issues MAH cannot accept 
admissions. Impact on region noted given MAH is 
the regional facility, particular impact on individuals 
requiring a forensic inpatient bed. Trust monitor 
requests for admission. Lorna Conn requested this 
must continue. Consideration required re regional 
admissions criteria and associated pathways, work 
commenced in recent T&F group led by HSCB. 
Trust to forward to HSCB the  internal processes to 
manage admissions. Trust submitted two 
documents referenced above re implementation of 
Care and Treatment Reviews and a Blue Light 
Protocol to HSCB. Trust to continue to monitor 
requests for admissions. Rag rating agreed to 
remain amber. 
Update at DSF meeting 04/03/22:  
updated since the last meeting there had been two 
BHSCT admissions to MAH. Caroline enquired how 
many requests for admissions had been made to 
MAH.  agreed to submit this information to 
HSCB. The importance of this data was noted in 
terms of determining service demand. In terms of 
discharges  updated since the DSF meeting 
in December 2021 there has been 2 full discharges 
(1 NHSCT and I recent SEHSCT discharge). 
Currently 2 BHSCT on trial/article 15 leave and 2 
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Minnowbur
n  
 
 
 

5   
 

Challenges: 
New build, 
business 
case, 
process of 
handover of 
land, 
planning 
permission 
and new 
service 
developmen
t. 

2024/25 
 
 

Forensic 
business 
case 
  
 

2   
 
 

Unable to 
submit full 
business 
case until 
land/propert
y identified. 
Three site 
viewings 
have 
occurred 
Outcome 
meeting 
scheduled. 

2024/25  

Onsite 
proposal 

1    
       
 
 

New service 
developmen
t of Social 
Care Model. 

2026 
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Trial Leave 2  
    
   
 
 
   
  
 

Trial leave 
Knockcairn  
 
Trial on 
leave to 
Cherryhill 

Ongoing 
 
 
 
 
 
 
 

Community 
placement 
currently 
being 
explored 

1  Placement 
in The 
Mews 
terminated. 
Housing 
options 
currently 
being 
pursued.  
 
Referral 
made to 
Homecare. 
 

2022/23 

Cherryhill**  
 
(one of 
these 
relates to 
the patient 
for whom 
on 
previous  
action plan 

2 Assessment 
of need for 
Cherryhill is 
currently 
being 
explored. 
 

Ongoing 
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there was 
no plan in 
place) 
New 
referral to 
resettlemen
t Medically 
fit from 1-
03-22.  
Care 
manageme
nt 
assessment 
currently 
underway 
 

1  NA Unknown 

 
The Division actively working on 4 key provisions for 
resettlement: 
 

1) Minnowburn Supported Housing 
2) Forensic Supported Housing 
3) An interim Social Care model on MAH for 

those with Social Care needs delayed on site 
4) A longer term social care model for 5 patients 

on MAH site 
 
The Division continues to progress business cases. 
The Strategic Outline Case Proforma is at an 
advanced stage of development for the provision of: 
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HSCB notes a rise 
in the numbers of 
people with LD 
being admitted to 
MH wards. 
Trust to cross 
reference across 
MH/LD and across 
Trusts. 
 
 

the previous 6 
month period 

 Trust to provide 
projections of 
number of 
discharges over 
next 6 month 
period 

 Trust to confirm 
when they will 
be receiving 
admissions 

 

 
• In the last six months there were 3 
discharges from Muckamore Abbey Hospital.  
Update 31.10.21 
• In the last 6 months there have been 3 full 
discharges – 2 from BHSCT and 1 from NHSCT. 
 
• Resettlement plans across Trusts would 
indicate the potential for 4 discharges to be 
achieved in the next six months.  
Update 31.10.21 
• There is a potential for 5 discharges to be 
achieved within the next 6 months– 1 BHSCT.  4 
NHSCT. 
 
•HSCB colleagues are aware of the proposal to 
open 3 assessment and treatment beds for learning 
disability services in NHSCT. The proposal put 
forward by BHSCT to reopen a small number of 
assessment and treatment beds in Muckamore 
Abbey Hospital remains paused due to ongoing 
staffing challenges and slippage in some 
resettlement dates. 
Up-date DSF meeting 09.12.21:  Trust confirmed 
until a number of patients are resettled, given 
current staffing issues MAH cannot accept 
admissions. Impact on region noted given MAH is 
the regional facility, particular impact on individuals 
requiring a forensic inpatient bed. Trust monitor 
requests for admission. Lorna Conn requested this 
must continue. Consideration required re regional 
admissions criteria and associated pathways, work 
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commenced in recent T&F group led by HSCB. 
Trust to forward to HSCB the  internal processes to 
manage admissions. Trust submitted two 
documents referenced above re implementation of 
Care and Treatment Reviews and a Blue Light 
Protocol to HSCB. Trust to continue to monitor 
requests for admissions. Rag rating agreed to 
remain amber. 
Update at DSF meeting 04/03/22:  
updated since the last meeting there had been two 
BHSCT admissions to MAH. Caroline enquired how 
many requests for admissions had been made to 
MAH.  agreed to submit this information to 
HSCB. The importance of this data was noted in 
terms of determining service demand. In terms of 
discharges  updated since the DSF meeting 
in December 2021 there has been 2 full discharges 
(1 NHSCT and I recent SEHSCT discharge). 
Currently 2 BHSCT on trial/article 15 leave and 2 
NHSCT recently commenced transition/trial leave).  
Although there has been some discharges 
progressed, given the ongoing issues noted re 
accessing beds and facilitating discharges, it was 
agreed that the action should be rag rated as red 
and carried forward into the next reporting period.  

 
Update 25.05.22 The Trust cannot accept 
admissions to MAH due to deteriorating staffing 
position. The Trust recognises the impact that this 
has upon regional provision of service. 
 
Activity during this reporting period: 
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action plan to 
address 
recommendations 
from the RQIA 
report 
 
 
Discussion at DSF 
meeting 25.6.21 
Trenchpark/Annada
le – Concerns 
regarding recording 
of restrictive 
practices. 
Shannon – a 
number of concerns 
in relation to 
safeguarding 

 There are however ongoing challenges due 
to staffing predominantly within the core team 
at Annadale, in terms of sickness , recruiting 
new staff and lack of band 5 cover, leaving 
some shifts short. This has also had an 
impact on facilitating training.  

 There has been successful recruitment in 
relation to band 3 staff and currently the 
service area is shortlisting for the B5 posts. 

 There was a recent inspection on the 
14/10/21 and the inspector was satisfied all 
actions from last QIP had been completed 
except the staffing levels as outlined above.  

 Update in relation to Trench as follows- 
 In relation to issues identified in RQIA 

inspection in 2020  relating to safeguarding 
and DOLS have been addressed and 
accepted by RQIA 

 
 

 Trust to 
complete action 
plan on 
recommendatio
ns from RQIA 
report regarding 
Shannon 

 

 
01/07/2
1 

MH N/A 
Up-date at DSF meeting on 09.12.21 
HSCB confirmed up-dates noted in Action Plan had 
not been received by HSCB. Trust advised these 
had been forwarded from Carol Diffin to Brendan 
Whittle. Trust forwarded Trench Park Action Plan, & 
Annadale Action Plan to HSCB on 09.12.21. Moving 
forward it was agreed Trust to forward information 
regarding MH Services to Martina McCafferty 
HSCB. Information relating to LD Services to be 
sent to Caroline McGonigle, HSCB. Up-date 
provided re Shannon. Work conducted in MAH 
rolled out in MH.  Considering deep dive into 

N/A 
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Trust to provide 
HSCB with 
assurances that its 
Adult Safeguarding 
service is working 
effectively and that 
investigations and 
related work are 
undertaken in a 
timely manner?      
 
Trust to provide an 
outline of the 
Governance 
Assurance process. 
 
Discussion at DSF 
meeting 25.6.21 
HSCB outlined 
concerns as 
outlined above.  
Trust have 
undertaken a 
review of the 
numbers of DAPO’s 
in place and are 
finalising a paper to 
request additional 
resource into LD. 
Divisional SW also 
requires additional 

investigation ensuring a robust though slower 
process.  stated she had devised a series of 
Escalation Forms and Aide Memoirs to assist in 
respect of safeguarding. Ciara Rooney facilitating 
bespoke training.  As noted in Action Plan ongoing 
work required.  and newly appointed Service 
Manager Colette Johnson intend to revisit Action 
Plan and ensure it takes cognisance of audit 
findings and any  other recommendations.  to 
send updated action plan to Caroline McGonigle in 
HSCB. 

 

Exhibit 3MAHI - STM - 277 - 434

H425

H425

H425













 
Discussion at DSF meeting 
25.6.21 
Trust are working on this, and 
have an action plan in place.  
They request an extension to 
target date to 31/08/21 

 
 
 
 
 
 
 

Peoples 
Services  
 

(particularly RVH 
and MIH). 
HSW action plan in 
place 
 
Update 2/3/22 
Approx. 2,000 
cases require 
closure with plan in 
place for weekly 
review of staff 
caseloads. Trust 
hopeful for full 
compliance by end 
March’22.  RAG 
rating to remain as 
amber in 
acknowledgement 
this may be a 
challenging target to 
achieve. 
Update at 24/05/22 
1900 non active 
cases to be closed.  
Active cases of 
1200 – this is partly 
due to the regional 
NICC, CF and HIV 
caseloads which 
are more static 
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provided an analysis of 
pathways. 
 
 

required resource, 
is being led by 
Executive Director 
of Social Work. 
 
Update 2/3/22 
Trust acknowledges 
this continues to be 
an issue. CREST 
and APGT have 
agreed care home 
reporting to come to 
key workers , not 
APGT. Work 
ongoing via Exec 
Dir of SW on 
external reporting 
with 
acknowledgement 
that universal 
agreement on 
thresholds is a key 
issue. Trust to give 
consideration to 
adoption of 
multiagency forum 
for welfare 
concerns. 
Update 24th May 
2022 
January 2021-
December 2021 - 
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SUMMARY AREAS OF CONCERN 
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Children with short breaks (LD services) – Trust have 
not met their statutory functions in relation to provision 
of short breaks.   
 
Willow lodge is continued to be paused.  Trust have 
accessed an ECR placement.   Unit child is discharged 
the Trust will be unable to effect short breaks.  Trust 
have plans in place to step up levels of support to other 
families requiring short breaks, inc.  Increase in Social 
Work support, SDS. 
 
Currently 11 children with disability on CPR as of June 
2021.  The Trust are not able to lift data from Paris and 
rely on manual lift.  The Trust advise they are satisfied 
with their threshold decisions regarding Child Protection 
within Children with Disabilities teams. 
 
 
 

schools.  The Trust advised engagement with relevant families continues; 
They have been able to step up face to face contact and provide additionally 
via Community and Voluntary partners. The Trust has also increased self-
directed support payments. 
 
Update 14.03.22 
Action plan update received 22.03.22 which outlines ongoing use of SDS, 
Article 18 payments and increased contacts with families through community 
and voluntary partners.   
 
Co-Director advised that mitigations remain in place with short breaks being 
paused.   
Two pre-action notices have been received.  One concluded without 
progression to full Judicial Review.  The second is more recent – outcome 
awaited. 
 
 Trust to provide action plan outlining how they are re-instating short 

break capacity by October 2021 
  
Updated action plan received 03.12.21.   
 
Challenges remain – Willow Lodge continues to be paused in respect of 
short-breaks.  Care planning continues in relation to the child remaining in 
Willow Lodge at present; ECR agreed. 
 
Use of Forest Lodge is being addressed in consultation with RQIA and some 
adaptations may be required.  Forest Lodge Staff are redeployed to assist 
with Trusts Covid response.  Workforce pressures for both facilities are 
acknowledged.  Staffing recruitment continues for Willow, Forest Lodge and 
Somerton Rd.   
 
Update 14.03.22 
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The Trust advised that funding for an appropriate single occupancy ECR 
placement was secured and Article 33 granted for the young person 
currently in the short breaks facility. This placement offer has since been 
rescinded due the young person’s refusal to move.  Alternatives are being 
sourced.    
 
Current situation remains challenging in relation to young person’s 
behaviours and needs being met within the home.   
 
Exploration of alternatives (Forest Lodge) to reinstate short-breaks has not 
been achieved due to workforce pressures.    Revised 3 month target has 
been outlined for moving young person to an appropriate long-term 
placement and thereafter repairs to the home and return of staff team is 
required.   
 
Revised timeframe - June 22.  
 
Action plan update received 22.03.22 
 

 Personal Advisors: 
 
109 young people did not have a personal advisor 
appointed at 31st March 2021.  This is a key role for this 
group of very vulnerable young people 
 
Trust to provide action plan outlining steps/measures 
taken to ensure all young people have a personal 
advisor (01/07/21) 
 
Discussion at DSF meeting 25.6.21 

 Trust to provide an action plan outlining how they are to reduce this 
figure (to include: staffing levels, data collection and forecasting) 

 
Action plan received and update requested by end January 22 for period to 
31.12.21. 
 
September’s data showed reduction from 109 to 63 young people with no 
PA appointed.  Unfortunately some of the Band 4 staff that were recruited 
have moved on and the figure is currently 72.   
 
The PARIS system review continues to allow for data pulls and trends to be 
overseen easily.  These have been forwarded to the HSCB monthly.   
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HSCB would request an analysis of Leaving 
Aftercare/SAI’s to identify unmet need and the impacts 
on young people. 
 
Trust are reviewing 18+ teams with a view to changing 
to16+.  They are also working with Paris to appropriately 
identify young person requiring a PA.  Trust reviewing 
case closures monthly which all assists in projecting 
numbers of young person coming into the service.   
 

The Band 4 Staff in the LAC teams to reduce pressures remain at risk to the 
Trust as unfunded posts. 
 
The 16+ young people assessed as low risk / stable with no SW are being 
managed through the Trusts duty system. 
 
Update 14.03.22 
Action plan update received 11.03.22.  Service model review paper, process 
map and action plan monitoring template received.   Unallocated cases 
figures have fluctuated across previous months in relation to PA support 
staff which correlates to workforce absences.  Recruitment to vacant posts 
continues. 
 
 Plan to outline timeframes and outline projected reduction in waiting 

list 
 
See above update.  Closures completed Nov 21 and young people 
assessed as low risk are managed via the Trusts duty system. 
 
Update 14.03.22 
Recruitment process ongoing (at short-listing stage).   Previous vacancies 
filled however, some moved to alternative posts and those filled via 
temporary staff / agency have not provided level of stability the service 
requires.  Overall significant workforce challenges remain. 
 
Vacancies and unallocated cases being reported via HSCB  monthly returns. 
 
 Trust and HSCB to undertake a review of SAI’s 

 
DoH review was completed.  Three SAI’s have been allocated to an 
independent consultant for review.  Trust plan to further review those YP 
who are known to Mental Health services and SAIs to be completed. 
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Update 14.03.22 
Two independent associates have been identified and are being trained for 
undertaking this specific role.  Triaging of priority cases for immediate 
learning has been completed. 
Governance system in place to identify SAIs in timely manner. 
 

 Unallocated cases/Named Social Worker: 
 
35 young people did not have a named social worker at 
31st March and team members via a duty system were 
undertaking their statutory visits. This impacts 
significantly on the development of a meaningful 
relationship between social worker and young person 
which is a key support for every looked after child. 
 
Unallocated cases at time of DSF meeting June 21:  
LAC - 17  
CwD – 83  
FS – 19 
Gateway – 10 
 
Total:  129 (an increase of 13 from March 21) 
 
Discussion at DSF meeting 25.6.21 
2.5 staff were brought in to LAC, current unallocated in 
LAC this is now 0. 
 
FS/Gateway – Trust have been unable to meet their 
statutory function in allocation of a SW to children.  Trust 
submit monthly returns submitted. 
 

 Action plan from the Trust to explain how they are ensuring each child 
looked after has a social worker, receives statutory visits and 
statutory reviews 

Action plan received and further updated on 26th Oct 21.   
 
Update to be forwarded for period to end Dec 21.   
The figure in Oct = 60 LAC cases with unallocated SW who are being 
managed via the Trusts duty system.   
 
The Trust reported their unallocated cases across Children’s Services Oct 
21: 
 
LAC- 60 
CwD – 173 
FS - 81 
Gateway - 60  
 
Monthly returns continue to be submitted to the HSCB in respect of 
unallocated cases and workforce pressures.  The Trust have escalated 
workforce pressures to their Trust Board and is recorded on the Trusts risk 
register.  A meeting was held in respect of current issues across Children’s 
Services (workforce, unallocated cases, placements, short-breaks, 
complexity of need etc.) with DoH and HSCB on 28.10.21. 
 
Update 14.03.22 
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Figures above are correct.  CwD, 4 SP’s allocated from 
IPT monies.  Gateway/FS, there has been an increase 
since March 2021.  Trust report these figures are 
manageable.   No actions identified for unallocated 
cases. 

See above mitigations to increase workforce capacity within LAC teams.  
LAC unallocated numbers are: 
 124 - end January.  
 86 - end February. 
 
The Trust reported significant workforce challenges with 56% absences 
across children’s disability teams and combined children’s services absence 
of 33% in February.  The Trust are noting an increase of referrals across 
Tier 2 and 3 services which compounds current difficulties.   
 
The unallocated cases are noted as follows(end January): 
 
LAC- 124  
CwD – 273 
FS - 131 
Gateway - 88 
 
The Trust outlined the governance system in place across Gateway to 
review and prioritise allocations and further action to bolster FIS teams via 
transfer of appropriate cases identified staff in family centre.  This process is 
overseen by principal practitioners. 
 
A second principal social worker post has been created to strengthen 
management structure for children with disabilities alongside the previous 4 
x B7 Senior Practitioner roles from the unallocated cases transformation 
funding. 
 
Monthly returns continue to be submitted to the HSCB in respect of 
unallocated cases and workforce pressures.   
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 Statutory Visits: 
 
72 statutory visits did not take place within the 
regulatory timescales. 
 
Discussion at DSF meeting 25.6.21 
Refer to discussion at Unallocated section 
 

 Action plan from the Trust to explain how they are ensuring each child 
looked after has a social worker, receives statutory visits and 
statutory reviews 

 
The Trust advise that both statutory visiting and statutory reviews have been 
impacted by workforce challenges. 
 
The figures for October show that 18 visits and 35 LAC reviews did not take 
place within timescales.   
 
Update 14.03.22 
The Trust report that for January 22, there were 12 statutory visits and 41 
statutory reviews that did not take place within timescale.  As per the Trusts 
business continuity plan there has been a move to a blended approach of 
face to face and virtual visiting.  LAC Reviews that have not taken place are 
re-scheduled within 4 weeks.   
 
Using the workforce appeal, an out of hours LAC team (with appropriate 
governance structure) has been established to cover some unallocated 
cases.  Colleagues across children’s teams are undertaking statutory and 
reviews.  
 
The additional LAC team that was created (funded by the Trust at risk), now 
has a Team Leader via the retire and return scheme. 
 
The Senior Management Team meet on a monthly basis to monitor 
progress, manage risks and target action where necessary.   
 

 Statutory reviews: 
 
94 statutory looked after children reviews did not take 
place within the required timescales. 

 Action plan from the Trust to explain how they are ensuring each child 
looked after has a social worker, receives statutory visits and 
statutory reviews 
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Discussion at DSF meeting 25.6.21 
Refer to discussion at Unallocated section 
 

See above. 
 
 
 

 Placement Moves for children: 
 
117 children experienced a move in placement during 
the reporting period. 
 
 
Discussion at DSF meeting 25.6.21 
Trust are managing very complex situations, including 
younger children coming into care.  Trust are increasing 
recruitment, wrap around support, edge of care 
services.  However despite this, the Trust are struggling 
to manage their looked after population and adequately 
responding to their needs.  
 
HSCB are satisfied with actions being taken by the Trust 
and therefore do not require this to be taken forward as 
a specific action.  Will be considered as part of the 
review of LAC services as outlined in ‘Unallocated/Stat 
Visits/Stat Review’ above 

 No actions required – included for information only. 
 
Currently there are 913 children in care in Belfast Trust.  The increase in 
number of LAC and in fostering breakdowns has been noted by the Trust.   
 
Additional support from utilisation of B4 staff (unfunded posts /at risk) and 
packages of support from Community and Voluntary partners has been put 
in place E.g.  additional timeout with Extern for fragile foster placements  (35 
families have been in receipt of this service/support) and there is a bid 
submitted via Covid monitoring process ref: same.   
 
Challenges remain and pressures within fostering service have been 
highlighted.  The Trust are reviewing their unallocated fostering placements 
and vacancies in the fostering team.  In addition, LAC TSS pressures also 
shared with HSCB on 08.12.21 and an escalated meeting with HSCB 
programme manager has been requested. 
 
Update 14.03.22 
Fostering team are seeking to improve capacity to complete assessments 
utilising sessional staff from  the independent sector providers and from 
internal trawls across existing children’s teams for additional hours.   
 

 Iveagh delayed discharges: 
 
Discussion at DSF meeting 25.6.21 
Operational policy requires review during 2021/22 
 

 Review and amend Operational Procedures to prevent future delayed 
discharges 

Update to be requested from Adult LD service.  Process ongoing with AD 
CwD group and Independent Review are looking at some of the ongoing 
issues.  Iveagh and Beechcroft are included in DoH regional review of 
Children’s Services.   
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This significantly impacts on the Trusts capacity to  
undertake key statutory as outlined in the programme of 
care summary for children’s services and at 2.6 and in 
actions above which remain in amber and red.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Registration with CORU for social workers 
undertaking statutory visits in ROI following UK exit 
from EU 
 

 Trust have actively engaged in regional recruitment processes and 
have made full use of staff identified through DOH work force appeal.  

 Streamlined recruitment of existing students to the Hard to Fill posts 
without interview 

 Increasing the number of senior practitioner posts in Gateway, Family 
Support, LAC, and Children with Disability Teams 

 Additional Psychological support from a band 8b psychologist 
 Promotion of flexible working approaches 
 Occupational Health pilot to support staff who are out on sick leave 

due to stress and mental health or who have identified to be suffering 
from stress 

 Trust Workforce Steering Group established and 4 Task and Finish 
groups progressing with actions plans to address making social work 
in BHSCT attractive, working conditions, support for staff, and 
ensuring sufficient capacity.  

 Band 7 SW Recruitment and Retention Coordinator appointed and 
has been focused on learning from Exit Interviews for staff leaving 
over the last year to be carried out to support retention and 
recruitment to Hard to Fill posts initiatives.  
 

 15 sw have been identified to register with CORU from across Family 
support/LAC / Fostering and Children with Disability Services. 

 Above grp of SW have been supported to understand and engage in 
registration process which is multi-faceted and protracted.  

 DLS have been engaged to provide endorsement of documentation 
and to witness a Statutory Declaration/Oath of Fact. 

 6 staff at stage of paying fees for both the Recognition and 
Registration applications.  Trust arrangements in place to pay fees. 

 The Trust are advised that the Recognition of the Social Worker’s 
Qualifications can take at least 4 months. The applicant’s request for 
registration is then processed and this can take a further two months. 
This is a minimum time scale as the assessment of applications are 
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working group led by senior management and the collective 
leadership team. 

 
 MCA compliance 

The BHSCT have established a central MCA service 
providing monitoring and assurances on community 
activity. 
Full compliance achieved with Legacy cases and all 
Extension and Review Tribunal work. 
  
Short-term Detention Authorisation referral rates are low 
and there are concerns that the Trust is not fulfilling 
legislative requirements in relation to patients deprived 
of their liberty in hospitals. 

 Development of a central service has positively impacted on MCA 
implementation and compliance and permanent recruitment to this 
service is underway. 

  Referral arrangements in BHSCT have been simplified to a one-page 
referral on PJS, with the MCA Service completing the DoLS.  

 Short-term Detention awareness sessions have been arranged 
throughout June with nursing and medical staff on hospital sites.  

 Further awareness sessions will be scheduled throughout July and 
August. 

 The matter has been escalated to the Medical Co-Director for action 
and direction across hospital sites.  

 Funding has been secured for a Consultant Psychiatrist to drive this 
work on hospital sites and recruitment processes have commenced.  

 A regional workshop has been arranged for 21st June with the 
Department of Health to address the low rate of referrals. Trust Acute 
medical rep will attend alongside MCA staff 

 Autism Waiting List 
 At end of reporting period waiting list figure is 2280 is 
longest wait is 1707 days. This is reported monthly to 
SPPG 
 
 
 
 
 
 

There continues to be issues with demand for Autism services being 
greater than resource capacity and an action plan has been 
submitted  to SPPG in August 2021 which focuses on 2 areas: 
 

 Getting back to core funded capacity after COVID19 restrictions and 
staff movement. 

 Increasing capacity beyond current funding resource. 
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appropriate. Trust to continue to monitor issue. Service users reviewed at 
least monthly. Rag rating agreed to remain amber. 
Update at DSF Meeting 04/03/22:  updated that the Trust 
continue to work with service providers, families, C&V groups in an attempt 
to resolve this issue. Given the impact of the COVID pandemic, reduction in 
short breaks and Day Centre attendance, demand for domiciliary care 
appears to be outstripping supply. However, despite remaining solution 
focused the situation has exacerbated. Currently 21 service users with a 
Learning Disability require a domiciliary care package. Service users 
continue to be reviewed monthly and unmet need continues to be flagged 
through appropriate channels.  noted that currently there were severe 
staffing issues in Community Learning Disability Teams. This issue is on the 
Trust Risk Register, 4 Team Leaders and 8A staff have left. In MAH two 
Social Workers also due to retire. Impact on ability to maintain service noted, 
business continuity plans require consideration. On a positive note a Service 
Manager has been in post this past three weeks and Team Leader posts 
have been filled via expression of interest, due to commence post April 
2022. It was agreed given the significant increase in service users requiring 
a domiciliary care package and the staffing issues raised the action is to be 
rated red and carried forward into the next reporting period. Trust to provide 
HSCB with regular update on staffing and domiciliary care service provision 
via LDAD Forum.  

 Potential failure to provide people deprived of their 
liberty with adequate legal safeguards 
Compliance date set at December 2021. 
 
 

 Trust to provide monthly update on compliance at each interface 
meeting with HSCB 

Updates provided through Mary O’Brien in MH via the interface meetings 
with HSCB. 
 
Up-date at DSF meeting 09.12.21  
HSCB contacted Trust yesterday to confirm level of MCA funding available. 
Trust had requested additional funding and consider available funding will 
impact on activity levels from 1st April 22. Lorna Conn noted HSCB could 
move to funding allocation re original funding figures pending response at 
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Senior Level in Trust. Trust to provide response to HSCB. Rag rating agreed 
to remain as amber. 
 
Update 25.05.22  MCA activity reported in Mental Health Section of this 
action plan as the MCA central team sits within the Management 
structure of Mental Health Services of BHSCT. LD compliant with all 
MCA requirements  
 

 Accommodation needs for those being discharged 
from Muckamore Abbey Hospital  
 
 Trust to provide Resettlement Plan 

 
Discussion at DSF meeting 25.6.21 
Trust confirm they have a resettlement plan in place for 
15 service user, there is 1 service user without a plan.  
Monthly meetings with the HSCB where updates are 
given.  The Trust currently do not have a timeframe for 
the 1 service user without a plan. 
 

 
• Information on the number of requests for admission made to 

Muckamore Abbey Hospital in the period 1 April 2020 to 31 May 2021 
has been provided. In summary, there were 8 requests made by 
WHSCT, NHSCT and SEHSCT. No requests were made by BHSCT 
community teams. 

Update as of 31.10.21 
• There have been no  requests from other Trusts over the past 6 

months.  There have been 2 BHSCT admissions to MAH- 1 in Sept and 1 
in Oct 
 

• The Trust would recommend the regional implementation of Care and 
Treatment Reviews and a Blue Light Protocol which has been 
implemented by NHS England as a key part of its approach to early 
intervention and reducing inappropriate admissions. Two documents 
from NHS England are enclosed. 

 
• In the last six months there were 3 discharges from Muckamore Abbey 

Hospital.  
Update 31.10.21 
• In the last 6 months there have been 3 full discharges – 2 from BHSCT 

and 1 from NHSCT. 
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• Resettlement plans across Trusts would indicate the potential for 4 
discharges to be achieved in the next six months.  

Update 31.10.21 
• There is a potential for 5 discharges to be achieved within the next 6 

months– 1 BHSCT.  4 NHSCT. 
 

• HSCB colleagues are aware of the proposal to open 3 assessment and 
treatment beds for learning disability services in NHSCT. The proposal 
put forward by BHSCT to reopen a small number of assessment and 
treatment beds in Muckamore Abbey Hospital remains paused due to 
ongoing staffing challenges and slippage in some resettlement dates. 

Up-date DSF meeting 09.12.21:  Trust confirmed until a number of patients 
are resettled, given current staffing issues MAH cannot accept admissions. 
Impact on region noted given MAH is the regional facility, particular impact 
on individuals requiring a forensic inpatient bed. Trust monitor requests for 
admission. Lorna Conn requested this must continue. Consideration 
required re regional admissions criteria and associated pathways, work 
commenced in recent T&F group led by HSCB. Trust to forward to HSCB 
the  internal processes to manage admissions. Trust submitted two 
documents referenced above re implementation of Care and Treatment 
Reviews and a Blue Light Protocol to HSCB. Trust to continue to monitor 
requests for admissions. Rag rating agreed to remain amber. 
Update at DSF meeting 04/03/22:  updated since the last 
meeting there had been two BHSCT admissions to MAH. Caroline enquired 
how many requests for admissions had been made to MAH.  agreed 
to submit this information to HSCB. The importance of this data was noted in 
terms of determining service demand. In terms of discharges  
updated since the DSF meeting in December 2021 there has been 2 full 
discharges (1 NHSCT and I recent SEHSCT discharge). Currently 2 BHSCT 
on trial/article 15 leave and 2 NHSCT recently commenced transition/trial 
leave).  Although there has been some discharges progressed, given the 
ongoing issues noted re accessing beds and facilitating discharges, it was 
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service 
development. 

Forensic 
business 
case 
  
 

2   
 
 

Unable to 
submit full 
business 
case until 
land/property 
identified. 
Three site 
viewings 
have 
occurred 
Outcome 
meeting 
scheduled. 

2024/25  

Onsite 
proposal 

1    
       
 
 

New service 
development 
of Social 
Care Model. 

2026 

Trial Leave 2  
    
   
 
 
   
  
 

Trial leave 
Knockcairn  
 
Trial on leave 
to Cherryhill 

Ongoing 
 
 
 
 
 
 
 

Community 
placement 
currently 
being 
explored 

1  Placement in 
The Mews 
terminated. 
Housing 
options 

2022/23 
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currently 
being 
pursued.  
 
Referral 
made to 
Homecare. 
 

Cherryhill**  
 
(one of 
these 
relates to 
the patient 
for whom 
on previous 
action plan 
there was 
no plan in 
place) 

2 Assessment 
of need for 
Cherryhill is 
currently 
being 
explored. 
 

Ongoing 

New referral 
to 
resettlement 
Medically fit 
from 1-03-
22.  Care 
management 
assessment 
currently 
underway 
 

1  NA Unknown 
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The Division actively working on 4 key provisions for resettlement: 
 

5) Minnowburn Supported Housing 
6) Forensic Supported Housing 
7) An interim Social Care model on MAH for those with Social Care needs 

delayed on site 
8) A longer term social care model for 5 patients on MAH site 

 
The Division continues to progress business cases. The Strategic Outline 
Case Proforma is at an advanced stage of development for the provision of: 
 

c) A supported housing scheme on the Minnowburn site for Belfast Trust 
patients 

d) A supported housing scheme at Kesh Road, Maze Lisburn for patients 
with a Learning Disability with forensic needs 

 
The Trust aim to submit a full Business Case by end of June 2022.   SPPG 
rec’d Resettlement proposals paper (inc details of 5 discharges by July 22 
and further 11 by Jan 23 plus short term social care model for those delayed 
on site & longer term social care model for 5 people who meet criteria to 
remain. Forensic Pt to remain until Treatment unit available. 

 MAH admissions: 
 
The Service Area continues to struggle to make 
admission beds available as required most significantly 
including detained admissions. There have been no 
admissions in the last financial year.  
 
 
Discussion at DSF meeting 25.6.21 
HSCB notes a rise in the numbers of people with LD 
being admitted to MH wards. 

HSCB require the Trust to provide a plan outlining the following: 
 Provide detail regarding the numbers of requests for admission 
 Outline their process for admission for HSCB consideration 

(Regionally) 
 Trust to identify the number of discharges over the previous 6 month 

period 
 Trust to provide projections of number of discharges over next 6 

month period 
 Trust to confirm when they will be receiving admissions 
 Information on the number of requests for admission made to 

Muckamore Abbey Hospital in the period 1 April 2020 to 31 May 2021 
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Trust to cross reference across MH/LD and across 
Trusts. 
 

has been provided. In summary, there were 8 requests made by 
WHSCT, NHSCT and SEHSCT. No requests were made by BHSCT 
community teams. 

Update as of 31.10.21 
 There have been no requests from other Trusts over the past 6 

months.  There have been 2 BHSCT admissions to MAH- 1 in Sept 
and 1 in Oct 

 
 The Trust would recommend the regional implementation of Care and 

Treatment Reviews and a Blue Light Protocol which has been 
implemented by NHS England as a key part of its approach to early 
intervention and reducing inappropriate admissions. Two documents 
from NHS England are enclosed. 

 
 In the last six months there were 3 discharges from Muckamore 

Abbey Hospital.  
Update 31.10.21 

 In the last 6 months there have been 3 full discharges – 2 from 
BHSCT and 1 from NHSCT. 

 
 Resettlement plans across Trusts would indicate the potential for 4 

discharges to be achieved in the next six months.  
Update 31.10.21 

 There is a potential for 5 discharges to be achieved within the next 6 
months– 1 BHSCT.  4 NHSCT. 

 
 HSCB colleagues are aware of the proposal to open 3 assessment 

and treatment beds for learning disability services in NHSCT. The 
proposal put forward by BHSCT to reopen a small number of 
assessment and treatment beds in Muckamore Abbey Hospital remains 
paused due to ongoing staffing challenges and slippage in some 
resettlement dates. 
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Up-date DSF meeting 09.12.21:  Trust confirmed until a number of patients 
are resettled, given current staffing issues MAH cannot accept admissions. 
Impact on region noted given MAH is the regional facility, particular impact 
on individuals requiring a forensic inpatient bed. Trust monitor requests for 
admission. Lorna Conn requested this must continue. Consideration 
required re regional admissions criteria and associated pathways, work 
commenced in recent T&F group led by HSCB. Trust to forward to HSCB 
the internal processes to manage admissions. Trust submitted two 
documents referenced above re implementation of Care and Treatment 
Reviews and a Blue Light Protocol to HSCB. Trust to continue to monitor 
requests for admissions. Rag rating agreed to remain amber. 
 
Update at DSF meeting 04/03/22:  updated since the last 
meeting there had been two BHSCT admissions to MAH. Caroline enquired 
how many requests for admissions had been made to MAH.  agreed 
to submit this information to HSCB. The importance of this data was noted in 
terms of determining service demand. In terms of discharges  
updated since the DSF meeting in December 2021 there has been 2 full 
discharges (1 NHSCT and I recent SEHSCT discharge). Currently 2 BHSCT 
on trial/article 15 leave and 2 NHSCT recently commenced transition/trial 
leave).  Although there has been some discharges progressed, given the 
ongoing issues noted re accessing beds and facilitating discharges, it was 
agreed that the action should be rag rated as red and carried forward into 
the next reporting period.  
 
Update 24.05.22 The Trust cannot accept admissions to MAH due to 
deteriorating staffing position. The Trust recognises the impact that this has 
upon regional provision of service. 
 
Activity during this reporting period: 
- 5 requests for admission 
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- 3 of these resulted in an admission to MAH 
- 4 discharges and 2 home on trial 
- Plans for 5 discharges in  July 2022 & 11 by January 2023 
 
Work in relation to regional admissions criteria and associated pathways 
commenced through a T&F group led by HSCB. Trust submitted two 
documents referenced above re implementation of Care & Treatment 
Reviews & a Blue Light Protocol to HSCB. Trust to continue to monitor 
requests for admissions 
 

 Learning Disability Adult Safeguarding Workforce 
Pressures: 
 
Trust outlines a range of issues regarding low numbers 
of DAPOs/ I/Os; diversion of ASG resource to MAH with 
corresponding gaps in community; business support and 
admin vacancies exacerbating pressures on staff; staff 
under pressure with demand outstripping ASG capacity. 
 
Trust to provide HSCB with assurances that its Adult 
Safeguarding service is working effectively and that 
investigations and related work are undertaken in a 
timely manner?      
 
Trust to provide an outline of the Governance 
Assurance process. 
 
Discussion at DSF meeting 25.6.21 
HSCB outlined concerns as outlined above.  Trust have 
undertaken a review of the numbers of DAPO’s in place 
and are finalising a paper to request additional resource 
into LD. 

 Trust to undertake an internal review of the effectiveness of 
safeguarding services and report back to HSCB 
 

 During July the DOH completed an audit into ASG in MAH and this 
was followed by an RQIA inspection into MAH in July/August.   

 Unfortunately the completion of this audit has been delayed due to 
staff having to focus on these other two processes and also due to 
challenges with staffing levels. As we are also still awaiting the 
completion of the RQIA inspection report the EDSW, Carol Diffin has 
requested an extension until the end of November for the Trust to 
complete this. This will also allow us to take account of the findings of 
the other two pieces of work that have been carried out by DOH and 
RQIA. 

Up-date at DSF meeting 09.12.21: Trust to forward audit findings to HSCB. 
IPT for LD Principal Practitioner to provide professional support to Divisional 
Social Worker. 
 Update at DSF meeting 04/03/22: Caroline McGonigle thanked 

 for forwarding the Action Plan to HSCB.  
updated that given the inquiry, thresholds for safeguarding in MAH 
meant all staff incidents reported in respect of service users were 
considered under safeguarding. CCTV footage is viewed in any 
safeguarding investigation ensuring a robust though slower process. 
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 Business Support to Community Teams is being developed 
 All agency staff, workforce appeal, staff returning from retirement has 

been utilised with overtime offered to community staff 
 Listening exercises have been carried out with staff to understand 

challenges and offer support 
 Analysis of Exit Interviews for staff leaving over the last year to be 

carried out to support retention 
 Discrete HR person has been appointed to support the Division to 

expedite recruitment processes 
 Social Work Forums have been upturned to offer support and 

development to Social Work staff  
 Group supervision model has been utilised 
 Induction planning for new staff is underway 
 Challenges are recorded on Divisional Risk Register 

 
 Provision of Daycare 

2021/2022 has been a particularly challenging year for 
the delivery of Day Care and Day Opportunities within 
Learning Disability, as it continues to comply with IPC 
Covid Guidance. 
 

 During this period the Day Centres have continued to offer services to 
all service users who live at home with family members, those in 
Supported Living, and those who live alone or with minimum support  

 Whilst service users are not all attending at pre-pandemic levels, the 
service area is working towards re-instating the number of days that 
each individual previously had, as IPC guidance is eased. 

 Many service users and their families have opted for Direct Payments 
in lieu of the days they are not attending their Centre. 

 In November 2021 all Centres conducted environmental 
reassessments which led to group rooms being designated as “clinical 
areas” by IPC which means that staff can be considered as 
supernumerary when in full PPE. This created a small increase in 
capacity within certain rooms.  

 Additional Day Opportunities have and will continue to be offered 
specifically for those living at home who are not able to access the Day 
Centre they previously attended. 
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Steps Trust are taking: Increase capacity within 
Homecare service 
Weekly review of unmet need 
Structural changes, modernisation of homecare.  New 
model proposal is almost near completion.  Increasing 
Band 3 staff to increase capacity. 
 

 
 Trust to share outcome of review to utilise/increase use of direct 

payment 
 

 Annual reviews 
 
Trust report approx. 5,500 face to face reviews require 
completion.  The service areas have significant non-
compliance in relation to statutory annual reviews for 
both care home and domiciliary settings. 
 
Discussion at DSF meeting 25.6.21 
Trust report they are going to be compliant by 
December 2021.  HSCB expressed concern as to the 
Trust’s ability to meet this timeline. 
 

 Trust to provide outline of timeframe to ensure compliance – updated 
on a monthly basis 

There is acknowledgment that within OP services, there remains a very 
significant risk of non- compliance by March 22. CREST & CSW action plans 
in place with set target number of monthly reviews. 
All cases are rag rated and prioritised in line with level of risk. 
Workforce review submitted to Senior Management. 
 
Update 2/3/22 
Acknowledgement of non-compliance by March ’22. CSW projected 51% 
compliance & CREST projected 57% compliance by Mar’22. Impact of C-19 
acknowledged. CSW and CREST action plans in place with set targets for 
number of completed reviews by practitioner. Successful period of 
recruitment into CREST bringing potentially 7 additional staff by June’22(5 
additional already in place). Staffing review planned for CSW to include 
caseload weighting & skill mix. 
 

 Historical Case Closures in Hospital Social Work 
 
Data indicates 3,824 cases not closed.  Target date for 
closure of 1st August 2021 
 

 Trust to provide update  
Discussion at DSF meeting 6.10.21 
Outstanding Case Closures now at 2680 as of 20/9/21.Target set of a 
minimum of 900 per month to achieve full compliance by 30 November 
2021. Staffing has stabilised (particularly RVH and MIH). 
HSW action plan in place 
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This presents a significant risk to Trust assurance 
processes and delays in recording and closures can 
impact on timely information sharing. 
 
Discussion at DSF meeting 25.6.21 
Trust are working on this, and have an action plan in 
place.  They request an extension to target date to 
31/08/21 

Update 2/3/22 
Approx. 2,000 cases require closure with plan in place for weekly review of 
staff caseloads. Trust hopeful for full compliance by end March’22.  RAG 
rating to remain as amber in acknowledgement this may be a challenging 
target to achieve. 

 Inappropriate Referrals to Adult Protection Gateway 
Team (APGT) 
 
242 of the 1121 referrals (21%) made to APGT (Older 
People and Physical Disability services) are screened 
out as inappropriate with no category of abuse noted. 
Given the resource implications of this, can the Trust 
provide information on actions taken to improve the 
referral pathway and related data? 
 
Discussion at DSF meeting 25.6.21 
Action Plan in place, which addresses pathways and 
development of central team.  Important to identify if 
there high levels of inappropriate referrals which should 
be signposted to other areas, in order to increase 
capacity to Gateway service. 
 
An additional resource has been brought in which has 
provided an analysis of pathways. 

 Trust to provide analysis report on data and activity levels. 
Discussion at DSF meeting 6.10.21 
Analysis report indicates that for 2020/21 45% of referrals were screened 
out as inappropriate for APGT. These referrals were largely welfare 
concerns with PSNI being the main referral agent. Analysis revealed there is 
significant misunderstanding across the Trust and beyond as to the role and 
remit of the APGT. 
Training is ongoing within the Trust and to Care Homes (AS Champions 
training). 
Review of arrangements for the management of Adult Protection referrals 
and required resource, is being led by Executive Director of Social Work. 
 
Update 2/3/22 
Trust acknowledges this continues to be an issue. CREST and APGT have 
agreed care home reporting to come to key workers, not APGT. Work 
ongoing via Exec Dir of SW on external reporting with acknowledgement 
that universal agreement on thresholds is a key issue. Trust to give 
consideration to adoption of multiagency forum for welfare concerns. 
 
Update 24th May 2022 
January 2021-December 2021 - 630 screened out cases. 
Breakdown by POCProgramme of  
F&CC – 18 
LD – 36 
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 8 Care Home Reviews outstanding (1 from 
previous reporting period) 

 98 Domiciliary Reviews outstanding(12 from 
previous reporting period) 

 
Due to the extended period of standing down of non-
essential statutory reviews during the pandemic, 106 
annual reviews (7.2% of PSD caseload) are outstanding 
at the end of this reporting period. 
 
There has also been a sharp increase in referrals for the 
last reporting period, an increase of 706 which is having 
an impact on caseloads and reviews being held in a 
timely manner. 
 

 Senior managers will support practitioners managing their caseloads, 
triaging cases on a needs and risk basis and will continue to use the 
risk stratification to prioritise those service users most in need.  

 
There has been positive work by the service over the past 12 months to 
address the outstanding reviews from 20/21 (283 outstanding March 21) and 
return to statutory function compliance. It is anticipated to have compliance 
for the next reporting period. 
  
Update 24th May 2022 
The reviews outstanding from previous reporting period were not identified 
at march and a plan is in place to complete by end of July 2022.  This should 
remain at amber (reason for error staff absence and new service manager) 

 Day Centre Attendance 
 
Since the re-opening of day centres from a period of full 
closure during the pandemic, the IPC 2 metre guidance 
for social distancing has meant the day centres have 
been unable to return to pre-pandemic attendances and 
remains at approximately 47%.3 of the previous daily 
activity. The reduced service delivery has an impact on 
service users, carers, families and their wellbeing. 
 

The service and wider Trust are engaged in the remobilisation pathway aimed 
at increasing the daily number of service users who can attend a Day Centre. 
This includes working with key stakeholders to review and complete risk 
assessments, use of PPE, vaccination status of staff and service users, 
regular testing and 4th booster vaccinations for those who are eligible. The 
planning is with a view to increase attendance, in line with regional and Trust 
Covid 19 restrictions.  This should remain at red.  
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DATA RETURN 1 – PoC / Directorate Adult Mental Health and CAMHS 
______________________________ 
 
 

 1 GENERAL PROVISIONS 
 
Note: Total excludes psychatric inpatients which are reported in 
the General Provisions Hospital Section. 

 

 

Report only includes social workers working in designated 
social work posts ie those in no designated or generic roles 
are not included in the DSF numbers. 
 

<65 65+ 

1.1 

How many adults were referred for assessment of social work 
or social care need during the period? 
 
Note: there are 2 assessment centres in Belfast North & West 
and South & East. South and East Assessment centre figures 
have reduced siginificantly in the last year by 482 referrals. 
This may be attributed to the pandemic in relation to the ability 
of GP’s to make referrals to the centres and those able to 
attend due to lock down restrictions and limit on face to face 
assessments taking place.  
 

4170 
  

1.2 

Of those reported at 1.1 how many adults commenced receipt 
of social work or social care services during the period? 
 
See 1.1 for narrative. 
 

2701   

1.3 
How many adults are in receipt of social work or social care 
services at 31st March? 
 

1416  

1.3a 

How many adults are in receipt of social work support only at 
31st March (not reported at 1.4)? 
 
See 1.1 for narrative. 

1364  

1.4 

How many care packages are in place on 31st March in the 
following categories:   
 

  

i. Residential Home Care 74  
ii. Nursing Home Care 142  
iii. Domiciliary Care Managed 218  
iv. Domiciliary Non Care Managed 0  
v. Supported Living 184  
vi. Permanent Adult Family Placement 0  
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DATA RETURN 1 – Hospital AMHIC, Shannon Clinic and 
Beechcroft______________________________ 
 
 

1   GENERAL PROVISIONS - HOSPITAL 
 

  <18 18-65 65+ 

1.1 

How many adults or children were referred to 
Hospital Social Workers for assessment during 
the period? 
 

 
78 441  

1.2 
Of those reported at 1.1 how many assessments 
of need were undertaken during the period?  
 

77 227  

1.3 
How many adults or children are on Hospital 
Social Workers caseloads at 31st March? 
 

20 82  

 
Age is at date of referral for 1.1 and 1.2 
Age at 31st March for 1.3 
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DATA RETURN 1 – Acute Hospital (general setting) _____ 
 
Not applicable_____________ 
 
 
 

1   GENERAL PROVISIONS – ACUTE HOSPITAL (GENERAL SETTING) 
 

  <18 18-65 65+ 

1.1 

How many adults or children were referred to 
Hospital Social Workers for assessment during 
the period? 
 

 
   

1.2 

Of those reported at 1.1 how many assessments 
of need were undertaken during the period?  
(assessment is to include screening). 
  
Please note it is expected that the response 
for sections 1.1 & 1.2 will be the same 
 

   

1.3 
How many adults or children are on Hospital 
Social Workers caseloads at 31st March? 
 

   

 
 
Age is at date of referral for 1.1 and 1.2 
Age at 31st March for 1.3 
 
  

Exhibit 3
MAHI - STM - 277 - 485



DATA RETURN 2 – PoC / Directorate Adult Mental Health and CAMHS 
______________________________ 
 
 

2   CHRONICALLY SICK AND DISABLED PERSONS  
(NI) ACT 1978; 

  <65 65+ 

2.1 

Details of patients less than 65 in hospital for long term 
(>3months) care who are being treated in hospital ward for 
over 65  
Note: this figure has been reported as the number of patients 
of the 31st March. 

 

2 X 

    
2.2 Number of adults known to the Programme of Care who are:   
 Blind 1  
 Partially sighted 9  
    
2.3 Number of adults known to the Programme of Care who are:   
 Deaf with speech 14  
 Deaf without speech 14  
 Hard of hearing 27  
    
2.4 Number of adults known to the Programme of Care who are:   
 Deaf Blind 0  
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DATA RETURN 3 – PoC / Directorate Adult Mental Health and CAMHS 
______________________________ 
 
 

3   DISABLED PERSONS (NI) ACT 1989 
Note: ‘disabled people’ includes individuals with physical disability, sensory 

impairment, learning disability  
3.1 Number of referrals to Physical/Learning/Sensory Disability during the 

reporting period.  
29 

 Number of Disabled people known as at 31st March. 38 

3.2 Number of assessments of need carried out during period end 31st 
March. 

43 

3.3 Number of assessments undertaken of disabled children ceasing full 
time education. 
 

    N/A 
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DATA RETURN 4 – PoC / Directorate Adult Mental Health and CAMHS 
______________________________ 
 
 
 

4   HEALTH AND PERSONAL SOCIAL SERVICES  
(NI) ORDER 1972; 

 
Article15, Article 36 [as amended by Registered Homes (NI) Order 1992] 

 
 

4.1 

Number of Article 15 (HPSS Order) Payments  
 
Note: this is the number of transactions (221 manually counted) that 

are recorded against the financial code for Article 15 payments 
within Mental Health Services budgets.  There could be more 
than one payment per transaction but this information is not 
collated. 

 

221  

 Total expenditure for the above payments £12,455 

4.2  
Number of TRUST FUNDED people in residential care 
 
Note: 1 person is self funding which is excluded. 

74 

4.3 
Number of TRUST FUNDED people in nursing care 
 
Note: 3 persons are self funded which is excluded. 

142 

4.4 How many of those at 4.3 received only the £100 nursing care 
allowance? 9 
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DATA RETURN 5 – PoC / Directorate Adult Mental Health and CAMHS 
______________________________ 
 
 
 

5  CARERS AND DIRECT PAYMENTS ACT 2002 
 

  16-17 18-64 65
+ 

5.1 

Number of adult carers offered individual carers 
assessments during the period  
 
Note: There was an increase in the number of carers 
assessments offered from the last period of 486. 
 

135 1490  

5.2 

Number of adult individual carers assessments 
completed during the period  
 
Note: There was a reduction in the number of 
assessments completed during the period by 49. 
 

89 516  

5.2a 

Number of adult individual carers assessments 
declined during the period  and the reasons why  
 
Note: There was an increase in the number of carer 
assessments that were declined (by 535 from the last 
reporting period) 
 

45 779  

5.3 

Of the total at 5.2 in how many of the assessments 
were the carers, caring for disabled children? 
 
Collated by childrens disability team. 

NA 3  

5.4 

Number of adult carers receiving a service @ 31st 
March 
 
Note: the service have not been collating carer stats in 
relation to grants issued within the CAMHS 
programme. This will be addressed in the forth coming 
period. 
 
Note: Improved collation of DSF figures each month 
has resulted in increase from last period of 337 in 18-
65yr group. 
 
In addition to one off Carers Grants, the following 
Carer supports are also noted. 
Therapies: 208 carers received a total of 457 hours of 
therapeutic support; 

Not 
collated 

by 
service at 
present 

342  
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Carer Support Service Activity Programme: 173 carers 
took part in a range of online activities receiving a total 
of 495 hours of support; 
CAUSE Carer short Breaks: 741 carer attendances for 
support groups and overnight breaks providing 4648 
hours of support. 
 
PRAXIS Carer short Breaks: 203 carer attendances 
for carer events and overnight breaks providing 2675 
hours of support. 

 

5.5 

Number of young carers offered individual carers 
assessments during the period.  
 
Note:  
In addition, in the period Action for children reported 
that there were:-  
5 referrals from Adult Services- Mental Health (4 
inappropriate referrals; 1 declined service);  
3 referrals from CAMHS (1 inappropriate referral; 1 
declined service; 1 reached 18 years of age); 
3 referrals from CAMHS on waiting list. 
 

17 CAMHS 
9 Mental Health 

5.6 
Number of young carers assessments completed 
during the period  
 

17 CAMHS 
9 Mental Health 

5.7 

Number of young carers receiving a service @ 31st 
March  
Note: includes service from Action From Children 
which is commissioned by the Trust. 
 

20 CAMHS 
3 Mental Health 

 

5.8 

(a)  Number of requests for direct payments during the 
period 1st April – 31st March 
Note: collation systems regarding number of 
requests are based on manual count and are not 
systemically collated by governance departments 
at present. 
 
 
b) Number of new approvals for direct payments 
during the period 1st April – 31st March  
 
 
Self-directed support approvals 
 
 
 

 
 

5  
 

 
 
 
 
 

12 
 
 

49 
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(c) Number of adults receiving direct payments @ 31st 
March 
 
Self directed support 
 

 
33 
 

226 plus one carer 
=227 

5.9 Number of children receiving direct payments @ 31st 
March 

Collated within 
children’s disability 

team 
5.9.a Of those at 5.8 how many of these payments are in 

respect of another person? 
NA 

5.10 Number of carers receiving  direct payments @ 31st 
March  

1 

5.11 Number of one off Carers Grants made in-year. 
 

763 

Note: sections 5.8, 5.9 and 5.10 are to be reported as mutually exclusive. 
Commentary 
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DATA RETURN 6 – PoC / Directorate Adult Mental Health and CAMHS 
______________________________ 
 
 

 
6 SAFEGUARDING ADULTS 

 
 

6.1 

Number of adult protection referrals within the period                     
 
 
 

101 
 
HSCB to 
collect 
from PMSI 

6.2 

Number of adult protection referrals within the period broken down 
by the following categories of abuse: 
 

(a) Financial                                    5 
(b) Institutional                                0 
(c) Neglect                                      0 
(d) Physical                                    60 
(e) Psychological/ Emotional         10 
(f) Sexual                                      26 
(g) Exploitation                               0 

 

HSCB to 
collect 
from PMSI 

6.3 

Number of investigations commenced within the period 
Safeguarding investigations – 475 
Protection investigations      – 101 
                                  Total      576 
 
 
 

576 
HSCB to 
collect 
from PMSI 

6.4 

Number of  cases closed to adults in need of protection within the 
period 
 
 

76 
 
Trust  
return 

6.5 
Number of protection plans commenced within the period 
 
 

532 
 
HSCB to 
collect 
from PMSI 

6.6 
Number of care and protection plans in place on 31st March 
 
 

Not 
required  
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PLEASE ENSURE A SEPARATE RETURN IS COMPLETED FOR EACH PROGRAMME 
 

DATA RETURN 9 – PoC / Directorate Adult Mental Health and CAMHS  
 
Note: The Trust ASW service is Trust wide and is managed by the Adult Mental 
Health Division. Therefore figures below are for the whole service broken 
down by the category of care that the service user belongs to. 
 

9  The Mental Health (NI) Order 1986 
 

Article 4 (4) (b) Article 5 (1) Article 5 (6) Article 18(5) Article 18(6) Article 115 
 

Admission for Assessment Process Article 4 and 5 TRUST 
ASW 

RESWS 
ASW 

9.1 Total Number of Assessments made by ASWs 
under the MHO 
 
MH 251 
LD 16 
OPS 37 
CAMHS 7 
TOTAL 311 

 

See table 
for 
programme 
breakdown 

 

9.1.a Of these how many resulted in an application being 
made by an ASW under (Article 5.1b) 
 
MH 200 
LD 9 
OPS 20 
CAMHS 6 
TOTAL 235 

 
 

See table  

9.1.b How many assessments required the input of a 
second ASW (Article 5.4a) 

0  

9.1.c Number of applications made by the nearest 
relative (Article 5.1.a) 

0 

9.1.d Can the Trust provide assurance that they are 
meeting their duties under Article 117.1 to take all 
practical steps to inform the nearest relative at least 
7 days prior to discharge. 
YES  
This is undertaken by the ward MDT (for those 
within BHSCT). 
If no, please explain 
 
 

 

 
Use of Doctors Holding Powers (Article 7) 
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9.2 How many times did a hospital doctor use holding powers? 
 
MH 94 
LD 1 
OPS 10 
CAMHS 5 
TOTAL 110 

 

See 
table 

9.2a Of these, how many resulted in an application being made? 
MH 76 
LD 1 
OPS 6 
CAMHS 5 
TOTAL 88 

 

See 
table 

 
ASW Applicant reports 
9.3 Number of ASW applicant reports completed 311 
9.3.a Confirm if these reports were completed within 5 working 

days 
NO 
If no, please explain 

3 reports were not completed within the 5 
working days due to – 1 report late due to covid 
sickness absence and 2 reports late due to 
impact of workload. 

3 reports not 
completed 
within timescale 

 
Social Circumstances Reports (Article 5.6) 
9.4 Total number of Social Circumstances reports completed. 

This should equate to number given at 9.1c.  If it does not please provide an 
explanation. 

 
 

0 

9.4.a Confirm if these reports were completed within 14 days? 
YES / NO 
If no, please explain 
 

NA 

 
 
 

Mental Health Review Tribunal 
9.5 Number of applications to MHRT in relation to detained 

patients  
82 Mental 
Health  

7 CAMHS 

 
Guardianships (Article 18) 
9.6 Number of Guardianships in place in Trust at period end 6 
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9.6.a New applications for Guardianship during period (Article 19(1)) 

 
1 

9.6.b How many of these were transfers from detention (Article 28 (5) (b)) 
 

1 

9.6.c How many were Guardianship Orders made by Court (Article 44) 
 

0 

9.6.d Number of new Guardianships accepted during the period  
(Article 22 (1)) 

2 

9.6.e Number of Guardianships renewed during the reporting period 
(Article 23) 

6 

9.6.f Number of Guardianships accepted by a nominated other person 
 

0 

9.6.g Number of MHR hearings in respect of people in Guardianship  
(provide total number) 

 
 
 

6 

9.6.h Total number of Discharges from Guardianship during the reporting 
period (Article 24) 
 
Discharges as a result of an agreed multi-
disciplinary care plan 

 

Lapsed  
Discharged by MHRT  
Discharged by Nearest Relative  
Total  

 

0 

 
Approved Social Worker (ASW) Register 
9.7 Number of newly appointed Approved Social Workers during 

period 
 

4 

9.7.a Number of Approved Social Workers removed during period 
 

5 

9.7.b Number of Approved Social Workers at period end (who have 
fulfilled requirements consistent with quality standards) 

29 

 
9.8 Do any of the returns for detention and Guardianship in this section relate to an 

individual who was under 18 years old?   
If yes, please provide number and advise on any issues presenting 
 
5 detained admissions under MHO– see table in section 9.1a. 
 
No guardianship applications. 

9.9 How many times during the reporting period has the Trust notified 
the Office of Care and Protection under Article 107?  Please advise 
of any issues. 
 

2 
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This information is not collated in Trust hospital systems and is not 
available within the Office of Care and Protection. This may be an 
issue for further consideration. 
 

 
 

The Mental Health Order (NI) 1986 as amended by The Criminal Justice 
(NI) Order 1996.SArticle 50A(6). 
Schedule 2A Supervision and Treatment Orders. 

9.10 Number of supervision and treatment orders, (where a Trust social 
worker is the supervising officer) in force at the 31st March 

0 

9.11 

Of the Total shown at 9.10 how many have their treatment required 
as: 
 
(a) Treatment as an in-patient 
 
(b) Treatment as an out patient 
 
 (c)    Treatment by a specified medical practitioner 
 

 

 

NA 

9.12 Of the total shown at 9.10 how many include requirements as to the 
residence of the supervised person (excluding in-patients) NA 

9.13 

Of the total shown at 9.10 how many of these supervision and 
treatment orders were made during the reporting period.  Please 
advise of any issues presenting 
 
 

NA 
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DATA RETURN  
 

ADULT COMMUNITY OLDER PEOPLE’S 
SERVICES 
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1.4 It is notable that total packages are 1200 lower than pre-
pandemic rates. 

1.4a 

For all those listed above in 1.4 provide assurance that the 
Care Management process is being applied in accordance 
with the DHSSPS Care Management HSC ECCU/1/2010 
Circular. 
 
NO 
 
If no, please explain 
 
OPS staff work holistically with service users, carers and 
families to assess, care plan and review that people’s 
assessed needs are being met. Covid19 staffing absences 
both internally and as part of the wider social care support 
network of care homes and domiciliary care, have proved an 
additional challenge and result in the following areas where 
only a limited assurance can be provided; 
 
1.Care Home and Domiciliary care reviews- 
Annual Reviews - Community Social Work non-compliance 
with care reviews is on the Trust’s Principal Risk Register. 
CSW has developed monthly reporting on annual reviews 
completed.  
The total number of reviews completed at year end 31 March 
2022 is 1869 = 45% compliance. 

• An action plan is in place and monthly monitoring and 
reporting. 

2. Assessed need being met. 
• Unmet Need Domiciliary Care is monitored and 

reported daily. There is an ongoing action plan to 
address where possible increased uptake can be 
managed.   

 
 
1.4b Please describe how the care management process 
is being managed in this programme with particular 
reference to decision making levels, review and care 
planning, highlighting any particular difficulties being 
experienced and how they are being addressed 
 
 
Difficulties being experienced are outlined as per 1.4a and are 
being addressed by; 

• Care Reviews are being addressed through Action 
Plans. 

• Unmet Need for Domiciliary Care is risk stratified with 
those in greatest need prioritised and a comprehensive 
action plan is in place acknowledging all the parts 
which impact on care provision. 
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1.4cPlease articulate how the views of service users, their 
carers and families are included in the decision making 
process, review and care planning. 
 
Service users, carers and families are central to all decision 
making processes, review and care planning. An internal care 
management audit completed in April 2021 demonstrated that 
there was 100% compliance in service user’s wishes and / or 
discussion with family members being engaged in 
assessments and activity recording. 
 
OPS have also linked with a ‘Readers Panel’, which is made 
up of service users and carers who have reviewed and 
advised on public facing documents.  This group is led by the 
Trust Involvement and Partnership Officer. In 2021/22 the 
group reviewed information for service users, families and 
carers including the Best Interests Leaflet and the Going into 
a Care Home Booklet leading to improvements in both 
documents. 
 
 

1.5 Number of adults provided with respite during the period  532 

1.6 

Number of adults known to the Programme of Care in receipt 
of Centre based Day Care 
                                                                                   

  

- Statutory sector 
 

There is a reduction of 62 on last year and there is 
programme of work ongoing to ensure access to day 
opportunities is increased post pandemic.  

0 504 

- Independent sector 
 

This is an increase of 105 on last year and is a welcome trend 
towards pre-pandemic levels.  

N/A 315 

1.6a 

Number of adults known to the Programme of Care in receipt 
of Day Opportunities 
 
This is a reduction of 66 in year and likely a reflection of 
ongoing covid 19 restrictions.  

N/A 198 

1.7 

Of those at 1.6 how many are EMI / dementia                                            

- Statutory sector 0 106 
- Independent sector 0 0 

1.8 This is intentionally blank   
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1.9 How many of this Programme of Care clients are in HSC Trust 
funded social care placements outside Northern Ireland? N/A 3 
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DATA RETURN 1 – Hospital   Older People’s Services 
 
 

1   GENERAL PROVISIONS - HOSPITAL 
 

  <18 18-65 65+ 

1.1 

How many adults or children were referred to 
Hospital Social Workers for assessment during 
the period? 
 
There is an increase on activity from last year of 
541 in total.  The number of 16 for under 18 has 
been confirmed as requested 

 
16 

 
1375 2155 

1.2 

Of those reported at 1.1 how many assessments 
of need were undertaken during the period?  
 
There is an increase on activity from last year of 
541 in total. The number of 16 for under 18 has 
been confirmed as requested 

16 1375 2155 

1.3 

How many adults or children are on Hospital 
Social Workers caseloads at 31st March? 
 
This number has doubled since last year’s return. 
It may reflect more activity across all of the 
hospital sites.  
 
The Programme of Care are currently unable to 
reliably report the figures by age range for 31st 
March 2022. Further work will be undertaken in 
year to improve the reliable reporting of these 
figures.  
881 is reported as a composite figure for all age 
ranges 

- - 881 

 
Age is at date of referral for 1.1 and 1.2 
Age at 31st March for 1.3 
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DATA RETURN 1 – Acute Hospital (general setting) Older People’s Services 
 
 

1   GENERAL PROVISIONS – ACUTE HOSPITAL (GENERAL SETTING) 
 

  <18 18-65 65+ 

1.1 

How many adults or children were referred to 
Hospital Social Workers for assessment during 
the period? 
 
This is an increase in activity of 1745 compared to 
last year’s return. 1500 increase in over 65years 
reflective in increased levels of complexity and 
frailty in old age. 

47 1697 5386 

1.2 

Of those reported at 1.1 how many assessments 
of need were undertaken during the period?  
(assessment is to include screening). 
  
This is an increase in activity of 1745 compared to 
last year’s return. 1500 increase in over 65years 
reflective in increased levels of complexity and 
frailty in old age. 
(Overall activity in hospital Social Work increased 
by 2286 referrals compared to last year’s return) 
 

47 1697 5386 

1.3 

How many adults or children are on Hospital 
Social Workers caseloads at 31st March? 
 
The Programme of Care are currently unable to 
reliably report the figures by age range for 31st 
March 2022. Further work will be undertaken in 
year to improve the reliable reporting of these 
figures.  
251 is reported as a composite figure for all age 
ranges.  

- - 251 

  
 
Age is at date of referral for 1.1 and 1.2 
Age at 31st March for 1.3 
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DATA RETURN 3 – PoC / Directorate   Older People’s Services 
 
 

3   DISABLED PERSONS (NI) ACT 1989 
Note: ‘disabled people’ includes individuals with physical disability, sensory 

impairment, learning disability  
3.1 Number of referrals to Physical/Learning/Sensory Disability 

during the reporting period.  
N/A 

 Number of Disabled people known as at 31st March. N/A 

3.2 Number of assessments of need carried out during period end 
31st March. 

N/A 

3.3 Number of assessments undertaken of disabled children 
ceasing full time education. 
 

    N/A 
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DATA RETURN 4 – PoC / Directorate Older People’s Services 
 
 
 

4   HEALTH AND PERSONAL SOCIAL SERVICES  
(NI) ORDER 1972; 

 
Article15, Article 36 [as amended by Registered Homes (NI) Order 1992] 

 
 

4.1 Number of Article 15 (HPSS Order) Payments  28 

 Total expenditure for the above payments £6,365.25 
 

4.2  Number of TRUST FUNDED people in residential care 420 

4.3 Number of TRUST FUNDED people in nursing care 883 

4.4 How many of those at 4.3 received only the £100 nursing care 
allowance? 456 

4.5 How many occasions in year has the Trust been asked to support 
Emergency Support Centres (ESC)? 3 
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DATA RETURN 5 – PoC / Directorate Older People’s Services 
 
 
 

5  CARERS AND DIRECT PAYMENTS ACT 2002 
 

  16-17 18-64 65+ n/k 

5.1 

Number of adult carers offered individual carers 
assessments during the period  
 
This represents an increase of 365 on last year.  
 
The figure of 2 reported in 16-17 range and 
reported in quarterly returns is now noted to be an 
admin error. These figures have been adjusted to 
reflect that they should have been reported in 18-
64 category.  

0 866 455 89 

5.2 

Number of adult individual carers assessments 
completed during the period  
 
This represents an increase of 286 on last year, 
the support of the recently retired staff in 
completing carers assessments is demonstrated 
this increased activity rate.   

0 764 368 3 

5.2a 

Number of adult individual carers assessments 
declined during the period  and the reasons why  
3 top reason for decline: 
A4 137 – carers do not feel they need additional 
support.  
A8 55- No reason given 
A2 24- The previous assessment was not deemed 
beneficial. 
 
The figure of 2 reported in 16-17 range and 
reported in quarterly returns is now noted to be an 
admin error. These figures have been adjusted to 
reflect that they should have been reported in 18-
64 category 
 

0 102 87 86 

5.3 
Of the total at 5.2 in how many of the 
assessments were the carers, caring for disabled 
children? 

n/k n/k n/k n/k 

5.4 
Number of adult carers receiving a service @ 31st 
March 
 

0 439 192 0 

 

5.5 Number of young carers offered individual carers assessments 
during the period. 

0 
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5.6 Number of young carers assessments completed during the 
period  

0 

5.7 Number of young carers receiving a service @ 31st March 0 
 

5.8 

(a)  Number of requests for direct payments during the period 
1st April – 31st March 
 
(b) Number of new approvals for direct payments during the 
period 1st April – 31st March  
 
This is a decrease of 10 compared with last year. 
 
(c) Number of adults receiving direct payments @ 31st March 
 
This is a reduction in 10 from last year.  
 
In response to the challenges presented in Older Peoples 
Services in respect of the low uptake of Direct Payments under 
Self Directed Support the Programme of Care are jointly 
working on a project with Connected Community Hub and 
Tullamore local community partnership in West Belfast.. The 
project is being academically evaluated by the University Of 
Ulster. After a faltering start mainly due to the SW staffing 
levels in this particular area  there are signs now of good 
progress being made.  
 
 

 
n/k 

 
 

55 
 

232 

5.9 Number of children receiving direct payments @ 31st March n/k 

5.9.a Of those at 5.8 how many of these payments are in respect of 
another person? 

n/k 

5.10 

Number of carers receiving  direct payments @ 31st March  
 
Direct payments are made frequently in order to provide 
support or supplement the work of carers. Most Direct 
Payments are paid in the name of the person being cared for 
even if the primary purpose is for carer support.   

2 

5.11 

Number of one off Carers Grants made in-year. 
 
In line with an increasing number of carers assessments being 
completed there has been an increase of 208 in one off grants.  
  

909 

Note: sections 5.8, 5.9 and 5.10 are to be reported as mutually exclusive. 

Commentary 
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PLEASE ENSURE A SEPARATE RETURN IS COMPLETED FOR EACH PROGRAMME 
 

DATA RETURN 9 – PoC / Directorate ______________________________ 
 

9  The Mental Health (NI) Order 1986 
 

Article 4 (4) (b) Article 5 (1) Article 5 (6) Article 18(5) Article 18(6) Article 115 
 

Admission for Assessment Process Article 4 and 5 TRUST 
ASW 

RESWS 
ASW 

9.1 Total Number of Assessments made by ASWs under 
the MHO 

37  

9.1.a Of these how many resulted in an application being 
made by an ASW under (Article 5.1b) 

20  

9.1.b How many assessments required the input of a second 
ASW (Article 5.4a) 

0  

9.1.c Number of applications made by the nearest relative 
(Article 5.1.a) 

0 

9.1.d Can the Trust provide assurance that they are meeting 
their duties under Article 117.1 to take all practical 
steps to inform the nearest relative at least 7 days prior 
to discharge. 
YES  
If no, please explain 
 
 

 

 
Use of Doctors Holding Powers (Article 7) 
9.2 How many times did a hospital doctor use holding powers? 10 
9.2a Of these, how many resulted in an application being made? 6 
 

ASW Applicant reports 
9.3 Number of ASW applicant reports completed 37 
9.3.a Confirm if these reports were completed within 5 working days 

YES  
 
 

 

 
Social Circumstances Reports (Article 5.6) 
9.4 Total number of Social Circumstances reports completed. 

This should equate to number given at 9.1c.  If it does not please provide an 
explanation. 

 
 

0 

9.4.a Confirm if these reports were completed within 14 days? 
YES / NO 
If no, please explain 
 

n/a 
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Mental Health Review Tribunal 
9.5 Number of applications to MHRT in relation to detained patients  1 

 
Guardianships (Article 18) 
9.6 Number of Guardianships in place in Trust at period end 

 
1 

9.6.a New applications for Guardianship during period (Article 19(1)) 
 

1 

9.6.b How many of these were transfers from detention (Article 28 (5) (b)) 
 

1 

9.6.c How many were Guardianship Orders made by Court (Article 44) 
 

0 

9.6.d Number of new Guardianships accepted during the period  
(Article 22 (1)) 

1 

9.6.e Number of Guardianships renewed during the reporting period 
(Article 23) 

1 

9.6.f Number of Guardianships accepted by a nominated other person 
 

0 

9.6.g Number of MHR hearings in respect of people in Guardianship  
(provide total number) 

 
 
 

1 

9.6.h Total number of Discharges from Guardianship during the reporting 
period (Article 24) 
 
Discharges as a result of an agreed multi-
disciplinary care plan 

1 

Lapsed  
Discharged by MHRT  
Discharged by Nearest Relative  
Total 1 

 

 
 
 
 
1 

 
Approved Social Worker (ASW) Register 
9.7 Number of newly appointed Approved Social Workers during 

period 
 

reported 
by MH 

9.7.a Number of Approved Social Workers removed during period 
 

reported 
by MH 

9.7.b Number of Approved Social Workers at period end (who have 
fulfilled requirements consistent with quality standards) 

reported 
by MH 
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9.8 Do any of the returns for detention and Guardianship in this section relate to an 
individual who was under 18 years old?   
If yes, please provide number and advise on any issues presenting 

9.9 How many times during the reporting period has the Trust notified 
the Office of Care and Protection under Article 107?  Please advise 
of any issues. 
 
Staff report significant delays in response from OCP in progressing 
applications. 
 

51 

 
 

The Mental Health Order (NI) 1986 as amended by The Criminal Justice 
(NI) Order 1996.SArticle 50A(6). 
Schedule 2A Supervision and Treatment Orders. 

9.10 Number of supervision and treatment orders, (where a Trust social 
worker is the supervising officer) in force at the 31st March 

0 

9.11 

Of the Total shown at 9.10 how many have their treatment required 
as: 

 
(a) Treatment as an in-patient 
 
(b) Treatment as an out patient 
 
 (c)    Treatment by a specified medical practitioner 
 

 

 

 

9.12 Of the total shown at 9.10 how many include requirements as to the 
residence of the supervised person (excluding in-patients)  

9.13 

Of the total shown at 9.10 how many of these supervision and 
treatment orders were made during the reporting period.  Please 
advise of any issues presenting 
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DATA RETURN  
 

PHYSICAL AND SENSORY DISABILITY 
SERVICES 
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It is not possible for the current data collection system 
to provide this figure. 
 

1.4 

How many care packages are in place on 31st March 
in the following categories:   
 

  

xiii. Residential Home Care 20 N/A 
xiv. Nursing Home Care 106 N/A 
xv. Domiciliary Care Managed 516 N/A 
xvi. Domiciliary Non Care Managed 93 N/A 
xvii. Supported Living 57 N/A 
xviii. Permanent Adult Family Placement N/A N/A 

1.4a 

For all those listed above in 1.4 provide assurance 
that the Care Management process is being applied in 
accordance with the DHSSPS Care Management 
HSC ECCU/1/2010 Circular. 
 
NO 
 
If no, please explain 
 
PSD Services work holistically with service users, 
carers and families to assess, care plan and review 
that people’s assessed needs are being met. Covid  
staffing absences both internally and as part of the 
wider social care support network of care homes and 
domiciliary care, have proved an additional challenge 
and result in the following areas where only a limited 
assurance can be provided; 
 

• Outstanding Care Home Reviews (8 Care 
Home reviews outstanding March 2022) 

• Outstanding Domiciliary Care Reviews (98 
Domiciliary Care Reviews outstanding March 
22) 

• Unmet Need Domiciliary Care (62 service 
users waiting for packages of care) 

• Unmet Need for placements and 
accommodation based support for under 65s 
with complex needs, including physical health 
and Alcohol Related Brain Injury, resulting in 
delayed discharges and placement in other 
settings 

 

  

1.4b 

THIS SECTION IS MISSING FROM THE FORM 
 
Please describe how the care management 
process is being managed in this programme with 
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particular reference to decision making levels, 
review and care planning, highlighting any 
particular difficulties being experienced and how 
they are being addressed 
 
The organisational structure for PSD is attached. 
PSD has a Care Management Team. 
 
An Interim Divisional Social Work lead has also been 
appointed to the service area in October 2021. 
 
Service Manager is currently a designated Social 
Work post, with an Assistant Service Manager 
managing the Care Management Team. The care 
management process is therefore managed as part of 
PSD services and through a dedicated team of care 
managers and assistant care managers. 
 
Difficulties being experienced are outlined as per 1.4a 
and are being addressed by: 

• Care Reviews are being addressed through 
Action Plans 

• Unmet Need for Domiciliary Care is risk 
stratified with those in greatest need prioritised 

• A Population Needs Analysis is being 
developed to identify needs and numbers for 
people requiring services as a result of an 
ARBI 

 

1.4c 

THIS SECTION IS MISSING FROM THE FORM 
 
Please articulate how the views of service users, 
their carers and families are included in the 
decision making process, review and care 
planning. 
 
Service users, carers and families are central to all 
decision making processes, review and care planning. 
An audit completed in April 2021 demonstrated that 
there was 100% compliance in service user’s wishes 
and / or discussion with family members being 
engaged in assessments and activity recording. 
 
PSD have also linked with a ‘Readers Panel’, which is 
made up of service users and carers who have 
reviewed and advised on public facing documents.  
This group is led by the Trust Involvement and 
Partnership Officer. In 2021/22 the group reviewed 
information for service users, families and carers 
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including the Best Interests Leaflet and the Going into 
a Care Home Booklet leading to improvements in 
both documents. 
 

1.5 Number of adults provided with respite during the 
period 471  

1.6 

Number of adults known to the Programme of Care in 
receipt of Centre based Day Care 
                                                                                   

  

- Statutory sector 
 181  

- Independent sector 2  

1.6a 

Number of adults known to the Programme of Care in 
receipt of Day Opportunities 
 
The figure has dropped from last year (767) and 
would be comparative with the drop in new referrals to 
Day Centres due to Covid-19 restrictions in locations 
and transport issues. This figure is not reported 
through Paris and is reliant on a manual count by the 
service 
 

573  

1.7 

Of those at 1.6 how many are EMI / dementia                                            

- Statutory sector 2  
- Independent sector 0  

1.8 This is intentionally blank   

1.9 

How many of this Programme of Care clients are in 
HSC Trust funded social care placements outside 
Northern Ireland? 
 

0  
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DATA RETURN 1 – Hospital Physical & Sensory Disability 
 
 

1   GENERAL PROVISIONS - HOSPITAL 
 

  <18 18-65 65+ 

1.1 

How many adults or children were referred to 
Hospital Social Workers for assessment during 
the period? 
 

On 
OPS 
Return 
 

On 
OPS 
Return 

On 
OPS 
Return 

1.2 
Of those reported at 1.1 how many assessments 
of need were undertaken during the period?  
 

On 
OPS 
Return 
 

On 
OPS 
Return 

On 
OPS 
Return 

1.3 
How many adults or children are on Hospital 
Social Workers caseloads at 31st March? 
 

On 
OPS 
Return 
 

On 
OPS 
Return 

On 
OPS 
Return 

 
Age is at date of referral for 1.1 and 1.2 
Age at 31st March for 1.3 
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DATA RETURN 1 – Acute Hospital (general setting) Physical & Sensory 
Disability 
 
 
 

1   GENERAL PROVISIONS – ACUTE HOSPITAL (GENERAL SETTING) 
 

  <18 18-65 65+ 

1.1 

How many adults or children were referred to 
Hospital Social Workers for assessment during 
the period? 
 

On 
OPS 
Return 
 
 

On 
OPS 
Return 

On 
OPS 
Return 

1.2 

Of those reported at 1.1 how many assessments 
of need were undertaken during the period?  
(assessment is to include screening). 
  
Please note it is expected that the response 
for sections 1.1 & 1.2 will be the same 
 

On 
OPS 
Return 

On 
OPS 
Return 

On 
OPS 
Return 

1.3 
How many adults or children are on Hospital 
Social Workers caseloads at 31st March? 
 

On 
OPS 
Return 
 

On 
OPS 
Return 

On 
OPS 
Return 

 
 
Age is at date of referral for 1.1 and 1.2 
Age at 31st March for 1.3 
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DATA RETURN 2 – PoC / Directorate Physical & Sensory Disability Services 
 
 

2   CHRONICALLY SICK AND DISABLED PERSONS  
(NI) ACT 1978; 

  <65 65+ 

2.1 
Details of patients less than 65 in hospital for long term 
(>3months) care who are being treated in hospital ward for 
over 65  

0 X 
    
2.2 Number of adults known to the Programme of Care who are:   
 Blind 313 481 
 Partially sighted 139 269 
                                    Visually Impaired 225 965 
2.3 Number of adults known to the Programme of Care who are:   
 Deaf with speech 120 64 
 Deaf without speech 84 32 
 Hard of hearing  551 2051 
    
2.4 Number of adults known to the Programme of Care who are:   
 Deaf Blind 21 120 
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DATA RETURN 3 – PoC / Directorate   Physical & Sensory Disability 
 

3   DISABLED PERSONS (NI) ACT 1989 
Note: ‘disabled people’ includes individuals with physical disability, sensory 

impairment, learning disability  
3.1 Number of referrals to Physical/Learning/Sensory Disability 

during the reporting period.  
2764 

 Number of Disabled people known as at 31st March. 1808 

3.2 Number of assessments of need carried out during period end 
31st March. 

1962 

3.3 Number of assessments undertaken of disabled children ceasing 
full time education. 
 

N/A 
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DATA RETURN 4 – PoC / Directorate Physical & Sensory Disability 
 
 
 

4   HEALTH AND PERSONAL SOCIAL SERVICES  
(NI) ORDER 1972; 

 
Article15, Article 36 [as amended by Registered Homes (NI) Order 1992] 

 
 

4.1 Number of Article 15 (HPSS Order) Payments  28 

 Total expenditure for the above payments £2184.40 

4.2  Number of TRUST FUNDED people in residential care 19 

4.3 Number of TRUST FUNDED people in nursing care 102 

4.4 How many of those at 4.3 received only the £100 nursing care 
allowance? 4 
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DATA RETURN 5 – PoC / Directorate Physical & Sensory Disability 
 
 
 

5 CARERS AND DIRECT PAYMENTS ACT 2002 
 

  16-17 18-64 65+ n/k 

5.1 Number of adult carers offered individual carers 
assessments during the period  

0 262 54 16 

5.2 Number of adult individual carers assessments 
completed during the period  

0 233 51 7 

5.2a 

Number of adult individual carers assessments 
declined during the period and the reasons why  
 
The three most frequent responses were; 
  
A7 – the carer feels that assessment would be too 
complicated or time consuming 
A8 – the carer would not give a reason / no reason 
recorded 
A4 – the carer feels that they do not need any 
support / additional support 
 
 

0 29 3 9 

5.3 Of the total at 5.2 in how many of the assessments 
were the carers, caring for disabled children? 

0 0 0 0 

5.4 
Number of adult carers receiving a service @ 31st 
March 
 

0 104 16 0 

 

5.5 Number of young carers offered individual carers assessments 
during the period. 

23 

5.6 Number of young carers assessments completed during the 
period  

          23 

5.7 Number of young carers receiving a service @ 31st March 23 

 

5.8 

(a)  Number of requests for direct payments during the period 
1st April – 31st March 
 
(b) Number of new approvals for direct payments during the 
period 1st April – 31st March  
 
(c) Number of adults receiving direct payments @ 31st March 
 

 
17  

 
17 

 
176 

5.9 Number of children receiving direct payments @ 31st March n/k 
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5.9.a Of those at 5.8 how many of these payments are in respect of 
another person? 

n/k 

5.10 

Number of carers receiving  direct payments @ 31st March  
 
The recorded number of carers receiving direct payments 
will only be those, who following assessment, were given 
direct payments in their own right and does not account 
for the number of carers who are receiving a direct 
payment in respect of a client.  

1 

5.11 Number of one off Carers Grants made in-year. 417 
Note: sections 5.8, 5.9 and 5.10 are to be reported as mutually exclusive. 

 
Commentary 
 
 
PSD Carers Assessments 
 
 Carers assessment figures have increased over 21/22 to 292 assessments and 

are close to the pre-pandemic figure from 18/19 of 315 assessments. 
 
  the introduction of the Carers Conversation Wheel should increase the number of 

assessments offered and assessed over 22/23 
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DATA RETURN 6 – PoC / Directorate  Physical & Sensory Disability Services 
 
 

 
7 SAFEGUARDING ADULTS 

 
 

6.1 
Number of adult protection referrals within the period 
 
 

HSCB to 
collect 
from PMSI 

6.2 

Number of adult protection referrals within the period broken down 
by the following categories of abuse: 
 

(h) Financial 
(i) Institutional 
(j) Neglect 
(k) Physical 
(l) Psychological/ Emotional 
(m)Sexual 
(n) Exploitation 

 

HSCB to 
collect 
from PMSI 

6.3 
Number of investigations commenced within the period 
 
 

HSCB to 
collect 
from PMSI 

6.4 

Number of  cases closed to adults in need of protection within the 
period 
 
 

On OPS 
Return 

6.5 
Number of protection plans commenced within the period 
 
 

HSCB to 
collect 
from PMSI 

6.6 
Number of care and protection plans in place on 31st March 
 
 

Not 
required  
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DATA RETURN 9 – PoC / Directorate ______________________________ 
 

9  The Mental Health (NI) Order 1986 
 

Article 4 (4) (b) Article 5 (1) Article 5 (6) Article 18(5) Article 18(6) Article 115 
 

Admission for Assessment Process Article 4 and 5 
 
 

DATA IS CAPTURED ON THE  RETURN FOR OLDER PEOPLES 
SERVICES  

 
 

TRUST 
ASW 

 
 

RESWS 
ASW 

9.1 Total Number of Assessments made by ASWs under 
the MHO 

  

9.1.a Of these how many resulted in an application being 
made by an ASW under (Article 5.1b) 

  

9.1.b How many assessments required the input of a second 
ASW (Article 5.4a) 

  

9.1.c Number of applications made by the nearest relative 
(Article 5.1.a) 

 

9.1.d Can the Trust provide assurance that they are meeting 
their duties under Article 117.1 to take all practical 
steps to inform the nearest relative at least 7 days prior 
to discharge. 
YES / NO 
If no, please explain 
 
 

 

 
Use of Doctors Holding Powers (Article 7) 
9.2 How many times did a hospital doctor use holding powers?  
9.2a Of these, how many resulted in an application being made?  
 

ASW Applicant reports 
9.3 Number of ASW applicant reports completed  
9.3.a Confirm if these reports were completed within 5 working days 

YES / NO 
If no, please explain 
 

 

 
Social Circumstances Reports (Article 5.6) 
9.4 Total number of Social Circumstances reports completed. 

This should equate to number given at 9.1c.  If it does not please provide an 
explanation. 
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9.4.a Confirm if these reports were completed within 14 days? 
YES / NO 
If no, please explain 
 

 

 
 
 

Mental Health Review Tribunal 
9.5 Number of applications to MHRT in relation to detained patients   

 
Guardianships (Article 18) 
9.6 Number of Guardianships in place in Trust at period end 

 
 

9.6.a New applications for Guardianship during period (Article 19(1)) 
 

 

9.6.b How many of these were transfers from detention (Article 28 (5) (b)) 
 

 

9.6.c How many were Guardianship Orders made by Court (Article 44) 
 

 

9.6.d Number of new Guardianships accepted during the period  
(Article 22 (1)) 

 

9.6.e Number of Guardianships renewed during the reporting period 
(Article 23) 

 

9.6.f Number of Guardianships accepted by a nominated other person 
 

 

9.6.g Number of MHR hearings in respect of people in Guardianship  
(provide total number) 

 
 
 

 

9.6.h Total number of Discharges from Guardianship during the reporting 
period (Article 24) 
 
Discharges as a result of an agreed multi-
disciplinary care plan 

 

Lapsed  
Discharged by MHRT  
Discharged by Nearest Relative  
Total  

 

 

 
Approved Social Worker (ASW) Register 
9.7 Number of newly appointed Approved Social Workers during 

period 
 

 

9.7.a Number of Approved Social Workers removed during period  
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9.7.b Number of Approved Social Workers at period end (who have 

fulfilled requirements consistent with quality standards) 
 

 
9.8 Do any of the returns for detention and Guardianship in this section relate to an 

individual who was under 18 years old?   
If yes, please provide number and advise on any issues presenting 

9.9 How many times during the reporting period has the Trust notified 
the Office of Care and Protection under Article 107?  Please advise 
of any issues. 
 
 

    
     0 

 
 

The Mental Health Order (NI) 1986 as amended by The Criminal Justice 
(NI) Order 1996.SArticle 50A(6). 
Schedule 2A Supervision and Treatment Orders. 

9.10 Number of supervision and treatment orders, (where a Trust social 
worker is the supervising officer) in force at the 31st March 

0 

9.11 

Of the Total shown at 9.10 how many have their treatment required 
as: 

 
(a) Treatment as an in-patient 
 
(b) Treatment as an out patient 
 
 (c)    Treatment by a specified medical practitioner 
 

 

 

 

9.12 Of the total shown at 9.10 how many include requirements as to the 
residence of the supervised person (excluding in-patients)  

9.13 

Of the total shown at 9.10 how many of these supervision and 
treatment orders were made during the reporting period.  Please 
advise of any issues presenting 
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DATA RETURN 
 

ADULT LEARNING DISABILITY 
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DATA RETURN 1 – PoC / Directorate: Learning Disability 
 
 

1   GENERAL PROVISIONS 
 

  <65 65+ 

1.1 How many adults were referred for assessment of social work 
or social care need during the period? 155 

 
21 
 

1.2 
Of those reported at 1.1 how many adults commenced receipt 
of social work or social care services during the period? 
 

102 
 
12 
 

1.3 

How many adults are in receipt of social work or social care 
services at 31st March? 
  
Carers are reported at 5.4 and not included here, 

1303 265 

1.3a 

How many adults are in receipt of social work support only at 
31st March (not reported at 1.4)? 
 
This year this figure represents those who do not have any 
other form of intervention other than social work support. This 
was previously interpreted as the number on social work 
caseloads 

201 3 

1.4 

How many care packages are in place on 31st March in the 
following categories:   
 

  

xix. Residential Home Care 85 48 
xx. Nursing Home Care 96 66 
xxi. Domiciliary Care Managed 23 11 
xxii. Domiciliary Non Care Managed 98 20 
xxiii. Supported Living 191 90 
xxiv. Permanent Adult Family Placement 17 0 

1.4a 

For all those listed above in 1.4 provide assurance that the 
Care Management process is being applied in accordance 
with the DHSSPS Care Management HSC ECCU/1/2010 
Circular. 
YES / NO 
If no, please explain 
 
Shortages in staff in autumn period, led to delays in completion 
of annual reviews for a small number of service users. 
However, care management are addressing this through the 
use of agency staff and permanent staff are currently being 
recruited. A reporting system is being put in place to monitor 
compliance with care management standards. 
 
 

 
No  
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1.5 Number of adults provided with respite during the period PMSI 
return 

PMSI 
return 

1.6 

Number of adults known to the Programme of Care in receipt 
of Centre based Day Care 
                                                                                   

  

- Statutory sector 539 49 
- Independent sector 71 8 

1.6a Number of adults known to the Programme of Care in receipt 
of Day Opportunities 489 12 

1.7 

Of those at 1.6 how many are EMI / dementia       by                                      

- Statutory sector 8 11 
- Independent sector 

 
The service area has no mechanism to report this figure 
accurately as service users are not referred nor recorded 
based on dementia diagnosis 

  

1.8 This is intentionally blank   

1.9 
How many of this Programme of Care clients are in HSC Trust 
funded social care placements outside Northern Ireland? 
 

0 0 
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DATA RETURN 1 – Hospital: Iveagh and Muckamore Abbey Hospitals 
 
 

1   GENERAL PROVISIONS - HOSPITAL 
 

  <18 18-65 65+ 

1.1 

How many adults or children were referred to 
Hospital Social Workers for assessment during 
the period? 
 

10 
 

3 
 

0 
 

1.2 
Of those reported at 1.1 how many assessments 
of need were undertaken during the period?  
 

10 3 0 

1.3 
How many adults or children are on Hospital 
Social Workers caseloads at 31st March? 
 

6 40 2 

 
Age is at date of referral for 1.1 and 1.2 
Age at 31st March for 1.3 
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DATA RETURN 1 – Acute Hospital (general setting): N/A to Learning Disability 
 

1   GENERAL PROVISIONS – ACUTE HOSPITAL (GENERAL SETTING) 
 

  <18 18-65 65+ 

1.1 

How many adults or children were referred to 
Hospital Social Workers for assessment during 
the period? 
 

 
n/a   

1.2 

Of those reported at 1.1 how many assessments 
of need were undertaken during the period?  
(assessment is to include screening). 
  
Please note it is expected that the response 
for sections 1.1 & 1.2 will be the same 
 

n/a   

1.3 
How many adults or children are on Hospital 
Social Workers caseloads at 31st March? 
 

n/a   

 
 
Age is at date of referral for 1.1 and 1.2 
Age at 31st March for 1.3 
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DATA RETURN 2 – PoC / Directorate: Learning Disability 
 
 

2   CHRONICALLY SICK AND DISABLED PERSONS  
(NI) ACT 1978; 

  <65 65+ 

2.1 
Details of patients less than 65 in hospital for long term 
(>3months) care who are being treated in hospital ward for 
over 65  

1 X 

    

2.2 

Number of adults known to the Programme of Care who are: 
 

The service area has identified a weakness in the collation of 
this data point and is currently reviewing the system for 
recording this is information going forward 
 

  

 
Blind 

 
 

6 
 
 

2 
 
 

 Partially sighted 33 8 
    

2.3 

Number of adults known to the Programme of Care who are: 
 

The service area has identified a weakness in the collation of 
this data point and is currently reviewing the system for 
recording this is information going forward 
 

  

 Deaf with speech 
 10 

 
0 
 

 Deaf without speech 
 11 1 

 Hard of hearing 21 15 
    
2.4 Number of adults known to the Programme of Care who are:   

 Deaf Blind 
 
2 

 
3 
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DATA RETURN 3 – PoC / Directorate: Learning Disability 
 
 

3   DISABLED PERSONS (NI) ACT 1989 
Note: ‘disabled people’ includes individuals with physical disability, sensory 

impairment, learning disability  
3.1 Number of referrals to Physical/Learning/Sensory Disability 

during the reporting period.  
176 

 Number of Disabled people known as at 31st March.     1568 

3.2 Number of assessments of need carried out during period end 
31st March. 

176 

3.3 Number of assessments undertaken of disabled children ceasing 
full time education. 
 

     31 
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DATA RETURN 4 – PoC / Directorate: Learning Disability 
 
 
 

4   HEALTH AND PERSONAL SOCIAL SERVICES  
(NI) ORDER 1972; 

 
Article15, Article 36 [as amended by Registered Homes (NI) Order 1992] 

 
 

4.1 Number of Article 15 (HPSS Order) Payments  77 

 Total expenditure for the above payments £3,746.62 

4.2  Number of TRUST FUNDED people in residential care 133 

4.3 Number of TRUST FUNDED people in nursing care 160 

4.4 How many of those at 4.3 received only the £100 nursing care 
allowance? 

2 self 
funders 
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DATA RETURN 5 – PoC / Directorate: Learning Disability 
 
 
 

5  CARERS AND DIRECT PAYMENTS ACT 2002 
 

  16-
17 

18-
64 

65+ 

5.1 Number of adult carers offered individual carers assessments 
during the period  

0 262 59 

5.2 Number of adult individual carers assessments completed 
during the period  

0 200 41 

5.2a 

Number of adult individual carers assessments declined 
during the period  and the reasons why. 
 
The main reasons for Carers declining assessments are:  
 

1. Carers time restraints due to additional caring being 
required through COVID exacerbated by reduced 
Respite/Day Care. 

2. Carers stress . 
3. Apathy due to lack of services available. 
4. COVID restrictions in the family homes / not wanting 

visitors for fear of infection. 
 

0 62 18 
 

5.3 Of the total at 5.2 in how many of the assessments were the 
carers, caring for disabled children? 

0 0 0 

5.4 Number of adult carers receiving a service @ 31st March 
 

3 872 141 

 

5.5 Number of young carers offered individual carers assessments 
during the period. 

0 

5.6 Number of young carers assessments completed during the 
period  

 0 

5.7 Number of young carers receiving a service @ 31st March 3 

 

5.8 

(a)  Number of requests for direct payments during the period 
1st April – 31st March 
 
(b) Number of new approvals for direct payments during the 
period 1st April – 31st March  
 
(c) Number of adults receiving direct payments @ 31st March 
 

          
          62 
         
          62 

 
244 

5.9 Number of children receiving direct payments @ 31st March 0 
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5.9.a Of those at 5.8 how many of these payments are in respect of 
another person? 

202 

5.10 Number of carers receiving  direct payments @ 31st March  11 

5.11 Number of one off Carers Grants made in-year. 309 

Note: sections 5.8, 5.9 and 5.10 are to be reported as mutually exclusive. 

Commentary 
 
This has been a significantly challenging year for Carers as there continues to be an 
impact upon carers in relation to their ability to access conventional services, due to 
Covid restrictions. 
 
The service area continues to provide ongoing services to carers including: 
 
- increased uptake in carers grants 
- ongoing opportunity to avail of a direct payment 
- priority access for people living at home to day care and day opportunities 
- access to a range of carers supports and activities offered by the Trust 
- Community and MAH Carers Forums are available to all carers 
- improved information and communication with carers 
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DATA RETURN 6 – PoC / Directorate: Learning Disability 
 
 

 
8 SAFEGUARDING ADULTS 

 
 

6.1 

 
Number of adult protection referrals within the period 
 
 

HSCB to 
collect 
from PMSI 

6.2 

Number of adult protection referrals within the period broken down 
by the following categories of abuse: 
 

(o) Financial 
(p) Institutional 
(q) Neglect 
(r) Physical 
(s) Psychological/ Emotional 
(t) Sexual 
(u) Exploitation 

 

HSCB to 
collect 
from PMSI 

6.3 

 
Number of investigations commenced within the period 
 
 

HSCB to 
collect 
from PMSI 

6.4 Number of  cases closed to adults in need of protection within the 
period 88 

6.5 Number of protection plans commenced within the period 
 

HSCB to 
collect 
from PMSI 

6.6 
Number of care and protection plans in place on 31st March 
 
 

Not 
required  
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PLEASE ENSURE A SEPARATE RETURN IS COMPLETED FOR EACH PROGRAMME 
 

DATA RETURN 9 – PoC / Directorate : Learning Disability 
 

9  The Mental Health (NI) Order 1986 
 

Article 4 (4) (b) Article 5 (1) Article 5 (6) Article 18(5) Article 18(6) Article 115 
 

Admission for Assessment Process Article 4 and 5 TRUST 
ASW 

RESWS 
ASW 

9.1 Total Number of Assessments made by ASWs under 
the MHO 

16 See 
separate 
report 

9.1.a Of these how many resulted in an application being 
made by an ASW under (Article 5.1b) 

9  

9.1.b How many assessments required the input of a 
second ASW (Article 5.4a) 

0  

9.1.c Number of applications made by the nearest relative 
(Article 5.1.a) 

0 

9.1.d Can the Trust provide assurance that they are 
meeting their duties under Article 117.1 to take all 
practical steps to inform the nearest relative at least 7 
days prior to discharge. 
YES / NO 
If no, please explain 
 
 

YES 

 
Use of Doctors Holding Powers (Article 7)- please see report from Mental Health ASW 
day time rota for all programmes of care including LD as the Trust takes a corporate 
approach to the provision of ASW services 
9.2 How many times did a hospital doctor use holding powers? 1 in LD 
9.2a Of these, how many resulted in an application being made? 1 in LD 
 

ASW Applicant reports 
9.3 Number of ASW applicant reports completed 16 in 

LD 
9.3.a Confirm if these reports were completed within 5 working days 

YES / NO 
If no, please explain  
 
Please see report from Mental Health ASW day time rota for all 

programmes of care including LD as the Trust takes a 
corporate approach to the provision of ASW services 

 

 
Social Circumstances Reports (Article 5.6) 
9.4 Total number of Social Circumstances reports completed. 0 in LD 

Exhibit 3
MAHI - STM - 277 - 539

  
  



This should equate to number given at 9.1c.  If it does not please provide an 
explanation. 

 
Please see report from Mental Health ASW day time rota for all 
programmes of care including LD as the Trust takes a corporate 
approach to the provision of ASW services 

9.4.a Confirm if these reports were completed within 14 days? 
YES / NO 
If no, please explain 

N/A 

 
 
 

Mental Health Review Tribunal 
9.5 Number of applications to MHRT in relation to detained patients  

 
*3 BHSCT, 6 NHSCT and 1 SEHSCT 

10 

 
Guardianships (Article 18) 
9.6 Number of Guardianships in place in Trust at period end 

 
1 

9.6.a New applications for Guardianship during period (Article 19(1)) 
 

0 

9.6.b How many of these were transfers from detention (Article 28 (5) (b)) 
 

0 

9.6.c How many were Guardianship Orders made by Court (Article 44) 
 

0 

9.6.d Number of new Guardianships accepted during the period  
(Article 22 (1)) 

0 

9.6.e Number of Guardianships renewed during the reporting period 
(Article 23) 

1 

9.6.f Number of Guardianships accepted by a nominated other person 
 

0 

9.6.g Number of MHR hearings in respect of people in Guardianship  
(provide total number) 

 
 
 

0 

9.6.h Total number of Discharges from Guardianship during the reporting 
period (Article 24) 
 
Discharges as a result of an agreed multi-
disciplinary care plan 

N/A 

Lapsed N/A 
Discharged by MHRT N/A 
Discharged by Nearest Relative N/A 
Total N/A 

 

0 
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Approved Social Worker (ASW) Register 
9.7 Number of newly appointed Approved Social Workers during 

period 
**Please see report from Mental Health ASW day time rota for all 
programmes of care including LD as the Trust takes a corporate 
approach to the provision of ASW services 

 
 
N/A 

9.7.a Number of Approved Social Workers removed during period 
**Please see report from Mental Health ASW day time rota for all 
programmes of care including LD as the Trust takes a corporate 
approach to the provision of ASW services 

 
N/A 

9.7.b Number of Approved Social Workers at period end (who have 
fulfilled requirements consistent with quality standards) 
 
Please see report from Mental Health ASW day time rota for all 
programmes of care including LD as the Trust takes a corporate 
approach to the provision of ASW services 

 
 
N/A 

 
9.8 Do any of the returns for detention and Guardianship in this section 

relate to an individual who was under 18 years old?   
If yes, please provide number and advise on any issues presenting 
 
There have been 6 children subject to detention during this reporting 
period across the age range of 11 years to 16 years, at the age of 
detention (2 of which have been subject to detention on 2 separate 
admissions) These detentions have been necessary due to severe 
learning disability and high risk behaviours requiring restrictive 
practices. 3 of these children have been discharged and 3 remain in 
hospital subject to detention. Of the 3 who remain in hospital 2 
children are delayed awaiting community supports. The ongoing 
delayed discharge of children who are subject to detention, is a 
matter of significant concern for the Division. Staff continue to 
escalate these issues to the respective Trusts. 
 
 

 
Yes 

9.9 How many times during the reporting period has the Trust notified 
the Office of Care and Protection under Article 107?  Please advise 
of any issues. 
 

 
0 

 
 

The Mental Health Order (NI) 1986 as amended by The Criminal Justice 
(NI) Order 1996.SArticle 50A(6). 
Schedule 2A Supervision and Treatment Orders. 

9.10 Number of supervision and treatment orders, (where a Trust social 
worker is the supervising officer) in force at the 31st March 

0 
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9.11 

Of the Total shown at 9.10 how many have their treatment required 
as: 

 
(a) Treatment as an in-patient 
 
(b) Treatment as an out patient 
 
 (c)    Treatment by a specified medical practitioner 
 

0 

 

 

9.12 Of the total shown at 9.10 how many include requirements as to the 
residence of the supervised person (excluding in-patients) 0 

9.13 

Of the total shown at 9.10 how many of these supervision and 
treatment orders were made during the reporting period.  Please 
advise of any issues presenting 
 
 

0 

 
 
 
 
  

Exhibit 3
MAHI - STM - 277 - 542



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DATA RETURN 
 

CHILDREN WITH DISABILITIES DATA  
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DATA RETURNS 
 
DATA RETURN 3 – PoC / Directorate  
____CCS/CWD__________________________ 
 

3   DISABLED PERSONS (NI) ACT 1989 
Note: ‘disabled people’ includes individuals with physical disability, sensory 

impairment, learning disability  
3.1 Number of referrals to Physical/Learning/Sensory Disability during the 

reporting period.  
253 

 

Number of Disabled people known as at 31st March. 

585 
without 
waiting 
list and 
711 
with 
WL 
 
 
 

3.2 Number of assessments of need carried out during period end 31st 
March. 

336 

3.3 Number of assessments undertaken of disabled children ceasing full 
time education.  
 
 
 
 
 

 
0* 

 

 
DATA RETURN 4 – PoC / Directorate ______________________________ 
 

4   HEALTH AND PERSONAL SOCIAL SERVICES  
(NI) ORDER 1972; 

 
Article15, Article 36 [as amended by Registered Homes (NI) Order 1992] 

 
 

4.1 Number of Article 15 (HPSS Order) Payments  1  

 Total expenditure for the above payments 549 

4.2  Number of TRUST FUNDED people in residential care 1 

4.3 Number of TRUST FUNDED people in nursing care 0 
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4.4 How many of those at 4.3 received only the £100 nursing care 
allowance? 0 

 
DATA RETURN 5 – PoC / Directorate ______________________________ 
 
 

5  CARERS AND DIRECT PAYMENTS ACT 2002 
 

  16-
17 

18-
64 

65
+ 

5.1 Number of adult carers offered individual carers assessments 
during the period  

10 38  0 

5.2 Number of adult individual carers assessments completed 
during the period  

0 38 0 

5.2a 
Number of adult individual carers assessments declined 
during the period  and the reasons why  
 

0 0 0 

5.3 Of the total at 5.2 in how many of the assessments were the 
carers, caring for disabled children? 

0 38 0 

5.4 Number of adult carers receiving a service @ 31st March 
 

0 38 0 

 

5.5 
Number of young carers offered individual carers assessments 
during the period. 
This includes assessments offered by Action for Children 

72 
 

5.6 
Number of young carers assessments completed during the 
period  
This includes assessments completed by Action for Children 

72 

5.7 Number of young carers receiving a service @ 31st March 
This includes supports provide by Action for Children 

160 

 

5.8 

(a)  Number of requests for direct payments during the period 
1st April – 31st March 
 
(b) Number of new approvals for direct payments during the 
period 1st April – 31st March  
 
(c) Number of adults receiving direct payments @ 31st March 
 

 
42 

 
 

          42 
 

         210 

5.9 Number of children receiving direct payments @ 31st March 210 

5.9.a Of those at 5.8 how many of these payments are in respect of 
another person? 

210 

5.10 Number of carers receiving  direct payments @ 31st March  210 

5.11 Number of one off Carers Grants made in-year.           366 

Note: sections 5.8, 5.9 and 5.10 are to be reported as mutually exclusive. 
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Commentary 
 
*The  return at 3.3  is correct as asked, however 69 YP moved (transition) to adult 
services, as Special School leaving age is the end of term after 19th Birthday children do 
not leave school before they leave the CWD service. We therefore carried out no 
assessments of school leavers. However all YP moving to adult services have a 
comprehensive assessment of need completed. 
Overall activity and particularly that in relation to Carer assessment/grant/ and promoting 
Direct Payment is lower than usual due to staffing capacity,(average 47% for the last 
quarter of 2021/22). This led the service to implement the Business Continuity plan 
agreed by Trust Board, of which SPPG have been advised. Carer Assessment is a 
priority, however Safeguarding, LAC and Transitions are currently our Priority1, with 
Carer Assessment Priority 2. This is under constant review and is expected to improve 
incrementally following a successful recruitment campaign as new staff start.  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Exhibit 3
MAHI - STM - 277 - 546



























A total of 73 Lac Reviews were held outside timescale in this 
reporting period. These were predominately in cases were the 
Care Order had been granted and cases were awaiting transfer to 
the Looked After Teams.  
Reasons:  

• Chair on sick leave.  
• Outside timescale due to workforce issues and limited staff 

in post. Awaiting outcome/ submission of expert report/ 
further investigations.  

• Social Worker on sick leave.  
• To enable parent to attend with support person/ interpreter.  
• Case transferred to a new SW who required time to 

undertake their own assessment and complete LAC report.  
Actions taken to address the situation are: 

• Another PSW was temporarily recruited on an EOI to cover 
sick leave. 

• Cases which were overdue transfer to the Looked After 
Children's service have now transferred. The LAC Reviews 
have since been convened. 

• The Trust, along with the other Trusts are in the process of 
recruiting staff as part of the regional recruitment process. 

 
LAC Commentary –  
A total of 64 Lac Reviews were held outside timescale in this 
reporting period.  
Some reviews were moved to later in the month to facilitate all 
parties or due to workload capacity within the team. 
These reviews have been delayed due to level of unallocated and 
are completed in line with the Business Continuity Plan. 
 
Reasons: 

• Sickness 
• Bereavement 
• Facilitating planned move for a child 
• Workload pressure 
• Facilitate transfer to new social worker 

Actions taken to address the situation are: 
• Out of Hours LAC Team established with staff identified 

through the DoH workforce appeal to manage demands.  
 
 

10.3.18 This is intentionally blank  
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Internally, twice weekly placement meetings ensure appropriate 
placements are made to meet the individual needs of the Looked 
after Child, matched with the skill base of foster carers to avoid 
minimum disruption or placement moves when Looked after 
Children are being matched for placements. These review 
meetings also take cognizance of Looked after Children placed 
within private agencies and this is reviewed to ensure there is no 
“drift” in care planning of children placed outside of Trust 
placements. 
 
Bi-monthly review meetings are also held with private agencies 
to ensure the needs of children placed with these agencies 
disruptions in a timely fashion with these agencies to ensure 
contingency planning is implemented to avoid any unnecessary 
additional placement moves.  ‘Placement Under Pressure’ and 
Placement Support 
 
Meetings are convened to support children and carers and to 
prevent placement disruption 
Regular review of recruitment activity is undertaken to ensure 
that carers are recruited to meet the needs of children referred 
i.e. requirement for full time carers, sibling groups, children with 
learning or disability needs and carers who can provide 
permanent care. 
Activity to ensure foster placement supply also includes: 
 
• Identification of early signs of potential disruption and timely 

access to therapeutic and support services. 
• Ensuring foster carers are fostering within their agreed 

registration to avoid overload and potential disruption. 
• Timely referral of children to permanence panel. This 

enables regular monitoring of care plans, exploration of 
potential permanence options for children, thus reducing 
multiple moves. 

• Quarterly review meetings with Adoption to ensure children 
requiring adoptive placements that are currently within short 
term foster placements are identified and approximate 
timescales given to ensure projected availability planning for 
fostering and placements required.  

• Ensuring timely delivery of permanence plans. 
• Involvement in the on-going development of therapeutic 

model of care to identify long term foster placements to meet 
the needs of children aged 8-12 in Osbourne House. 

• Recruitment of Intensive foster carers who foster children 
with significant and complex disabilities and also young 
people who are on the higher threshold of risk presenting 
behaviours. 

• Recruitment of parent and child foster carers who assess a 
parent’s capacity to parent their child through a 12 week 
assessment period. 

Exhibit 3
MAHI - STM - 277 - 580



 
The Trust has also had significant involvement in the 
regional recruitment campaign for foster carers for young 
refugees.  The response has been very positive and it is 
hoped that this campaign will not only help to increase the 
provision of placements for young refugees but also for other 
groups of children and young people requiring foster care 
placements.  
 

The Trust been working to recruit and asses supported lodgings 
hosts.   
 
The Trust endeavour to educate people about who the children 
who need foster care are, what foster carers do and dispel 
myths about who can become a foster carer to dispel myths.  
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Indirect contact 
117 children are currently being supported with indirect contact 
arrangements. There arrangements are managed by a social worker within 
the team and involves the administrative role of exchanging letters 
between adoptive parents, adopted children and birth relatives.  The 
service also offers support to all persons involved in the arrangements to 
write letters and to manage the range of emotions that may be triggered 
when letters are exchanged.    A high number of birth parents avail of this 
support.   
Direct Contact 
98 families are receiving support with direct contact arrangements.  
Contact whilst beneficial for children, can also be challenging for all those 
involved. High levels of support is required to ensure contact is a positive 
and purposeful experience for all those involved. 
The supports provided include: 

• Supervising/Monitoring contact. 
• Preparation work with adoptive families on how best to support their 

child before and after contact occurs. 
• Preparation and support work with birth parents and relatives to 

manage their emotions and feeling in managing contact 
arrangements.  

• Helping the adults involved remain empathetic and understanding of 
each person’s role in the child’s life.   

• Reviewing contact arrangements 
• Assessing risk 

 
Over half of the families receiving support with post adoption contact 
arrangements also availed of a family support service in addition to this.  
Family Support Service 
A family support services has been provided to 38 families.   
The service strives to provide a provision of a mix skill set amongst the 
team to provide both practical and therapeutic support to families. Services 
vary in kind and intensity dependent upon the presenting need and fragility 
of the family situation at point of referral.  Provisions provided during the 
reporting period has included:  

• One to one support and guidance in helping parents to respond to 
their child’s behaviours using a therapeutic model of parenting. 

• Emotional support to parents in times of stress 
• Educative work with extended families on how best to support 

adopted child and their parents. 
• Direct work with children in the areas of life-story work, managing 

anxiety and providing a therapeutic space to explore thoughts and 
feelings.  

• Working with schools to provide advice on how best to support 
children in the school environment.   
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• Assistance in accessing other services such as TESSA, Extern, 
CAMHS. 

• Consultations with Trust psychology services to review families’ 
support needs.  

• Support to birth family wishing to establish contact with adopted 
children.  

Accessing specialist assessments. 
 
Adult Services 
The team is currently providing a service to 92 adult service users.  This 
involves both adult adoptees and birth relatives wishing to learn more 
about their origin or birth relatives wishing to search for an adoptee.   
Duty System 
The Post Adoption Team operate a duty system Monday – Friday 9-5pm 
which can be accessed by adoptive parents in the Belfast Trust area.  This 
can be used as a one off period of support / advice regarding a specific 
parenting issue or to make a self-referral for more intensive support. 
Referrals from other professionals requesting support for a child can be 
made through the duty system also. The duty system can also be 
accessed by adult adoptee’s or birth relatives requiring a service or by 
other professionals wishing to make a referral on behalf of an adoptee or 
birth relative.  

10.6.14 This is intentionally blank  
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The Trust’s Whistle Blowing Policy provides the framework within which 
concerns raised by staff are recorded and dealt with. The Policy fully 
adheres to the requirements specified in the Public Interest Disclosure 
(NI) Order 1998 
 

10.8.5 This is intentionally blank   
10.8.6 This is intentionally blank   
10.8.7 This is intentionally blank   
10.8.8 This is intentionally blank   
10.8.9 This is intentionally blank   
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HSC Trust Directors of Performance 

Performance and Corporate Services 

HSC Board Headquarters 
12-22 Linenhall Street
Belfast
BT2 8BS

Tel  :     028 95 363265 
Email:      Michael.Bloomfield@hscni.net 

Our Ref:  MB508 
Date:       18 May 2017 

Dear Colleagues 

REPORTING OF COMPLAINTS ABOUT INDEPENDENT SECTOR 
PROVIDERS OF ACUTE AND DIAGNOSTIC SERVICES 

Under the HSC Complaints Procedure, the HSCB must have oversight of all 
HSC complaints, and monitor how it, or those providing care on its behalf, deal 
with and respond to complaints.  This includes monitoring complaints 
processes, outcomes and service improvements; having in place area wide 
procedures for collecting and disseminating learning and sharing intelligence;  
and identifying any patterns or trends of concern.  This relates to all HSC 
complaints whether provided in HSC locations or within the independent sector 
(IS) but relating to HSC patients/clients. 

At a recent meeting of the HSCB/PHA Regional Complaints Sub Group which 
reviews HSC complaints, it was noted that the reporting of complaints regarding 
IS providers of acute and diagnostic services has been consistently limited to 
complaints directly received and responded to by the HSC Trusts.  This 
limitation of reporting is contrary to the Internal Audit report ‘Waiting List 
Initiative – Management of Independent Sector Work 2013/14’, which 
recommended that Trusts record all IS complaints onto the Trust’s Datix 
system, including complaints received directly by IS providers and reported to 
them under the terms of the contract.  

Agreement has recently been reached with Trusts on the format of reporting to 
the HSCB, details of complaints received and responded to directly by IS 
providers, which have been notified to Trusts.  I understand that this format will 
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entail monitoring reports, submitted on a quarterly basis, making use of the 
agreed template (copy enclosed) within the following timescales: - 

 April – June = seventh working day in August

 July – September = seventh working day in November

 October – December = seventh working day in February

 January – March = seventh working day in May

This template will also now be incorporated into the regional contract for 
independent providers. 

I would be grateful if you would confirm by 5 June 2017 that your Trust will 
submit the monitoring information as outlined above.  

Yours sincerely 

MICHAEL BLOOMFIELD 
Director of Performance and Corporate Services 

Enc 

cc Liz Fitzpatrick 
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To: 
Chief Executives 
Directors of Performance 
Trust Complaints Managers 
Trust Governance Managers 

Eastern Office 
Health & Social Care Board 
12-22 Linenhall Street
BELFAST BT2 8BS

Tel  :         03005550115 
Web Site : 
www.hscboard.hscni.net 

 10 February 2020 
Dear Colleague, 

HSC TRUST PROTOCOL FOR MONITORING OF HSC COMPLAINTS BY THE 
HEALTH AND SOCIAL CARE BOARD 

In accordance with the HSC Complaints Procedure, (April 2009, updated April 2019) 
the Health and Social Care Board (HSCB) is required to monitor how they or those 
providing care on their behalf, deal with and respond to complaints. The HSCB must 
maintain an oversight of all Health and Social Care complaints received (including 
those received and responded to by Independent Service Providers) and be 
prepared to analyse any patterns, trends of concern, or clusters of complaints 
against organisations.  

Following a recent audit on Complaints Handling Arrangements (2019), a number of 
risks were identified, to include; “The HSCB cannot effectively perform its role in 
respect of complaints if it is not receiving appropriate, timely information”. Moreover, 
“regional learning is not being disseminated on a timely basis, reducing the impact of 
the learning and potentially risking patient safety”. 

At a recent meeting with HSC Trust Complaints/Governance Managers, agreement 
was reached on enhancing the format and quality of reporting to the HSCB. The 
enclosed “Trust Monitoring Protocol” clearly outlines the specific requirements from 
each of the Trusts in this regard. In particular, I would like to draw your attention to 
requirement of completing the Complaints Learning Template, as and when learning 
has been identified from a complaint. The template should be of a standard of 
information to enable a full understanding of the issues raised and learning 
identified1.  

This reinforces, previous correspondence issued by Mr Michael Bloomfield, former 
Director of Corporate Services and Performance Management (May 2017), whereby 
he emphasised the importance of the HSCB monitoring complaints processes, 
outcomes and service improvements; having in place area wide procedures for 

1
 See enclosed Protocol 
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collecting and disseminating learning and sharing intelligence; and identifying any 
patterns or trends of concern.  

I would be grateful if you would confirm by 28 February 2020 that your Trust will 
submit the monitoring information as outlined within the enclosed Protocol. If 
complaints information continues to be submitted late and/or is of insufficient quality, 
issues of concern will be addressed initially directly with the HSC Trust and if 
required at the HSCB/Trust Service Issues and Performance Meetings. 

If you have any queries in respect of this letter, you may contact Liz Fitzpatrick 
(Complaints Manager) – liz.fitzpatrick@hscni.net or Tel: 028 9536 3224. 

Yours sincerely 

 

Valerie Watts 

Chief Executive   
 

Cc: Liz Fitzpatrick, Complaints Manager, HSCB 
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FOREWORD 
 
Commissioners and Providers of health and social care want to ensure that when a 
serious event or incident occurs, there is a systematic process in place for safeguarding 
services users, staff, and members of the public, as well as property, resources and 
reputation. 
 
One of the building blocks for doing this is a clear, regionally agreed approach to the 
reporting, management, follow-up and learning from serious adverse incidents (SAIs).   
Working in conjunction with other Health and Social Care (HSC) organisations, this 
procedure was developed to provide a system-wide perspective on serious incidents 
occurring within the HSC and Special Agencies and also takes account of the 
independent sector where it provides services on behalf of the HSC.  
 
The procedure seeks to provide a consistent approach to: 

- what constitutes a serious adverse incident; 
- clarifying the roles, responsibilities and processes relating to the reporting, 

reviewing, dissemination and implementation of learning; 
- fulfilling statutory and regulatory requirements; 
- tools and resources that support good practice.  

 
Our aim is to work toward clearer, consistent governance arrangements for reporting 
and learning from the most serious incidents; supporting preventative measures and 
reducing the risk of serious harm to service users.  
 
The implementation of this procedure will support governance at a local level within 
individual organisations and will also improve existing regional governance and risk 
management arrangements by continuing to facilitate openness, trust, continuous 
learning and ultimately service improvement. 
 
This procedure will remain under continuous review.  
 
 
 
 
Valerie Watts 
Chief Executive  
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SECTION ONE - PROCEDURE 
 
1.0 BACKGROUND 
 
Circular HSS (PPM) 06/04 introduced interim guidance on the reporting and follow-up 
on serious adverse incidents (SAIs). Its purpose was to provide guidance for HPSS 
organisations and special agencies on the reporting and management of SAIs and near 
misses. 
  
http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/hss(ppm)06-04.pdf 
 
Circular HSS (PPM) 05/05 provided an update on safety issues; to underline the need 
for HPSS organisations to report SAIs and near misses to the DHSSPS in line with 
Circular HSS (PPM) 06/04.  
 
http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/hssppm05-05.pdf 
 
Circular HSS (PPM) 02/2006 drew attention to certain aspects of the reporting of SAIs 
which needed to be managed more effectively. It notified respective organisations of 
changes in the way SAIs should be reported in the future and provided a revised report 
pro forma. It also clarified the processes DHSSPS had put in place to consider SAIs 
notified to it, outlining the feedback that would then be made to the wider HPSS.  
 
http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/qpi adverse incidents circu
lar.pdf 
 
In March 2006, DHSSPS introduced Safety First: A Framework for Sustainable 
Improvement in the HPSS. The aim of this document was to draw together key themes 
to promote service user safety in the HPSS. Its purpose was to build on existing 
systems and good practice so as to bring about a clear and consistent DHSSPS policy 
and action plan.  
 
http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/safety first -

a framework for sustainable improvement on the hpss-2.pdf 
 
The Health and Personal Social Services (Quality Improvement and Regulation) 
(Northern Ireland) Order 2003 imposed a ‘statutory duty of quality’ on HPSS Boards and 
Trusts. To support this legal responsibility, the Quality Standards for Health and Social 
Care were issued by DHSSPS in March 2006.  
 
www.health-ni.gov.uk/publications/quality-standards-health-and-social-care-documents 
 
Circular HSC (SQS) 19/2007 advised of refinements to DHSSPS SAI system and of 
changes which would be put in place from April 2007, to promote learning from SAIs 
and reduce any unnecessary duplication of paperwork for organisations. It also clarified 
arrangements for the reporting of breaches of patients waiting in excess of 12 hours in 
emergency care departments.  
 
http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/hss sqsd 19-07.pdf 
 
Under the Provisions of Articles 86(2) of the Mental Health (NI) Order 1986, the 
Regulation & Quality Improvement Authority (RQIA) has a duty to make inquiry into any 
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case where it appears to the Authority that there may be amongst other things, ill 
treatment or deficiency in care or treatment. Guidance in relation to reporting 
requirements under the above Order previously issued in April 2000 was reviewed, 
updated and re-issued in August 2007. (Note: Functions of the previous Mental Health 
Commission transferred to RQIA on 1 April 2009).  
 
http://webarchive.proni.gov.uk/20101215075727/http://www.dhsspsni.gov.uk/print/utec guidance august 2007.pdf 
 
Circular HSC (SQSD) 22/2009 provided specific guidance on initial changes to the 
operation of the system of SAI reporting arrangements during 2009/10. The immediate 
changes were to lead to a reduction in the number of SAIs that were required to be 
reported to DHSSPS. It also advised organisations that a further circular would be 
issued giving details about the next stage in the phased implementation which would be 
put in place to manage the transition from the DHSSPS SAI reporting system, through 
its cessation and to the establishment of the RAIL system.  
 
https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20%28SQSD%29%2022-09.pdf 
 
Circular HSC (SQSC) 08/2010, issued in April 2010, provided guidance on the transfer 
of SAI reporting arrangements from the Department to the HSC Board, working in 
partnership with the Public Health Agency. It also provided guidance on the revised 
incident reporting roles and responsibilities of HSC Trusts, Family Practitioner Services, 
the Health & Social Care (HSC) Board and Public Health Agency (PHA), the extended 
remit of the Regulation & Quality Improvement Authority (RQIA), and the Department.  
 
https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20%28SQSD%29%2008-10.pdf 
 
Circular HSC (SQSD) 10/2010 advises on the operation of an Early Alert System, the 
arrangements to manage the transfer of Serious Adverse Incident (SAI) reporting 
arrangements from the Department to the HSC Board, working in partnership with the 
Public Health Agency and the incident reporting roles and responsibilities of Trusts, 
family practitioner services, the new regional organisations, the Health & Social Care 
(HSC) Board and Public Health Agency (PHA), and the extended remit of the 
Regulation & Quality Improvement Authority (RQIA).  
 
https://www.health-ni.gov.uk/sites/default/files/publications/dhssps/HSC%20%28SQSD%29%2010-10.pdf 
 
In May 2010 the Director of Social Care and Children HSCB issued guidance on 
‘Untoward Events relating to Children in Need and Looked After Children’ to HSC 
Trusts.  This guidance clarified the arrangements for the reporting of events, aligned to 
delegated statutory functions and Departmental Guidance, which are more 
appropriately reported to the HSCB Social Care and Children’s Directorate. 
 
In 2012 the HSCB issued the ‘Protocol for responding to SAIs involving an alleged 
homicide’.  The 2013 revised HSCB ‘Protocol for responding to SAIs involving an 
alleged homicide’ is contained in Appendix 14. 
 
Circular HSS (MD) 8/2013 replaces HSS (MD) 06/2006 and advises of a revised 
Memorandum of Understanding (MOU) when investigating patient or client safety 
incidents. This revised MOU is designed to improve appropriate information sharing and 
co-ordination when joint or simultaneous investigations/reviews are required when a 
serious incident occurs.  
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www.health-ni.gov.uk/sites/default/files/publications/dhssps/hss-md-8-2013.pdf 
 
DHSSPS Memo dated 17 July 2013 from Chief Medical Officer introduced the 
HSCB/PHA protocol on the dissemination of guidance/information to the HSC and the 
assurance arrangements where these are required. The protocol assists the HSCB/PHA 
in determining what actions would benefit from a regional approach rather than each 
provider taking action individually. 
 
http://intranet.hscb.hscni.net/documents/Governance/Information%20for%20DROs/002%20%20HSCB-
PHA%20Protocol%20for%20Safety%20Alerts.pdf 
 

Circular HSC (SQSD) 56/16 (21 October 2016) from the Deputy Chief Medical Officer 
advises of the intention to introduce a Never Events process and that information 
relating to these events will be captured as part of the Serious Adverse Incident 
Process.  The circular indicates the Never Events process will be based on the adoption 
of Never Event List with immediate effect. 

 
https://www.health-ni.gov.uk/sites/default/files/publications/health/HSC-SQSD-56-16.pdf 
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2.0 INTRODUCTION 
 

The purpose of this procedure is to provide guidance to Health and Social Care 
(HSC) Organisations, and Special Agencies (SA) in relation to the reporting and 
follow up of Serious Adverse Incidents (SAIs) arising during the course of their 
business or  commissioned service. 
 
The requirement on HSC organisations to routinely report SAIs to the 
Department of Health (DoH) {formerly known as the DHSSPS} ceased on 1 May 
2010.  From this date, the revised arrangements for the reporting and follow up of 
SAIs,  transferred to the Health and Social Care Board (HSCB) working both 
jointly with the Public Health Agency (PHA) and collaboratively with the 
Regulation and Quality Improvement Authority (RQIA).  
 
This process aims to: 
 
- Provide a mechanism to effectively share learning in a meaningful way; with a 

focus on safety and quality; ultimately leading to service improvement for 
service users; 
 

- Provide a coherent approach to what constitutes a SAI; to ensure consistency 
in reporting across the HSC and Special Agencies; 
 

- Clarify the roles, responsibilities and processes relating to the reporting, 
reviewing, dissemination and implementation of learning arising from SAIs 
which occur during the course of the business of a HSC organisation / Special 
Agency or commissioned/funded service; 
 

- Ensure the process works simultaneously with all other statutory and 
regulatory organisations that may require to be notified of the incident or be 
involved the review; 
 

- Keep the process for the reporting and review of SAIs under review to ensure 
it is fit for purpose and minimises unnecessary duplication; 
 

- Recognise the responsibilities of individual organisations and support them in 
ensuring compliance; by providing a culture of openness and transparency 
that encourages the reporting of SAIs; 

 
- Ensure trends, best practice and learning is identified, disseminated and 

implemented in a timely manner, in order to prevent recurrence; 
 

- Maintain a high quality of information and documentation within a time bound 
process. 
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3.0 APPLICATION OF PROCEDURE 
 

3.1 Who does this procedure apply to? 
 

This procedure applies to the reporting and follow up of SAIs arising 
during the course of the business in Department of Health (DoH) Arm’s 
Length Bodies (ALBs) i.e. 

 
 HSC organisations (HSC) 

- Health and Social Care Board 
- Public Health Agency 
- Business Services Organisation 
- Belfast Health and Social Care Trust 
- Northern Health and Social Care Trust 
- Southern Health and Social Care Trust 
- South Eastern Health and Social Care Trust 
- Western Health and Social Care Trust 
- Northern Ireland Ambulance Service 
- Regulation and Quality Improvement Authority 

 
 Special Agencies (SA) 

- Northern Ireland Blood Transfusion Service 
- Patient Client Council 
- Northern Ireland Medical and Dental Training Agency 
- Northern Ireland Practice and Education Council 

 
The principles for SAI management set out in this procedure are relevant 
to all the above organisations. Each organisation should therefore ensure 
that its incident policies are consistent with this guidance while being 
relevant to its own local arrangements. 
 

3.2     Incidents reported by Family Practitioner Services (FPS) 
                   

Adverse incidents occurring within services provided by independent 
practitioners within: General Medical Services, Pharmacy, Dental or 
Optometry, are routinely forwarded to the HSCB Integrated Care 
Directorate in line with the HSCB Adverse Incident Process within the 
Directorate of Integrated Care (September 2016).  On receipt of reported 
adverse incidents the HSCB Integrated Care Directorate will decide if the 
incident meets the criteria of a SAI and if so will be the organisation 
responsible to report the SAI. 
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3.3 Incidents that occur within the Independent /Community 
and Voluntary Sectors (ICVS) 

 
SAIs that occur within ICVS, where the service has been 
commissioned/funded by a HSC organisation must be reported.  For 
example: service users placed/funded by HSC Trusts in independent 
sector accommodation, including private hospital, nursing or residential 
care homes, supported housing, day care facilities or availing of HSC 
funded voluntary/community services.  These SAIs must be reported and 
reviewed by the HSC organisation who has: 
 
- referred the service user (this includes Extra Contractual Referrals) to 

the ICVS; 
 

or, if this cannot be determined; 
 

- the HSC organisation who holds the contract with the IVCS. 
 

HSC organisations that refer service users to ICVS should ensure all 
contracts, held with ICVS, include adequate arrangements for the 
reporting of adverse incidents in order to ensure SAIs are routinely 
identified. 
 
All relevant events occurring within ICVS which fall within the relevant 
notification arrangements under legislation should continue to be notified 
to RQIA. 

 
3.4 Reporting of HSC Interface Incidents  
 

Interface incidents are those incidents which have occurred in one 
organisation, but where the incident has been identified in another 
organisation. In such instances, it is possible the organisation where the 
incident may have occurred is not aware of the incident; however the 
reporting and follow up review may be their responsibility.  It will not be 
until such times as the organisation, where the incident has occurred, is 
made aware of the incident; that it can be determined if the incident is a 
SAI. 
 
In order to ensure these incidents are notified to the correct organisation in 
a timely manner, the organisation where the incident was identified will 
report to the HSCB using the HSC Interface Incident Notification Form 
(see Appendix 3).  The HSCB Governance Team will upon receipt contact 
the organisation where the incident has occurred and advise them of the 
notification in order to ascertain if the incident will be reported as a SAI. 
 
Some of these incidents will subsequently be reported as SAIs and may 
require other organisations to jointly input into the review. In these 
instances refer to Appendix 13 – Guidance on Joint Reviews. 
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3.5 Incidents reported and Investigated/ reviewed by 
Organisations external to HSC and Special Agencies 

 
The reporting of SAIs to the HSCB will work in conjunction with and in 
some circumstances inform the reporting requirements of other statutory 
agencies and external bodies.  In that regard, all existing local or national 
reporting arrangements, where there are statutory or mandatory reporting 
obligations, will continue to operate in tandem with this procedure. 

 
3.5.1 Memorandum of Understanding (MOU) 
 

In February 2006, the DoH issued circular HSS (MD) 06/2006 − a 
Memorandum of Understanding − which was developed to improve 
appropriate information sharing and co-ordination when joint or 
simultaneous investigations/reviews are required into a serious 
incident. 
 
Circular HSS (MD) 8/2013 replaces the above circular and advises 
of a revised MOU Investigating patient or client safety incidents 
which can be found on the Departmental website: 
 
www.health-ni.gov.uk/sites/default/files/publications/dhssps/hss-
md-8-2013.pdf 

 
The MOU has been agreed between the DoH, on behalf of the 
Health and Social Care Service (HSCS), the Police Service of 
Northern Ireland (PSNI), the Northern Ireland Courts and Tribunals 
Service (Coroners Service for NI) and the Health and Safety 
Executive for Northern Ireland (HSENI). It will apply to people 
receiving care and treatment from HSC in Northern Ireland. The 
principles and practices promoted in the document apply to other 
locations, where health and social care is provided e.g. it could be 
applied when considering an incident in a family doctor or dental 
practice, or for a person receiving private health or social care 
provided by the HSCS. 
 
It sets out the general principles for the HSCS, PSNI, Coroners 
Service for NI and HSENI to observe when liaising with one 
another. 
 
The purpose of the MOU is to promote effective communication 
between the organisations. The MOU will take effect in 
circumstances of unexpected death or serious untoward harm 
requiring investigation by the PSNI, Coroners Service for NI or 
HSENI separately or jointly. This may be the case when an incident 
has arisen from or involved criminal intent, recklessness and/or 
gross negligence, or in the context of health and safety, a work-
related death. 

 
The MOU is intended to help: 
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- Identify which organisations should be involved and the lead 
investigating body. 

 
- Prompt early decisions about the actions and 

investigations/reviews thought to be necessary by all 
organisations and a dialogue about the implications of these. 

 
- Provide an understanding of the roles and responsibilities of the 

other organisations involved in the memorandum before high 
level decisions are taken. 

 
- Ensure strategic decisions are taken early in the process and 

prevent unnecessary duplication of effort and resources of all 
the organisations concerned. 

 
HSC Organisations should note that the MOU does not preclude 
simultaneous investigations/reviews by the HSC and other 
organisations e.g. Root Cause Analysis by the HSC when the case 
is being reviewed by the Coroners Service and/or PSNI/HSENI.   
 
In these situations, the Strategic Communication and Decision 
Group can be used to clarify any difficulties that may arise; 
particularly where an external organisation’s investigation/review 
has the potential to impede a SAI review and subsequently delay 
the dissemination of regional learning.  

 
3.6 Reporting of SAIs to RQIA 

 
RQIA have a statutory obligation to investigate some incidents that are 
also reported under the SAI procedure.  In order to avoid duplication of 
incident notification and review, RQIA will work in conjunction with the 
HSCB/PHA with regard to the review of certain categories of SAI.  In this 
regard the following SAIs should be notified to RQIA at the same time of 
notification to the HSCB: 

 
- All mental health and learning disability SAIs reportable to RQIA under 

Article 86.2 of the Mental Health (NI) Order 1986.  
 
- Any SAI that occurs within the regulated sector (whether statutory or 

independent) for a service that has been commissioned/funded by a 
HSC organisation.   

 
It is acknowledged these incidents should already have been reported 
to RQIA as a ‘notifiable event’ by the statutory or independent 
organisation where the incident has occurred (in line with relevant 
reporting regulations).  This notification will alert RQIA that the incident 
is also being reviewed as a SAI by the HSC organisation who 
commissioned the service. 

 
- The HSCB/PHA Designated Review Officer (DRO) will lead and co-

ordinate the SAI management, and follow up, with the reporting 
organisation; however for these SAIs this will be carried out in 
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conjunction with RQIA professionals.  A separate administrative 
protocol between the HSCB and RQIA can be accessed at Appendix 
15. 

 
3.7 Reporting of SAIs to the Safeguarding Board for Northern 

Ireland 
 

There is a statutory duty for the HSC to notify the Safeguarding Board for 
Northern Ireland of child deaths where: 
 

- a child has died or been significantly harmed (Regulation 17(2)(a) 
 
AND 
 

- abuse/neglect suspected or child or sibling on child protection 
register or child or sibling is/has been looked after Regulation (2)(b) 
(see Appendix 17) 

 
4.0    DEFINITION AND CRITERIA 
 

4.1 Definition of an Adverse Incident 
 

‘Any event or circumstances that could have or did lead to harm, 
loss or damage to people, property, environment or reputation’1 
arising during the course of the business of a HSC organisation / Special 
Agency or commissioned service. 
 
The following criteria will determine whether or not an adverse incident 
constitutes a SAI.   

 
4.2 SAI criteria  

 
4.2.1 serious injury to, or the unexpected/unexplained death of:                   

- a service user, (including a Looked After Child or a child 
whose name is on the Child Protection Register and those 
events which should be reviewed through a significant event 
audit) 

- a staff member in the course of their work 
- a member of the public whilst visiting a HSC facility; 

 
4.2.2 unexpected serious risk to a service user and/or staff member 

and/or member of the public; 
 

4.2.3 unexpected or significant threat to provide service  and/or maintain 
business continuity; 

 
  
                                            
1 Source: DoH - How to classify adverse incidents and risk guidance 2006 
http://webarchive.proni.gov.uk/20120830142323/http://www.dhsspsni.gov.uk/ph how to classify adverse incidents and risk - guidance.pdf 
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4.2.4 serious self-harm or serious assault (including attempted suicide,  
homicide and sexual assaults) by a service user, a member of staff 
or a member of the public  within any healthcare facility providing a 
commissioned service; 

 
4.2.5 serious self-harm or serious assault (including homicide and sexual 

assaults)  
- on other service users,  
- on staff or  
- on members of the public 

 
by a service user in the community who has a mental illness or 
disorder (as defined within the Mental Health (NI) Order 1986) 
and/or known to/referred to mental health and related services 
(including CAMHS, psychiatry of old age or leaving and aftercare 
services) and/or learning disability services, in the 12 months prior 
to the incident;  

 
4.2.6 suspected suicide of a service user who has a mental illness or 

disorder (as defined within the Mental Health (NI) Order 1986) 
and/or known to/referred to mental health and related services 
(including CAMHS, psychiatry of old age or leaving and aftercare 
services) and/or learning disability services, in the 12 months prior 
to the incident; 
 

4.2.7 serious incidents of public interest or concern relating to: 
- any of the criteria above  
- theft, fraud, information breaches or data losses  
- a member of HSC staff or independent practitioner. 

 
ANY ADVERSE INCIDENT WHICH MEETS ONE OR MORE OF THE 
ABOVE CRITERIA SHOULD BE REPORTED AS A SAI. 
 
Note:  The HSC Regional Risk Matrix may assist organisations in determining the 
level of ‘seriousness’ refer to Appendix 16. 

 
5.0 SAI REVIEWS 
 

SAI reviews should be conducted at a level appropriate and proportionate to the 
complexity of the incident under review.  In order to ensure timely learning from 
all SAIs reported, it is important the level of review focuses on the complexity of 
the incident and not solely on the significance of the event.   
 
Whilst most SAIs will be subject to a Level 1 review, for some more complex 
SAIs, reporting organisations may instigate a Level 2 or 3 review immediately 
following the incident occurring. The level of review should be noted on the SAI 
notification form. 
 
The HSC Regional Risk Matrix (refer to Appendix 16) may assist organisations in 
determining the level of ‘seriousness’ and subsequently the level of review to be 
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undertaken. SAIs which meet the criteria in 4.2 above will be reviewed by the 
reporting organisation using one or more of the following: 

 
5.1 Level 1 Review – Significant Event Audit (SEA) 

 
Most SAI notifications will enter the review process at this level and a SEA 
will immediately be undertaken to: 

- assess what has happened; 
- assess why did it happened; 

o what went wrong and what went well; 
- assess what has been changed or agree what will change; 
- identify local and regional learning.  

 
(refer to Appendix 5 – Guidance Notes for Level 1 – SEA & Learning 
Summary Report; Appendix 9 – Guidance on Incident Debrief); and 
Appendix 10 – Level 1 Review - Guidance on review team membership) 
 
The possible outcomes from the review may include: 

- closed – no new learning; 
- closed – with learning; 
- requires Level 2 or 3 review. 

 
A SEA report will be completed which should be retained by the 
reporting organisation (see Appendices 4 and 5).   
 
The reporting organisation will then complete a SEA Learning Summary 
Report (see Appendices 4 and 5 – Sections 1, 3-6), which should be signed 
off by the relevant professional or operational director and submitted to the 
HSCB within 8 weeks of the SAI being notified.   
 
The HSCB will not routinely receive SEA reports unless specifically 
requested by the DRO. This process assigns reporting organisations the 
responsibility for Quality Assuring Level 1 SEA Reviews. This will entail 
engaging directly with relevant staff within their organisation to ensure the 
robustness of the report and identification of learning prior to submission to 
the HSCB. 
 
If the outcome of the SEA determines the SAI is more complex and requires 
a more detailed review, the review will move to either a Level 2 or 3 RCA 
review. In this instance the SEA Learning Report Summary will be 
forwarded to the HSCB within the timescales outlined above, with additional 
sections being completed to outline membership and Terms of Reference of 
the team completing the Level 2 or 3 RCA review and proposed timescales. 

 
5.2 Level 2 – Root Cause Analysis (RCA) 

 
As stated above, some SAIs will enter at Level 2 review following a SEA.   
 
When a Level 2 or 3 review is instigated immediately following notification of 
a SAI, the reporting organisation will inform the HSCB within 4 weeks, of the 
Terms of Reference (TOR) and Membership of the Review Team for 
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consideration by the HSCB/PHA DRO.  This will be achieved by submitting 
sections two and three of the review report to the HSCB. (Refer to Appendix 
6 – template for Level 2 and 3 review reports). 
 
The review must be conducted to a high level of detail (see Appendix 7 – 
template for Level 2 and 3 review reports).  The review should include use 
of appropriate analytical tools and will normally be conducted by a 
multidisciplinary team (not directly involved in the incident), and chaired by 
someone independent to the incident but who can be within the same 
organisation. (Refer to Appendix 9 – Guidance on Incident Debrief); and 
Appendix 11 – Level 2 Review - Guidance on review team membership). 
 
Level 2 RCA reviews may involve two or more organisations.  In these 
instances, it is important a lead organisation is identified but also that all 
organisations contribute to, and approve the final review report (Refer to 
Appendix 13 Guidance on joint reviews/investigations). 
 
On completion of Level 2 reviews, the final report must be submitted to the 
HSCB within 12 weeks from the date the incident was notified. 

 
5.3 Level 3 – Independent Reviews 

 
Level 3 reviews will be considered for SAIs that: 
- are particularly complex involving multiple organisations; 
- have a degree of technical complexity that requires independent 

expert advice; 
- are very high profile and attracting a high level of both public and 

media attention. 
 

In some instances the whole team may be independent to the 
organisation/s where the incident/s has occurred. 
 
The timescales for reporting Chair and Membership of the review team will 
be agreed by the HSCB/PHA Designated Review Officer (DRO) at the 
outset (see Appendix 9 – Guidance on Incident Debrief); and Appendix 12 – 
Level 3 Review - Guidance on Review Team Membership). 
 
The format for Level 3 review reports will be the same as for Level 2 
reviews (see Appendix 7 – guidance notes on template for Level 2 and 3 
reviews). 
 
For any SAI which involves an alleged homicide by a service user who has 
a mental illness or disorder (as defined within the Mental Health (NI) Order 
1986) and/or known to/referred to mental health and related services 
(including CAMHS, psychiatry of old age or leaving and aftercare services) 
and/or learning disability services, in the 12 months prior to the incident, the 
Protocol for Responding to SAIs in the Event of a Homicide, issued in 2012 
and revised in 2013 should be followed (see Appendix 14).  
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5.4 Involvement of Service Users/Family/Carers in Reviews 
 

 Following a SAI it is important, in the spirit of honesty and openness to 
ensure a consistent approach is afforded to the level of service user / 
family engagement across the region.  When engaging with Service 
Users/Family/Carers, organisations should refer to addendum 1 – A 
Guide for Health and Social Care Staff Engagement/Communication 
with Service User/Family/Cares following a SAI. 

 
 In addition a ‘Checklist for Engagement/Communication with the 

Service User/Family/Carers following a SAI’ must be completed for 
each SAI regardless of the review level, and where relevant, if the SAI 
was also a Never Event (refer to section 12.2).   

 
 The checklist also includes a section to indicate if the reporting 

organisation had a statutory requirement to report the death to the 
Coroners office and that this is also communicated to the Family/Carer. 

 
6.0    TIMESCALES  
 

6.1 Notification 
 

Any adverse incident that meets the criteria indicated in section 4.2 should 
be reported within 72 hours of the incident being discovered using the SAI 
Notification Form (see Appendix 1). 
 

6.2 Review Reports 
 

LEVEL 1 – SEA 
 
SEA reports must be completed using the SEA template which will be 
retained by the reporting organisation (see Appendices 4 and 5).  A SEA 
Learning Summary Report (see Appendices 4 and 5 – Sections 1, 3-6) 
must be completed and submitted to the HSCB within 8 weeks of the SAI 
being reported for all Level 1 SAIs whether learning has been identified or 
not.  The Checklist for Engagement/Communication with Service 
User/Family/Carer following a SAI’ must also accompany the Learning 
Summary Report. 
 
If the outcome of the SEA determines the SAI is more complex and 
requires a more detailed review, timescales for completion of the RCA will 
be indicated by Trusts via the Learning Summary Report to the HSCB. 
 
LEVEL 2 – RCA 
 
For those SAIs where a full RCA is instigated immediately, sections 2 and 
3 of the RCA Report, outlining TOR and membership of the review team, 
must be submitted no later than within 4 weeks of the SAI being notified 
to the HSCB. 
 

Exhibit 6
MAHI - STM - 277 - 614



 

Page | 18  
 

RCA review reports must be fully completed using the RCA report 
template and submitted together with comprehensive action plans for each 
recommendation identified to the HSCB 12 weeks following the date the 
incident was notified.  (see Appendix 6 – Level 2 & 3 RCA Review Reports 
and Appendix 8 – Guidance on Minimum Standards for Action Plans). 
 
LEVEL 3 – INDEPENDENT REVIEWS 
 
Timescales for completion of Level 3 reviews and comprehensive action 
plans for each recommendation identified will be agreed between the 
reporting organisation and the HSCB/PHA DRO as soon as it is 
determined that the SAI requires a Level 3 review. 
 
Note:  Checklist for Engagement/Communication with Service 
User/Family/Carer following a SAI must accompany all SAI 
Review/Learning Summary Reports which are included within the 
report templates. 
 

6.3 Exceptions to Timescales 
 
In most circumstances, all timescales for submission of reports must be 
adhered to.  However, it is acknowledged, by exception, there may be 
occasions where a review is particularly complex, perhaps involving two or 
more organisations or where other external organisations such as PSNI, 
HSENI etc.; are involved in the same review.  In these instances the 
reporting organisation must provide the HSCB with regular updates. 

 
6.4 Responding to additional information requests 

 
Once the review / learning summary report has been received, the DRO, 
with appropriate clinical or other support, will review the report to ensure 
that the necessary documentation relevant to the level of review is 
adequate. 
 
If the DRO is not satisfied with the information provided additional 
information may be requested and must be provided in a timely 
manner.  Requests for additional information should be provided as 
follows: 
 

- Level 1 review within 2 week 
- Level 2 or 3 review within 6 weeks 

 
7.0    OTHER INVESTIGATIVE/REVIEW PROCESSES 
 

The reporting of SAIs to the HSCB will work in conjunction with all other HSC 
investigation/review processes, statutory agencies and external bodies.   In that 
regard, all existing reporting arrangements, where there are statutory or 
mandatory reporting obligations, will continue to operate in tandem with this 
procedure. 
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In that regard, there may be occasions when a reporting organisation will have 
reported an incident via another process before or after it has been reported as a 
SAI. 

 
7.1 Complaints in the HSC 

 
Complaints in HSC Standards and Guidelines for Resolution and Learning 
(The Guidance) outlines how HSC organisations should deal with 
complaints raised by persons who use/have used, or are waiting to use 
HSC services.  While it is a separate process to the management and 
follow-up of SAIs, there will be occasions when an SAI has been reported 
by a HSC organisation, and subsequently a complaint is received relating to 
the same incident or issues, or alternatively, a complaint may generate the 
reporting of an SAI. 

 
In these instances, the relevant HSC organisation must be clear as to how 
the issues of complaint will be investigated.  For example, there may be 
elements of the complaint that will be solely reliant on the outcome of the 
SAI review and there may be aspects of the complaint which will not be part 
of the SAI review and can only be investigated under the Complaints 
Procedure.   
 
It is therefore important that complaints handling staff and staff who deal 
with SAIs communicate effectively and regularly when a complaint is linked 
to a SAI review.  This will ensure that all aspects of the complaint are 
responded to effectively, via the most appropriate means and in a timely 
manner.  Fundamental to this, will obviously be the need for the 
organisation investigating the complaint to communicate effectively with the 
complainant in respect of how their complaint will be investigated, and when 
and how they can expect to receive a response from the HSC organisation.  

 
7.2 HSCB Social Care Untoward Events Procedure 

 
The above procedure provides guidance on the reporting of incidents 
relating to statutory functions under the Children (NI) Order 1995.  
 
If, during the review of an incident reported under the HSCB Untoward 
Events procedure, it becomes apparent the incident meets the criteria of a 
SAI, the incident should immediately be notified to the HSCB as a SAI.  
Board officers within the HSCB will close the Untoward Events incident and 
the incident will continue to be managed via the SAI process. 

 
7.3 Child and Adult Safeguarding 

 
Any incident involving the suspicion or allegation that a child or adult is at 
risk of abuse, exploitation or neglect should be investigated under the 
procedures set down in relation to a child and adult protection.  
 
If during the review of one of these incidents it becomes apparent that the 
incident meets the criteria for an SAI, the incident will immediately be 
notified to the HSCB as an SAI. 
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It should be noted that, where possible, safeguarding investigations will run 
in parallel as separate to the SAI process with the relevant findings from 
these investigations/reviews informing the SAI review (see appendix 17).  
 
On occasion the incident under review may be considered so serious as to 
meet the criteria for a Case Management Review (CMR) for children, set by 
the Safeguarding Board for Northern Ireland; a Serious Case Review (SCR) 
for adults set by the Northern Ireland Adult Safeguarding Partnership; or a 
Domestic Homicide Review. 

 
In these circumstances, the incident will be notified to the HSCB as an SAI. 
This notification will indicate that a CMR, SCR or Domestic Homicide 
Review is underway. This information will be recorded on the Datix system, 
and the SAI will be closed. 

 
7.4  Reporting of Falls  

 
Reporting organisations will no longer be required to routinely report falls as 
SAIs  which have resulted in harm in all Trust facilities, (as defined in the 
impact levels 3 – 5 of the regional risk matrix - see appendix 16).  Instead a 
new process has been developed with phased implementation, which 
requires HSC Trusts to do a timely post fall review debrief to ensure local 
application of learning.  See links below to Shared Learning Form and 
Minimum Data Set for Post Falls Review:  
 
http://intranet.hscb.hscni.net/documents/Governance/Information%20for%20DROs/033%2
0Falls Shared%20Learning%20Template %20V2 June%202016.rtf  
 
http://intranet.hscb.hscni.net/documents/Governance/Information%20for%20DROs/032%2
0Regional%20Falls%20Minimum%20Dataset%202016 V2 June%202016.pdf 
 
Local learning will be shared with the Regional Falls Group where trends 
and themes will be identified to ensure regional learning.  
 
Reporting organisations will therefore manage falls resulting in moderate to 
severe harm as adverse incidents, unless there are particular issues or the 
subsequent internal review identifies contributory issues/concerns in 
treatment and/or care or service issues, or any identified learning that 
needs to be reviewed through the serious adverse incident process. 
 

7.5 Transferring SAIs to other Investigatory Processes 
 
Following notification and initial review of a SAI, more information may 
emerge that determines the need for a specialist investigation. 
 
This type of investigation includes: 
- Case Management Reviews 
- Serious Case Reviews 

 
Once a DRO has been informed a SAI has transferred to one of the above 
investigation s/he will close the SAI.  
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7.6 De-escalating a SAI 
 
It is recognised that organisations report SAIs based on limited information 
and the situation may change when more information has been gathered; 
which may result in the incident no longer meeting the SAI criteria. 

 
Where a reporting organisation has determined the incident reported no 
longer meets the criteria of a SAI, a request to de-escalate the SAI should 
be submitted immediately to the HSCB by completing section 21 of the SAI 
notification form  (Additional Information following initial Notification). 

 
The DRO will review the request to de-escalate and will inform the reporting 
organisation and RQIA (where relevant) of the decision as soon as possible 
and at least within 10 working days from the request was submitted. 

 
If the DRO agrees, the SAI will be de-escalated and no further SAI review 
will be required.  The reporting organisation may however continue to 
review as an adverse incident or in line with other HSC investigation/review 
processes (as highlighted above).   If the DRO makes a decision that the 
SAI should not be de-escalated the review report should be submitted in 
line with previous timescales. 

 
It is important to protect the integrity of the SAI review process from situations 
where there is the probability of disciplinary action, or criminal charges.  The SAI 
review team must be aware of the clear distinction between the aims and 
boundaries of SAI reviews, which are solely for the identification and reporting 
learning points, compared with disciplinary, regulatory or criminal processes. 
 
HSC organisations have a duty to secure the safety and well-being of 
patients/service users, the review to determine root causes and learning points 
should still be progressed in parallel with other reviews/investigations, ensuring 
remedial actions are put in place as necessary and to reduce the likelihood of 
recurrence. 

 
8.0    LEARNING FROM SAIs 
 

The key aim of this procedure is to improve services and reduce the risk of 
incident recurrence, both within the reporting organisation and across the HSC 
as a whole.  The dissemination of learning following a SAI is therefore core to 
achieving this and to ensure shared lessons are embedded in practice and the 
safety and quality of care provided.  
 
HSCB in conjunction with the PHA will: 
 
- ensure that themes and learning from SAIs are identified and  disseminated 

for implementation in a timely manner; this may be done via: 
o learning letters / reminder of best practice letters; 
o learning newsletter; 
o thematic reviews. 
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- provide an assurance mechanism that learning from SAIs has been 
disseminated and appropriate action taken by all relevant organisations; 

 
- review and consider learning from external/independent reports relating to 

quality/safety. 
 

It is acknowledged HSC organisations will already have in place mechanisms for 
cascading local learning from adverse incidents and SAIs internally within their 
own organisations.  The management of dissemination and associated 
assurance of any regional learning is the responsibility of the HSCB/PHA.   

 
9.0 TRAINING AND SUPPORT 
 

9.1 Training 
 

Training will be provided to ensure that those involved in SAI reviews have 
the correct knowledge and skills to carry out their role, i.e: 
- Chair and/or member of an SAI review team 

- HSCB/PHA DRO. 
 
This will be achieved through an educational process in collaboration with 
all organisations involved, and will include training on review processes, 
policy distribution and communication updates. 

 
9.2 Support 

 
9.2.1 Laypersons  
 

The panel of lay persons, (already involved in the HSC Complaints 
Procedure), have availed of relevant SAI training including Root 
Cause Analysis. They are now available to be called upon to be a 
member of a SAI review team; particularly when a degree of 
independence to the team is required.    

 
Profiles and relevant contact details for all available laypersons can 
be obtained by contacting seriousincidents@hscni.net  

 
9.2.2 Clinical/Professional Advice 
 

If a DRO requires a particular clinical view on the SAI review, the 
HSCB Governance Team will secure that input, under the direction 
of the DRO. 

 
10.0  INFORMATION GOVERNANCE 
 

The SAI process deals with a considerable amount of sensitive personal 
information. Appropriate measures must be put in place to ensure the safe and 
secure transfer of this information.  All reporting organisations should adhere to 
their own Information Governance Policies and Procedures.  However, as a 
minimum the HSCB would recommend the following measures be adopted when 
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transferring patient/client identifiable information via e-mail or by standard hard 
copy mail: 

 
- E-Mail - At present there is not a requirement to apply encryption to sensitive 

information transferred across the HSC network to other HSC organisations 
within Northern Ireland. Information transferred between the HSCB, Trusts 
and Northern Ireland Department of Health is not sent across the internet. If 
you are transferring information to any address that does not end in one of 
those listed below, it is essential that electronic measures to secure the data 
in transit, are employed, and it is advised that encryption is therefore applied 
at all times to transfers of sensitive / personal information. 

 
List of email addresses within the Northern Ireland secure network:  
‘.hscni.net’,  
‘n-i.nhs.uk’  
‘ni.gov.uk’ or  
‘.ni.gov.net’  

 
No sensitive or patient/service user data must be emailed to an address 
other than those listed above unless they have been protected by encryption 
mechanisms that have been approved by the BSO-ITS.  
 
Further advice on employing encryption software can be sought from the BSO 
ICT Security Team. 
 
Note: Although there is a degree of protection afforded to email traffic that 
contains sensitive information when transmitting within the Northern Ireland 
HSC network it is important that the information is sent to the correct 
recipient. With the amalgamation of many email systems, the chances of a 
name being the same or similar to the intended recipient has increased. It is 
therefore recommended that the following simple mechanism is employed 
when transmitting information to a new contact or to an officer you haven’t 
emailed previously.  
 
Step 1  Contact the recipient and ask for their email address.  
Step 2   Send a test email to the address provided to ensure that you have   

inserted the correct email address.  
Step 3   Ask the recipient on receiving the test email to reply confirming 

receipt.  
Step 4   Attach the information to be sent with a subject line ‘Private and 

Confidential, Addressee Only’ to the confirmation receipt email and 
send.  

 
- Standard Mail – It is recommended that any mail which is deemed valuable, 

confidential or sensitive in nature (such as patient/service user level 
information) should be sent using ‘Special Delivery’ Mail. 

 
Further guidance is available from the HSCB Information Governance Team on: 
Tel 028 95 362912 
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11.0 ROLE OF DESIGNATED REVIEW OFFICER (DRO) 
 

A DRO is a senior professional/officer within the HSCB / PHA and has a key role 
in the implementation of the SAI process namely: 

 

- liaising with reporting organisations: 
o on any immediate action to be taken following notification of a SAI 
o where a DRO believes the SAI review is not being undertaken at the 

appropriate level 
 

- agreeing the Terms of Reference for Level 2 and 3 RCA reviews;  
 
- reviewing completed SEA Learning Summary Reports for Level 1  SEA 

Reviews and full RCA reports for level 2 and 3 RCA Reviews; liaising with 
other professionals (where relevant); 
 

 liaising with reporting organisations where there may be concerns regarding 
the robustness of the level 2 and 3 RCA reviews and providing assurance that 
an associated action plan has been developed and implemented;  

 
- identification of regional learning, where relevant; 
 
- surveillance of SAIs to identify patterns/clusters/trends. 
  
Whilst the HSCB will not routinely receive Level 1 SEA reports these can be 
requested, on occasion, by a DRO.  
 
An internal HSCB/PHA protocol provides further guidance for DROs regarding 
the nomination and role of a DRO. 

 
12.0 PROCESS  
 

12.1 Reporting Serious Adverse Incidents  
 

Any adverse incident that meets the criteria of a SAI as indicated in 
section 4.2 should be reported within 72 hours of the incident being 
discovered using the SAI Notification Form (Appendix 1) and forwarded to 
seriousincidents@hscni.net  
 
HSC Trusts to copy RQIA at seriousincidents@rqia.org.uk in line with 
notifications relevant to the functions, powers and duties of RQIA as 
detailed in section 3.6 of this procedure. 
 
Any SAI reported by FPS or ICVS must be reported in line with 3.2 and 
3.3 of this procedure. 
 
Reporting managers must comply with the principles of confidentiality 
when reporting SAIs and must not refer to service users or staff by name 
or by any other identifiable information. A unique Incident 
Reference/Number should be utilised on all forms/reports and associated 
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correspondence submitted to the HSCB and this should NOT be the 
patients H &C Number or their initials.  (See section 10 – Information 
Governance) 

 
12.2  Never Events 

 
 Never Events are SAIs that are wholly preventable, as guidance or safety 

recommendations that provide strong systemic protective barriers are 
already available at a national level and should have been implemented by 
all health care providers.   

 
 Each Never Event type has the potential to cause serious patient harm or 

death. However, serious harm or death is not required to have happened 
as a result of a specific incident occurrence for that incident to be 
categorised as a Never Event.   

 
  It is important, in the spirit of honesty and openness, that when staff are 

engaging with Service Users, Families, Carers as part of the SAI process, 
that in addition to advising an individual of the SAI, they should also be 
told if the SAI is a Never Event.  However it will be for HSC organisations 
to determine when to communicate this information to Service Users, 
Families, Carers.  

 
 All categories included in the current NHS Never Events list (see 

associated DoH link below) should now be identified to the HSCB when 
notifying a SAI.   

 
 A separate section within the SAI notification form is to be completed to 
specify if the SAI is listed on the Never Events list.  The SAI will continue to 
be reviewed in line with the current SAI procedure.  

 
https://www.health-ni.gov.uk/topics/safety-and-quality-standards/safety-and-
quality-standards-circulars 

 
12.3  Reporting Interface Incidents 
 

In line with section 3.4 of this procedure, any organisation alerted to an 
incident which it feels has the potential to be a SAI should report the 
incident to the HSCB using the Interface Incident Notification form 
(Appendix 3) to seriousincidents@hscni.net. 
 
An organisation who has been contacted by the HSCB Governance Team 
re: an interface incident being reported; will consider the incident in line 
with section 4.2 of the procedure, and if deemed it meets the criteria of a 
SAI, will report to the HSCB in line with 12.1 of this procedure. 

 
12.4 Acknowledging SAI Notification 

 
On receipt of the SAI notification the HSCB Governance Team will record 
the SAI on the DATIX risk management system and electronically 
acknowledge receipt of SAI notification to reporting organisation; advising 
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of the HSCB/PHA DRO, HSCB unique identification number, and 
requesting the completion of: 
 
- SEA Learning Summary Report for Level 1 SAIs within 8 weeks from 

the date the incident is reported; 
- RCA Report for Level 2 SAIs within 12 weeks from the date the 

incident is reported; 
- RCA Report for Level 3 SAIs within the timescale as agreed at the 

outset by the DRO; 
 
Where relevant, RQIA will be copied into this receipt.  

 
12.5 Designated Review Officer (DRO) 

 
Following receipt of a SAI the Governance Team will circulate the SAI 
Notification Form to the relevant Lead Officers within the HSCB/PHA to 
assign a DRO. 
 
Once assigned the DRO will consider the SAI notification and if 
necessary, will contact the reporting organisation to confirm all immediate 
actions following the incident have been implemented.   

 
12.6 Review/Learning Summary Reports 

 
Note:  Appendices 5 and 7 provide guidance notes to assist in the 
completion of Level 1, 2 & 3 review reports. 

  
Timescales for submission of review/learning summary reports and 
associated engagement checklists will be in line with section 6.0 of this 
procedure. 
 
On receipt of a review/learning summary report, the Governance Team 
will forward to the relevant DRO and where relevant RQIA. 
 
The DRO will consider the adequacy of the review/learning summary 
report and liaise with relevant professionals/officers including RQIA (where 
relevant) to ensure that the reporting organisation has taken reasonable 
action to reduce the risk of recurrence and determine if the SAI can be 
closed.  The DRO will also consider the referral of any learning identified 
for regional dissemination.  In some instances the DRO may require 
further clarification and may also request sight of the full SEA review 
report. 

 
If the DRO is not satisfied that a report reflects a robust and timely review 
s/he will continue to liaise with the reporting organisation and/or other 
professionals /officers, including RQIA (where relevant) until a satisfactory 
response is received.  When the DRO has received all relevant and 
necessary information the timescale for closure of the SAI will be within 12 
weeks, unless in exceptional circumstances which will have been agreed 
between the Reporting Organisation and the DRO. 
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12.7 Closure of SAI 
 
Following agreement to close a SAI, the Governance Team will submit an 
email to the reporting organisation to advise the SAI has been closed, 
copied to RQIA (where relevant).  The email will also indicate, if further 
information is made available to the reporting organisation (for example, 
Coroners Reports), which impacts on the outcome of the initial review, that 
it should be communicated to the HSCB/PHA DRO via the serious 
incidents mailbox.   
 
This will indicate that based on the review / learning summary report 
received and any other information provided that the DRO is satisfied to 
close the SAI.  It will acknowledge that any recommendations and further 
actions required will be monitored through the reporting organisation’s 
internal governance arrangements in order to reassure the public that 
lessons learned, where appropriate have been embedded in practice. 
 
On occasion and in particular when dealing with level 2 and 3 SAIs, a 
DRO may close a SAI but request the reporting organisation provides an 
additional assurance mechanism by advising within a stipulated period of 
time, that action following a SAI has been implemented.  In these 
instances, monitoring will be followed up via the Governance team. 

 
12.8 Regional Learning from SAIs 

 
It is acknowledged HSC organisations will already have in place 
mechanisms for cascading local learning from adverse incidents and SAIs 
internally within their own organisations.  However, the management of 
regional learning and associated assurance is the responsibility of the 
HSCB/PHA.   
 
Therefore, where regional learning is identified following the review of an 
SAI, the DRO will refer this for consideration via HSCB/PHA Quality and 
Safety Structures and where relevant, will be disseminated as outlined in 
section 8.0.    

 
12.9 Communication 

 
All communication between HSCB/PHA and reporting organisation must 
be conveyed between the HSCB Governance department and 
Governance departments in respective reporting organisations.  This will 
ensure all communication both written and verbal relating to the SAI, is 
recorded on the HSCB DATIX risk management system. 
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13 EQUALITY 
 

This procedure has been screened for equality implications as required by 
Section 75 and Schedule 9 of the Northern Ireland Act 1998.  Equality 
Commission guidance states that the purpose of screening is to identify those 
policies which are likely to have a significant impact on equality of opportunity so 
that greatest resources can be devoted to these. 
 
Using the Equality Commission's screening criteria, no significant equality 
implications have been identified.  The procedure will therefore not be subject to 
equality impact assessment. 
 
Similarly, this procedure has been considered under the terms of the Human 
Rights Act 1998 and was deemed compatible with the European Convention 
Rights contained in the Act. 
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17. HAS ANY PROFESSIONAL OR REGULATORY BODY BEEN NOTIFIED? 
(refer to guidance notes    e.g. GMC, GDC, PSNI, NISCC, LMC, NMC, HCPC etc.) please 
specify where relevant  

YES 
 

NO 
 

if  ‘YES’  (full details should be submitted including the date notified):    
GENERAL MEDICAL COUNCIL (GMC) 
GENERAL DENTAL COUNCIL (GDC) 
PHARMACEUTICAL SOCIETY NORTHERN IRELAND (PSNI)  
NORTHERN IRELAND SOCIAL CARE COUNCIL (NISCC) 
LOCAL MEDICAL COMMITTEE (LMC) 
NURSING AND MIDWIFERY COUNCIL (NMC) 
HEALTH CARE PROFESSIONAL COUNCIL (HCPC) 
REGULATION AND QUALITY IMPROVEMENT AUTHORTIY(RQIA) 
SAFEGUARDING BOARD FOR NORTHERN IRELAND (SBNI) 

OTHER – PLEASE SPECIFY BELOW 
18. OTHER ORGANISATION/PERSONS INFORMED: (please select)        DATE 

INFORMED: 
OTHERS: (please 
specify where relevant, 
including date notified) 
 
 
 
 
 
 
 

DoH EARLY ALERT  
HM CORONER  
INFORMATION COMMISSIONER OFFICE (ICO)  
NORTHERN IRELAND ADVERSE INCIDENT CENTRE (NIAIC)  
HEALTH AND SAFETY EXECUTIVE NORTHERN IRELAND (HSENI)  
POLICE SERVICE FOR NORTHERN IRELAND (PSNI)  
REGULATION QUALITY IMPROVEMENT AUTHORITY (RQIA)  
SAFEGUARDING BOARD FOR NORTHERN IRELAND (SBNI)  
NORTHERN IRELAND ADULT SAFEGUARDING PARTNERSHIP (NIASP)   
19. LEVEL OF REVIEW REQUIRED: (please select)        LEVEL 1 

 
LEVEL 2* LEVEL 3* 

* FOR ALL LEVEL 2 OR LEVEL 3 REVIEWS PLEASE COMPLETE AND SUBMIT SECTIONS 2 AND 3 OF THE 
RCA REPORT TEMPLATE WITHIN 4 WEEKS OF THIS NOTIFICATION REFER APPENDIX 6  
20. I confirm that the designated Senior Manager and/or Chief Executive has/have been advised of this SAI and 
is/are content that it should be reported to the Health and Social Care Board / Public Health Agency and Regulation 
and Quality Improvement Authority. (delete as appropriate) 

 
Report submitted by:   __________________________            Designation:   _________________________                       
 
Email:                                                      Telephone:                   Date:   DD / MM / YYYY            

 

21. ADDITIONAL INFORMATION FOLLOWING INITIAL NOTIFICATION:  
 
Use this section to provide updated information when the situation changes e.g. the situation deteriorates; the level of media interest changes 
 
The HSCB and PHA recognises that organisations report SAIs based on limited information, which on further review may not meet the criteria of a 
SAI.  Use this section to rrequest that a SAI be de-escalated and send to seriousincidents@hscni.net with the unique incident identification 
number/reference in the subject line. When a request for de-escalation is made the reporting organisation must include information on why the 
incident does not warrant further review under the SAI process.  
 
The HSCB/PHA DRO will review the de-escalation request and inform the reporting organisation of its decision within 5 working days.  The HSCB / 
PHA may take the decision to close the SAI without a report rather than de-escalate it. The HSCB / PHA may decide that the SAI should not be de-
escalated and a full review report is required.  
 
PLEASE NOTE PROGRESS IN RELATION TO TIMELINESS OF COMPLETED REVIEW REPORTS WILL BE REGULARLY REPORTED TO 
THE HSCB/PHA REGIONALGROUP. THEY WILL BE MONITORED ACCORDING TO AGREED TIMESCALES.  IT IS IMPORTANT TO KEEP 
THE HSCB INFORMED OF PROGRESS TO ENSURE THAT MONITORING INFORMATION IS ACCURATE AND BREECHES ARE NOT 
REPORTED WHERE AN EXTENDED TIME SCALE HAS BEEN AGREED. 
 
 

Additional information submitted by:   ____________________            Designation:   _________________                     
 
Email:                                                      Telephone:                                  Date:   DD / MM / YYYY            

Completed proforma should be sent to: seriousincidents@hscni.net  
and (where relevant) seriousincidents@rqia.org.uk 
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APPENDIX 6 

Revised November 2016 (Version 1.1) 
Insert organisation Logo 
 

Root Cause Analysis report on the 
review of a Serious Adverse Incident 

including  
Service User/Family/Carer Engagement 

Checklist  
Organisation’s Unique Case Identifier: 

 

Date of Incident/Event:  

 

HSCB Unique Case Identifier: 
 
Service User Details: (complete where relevant) 
D.O.B:           Gender: (M/F)          Age:   (yrs) 

 

Responsible Lead Officer: 

Designation: 

Report Author: 

Date report signed off: 
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APPENDIX 7 
Revised November 2016 (Version 1.1) 

 

 
 
 
 

Health and Social Care 
Regional Guidance  

for  
Level 2 and 3 RCA  

Incident Review Reports 
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INTRODUCTION 
 

 
This document is a revision of the template developed by the DoH Safety in Health and Social 
Care Steering Group in 2007 as part of the action plan contained within “Safety First: A 
Framework for Sustainable Improvement in the HPSS.”  
The purpose of this template and guide is to provide practical help and support to those writing 
review reports and should be used, in as far as possible, for drafting all HSC Level 2 and 
Level 3 incident review reports.  It is intended as a guide in order to standardise all such 
reports across the HSC including both internal and external reports.   
The review report presents the work of the review team and provides all the necessary 
information about the incident, the review process and outcome of the review.  The purpose of 
the report is to provide a formal record of the review process and a means of sharing the 
learning.  The report should be clear and logical, and demonstrate that an open and fair 
approach has taken place. 
This guide should assist in ensuring the completeness and readability of such reports.  The 
headings and report content should follow, as far as possible, the order that they appear within 
the template.  Composition of reports to a standardised format will facilitate the collation and 
dissemination of any regional learning. 
This template was designed primarily for incident reviews however it may also be used to 
examine complaints and claims. 
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Insert organisation Logo 
 

 

Root Cause Analysis report on the 
review of a Serious Adverse Incident 

including  
Service User/Family/Carer Engagement 

Checklist  
 

Organisation’s Unique Case Identifier: 

 

Date of Incident/Event:  

 

HSCB Unique Case Identifier: 
 
Service User Details: (complete where relevant) 
D.O.B:           Gender: (M/F)          Age:   (yrs) 

 

Responsible Lead Officer: 

Designation: 

Report Author: 

Date report signed off: 
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APPENDIX 8 

 
 
GUIDANCE ON MINIMUM STANDARDS FOR ACTION PLANS 
 
 
The action plan must define: 
 

 Who has agreed the action plan 
 Who will monitor the implementation of the action plan 
 How often the action plan will be reviewed 
 Who will sign off the action plan when all actions have been 

completed 

The action plan MUST contain the following 
 
1. Recommendations based on 

the contributing factors 
The recommendations from the report - 
these should be the analysis and findings 
of the review  
 

2. Action agreed This should be the actions the 
organisation needs to take to resolve the 
contributory factors. 
 

3. By who Who in the organisation will ensure the 
action is completed 
 

4. Action start date Date particular action is to commence 
 

5. Action end date Target date for completion of action 
 

6. Evidence of completion Evidence available to demonstrate that 
action has been completed.  This should 
include any intended action plan reviews 
or audits 
 

7. Sign off Responsible office and date sign off as 
completed 
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APPENDIX 9 
 
 
GUIDANCE ON INCIDENT DEBRIEF 
 
 
 Level 1 - SEA Reviews 
 
For level 1 reviews, the incident debrief can serve the purpose of the SEA 
review, (these can also be known as ‘hot debriefs’). 
 
The review should:  
 

 Collect and collate as much factual information on the event as 
possible, including all relevant records.  Also gather the accounts of 
those directly and indirectly involved, including, where relevant, 
service user/relatives/carers or other health professionals.  
 

 The incident debrief/significant event meeting should be held with all 
staff involved to provide an opportunity to: 

 
o support the staff involved6 
o assess what has happened; 
o assess why did it happened; 

- what went wrong and what went well; 
o assess what has been changed or agree what will change; 
o identify local and regional learning.  

 
 The meeting/s should be conducted in an open, fair, honest, non-

judgemental and supportive atmosphere and should be undertaken as 
soon as practical following the incident. 

 
 Write it up – keep a written report of the analysis undertaken using the 

SEA Report template (see Appendix 4) 
 

 Sharing SEA Report – SEA reports should be shared with all relevant 
staff, particularly those who have been involved in the incident. 

 
 Level 2 and 3 RCA Reviews 
 
An incident debrief can also be undertaken for level 2 and 3 reviews.  This 
would be separate from the RCA review and should occur quickly after the 
incident to provide support to staff and to identify any immediate service actions.  
 

  

                                            
6 Note: link to ongoing work in relation to Quality 2020 - Task 2 - Supporting Staff involved in SAIs and other Incidents 
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APPENDIX 10 

 
 
LEVEL 1 REVIEW - GUIDANCE ON REVIEW TEAM MEMBERSHIP  
 
 
The level of review of an incident should be proportionate to its significance; this 
is a judgement to be made by the Review Team.   
 
Membership of the team should include all relevant professionals but should be 
appropriate and proportionate to the type of incident and professional groups 
involved.  Ultimately, for a Level 1 review, it is for each team to decide who is 
invited, there has to be a balance between those who can contribute to an 
honest discussion, and creating such a large group that discussion of sensitive 
issues is inhibited. 
 
The review team should appoint an experienced facilitator or lead reviewing 
officer from within the team to co-ordinate the review.  The role of the facilitator 
is as follows: 
 

 Co-ordinate the information gathering process 
 Arrange the review meeting 
 Explain the aims and process of the review 
 Chair the review meeting  
 Co-ordinate the production of the Significant Event Audit report 
 Ensure learning is shared in line with the Learning Summary Report 
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APPENDIX 11 
 
 
LEVEL 2 REVIEW - GUIDANCE ON REVIEW TEAM MEMBERSHIP  
 
 
The level of review undertaken will determine the degree of leadership, overview 
and strategic review required. The level of review of an incident should therefore 
be proportionate to its significance. This is a judgement to be made by the 
Review Team.  
 
The core review team should comprise a minimum of three people of 
appropriate seniority and objectivity. Review teams should be multidisciplinary, 
(or involve experts/expert opinion/independent advice or specialist reviewers).  
The team shall have no conflicts of interest in the incident concerned and should 
have an Independent Chair.  (In the event of a suspected homicide HSC Trusts 
should follow the HSCB Protocol for responding to SAIs in the event of a 
Homicide – revised 2013) 
 
The Chair of the team shall be independent of the service area where the 
incident occurred and should have relevant experience of the service area 
and/or chairing investigations/reviews. He/she shall not have been involved in 
the direct care or treatment of the individual, or be responsible for the service 
area under review. The Chair may be sourced from the HSCB Lay People Panel 
(a panel of ‘lay people’ with clinical or social care professional areas of expertise 
in health and social care, who could act as the chair of an independent review 
panel, or a member of a Trust RCA review panel). 
 
Where multiple (two or more) HSC providers of care are involved, an increased 
level of independence shall be required.  In such instances, the Chair shall be 
completely independent of the main organisations involved.   
 
Where the service area is specialised, the Chair may have to be appointed from 
another HSC Trust or from outside NI.  
 
Membership of the team should include all relevant professionals, but should be 
appropriate and proportionate to the type of incident and professional groups 
involved.   
 
Membership shall include an experienced representative who shall support the 
review team in the application of the root cause analysis methodologies and 
techniques, human error and effective solutions based development. 
 
Members of the team shall be separate from those who provide information to 
the review team.  
 
It may be helpful to appoint a review officer from within the review team to co-
ordinate the review. 
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APPENDIX 12 
 
 
LEVEL 3 REVIEW - GUIDANCE ON REVIEW TEAM MEMBERSHIP  
 
 
The level of review shall be proportionate to the significance of the incident. The 
same principles shall apply, as for Level 2 reviews.  The degree of 
independence of the review team will be dependent on the scale, complexity 
and type of the incident. 
 
Team membership for Level 3 reviews will be agreed between the reporting 
organisation and the HSCB/PHA DRO prior to the Level 3 review commencing. 
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APPENDIX 13 
 
GUIDANCE ON JOINT REVIEWS/INVESTIGATIONS 
 
 
Where a SAI involves multiple (two or more) HSC providers of care (e.g. a 
patient/service user affected by system failures both in an acute hospital and in 
primary care), a decision must be taken regarding who will lead the review and 
reporting.  This may not necessarily be the initial reporting organisation. 
 
The general rule is for the provider organisation with greatest contact with the 
patient/service user to lead the review and action. There may, however, be good 
reason to vary this arrangement e.g. where a patient/service user has died on 
another organisation’s premises. The decision should be made jointly by the 
organisations concerned, if necessary referring to the HSCB Designated Review 
Officer for advice.  The lead organisation must be agreed by all 
organisations involved. 
 
It will be the responsibility of the lead organisation to engage all organisations in 
the review as appropriate.  This involves collaboration in terms of identifying the 
appropriate links with the other organisations concerned and in practice, 
separate meetings in different organisations may take place, but a single review 
report and action plan should be produced by the lead organisation and 
submitted to the HSCB in the agreed format. 
  
Points to consider: 
- If more than one service is being provided, then all services are required to 

provide information / involvement reports to the review team;  

- All service areas should be represented in terms of  professional makeup / 
expertise on the review team;  

- If more than one Trust/Agency is involved in the care of an individual, that 
the review is conducted jointly with all Trusts/Agencies involved; 

- Relevant service providers, particularly those under contract with HSC to 
provide some specific services, should also be enjoined; 

- There should be a clearly articulated expectation that the service user 
(where possible) and family carers, perspective should be canvassed, as 
should the perspective of staff directly providing the service, to be given 
consideration by the panel; 

- The perspective of the GP and other relevant independent practitioners 
providing service to the individual should be sought; 

- Service users and carer representatives should be invited / facilitated to 
participate in the panel discussions with appropriate safeguards to protect 
the confidentiality of anyone directly involved in the case. 

This guidance should be read in conjunction with: 
- Guidance on Incident Debrief (Refer to Appendix 9) 
- Guidance on Review Team Membership (Refer to Appendix 11 & 12) 
- Guidance on completing HSC Review Report Level  2 and 3 (Refer to 

Appendix 7) 
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APPENDIX 14 

PROTOCOL FOR RESPONDING TO SERIOUS ADVERSE INCIDENTS IN 
THE EVENT OF A HOMICIDE – 2013 (updated November 2016 in line with 
the HSCB Procedure for the Reporting and Follow up of SAIs) 
 
1. INTRODUCTION AND PURPOSE 

1.1. INTRODUCTION 
 

The Health and Social Care Board (HSCB) Procedure for the Reporting 
and Follow up of Serious Adverse Incidents (SAIs) was issued in April 
2010 and revised November 2016.  This procedure provides guidance to 
Health and Social Care (HSC) Trusts and HSCB Integrated Care staff in 
relation to the reporting and follow up of SAIs arising during the course of 
business of a HSC organisation, Special Agency or commissioned 
service. 

 
This paper is a revised protocol, developed from the above procedure, for 
the specific SAIs which involves an alleged homicide perpetrated by a 
service user who has a mental illness or disorder (as defined within the 
Mental Health (NI) Order 1986) and/or known to/referred to mental health 
and related services (including CAMHS, psychiatry of old age or leaving 
and aftercare services) and/or learning disability services, in the 12 
months prior to the incident.   

 
This paper should be read in conjunction with Promoting Quality Care – 
Good Practice Guidance on the Assessment and Management of Risk in 
Mental Health and Learning Disability Services (Sept 2009 & May 2010). 

 
1.2. PURPOSE 
 

The purpose of this protocol is to provide HSC Trusts with a standardised 
approach in managing and coordinating the response to a SAI involving 
homicide. 

 
2. THE PROCESS 

2.1. REPORTING SERIOUS ADVERSE INCIDENTS 
 

Refer to the HSCB Procedure for the Reporting and Follow up of Serious 
Adverse Incidents revised in 2016. 

2.2. MULTI-DISCIPLINARY REVIEW 
 

As indicated in Promoting Quality Care (5.0) an internal multi-disciplinary 
review must be held as soon as practicable following an adverse incident.  
Where the SAI has resulted in homicide a more independent response is 
required.  
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An independent review team should be set up within twenty working 
days, of the notification of the incident, to the Trust. 

2.3. ESTABLISHING AN INDEPENDENT REVIEW TEAM 

2.3.1  CHAIR  
The Chair of the Review Team should be independent from the 
HSC Trust, not a Trust employee or recently employed by the 
Trust.  They should be at Assistant Director level or above with 
relevant professional expertise.  

 
It is the role of the Chair to ensure engagement with families, that 
their views are sought, that support has been offered to them at an 
early stage and they have the opportunity to comment on the final 
draft of the report. 

2.3.2  MEMBERSHIP  

A review team should include all relevant professionals.  The 
balance of the Team should include non-Trust staff and enable the 
review team to achieve impartiality, openness, independence, and 
thoroughness in the review of the incident. [ref: Case Management 
Review Chapter 10 Cooperating to Protect Children]. 

 
The individuals who become members of the Team must not have 
had any line management responsibility for the staff working with 
the service user under consideration.  The review team must 
include members who are independent of HSC Trusts and other 
agencies concerned.  

 
Members of the review team should be trained in the Procedure for 
the Reporting and Follow up of Serious Adverse Incidents 2016. 

 
3. TERMS OF REFERENCE 

 
The terms of reference for the review team should be drafted at the first 
meeting of the review team and should be agreed by the HSCB before the 
second meeting.  

 
The Terms of Reference should include, as a minimum, the following: 

 
 establish the facts of the incident; 
 analyse the antecedents to the incident;  
 consider any other relevant factors raised by the incident; 
 establish whether there are failings in the process and systems; 
  establish whether there are failings in the  performance of individuals; 
 identify lessons to be learned from the incident; and 
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 identify clearly what those lessons are, how they will be acted upon, what 
is expected to change as a result, and specify timescales and 
responsibility for implementation. 
 

4. TIMESCALES 
 

The notification to the Trust of a SAI, resulting in homicide, is the starting 
point of this process. 
 
The Trust should notify the HSCB within 24hours and the Regulation and 
Quality Improvement Authority (RQIA) as appropriate.  
 
An independent review team should be set up within twenty working days of 
the notification of the incident to the Trust.  
 
The team should meet to draft the terms of reference within a further five 
working days (i.e. twenty five days from notification of the incident to the 
Trust). 
 
The HSCB should agree the terms of reference within a further five working 
days to enable work to begin at a second meeting. 
 
The review team should complete their work and report to the HSCB within 
14 weeks, this may be affected by PSNI investigations. 

 

FLOWCHART OF PROCESS WITH TIMESCALES  
 
NB Days refers to working days from the date of notification of the incident to 
the Trust  

 
 
 
 
 
 
 
 
 
 
 
 

5. THE HEALTH AND SOCIAL CARE BOARD RESPONSIBILITY 
On receipt of the completed Trust review report the HSCB will consider the 
findings and recommendations of the report and must form a view as to 
whether or not an Independent Inquiry is required. 

 
The HSCB must advise the Department of Health, (DoH) as to whether or 
not an Independent Inquiry is required in this particular SAI.  

 
Establish independent 
review team within 20 

days 

 
Notification to HSCB 

of SAI within 24 hrs of 
notification to the Trust 

Independent review 
team 1st meeting 

within a further 5 days 
to draft terms of 

reference 

 
HSCB agree terms of 

reference within a 
further 5 days 

 
On-going meetings 
held over 8 week 

period 

 
Report to the HSCB 
within 14 weeks from 

notification 
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APPENDIX 15 
 
 

 
ADMINISTRATIVE PROTOCOL 

 
REPORTING AND FOLLOW UP OF SAIs INVOLVING RQIA MENTAL 
HEALTH/LEARNING DISABILITY AND INDEPENDENT/REGULATED 

SECTOR 
 
 
 
On receipt of a SAI notification and where a HSC Trust has also copied RQIA 
into the same notification, the following steps will be applied: 
 
1. HSCB acknowledgement email to Trust advising on timescale for review 

report will also be copied to RQIA. 
 

2. On receipt of the review/learning summary report from Trust, the HSCB 
Governance Team will forward to the HSCB/PHA Designated Review Officer 
(DRO). 
 

3. At the same time, the HSCB Governance Team will also forward the review 
report/learning summary report1 to RQIA, together with an email advising of 
a 3 week timescale from receipt of review report/learning summary report, 
for RQIA to forward comments for consideration by the DRO.  
 

4. The DRO will continue with his/her review liaising (where s/he feels relevant) 
with Trust, RQIA and other HSCB/PHA professionals until s/he is satisfied 
SAI can be closed. 
 

5. If no comments are received from RQIA within the 3 week timescale, the 
DRO will assume RQIA have no comments. 
 

6. When the SAI is closed by the DRO, an email advising the Trust that the SAI 
is closed will also be copied to RQIA. 

 
All communications to be sent or copied via: 

 
HSCB Governance Team:  seriousincidents@hscni.net 

and RQIA:   seriousincidents@rqia.org.uk 
 

1 For Level 1 SAIs the HSCB only routinely receive the Learning 
Summary Report.  If RQIA also wish to consider the full SEA Report 
this should be requested directly by RQIA from the relevant Reporting 
Organisation. 
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APPENDIX 17 
 

 
CHILD AND ADULT SAFEGUARDING AND SAI PROCESSES 

 

The Procedure for the Reporting and Follow up of Serious Adverse Incidents (Revised 
November 2016) provides guidance to Health and Social Care organisations in relation to 
the reporting and follow up of Serious Adverse Incidents arising during the course of their 
business or commissioned service.  
 
The guidance notes that the SAI review should be conducted at a level appropriate and 
proportionate to the complexity of the incident under review. 
 
The guidance notes that there are three possible levels of review of an SAI and specifies 
the expected timescale for reporting on a review report as follows: 
 
Level 1 Review – Significant Event Audit (SEA). To be completed and a Learning 
Summary Report sent to the HSCB within 8 weeks of the SAI being reported. 
 
If the outcome of the SEA determines the SAI is more complex and requires a more 
detailed review timescales for completion of the RCA will be determined following 
submission of the Learning Summary Report to the HSCB. 
 
Level 2 Review – Root Cause Analysis (RCA). The final report to be submitted to the 
HSCB within 12 weeks from the date the incident was notified. 
 
Level 3 Review – Independent Review. Timescales for completion to be agreed by the 
DRO. 
 
It should be noted that not every referral to child or adult safeguarding processes will 
proceed to the completion of an SAI report. Within Children’s Services, the most complex 
cases and those that involve death or serious injury to a child, where concerns about how 
services worked together exist, will be notified to the HSCB as an SAI and may be 
assessed as meeting the criteria for a Case Management Review (CMR) in which case 
they will be managed out of the SAI system. The CMR report will highlight the learning 
from the case. 
 
However, the timescales for the completion of SAI reviews at Level 2 and 3 have proved to 
be challenging for the cases that do not reach the threshold for a CMR or which result from 
allegations of abuse of an adult. These are more likely to be some of the more complex 
cases, and generally involve inter- and multi- agency partnership working. 
 
In responding to allegations of the abuse, neglect or exploitation of a child or vulnerable 
adult where it is suspected that criminal offence may have been committed, the Health and 
Social Care Trusts operate under the principles for joint working with the PSNI and other 
agencies as set out in 
 

 Protocol for Joint Investigation of Alleged and Suspected Cases of Abuse of 
Vulnerable Adults (2009); 

Exhibit 6
MAHI - STM - 277 - 668



 

   

 Sharing to Safeguard (DoH Revised HSCC 3/96 and currently being revised by 
DoH);  

 Co-operating to Safeguard Children (DoH 2003); and 
 Protocol for joint Investigation by Social Workers and Police Officers of Alleged and 

Suspected Cases of Child Abuse – Northern Ireland (2013) 
 
The Memorandum of Understanding: Investigating patient or client safety incidents (2013) 
states that in cases where more than one organisation may/should have an involvement in 
investigating any particular incident, then: 
 
“The HSC Organisation should continue to ensure patient or client safety, but not 
undertake any activity that might compromise any subsequent statutory investigations.” 
 
In addition “Achieving Best Evidence: Guidance on interviewing victims and witnesses, the 
use of special measures and the provision of pre-trial therapy” (revised in 2012), sets out 
clear protocols for interviewing vulnerable witnesses or victims, whether they are children 
or adults. This guidance ensures that interviews with vulnerable witnesses and victims are 
led by specially trained staff, conducted at the victims pace and take place in an 
environment that is conducive to the needs of the victim. 
 
Clearly, there is an inter-dependency between PSNI and HSC investigations/reviews in 
complex cases involving multi-agency approaches and protocols. The identification and 
analysis of learning from these events is likely to be incomplete until both the PSNI and 
HSC have completed their separate and joint investigations/reviews using the protocols 
outlined above, and it is unlikely that this can be achieved within the timescales set out for 
both Level 1 and Level 2 reviews under the SAI procedure. 
 
In such circumstances, the following process should be used: 

 Trust report SAI to HSCB using the SAI Notification Form; 
 The SAI  Notification Form or section 22 of the notification form i.e. ‘additional 

information following initial notification, should indicate the following: 
o The SAI is also a Safeguarding incident  
o PSNI are conducting an investigation of the circumstances surrounding the SAI 
o SAI evaluation will commence at the conclusion of the initial PSNI investigation; 
o Set out the arrangements for keeping the DRO informed of the progress of the 

PSNI initial investigation; 
 If satisfied, the DRO will advise the Trust via the SAI Mailbox that he/she is in  

agreement with the proposal to delay the SAI review until the conclusion of the initial 
PSNI investigation; 

 The reporting HSC Trust will inform the DRO as soon as the initial PSNI 
investigation has concluded, along with any outcomes and advise the SAI evaluation 
has commenced;  

 The SAI will continue to be monitored by HSCB Governance team in line with 
timescales within the Procedure for the Reporting and Follow up of SAIs; 

 If the DRO is not in agreement with the proposal to delay the SAI review, the 
reasons for this will be clearly conveyed to the Trust via the SAI Mailbox. Possible 
reasons for this may include, for example, situations where a criminal incident has 
occurred on HSC Trust premises but does not involve HSC Trust staff, or an incident 
involving a service user in their own home and a member of the public is reported to 
the PSNI by HSC Trust staff.  
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CHILD AND ADULT SAFEGUARDING AND SAI PROCESSES 
 

SAI notification indicates SAI is also a safeguarding incident 
 
 
 

Are PSNI investigating the incident? 
 

 
       

HSC Trust request to DRO that SAI 
review is delayed until the conclusion of 

initial PSNI investigation 

Does DRO agree that SAI review 
is delayed? 

DRO conveys decision to HSC 
Trust via SAI Mailbox 

Reporting HSC Trust informs DRO 
that PSNI initial investigation is 
concluded plus any outcomes 

Follow standard SAI processes 
and timescales 

No Yes 

Yes No 

Reporting HSC Trust informs DRO 
of progress of PSNI investigation 

DRO conveys decision to HSC 
Trust via SAI Mailbox 
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Notes on the Development of this Guidance 
 
This guidance has been compiled by the Health and Social Care Board 
(HSCB) and Public Health Agency (PHA) working in collaboration with the 
Regulation and Quality Improvement Authority (RQIA), the Patient Client 
Council (PCC) and Health and Social Care (HSC) Trusts. 
 
This guidance has been informed by: 
 
 National Patient Safety Agency (NPSA) Being Open Framework (2009) 
 Health Service Executive (HSE) – Open Disclosure National 

Guidelines (2013) 
 

Please note the following points: 
 
 The term ‘service user’ as used throughout this guidance includes 

patients and clients availing of Health and Social Care Services from 
HSC organisations and Family Practitioner Services (FPS) and/or 
services commissioned from the Independent Sector by HSC 
organisations. 
 

 The phrase ‘the service user / family’ is used throughout this document 
in order to take account of all types of engagement scenarios, and also 
includes a carer(s) or the legal guardian of the service user, where 
appropriate.  However, when the service user has capacity, 
communication should always (in the first instance) be with them (see 
appendix 1 for further guidance). 

 
 
A review / re-evaluation of this guidance will be undertaken one year 
following implementation. 
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1.0 Introduction 
 
When an adverse outcome occurs for a service user it is important that 
the service user / family (as appropriate) receive timely information and 
are fully aware of the processes followed to review the incident.  
 
The purpose of a Serious Adverse Incident (SAI) review is to understand 
what occurred and where possible improve care by learning from 
incidents.  Being open about what happened and discussing the SAI 
promptly, fully and compassionately can help the service user / family 
cope better with the after-effects and reduce the likelihood of them 
pursuing other routes such as the complaints process or litigation to get 
answers to their questions.   
 
It is therefore essential that there is: 
 
 full disclosure of a SAI to the service user / family, 
 an acknowledgement of responsibility, 
 an understanding of what happened and a discussion of what is being 

done to prevent recurrence. 
 
Communicating effectively with the service user / family is a vital part of 
the SAI process.  If done well, it promotes person-centred care and a fair 
and open culture, ultimately leading to continuous improvement in the 
delivery of HSC services. It is human to make mistakes, but rather than 
blame individuals, the aim is for all of us to identify and address the 
factors that contributed to the incident.  The service user / family can add 
valuable information to help identify the contributing factors, and should 
be integral to the review process, unless they wish otherwise.  
 
2.0 Purpose 

 
This is a guide for HSC staff to ensure effective communication with the 
service user / family, following a SAI, is undertaken in an open, 
transparent, informed, consistent and timely manner.  
 
It is important this guidance is read in conjunction with the regional 
Procedure for Reporting and Follow up of SAIs (November 2016) and any 
subsequent revisions relating to the SAI process that have or may be 
issued in the future.  This will ensure the engagement process is closely 
aligned to the required timescales, documentation, review levels etc. To 
view the SAI Procedure please follow the link below 
http://www.hscboard.hscni.net/download/PUBLICATIONS/policies-protocols-and-guidelines/Procedure-
for-the-reporting-and-follow-up-of-SAIs-2016.pdf.  
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The HSCB Process works in conjunction with all other review processes, 
statutory agencies and external bodies. Consequently, there may be 
occasions when a reporting organisation will have reported an incident via 
another process before or after it has been reported as a SAI.   It is 
therefore important that all existing processes continue to operate in 
tandem with the SAI procedure and should not be an obstacle to the 
engagement of the service user / family; nor should an interaction through 
another process replace engagement through the SAI process. 
 
In that regard, whilst this guidance is specific to ‘being open’ when 
engaging with the service user / family following a SAI, it is important HSC 
organisations are also mindful of communicating effectively with the 
service user / family when investigating adverse incidents.  In these 
circumstances, organisations should refer to the 
NPSABeingOpenFramework 
www.nrls.npsa.nhs.uk/beingopen/?entryid45=83726 which will provide 
assistance for organisations to determine the level of service user / family 
engagement when investigating those adverse incidents that do not meet 
SAI criteria. 
 
The Being Open Framework may also assist organisations with other 
investigative processes e.g. complaints, litigation, lookback exercises, and 
any other relevant human resource and/or risk management related 
policies and procedures.   
 
 
3.0 Principles of Being Open with the Service User / Family  
 
Being open and honest with the service user / family involves: 
 
 Acknowledging, apologising and explaining that the organisation 

wishes to review the care and treatment of the service user; 
 Explaining that the incident has been categorised as a SAI, and 

describing the review process to them, including timescales; 
 Advising them how they can contribute to the review process, seeking 

their views on how they wish to be involved and providing them with a 
leaflet explaining the SAI process (see appendix 2); 

 Conducting  the correct level of SAI review into the incident and 
reassuring the service user / family that lessons learned should help 
prevent the incident recurring; 

 Providing / facilitating support for those involved, including staff, 
acknowledging that there may be physical and psychological 
consequences of what happened; 
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 Ensuring the service user / family have details for a single point of 
contact within the organisation. 

 
It is important to remember that saying sorry is not an admission of 
liability and is the right thing to do. 
 
The following principles underpin being open with the service user / family 
following a SAI. 
 
3.1 Acknowledgement 

 
All SAIs should be acknowledged and reported as soon as they are 
identified. In cases where the service user / family inform HSC staff / 
family practitioner when something untoward has happened, it must be 
taken seriously from the outset.  Any concerns should be treated with 
compassion and understanding by all professionals. 
 
In certain circumstances e.g. cases of criminality, child protection, or SAIs 
involving theft, fraud, information breaches or data losses that do not 
directly affect service users; it may not be appropriate to communicate 
with the service user / family.  When a lead professional / review team 
make a decision, based on a situation as outlined above, or based on a 
professional’s opinion, not to disclose to the service user / family that a 
SAI has occurred, the rationale for this decision must be clearly 
documented in the SAI notification form / SAI review checklist that is 
submitted to the HSCB.   
 
It is expected, the service user / family will be informed that a SAI 
has occurred, as soon as possible following the incident, for all 
levels of SAI reviews.  In very exceptional circumstances, where a 
decision is made not to inform the service user / family, this decision 
must be reviewed and agreed by the review team, approved by an 
appropriate Director or relevant committee / group, and the decision 
kept under review as the review progresses.  In these instances the 
HSCB must also be informed: 
 

 Level  1 reviews - on submission of Review Report and 
Checklist Proforma   

 Level 2 and 3 reviews - on submission of the Terms of 
Reference and Membership of the review team. 
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3.2 Truthfulness, timeliness and clarity of communication 
 

Information about a SAI must be given to the service user / family in a 
truthful and open manner by an appropriately nominated person (see 
4.2.2). The service user / family should be provided with an explanation of 
what happened in a way that considers their individual circumstances, 
and is delivered openly.  Communication should also be timely, ensuring 
the service user / family is provided with information about what happened 
as soon as practicable without causing added distress.  Note, where a 
number of service users are involved in one incident, they should all be 
informed at the same time where possible.  
 
It is also essential that any information given is based solely on the facts 
known at the time. Staff should explain that new information may emerge 
as an incident review is undertaken, and that the service user / family will 
be kept informed, as the review progresses.  The service user / family 
should receive clear information with a single point of contact for any 
questions or requests they may have. They should not receive conflicting 
information from different members of staff, and the use of jargon, should 
be avoided. 
 
3.3 Apology / Expression of Regret 
 
When it is clear, that the organisation / family practitioner is responsible 
for the harm / distress to the service user, it is imperative that there is an 
acknowledgement of the incident and an apology provided as soon as 
possible.  Delays are likely to increase the service user / family sense of 
anxiety, anger or frustration.  Relevant to the context of a SAI, the service 
user / family should receive a meaningful apology – one that is a sincere 
expression of sorrow or regret for the harm / distress that has occurred as 
a result of the SAI.  
 
3.4 Recognising the expectations of the Service User / Family 
 
The service user / family may reasonably expect to be fully informed of 
the facts, consequences and learning in relation to the SAI and to be 
treated with empathy and respect. 
 
They should also be provided with support in a manner appropriate to 
their needs.  Specific types of service users / families may require 
additional support (see appendix 1).   
 
In circumstances where the service user / family request the presence of 
their legal advisor this request should be facilitated.  However, HSC staff 
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should ensure that the legal advisor is aware that the purpose of the 
report / meeting is not to apportion liability or blame but to learn from the 
SAI.  Further clarification in relation to this issue should be sought from 
Legal Services.  
 
3.5 Professional Support 
 
HSC organisations must create an environment in which all staff, whether 
directly employed or independent contractors, are encouraged to report 
SAIs. Staff should feel supported throughout the incident review process 
because they too may have been traumatised by being involved.  There 
should be a culture of support and openness with a focus on learning 
rather than blame.  
 
HSC organisations should encourage staff to seek support where required 
form relevant professional bodies such as the General Medical Council 
(GMC), Royal Colleges, the Medical Defence Union (MDU), the Medical 
Protection Society (MPS), the Nursing and Midwifery Council, the 
Northern Ireland Association for Social Work (NIASW) and the Northern 
Ireland Social Care Council (NISCC). 
 
 3.6 Confidentiality 
 
Details of a SAI should at all times be considered confidential.  It is good 
practice to inform the service user / family about those involved in the 
review and who the review report will be shared with.   
 
3.7 Continuity of Care 
 
In exceptional circumstances, the service user / family may request  
transfer of their care to another facility; this should be facilitated if possible 
to do so.  A member of staff should be identified to act as a contact 
person for the service user / family to keep them informed of their on-
going treatment and care.  
 
4.0 Process  
 
Being open with the service user / family is a process rather than a one-
off event.  There are 5 stages in the engagement process: 
 

 Stage 1 – Recognition 
 Stage 2  - Communication 
 Stage 3 – Initial Meeting 
 Stage 4 – Follow up Discussions 
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 Stage 5 – Process Completion 
 
The duration of this process depends on the level of SAI review being 
undertaken and the associated timescales as set out in the Procedure for 
the Reporting and Follow up of SAIs (2013). 
 
4.1 Stage 1 - Recognition 
 
As soon as the SAI is identified, the priority is to prevent further harm / 
distress.  The service user / family should be notified that the incident is 
being reviewed as a SAI. 
 
4.1.1 Preliminary Discussion with the Service User / Family  
 

On many occasions it will be at this stage when the lead 
professional / family practitioner responsible for the care of the 
service user will have a discussion with the service user / family, 
advising of the need to review the care and treatment. This 
preliminary discussion (which could be a telephone call) will be in 
addition to the formal initial meeting with the service user / family 
(see 4.3).    

 
A Level 1 review may not require the same level of engagement 
as Levels 2 and 3 therefore the preliminary discussion may be 
the only engagement with service user / family prior to 
communicating findings of the review, provided they are 
content they have been provided with all information. 
 
There may be occasions when the service user / family indicate they 
do not wish to engage in the process.  In these instances the 
rationale for not engaging further must be clearly documented.  
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4.2 Stage 2 – Communication 
 
 
4.2.1 Timing of Initial Communication with the Service User / Family 

 
The initial discussion with the service user / family should occur as 
soon as possible after recognition of the SAI. Factors to consider 
when timing this discussion include: 
 
 service user’s health and wellbeing; 
 service user / family circumstances, preference (in terms of when 

and where the meeting takes place)  and availability of key staff 
(appendix 1 provides guidance on how to manage different 
categories of service user / family circumstances); 

 
4.2.2 Choosing the individual to communicate  

 
The person7 nominated to lead any communications should: 
 
 Be a senior member of staff with a comprehensive understanding 

of the facts relevant to the incident; 
 Have the necessary experience and expertise in relation to the 

type of incident;  
 Have excellent interpersonal skills, including being able to 

effectively engage in an honest, open and transparent manner, 
avoiding excessive use of jargon; 

 Be willing and able to offer a meaningful apology / expression of 
regret, reassurance and feedback. 
 

If required, the lead person communicating information about the 
SAI should also be able to nominate a colleague who may assist 
them with the meeting and should be someone with experience or 
training in communicating with the service user / family.   
 
The person/s nominated to engage could also be a member/s of the 
review team (if already set up). 
 
 

  

                                            
7 FPS SAIs involving FPS this will involve senior professionals/staff from the HSCB 
Integrated Care Directorate. 
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4.3  Stage 3 - Initial Meeting with the Service User / Family  
 
The initial discussion is the first part of an on-going communication 
process. Many of the points raised here should be expanded on in 
subsequent meetings with the service user / family.   
 
4.3.1 Preparation Prior to the Initial Meeting 
 

 The service user / family should be given the leaflet - What I 
Need to Know About a SAI (see appendix 2);  

 Share with the service user / family what is going to be 
discussed at the meeting and who will be in attendance. 

 
4.3.2 During the Initial Meeting 
 

The content of the initial meeting with the service user / family 
should cover the following: 

 
 Welcome and introductions to all present; 
 An expression of genuine sympathy or a meaningful apology for 

the event that has occurred; 
 The facts that are known to the multidisciplinary team;  
 Where a service user has died, advising the family that the 

coroner has been informed (where there is a requirement to do 
so) and any other relevant organisation/body; 

 The service user / family are informed that a SAI review is being 
carried out; 

 Listening to the service user’s / families understanding of what 
happened; 

 Consideration and formal noting of the service user’s / family’s 
views and concerns; 

 An explanation about what will happen next in terms of the SAI 
review, findings, recommendations and learning and timescales; 

 An offer of practical and emotional support for the service user / 
family. This may involve getting help from third parties such as 
charities and voluntary organisations, providing details of support 
from other organisations, as well as offering more direct 
assistance; 

 Advising who will be involved in the review before it takes place 
and who the review report will be shared with; 

 Advising that all SAI information will be treated as confidential. 
 
If for any reason it becomes clear during the initial discussion that the 
service user / family would prefer to speak to a different health / social 
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care professional, these wishes should be respected, and the appropriate 
actions taken.  
 

It is important during the initial meeting to try to avoid any of the 
following: 

 
 Speculation; 
 Attribution of blame; 
 Denial of responsibility; 
 Provision of conflicting information from different health and 

social care individuals. 
 

It should be recognised that the service user / family may be 
anxious, angry and frustrated, even when the meeting is conducted 
appropriately.  It may therefore be difficult for organisations to 
ascertain if the service user / family have understood fully 
everything that has been discussed at the meeting.  It is essential 
however that, at the very least, organisations are assured that the 
service user / family leave the meeting fully aware that the incident 
is being reviewed as a SAI, and knowing the organisation will 
continue to engage with them as the review progresses, so long as 
the service user / family wish to engage. 
 
Appendix 3 provides examples of words / language which can be 
used during the initial discussion with the service user / family. 
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4.4 Stage 4 – Follow-up Discussions 
 
Follow-up discussions are dependent on the needs and wishes of the 
service user / family.  
 
The following guidelines will assist in making the communication effective: 
 
 The service user / family should be updated if there are any delays and 

the reasons for the delays explained; 
 Advise the service user / family if the incident has been referred to any 

other relevant organisation / body; 
 Consideration is given to the timing of the meetings, based on both the 

service users / families health, personal circumstances and preference 
on the location of the meeting, e.g. the service users / families home; 

 Feedback on progress to date, including informing the service user / 
family of the Terms of Reference of the review and membership of the 
review panel (for level 2 and 3 SAI reviews); 

 There should be no speculation or attribution of blame. Similarly, the 
health or social care professional / senior manager communicating the 
SAI must not criticise or comment on matters outside their own 
experience; 

 A written record of the discussion is kept and shared with the service 
user / family; 

 All queries are responded to appropriately and in a timely way. 
 
4.5 Stage 5 – Process Completion 
 
4.5.1 Communicating findings of review / sharing review report 

 
Feedback should take the form most acceptable to the service user 
/ family.  Communication should include: 
 
 a repeated apology / expression of regret for the harm / distress 

suffered;  
 the chronology of clinical and other relevant factors that 

contributed to the incident; 
 details of the service users / families concerns; 
 information on learning and outcomes from the review 
 Service user / family should be assured that lines of 

communication will be kept open should further questions arise at 
a later stage and a single point of contact is identified. 

 
It is expected that in most cases there will be a complete discussion of the 
findings of the review and that the final review report will be shared with 
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the service user / family.   In some cases however, information may be 
withheld or restricted, for example: 
 

 Where communicating information will adversely affect the health 
of the service user / family;  

 Where specific legal/coroner requirements preclude disclosure 
for specific purposes; 

 If the deceased service users health record includes a note at 
their request that he/she did not wish access to be given to 
his/her family. 

 
Clarification on the above issues should be sought form Legal Services. 
 
There may also be instances where the service user / family does not 
agree with the information provided, in these instances Appendix 1 
(section 1.8) will provide additional assistance. 

 
In order to respond to the timescales as set out in the Procedure for the 
Reporting and Follow up of SAIs (November 2016) organisations may not 
have completed stage 5 of the engagement process prior to submission of 
the review report to HSCB.  In these instances, organisations must 
indicate on the SAI review checklist, submitted with the final review report 
to the HSCB, the scheduled date to meet with the service user / family to 
communicate findings of review / share review report. 

 
4.5.2 Communicating Changes to Staff 

 
It is important that outcomes / learning is communicated to all staff  
involved and to the wider organisation as appropriate.  

 
4.6 Documentation 
 
Throughout the above stages it is important that discussions with the 
service user / family are documented and should be shared with the 
individuals involved. 
 
Documenting the process is essential to ensure continuity and 
consistency in relation to the information that has been relayed to the 
service user / family. 
 
Documentation which has been produced in response to a SAI may have 
to be disclosed later in legal proceedings or in response to a freedom of 
information application. It is important that care is taken in all 
communications and documents stating fact only. 
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Appendix 4 provides a checklist which organisations may find useful as an 
aide memoire to ensure a professional and standardised approach. 
 
5.0 Supporting Information and Tools 
 
In addition to this guidance, supporting tools have been developed to 
assist HSC organisations with implementing the actions of the NPSA’s 
Being Open Patient Safety Alert. 
 
Training on being open is freely available through an e-learning tool for all 
HSC organisations. 
 
Information on all these supporting tools can be found at:  
www.npsa.nhs.uk/beingopen and www.nrls.npsa.nhs.uk/beingopen/.  
 
Guidance on sudden death and the role of bereavement co-ordinators in 
Trusts can be found at:  
http://webarchive.proni.gov.uk/20120830110704/http://www.dhsspsni.gov.uk/sudden-death-
guidance.pdf 
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List of Acronyms and Abbreviations 
 
 
FPS       -    Family Practitioner Services 

GMC  - General Medical Council 

HSC      -     Health and Social Care 

HSCB    -     Health and Social Care Board 

HSE      -      Health Service Executive 

MDU   - Medical Defence Union  

MPS  - Medical Protection Society  

NIASW - Northern Ireland Association for Social Work 

NISCC - Northern Ireland Social Care Council 

NMC  - Nursing and Midwifery Council 

NPSA    -     National Patient Safety Agency 

PCC      -      Patient Client Council 

PHA      -        Public Health Agency 

RC  - Royal colleges 

RCA      -       Root Cause Analysis 

RQIA     -       Regulation and Quality Improvement Authority 

SAI         -   Serious Adverse Incident 

SEA       -       Significant Event Audit 
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1.3 Service users with mental health issues 

 
Communication with service users with mental health issues should follow 
normal procedures unless the service user also has cognitive impairment 
(see1.4 Service users with cognitive impairments). 
 
The only circumstances in which it is appropriate to withhold SAI 
information from a service user with mental health issues is when advised 
to do so by a senior clinician who feels it would cause adverse 
psychological harm to the service user.  However, such circumstances 
are rare and a second opinion may be required to justify withholding 
information from the service user. 
 
In most circumstances, it is not appropriate to discuss SAI information 
with a carer or relative without the permission of the service user, unless 
in the public interest and / or for the protection of third parties. 
 
1.4 Service users with cognitive impairment 

 
Some individuals have conditions that limit their ability to understand what 
is happening to them.  
 
In these cases communication would be conducted with the carer / family 
as appropriate.  Where there is no such person, the clinicians may act in 
the service users best interest in deciding who the appropriate person is 
to discuss the SAI with. 
 
1.5 Service users with learning disabilities 

 
Where a service user / family has difficulties in expressing their opinion 
verbally, every effort should be made to ensure they can use or be 
facilitated to use a communication method of their choice.   An advocate / 
supporter, agreed on in consultation with the service user, should also be 
identified.  Appropriate advocates / supporters may include carer/s, family 
or friends of the service user or a representative from the Patient Client 
Council (PCC).   
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1.6 Service users with different language or cultural 
considerations 
 

The need for translation and advocacy services and consideration of 
special cultural needs must be taken into account when planning to 
discuss SAI information.  Avoid using ‘unofficial translators’ and / or the 
service users family or friends as they may distort information by editing 
what is communicated. 
 
1.7 Service users with different communication needs 

 
Service users who have communication needs such as hearing impaired, 
reduced vision may need additional support. 
 
1.8 Service users who do not agree with the information provided 

 
Sometimes, despite the best efforts the service user/family/carer may 
remain dissatisfied with the information provided.  In these circumstances, 
the following strategies may assist: 
 
 Facilitate discussion as soon as possible; 
 Write a comprehensive list of the points that the service user / family 

disagree with and where appropriate reassure them you will follow up 
these issues. 

 Ensure the service user / family has access to support services; 
 Offer the service user / family another contact person with whom they 

may feel more comfortable.  
 Use an acceptable service user advocate e.g. PCC or HSC layperson 

to help identify the issues between the HSC organisation and the 
service user / family and to achieve a mutually agreeable solution; 
 

There may be occasions despite the above efforts the service 
user/family/carer remain dissatisfied with the HSC organisation’s attempts 
to resolve their concerns.  In these exceptional circumstances, the service 
user/family/carer through the agreed contact person, should be advised of 
their right to approach the Northern Ireland Public Services Ombudsman 
(NIPSO).  In doing so, the service user/family requires to be advised by 
the HSC organisation that the internal procedure has concluded (within 
two weeks of this process having been concluded), and that the service 
user/family should approach the NIPSO within six months of this 
notification.   
 
The contact details for the NIPSO are: Freephone 0800 34 34 34 or 
Progressive House, 33 Wellington Place, Belfast, BT1 6HN. 
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1.9  Service Users who do not wish to participate in the 

engagement   process 
 
 
It should be documented if the service user does not wish to participate in 
the engagement process.  
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This leaflet is written for people who use Health and Social Care (HSC) 
services and their families.   

*The phrase service user / family member and carer is used throughout 
this document in order to take account of all types of engagement 
scenarios.  However, when a service user has capacity, communication 
should always (in the first instance) be with them. 
 
Introduction 
 

Events which are reported as Serious Adverse Incidents (SAIs) help 
identify learning even when it is not clear something went wrong with 
treatment or care provided.  
 
When things do go wrong in health and social care it is important that we 
identify this, explain what has happened to those affected and learn 
lessons to ensure the same thing does not happen again. SAIs are an 
important means to do this. Areas of good practice may also be highlighted 
and shared, where appropriate. 
 
What is a Serious Adverse Incident? 
 

A SAI is an incident or event that must be reported to the Health and Social 
Care Board (HSCB) by the organisation where the SAI has occurred. It 
may be:  
 

 an incident resulting in serious harm;  
 an unexpected or unexplained death;  
 a suspected suicide of a service user who has a mental illness or 

disorder;  
 an unexpected serious risk to wellbeing or safety, for example an 

outbreak of infection in hospital;  
 

A SAI may affect services users, members of the public or staff.  
 

Never events are serious patient safety incidents that should not occur if 
the appropriate preventative measures have been implemented by 
healthcare providers.  A small number of SAIs may be categorised as 
never events based on the Department of Health Never Events list. 
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SAIs, including never events, occurring within the HSC system are 
reported to the HSCB.  You, as a service user / family member / carer, will 
be informed where a SAI and/or never event has occurred relating to 
treatment and care provided to you by the HSC. 
 

Can a complaint become a SAI? 
 

Yes, if during the follow up of a complaint the (insert name of 
organisation) identifies that a SAI has occurred it will be reported to the 
HSCB.  You, as a service user / family member and carer will be informed 
of this and updated on progress regularly. 
 
How is a SAI reviewed? 
 

Depending on the circumstance of the SAI a review will be undertaken. 
This will take between 8 to 12 weeks depending on the complexity of the 
case. If more time is required you will be kept informed of the reasons.  
 
The (insert name of organisation) will discuss with you how the SAI will 
be reviewed and who will be involved. The (insert name of organisation) 
will welcome your involvement if you wish to contribute. 
 
Our goal is to find out what happened, why it happened and what can be 
done to prevent it from happening again and to explain this to those 
involved. 
 
How is the service user or their family/carer involved 
in the review? 
 
An individual will be identified to act as your link person throughout the 
review process. This person will ensure as soon as possible that you: 
 

 Are made aware of the incident, the review process through 
meetings / telephone calls; 

 Have the opportunity to express any concerns; 
 Know how you can contribute to the review, for example share 

your experiences; 
 Are updated and advised if there are any delays so  that you are 

always aware of the status of the review; 
 Are offered the opportunity to meet and discuss the review 

findings; 
 Are offered a copy of the review report; 
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 Are offered advice in the event that the media make contact. 
 
What happens once the review is complete? 
 

The findings of the review will be shared with you. This will be done in a 
way that meets your needs and can include a meeting facilitated by (insert 
name of organisation) staff that is acceptable to you. 
 
How will learning be used to improve safety? 
 

By reviewing a SAI we aim to find out what happened, how and why. By 
doing this we aim to identify appropriate actions which will prevent similar 
circumstances occurring again. 
 
We believe that this process will help to restore the confidence of those 
affected by a SAI. 
 
For each completed review: 
 

 Recommendations may be identified and included within an 
action plan; 

 Any action plan will be reviewed to ensure real improvement and 
learning. 

 
We will always preserve your confidentiality while also ensuring that 
opportunities to do things better are shared throughout our organisation 
and the wider health and social care system.  Therefore as part of our 
process to improve quality and share learning, we may share the 
anonymised content of the SAI report with other HSC organisations’ 
 
Do families get a copy of the report? 
 

Yes, a copy of the review report will be shared with service users and/or 
families with the service user’s consent. 

If the service user has died, families/carers will be provided with a copy of 
the report and invited to meet with senior staff. 
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Who else gets a copy of the report? 
 

The report is shared with the Health and Social Care Board (HSCB) and 
Public Health Agency (PHA).  Where appropriate it is also shared with the 
Coroner. 
 
The Regulation and Quality Improvement Authority (RQIA) have a statutory 
obligation to review some incidents that are also reported under the SAI 
procedure. In order to avoid duplication of incident notification and review, 
RQIA work in conjunction with the HSCB / PHA with regard to the review of 
certain categories of SAI including the following: 
 
 All mental health and learning disability SAIs reportable to RQIA under 

Article 86.2 of the Mental Health (NI) Order 1986. 
 
 Any SAI that occurs within the regulated sector for example a nursing, 

residential or children’s home (whether statutory or independent) for a 
service that has been commissioned / funded by a HSC organisation. 

 
In both instances the names and personal details that might identify the 
individual are removed from the report.  The relevant organisations monitor 
the (insert name of organisation) to ensure that the recommendations 
have been implemented. The family may wish to have follow up / briefing 
after implementation and if they do this can be arranged by their link 
person within the (insert name of organisation). 
 
All those who attended the review meeting are given a copy of the 
anonymised report.  Any learning from the review will be shared as 
appropriate with relevant staff/groups within the wider HSC organisations. 
 
Further Information 
 

If you require further information or have comments regarding this process 
you should contact the nominated link person - name and contact details 
below: 
 
Your link person is ……………………………………………………...………. 
 

Your link person’s job title is………………………………………………..….. 
 

Contact number …………………………………………………………………. 
 

Hours of work………………………………………………………………..…… 
 

Exhibit 6
MAHI - STM - 277 - 696



 

26 | P a g e  
 

Prior to any meetings or telephone call you may wish 
to consider the following: 
 
Think about what questions and fears/concerns you have in relation to:  

 
(a) What has happened? 
(b) Your condition / family member condition 
(c) On-going care 

 
You could also: 
 

• Write down any questions or concerns you have; 
• Think about who you would like to have present with you at 

the meeting as a support person; 
• Think about what things may assist you going forward; 
• Think about which healthcare staff you feel should be in 

attendance at the meeting. 
 

Patient and Client Council 
 

The Patient Client Council offers independent, confidential advice and 
support to people who have a concern about a HSC Service. This may 
include help with writing letters, making telephone calls or supporting you 
at meetings, or if you are unhappy with recommendations / outcomes of 
the reviews. 
 
Contact details: 
Free phone number: 0800 917 0222 
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Is this correct? (i.e. summarise their story and acknowledge any 
emotions/concerns demonstrated.) 
 
“Am I right in saying that you……………………………..” 
 
Your Story 
 
“Is it ok for me to explain to you the facts known to us at this 
stage in relation to what has happened and hopefully address 
some of the concerns you have mentioned? 
 
“Do you mind if I tell you what we have been able to establish at 
this stage?” 
 
“We have been able/unable to determine at this stage 
that………..” 
 
“We are not sure at this stage about exactly what happened but 
we have established that ……………………. We will remain in 
contact with you as information unfolds” 
 
“You may at a later stage experience xx if this happens you 
should ………………….” 
 

Inquire “Do you have any questions about what we just discussed?” 
 
“How do you feel about this?” 
 
“Is there anything we talked about that is not clear to you?” 
 

Solutions “What do you think should happen now?” 
 
“Do you mind if I tell you what I think we should do?” 
 
“I have reviewed your case and this is what I think we need to 
do next” 
 
“What do you think about that?” 
 
“These are your options now in relation to managing your 
condition, do you want to have a think about it and I will come 
back and see you later?” 
 
“I have discussed your condition with my colleague Dr x we both 
think that you would benefit from xx.  What do you think about 
that?” 
 

Progress “Our service takes this very seriously and we have already 
started a review into the incident to see if we can find out what 
caused it to happen” 
 
“We will be taking steps to learn from this event so that we can 
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try to prevent it happening again in the future” 
 
“I will be with you every step of the way as we get through this 
and this is what I think we need to do now” 
 
“We will keep you up to date in relation to our progress with the 
review and you will receive a report in relation to the findings 
and recommendations of the review team” 
 
“Would you like us to contact you to set up another meeting to 
discuss our progress with the review?” 
 
“I will be seeing you regularly and will see you next 
in….days/weeks. 
 
“You will see me at each appointment” 
 
“Please do not hesitate to contact me at any time if you have 
any questions or if there are further concerns – you can contact 
me by………………” 
 
“If you think of any questions write them down and bring them 
with you to your next appointment.” 
 
“Here are some information leaflets regarding the support 
services we discussed – we can assist you if you wish to access 
any of these services” 
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Organisations may find this checklist useful an aide memoire to ensure a professional 
and standardised approach 
 
Before, During and After Communication / Engagement 
Documentation Checklist 
 
BEFORE             Note taking 
Service users full name 
 
 

 

Healthcare record number 
 
 
Date of birth 
 
 
Date of admission 
 
 
Diagnosis 
 
 
Key HSC professional(s) involved in service 
user’s care 
 
 
 
Date of discharge (if applicable) 
 
 
Date of SAI 
 
 
Description of SAI 
 
 
 
Outcome of SAI 
 
 
 
Agreed plan for management of SAI 
 
 
 
 
Agreed professional to act as contact person 
with the service user / family 
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Service user / family informed incident is 
being reviewed as a SAI: 
 
 Date 
 By Whom 
 By what means (telephone call / letter / in 

person) 
 
 
Date of first meeting with the service user / 
family 
 
 
Location of first meeting (other details such 
as room booking, arrangements to ensure 
confidentiality if shared ward etc) 
 
Person to be responsible for note taking 
identified 
 
 

 

Person Nominated to lead communications  
identified 
 
 
Colleague/s to assist nominated lead 
 
 
 
Other staff identified to attend the disclosure 
meeting 
 
 
Anticipated service user / family concerns 
queries 
 
 
Meeting agenda agreed and circulated 
 
 
 
Additional support required by the service 
user / family, if any? 
 

 

The service user / family has been advised to 
bring a support person to the meeting? 
 
 
The service user consented to the sharing of 
information with others such as designated 
family members / support person? 
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It has been established that the service user / 
family  requires an interpreter?  If yes, 
provide details of language and 
arrangements that have been or to be made. 
 
 
 
  

Signature:  ____________________________________    
 
 
Date:         _____________________________________ 
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DURING      Note taking 
 
There has been an acknowledgment of the 
SAI in relation to the service user / family  
experience. 
 

 

An apology / expression of regret provided  
 
The service user / family was provided with 
factual information regarding the adverse 
event 
 
The service user / family understanding of 
the SAI was established 
 
The service user / family was provided with 
the opportunity to: 
 

- Tell their story 
- Voice their concerns and  
- Ask questions 

 
The next steps in relation to the service 
user’s on-going care were agreed and the 
service user was involved in the decisions 
made. 
 
The service user / family was provided with 
information in relation to the supports 
available to them. 
 
Reassurance was provided to the service 
user / family in relation to the on-going 
communication of facts when the information 
has been established and available – 
continuity provided.  
 

 

Next meeting date and location agreed 
 

 

 

Signature:  ____________________________________    
 
 
Date:         _____________________________________ 
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AFTER 
 
 
Circulate minutes of the meeting to all relevant parties for timely verification. 
 
 
Follow through on action points agreed. 
 
 
Continue with the incident review. 
 
 
Keep the service user included and informed on any progress made – organise 
further meetings. 
 
 
Draft report to be provided to the service user in advance of the final report (if agreed 
within review Terms of Reference that the draft report is to be shared with the 
service user prior to submission to HSCB/PHA). 
 
 
Offer a meeting with the service user to discuss the review report and allow for 
amendments if required. 
 
 
Follow through on any recommendations made by the incident review team. 
 
 
Closure of the process is mutually agreed. 
 
 
When closure / reconciliation was not reached the service user was advised of the 
alternative courses of action which are open to them i.e the complaints process. 
 
 
 
 
  
 

 

Signature:  ____________________________________    
 
 
Date:         _____________________________________ 
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From the Deputy Secretary 

Sharon Gallagher 

By email 

     Cathy.jack@belfasttrust.hscni.net  
     SharonA.kelly@belfasttrust.hscni.net 

     Cathy Jack 
     Chief Executive 
     Belfast Health and Social Care Trust 

Strategic Planning and Performance Group 
12-22 Linenhall Street
BELFAST
BT2 8BS

Tel:  028 9536 3237 

Email: Sharon.gallagher@health-ni.gov.uk 

Date:  21 October 2022 

Dear Cathy 

BACKLOG OF OUTSTANDING SERIOUS ADVERSE INCIDENT (SAI) REPORTS 

You will recall I wrote to you early last year in relation to the status of outstanding SAI 
review reports at Trust level, highlighting how vital it is that we continue to identify timely 
learning when things go wrong.  

A SAI Improvement plan was subsequently submitted by the Trust which was monitored 
by SPPG and PHA colleagues at SAI performance meetings in order to ascertain if any 
improvements had been made.  Unfortunately, there continues to be no improvement in 
this area with the current number of outstanding SAI review reports totalling 323 with 
BHSCT. 

Whilst I understand the continued challenges in the system, we must ensure when things 
go wrong we learn from them and put in place the necessary mechanisms to avoid 
recurrence.  For that reason, I have asked the Safety Team to commission an independent 
organisation who specialise in undertaking SAI reviews to assist Trusts in addressing 
outstanding level 1 reviews.  

There is currently a total of 265 level 1 SAI reviews outstanding with BHSCT.  As a first 
step, SPPG colleagues have been working with Trust Governance staff to understand the 
number of level 1 SAIs in each stage of the review process and identify those reports 
where an external organisation could provide the greatest support (see table below). 
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From the Deputy Secretary 

Sharon Gallagher 

By email 

     Cathy Jack 
     Chief Executive 
     Belfast Health and Social Care Trust 

     cathy.jack@belfasttrust.hscni.net 
     judith.payne@belfasttrust.hscni.net 
     angela.smyth@belfasttrust.hscni.net 

Strategic Planning and Performance Group 
12-22 Linenhall Street
BELFAST
BT2 8BS

Tel:  028 9536 3237 

Email: Sharon.gallagher@health-ni.gov.uk 

Date:  22 November 2023 

Dear Cathy 

BACKLOG OF OUTSTANDING SERIOUS ADVERSE INCIDENT (SAI) REPORTS 

You will recall I wrote to you in October 2022 regarding the status of outstanding SAI 
review reports at Trust level, requesting that those SAIs at final stage of review were 
submitted within a specified deadline to SPPG.  

Given the challenges within the system at that time, I also advised SPPG had 
commissioned an independent organisation who specialises in SAI reviews, Clinical 
Leadership Solutions (CLS) to assist Trusts in undertaking level 1 reviews.    

Whilst there was an initial decrease in the total number of SAIs overdue, unfortunately 
there has not been continued improvement with the current number totalling 260 within 
BHSCT as at 10 November 2023.  A concerning number of these reviews (some of which 
supported by CLS) have been completed but await Trust Director/Assistant Director 
approval prior to submission to SPPG.  There are also a significant number of SAIs 
overdue beyond 12 months.   

I consider the above position to be unacceptable and whilst I understand the continued 
challenges in the system, we must ensure when things go wrong we learn from them 
within an appropriate timeframe.  It is vital the Trust has in place the necessary 
mechanisms to avoid recurrence as well as having in place effective and timely means of 
engagement for those services users and families involved in SAIs. 
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The attached report provides the total list of BHSCT outstanding SAI reports by timescale 
and highlights specifically those SAIs awaiting final approval as detailed in the most recent 
BHSCT SAI Performance return.   

I am requesting that those SAIs that fall within the final stage category are given your 
urgent attention and submitted to serious.incidents@hscni.net no later than 29 December 
2023; with those remaining reports outstanding beyond 12 months to be submitted by 
31 January 2024.  I have also asked the SPPG Safety Team to continue to work closely 
with Trust Governance colleagues to set submission targets for all other outstanding 
reports over the next six months, which will be closely monitored by the SPPG senior 
management team. 

As you will be aware, the re-design of the SAI process is currently underway, led by 
Departmental Policy Leads.  This will see the development and introduction of a new 
framework which will provide for the identification, review, capture and embedding of 
learning from patient safety incidents/ events.   

In the interim while this work is ongoing and until further notification, the current guidance 
must continue to be followed. It is important that all SAIs continue to be identified, reported 
and followed-up to ensure that learning is identified and embedded in a timely manner.  

As the redesign works progresses, policy colleagues, working closely with SPPG and 
PHA, are committed to look for opportunities to introduce some incremental 
enhancements and adjustments to the current process where it is clear aspects are not 
operating effectively and can be quickly addressed. Any such identified opportunities will 
be communicated separately in writing to HSC organisations at the right time. 

In due course, a managed transition from the current procedure to the new framework will 
be key and will rely on the commitment and input from all HSC bodies. This will also 
require your full commitment and the support of your senior team to ensure a harmonised 
approach to the management of learning from incidents/ events within your organisation.  

It remains imperative that the systems you have in place to manage SAIs are fully 
integrated within your organisational governance arrangements with effective 
mechanisms to escalate areas of risk to the attention of your Trust Board. 

If you have any queries regarding any of the above please contact the SPPG Safety Lead, 
Anne Kane at anne.kane@hscni.net . 

Yours sincerely 

SHARON GALLAGHER 
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cc: Claire Cairns - BHSCT 
Kieran McAteer - DoH 
Lisa McWilliams - DoH 
Sharon Wright - DoH 
Anne Kane - DoH 
Geraldine McArdle - DoH 
Heather Reid - PHA  
Denise Boulter - PHA  
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REQUIREMENTS UNDER CURRENT GUIDANCE

Managers of Residential Care and Nursing Homes: 

≠ You should have robust systems in place, and working, to ensure that all staff 
involved in delivering care are fully aware, and reminded of, each resident’s 
individual needs and care plans.  

≠ You should ensure that relevant staff under your management are aware of 
the DHSSPSNI Care Standards for Nursing Homes (April 2015) - Standard 
12, (Nutrition, Meals & Mealtimes)  

     http://www.dhsspsni.gov.uk/nursing homes standards - april 2015.pdf  -  
     and the 
     Residential Care Home Standards – Minimum Standards (August 2011) – 
     Standard 12 (Meals & Mealtimes)  
     http://www.dhsspsni.gov.uk/care standards - residential care homes.pdf 

For staff involved in the delivery of individual care plans: 

≠ You need to make sure you know the detail of individual care plans of each 
resident under your care during a shift and you should adhere to each plan. 
This should include any speech and language therapy recommendations. 

ACTION REQUIRED 

HSC Trusts should: 

1. Share this Reminder of Best Practice Letter with relevant staff.

RQIA should: 

1. RQIA should disseminate this letter to relevant independent sector
providers.

Date 
issued 

1 October 2015 

Signed: 

Issued 
by 

Dr Carolyn Harper 
Medical Director/ 
Director of Public 
Health 

Mrs Mary Hinds  
Director of Nursing, 
Midwifery and Allied Health 
Professionals 

Mrs Fionnuala McAndrew,  
Director of Social Care and 
Children 
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RE: Management and advice for patients/clients with swallow/dysphagia problems – Distribution List 
 To – for Action Copy  To – for Action Copy 
HSC Trusts   PHA   
 CEXs    CEX   
 Medical Director    Medical Director/Director of Public Health   
 Directors of Nursing    Director of Nursing/AHPs   
 Directors of Social Services    PHA Duty Room   
 Governance Leads    AD Health Protection   
 Directors of Acute Services    AD Service Development/Screening   
 Directors of Community/Elderly Services    AD Health Improvement   
         Heads of Pharmacy    AD Nursing   
         Allied Health Professional Leads    AD Allied Health Professionals   
NIAS            Clinical Director Safety Forum   
 CEX   HSCB   
 Medical Director    CEX   
RQIA    Director of Integrated Care   
 CEX     Director of Social Services   
         Medical Director    Director of Commissioning   
         Director of Nursing    Alerts Office    
         Director for Social Care    Dir PMSI & Corporate Services   
NIMDTA   Primary Care (through Integrated Care)   
 CEX / PG Dean            GPs   
QUB             Community Pharmacists   
 Dean of Medical School            Dentists   
         Head of Nursing School   Open University    
 Head of Social Work School            Head of Nursing Branch   
         Head of Pharmacy School   DHSSPS   
         Head of Dentistry School            CMO office   
UU             CNO office   
 Head of Nursing School            CPO office   
         Head of Social Work School            CSSO office   
         Head of Pharmacy School             CDO office   

Head of School of Health Sciences (AHP Lead)            Safety, Quality & Standards Office   
Clinical Education Centre   NI Social Care Council   
NIPEC   Safeguarding Board NI   
GAIN Office    NICE Implementation Facilitator   
NICPLD   Coroners Service for Northern Ireland   
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The standardised templates will be issued with future SQAs with immediate effect. 
 
 
Yours sincerely 
 
 
 
Date 
issued 

17 May 2021 

Signed: 

 
 

 

Issued by Mr Rodney Morton 
Director of Nursing, Midwifery and  
Allied Health Professionals 

Mrs Lisa McWilliams 
Director of Performance Management 
and Service Improvement 

 
Enc 
 
Copy to:  

Mrs A Kane, Governance Lead (HSCB) 
           Mrs D Boulter, Assistant Director of Nursing, Quality and Safety (PHA) 

Dr S Bergin, Director of Public Health / Medical Director (interim) (PHA) 
Dr Brid Farrell, Assistant Director of Service Development, Safety & Quality 
(PHA) 
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Appendix 1 
Safety and Quality Alerts (SQA) Assurance Model 

 
 
 
 
 
 
 
 
 
 
  
 
 

HSCB / PHA Safety and Quality Alerts Assurance Processes 

1st Line of Assurance 
SQA 

2nd Line of Assurance 
SQA 

3rd Line of Assurance 
SQA 

HSC Trust / ALB Safety and Quality Assurance Processes 

 Added to Safety and Quality work-plan 
 Safety and quality control measures put in place 
 Assurances complied for assessment of compliance 

Confirm 2nd Line SQA has been added to Safety 
and Quality work-plan to gain assurances though 

Trust/ALB Assurance Processes  

Confirm actions specified within the 3rd 
Line SQA have been completed for 

assessment of compliance.  
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From: Beth Minnis
To: Carol.Green@dhsspsni.gov.uk
Cc: Seamus Logan; Michael Bloomfield
Subject: COR 1431 2012
Date: 22 November 2012 16:23:49
Attachments: Pam Brown.htm.htm

COR 1431 2012 Constituent request att1 Constituent - Muckamore Abbey 12-11-2012.pdf

Carol

Please see below HSCB response to the above.

The Health and Social Care Board are currently engaged in delivering the Minister’s stated
intention to resettle everyone from Muckamore who does not need to be in hospital. The
Board’s “Transforming Your Care” plan, which is currently subject to public consultation until
15 January 2013, clearly indicates our plan to ensure that no-one with a learning disability
should have a hospital ward as their permanent address and that the associated resettlement
process should be completed by 2015.

We will of course be proceeding with great sensitivity, fully cognisant of the concerns and
issues which many relatives will have. We recognise that significant numbers of people have
been in hospital for many years and that they and their families greatly value the care they
receive there and are understandably anxious about the proposal of change.

Turning to the specific issues raised in the note from , managers in Muckamore
have spoken with the relevant ward staff and are unaware of any view being expressed to a
relative that there would be no internal moves for patients. It is more likely that relatives
would have been advised that staff would seek to avoid internal moves which are both
unsettling for patients and a concern to families. However, as the hospital contracts, this has
become unavoidable for patients in Erne and Ennis Wards. The hospital does not provide a
“wheelchair” or “violent” ward and great care will be taken during any internal moves to
ensure that the needs of individual patients are properly taken into account when planning
their care.

With regard the three references in  note to statements made by me at a
recent meeting with the Parents and Friends of Muckamore Group, it was advised at the
meeting that we are still working with Trusts on the details of future supported living
placements and other community support services that will need to be in place to meet the
needs of our communities and those with learning disabilities after March 2015.

For vulnerable people, all community placements carry some degree of risk that would not
necessarily be present in a hospital setting but it is a fundamental human right to be able to
enjoy the opportunities that supported community living presents. We would wish to
reassure  that the care plan for her sister will fully reflect any risk that might be
present and that she, as with any vulnerable adult in our care, will receive the necessary care
and support in an appropriate community setting. Risk assessment is a fundamental part of
our care planning processes.
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Delivering the plan by 2015 will be more expensive than the present model of continuing care
in hospital. Resettlement is not a cheap option but has been one of the cornerstones of
Government policy for people with a learning disability since 1995. We are firmly of the view
that completion of the vision outlined in the Bamford Report is the right thing to do.

Many thanks

Beth Minnis
PA to Michael Bloomfield
Director of Performance and Corporate Services

12-22 Linenhall Street
Belfast
BT2 8BS

Telephone 028 90 553731

From: Green, Carol [mailto:Carol.Green@dhsspsni.gov.uk] 
Sent: 19 November 2012 16:22
To: Beth Minnis
Cc: Christine Gray; Magowan, Neil; Kelly, Rosemary
Subject: COR 1431 2012

Beth

The Minister has received the attached correspondence through Pam Brown, MLA, from a 

 about future health care for her sister; a resident in Muckamore Abbey.

 name is . Would you provide a response to the
issues raised by  including some background to this case.

I would appreciate a response by 2pm Wednesday 21 November 2012.

Many thanks.

Kind Regards.

Carol Green
Learning Disability Unit
Tel 028 90 520740
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