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WHAT HAPPENED? 

WHY DID IT HAPPEN? 

WHAT HAS BEEN LEARNED? 

WHAT HAS BEEN CHANGED? 

RECOMMENDATIONS FOLLOWING THE LEVEL ONE SEA: 

THE INVESTIGATION TEAM : 

INVESTIGATION TERMS OF REFERENCE: 

 
 

TITLE:  

DATE OF SIGNIFICANT EVENT:  

DATE OF SIGNIFICANT EVENT MEETING:  

SEA FACILITATOR/ LEAD OFFICER:  

TEAM MEMBERS PRESENT:  

 

 

 

 

 

 

Where a Level two or three investigation is recommended please complete the 
sections below 

 

 

LEVEL ONE – SIGNIFICANT EVENT AUDIT REPORT 
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WHAT HAPPENED? 
 

(Describe in detailed chronological order what actually happened. Consider, for instance, how it happened, where it 
happened, who was involved and what the impact was on the patient/service user, the team, organisation and/or others). 

WHY DID IT HAPPEN? 
 

(Describe the main and underlying reasons contributing to why the event happened. Consider for instance, the 
professionalism of the team, the lack of a system or failing in a system, the lack of knowledge or the complexity and 
uncertainty associated with the event) 

WHAT HAS BEEN LEARNED? 
 

(Based on the reason established as to why the event happened, outline the learning identified. Demonstrate that reflection 
and learning have taken place on an individual or team basis and that relevant team members have been involved in the 
analysis of the event.  Consider, for instance: a lack of education and training; the need to follow systems or procedures; 
the vital importance of team working or effective communication) 

WHAT HAS BEEN CHANGED? 
 

(Based on the understanding of why the event happened and the identification of learning, outline the action(s) agreed and 
implemented, where this is relevant or feasible. Consider, for instance: if a protocol has been amended, updated or 
introduced; how was this done and who was involved; how will this change be monitored. It is also good practice to attach 
any documentary evidence of change e.g. a new procedure or protocol. 

 
Action plans should be developed and set out how learning will be implemented, with named leads responsible for each 
action point (Refer to Appendix 8 Minimum Standards for Action Plans). This section should clearly demonstrate the 
arrangements in place to successfully deliver the action plan). 

RECOMMENDATIONS FOLLOWING THE LEVEL ONE SEA: 
 

(Following the SEA it may become apparent that a more in depth investigation is required. Use this section to record if a 
Level two or three investigation is required). 

 
 

TITLE: Insert unique identifier number Self- explanatory 

DATE OF SIGNIFICANT EVENT: Self- explanatory 

DATE OF SIGNIFICANT EVENT MEETING: Self- explanatory 

SEA FACILITATOR/ LEAD OFFICER: Refer to guidance on Level one investigation team 
membership for significant event analysis –Appendix 9 

TEAM MEMBERS PRESENT: Self- explanatory 

 

 

 

 

 

LEVEL ONE – SIGNIFICANT EVENT AUDIT REPORT GUIDANCE 
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HSCB-PHA SAI Review Sub Group TOR   JAN 2014 

HEALTH AND SOCIAL CARE BOARD / PUBLIC HEALTH AGENCY 

SERIOUS ADVERSE INCIDENT REVIEW SUB-GROUP  

TERMS OF REFERENCE  

1. INTRODUCTION

The purpose of the Serious Adverse Incident Review Sub Group (SAIRSG) is to 
provide assurances that appropriate structures, systems and processes are in place 
within the Health and Social Care Board (HSCB) and Public Health Agency (PHA) 
for the management and follow up of serious adverse incidents arising during the 
course of the business of an HSC organisation/Special Agency or commissioned 
service. 

The SAIRSG also has responsibility to ensure that trends, best practice and learning 
is identified and disseminated in a timely manner, in conjunction with the HSCB/PHA 
Quality and Safety Experience Group (QSE) and Safety and Quality Alert Team 
(SQAT). 

2. ACCOUNTABILITY OF THE GROUP

The SAIRSG shall report to the HSCB/PHA QSE group. 

3. OBJECTIVES  OF THE GROUP

3.1 Review SAI Activity and Designated Review Officer (DRO) Learning 
  summary reports, to identify learning and themes/trends arising from 
  SAIs that require follow up / discussion / further action; 

      3.2 Ensure that themes/trends, best practice and regional learning from 
SAIs is identified to the QSE Group in a timely manner; 

      3.3 Make recommendations to the QSE Group on the commissioning of  
  independent reviews in respect of specific SAIs; 

      3.4 Escalate, issues of concern and importance, in respect of SAIs to the 
 QSE Group, as appropriate; 

      3.5 Provide a bi-annual SAI Learning Report to the Board of the HSCB and 
 PHA and their respective Governance committees; 

3.6  Provide assurances to SMT, AMT and the Boards of the HSCB and  
 PHA and respective Governance Committees that SAIs are managed 
 in an appropriate manner. 
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HSCB-PHA SAI Review Sub Group TOR              JAN 2014 
 

 
 

4. MEMBERSHIP OF THE GROUP 
 
Core membership of the SAIRSG will consist of the following officers, or their 
nominated representative, from the HSCB and the PHA: 
 

 Governance Manager, HSCB (Chair) 

 Senior Manager: Safety, Quality and Patient Experience, PHA (Co-Chair) 
 Consultant, Service Development & Screening, PHA (Medical Representative) 
 Social Care Commissioner MH & LD, Social Services, HSCB (Social Care 

Representative) 
 Pharmacy Lead - Medicines Governance and Public Health, HSCB 

(Integrated Care Representative) 
 Patient Safety, Quality and Patient Experience Lead Nurse, PHA (Nursing & 

AHP Representative) 
 Assistant Governance Manager, HSCB 

 
(Names of current members of the group are included as an addendum to these 
TOR). 
 
In Attendance: 

 
 RQIA representatives (for items of mutual interest to both RQIA and 

HSCB/PHA) 

 Director of Regulation and Nursing 
 Director of Mental Health and Learning Disability and Social Work 

The SAIRSG may also invite, as appropriate, the relevant HSCB/PHA Officers from 
the service area in which a serious adverse incident has arisen, to attend meetings 
where that incident is being considered.  Equally, where the SAIRSG considers that 
it requires other specialist knowledge it is at liberty to invite/co-opt any relevant 
specialist to provide advice. 
 
 

5. QUORUM 
 
The SAIRSG shall be quorate by the attendance of four members of the Group, to 
include the Chair and/or Co Chair. 
 
  
6. ADMINISTRATION 

 
The SAIRSG will be supported by the Governance Team who will ensure: 

 agreement of the agenda with Chairperson; 
 collate and circulate all associated papers at least 3 working days in 

advance of each meeting; 
 keep a record of matters arising and log of actions; 
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HSCB-PHA SAI Review Sub Group TOR              JAN 2014 
 

 take forward the work of the SAIRSG, in conjunction with group 
members, to ensure actions, learning and outcomes from each meeting 
are progressed. 
 

The action log from each meeting shall be approved and considered at the following 
meeting.   
 
 
7. RELATIONSHIP / LINKS WITH OTHER GROUPS 
 
There are a range of other quality and safety groups across the HSCB/PHA where 
learning and best practice can be identified and shared.  To ensure continuity of 
learning the SAIRSG will work in conjunction with the following groups:   
 

 HSCB / PHA Regional Complaints Sub Group  
 Patient and Client Experience Steering Group 
 Safety and Quality Alerts Group 
 Promoting Good Nutrition Implementation Steering Group  
 Regional Falls Prevention for  Acute Services Group 
 Regional Pressure Ulcer Prevention Advisory Group 
 Regional Project Steering Group Evidencing Care through key nursing 

performance indicators 
 Medicines Governance Advisors Groups  
 Regional Child Protection Committee (RCPC)  
 Regional Governance Officers Group  
 HSC Safety Forum Strategic Partnership Group  
 Northern Ireland Quality Network  
 Regional Emergency Service Collaborative Group 
 Safeguarding Board  

 
 
8. FREQUENCY OF MEETING 
 

The SAIRSG meetings will take place monthly (prior to QSE meeting). 
 
 
9. REVISION OF TERMS OF REFERENCE 
 
The SAIRSG will review its Terms of Reference on a biennial basis or earlier as 
required. 
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HSCB-PHA SAI Review Sub Group TOR              JAN 2014 
 

 

Addendum 

 

Current Membership of Group – February 2014 

 Governance Manager, HSCB (Chair) – Mrs Anne Kane 
 

 Senior Manager, Safety, Quality and Patient Experience, PHA (Co-Chair) – 
Mrs Oriel Brown 
 

 Consultant, Service Development & Screening, PHA (Medical Representative) 
– Dr Paul Darragh 
 

 Social Care Commissioner MH & LD, Social Services, HSCB (Social Care 
Representative) – Mrs Valerie McConnell 
 

 Pharmacy Lead - Medicines Governance and Public Health, HSCB 
(Integrated Care Representative)  - Dr Brenda Bradley 
 

 Patient Safety, Quality and Patient Experience Lead Nurse, PHA (Nursing & 
AHP Representative) – Mrs Mary McElroy 
 

 Assistant Governance Manager, HSCB – Mrs Jacqui Burns 
 
 
In Attendance: 

 
 RQIA representatives (for items of mutual interest to both RQIA and 

HSCB/PHA) 
 
 Director of Regulation and Nursing – Mrs Kathy Fodey 

 
 Director of Mental Health and Learning Disability and Social Work –  

Mrs Theresa Nixon 
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HSCB-PHA SAI Review Sub Group TOR   May 2015 

HEALTH AND SOCIAL CARE BOARD / PUBLIC HEALTH AGENCY 

SERIOUS ADVERSE INCIDENT REVIEW SUB-GROUP  

TERMS OF REFERENCE  

1. INTRODUCTION

The purpose of the Serious Adverse Incident Review Sub Group (SAIRSG) is to 
provide assurances that appropriate structures, systems and processes are in place 
within the Health and Social Care Board (HSCB) and Public Health Agency (PHA) 
for the management and follow up of serious adverse incidents arising during the 
course of the business of an HSC organisation/Special Agency or commissioned 
service. 

The SAIRSG also has responsibility to ensure that trends, best practice and learning 
is identified and disseminated in a timely manner, in conjunction with the HSCB/PHA 
Quality and Safety Experience Group (QSE) and Safety and Quality Alert Team 
(SQAT). 

2. ACCOUNTABILITY OF THE GROUP

The SAIRSG shall report to the HSCB/PHA QSE Group. 

3. OBJECTIVES  OF THE GROUP

3.1 Review SAI Activity and Designated Review Officer (DRO) Learning 
summary reports, to identify learning and themes/trends arising from SAIs 
that require follow up / discussion / further action; 

3.2 Ensure that themes/trends, best practice and regional learning from SAIs 
is identified to the QSE Group in a timely manner; 

3.3 Make recommendations to the QSE Group on the commissioning of 
independent reviews in respect of specific SAIs; 

3.4 Escalate, issues of concern and importance, in respect of SAIs to the QSE 
Group, as appropriate; 

3.5 Provide a bi-annual SAI Learning Report to the Board of the HSCB and 
PHA and their respective Governance committees; 

3.6 Provide assurances to SMT, AMT and the Boards of the HSCB and PHA 
and respective Governance Committees that SAIs are managed in an 
appropriate manner. 
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HSCB-PHA SAI Review Sub Group TOR              May 2015 
 

 
 

4. MEMBERSHIP OF THE GROUP 
 
Core membership of the SAIRSG will consist of the following officers, or their 
nominated representative, from the HSCB and the PHA: 
 

 Co-Chairs 

 HSCB Governance Manager 
 PHA Head of Nursing, Quality, Safety  and Patient Experience 

 
 Members 

 PHA Medical Representatives  
 HSCB Social Care Representative  
 HSCB Integrated Care Representative  
 PHA Nursing & AHP Representative 
 HSCB Assistant Governance Manager 

 
In Attendance: 

 
 RQIA representatives (for items of mutual interest to both RQIA and 

HSCB/PHA) 

 Director of Regulation and Nursing 
 Director of Mental Health and Learning Disability and Social Work 

(Refer to attached addendum for current membership listing) 
 
The SAIRSG may also invite, as appropriate, the relevant HSCB/PHA Officers from 
the service area in which a serious adverse incident has arisen, to attend meetings 
where that incident is being considered.  Equally, where the SAIRSG considers that 
it requires other specialist knowledge it is at liberty to invite/co-opt any relevant 
specialist to provide advice. 
 
 

5. QUORUM 
 
The SAIRSG shall be quorate by the attendance of four members of the Group, to 
include the Chair and/or Co Chair and representation of two professional areas. 
 
In exceptional circumstances, meetings can proceed without relevant professionals 
present this can be endorsed at the next meeting. 
 
  
6. ADMINISTRATION 

 
The SAIRSG will be supported by the Governance Team who will ensure: 

 agreement of the agenda with Chairperson; 
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HSCB-PHA SAI Review Sub Group TOR              May 2015 
 

 collate and circulate all associated papers at least 3 working days in 
advance of each meeting; 

 keep a record of matters arising and log of actions; 
 take forward the work of the SAIRSG, in conjunction with group members, 

to ensure actions, learning and outcomes from each meeting are 
progressed. 

 
The action log from each meeting shall be approved and considered at the following 
meeting.   
 
 
7. RELATIONSHIP / LINKS WITH OTHER GROUPS 
 
There are a range of other quality and safety groups across the HSCB/PHA where 
learning and best practice can be identified and shared.  To ensure continuity of 
learning the SAIRSG will work in conjunction with the following groups:   
 

 HSCB / PHA Regional Complaints Sub Group  
 Patient and Client Experience Steering Group 
 Safety and Quality Alerts Group 
 Promoting Good Nutrition Implementation Steering Group  
 Regional Falls Prevention for  Acute Services Group 
 Regional Pressure Ulcer Prevention Advisory Group 
 Regional Project Steering Group Evidencing Care through key nursing 

performance indicators 
 Medicines Governance Advisors Groups  
 Regional Child Protection Committee (RCPC)  
 Regional Governance Officers Group  
 HSC Safety Forum Strategic Partnership Group  
 Northern Ireland Quality Network  
 Regional Emergency Service Collaborative Group 
 Safeguarding Board  

 
 
8. FREQUENCY OF MEETING 
 

The SAIRSG meetings will take place monthly (prior to QSE meeting). 
 
 
9. REVISION OF TERMS OF REFERENCE 
 
The SAIRSG will review its Terms of Reference on a biennial basis or earlier as 
required. 
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HSCB-PHA SAI Review Sub Group TOR              May 2015 
 

 

ADDENDUM 

 

Current Membership of Group – May 2015 

 HSCB Governance Manager (Co-Chair) – Mrs Anne Kane 
 

 Head of Nursing, Quality, Safety  and Patient Experience (Co-Chair) – Ms Lynne 
Charlton 

 
 PHA Consultant, Service Development & Screening (Medical Representative) – 

Dr Paul Darragh 
 

 PHA Consultant, Service Development & Screening (Medical Representative) – 
Dr Louise Heron 

 
 HSCB Social Care Commissioner Adult  Services (Social Care Representative) – 

Mrs Valerie McConnell 
 

 HSCB Pharmacy Lead - Medicines Governance and Public Health, (Integrated 
Care Representative)  - Dr Brenda Bradley 

 

 PHA Patient Safety, Quality and Patient Experience Lead Nurse, (Nursing & AHP 
Representative) – Mrs Mary McElroy 

 
 HSCB Assistant Governance Manager - Mrs Jacqui Burns 
 
 
In Attendance: 

 
 

 RQIA Director of Regulation and Nursing – Mrs Kathy Fodey 
 

 RQIA Director of Mental Health and Learning Disability and Social Work –  
Mrs Theresa Nixon 
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HSCB-PHA SAI Review Sub Group TOR   March 2016 

HEALTH AND SOCIAL CARE BOARD / PUBLIC HEALTH AGENCY 

SERIOUS ADVERSE INCIDENT REVIEW SUB-GROUP  

TERMS OF REFERENCE  

1. INTRODUCTION

The purpose of the Serious Adverse Incident Review Sub Group (SAIRSG) is to 
provide assurances that appropriate structures, systems and processes are in place 
within the Health and Social Care Board (HSCB) and Public Health Agency (PHA) 
for the management and follow up of serious adverse incidents arising during the 
course of the business of an HSC organisation/Special Agency or commissioned 
service. 

The SAIRSG also has responsibility to ensure that trends, best practice and learning 
is identified and disseminated in a timely manner, in conjunction with the HSCB/PHA 
Quality and Safety Experience Group (QSE) and Safety and Quality Alert Team 
(SQAT). 

2. ACCOUNTABILITY OF THE GROUP

The SAIRSG shall report to the HSCB/PHA QSE Group. 

3. OBJECTIVES  OF THE GROUP

3.1 Review SAI Activity and Designated Review Officer (DRO) Learning 
summary reports, to identify learning and themes/trends arising from SAIs 
that require follow up / discussion / further action; 

3.2 Examine themes/trends from SAIs and when identified ensure the 
themes/trends, best practice and regional learning are referred to the QSE 
Group in a timely manner; 

3.3 Make recommendations to the QSE Group on the commissioning of 
independent reviews in respect of specific SAIs; 

3.4 Escalate, issues of concern and importance, in respect of SAIs to the QSE 
Group, as appropriate; 

3.5 Provide a bi-annual SAI Learning Report to the Board of the HSCB and 
PHA and their respective Governance committees; 
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HSCB-PHA SAI Review Sub Group TOR              March 2016 
 

3.6 Provide assurances to SMT, AMT and the Boards of the HSCB and PHA 
and respective Governance Committees that SAIs are managed in an 
appropriate manner. 

 
 

4. MEMBERSHIP OF THE GROUP 
 
Core membership of the SAIRSG will consist of the following officers, or their 
nominated representative, from the HSCB and the PHA: 
 

 Co-Chairs 

 HSCB Governance Manager 
 PHA Head of Nursing, Quality, Safety  and Patient Experience 

 
 Members 

 PHA Medical Representatives  
 HSCB Social Care Representative  
 HSCB Integrated Care Representative  
 PHA Nursing & AHP Representative x 2 
 HSCB Assistant Governance Manager 

 
In Attendance: 

 
 RQIA representatives (for items of mutual interest to both RQIA and 

HSCB/PHA) 

 Director of Regulation and Nursing 
 Director of Mental Health and Learning Disability and Social Work 

 Secondary Care Medicines Governance Lead (for items of mutual interest 
relating to medication issues) 

 

(Refer to attached addendum for current membership listing) 
 
The SAIRSG may also invite, as appropriate, the relevant HSCB/PHA Officers from 
the service area in which a serious adverse incident has arisen, to attend meetings 
where that incident is being considered.  Equally, where the SAIRSG considers that 
it requires other specialist knowledge it is at liberty to invite/co-opt any relevant 
specialist to provide advice. 
 
 

5. QUORUM 
 
The SAIRSG shall be quorate by the attendance of four members of the Group, to 
include the Chair and/or Co Chair and representation of two professional areas. 
 
In exceptional circumstances, meetings can proceed without relevant professionals 
present this can be endorsed at the next meeting. 
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HSCB-PHA SAI Review Sub Group TOR              March 2016 
 

6. ADMINISTRATION 

 
The SAIRSG will be supported by the Governance Team who will ensure: 
 

 agreement of the agenda with Chairperson; 
 collate and circulate all associated papers at least 3 working days in 

advance of each meeting (representatives in attendance for items of 
mutual interest will only to be circulated related papers); 

 keep a record of matters arising and log of actions; 
 take forward the work of the SAIRSG, in conjunction with group members, 

to ensure actions, learning and outcomes from each meeting are 
progressed. 

 
The action log from each meeting shall be approved and considered at the following 
meeting.   
 
 
7. RELATIONSHIP / LINKS WITH OTHER GROUPS 
 
There are a range of other quality and safety groups across the HSCB/PHA where 
learning and best practice can be identified and shared.  To ensure continuity of 
learning the SAIRSG will work in conjunction with the following groups:   
 

 HSCB / PHA Regional Complaints Sub Group  
 Quality Safety and Experience Group 
 Safety and Quality Alerts Team 
 Promoting Good Nutrition Implementation Steering Group  
 Regional Falls Prevention for  Acute Services Group 
 Regional Pressure Ulcer Prevention Advisory Group 
 Regional Project Steering Group Evidencing Care through key nursing 

performance indicators 
 Medicines Governance Advisors Groups  
 Regional Governance Officers Group  
 HSC Safety Forum  
 Northern Ireland Quality Network  
 Regional Emergency Service Collaborative Group 
 Safeguarding Board for Northern Ireland  

 
 
8. FREQUENCY OF MEETING 
 

The SAIRSG meetings will take place monthly (prior to QSE meeting). 
 
 
9. REVISION OF TERMS OF REFERENCE 

The SAIRSG will review its Terms of Reference on a biennial basis or earlier as 
required. 
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HSCB-PHA SAI Review Sub Group TOR              March 2016 
 

 

ADDENDUM 

 

Membership of Group – January 2016 

 HSCB Governance Manager (Co-Chair) – Mrs Anne Kane 
 

 Head of Nursing, Quality, Safety  and Patient Experience (Co-Chair) – Ms Lynne 
Charlton 

 
 PHA Consultant, Service Development & Screening (Medical Representative) – 

Dr Paul Darragh 
 

 PHA Consultant in Public Health, (Medical Representative) – Dr Jackie Mc Call 
 

 HSCB Social Care Commissioner Adult  Services (Social Care Representative) – 
Mrs Valerie McConnell 

 

 HSCB Pharmacy Lead - Medicines Governance and Public Health, (Integrated 
Care Representative)  - Dr Brenda Bradley 

 

 PHA Patient Safety, Quality and Patient Experience Lead Nurse, (Nursing 
Representative) – Mrs Mary McElroy 

 

 PHA Allied Health Professional Consultant, (AHP Representative) – Mrs 
Geraldine Teague 

 
 HSCB Assistant Governance Manager - Mrs Jacqui Burns 
 
 
In Attendance: 

 
 

 RQIA Director of Regulation and Nursing – Mrs Kathy Fodey 
 

 RQIA Director of Mental Health and Learning Disability and Social Work –  
Mrs Theresa Nixon 
 

 Secondary Care Medicines Governance Lead – Mrs Angela Carrington  
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HEALTH AND SOCIAL CARE BOARD/PUBLIC HEALTH AGENCY 

(DRAFT) TERMS OF REFERENCE 

QUALITY SAFETY AND EXPERIENCE GROUP (QSE) 

1.0 Introduction 

The Health and Social Care Board (HSCB) and the Public Health 
Agency (PHA) receive information and intelligence from a wide range of 
sources in relation to safety, quality and patient experience of services 
commissioned. 

Whilst effective arrangements currently exist in relation to each of these 
areas, these arrangements could be further strengthened by the 
establishment of an over-arching group to  identify themes, patterns and 
areas of concern emerging  from all existing  sources; and agree the 
actions to be taken to address these in order to improve the safety and 
quality of services commissioned. 

2.0 Objectives of the QSE Group 

2.1 To streamline and further enhance current arrangements in 
relation to Safety, Quality and Patient Experience; 

2.2 To consider  learning, patterns, themes or areas of concern 
from all sources of information and to agree appropriate 
actions to be taken, and follow up of agreed actions; 

2.3 To provide an assurance to the Senior Management Team of 
the HSCB, the Agency Management Team of the PHA and 
the Governance Committees and Boards of both 
organisations that the QSE Group has an overview of all 
sources of information in relation to the safety, quality and 
patient experience of services and is co-ordinating 
appropriate action in response.  
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3.0 Working Arrangements between Existing 
Groups/Information Flow to QSE 

3.1 The Regional Serious Adverse Incident Review Group 
(SAI) and the Regional Complaints Group (RCG) will 
be reconstituted as a Serious Adverse Incident Sub 
Group and a Regional Complaints Sub Group of the 
QSE Group. 

3.2 The Complaints and SAI Sub Groups, which will be 
multi-disciplinary groups, will meet on a monthly basis, 
prior to each QSE group, to consider in detail issues 
emerging from SAIs and complaints and agree issues 
which require to be referred to the QSE, together with a 
recommendation for consideration. 

3.3 Other existing groups relating to the Patient 
Experience, Medicines Management, SQAT, 
Safeguarding Board and Case Management Reviews 
and Quality 2020 will refer matters on an agreed basis 
to the QSE Group with an appropriate recommendation 
for consideration. 

4.0 Membership of the QSE 

Director of Nursing, Midwifery and Allied Health Professionals – 
(Chair) 

Director of Performance and Corporate Services – (Co-Chair) 

Director of Public Health/Medical Director 

Director of Social Care; 

Assistant Director of Social Care (Safety and Quality Lead);  

Head of General Medical Services/Safety and Quality Lead; 

Head of Pharmacy and Medicines Management; 
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Assistant Director of Nursing and Allied Health Professionals; 

Assistant Director of Public Health Medicine (Safety and Quality) 

Clinical Director, Safety Forum; 

Governance Manager; 

Complaints/Litigation Manager; 

Head of Dental Services (co-opt as required); 

Head of Optometry (co-opt as required); 

Assistant Director of Allied Health Professionals (co-opt as required); 

In Attendance: 

Deputy Complaints Manager 

Assistant Governance Manager 

Consultant in Public Health Medicine (Safety and Quality lead) 

Senior Nurse (Safety, Quality and Patient Experience) 

 

5.0 Frequency of Meetings 

Meetings of the Group will be monthly 

 

6.0 Administrative Support to the QSE Group 

6.1 The Action log shall be taken by the Director of Nursing  
Midwifery and Allied Health Professionals (or her 
nominated deputy) 

6.2 The agenda and papers will be developed and 
circulated by Corporate Services staff. 

6.3 Agreed actions will be followed up by Corporate 
Services staff. 
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6.4 Agenda items and papers should be forwarded to 
qse.team@hscni.net 

7.0 Review of Terms of Reference 

  These Terms of Reference will be reviewed in 12 months. 
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1 

HEALTH AND SOCIAL CARE BOARD/PUBLIC HEALTH AGENCY 

TERMS OF REFERENCE 

SAFETY AND QUALITY ALERTS TEAM (SQAT) 

1.0 Introduction 

The Health and Social Care Board (HSCB) and Public Health Agency 
(PHA) are responsible for the co-ordination and implementation of 
regional safety and quality alerts (SQAs), letters and guidance issued 
by the DHSSPS, HSCB, PHA, RQIA and other organisations. 

The Safety and Quality Alerts Team (SQAT) was formed in April 2012 
to co-ordinate the implementation of regional safety and quality alerts, 
letters and guidance.  A subsequent protocol was established and 
endorsed by the DHSSPS in July 2013 which outlines the management 
of the process.  (See annex 1) 

2.0 Accountability of the Group 

The SQA Team shall report to the HSCB/PHA Quality and Safety 
Experience Group. 

3.0 Objectives of the SQA Team 

The SQA Team provides a mechanism for gaining regional assurance 
that alerts and guidance have been implemented or that there is an 
existing robust system in place to ensure implementation. The Team 
‘closes’ an Alert when it is assured that an Alert has been 
implemented, or there is an existing robust system in place to ensure 
implementation. 

4.0 Membership of the Group 

Core membership of the SQA Team will consist of the following 
officers, or their nominated representative, from the HSCB and the 
PHA:  (see annex 2 which details the current membership as at 
January 2015) 

• Medical Director/DPH, PHA (Chair)

• Director of Performance and Corporate Services

• Assistant Director Nursing, Safety & Quality & Patient Experience

• Assistant Director Service Development & Screening

• Pharmacy Lead – Medicines Governance and Public Heath, HSCB

• Consultant in Public Health, PHA

• Safety, Quality and Patient  Experience Nurse, PHA
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 2 

• Assistant Governance Manager, Safety and Quality, HSCB 

• Clinical Director for Safety Forum, PHA 

• GP Input via Assistant Director of Integrated Care, Head of GMS, 
HSCB when required 

• Social Care and AHP input for Alerts relevant to those professions 

 

5.0 Quorum 

The SQA Team shall be quorate by the attendance of three members 
of the group; usually including representation of two professional areas.  
Where meetings proceed without relevant professionals present this 
can be endorsed at the next meeting. 

 

6.0 Administration 

• The Action log shall be taken by the Chair of the group (or 
nominated deputy) 

• The agenda and papers will be developed by the Assistant 
Governance Manager and circulated by the PA to the Chair. 

• The Assistant Governance Manager will oversee the process, 
maintain an up-to-date log, prepare for and support team meetings, 
and prepare an annual and mid-year report. They will be supported 
by the Governance Support Manager and a Governance Support 
Officer. 

 

7.0 Relationship/Links with Other Groups 

There are a range of other quality and safety groups across the 
HSCB/PHA where learning and best practice can be identified and 
shared.  To ensure continuity of learning the SQA Team will work in 
conjunction with various groups which include the following list of 
groups which is not definitive:   

 

• HSCB / PHA Regional SAI Review Sub Group 

• HSCB / PHA Regional Complaints Sub Group  

• Patient and Client Experience Steering Group 

• Promoting Good Nutrition Implementation Steering Group  

• Regional Falls Prevention for  Acute Services Group 

• Regional Pressure Ulcer Prevention Advisory Group 

• Regional Project Steering Group Evidencing Care through key 
nursing performance indicators 

• Medicines Governance Advisors Groups  
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• Regional Child Protection Committee (RCPC)  

• Regional Governance Officers Group  

• HSC Safety Forum Strategic Partnership Group  

• Northern Ireland Quality Network  

• Regional Emergency Service Collaborative Group 

• Safeguarding Board  

• Medicines Safety Sub-Group (MSSG) 

 

8.0 Frequency of Meetings 

 

Meetings of the Team will be fortnightly. 

 

9.0 Review of Terms of Reference 

 

The SQA Team will review its Terms of Reference on a biennial basis 
or earlier as required. 
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Annex 2 

 
 

HSCB/PHA Protocol for Implementation of Safety and Quality Alerts 

Date commenced: 1 April 2012 

Last updated: 29 January 2015 

 

1.0  Introduction 

This protocol describes the process which the Health and Social Care 

Board (HSCB) and Public Health Agency (PHA) will use to oversee 

implementation of Safety and Quality Alerts (SQAs) by Health and 

Social Care (HSC) Trusts, including actions relevant to primary care 

providers. It applies to SQAs issued since 1 April 2012.  

 

2.0  Context 

SQAs may arise from a variety of sources, including serious adverse 

incidents, reviews by the Regulation and Quality Improvement 

Authority (RQIA), safeguarding reports, legislative changes, medicines 

regulators, equipment or device failures, national safety systems, and 

independent reviews. The volume of SQAs is challenging for providers 

and commissioners to manage. Some SQAs relate to substantive 

safety issues that require a high level of assurance, while others relate 

to risk which can be managed within existing clinical and social care 

governance and risk management arrangements. The information 

systems to measure clinical and social care safety and quality are 

limited at present. For some actions, it is more efficient and effective to 

have one regional process, rather than each provider taking action 

individually.  

 

This protocol was designed in that context. 

 

3.0  Scope of Safety Quality Alerts (SQAs) 

This protocol covers SQAs and equivalent correspondence as outlined 

below. It applies to health and social care-related SQAs though the 
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vast majority relate to health care. Specific arrangements for the 

independent sector and for SQAs that relate mainly to primary care are 

described later.  

 

Category 1 SQAs include: 

• DHSSPS Safety Quality & Standards (SQS) guidance and 

letters/circulars; 

• Learning Letters or Learning Reminders arising from serious adverse 

incidents (SAIs); 

• National Patient Safety Alerting System (NPSAS) alerts; 

• Safety or quality-related professional letters from DHSSPS; 

• Regulation and Quality Improvement Authority (RQIA) Reports and 

other independent reviews; 

• National Confidential Enquiry into Patient Outcome and Death 

(NCEPOD) reports and equivalent robust other national 

enquiries/audits; 

• Guidelines and Audit Implementation Network (GAIN) Reports. 

 

Category 2 SQAs include: 

• Medicines and Healthcare products Regulatory Agency (MHRA) 

notices; 

• Safety Alert Broadcast System (SABS) notifications. 

 

A separate process is in place for the following:   

 

• NICE guidance. Appendix 1 gives a schematic overview of the 

interfaces between this process and the process for NICE guidance; 

• Drug alerts and recalls; 

• Professional In-Confidence alerts regarding individual practitioners. 

 

4.0  Dissemination of Safety Quality Alerts (SQAs) issued by DHSSPS 

If an SQA from DHSSPS includes an assurance template or other form 

of assurance loop, DHSSPS will send the SQA in Draft form to the lead 
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Director in PHA/HSCB for the SQA process (the Medical 

Director/DPH), copied to the HSCB lead Director for the HSCB/PHA 

Coordinating Office (the Director of Performance and Corporate 

Services). Through them, and with input from relevant health and social 

care professionals within HSCB and PHA, the nature and timing of the 

assurance required, and the distribution list, will be agreed. DHSSPS 

will then issue the final version of the SQA to the agreed distribution 

list. This approach is intended to ensure that the actions required of 

organisations are clear through a single communication. Under the 

arrangements to date, two communications are required on some 

occasions. 

 

DHSSPS will issue SQAs that do not have an assurance loop directly 

to relevant organisations.  

 

SQAs will be issued to the Chief Executive’s office of relevant 

organisations, and copied to the HSCB/PHA Central Coordinating 

Office, the Governance Leads in Trusts and other relevant Directors. A 

standard distribution list is given in Appendix 2. 

 

5.0  Dissemination of Learning Letters/Learning Reminders issued by 

PHA/HSCB 

When regional learning is identified following the review of an SAI, 

complaint or other incident a learning letter/learning reminder may be 

issued to the appropriate HSC organisations for wider circulation, 

application of learning and assurance that learning has been 

embedded.   

 

Prior to issue the Central Co-ordinating Office (CCO) (see section 6.0) 

will forward the draft Learning Letter/Learning Reminder and 

distribution list to DHSSPS Safety & Quality Standards Directorate for 

issue to relevant Policy Leads for review to ensure compatibility with 

DHSSPS policy in advance of SQAT meeting.   

 

BW-268
MAHI - STM - 184 - 1043



 

 7 

Following finalisation of the learning letter/learning reminder the 

HSCB/PHA will then issue the final version to the agreed distribution 

list.  (see Appendix 2) 

 

The Safety and Quality Alert Team will consider responses to learning 

letters/learning reminders and close the Alert when it is assured that 

actions have been implemented, or there is an existing robust system 

in place to ensure implementation. 

 
6.0 HSCB Central Coordinating Office  

SQAs where Trusts or the independent sector have a primary role in 

implementation will be logged by a central coordinating office (CCO) 

managed by the Governance Team within HSCB Corporate Services.   

All correspondence in relation to alerts will be channelled through the 

HSCB Alerts mailbox at Alerts.HSCB@hscni.net.  The CCO will 

maintain a system to track progress on implementation. The CCO will 

also provide 6-monthly summary reports for the HSCB/PHA Safety 

Quality Alerts Team, HSCB Senior Management Team, Local 

Commissioning Group (LCG) Chairs, HSCB Governance Committee, 

HSCB Board and others as required.  

 

A Programme Manager will oversee the process, maintain an up-to-

date log, prepare for and support team meetings, and prepare an 

annual and mid-year report. They will be supported by a Database 

Officer, Administrative Officer, and members of the Safety Quality 

Alerts Team.    

 

7.0 HSCB/PHA Safety Quality Alerts Team 

HSCB and PHA will manage arrangements for the implementation and 

assurance of Category 1 SQAs through the Safety Quality Alerts Team 

(SQAT). Serious Adverse Incidents and Complaints are managed 

through their respective teams and reports to the Quality, Safety and 

Experience Group (QSE). 
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The SQA Team will include HSCB & PHA representatives from 

professional groups, and Corporate Services (Appendix 3). It will be 

sponsored, and chaired as necessary, by the Medical Director/Director 

of Public Health. It will report through the Senior Management Team of 

HSCB to the HSCB Governance Committee and Board at the 

frequency outlined in the HSCB safety quality reporting framework. To 

ensure timely processing of Alerts, the Team will meet every 2 weeks. 

HSCB/PHA will put arrangements in place to ensure that any 

immediate issues that need to be addressed are processed 

immediately.  

 

 

8.0 Trust Input 

To ensure input from Trusts, the SQA Team will seek advice from 

relevant Trust professionals. Each Trust has identified a first point of 

contact for queries regarding SQAs (Appendix 3).  

 

9.0 Interface with other Safety/Quality-related organisations 

To ensure coordinated action across the wider system, the HSCB/PHA 

SQA Team will also seek input from the range of organisations and 

bodies that contribute to safety and quality of health and social care 

(Appendix 3), as required. 

 

10.0 Process for Determining Appropriate Arrangements 

Category 1 Alerts will be reviewed by the Safety Quality Alerts Team to 

make an initial determination on 

• Whether or not regional action is required to assist Trusts or 

primary care with implementation, and 

• The nature of the assurance required regarding implementation. 

 

The default position is for Trusts to take action locally. It is likely that 

regional action will be by exception, and only where it adds real value. 
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If regional action is required, the proposed actions will be discussed 

where necessary with Trusts and/other relevant organisations to agree 

the precise task. It is important to note that any regional actions do not 

in any way negate the responsibilities of Trusts or other organisations 

to take necessary actions to implement the Alert; immediate necessary 

action should not be delayed. However, it is recognised that some 

aspects of implementation may be more efficient, and may ensure a 

better outcome for patients, clients, staff and the public if they are 

developed in a standard way across the region. Training modules, 

quality improvement projects, regional procurement are examples of 

regional action that could help to ensure standardised good quality 

care within the NI context, taking account of resources and service 

configuration.  

 

To take forward work for the region, the principle of using existing 

systems as much as possible, will apply. However, if necessary, a Task 

and Finish Group may be established, including all relevant 

professionals and managers from relevant providers, and as 

appropriate, service users and/or the public. 

 

Category 2 Alerts will be implemented primarily through existing 

systems. If on occasion explicit assurance or other action is required, it 

will be identified by the Safety Quality Alerts Team and described to 

Trusts and primary care providers as outlined for Category 1 Alerts. 

 

11.0 Criteria for Regional Action and Assurance Levels 

To assist the assurance process and without cutting across existing 

systems, the Team will determine the detail of the method of assuring 

implementation of an Alert. The method of assurance will be 

proportionate to the assessed level of risk associated with the issue 

covered by the Alert and will work on a principle of using existing 

systems of assurance as much as possible. Options for assurance 

methods include: 
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• Level 1 – material risks which cannot be managed within normal 

Trust clinical and social care governance arrangements;  

• Level 2 – explicit assurance by Trusts, and where appropriate, other 

organisations, that key actions have been implemented; the key 

actions may be specified by the HSCB/PHA;  

• Level 3 – completion of an audit specified by HSCB/PHA.   

 

The following criteria will be used to assess whether or not regional 

action is required to assist implementation, and to determine the level 

of assurance required:  

• The risk to an individual patient, client, staff member or member of 

the public, is high (impact); 

• The number of patients, clients, staff or public who may be exposed 

to the risk is high (likelihood); 

• Aspects of implementation are complex and outwith the control of 

Trusts or relevant organisations (complexity);   

• A regional approach is achievable (deliverability & stakeholder 

agreement); 

• Regional action will not introduce undue delay (timeliness); 

• The Alert relates to an issue with a high public/political profile 

(public confidence); 

• Other reasons (professional judgment). 

 

In making its decisions, the Team will take account of:  

• Other Alerts relating to the service area in question; 

• Common themes within a range of Alerts; 

• Learning from Serious Adverse Incidents and Complaints; 

• Existing safety and quality initiatives in health and social care. 

 

12.0 Informing Trusts and Primary Care of the Outcome 

On completion of the processes outlined above, if regional action or 

assurance is required, the Chair of the Safety Quality Alerts Team will 

inform Trusts, primary care, and other relevant providers or 
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stakeholders of the next steps or requirements. Communication will be 

to the Trust Chief Executive’s office, copied to the Trust Governance 

Lead.  

 

13.0 Alerts Relating to Independent Sector Providers 

Independent providers are already required to respond to many of the 

types of Alerts covered by this protocol. In addition, DHSSPS or 

HSCB/PHA will send Alerts that they issue to RQIA for dissemination to 

relevant independent providers. DHSSPS also agree the annual work 

programme of RQIA which may include reviews of governance 

systems in independent providers, and/or assurance on 

implementation of specific SQAs.  

 

14.0 Review of this protocol 

This protocol will be refined on an on-going basis and not less than 

annually. 
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Template  Distribution List             Appendix 2 
 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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Membership        Appendix 3 

 

HSCB/PHA Safety Quality Alerts Team 

 

�  Medical Director/DPH, PHA (Chair) 

� Director of Performance and Corporate Services 

� Assistant Director Nursing, Safety & Quality & Patient Experience  

� Assistant Director Service Development & Screening  

� Pharmacy Lead – Medicines Governance and Public Heath, HSCB 

� Consultant in Public Health, PHA 

� Safety, Quality and Patient  Experience Nurse, PHA 

� Assistant Governance Manager, Safety and Quality, HSCB 

� Clinical Director for Safety Forum, PHA 

� GP Input via Assistant Director of Integrated Care (Head of GMS) HSCB - when required 

� Social Care and AHP input for Alerts relevant to those professions 

 

SQA Team Roles 

� Lead Social Worker – through Fionnuala McAndrew 

� Lead AHP – through Michelle Tennyson 

� Lead Public Health Doctor – Jackie McCall  

� Lead Nurse – Mary McElroy  

� Lead Pharmacist – Brenda Bradley 

� Lead GP – Dr Margaret O’Brien 

� Programme Manager – Margaret McNally  

� Admin Support – Christine Thompson / Mareth Campbell 

 

Trust Governance Lead Contacts  

� Belfast – Dr Cathy Jack and Claire Cairns/Christine Murphy 

� South East – Dr Charlie Martyn and Irene Low/Liz Campbell 

� Southern – Dr John Simpson and Margaret Marshall/Dawn Mackin 

� Northern – Dr Greg Furness and Suzanne Pullins/Ruth McDonald 

� Western – Dr Alan McKinney and Therese Brown/Teresa Murray 
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Link as required with 

� NI Social Care Council 

� Safeguarding Board NI 

� NI Adult Safeguarding Partnership 

� Trust Leads for professional education 

� NI Medical and Dental Training Agency 

� NI Practice and Education Council 

� Under and postgraduate training bodies 

� GAIN 

� RQIA 

� BSO Procurement 

� Health Estates, DHSSPS 
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Annex 2 
 

 
Current Membership of the Group – January 2015 
 
� Dr Carolyn Harper, Medical Director/DPH, PHA (Chair) 

� Michael Bloomfield, Director of Performance and Corporate Services 

� Oriel Brown, Nurse Consultant, Safety, Quality & Patient Experience  

� Dr Janet Little, Assistant Director Service Development & Screening  

� Brenda Bradley Pharmacy Lead – Medicines Governance and Public Heath, HSCB 

� Dr Jackie McCall, Consultant in Public Health, PHA 

� Mary McElroy, Safety, Quality and Patient  Experience Nurse, PHA 

� Margaret McNally, Assistant Governance Manager, Safety and Quality, HSCB 

� Dr Gavin Lavery, Clinical Director for Safety Forum, PHA 

� Margaret O’Brien, Assistant Director of Integrated Care, Head of GMS, HSCB when 

required for GP input 
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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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1. When a person has identified eating, drinking and swallowing difficulties this 
should be centered on an up to date Speech and Language Therapy Eating, 
Drinking and Swallowing Recommendations Sheet, within individual care plans. 
 

2. Clear mechanisms for the communication of swallowing recommendations to 
those who are providing food or caring directly for individuals with swallowing 
difficulties should be in situ within the care setting, including when transferring 
between locations, include all staff (domestic and catering staff) and where 
appropriate families and visitors.   Nil By Mouth signs should be clearly visible to 
all staff.   
 

3. The needs of individuals with swallowing difficulties should be communicated at 
pivotal times; handover, meal and snack times, if people move facilities, attend 
day centers or go out in the care of others.   
 

4. The development of a process for a safety pause before any meals and snacks 
should be considered e.g. “what patient safety issues for meal and snack times 

do we need to be aware of today?”  
 

5. Ensure foods or fluids that pose a risk to individuals with eating, drinking and 
swallowing difficulties are stored securely. 
 
 

6. The training and development needs of staff providing care for individuals with 
eating, drinking and swallowing difficulties should be identified and 
arrangements put in place to meet them.   

Resources:  

 Dysphagia Northern Ireland, Public Health Agency, practical resources to 
support staff: Dysphagia NI  

 Online Dysphagia Awareness Training for health and social care staff providing 
the knowledge to manage and support people with eating, drinking and 
swallowing difficulties Leadership Center. 

 Report on the Regional Choking Review Analysis – thematic review, HSCB & 
PHA (2018) Thematic Review  
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RE: SQR-SAI-2021-075 (OPS/MHS/AS) - Risk of serious harm or death from choking on foods – Distribution List 

 To – for Action Copy  To – for Action Copy 

HSC Trusts   PHA   
 CEXs    CEX   
 First point of contact    Director of Public Health   
    Director of Nursing, Midwifery and AHPs   

NIAS    Director of HSCQI   
 CEX    AD Service Development, Safety and Quality   
         First point of contact    PHA Duty Room   
    AD Health Protection   
RQIA    AD Screening and Professional Standards   
 CEX     AD Health Improvement   
         Director of Quality Improvement    ADs Nursing    
         Director of Quality Assurance    AD Allied Health Professionals   
    Clinical Director of HSCQI   
NIMDTA      
 CEX / PG Dean   HSCB   
QUB     CEX   
 Dean of Medical School    Director of Integrated Care   
         Head of Nursing School    Director of Social Services   
 Head of Social Work School    Director of Commissioning   
         Head of Pharmacy School    Alerts Office    
         Head of Dentistry School    Interim Director of PMSI   
UU       
 Head of Nursing School   Primary Care (through Integrated Care)   
         Head of Social Work School    GPs   
         Head of Pharmacy School     Community Pharmacists   

Head of School of Health Sciences (AHP Lead)    Dentists   
Open University            Dispensing GPs   
         Head of Nursing Branch   BSO     
    Chief Executive   
Clinical Education Centre      
NIPEC   DoH   
NICPLD    CMO office   
NI Medicines Governance Team Leader for Secondary Care    CNO office   
NI Social Care Council    CPO office   
Safeguarding Board NI    CSSO office   
NICE Implementation Facilitator    CDO office   
Coroners Service for Northern Ireland    Safety, Quality and Standards Office   
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Supplementary Guidance Notes

2.0 Total number of APP1 referrals for an adult in need of protection
This figure relates to he total number of adult in need of protection referrals in the reporting period by Programme of Care, whether or not the referral was screened in or out of protection

2.1 Number of APP1 referrals screened out of adult in need of protection
This is the number of referrals that do not meet the threshold for a protec ion response and are referred for an alternative response.

2.2 Number of adult in need of protection risk assessments commenced
This figures refers to the number of adult in need of protection risk assessments (APP3 ) that commence wi hin the reporting period

2.3 Number of protection plans implemented
The care and protection plan is a report agreed with the adult at risk (or the person representing them or their best interests) detailing the actions to be taken, with timescales and responsibilities, to support and protect he 
person from harm, this report will be produced by the Investigating Officer or/and the Designated Adult Protection Officer. This figure relates to the total number of protection plans hat are developed and implemented in the 
reporting period. 

2.4 Number of initial strategy discussions / meeting
This includes all initital strategy discussion, telephone stategies; face to face meetings

2.5 Number of additional strategy discussions / meetings
This includes all addititional mee ings / discussions / telephone strategies/ reviews / case discussions/ case conferences

2.6 Total Number of Joint  Protocol Consultations
This figure is the total number of Joint Protocol consulations between the Trusts and PSNI in the reporting period, irrespective of outcome in line with the regional Joint Protocol.

2.7 Total number of single agency Trust only investigations
This figure relates to all HSC Trust investigations commenced during the reporting period. An Investigation is the process used by a single agency to establish the facts and contributing factors leading up to he referral.  This 
process will be used to iden ify and manage risks for the patient/ client

2.8 Total number of Single agency PSNI investigations (PSNI only to complete)
This figure relates to investigations relating to an adult in need of protection commenced by PSNI in the reporting period

2.9 Total number of Joint Protocol Cases
This is the total number of cases that have commenced and are being join ly managed under he Joint Protocol arrangements. This will include cases where the PSNI are leading the single agency investigation and the HSC Trust 
is working collaboratively to support this process.This protocol relates to adults in need of protection where the harm caused by abuse, neglect or exploitation constitutes a criminal offence. It sets out requirements to ensure that 
the welfare and protection needs of the adult in need of protection are met as fully as possible. Throughout the Joint Protocol process HSC trusts and PSNI will work in partnership to take these needs into account.

2.10 . Total number of Pre Interview Assessments
This is an initial interview under the Joint Protocol arrangements with the vulnerable witness to determine their wishes in progressing with a statement of complaint through the criminal justice process.This is the total number of 
PIA's completed in the reporting period. 
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2.11 . Total number of Joint ABE interviews
These are separate interviews required under Achieving Best Evidence conducted jointly by the PSNI and HSC Trust to assist an adult in need of protection to provide a full statement to the PSNI. This includes he number of ABE 
interviews conducted jointly by PSNI and SW. It is not the number of ABE cases, but aims to reflect the number of interviews that take place.

2.12 . Total number of single PSNI ABE's (PSNI only to complete)
Total number of ABE's interviews completed by 2 ABE police officers where the adult is deemed to meet he definition of an adult in need of protection

2.13. Total number of cases closed to adult in need of protection
This figure refers to the number of cases where the adult in need of protection activity ceases and the protection plan is terminated. Where a case is transferred to be managed through alternative safeguarding responses or 
monitored through o her Trust processes he case is deemed to be closed to adult protection.

2.14. Total number of adults in need of protection cases closed at 2.13, record the number who state they feel safer now as a result of the safeguarding investigation?
This figure relates to the number of individuals who have been through an adult protection process and whose case is now closed at 2.13. The return should indicate the number of individuals who record their response under a - d.

2.15. Total number of adult in need of protection feedback survey's completed
This figure refers to the number of completed surveys / questionaires etc. ie 10,000 Voices; where service user and / or carer feedback has been collated as part of a formal process for quality improvement and service 
development 

3.0 Source / Orgin of concern / referral 
This section refers to the service / team / dept / agency etc that is reporting the concern or making the referral and he total number recorded at 3.0 should equate to the total number of concerns / referrals recorded at 2.0 
(INITIALLY FOR PILOT)

4.0 Primary category of abuse
It is acknowledged that abuse often occurs in multiple forms and is recorded on the referral forms as meeting the definitions of different types of abuse. In this section, please record the PRIMARY form of abuse that is being 
alleged in the concern / referral. Record each client only once, category of abuse should be recorded in order of severity. The total numbers recorded in 4.0 should equate to that recorded in 2.0 INITIALLY FOR PILOT

4.8 Number of concerns / referrals recorded at 2.0 (INITIALLY FOR THE PILOT) that are being considered as Sexual /Domestic violence; Human Trafficking ; Hate Crime
The numbers recorded here may also be recorded in 4.0 above reflecting the type of abuse reported hat are linked to o her definitions.

5.0 Location of incident
This refers to the place where the alleged harm / abuse occurred.  The total number recorded here should equate to the total number of referrals recorded at 2.0 (INITIALLY FOR PILOT)

Programmes of Care
Programmes of Care are the broad categories of service users. Programmes of Care are used to target resources effectively and to help organise services.
The  Main Programmes of Care for Adult Safeguarding are:
PoC 1 – Acute/Hospital care
PoC 4 – Elderly / Older people, including Dementia
PoC 5 – People with mental health issues, including Child & Adolescent Psychiatry
PoC 6 – People with a learning disability.  This should include both adults and children with autism.
PoC 7 – People with a physical or sensory disability
PoC 9 – Primary Health and Adult Community - GPs, Dentists, Oph halmic Practitioners, Pharmacists and patients aged 16-64, with primary reason for contact o her than mental illness, learning disability or physical and 
sensory disability
Adult safeguarding is not applicable for POC 2 - Maternity and Child Health, POC - Family & Childcare, POC 8 Health Promotion and Disease Prevention

BW-272MAHI - STM - 184 - 1108



Belfast Local Adult Safeguarding 

Partnership (LASP) 

Annual Report 2018/2019 

BW-273
MAHI - STM - 184 - 1109



CONTENTS 

 

SECTION        PAGE 

 

SECTION 1:  Overview      3 
 
 
 
SECTION 2:  Work-plan for reporting period   4 

  Achievements and Challenges  

• Protection  

• Partnership 

• Prevention 
        
 

 
SECTION 3:  Activity Returns     14 

Activity Charts and Overall Comments 
 
 
 
SECTION 4:  Service Area Reports    19 

Physical & Sensory Disability 
Adult Protection Gateway Team 
Older People  
Hospital 
Learning Disability 
Mental Health 
 
 
 
SECTION 5:  LASP Partner Updates    40 

Women’s Aid 
Cedar Foundation 
Lisburn & Castlereagh City Council 
Volunteer Now 
 
 
 
SECTION 6:  Work-plan for 2019/20    47 
 
 
 
 

 

 

BW-273
MAHI - STM - 184 - 1110



 

SECTION 1: Overview  
 
 
The Belfast Health and Social Care Trust is committed to promoting the health, well-being 
and protection of all adults in receipt of its services across the spectrum of its universal 
and specialist provision including domicilliary and day care services,  residential care, 
nursing home care, supported living and respite care provided  by or commissioned  on 
behalf of the Trust. 
 
The Local Adult Safeguarding Partnerships (LASPs) are located within each of the Health 
and Social Care Trust areas.  The role of LASPs is to implement Northern Ireland Adult 
Safeguarding Partnership (NIASP) guidance, policy and procedures at a local 
level.  Membership is drawn from local statutory, voluntary, independent and community 
sectors, including representation from Criminal Justice Agencies, Local Commissioning 
Groups, Local Authorities and the Faith Community.  
 
The annual LASP work plan is reviewed under the three core themes contained in Adult 
Safeguarding Prevention and Protection in Partnership (2015).   
 
The report includes an update from each Trust service area in relation to adult 
safeguarding, with each service area detailing challenges, achievements and activity 
levels. 
 
LASP partner organisations are also provided with an opportunity to detail adult 
safeguarding work undertaken within their organisation during the reporting year. 
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SECTION 2: Work plan for Reporting Period 

Achievements and Challenges 

 
 
 

PROTECTION  
 
 
Adult Safeguarding Structures within the Belfast Trust 
 
Currently within the Belfast Trust each service area have their own separate 
arrangements in place for delivery of adult safeguarding.  While these service area 
arrangements have been effectively delivering on adult safeguarding work for a number 
of years, it had been agreed that the current structures would be amended to reflect the 
requirements of the Prevention and Protection in Partnership Policy 2015.  The 
Department of Health (DOH) Policy details the structures required within Trusts in terms 
of a single Adult Protection Gateway Service. 
 
The Trust took the decision to develop a single Adult Protection Gateway Service and  
remains committed to delivering on this objective.  This work has been delayed due to 
other operational priorities but the Trust remains committed to developing a Trust wide 
Adult Protection Gateway Service.   
 
Work in relation to the development of this new Adult Protection Gateway Service will be 
progressed by the Trust Adult Safeguarding Specialist (TASS) and the three divisional 
social workers for each service area.   
 
Adult at Risk of Harm work 
 
The Trust recognises the importance of ensuring that there are robust arrangements in 
place in response to adults at risk of harm when the threshold for an adult protection 
investigation has not been met.  The need for professional risk assessment/risk 
management strategies and alternative safeguarding responses is recognised as pivotal 
to the safety and welfare of this group of service users.  There is also a need to ensure 
that effective governance and monitoring arrangements are in place for adults at risk of 
harm.  As detailed in the Older Peoples Core team service area report, work is currently 
underway to develop the necessary tools to ensure that this important area of work is 
appropriately and effectively addressed.   
 
Role of the Adult Safeguarding Champion (ASC) 
 
The Belfast Trust ASC is accountable to the Executive Director of Social Work for the 
discharge of their role.  Given the size of the Trust, the ASC role has been delegated down 
through the current reporting structures, with first line managers being responsible for the 
operational delivery of the role.  Within social work, many of these line managers are 
already trained DAPOs and are therefore very familiar with the ASC role and where this 
fits within the wider adult safeguarding structures and reporting arrangements.   
 
Adult safeguarding training for line managers has been amended to ensure staff are fully 
briefed on the ASC role and responsibilities.  There is a need for widespread training of 
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line managers to ensure that they are fully briefed on their role as ASCs but given limited 
resources this is currently being managed on a phased basis.  In the interim any adult 
safeguarding referrals received by a DAPO not meeting the threshold for an adult 
protection investigation will result in advice being given regarding the need for a 
professional assessment and alternative safeguarding response.   
 
 
RQIA inspection in Hospital Outpatient Departments across the region  
 
An RQIA Review of Outpatient Services in hospital settings identified a lack of knowledge 
among staff (medical and nursing) in relation to adult and child safeguarding.  The Belfast 
Trust drafted an action plan in response to issues identified. Of particular note are 
proposals to develop a new Adult Safeguarding Nurse Specialist post similar to the current 
Specialist Nurse Child Protection posts.  It is anticipated that this will help ensure adult 
safeguarding is embedded in the acute sector.  Job descriptions are currently being 
drafted 
 
 
Regional Joint Protocol 
 
The primary aim of the regional Joint Protocol 2016 is to ensure that adults at risk of harm 
who have experienced harm which constitutes a criminal offence have equal access to 
the justice system.  The Protocol further seeks to promote a rights based approach in 
relation to the individual’s views and wishes.  In this reporting period Trust adult 
safeguarding staff continue to view as positive the limited discretion within the Protocol 
which facilitates a sensitive and proportionate response.  Trust staff have, however, also 
continued to report instances when there are differences between PSNI and Trust in 
relation to the interpretation and scope of the Protocol.  The Protocol includes a process 
of escalation where there is a difference of opinion between Trust and PSNI and this has 
been used appropriately and effectively. 
 
A review of the Joint Protocol is ongoing and practice issues identified are being 
addressed within the review process.  The working group taking forward this review 
includes representatives from Trusts and PSNI.  RQIA, as co-signatories to the Joint 
Protocol, have also provided an input into this review.  The review had been put on 
temporary hold at PSNI’s request and was further delayed as a result of the Belfast TASS 
sick leave.  The working group has reconvened and has held a two-day workshop in 
Garnerville.  It is hoped that a first draft of the revised Joint Protocol will be available for 
consultation in June/July 2019.   
 
 
Scamwise 
 
Scamwise Northern Ireland Partnership have produced the fourth edition of the ‘Little Book 
of Big Scams’ and have shared these books with Trusts for onward circulation.  The Trust 
welcomes the opportunity to assist with this very significant area of financial abuse.   
 
PSNI are also in their second year of a rolling programme to raise awareness of financial 
abuse and in particular scams.  Year one focused on training Trust domiciliary care 
workers in order to heighten their awareness of potential scams, so that they could assist 
vulnerable service users in early identification and scam avoidance.  Now in year two the 
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Trust are working with relevant PSNI scam prevention officers to facilitate training of 
independent sector domiciliary care staff.  Feedback from Trust staff in year one was very 
positive and it is anticipated that this success will be mirrored in year two.    
 
 
COPNI Report and Independent Review commissioned by Department of Health 
 
The COPNI report Home Truths and the issues of concern highlighted within this report 
have formed the basis of an action plan at regional and local Belfast Trust level.  Belfast 
Trust have participated fully in regional meetings to discuss and address issues raised 
and have also been looking at Trust practice at a local level.   
 
The Trust has welcomed the independent review commissioned by DOH and have met 
with the Independent Review Panel to discuss its role in relation to Dunmurry Manor.   
 
More recently DOH notified each Trust to submit an anonymised list of all adult 
safeguarding referrals commenced in nursing homes during the period 01.03.17.-
28.02.19. They subsequently clarified that this list should include nursing, residential and 
supported living.  Trusts were advised that CPEA would be conducting an audit in relation 
to 50 files which would be randomly selected from the list submitted.  Belfast Trust have 
submitted lists as per DOH requirement and await clarification on files submitted for audit.  
In addition, on 12 March 2019 the CPEA independent review team held a working session 
for social work practitioners involved in adult safeguarding cases in Dunmurry Manor 
Nursing Home.  Each Trust was asked to nominate 8 practitioner staff to attend this event. 
Belfast Trust practitioners in attendance at this session reported that it provided a useful 
opportunity to reflect on practice and consider areas for improvement.   
 
The current culture is one of openness, reflection and learning and the Belfast Trust have 
embraced opportunities to reflect on current practice.   
 
 
Belfast Trust Learning and Reflection Workshop 
 
The Trust Adult Safeguarding Champion organised a Belfast Trust adult safeguarding 
workshop with a focus on reflection and learning.  Margaret Flynn facilitated this workshop, 
which was well attended by adult safeguarding staff across all programmes of care.  
Members of the Trust collective leadership teams also attended, as did senior consultants 
and senior nurse colleagues.  Margaret Flynn shared with the group the themes and 
issues that had emerged from her extensive portfolio of conducting high-profile reviews 
such as Winterbourne View and Operation Jasmine.  The themes and initial learning from 
her review in relation to Muckamore Abbey Hospital were also discussed and she touched 
on some of the initial learning from the COPNI and DOH independent review in relation to 
Dunmurry Manor. The workshop was very interactive and allowed for a reflective 
discussion on adult safeguarding experience and practice within the Belfast Trust.  The 
work from this session will inform Belfast Trust adult safeguarding practice going forward.   
 
Pressure Ulcers within an Adult Safeguarding Context 
 
HSCB and PHA gave a commitment to develop a regional Safeguarding Adults Protocol 
in relation to the interface between pressure ulcers and adult safeguarding.  A regional 
working group was established and the Belfast TASS contributed to this by convening a 
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regional meeting to look specifically at the threshold/criteria for referral of pressure ulcers 
into an adult protection process. Specifically, the group were tasked with looking at the 
Department of Health (DOH) England ‘Safeguarding Adults Protocol - Pressure Ulcers 
and the Interface with a Safeguarding Enquiry’ (January 2018), to consider whether this 
would meet the needs in a Northern Ireland context. This group drafted initial views and 
this work helped inform a regional workshop on 10th October 2018.  HSCB and PHA have 
since drafted a guidance document in relation to the management of pressure ulcers and 
this is currently out for consultation.   
 
The Belfast Trust Adult Protection Gateway Team have previously made referrals to police 
under Article 121 of the Mental Health Act in relation to potential wilful neglect.  As noted 
in the APGT service area report, the Public Prosecution Service have taken the decision 
in one case to refer to PHA.  The Belfast Trust welcomes plans to reach a regionally 
agreed position in terms of the interface between adult safeguarding and pressure ulcers.   
 
  
Capacity Assessments 
 
In April 2019 the Trust received confirmation from the Royal College of Psychiatrists NI 
that a decision had been taken that Financial Capacity Assessments would not form part 
of core NHS work for Consultant Psychiatrists. The view taken was that financial capacity 
assessments can often be complex, requiring the obtaining and assimilation of much 
information in addition to detailed clinical assessments. The decision to deem a Patient 
incapable of managing their financial affairs can have far reaching consequences. In 
addition, there may be a perceived conflict of interest in cases where the Trust has asked 
for a Financial Capacity Assessment and a Psychiatrist is acting as an officer of that Trust. 

The consensus view from the Royal College of Psychiatrists is that Financial Capacity 
Assessments are not part of core NHS work for Consultant Psychiatrists; rather they are 
special medico legal or category 2 work. As such, our opinion is that Consultant 
Psychiatrists are not obliged to carry out this work as part of their job plans. The only 
exception to this is when a Patient is detained as an inpatient under the Mental Health 
(NI) Order 1986, when a Consultant acting as RMO may carry out a Financial Capacity 
Assessment if necessary as part of that Patient’s care. There may be other exceptional 
clinical circumstances when a Consultant may conduct a Financial Capacity Assessment 
in cases of immediate clinical need. 

Trusts were advised of the need to make alternative provisions for these assessments.  
This will have significant implications for the Trust and for Adult Safeguarding in terms of 
financial abuse allegations.  While the number of Trust assessments privately funded is 
currently quite low, it is anticipated as a result of this notification there will be a need for 
the Trust and Adult Safeguarding to be clear regarding arrangements in place going 
forward. 

The issue of capacity to consent to and/or contribute to a police investigation is an 
important element of Adult Protection work and Joint Protocol.  To date the Trust have 
provided these assessments when required and occasionally have needed to fund these 
privately.  Police are of the view that Trusts are best placed to provide these assessments.  
In light of the Royal College of Psychiatrists’ position in relation to financial capacity 
assessments, there will be a need to clarify their position in relation to capacity 
assessments for Joint Protocol.   
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Complex Investigations 
 
Central to the work of Adult Protection is the management and co-ordination of complex 
investigations, many of which relate to large scale investigations in regulated services.  
These investigations are resource and time intensive and are managed within the context 
of competing priorities. The multi-agency nature of many of these large-scale 
investigations, along with issues associated with working across Trust boundaries, can be 
challenging.  For the agencies who have staff subject to investigation, protection plans 
can also be resource intensive.  As detailed in the Learning Disability service area 
report, the Muckamore Abbey Hospital adult protection investigation is ongoing. 
The work involved in this investigation is critical to the safety and welfare of the 
patients and is a key priority for the Belfast Trust.    
 
 
Adult Safeguarding / Adult Protection Funding 
 
The Trust welcomes the additional funding provided in relation to adult safeguarding work.   
 
The non-recurrent funding of £39,400 was utilised to help fund the Muckamore 
Abbey Hospital adult protection investigation.  It is important to note that this 
investigation is very time and resource intensive.  Funding of this investigation and 
any subsequent investigations of this scale will require ring-fenced funding from 
DOH.   
 
The recurrent funding of £112,000 is also welcomed and the Trust are currently 
considering how best to utilise this additional funding.  There are competing priorities for 
this funding, as each service area could benefit from additional DAPOs to support their 
work in complex adult protection investigations.   
 
The Trust had in previous reports highlighted the need for additional funding in relation to 
adult safeguarding training and delivery of adult safeguarding training continues to be a 
challenge for the Trust.   
 
 
Data Returns 
 
The Belfast Trust continues to collate HSCB monthly data returns manually and as in 
previous years this has proved challenging. Priority is understandably given to casework 
and this has resulted in collation of information being a secondary consideration.  The 
Trust continue to struggle to ensure accuracy in collation of information and to avoid 
duplication in terms of statistical returns.  The new HSCB reporting template was 
implemented in October 2018 and is currently subject to regional review.  It 
continues to be the aim of Belfast Trust to ensure that the new Adult Safeguarding 
Module on Paris will provide the necessary statistical collation.  Work in relation to 
this is ongoing.   
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PARTNERSHIP 
 
 
Belfast LASP 
 
The Belfast LASP normally meet quarterly but due to TASS extended sick leave, only 
three meetings were held within this reporting period.  Attendance at LASP meetings 
has fluctuated this year, in part due to changes in named LASP representatives for 
partner organisations.   
 
The LASP work plan for 2018-19 has also been impacted by TASS sick leave and TASS 
operational pressures associated with work in Muckamore and back-fill in the Adult 
Protection Gateway Team.  There is a need to re-energise Belfast LASP in terms of 
membership, focus and an achievable work plan for 2019-20, which is inclusive of the 
aims and objectives set by NIASP and by LASP members. 
 
 
Policing & Community Safety Partnership (PCSP) 
 
The TASS continues to represent adult safeguarding on the South Belfast PCSP.  Adult 
safeguarding continues to be an established area of work in terms of the PCSP Action 
Plan.  There is currently a project in South Belfast - Growing Older Growing Safer, which 
aims to increase the safety of older people in South Belfast with access to prevention, 
early intervention and protection.  The project supports community guardians who will 
provide support and information to organisations and individuals with regard to keeping 
themselves safe.   
 
On 7 March 2019 the PCSP held a community event for seniors in the Finaghy Road area 
of Belfast.  A local councillor and the Lord Mayor were in attendance.  This event included 
a number of information stalls, one of which was a Trust-manned stall providing 
information on adult safeguarding, local Trust services and self-directed support.  The 
event was well-attended and feedback received on the day was positive.   
 
 
NIASP 
 
The TASS continues to represent Belfast Trust at a regional level on NIASP.  TASS 
attendance at NIASP facilitates the sharing of information from NIASP to LASP.  LASP 
members view this as a key positive as it ensures they are kept updated on regional 
issues and regional developments. 
 
 
Human Trafficking 
 
In November 2018 Trusts were issued with an updated version of the Working 
Arrangements for the Welfare and Protection of Adult Victims and Potential Victims of 
Human Trafficking & Modern Slavery.  This guidance document was jointly issued by DOJ, 
Police and HSCB and had been developed in discussion with DOH.  As the NIASP 
representative on the DOJ Engagement Group, the Belfast TASS has been working with 
the Modern Slavery Strategic Training & Data Coordinator in the Protection & Organised 
Crime Division / Modern Slavery & Human Trafficking Unit, to look at raising awareness 
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of the guidance document and the role of Trusts.  An initial information session has taken 
place with the regional TASSs and work is planned with the regional training group.  It is 
anticipated that bespoke training for key staff will be devised.  The conduit for taking 
forward this work is that it will fall within the remit of adult safeguarding.  The Belfast TASS 
and the South Eastern Trust TASS are currently working on a proposal in relation to a 
Trust internal referral pathway. 
 
 
Domestic & Sexual Violence and Abuse Partnership / MARAC 
 
Trust Adult Safeguarding are represented on the Belfast Area Domestic & Sexual Violence 
& Abuse Partnership by the TASS.  Attendance at meetings has been problematic due to 
sick leave and competing operational priorities. That said, there is relevant communication 
with the Chair of the Partnership.  The TASS had chaired the MARAC work-stream but 
this had been put on hold following changes at regional level, which included the MARAC 
Operational Group being disbanded.  It is understood that a new strategic MARAC 
Operational Board has been established with Terms of Reference and objectives set.  The 
Belfast MARAC will reconvene to ensure delivery of regionally agreed objectives.    
 
Domestic Violence & Abuse Disclosure Scheme 
 
The Domestic Violence & Abuse Disclosure Scheme, launched in March 2018, continues 
to function following MARAC meetings.  Issues around information sharing and the 
decision making forum continue to present challenges.   
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PREVENTION 
 
Adult Safeguarding Training 
 
The BHSCT delivers the 5 levels of Adult Safeguarding training as outlined in the NIASP 
Training Strategy and Framework (revised 2016). These 5 levels are designed to equip 
staff of different bands develop the knowledge and skills commensurate with their job role 
and experience to support adults in need of protection and to promote staff confidence 
and competence in effectively carrying out their adult safeguarding role. The Training 
Strategy is compatible with the Adult Safeguarding Policy 2015, Regional Operational 
Procedures, 2016 and the Joint Protocol, and all training materials are designed to raise 
standards, promote best practice and ensure consistent and proportionate responses to 
safeguarding issues. Training is provided for all levels and our specialist Investigating 
Officer/Designated Adult Protection Officer and Joint Protocol Trained staff are supported 
through quarterly support group workshops.    
 
This year the Learning & Development service has continued to deliver to social work and 
social care staff and due to the high level of demand from other programmes of care, we 
reserve a number of places for any Belfast Trust employee whose primary role is work 
with adults. There continues to be requests from many different service areas and we 
have delivered some bespoke training to try to meet these demands.  Lifeline staff became 
Belfast Trust employees and they received bespoke level 1 adult safeguarding training. 
Other examples include Estate services and Palliative Care staff.  However, there remains 
concern that we continually have to turn down requests and in this last year, in particular 
from medical staff including staff from the GUM clinic, Geriatric services, psychiatry, 
nursing and OT services.  While they access a limited number of places on the awareness 
raising courses concern remains that they do not appear to have access to Adult 
safeguarding training for the numbers required. This in turn highlights the potential that 
the implementation of the Regional Operational Procedures and Joint Protocol is not 
standardised across these different service areas. 
 
There continues to be a high demand for Level 1 Adult Safeguarding awareness raising 
and mandatory refresher courses. The RQIA requirement for the social care workforce to 
attend Awareness Raising training is the primary driver supporting compliance. The 
requests for bespoke training for these service areas is considerable.  The Learning & 
Development team continue to respond to requests for bespoke training. For example, 
this year we delivered bespoke awareness raising training to new staff in the Mental 
Health Assessment teams and a 2 day bespoke training for both investigating officers and 
designated adult protection officers within the mental health POC.  A further example was 
2 sessions in Muckamore Abbey regarding quality recording in the Adult Protection referral 
forms.    
 
Several programmes of care are continuing to undergo reorganisation and it is anticipated 
that these programmes of care will require additional training to develop confidence and 
competence in relation to screening referrals at ASC/Line management level and in 
relation to quality recording in all APP forms. This will have an impact on resources within 
the training team. 
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LASP Prevention Group 
 
The focus of the LASP prevention group continues to be compatible with the NIASP 
strategic plan 2013 -2018.  The group meets on a quarterly basis and membership of is 
derived from voluntary and statutory sectors. The group continues to increase awareness 
of adult safeguarding to communities through the well-established projects that have been 
developed and sustained.  
 
A review of the Keeping You Safe project was completed in July 2018 and the outcome 
was that while large numbers received the training the number of active staff delivering 
the training was low due to a variety of reasons including staff moving to new posts, retiring 
or leaving the trust.  Existing staff attended an update session in July and this was well 
received and achieved the aim of ensuing that Adult Safeguarding messages are 
standardized and consistent with current policy.  The programme was evaluated positively 
and is viewed as a very useful resource for service users. This will continue to be delivered 
across a range of regulated facilities and in all service groups. There continues to be an 
additional session for new staff who want to deliver this training and this was likewise well 
attended and evaluated.  This is a very important project as it is designed to empower 
service users to recognize abuse and know who to talk to if concerned.  It is imperative 
that the current staff trained to deliver this programme to service users are supported and 
encouraged to continue to remain involved. It is equally important that new staff are 
recruited on a yearly basis to ensure that key adult safeguarding messages are far 
reaching and that service users are involved as co-facilitators. 
 

Action 2019 – 2020: 
 

• To ensure that all training material is contemporary and compatible with 2015 and 2016 
Policy & Procedures to ensure staff are knowledgeable about roles and responsibilities 
in adherence to regional requirements. 

 

• To continue to support staff through the quarterly facilitation of practice support groups 
for staff undertaking the roles of IO, DAPO and Achieving Best Evidence interviews. 
This ensures that staff are cognisant of the current NIASP strategy and that issues 
from a staff perspective are understood.  It also involves inviting speakers and sharing 
relevant adult safeguarding research to ensure staff are aware of up-to-date 
developments related to adult safeguarding. 

 

• To continue to sustain and develop effective relationships with PSNI and Regional 
Adult Safeguarding trainers in the delivery of the NIASP training strategy. 

 

• Continue to be committed to meet workforce needs in working towards full 
implementation of the regional policy and procedures.  It has been emphasized that 
these documents are ‘live’ documents’ and therefore it is imperative that staff are kept 
updated in relation to on-going changes. 

• To deliver bespoke training to reorganized POC’s to ensure confidence / competence 
in relation to screening and thresholds that are compliant with the 2016 Regional Policy 
and that recording of required forms are of a high quality. 
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SECTION 3:  Belfast Trust Adult Safeguarding Activity Returns  
 
 
 
 
Chart 1:     Belfast Trust Safeguarding Referral Rates April 2011 - March 2019 
 
 
 
Chart 2:      Belfast Trust Monthly Safeguarding Referral Rates by Service Area 
  April 2018 – March 2019 
 
 
 
Chart 3:      Belfast Trust breakdown of Adult Safeguarding Activity by Service Area 
 
 
 
Chart 4:        Table of Percentage Increase / Decrease in Adult Safeguarding Activity 
 
 
 
Data Returns 
 
Analysis of data returns is included in each service area report. This section therefore 

focuses on the overall position in relation to the Belfast Trust statistical returns.   

As detailed earlier in the report, the Belfast Trust continue to find the current system of 

manual collation challenging.  The Trust are working with Paris developers to set up a 

system where in future this information can be collated directly from Paris.  

 

In this reporting period April 2018 to March 2019 the Belfast Trust received a total of   

3,517 referrals.  1,723 of these referrals resulted in an adult protection investigation.  

There is clearly significant work to be done to ensure more accurate reporting of adult 

protection cases.  This will be a key piece of work for Belfast Trust in the coming year. 
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CHART 3 
 

 
 
The differential between referrals and investigations across each of the service areas 
highlights that, in real terms, the numbers of adult protection investigations is 
significantly less than would first be perceived, e.g. Older People 1408 referrals, only 
610 resulted in an adult protection investigation, meaning that less than 50% resulted in 
an adult protection investigation.    

Acute
Learning
Disability

Mental Health Older People PHSD

Referral 92 979 810 1408 228

Investigations 10 591 420 601 101

Protection Plans 10 553 411 579 99

Joint Protocol 0 180 10 73 21

PIAs 0 2 10 42 11

ABEs 0 0 3 11 4
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April 2018 - March 2019 
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CHART 4 
 

 
 

Table Of Percentage Increase/Decrease In Adult Safeguarding Activity  
Years 17/18 to 18/19 

 

 
Service 
Area 

 
Referrals 
 
 

 
Investigations   
 
 

 
Protection 
Plans 

 
Joint 
Protocol 

 
PIAs   
 

 
ABE 
Interviews  

Years 17/18 
 

18/19 
+/- % 

17/18 
 

18/19 
+/- % 

17/18 
 

18/19 
+/- % 

17/18 
 

18/19 
+/- % 

17/18 
 

18/19 
+/- % 

17/18 
 

18/19 
+/- % 

Acute 
Sector 

110 
 

92 
-16% 

6 
 

10 
+67% 

4 
 

10 
+150% 

0 
 

0 
NC 

0 
 

0 
NC 

0 
 

0 
NC 

Learning 
Disability 

781 
 

979 
+25% 

352 
 

591 
+68% 

343 
 

553 
+61% 

34 
 

180 
+429% 

0 
 

2 
* 

1 
 

0 
-100% 

Mental 
Health 

682 
 

810 
+19% 

364 
 

420 
+15% 

362 
 

411 
+41% 

21 
 

10 
-52% 

12 
- 

10 
-17% 

9 
 

3 
-67% 

Older 
People 

1103 
 

1408 
+28% 

448 
 

601 
+34% 

444 
 

579 
+30% 

58 
 

73 
+26% 

24 
 

42 
+75% 

12 
 

11 
-8% 

PSD 
 

355 
 

228 
-36% 

131 
 

101 
-23% 

129 
 

99 
-23% 

14 
 

21 
+50% 

10 
 

11 
+10% 

2 
 

4 
+100% 
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SECTION 4: Service Area Reports  
 

PHYSICAL & SENSORY DISABILITY 
 

Within the reporting period there have been 144 Adult Safeguarding referrals.  26% of this 
activity was assessed as not appropriate for the safeguarding frameworks. 43% were 
assessed and considered as level three activity and were subsequently managed by the 
Adult Protection Gateway Team with protection plans being implemented by that team.  
The remaining 31% were subject to investigation and protection planning from within the 
service area. 
 
There has been a continued appropriate reporting of quality concerns with 33 referrals 
within the reporting period. This reflects the pattern in the previous reporting period and 
would suggest that professional staff continue to correctly utilise alternative safeguarding 
response processes.   
 
All relevant staff in the community teams are trained to Designated Adult Protection Officer 
or Investigative Officer level.  The updated Adult Safeguarding Operational Procedures 
were implemented in the service area in June 2017 and the Belfast Trust Training Team 
provided additional training to all relevant staff.  Staff have continued to embed the 
Operational Procedures into practice. 
 
The implementation of the Operational Procedures and the Designated Adult Protection 
Officer role has been positive within the service area.  The Designated Adult Protection 
Officers in the service area make decisions upon the thresholds for all referrals and are 
responsible for activity relevant to situations involving adults at risk of harm, including the 
consideration of alternate safeguarding responses and the investigation of adult 
safeguarding concerns.  Therefore, there are no referrals/consultation with the Adult 
Protection Gateway Team in relation to those adults as defined within the Operational 
Procedures as being ‘at risk of harm’.  The service area continues to find the transition 
positive for service users; it has reduced delay in decision-making, by eliminating the 
transfer of cases to the Adult Protection Gateway Team to await their decision-making 
and has improved service user experience by ensuring that the core team staff maintain 
involvement without interruption.  However administrative demands continue, the service 
area has a limited number of minute takers and discussions continue regarding how this 
pressure can be relieved.   
 
Across the reporting period, interface challenges with the Adult Protection Gateway Team 
remain.  This primarily relates to consistency and clarity in decision making within referrals 
involving suspected criminal activity, wherein the Protocol for Joint Investigation is 
required; and cases being accepted for investigation involving ‘adults in need of 
protection’.  It is apparent that challenges remain regarding differences in operational 
understanding of this Protocol between the Belfast Trust and the PSNI.  Such instances 
have caused delay, and it has been necessary for a small number of cases to be re-
referred to the Adult Protection Gateway Team for further strategic discussion with 
colleagues in PSNI.  The service area includes a number of trained Achieving Best 
Evidence interviewers; however, there are insufficient opportunities to embed this learning 
in practice and to meet NIASP requirements, given the lack of demand.  This reduction on 
the demands of specially trained practitioners has been consistent with a rise in decision 
making within Joint Protocol strategy discussions between the Adult Protection Gateway 
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Team and PSNI which have resulted in single agency, PSNI only Achieving Best Evidence 
interviews.  Staff within Physical & Sensory Disability service area continue to advocate 
on the behalf of those service users who may benefit in achieving equity to justice from 
the support available via ‘special measures’.  Additionally the levels of complexity of these 
cases being returned to core teams for investigation is very significant in terms of 
implementation of safety plans and responses to any emerging concerns.   
 
With regard to user engagement within the safeguarding process, it is critical that we 
continue to ensure and demonstrate that individuals are fully involved in the interventions 
that bring about their desired outcomes.  The 10,000 Voices project has provided a vehicle 
for important discussions and critical reflection upon the investigative process.  The 
service area has continued to promote and encourage user participation within the survey. 
 
The service area continues to utilise internal networks in terms of practice development.  
Furthermore, staff participate in the designated and investigating officer forums facilitated 
by the Training Team.  Staff report positively on these opportunities.   
 
The core teams continue to employ the community information system to record all 
activity.  Unfortunately, the Regional Operational Procedures documentation is not yet 
available on PARIS, and availability of the updated administrative tools to record the 
investigative process will be welcome. 
 
Throughout this reporting period the service area continues to foster a climate within which 
the implementation of the Adult Safeguarding Prevention and Protection Regional Policy 
(2015) and attendant regional procedures and joint protocol occurs.  It continues to be 
essential that service users are equipped with the knowledge regarding what constitutes 
abuse and know the basic care standards. The Keeping You Safe programme is a priority 
for the service area and continues to be delivered to groups and individual service users 
by trained staff.  This will enable and empower service users to assess risk, ensure quality 
and thwart detrimental behaviours developing.  This labour intensive activity will increase 
demand upon the workforce but it is critical in assuring the prevention of harm.  The 
Keeping You Safe programme recognises service users as experts in their own lives and 
provides the means to achieve contact with the right professionals if they so require it.  It 
is vital in the effort to work preventatively regarding adult abuse and is a key objective for 
the service area.  Work to continue the provision of this service user training programme 
is planned within the Day Centre forum. 
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ADULT PROTECTION GATEWAY TEAM 
 
The Adult Protection Gateway Team (APGT), is now in its sixth operational year and 
continues to provide a gateway / protection response for the Older People (OP) service 
area and Physical and Sensory Disability (PSD) service area.  In the APGT this two-tier 
function acts to provide a central point of contact for external referrals, for all internal 
safeguarding referrals for OP and for protection referrals forwarded by PSD.  For referrals 
that require a protection response cases are allocated to APGT DAPOs and IOs for 
investigation.  To provide this service the APGT has the following compliment of staff: 1 
B8A Assistance Service Manager, 4 B7 DAPOs, 6 B6 IOs and 1 B6 Nurse 
Specialist.  During this reporting period the rate of referrals, screened out, protection 
investigations and joint protocol investigations were as follows: - 

 

 Older People Service  Physical Health & Sensory 
Disability Service  

 2017/2018 2018/2019 2017/2018 2018/2019 

Total 
Referrals 
received  

1103 1408 355 228 

Total Level 3 
Adult 
Protection 
Investigations  
 

190 323 48 58 

Total 
Screened Out 
referrals 

351 429 135 84 

Total Joint 
Protocol 
Investigations 

58 73 14 21 

 
Looking at a comparison from 2017/18 to 2018/19 there is an evident increase in Adult 
Protection L3 investigations and an increase in Joint Protocol Investigations over this 
period.  
 
The task of screening referrals on duty continues to require a daily resource of one DAPO 
and one IO to manage.  As noted above, the number of referrals forwarded to APGT 
continues to remain high in comparison to investigation figures. The level 3 adult 
protection investigations account for approximately 23% of the total number of referrals 
received by the APGT. However, the task of receiving and recording information, 
conducting screening processes and allocating referrals requires one quarter of the B7 
resource within the team.  
 
As reflected in previous reporting years, there remains a high number of inappropriate 
referrals sent to APGT for screening. Over the period of 2018/2019, approximately 32% 
of referrals were screened out of the adult safeguarding process. The APGT continue to 
receive a high number of inappropriate referrals from Care Homes and external agencies 
which include resident on resident incidents, quality issues, explained injuries, medication 

BW-273
MAHI - STM - 184 - 1129



errors etc. APGT have also noted a continuing trend whereby Care Homes report 
incidents to the Belfast Trust keyworkers, however they are then redirected to APGT to 
make a referral under Adult Safeguarding Policy and Procedures. This creates duplication 
for care homes who have referred the incident to RESWS or Community Teams/CReST 
and then directed to contact APGT, when on occasions many referrals are inappropriate 
and do not meet the Safeguarding Threshold.  
 
Last year’s report envisaged the requirement to work with Care homes to focus on 
thresholds for reporting adult safeguarding concerns. This action will be carried forward 
with the intention over the next few months to work with Care Homes which will focus on 
ensuring that the thresholds for reporting concerns are being applied appropriately and 
that the reporting pathways are clear.   
 
This action is timely, as the statistical breakdown for OPS over the period of 2018/2019 
reflected a significant increase in referrals to APGT for screening for Older Peoples 
Programme of Care. The statistics highlight a significant increase of 28% in referrals made 
to APGT for screening. The increase in referrals is most evident over the months of June 
2018-August 2018 with referrals peaking at 164 in July 2018. The increase in referrals 
over this period can be linked to the release of the COPNI report mid-June 2018 which 
seen an increase in Adult Safeguarding referrals referred to APGT by Care Homes and 
external agencies.  
 
Within the Belfast Trust there has been a phased approach to implementing the regional 
Safeguarding Policy & Procedures, with Older People service area being the last to be 
implemented.  Significant organisational change and workforce challenges have resulted 
in delays in full implementation.  Now that the CReST service is established it is 
anticipated that work with Care Homes and CReST will be carried out concurrently to 
ensure that there is further clarity regarding thresholds, reporting arrangements and 
referral pathways.   
 
PSD implemented the new Procedures in June 2017.  The ability for core services to 
screen their own referrals and to forward only protection referrals to APGT has been 
welcome and demonstrates a more appropriate use of the APGT gateway function.  As 
both service areas are working within different safeguarding frameworks, APGT’s ability 
to straddle two processes and pathways has been challenging.  It is expected that current 
pressures will be alleviated when service areas are working within the same framework. 
 
Followed on from the previous year, the Director of Adult Services determined that the 
Belfast Trust would move to one Trust wide Adult Protection Gateway service.  This will 
require one team to act as a single point of contact and manage all adult protection 
cases.  Given the current arrangements within the Trust, it is anticipated that Mental 
Health and Learning Disability services will join with the existing APGT.  There has been 
some initial work in relation to the structure, function, role and remit of the new Trust wide 
protection team but further discussion and consideration of the remit of the team is 
required.   
 
In addition to the gateway function, it is proposed that the APGT will also act as a central 
point of contact for all Human Trafficking, Female Genital Mutilation, Forced Marriage, No 
Recourse to Public Funds, Domestic Abuse and MARAC referrals.  Within the framework 
of the new Trust-wide team the APGT will continue to hold responsibility for these areas 
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of practice, additional to this the development of audit and governance arrangements for 
both APGT and Core services will also be required.  
 
The development of a Trust-wide team will require Core services to provide a screening 
and safeguarding response for those referrals that do not require a protection response. 
 
Casework that requires a joint protocol, multi-professional or institutional investigation 
continues to be challenging, resource driven and time consuming. This is evident when 
regulated facilities particularly Nursing Homes are involved. The referral rates relating to 
abuse, exploitation and neglect in regulated facilities have remained consistently high with 
figures outlined highlighting a significant increase from the previous year.  With the 
implementation of the new Policy and Procedures it has become evident that at times 
there has been a level of ambiguity in relation to the interpretation of cross Trust 
arrangements and the roles and responsibilities of host and placing Trusts.  At times there 
also appears to be some variation in the role, function and remit of the Strategic 
Management Group across Trusts.  This has been flagged with the NIASP Protection 
work-stream who are currently reviewing the Procedures.  It is anticipated that the update 
of the regional Procedures will address the practice issues identified.  In the interim, the 
Trust continues to work in partnership with other Trusts to ensure the safety and well-
being of residents.  This includes ensuring that investigations and protection plans are in 
place.  In moving forward, further clarification regarding what is defined as an institutional 
investigation would also be helpful. 
 
Over the reporting period of 2018/19 referrals and adult protection investigations vastly 
increased resulting in additional pressure on the staff within APGT. As a result, APGT 
were placed on the Risk Register in relation to an identified back log of case closure and 
recordings which fell outside the expected standards. This was subject to close monitoring 
and review by management of APGT.  
 
In the last quarter of this period, APGT were subject to significant staffing changes with 
three senior members of the team, two DAPOS and the ASM/Team Manager, leaving the 
team to pursue temporary Expression of Interest Posts within the Trust. Additionally, 
APGT experienced the departure of Investigating Officers who left the team or moved into 
senior positions.  The staff situation experienced by APGT has had a consequential impact 
on the team, APGT was placed on the Risk Register due to the staff shortages, however 
the void in the staff team remains ongoing despite actions from Senior Management to 
recruit and stabilise the service.  
 
APGT were successful in recruiting B7 Social Workers/DAPOs, and partially successful 
in recruiting two B6 social workers, however the recruitment process is ongoing, with the 
pressing need to fill the empty posts. Due to the nature of the service delivered and the 
impact of recent staff changes within the team, APGT are now functioning with an 
inexperienced staff team, which requires enhanced monitoring and support from senior 
management for the foreseeable future.  
 
Despite the practical challenges identified, APGT continue to function as the central point 
of contact for external agencies and continue to screen adult safeguarding referrals for 
OPS and investigate level 3 Adult Protection investigations for PSD and OPS. Additional 
challenges faced by APGT over this reporting period include APGT experiencing an 
increase in information requests from professional bodies such as NISCC & NMC.  This 
is in addition to Freedom of Information (FOI) requests, subject access requests and Data 
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Protection requests from external managers, relatives and staff members subject to 
investigation. APGT continue to liaise with Data Protection and DLS when required to 
meet the requests outlined.  
 
This has also highlighted the interface issues between Adult Protection Investigations and 
HR/Management Internal Investigations and the challenge faced when agencies attempt 
to use safeguarding reports as evidence during internal investigations. Responding to 
such information requests within specified timeframes places additional pressures on the 
team, this was evident over the past 12 months when APGT received numerous statistical 
data requests following the release of the COPNI report in June 2018. The collation of 
data and producing of reports exceeded the current staffing resource and created 
significant pressures within the team. 
 
Over this reporting period, APGT experienced an increase in referrals for OPS resulting 
in an increase in level 3 adult protection investigation in care home settings. The impact 
on the team resulted in an increase number of complex investigations with multiple 
incidents of abuse subject to investigation at any one time. As a result, the b6 specialist 
nurse was subject to a change in case work allocation and activity, such as removal from 
duty and allocation of specialist case work due to the increased volume of investigations 
and activity within Care Home settings. The specialist nurse role continues to remain a 
vital component within APGT due to the complexity of care home and nursing/ care related 
investigations referred into the Trust. A fundamental service provided by the nurse 
specialist is the facilitation of bespoke education sessions with care homes, service 
providers and agencies in relation to the Role of APGT and function of Adult Protection 
investigations within the Belfast Health and Social Care Trust.   
 
There has been an increase in the requests and demand for the education sessions by 
agencies in an attempt to increase the awareness within care settings in relation to Adult 
Protection and Adult Safeguarding. Additionally, the specialist nurse attends and 
contributes to the review of regional strategic developments for example the development 
of the NIPEC guidance on safeguarding training in the nursing profession, developments 
relating to investigating pressure damage and chairing of quarterly Regional NIPEC 
meetings attended by specialist nurses across the region.  
 
Due to the expert clinical area of work undertaken by the specialist nurse in complex 
investigations which include Article 121 of the Mental Health Order, Pressure Damage 
and Institutional Abuse, APGT senior management have conducted a review of the skill 
mix within the team and has proposed the appointment of a temporary B7 Specialist Nurse 
within the APGT. There is the intention to pilot this post for a 6-month period and review 
it in relation to role, responsibility and outcomes.  
 
It continues to be the case that none of the Joint Protocol investigations conducted by 
APGT with police under Article 121 of the Mental Health Order have reached the threshold 
for prosecution as determined by the Public Prosecution Service (PPS).  What is of note 
is that investigation processes in this area of work are elongated and protracted with 
outcomes for the most part of no prosecution.  It would be beneficial and informative if the 
PPS could provide a clearer understanding of what constitutes a criminal threshold for 
wilful neglect and provide guidance around investigations and threshold for referral to 
police.  Currently it would appear that police are seeking advice from PPS about 
thresholds for prosecution before investigations are concluded.  While this is welcomed, 
it would be preferable if PPS and police could agree thresholds for wilful neglect.  The 
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review of the Joint Protocol will consider in detail the use of Article 121.   Following the 
regional review of pressure damage investigations, APGT conducted an investigation 
under Adult Safeguarding and Joint Protocol policy and procedures with a 
recommendation by the PPS for prosecution under Health and Safety Legislation, this is 
the first of its kind in the Belfast Trust area, with the process and outcome eagerly 
anticipated.  
 
The number of investigations agreed as Joint Protocol by police increased by 26% for 
OPS and 50% for PSD over the reporting period of 2018/19. This is a substantial increase, 
however the number of ABE interviews conducted for OPS decreased by 8% over this 
period, with PSD ABE interviews increasing from 2 to 4 demonstrating a 100% increase 
over this reporting period.  Approximately only one third of referrals made to CRU are 
agreed as Joint Protocol.  It is generally acknowledged that the new Joint Protocol is being 
interpreted very differently by respective agencies, hence resulting in a high percentage 
of referrals made by DAPOs not meeting Joint Protocol as determined by police.  Given 
outcomes APGT find themselves querying decisions made by police and have on a 
number of occasions challenged decisions in support of vulnerable service users.  APGT 
staff are experienced practitioners who frequently negotiate decision making with the 
police and use the escalation process as detailed in the Joint Protocol.  Again, it is 
anticipated that the review of the Joint Protocol currently underway will address the 
concerns identified and will reach a consensus position in terms of definition and 
application of the Joint Protocol.   
 
The reduced number of investigations agreed by police has had a substantial impact on 
the number of PIA and ABE interviews conducted.  Aside from the implication of this on 
vulnerable service user groups, there has also been a significant impact on social work 
ABE interviewers who are unable to meet their practice requirements as outlined in the 
protocol.  APGT note that police have advised DAPOs that referrals are being passed to 
uniformed Police Officers and Registered Intermediaries are being used as an alternative 
to ABE trained social workers.  The review of the Joint Protocol will consider this and all 
related issues.  
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CORE TEAMS - Older People’s Service Community Social Work Teams 
 
 
The Adult Safeguarding Protection Team still retain the responsibility for receiving and 
screening all adult safeguarding referrals in Older People’s Services. During this reporting 
period the Older People’s Social Work Service continues to move ahead with structural 
and organisational change. The professional oversight has been strengthened with four 
8a Team Leader posts across all Community Social Work and the service is pleased to 
report that this management structure is now stable. However, during this reporting period 
a vacancy rate of 50- 75% in team leaders in Community Social Work has prevented the 
full implementation of the Regional Policy. Adult Safeguarding referrals continue to be 
screened and thresholded by the Gateway Team. It is the view of the service area that 
this was the only way that we could ensure a consistent response and thresholding during 
this very unstable period. Whilst the service area intends to move forward with full 
implementation of the policy, we remain concerned that further work needs to be 
developed in relation to identifying standards and processes for managing adults at risk 
of harm and developing alternative pathways. This is a priority for the service area in the 
forthcoming year 
 
The management of safeguarding concerns raised in the care home sector continue to 
present significant demands. The development of a preventative CREST model has 
ensured that early warning signs of a change in standards in a care home setting are 
identified with earlier interventions. The issues raised through the Dunmurry Manor 
investigation Home Truths Report continues to be a focus in the broader discussion of 
how risk is identified and managed across the Service Area. Staff have been involved in 
DOH and Trust facilitated workshop sessions reflecting on particularly how our current 
thresholds of risk and risk management plans are a critical to our broader responsibilities 
under Safeguarding.  
 
The CREST model has been significant in ensuring the development of strategies which 
deliver timely reviews, responsive supports and prevention work in Residential and Care 
Home sector. The ASCOT tool along with the guidance and mentoring of Kent University 
is being introduced to the CREST team as a methodology to support and assure. Further 
training and development in this area is anticipated. This outcomes tool will both support 
the care homes in identifying particular areas for improvement and provide a mechanism 
to work together on improvements. Also, it will bring a rigour to the work carried out by our 
Social Work staff in observations, monitoring and reviewing within the sector to prevent 
safeguarding concerns arising.  
 
Quality Improvement methodology has been applied to reviewing and improving the 
understanding of how older people and/or their family can feel safe in raising concerns or 
complaints within the care home setting. This again has at its core service improvement 
and also supports the prevention of concerns being raised later or not at all and escalating 
to the need for protection.  
     
Staff have also benefited from being able to attend training and events held by partner 
agencies such as Women’s Aid and Action on Elder Abuse.  
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Challenges 
 
The service area is training staff to be able to bring a range of tools to the protection of 
our older citizens through a range of methodologies. Community Services have made use 
of the High Court to ensure the protection of those who lack the capacity to make decisions 
to protect themselves. This work will inevitably change as aspects of the Capacity 
Legislation is enacted. As a Service Area we are working to remain flexible and creative 
in how we respond to the circumstances of individuals to ensure their safety.   
 

At present the Service Area is taking an action to the High Court in respect of a service 
user who has been subject to harm through the actions and interference by another. The 
service user lacks capacity to recognise and manage these harmful actions. The Trust are 
asking that the Court would make an order on behalf of the person, in the absence of their 
mental capacity, to exclude the perpetrator from interfering in the service user’s property 
and care. This is a new approach and could be critical in shaping case law. This is a 
significant piece of work for staff both in terms of understanding and managing the day to 
day complexity but also in the number of reports and consultations ahead of any court 
appearance.  

The importance of a competent and confident workforce who are well versed in early 
identification and intervention is essential. 

 
Strategic Direction 
 

We are confident that within the Care Home Sector the ASCOT methodology represents 
a welcome focus on quality of care and a supportive system of bring further strength to 
the prevention work which is ongoing. Within the Community Social Work Teams, we have 
appointed a governance post which will bring further assurances in the form of regular 
auditing of our safeguarding work to highlight areas of good practice through peer support 
initiatives. It will also help to identify areas of variance in practice. A Principal Social 
Worker has been permanently recruited in the Community Teams and a temporary 
equivalent post in our Hospital setting. This will bring a renewed focus to the training and 
development of our staff and the governance arrangements related.   
 
As we progress to integrate the Regional Policy in the service we will have a renewed 
focus on the feedback from people who are supported through our safeguarding 
processes and look at how we improve the lived experience of safeguarding. Feedback 
from 10,000 Voices will help inform this work going forward.       
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HOSPITAL SOCIAL WORK 
 
 
Processes and staff resources are in place to provide a response to Adult Safeguarding 
queries and referrals across the hospital sites in Belfast Health and Social Care Trust. 
These include: Royal Victoria Hospital, Belfast City Hospital, NI Cancer Centre, Mater 
Infirmorum, Musgrave Park Hospital and Meadowlands. Monthly returns are provided to 
the Adult Protection Gateway Team (BHSCT) by way of collection and monitoring of 
referrals for BHSCT referrals. 
 
The Service has Designated Adult Protection Officers and Investigating Officers trained 
and available on each of the hospital sites and cover arrangements in place if required. 
 
There have been a number of instances of residents from other Trust areas coming into 
regional hospital facilities in the BHSCT area (e.g. Royal Victoria Hospital or Musgrave 
Park Hospital) for care and treatment and disclosing Adult Safeguarding issues. The 
Service has worked with the Gateway Teams from other Trusts to ensure referrals are 
made to the appropriate area and immediate protection planning is done. The Service has 
initiated a new reporting process for 2019/20 to capture the number of referrals to other 
Trust Adult Protection Teams. 
 
One of the challenges for the service is that service users can often have short admissions 
to hospital were Safeguarding disclosures are made. This can often be a vulnerable time 
for people due to injury and/or ill-health. Social Work staff in the Safeguarding roles 
provide a sensitive and professional response in these situations taking cognisance of 
issues such as capacity to engage in the investigatory process, what immediate protection 
response is required and how Adult Safeguarding issues may impact on discharge 
planning.    
 
A recent RQIA Review report highlighted the issue of awareness of Adult Safeguarding 
within the outpatient departments on the hospital sites. An action plan has been put in 
place to provide these departments with Safeguarding posters and information for display 
in waiting areas. 
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LEARNING DISABILITY   
 
 
The Service Area continues to have a number of dedicated Learning Disability Adult 
Safeguarding staff.  This comprises of 9 DAPOs: 5 are SW Team Leaders in the hospital 
and community teams; 1x 8a Operations manager; 1x DAPO in Muckamore Abbey 
Hospital (MAH) who deals with patient on patient incidents; and 2x DAPOs in the 
Specialist Team who deal with allegations against staff or paid carers or where there are 
issues in relation to the quality of care provided in a group setting.   
 
From September 2017 the Specialist team (2x Band 7 DAPOs) have been involved 
solely in the large-scale adult safeguarding investigation into Muckamore Abbey 
Hospital. This has involved dealing with the historical CCTV incidents and historical 
incidents. This meant that the work, usually undertaken by this Specialist Team, 
had to be dealt with by the core Community Learning Disability teams. This added 
additional pressure to their existing workloads. 
 
The service area has 36 Investigating Officers who are embedded across the service area. 
There are now 3 ABE trained social workers.  
 
Adult safeguarding (ASG) remains a major area of work for the Service Area. There 
has been an increase in the number of adult safeguarding referrals from 916 
referrals last year to 977 this year with 560 investigations completed. 789 of these 
referrals were received from the hospital and 188 from the community. A large 
number of referrals have resulted from the large-scale adult safeguarding 
investigation in Muckamore Abbey Hospital. This includes 236 referrals generated 
from the viewing of historical CCTV footage that has been downloaded from April- 
September 2017 relating to 5 wards in Muckamore. In addition, there remains a high 
number (519) of patient on patient incidents across the hospital site.  
The figures are as set out in table below. 
 

Number of safeguarding adult referrals within the period 977 

Of the referrals at 6.1, how many were received from acute settings? 789 

Number of investigations commenced within the period 560 

Number of investigations completed within the period 560 

Of the completed investigations at 6.4, how many required a 
Multidisciplinary Agency Risk Assessment Conference (MARAC)? 

1 

Number of adult protections plans commenced within the period 536 

Number of adult protections plans in place on 31st March 536 

 
 
Current allegations against staff in Muckamore Abbey Hospital 
 
There have been current ongoing incidents relating to allegations against staff 
within the hospital site. These allegations have been investigated by the community 
teams with the support of 1x Band 6 Investigating officer.  
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CCTV is now running across all the wards at Muckamore.  The adult safeguarding 
team can therefore view CCTV as part of their investigation.  The introduction of 
CCTV across all the wards has been extremely positive in that it has allowed for 
independent checking of allegations, which has aided in the ASG process. It has 
also provided reassurance to the families, senior management team, Trust Board 
and Department of Health. This helps to clarify information quickly and incidents 
can either be very quickly screened out or the CCTV can be used to provide details 
and evidence in relation to the allegations made. From viewing the CCTV learning 
can be achieved in relation to what precipitated the incident, the intervention of 
staff etc. This helps to set a context to the incidents. The adult safeguarding team 
now meet regularly with the Service manager, ward managers and operations 
managers to ensure there is good communication, shared learning and protection 
plans are reviewed.  
 
There are significant resource implications for the ASG team given the length it time 
it takes to view the CCTV (as there are a large number of cameras in any given area), 
time to identify the staff, accurately record the viewing and at times to obtain input 
from the MAPA trainer in respect of any Physical Interventions used. A number of 
issues viewed would fall under staff conduct issues and would not reach the 
threshold for an adult at risk or an adult at need of protection. However, they would 
be matters of concern for the Adult Safeguarding team, which remains a challenge 
whether such matters should come under Adult Safeguarding. 
 
The vast majority of the ongoing referrals made against staff relate to one particular 
patient who is very autistic and assessments of his communication have showed 
that he has limited use of expressive language.   
 
As per the Regional policy, any incident deemed to meet a criminal threshold have 
been referred to the PSNI.  
 
The CCTV policy has been reviewed. For assurance purposes contemporaneous 
CCTV is also underway across the site. Any good practice is documented and 
shared through the service manager to each ward area.  
 
The Adult safeguarding team are now planning to complete a more in-depth audit 
of data to identify any trends or patterns. This will ensure the adult safeguarding 
responses are better informed and consider a range of factors including the skills 
mix, staff ratio, time of incident, environment, the patients presentation, etc. which 
may impact on the safety of patients. This will inform the entire multidisciplinary 
teams’ decision making to improve patient safety.  
 
Historical CCTV allegations against staff in Muckamore Abbey 
 
This has continued to be an extremely challenging year for the service area in 
respect of adult safeguarding incidents reported because of viewing historical 
CCTV within the Hospital. The large-scale ASG investigation commenced in August 
2017 following the delay in reporting an Adult safeguarding incident. CCTV was 
viewed at this stage in relation to this incident and during this viewing a number of 
other adult safeguarding incidents, which were not reported, were noted. This 
included mostly incidents of a physical nature on patients by staff and the 
inappropriate use of seclusion. These incidents were later reported as an early alert 
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to the Board.  For assurance purposes a further 25% random viewing of CCTV took 
place across the Muckamore Abbey Hospital (MAH) site which revealed further 
incidents in one ward. Subsequently, an incident was reported by a patient against 
a staff member in another ward. Further allegations were made by a whistle-blower 
against 2 staff members. A number of these allegations resulted in a joint PSNI/ 
Social services investigation.  
 
Following these incidents an independent Serious Adverse Incident Level 3 
Investigation was commissioned focussing on adult safeguarding from 2012-17 
including the above incidents. This panel was chaired by Margaret Flynn. The 
findings of this report ‘A way to go’ have now been shared with the affected families 
through workshops and individual meetings and with the staff across learning 
disability. A written copy of the report has been made available to families, 
including an easy read version for patients.  
 
The main themes emerging from this report were as follows:- 
 

• The criteria for admission to the hospital was too low with patients being 

admitted for a large number of reasons including, those who required 

assessment and treatment, those whose placement had broken down, 

short breaks etc. In addition, once admitted these patients were extremely 

difficult to discharge and therefore the length of admission became 

protracted with many having no discharge plans. 

• There was a high incidence of patients being bored in the hospital due to 

a lack of meaningful activity on and off the wards. This undoubtedly led 

to frustrations and an increase in patient on patient incidents but also of 

incidents of staff on patients.  

• There was an inappropriate use of seclusion sometimes for long periods 

of time and poor recording detailing the rationale for the decision 

surrounding this. 

• Despite a large number of RQIA inspections and a very high number of 

Adult safeguarding referrals, (even resulting in referral to the police) there 

was a lack of action taken which actually reduced the number of incidents 

or improved the safety for patients. 

• Families were not allowed access to the patients’ bedrooms or to the 

actual ward. This was particularly so in one ward. 

• There was a lack of visible leadership across the site 

Some of the recommendations from the report that now form part of the Trust 
action plan are as follows- 
 

• People with learning disabilities should be able to live their lives with 

their families and in communities and the services provided should 

understand that ordinary lives require extraordinary supports – which will 

change over the life course.  

• The hospital should review its criteria so that admission is for 

assessment and treatment only, for the shortest time possible.  
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• The transition to community-based services requires the contraction and 

closure of the Hospital and must be accompanied by the development of 

local services. 

• There should be better advocacy services. 

• Development of a co-produced communication strategy with 

parents/carers/ appointment of carer consultant aimed as repairing and 

establishing relationships and trust with patients and with their relatives 

as partners. Families should have greater input in relation to decision-

making. 

• Families and advocates should be allowed open access to wards and 

living areas. 

• Patients should be engaged in more meaningful activities during their 

admission. 

• Patients and families should have better information in relation to how to 

complain. 

• Families should receive regular progress updates. 

• The families wanted an end to seclusion. 

• There should be a review of Adult Safeguarding culture and practices at 

Muckamore so that the responses to safeguarding incidents and 

allegations are proportionate and timely, that the perception that people 

with learning disabilities are unreliable witnesses is changed and that the 

safeguarding documentation is substantially revised. 

Much progress has been made in relation to these action points but there is still a 
lot of work ongoing. Whilst this SAI investigation was ongoing it was agreed that 
all the downloaded CCTV (April-Sept 2017) be viewed for all 5 wards. This proved 
to be very challenging for all adult safeguarding staff in learning disability services.  
The Muckamore investigation has been unprecedented in terms of numbers of 
allegations and its complexity. This has resulted in a huge amount of work relating 
to the historical allegations and the historical CCTV incidents being undertaken by 
the 2 DAPOs in the community. This has had a knock on effect on the community 
teams as they had to take on the work previously covered by this specialised team.  
 
Since the start of the investigation, the 2 DAPOs have processed 191 referrals for 
one ward with 177 of these being referred to the PSNI. 14 other incidents were not 
referred to PSNI. These incidents are all mostly of a physical nature and include 
inappropriate use of seclusion.  In addition, a further 158 incidents relating to the 
other wards have been triaged by the ASG team. To date only a small number of 
these incidents have been viewed by the adult safeguarding team. However, of what 
has been viewed an additional 44 referrals have been forwarded to the PSNI. These 
incidents are again mostly of a physical nature and involved a number of staff who 
were either involved in actual physical incidents and or other staff who allegedly 
witnessed the incident and or failed to intervene.  
 
The CCTV was taken by the PSNI in February 2019 and at this stage the percentage 
viewed for each of the 5 wards was as follows –82%,-64%, 66%, 48% and 46%. This 
clearly continues to create difficulties for families who know that there is further 
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historical CCTV to view. The Trust remain committed to the viewing of all CCTV 
during this specified period.  
 
The PSNI have an identified taskforce dealing with this investigation and have a 
team of additional officers. They have been working very closely with the PPS and 
are looking at a whole range of potential offences in relation to this investigation 
including Article 121, wilful neglect, common assault and misconduct in a public 
office. 
Unfortunately, over the reporting year attempts to recruit additional DAPOs to 
assist with this investigation have been largely fruitless resulting in the 2 DAPOs 
undertaking the viewing of CCTV, as well as preparing large voluminous files for 
the Police and HR department. This has been a hugely complex task and both the 
PSNI and the HR department have complimented the team for the complex work 
completed.  
All the affected families have a nominated DAPO attached to them and with their 
agreement there were updated on a regular basis regarding any further 
developments as well as offered supports including psychological support from the 
Trust. The DAPOs have been working in close partnership with the PSNI and a 
number of visits to families were done jointly between the Trust and the PSNI. At 
the end of the reporting period the service area managed to secure a part time 
DAPO whose sole role is family liaison with some of the affected families.  
 
As a result, of the current ASG investigations 20 staff have been placed on 
precautionary suspension and other staff are subject to protective measures. This 
along with staff sickness has given rise to a number of challenges for the service 
in ensuring that there is adequate staffing across the site to ensure patient safety.  
 
There has also been ongoing liaising with the other Trusts to update them regarding 
the current investigation but also to address any specific issues relating to their 
service users. 
Whilst the CCTV remains outstanding, there is also a feeling of uncertainty across 
the staff group at the hospital. Staff across the site have been supported at this 
difficult time through a large number of initiatives including a counsellor who 
provides 1:1 emotional support, reflective practice sessions, workshops with staff, 
massage sessions and support sessions with HR and OH. In addition, a health fair 
is planned and ‘Bewell’ sessions planned. 
 
The Service Area has continued to work within the Adult Safeguarding Regional 
Policy, the HR disciplinary processes and Joint Protocol. This has resulted in many 
challenges balancing the requirements of each process and being proportionate in 
relation to staff but at the same time protecting patients.  
 
The hospital SW staff have continued to roll out the ASG ‘Keeping yourself safe 
programme’ across MAH. There has also been further ASG training provided across 
the hospital site. There is further CCTV to view and the 2 DAPOs who had been 
doing the investigation are now due to be replaced by a new ASG team which was 
appointed at the end of March. This team currently comprises of 1x Band 8B and 3x 
8A staff. There remit is take forward the remaining historical CCTV and provide 
support to the affected patients and families.  
 
Muckamore Abbey Hospital current patient on patient referrals 
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The social work department in the hospital continues to lead in relation to 
safeguarding patient on patient incidents.  In this reporting year, there have been 
519 incidents in the hospital. Most of these incidents are of a physical nature. Many 
of these incidents include multiple incidents relating to the same patients either as 
alleging causing harm or and victims of alleged abuse. All these referrals are 
processed by one Band 7 Lead DAPO, who is supported by the Senior Social 
Worker and by 2 Investigating Officers. Together they support the Multi-disciplinary 
team in the development of risk management, alternative safeguarding responses 
and protection plans. Support is also provided to the patient and a referral to the 
PSNI if deemed appropriate, or at the request of patient or carers. As part of the 
screening and or as part of the investigation into the incidents CCTV will also be 
viewed by the DAPO.  
 
As a result of staffing difficulties (suspensions and staff off sick) and also as a 
means of stabilising the hospital, the hospital has been closed to admissions. In 
addition, over the last year the hospital has been retracting as patients have been 
discharged and therefore the number of inpatients has significantly declined. 
However, there remains a high level of incidents of a physical nature between 
patients in the shared setting of the hospital. There are ongoing difficulties related 
to the physical environment and the mix of patients in the wards, many of whom 
have complex needs and present with challenging behaviours associated with 
autism and other conditions,   communication difficulties and limited insight into 
the possible consequences of their actions or that of others.  Very few of the 
patients have skills to protect themselves. Staffing levels can also often mean that 
patients are unable to avail of opportunities to be off the ward and this can increase 
the number of incidents on the ward.  
 
Despite good multidisciplinary working including robust risk assessment and risk 
management plans, it continues to be a challenge implementing suitable protective 
plans to reduce the likelihood of further incidents. All these ASG incidents are now 
reviewed on a weekly basis at the multidisciplinary team but also the data forms 
part of the SITrep report, which allows the Senior Management team / Directors 
Oversight group the opportunity to understand trends and patterns in relation to 
this and consider what further steps can be taken to address the matter.  
 
In order to reduce the number of patient on patient incidents in the wards 
considerable work has been done: 
 

• In Jan 2019 an activity Co-ordinator was appointed following a review of 

day care at the hospital. This has significantly improved the level of 

activities for inpatients across the Hospital Site. Therapeutic Day services 

are now also provided within the hospital at weekends and evenings 

activities on the ward and off the ward. This has helped to reduce contact 

between patients and thus reduce frustrations levels and the likelihood 

for incidents. Activities for patients ensures the holistic needs of patients 

is catered for with intervention, which may include recreational input, 

social input or skill development. By extending the frequency and range 

of appropriate and meaningful activity the mental, physical and emotional 

wellbeing and social needs of patients is promoted.  
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• Joint Therapy Aims and Free time Plan/Activity Boxes have been 

introduced which allows ward staff to work on individualised therapy 

aims with patients, which forms an important part of their treatment. The 

box can also be used to de-escalate a situation or redirect a patient from 

a difficult situation, which promotes the safety and well-being of patients.  

• Plans are place to resettle a large number of patients whose discharge 

has been delayed. There has been work done by the service area with a 

large number of providers along with the other Trusts to put in place 

plans to successfully resettle patients in the community.  

• The Trust has also developed a supported living scheme in Cherryhill, 

which is due to open in June 2019 and will be accommodating 9 patients 

who are to be discharged from the hospital. 

• The hospital SSW and lead DAPO have regular meetings with the service 

manager and the 8a nursing operations managers to address any 

ongoing concerns in relation to patient safety. 

• The hospital SW team are currently piloting real time feedback from 

patients and from carers prior to and post Adult safeguarding 

intervention to understand what would make them feel safer.  

• Safeguarding procedures, including use of special observations, has 

been used to minimise targeting of vulnerable patients. 

• The ASG team will now be auditing data in relation to ASG and identifying 

trends and patterns so that a collective understanding can be achieved in 

relation to the issues re ASG across the site and then identifying how this 

can be addressed. 

• There continues to be discharge meetings convened to expedite 

community placements and notify Trusts of the number of safeguarding 

concerns for each patient remaining in hospital. 

• Ongoing training of nursing staff in Muckamore regarding the thresholds, 

their responsibilities under adult safeguarding protocols, completing the 

forms correctly and developing robust interim protection plans.  

• Viewing CCTV assists the ASG team to understand the factors 

precipitating/ leading up an ASG incident and the context of the incident, 

which is then shared with the ward managers/ management team. 

• Positive behaviour practitioners provide support to reduce incidents of 

challenging behaviour.  

• The Keeping You Safe Training to patients remains a key function of the 

SW team in the hospital. Within the last year, 21 patients have been 

provided with the training. Various methods have been used, group and 

individual sessions, depending on the ability of patients.  

Social Work staff in MAH are now aligned to each ward, which ensures there is a 
full MDT approach to address the issues and reduce the potential risk to patients 
e.g. through making environmental improvements, use of positive behavioural 
support, increased day activities etc.  
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In the last year, the service has implemented a new process in the management of 
safeguarding. This process is in keeping with the Adult Safeguarding Policy and 
provides opportunity for ward managers to become nominated Adult Safeguarding 
Champions. The vast majority of incidents managed through this process are minor 
in content and only require an Alternative Safeguarding response. The hospital SW 
department continues to provide support and advice to ward managers and nursing 
staff. The Senior Social Worker has been auditing this new initiative and raising any 
issues with hospital management.  
 
 
 
Community based investigations 
 
Allegations against staff 
 
The service has continued to investigate concerns raised in nursing homes, residential 
homes and supported living projects.  The referrals cover a range of abuse including 
alleged physical abuse, psychological abuse, financial abuse of service users and 
institutional practices.   
 
The service remains concerned about quality issues which, while they do not meet the 
threshold for safeguarding, may have significant impact on the quality of life for service 
users.  Many of these facilities continue to experience high turn overs of staff, low staff 
morale and poor resilience. The Trust continues to work with providers to build their 
capability and improve their resilience. 
 
Allegations of service user on service user abuse 
 
Most of these referrals relate to low level physical incidents of one service user on another 
which reflect the reality of group care for service users who can display behaviours, which 
challenge and have communication difficulties.  As noted in previous reports, where the 
victim and person who is alleged to have caused harm have learning disabilities, 
behavioural issues and share the same space it can be  difficult to put in place protective 
plans.  Again, as noted in previous reports suitable alternative placements are required.  
 
All group living services are aware of the need to review care plans, environments and 
the mix of service users in order to promote a safe living environment for all. 
 
The Service Area believes that many preventative measures are required to address 
these issues such as good quality staff recruitment, retention, support and training.  
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MENTAL HEALTH  
 
 
There continues to be a significant increase in the volume of Adult Safeguarding referrals, 
investigations and protection plans in the last twelve months with an increase in referrals 
by 20% and in investigations by 10%. The Mental Health Adult Safeguarding Team 
continues to provide the majority of DAPO cover and has endeavoured to continue to 
improve awareness of Adult Safeguarding procedures in recognising and reporting of 
abuse in community teams that are non-Social Work led. DAPO’s from the Mental Health 
Adult Safeguarding Team continue to embed the process and knowledge of the 
procedures and to assist Team Leaders in fulfilling their responsibility for initial screening, 
implementing interim protection plans, governance responsibilities and onward referral to 
DAPO.    
 
The Mental Health Adult Safeguarding Team currently consists of a PSW – who is also 
the named Adult Safeguarding Lead for the mental health service area in addition to the 
PSW role, 2 Band 7 Senior Practitioners/DAPO’s, a Band 7 Senior 
Practitioner/Professional Social Work development lead and Think Family lead, who also 
provides sessions into Adult Safeguarding for DAPO. All DAPO’s in the Mental Health 
Adult Safeguarding Team are ABE trained. 
 
The Mental Health Adult Safeguarding team currently acts as a single point of contact for 
Adult Safeguarding referrals for mental health services who do not have trained DAPO’s 
within their team. There are plans for all mental health referrals to be sent to the Adult 
Safeguarding Protection Gateway team in the future for screening  and decision making 
on the  level 3 cases to be taken forward for investigation, but to date the current process 
remains and there is no date for APGT screening of all referrals.  The Adult Mental health 
team currently screen all referrals received and identify an IO and DAPO. They are also 
the point of contact for guidance and referrals from outside agencies and are advised on 
issues which would require a safeguarding investigation and arrange for the allocation of 
an IO and DAPO to commence the safeguarding process. The Mental Health Adult 
Safeguarding Team continues to act as the central point of contact for PSNI for PIA / ABE 
interview consultations and requests and allocates referrals to trained staff within the 
mental health service area. There continues to be well established support groups for IO, 
DAPO and ABE trained staff across the Trust and staff are encouraged to attend these 
groups to keep them updated regarding any changes or issues and is also a forum for 
shared experience and learning.  
 
The Mental Health Adult Safeguarding Team meet weekly to review and discuss Adult 
Safeguarding investigations and management of cases. The team has a Band 7 Senior 
Practitioner for MARAC cases and referrals for MARAC process. 
 
The Mental Health Adult Safeguarding Team also provides supervision and support to 
DAPO’s and IO’s across all services who are not line managed by a qualified Social 
Worker DAPO. They also provide an advisory and consultative role for all professional 
staff across the 41 mental health teams / services and outside agencies including 
voluntary organisations and PSNI.  
 
Referrals are received from a wide range of service areas, including hospital settings, the 
medium secure facility, supported living facilities, nursing and residential settings, day 
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care and from a range of community mental health services – within acute, primary and 
recovery teams.  
 
There has been an increase in the number of protection plans by 15%. The figures reflect 
a reduction in PIA/ABE interviews. The figures for 2018/2019 show a reduction of 50% in 
PIA interviews and a 70% decrease in the number of ABE interviews completed within 
mental health. This is largely due to the police thresholds for joint protocol investigation 
and a high proportion of referrals to CRU have been assessed by the PSNI as only 
requiring a single agency investigation. The PSNI thresholds assess domestic abuse, 
historical abuse, physical and sexual assaults as single agency investigations. The 
PSNI/CRU thresholds also assess any patient in receipt of 24 hour care in a hospital 
setting are not vulnerable adults in need of protection and will only agree this a single 
agency PSNI investigation. DAPO staff in their consultations with CRU continue to 
challenge these decisions and the need for a joint investigation with PSNI on a case by 
case basis. However, it remains our experience that the PSNI will make the final decision. 
It is predicted that there will continue to be a decline in PIA/ABE interviews under the new 
thresholds for assessment by PSNI. Given the reduction in joint protocol investigations 
mental health services will not be nominating social work staff to undertake the ABE 
training this year. Staff currently trained have reported that they are having difficulty 
meeting the two ABE interview requirements to continue with the role given the reduction 
in ABE interviews. 
   
Within Mental Health services there is a significant deficit in DAPO’s across the service 
as not all of the services are led by Social Work staff. There are 6 social work Team 
Leaders across the 41 mental health teams, 10 senior practitioner staff including the 3 
Senior Practitioner DAPO’S in the Mental Health Adult Safeguarding Team and a two year 
time limited temporary addition of 2 CSM Social Work posts who will undertake a DAPO 
role within their service area if there is no Senior Social Worker/DAPO in post. An 
expression of interest has been circulated for an additional two temporary Senior 
Practitioner Social Work staff to undertake additional roles within the community teams – 
this will include a DAPO role along with other enhanced duties and there continues to be 
increased pressure on DAPO’s within the mental health service area who also undertake 
a number of functions i.e. Team Lead, ASW, ASW assessors, Professional Social Work 
Supervision and DAPO. There is also a deficit of Band 6 staff due to vacancies within the 
community teams and of IO trained staff within nursing staff in mental health with Nursing 
staff declining to undertake the IO role supported by their unions, therefore Social Workers 
tend to undertake the majority of Adult Safeguarding investigations. In addition some 
community teams have AYE Social Work staff who are currently unable to undertake the 
IO role until they are at Band 6 level while other teams report only one Social Worker 
within their team and the remainder of staff are support staff who are also unable to 
undertake the IO role. This has continued to impact on Social Work front line services 
delivery and has placed considerable pressure on the Social Work workforce who also 
undertake all of the other statutory functions within mental health. There continues to be 
an increase in referrals from the voluntary sector and from the Leaving and After Care 
teams who have no provision of IO/DAPO within their service area and victims may not 
be currently open to mental health services. However as they meet the key definitions of 
an adult at risk of harm or an adult in need of protection an IO has to be sourced from the 
existing mental health IO trained staff which also increases pressure on their service 
delivery and caseloads. 
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There are on-going challenges within mental health services with the introduction of the 
Adult Safeguarding policy July 2015. Joint agency working with PSNI, RQIA, professional 
bodies regarding procedures, protocols and practice issues remains an ongoing priority. 
The mental Health Adult Safeguarding Team have implemented a database to capture 
the recording of Adult Safeguarding as an interim measure while  plans continue to 
implement all of mental health safeguarding recording and investigations to the Trust 
information system – PARIS. All staff within mental health services will require some 
additional training for the implementation of recording of adult safeguarding referrals and 
investigations on PARIS, however there is no current timescale for this due to the new 
APP documentation which needs to be designed for PARIS but planning meetings 
continue with the PARIS implementation team.  The service area remains committed to 
the delivery of adult safeguarding, while recognising significant workforce pressures. A 
priority for the service is to ensure that Band 6 non-Social Work staff are encouraged to 
undertake IO training and that there are suitable supervision and support arrangements 
put in place to support non-Social Work IO staff. Additional bespoke IO and DAPO training 
has been facilitated by the Learning and Development Team in addition to the IO/DAPO 
training offered twice per year to relieve pressures on community teams so that newly 
appointed staff could undertake the IO and DAPO roles. 
 
Workforce planning continues to be encouraged with the Service Leads within each 
service area to ensure that appropriate levels of Band 6 staff and Band 7 Social work staff 
are recruited to undertake the assessed safeguarding requirements for their service. 
Consideration is also required of the capacity of Band 7 Senior social work practitioner 
staff to meet the demand within the service area and fulfil the statutory requirements of 
the Band 7 role to undertake the ASW and DAPO / ABE function.   
 
The Mental Health Adult Safeguarding Team continue to offer essential support to all 
DAPO’s and IO’s within the Service Area and in quality assuring all aspects of Adult 
Safeguarding. The Mental Health Adult Safeguarding Team has completed an initial audit 
of safeguarding within the service area and plans to do this on an annual basis to ensure 
governance arrangements, appropriate safeguarding investigations are undertaken and 
review decision making, and alternative responses to safeguarding. Refresher training for 
IO/DAPO is also being planned with the Learning and Development Team which would 
be an addition to the IO/DAPO support groups currently in place so that IO/DAPO’s can 
maintain and update their skills and knowledge in safeguarding.  It is anticipated that the 
current level of  DAPO/IO need within mental health services will remain at the same rate 
when the Adult Protection Gateway Team become the single point for referrals for mental 
health. The Adult Protection Gateway Team will take responsibility for level 3 
investigations which include joint protocol investigation, institutional care investigations 
and investigations involving paid members of staff and have a team of DAPO and IO staff 
to manage the investigation. All other referrals will remain the responsibility of the mental 
health service to progress the investigation. Within mental health services the level 3 
investigation for joint protocol and paid staff allegations of abuse have decreased due to 
the police thresholds for joint protocol investigation and the level of referral for institutional 
abuse referrals remains low, therefore the majority of referrals currently referred and dealt 
with by the mental health Adult Safeguarding team will remain at its current level.  
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SECTION 5: LASP Partner Updates  
 
 
 
Belfast and Lisburn Women’s Aid 

 

• All the staff team are given Adult Safeguarding training which is Core. (every 

three years) Last training session 2018. 

 

• Four staff 1. Board member, Two Senior managers, Outreach worker have 

completed Adult Safeguarding training Champion/Appointed persons. 

 

• We have one Adult Safeguarding Champion Liz Brogan and three appointed 

persons. 

 

• All staff and volunteers are aware and can identify the above. 

 

• We have created a template for collating all adult safeguarding queries, 

discussions, referral activity. 

 

• Each of our three refuges use the pro forma to record ASG activity. 

 

• All information is sent to the ASC. 

 

• All information gathered is used in the yearly ASG report. 

 

• Adult Safeguarding is regularly on staff meeting agenda’s; Senior Management 

team meetings, Board meetings, individual team meetings, and full staff 

meetings. 

 

• We have an Adult Safeguarding policy which outlines procedures for dealing with 

Adult Safeguarding referrals etc. 

 

• ASC attends all LASP meetings throughout the year. 

 

• Our key worker  in the Older Women’s Project has had the following additional 

training/awareness raising sessions – Dementia Awareness – Advice NI – 

Integrated services for Older people-Action on elder abuse conference. 
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Cedar Foundation 

 

Our Quality Improvement Plan included: 
 

• Assurance that all staff and volunteers have the appropriate Level of 1,2,3 

Safeguarding Training-Achieved 100% 

 

• Continue to use ISO accreditation as the framework for ensuring systems and 

processes to monitor and evaluate our Safeguarding Practices; we updated our 

Policy to reference the European Convention on Human Rights, and to include 

our Complaints Procedure 

 

• We reviewed incidents monthly and reported quarterly to the Executive Board 

 

• We completed the Adult Safeguarding Champion Position Report for 18/19 

 

• We participated in LASP and ARC Networks to ensure the currency of knowledge 

regarding best practice approaches to Adult Safeguarding 
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Volunteer Now 

 
Core KAS Sessions 
 
Throughout 2018-19 Volunteer Now has continued to work in partnership with the Health 
and Social Care Board and Belfast LASP to deliver free ‘Keeping Adults Safe’ training to 
participants from voluntary, community, independent and faith sector organisations in 
the Belfast Trust area.   
 
The following courses were delivered:  
 

• 3 full day KAS M2 ‘Keeping Adults Safe: Training for Staff and Volunteers’  

• 2 full day KAS M3 ‘Keeping Adults Safe: Recruitment, Selection and 

Management’  

There were 79 participants in total and the average participant evaluation score was 4.6 
(on a scale of 1 to 5, where 5 is excellent).   
 
Additional Activities 
 
Volunteer Now has been actively involved with the Belfast LASP throughout the year, 
attending LASP meetings and events.  
 
Volunteer Now Enterprises Ltd also continues to promote the ‘Keeping Adults Safe: 
Adult Safeguarding Champion & Appointed Person’ training through the LASP.    
 
Core KAS Sessions – Break down 
 
A full break down of the core KAS sessions in the Belfast LASP area is included below: 
 
19th October 2018, Module 2: Keeping Adults Safe: Training for Staff and 
Volunteers 
Belfast (Volunteer Now) 
16 participants 
Average Score: 4.6 
 
Participant Comments: Enjoyed the group discussions, hearing people’s different 
opinions on situations. / Invaluable to keep everyone up to date with expectations. / Nice 
relaxed refresher to safeguarding / lots of respect and space to discuss issues, plenty of 
clarity and guidance / Useful for my organisation. 
 
8th November 2018, Module 3: Keeping Adults Safe: Recruitment, Selection and 
Management 
 
Belfast (Volunteer Now) 
11 participants 
Average Score: 4.6 
 
Participant Comments: Invaluable information, well organised and presented / Will go 
back and look at our policy / Excellent update / Found Access NI info particularly useful / 
Content of the training was very relevant. 
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17th January 2019, Module 2: Keeping Adults Safe: Training for staff and 
volunteers  
 
Belfast (Knockbracken Health Care Park) 
14 participants 
Average Score: 4.9 
 
Participant Comments: Very interesting training and in depth, really useful and has 
improved my knowledge greatly. / The training was very thorough – I enjoyed the 
discussions with the entire group to get different opinions. /  
 
11th February 2019, Module 3: Keeping Adults Safe: Recruitment, Selection and 
Management 
 
Belfast (Knockbracken Health Care Park) 
21 participants 
Average Score: 4.4 
 
Participant Comments: Good level of interaction. [Trainer] made you feel very 
comfortable]. / Well put together course. Good interaction with the group. / Interactive 
group discussions, useful and informative. / Enjoyable interactive training which raised 
awareness and evoked thought. / Very well presented. / Trainer was knowledgeable. 
Room was cold in the morning, warmed up in the afternoon. / Excellent training – 
enjoyed all the interaction and group exercises. / Lots of food for thought for my 
organisation as we consider expanding the range of services that we provide. / The 
resource pack was great. Really enjoyed the case studies and discussions. / Good use 
of resources. / Good opportunity to revise and recap on existing knowledge and to 
network with others. 
 
19th March 2019, Module 2: Keeping Adults Safe: Training for staff and volunteers 
Belfast (Knockbracken Health Care Park)  
 
17 participants 
Average Score: 4.7 
 
Participant Comments: Room was cold. / Great lunch facilities, / Easy to understand, 
and use in my workplace. / Enjoyed the training – very informative and related to my 
work place. / A high standard of training, very informative and felt very comfortable and 
able to ask questions. / Trainer very good. / Well laid out training with experienced 
facilitator. / Very well delivered. / Room was freezing, everyone uncomfortable. 
 
 
Core KAS Sessions – Analysis 
 
Participant Feedback 
 
The average participant evaluation score for the Belfast M2 sessions was 4.7, and for 
the M3 session was 4.5 (on a scale of 1 to 5, where 5 is excellent).   
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As demonstrated by the participant evaluation comments included above, feedback has 
continued to be excellent with respect to the trainers, course content, delivery and 
interactive nature of the sessions. 
 
Booking and Attendance Numbers 
 
The 3 KAS M2 sessions were attended by 47 participants and the 2 KAS M3 sessions 
by 32 participants, giving a total of 79 participants across the 5 sessions.  This 
averages at 15 participants per session (the maximum is 25 per session). 
 
A significant issue across all KAS sessions is ‘drop out’ of participants who have signed 
up for sessions and then failed to attend or made late cancellations.  This can be difficult 
to manage due to the courses being free to book and has continued in 2018-19 despite 
our formal booking/confirmation process via our website and reminder emails being 
routinely sent to participants prior to delivery dates. 
  

BW-273
MAHI - STM - 184 - 1154



SECTION 6: Belfast LASP work plan 2019/20  
 
 
 
There will be a strong emphasis on taking forward areas of adult safeguarding work within 

the Belfast Trust in response to regional and local learning.   

 

There will be a review of adult safeguarding structures and local procedures to ensure 

that adult safeguarding is fully embedded across all areas within the Trust.   

 

In addition, the Belfast LASP will work to deliver on the NIASP annual objectives for 

2019/20 and will consult with Belfast LASP members regarding a local LASP work plan 

for 2019/20. 
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OVERALL SCORE FOR MEDICINES MANAGEMENT STANDARD

Criterion Score(S)  
Number

1 0
2 0
3 0
4 0
5 0
6 0
7 0
8 0
9 0

10 0
11 0
12 0
13 0
14 0
15 0
16 0
17 0
18 0

TOTAL 0

OVERALL SCORE FOR MEDICINES MANAGEMENT STANDARD  0
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o Ongoing monitoring of 

admissions 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
o Delay in resettlement of 

individual young person from 
learning disability hospital. 

o Follow up of children admitted 
to adult wards in place re 
discharge plan and protection 
plan. 

o Admissions continue to be 
rare. 

o New build re facility for 
children and young people 
which challenging behaviour / 
learning disabilities planned – 
to be located within the Newry 
/ Mourne area – complete 
09/10. 

o Admissions to adult wards are 
monitored and confined to 
minimum numbers of young 
people 

o Resettlement of one identified 
young person from learning 
disability hospital imminent. 

o Trust has agreed date for 
completion of resettlement. 

o Number of young people 
admitted to adult wards 
maintained as a small number 
and only where clinical 
indications require an 
immediate admission. 

 
 
 
 
 
 
 
 
 
 
 
 
 
November 08 
 
 
 
 
 
 
February 09 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
March 09 
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